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SUMMARY 

This report is a qualitative assessment of practices, challenges and unmet needs in Home 
Visitation (HV)-based supports to diverse mothers living in situations of family violence in the 

Canadian province of Alberta. It 
draws on qualitative data from 
focus groups and interviews 
conducted across Alberta with 
Indigenous and immigrant-
refugee (IR) women (including 
survivors of family violence, FV), 
home visitors (HVs), and workers 
in child protection services 
(Children’s Services, CS). The 
report is an instrumental output 
of a 2019-2023 collaborative 
multi-agency project.  

Rationale of the project 

Historically, perinatal HV interventions have been used to reduce risks for poor pregnancy 
outcomes, improve parenting skills and enhance infant development. In recent years, there 
has been increased focus, with trials and evaluations of interventions, on the use of home 
visitation as a measure against family violence. On the one hand, there is some evidence that 
HV programs can bridge service-survivor gaps and hold promise as early-stage ‘pretervention’ 
or later-stage intervention against escalation of harms from violence. Mothers living in violence 
are often isolated, dependent and monitored by abusers, and unable to access supports at 
agency desks. Language barriers, physical-cognitive challenges, historical trauma, 
experience/fear of discrimination and worries over the justice system discourage diverse 
mothers (IR, sexual and gender minority, physically-cognitively challenged and Indigenous 
mothers) from accessing supports at agency desks in formal settings. Home visitation can 
potentially bridge service-survivor gaps. On the other hand, unfortunately, home visitation is 
often seen as culturally unsafe, invasive, and a threat to family unity owing to mandated 
reporting duties. The HV is legally bound to ensure that child protective services are made 
aware of child abuse and maltreatment or the exposure of children to violence in the home. 
This project aims to create measures that enhance the ‘pretervention’ value of home visitation 
while countering some of the perceived negatives. 

Aims, activities, outputs, and outcomes of the project 

The information generated by the assessment is to guide the creation and piloting of a home 
visitation protocol for diverse vulnerable mothers and mothers-to be coping with the effects of 
FV. The protocol is an enhancement of Alberta Home Visitation Network Association (AHVNA) 
protocol (AHVNA, 2016). Protocol content and implementation will combine cultural safety, 
intersectionality, Gender-Based Analysis + (GBA+) understanding of gender violence  and 
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family violence (seen as a gendered phenomenon), and a trauma-informed approach.1Training 
in the protocol will enable home visitors to understand patterns and signs of violence and 
connect survivors with supports. The project also involves pilot-phase monitoring to see how 
useful the protocol is in the real world in practice. The field tested and refined protocol and 
training curriculum will be made available as a Blueprint for future use, testing and 
improvement to the service community.  

Methods and location of the needs assessment 

We gathered primary data through interviews and focus groups (FG). The data collection was 
between October 2019 and January 2020 in diverse locations across Alberta. We spoke with 
43 interviewees and 80 participants in 9 focus groups. Participants included Indigenous and IR 
women (including survivors of FV), HVs, and CS staff. The data are anecdotal and 
perspectival. We analysed data using methods standard for qualitative social research and 
triangulated our findings with published, primarily peer-reviewed, literature. The tools for 
interviews and FGs had been reviewed by partners through in-person meetings and rounds of 
email feedback. We followed ethical procedure as defined in the Tri-Council Policy Statement: 
Ethical Conduct for Research Involving Humans – TCPS 2, 2018 (CIHR, NSERC, SSHRC, 
2014). Data collection tools are in the Appendices. The locations chosen for needs 
assessment activities fall along the spectrum of large-to-small urban (Edmonton, Calgary, 
Lethbridge, Fort McMurray, aka ‘Fort Mac’), semi-rural (or ‘rurban’; Fort Saskatchewan, a 
bedroom community near Edmonton), and rural (Sylvan Lake, Raymond, Jasper, Stony Plain, 
and Camrose). 

Findings 

The assessment explored data on the following topics in three broad sections: 

1. Features and activities of the home visitation (HV) service environment, largely in the words 
of service personnel, with detail on select aspects that are pertinent to the project. The 
broad topics were: 

• Roles, functions and models of HV service (with some attention to co-linguistic/co-ethnic 
service) 

• Client populations and their challenges (looking at IR and Indigenous mothers, teen 
parents, fathers and extended families (and their engagement), and rural families)  

• Factors that shape enrolment, retention, and attrition in HV programs (which have 
implications for HVs to provide anti-violence supports) 

• Impact of flux in funding and policy and, in 2019-2020, the COVID-19 Pandemic 

• Professional challenges and solutions for HVs. These include burnout, a sense of 
‘mission creep’ (over-expansion of duties and obligations) and difficulties of role 
management; and, conversely, the benefits and ameliorating effects of mentoring and 
supervision. 

 
1 Clicking on the hyperlinked blue text will take the reader to relevant sections in the main report. For example, 
cultural safety is explained in the section Core Concepts. 
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2. Features, challenges and solutions of client centred practice and relationship management 
in delivering anti-violence support in homes.  

The most prominent theme during conversations was the creation and management of 
relationships that would allow the HV to achieve client centred practice and support women 
living in violence. The building of a safe, trustful and confidential relationship between HV 
and client is essential for the HV to act as a support for a woman living with violence. We 
explored the process and challenges of making, sustaining or concluding relationships in 
the context of HV practice. This process is multi-step, multi-layered, and multi-barriered. 
The assessment examined the nuances of the process, what facilitates or obstructs it, and 
what practices are advisable and avoidable in this context. 

3. Complexities of HV-client dialogue and knowledge sharing on violence, safety planning, 
children’s wellbeing and (especially fraught) mandatory reporting of violence to Children’s 
Services (CS). We explored barriers and facilitators for women to disclose to the HV that 
there is violence in their homes. The data indicate ways to make it easier for women to 
discuss their experience with the HV, how HVs can share information and address 
women’s fears of the effects of disclosure, and how they can best support women in 
reporting to CS. The HV-Client relationship must not only be built and managed but must 
evolve in stages that allow for the following: 

• Appropriately timed and multi-phase screening using a family violence screening tool 
developed by AHVNA and enhanced via this project  

• Knowledge exchange, disclosure handling, and discussion of the client’s experience. 
This step can and should include a woman’s natural supports (e.g. trusted elders and 
peers) in the conversation so as to build trust towards sharing and disclosure. 

• Discussion of the process of reporting the violence to CS (who makes the call, why the 
call must be made with discussion of harms to children exposed to violence, what to 
expect, discussion of fears of CS and effects of calling) 

• Safety planning, preparation of a safe package 

• Connecting with resources, including shelter, police, healthcare, and counselling 

Recommendations 

The assessment showed scope for improvement in community perceptions, understanding, 
and expectations of home visitation and of child protection and welfare services. The fear of 
mandatory reporting impacts enrolment and retention in HV service and thereby lowers the 
prospects of HV to deliver anti-violence supports in women in their homes. This is consistent 
with earlier reports from Alberta and elsewhere in and outside Canada. Current FV protocol, 
screening tools used by HVs, and training curricula should include evidence-based 
enhancements that  

• reflect the realities of IR and Indigenous mothers with intersectionality in language and 
perspectives. 

• guide HVs on appropriate disclosure handling and support to families in the event of CS 
involvement 
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• can help HVs identify ways to engage families as a whole (e.g. responsibility planning 
with aggressors)  

• incorporate adaptability to situations of social distancing, as imposed by the COVID-19 
Pandemic. 

Overall, there is a need for intra- and inter-organizational capacity, training and collaboration 
for culturally safe, trauma-informed FV screening, disclosure handling, mandatory reporting 
and holistic pre- and post-reporting support to survivors and their families. The HV sector 
requires considerably more financial, informational and human resources to make a difference 
in FV in Alberta, especially in the crucial stages of primary prevention and early intervention. 
While the HV sector has a key role in FV reduction, this role can be met only if workers in the 
sector are trained, motivated and funded to go beyond the standard HV activities of 
enhancement of parenting and/or child development. For example, systems navigation is 
essential when supporting vulnerable families although it may be seen as atypical for HV 
activity. Rural HV has considerable resource gaps and rural and urban HV sectors are 
mutually siloed.  

Recommendations are made for improvements at client-provider, intra- and inter-agency and 
cross-sectoral levels: (1) HV support to survivors of abuse and violence (2) Organizational 
responses to practice-related needs and challenges of HVs (3) Public Engagement (4) 
Professional development, knowledge sharing, and collaboration. 

ABBREVIATIONS 

ACEs – Adverse Childhood Experiences  
ACWS – Alberta Council of Women’s 
Shelters 
AG – Advisory Group  
AHS – Alberta Health Services 
AHVNA - Alberta Home Visitation Network 
Association 
ASQ – Ages and Stages Questionnaire 
CS – Children’s Services (Formerly Child and 
Family Services, CFS) 
DOVE – Domestic Violence Enhanced Home 
Visitation 
DV – Domestic Violence 
EPO – Emergency Protection Order 
FASD – Fetal Alcohol Spectrum Disorders 
FG – Focus Group 
FV – Family Violence 
GBA+ – Gender Based Analysis + 
GBV – Gender Based Violence 
Hf2 – Health for Two 
HFA – Healthy Families America 

HV – Home Visitation; Home Visitors 
IAAW – Institute for the Advancement of 
Aboriginal Women 
ICWA – Indo-Canadian Women’s Association 
IPV – Intimate partner violence 
IR – (Im)migrant-Refugee.   
IT – Intimate Terrorism 
MCHB – Multicultural Health Brokers’ Co-op 
PGO – Permanent Guardianship Order 
PHN – Public Health Nurses 
PTSD – Post Traumatic Stress Disorder 
RCMP – Royal Canadian Mounted Police 
SCV – Situational Couple Violence 
SOS – Signs of Safety® 
TFW – Temporary Foreign Worker 
TGO – Temporary Guardianship Order 
TIA/P – Trauma Informed Practice/Approach 
VAW/C – Violence Against Women/Children 
WAGE – Women and Gender Equality 
Canada (WAGE) (Formerly Status of Women 
Canada) 
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INTRODUCTION 

This report is a qualitative assessment of practices, challenges and unmet needs in home 
visitation2-based supports to diverse mothers living in situations of family violence in the 

Canadian province of 
Alberta. It draws on 
qualitative data from 
focus groups and 
interviews conducted 
across Alberta with 
Indigenous and 
(Im)migrant-Refugee (IR) 
women (including 
survivors of family 
violence (FV)), HVs, and 
Children’s Services 
workers.  

The interviews and focus 
groups were conducted 
between October 2019 
and January 2020 in 

diverse locations across Alberta. Prior to the needs assessment, the period of March through 
September 2019 was used for planning, staff recruitment, constitution of the Advisory Group, 
and extensive networking with service agencies. 

The report is an instrumental output of a 2019-2023 collaborative multi-agency project. The 
information from the assessment is to guide the creation and piloting of a home visitation 
protocol for diverse vulnerable mothers and mothers-to be coping with the effects of violence in 
the family. The protocol is an enhancement of Alberta Home Visitation Network Association 
(AHVNA) protocol (AHVNA, 2016). Protocol content and implementation will combine cultural 
safety, intersectionality, Gender-Based Analysis + (GBA+) understanding of gender violence  
and family violence (seen as a gendered phenomenon), and a trauma-informed approach. 
Training in the protocol will enable home visitors to understand patterns and signs of violence 
and connect survivors with supports. The project also involves pilot-phase monitoring to see 
how useful the protocol is in the real world in practice. The field tested and refined protocol and 
training curriculum will be made available as a Blueprint for future use, testing and 
improvement to the service community.  

 
2 The hyperlinks indicated by the blue highlighted text lead the reader to the section Core Concepts, which 
contains the ideas and approaches that form the conceptual-analytical scaffolding for the needs assessment. 
Through this report, the reader will find such hyperlinked blue text. Clicking on them will take the reader to 
relevant sections in the report. 

Project Funding, Duration, Scope, Agencies 
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In sum, the project activities and 
outcomes over 2019 to 2023 
include the following:  

1. Comprehensive needs 
assessment leading to 
identification of gaps in support to 
survivors 
2. Collaborative design (with 
survivor engagement) practitioner 
orientation (training) and pilot 
implementation of a draft protocol 
for home visitation (geared to 
lived experience of underserved 
populations)  
3. Reportage of field data on 
extent of effectiveness of the 
piloted protocol in increasing 
safety of mothers and children  
4. Design, testing and delivery of 
a blueprint of home visitation as a 
promising practice against 
gender/family violence. 

The organization of the report hereafter is broadly as follows.  

• A description of the collaborative, systematic process of the project 

• Rationale and conceptual resources 

• Methods, findings and analysis 

• Recommendations for improvements at client-provider, agency and cross-sectoral levels. 

PROCESS OF THE PROJECT 

A systematic process is used to develop the protocol. Steps include: (1) defining the problem 
(2) identifying the necessary components for the protocol (3) developing the protocol and 
finally (4) piloting and evaluating the protocol.  

We draw on multiple perspectives and current theoretical, empirical and practice literature to 
inform the content and process of developing the protocol; ground it within the context of 
current Home Visitation (HV) programming in Alberta; relate it to current knowledge of best 
practices in home visiting, and in woman- and child-focused FV-GBV support delivery.  

Project Timelines 
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The interactive development process allows for formulation and refinement of ideas by a team 
with diverse expertise. While this is a time intensive process, it is essential for a more informed 
understanding of intervention strategies that could be helpful to women, enhancing the 
relevance of the protocol to women in the community as well as to HVs. This model of project 
implementation involves a participatory action research approach, with the creation of an 
‘intersectional research team’ for collecting and interpreting qualitative data in the development 
stage (N. Clark et al., 2009).  

A multi-agency/stakeholder Advisory 
Group (AG) provides strategic 
direction and leadership to ensure that 
the Project meets its envisioned 
goals. The AG is a collaborative team 
of service providers, government 
representatives, natural leaders, and 
community-based survivor advocates. 
Agency members have been selected 
from the network of partners who 
have co-designed the project. Certain 
individuals may be invited to join as 
Guest Members with relevant 
expertise. Meetings are quarterly to 
monthly, depending on the phase. 
The AG members are guided by 
Terms of Reference and 
confidentiality agreements. 

We engage survivors in planning, 
needs assessment and review of progress, as ‘context experts’, women affected by the issues 
who are ‘people with lived experience of the situation’ (Attygalle, 2017: 3). Survivors are 
engaged at each stage to ensure that the resulting protocol is geared to women’s realities and 
to fill the practice gaps in HV services. This attention to context is vital for the effectiveness of 
the protocol in practice. In addition to the project’s AG, IR survivors from diverse linguistic 
backgrounds are engaged as a special subcommittee in the AG, to review and inform the AG. 
The sub-committee meetings are held in tandem with the AG meetings, with overlap and 
assisted and moderated interaction between the main AG and the sub-committee of survivors. 
The meetings have trauma-informed facilitation, interpreters, childminding and other help (e.g. 
supported referral to community resources, to be offered via MCHB, project partner). The 
creation of a special private safe space for the subcommittee was based on our discussions at 
our Advisory Group. Survivor advocates who are members of the AG advised us that women 
coping with the effects of trauma and with language barriers might not feel empowered to 
participate in the main AG meetings. Many survivors feel intimidated by the specialist experts, 
apart from the sheer difficulty of opening up about traumatic experience in front of a roomful of 
strangers. Survivors strongly advised us that they feel more prepared (and empowered) when 
they speak with peers who have had similar experiences. Sharing is easier if it is in a safe 

Project process 
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environment with adequate supports. Thus, the AG recommended that we organize the space 
and resources for a special subcommittee of survivors as part of the AG. 

The evaluator is engaged and involved through each phase from the outset, and observes and 
assesses the measures taken to engage diverse partners and community stakeholders, the 
steering of the project by the AG, the incremental development of the Protocol as well as pilot-
phase testing and improvement, the quality of management of collaboration and knowledge 
exchange, as well as risk management and conflict resolution (if such arise).  

The data emerging from the needs assessment, along with existing materials and published 
evidence, will be used to develop a replicable and testable ‘blueprint’ that includes interlinked 
components: (1) a manualized protocol including action pathways (2) a curriculum to train 
home visitors to use the protocol to identify and respond to FV and GBV (3) guidelines for 
reflective action and supervision.  

The needs assessment, guidance documents (both facilitating and generated by Advisory 
Group discussions), protocol and related training will cover the variables that are critical to the 
success of an HV intervention against FV. These include:  

• The role of practice context in determining outcomes (e.g. urban and rural)  

• Mode and method of FV screening, safety planning and related motivational conversations 
between HV and their clients  
o implementing the foundational principles of survivor engagement, cultural safety, 

violence and trauma informed practice and cultural appropriateness (Azzi-Lessing, 
2011).  

• Pros and cons of engaging family members beyond the mother–child dyad. E.g. 
responsibility planning with partners, engaging fathers who may need counselling and 
support to cease violence, marshalling natural supports for the family in and outside 
Canada (e.g. remote conferencing with relatives in countries of origin of IR families) 

RATIONALE OF THE PROJECT 

Historically, perinatal HV interventions have been used to reduce risks for poor pregnancy 
outcomes, improve parenting skills and enhance infant development. The core content of most 
perinatal HV programs includes:  

• Curriculum-based tips for enhancement of parenting and/or child development  

• Anticipatory guidance and practical assistance to mothers 

• Social support and referrals to community resources.  

Prior education and training of HVs varies; some are nurses, social workers or health 
educators and some are paraprofessionals (an individual delivering an HV program whose 
credentials do not include clinical training and who is not licensed; Peacock, Konrad, Watson, 
Nickel, & Muhajarine, 2013). There is a growing recognition that appropriate training also 
positions HVs to help mothers coping with the effects of violence to: 



12 
 

• Recognize that infants and children are affected by violence and consider appropriate 
action 

• Regulate their emotions and frustrations while being responsive and caring towards their 
child’s needs 

• Understand that children can be disciplined without hostility, aggression, or coercion 

• Re-evaluate hostile expectations they have about relationships with their children, parents, 
and other social relationships 

• Recognize the effects of their own childhood trauma 

• Nurture hope in their ability to change the cycle of violence for their children and 
themselves. 

In recent years, there has been increased focus, with trials and evaluations of interventions, on 
the use of home visitation as a measure against family violence (Avellar & Supplee, 2013; 
DuMont et al., 2008; P. W. Sharps et al., 2016).In the perinatal period, women are at 
significant risk of experiencing violence (Alhusen, Ray, Sharps, & Bullock, 2014; Burnett et al., 
2019; Harvey, Garcia-Moreno, & Butchart, 2007; Sapkota, Baird, Saito, & Anderson, 2017; P. 
Sharps et al., 2013). Failure to provide sufficient focus, time and resources on FV may limit the 
effectiveness of perinatal HV programs in promoting positive child development. If FV is left 
unaddressed, the associated risks can significantly impact the greater family environment. 
Screening should be done sensitively and privately, with protocols like that planned by us 
detailing best-practice responses to help women disclosing abuse. All HVs need to be trained 
in the dynamics of FV, how to assess and how to intervene.  

On the one hand, there is some evidence that HV programs can bridge service-survivor gaps 
and hold promise as early-stage ‘pretervention’ or later-stage intervention against escalation of 
harms from violence (Wells & Claussen, 2012; Wells, Claussen, & Sandham, 2012). Mothers 
living in violence are often isolated, dependent and monitored by abusers, and unable to 
access supports at agency desks. Language barriers, physical-cognitive challenges, historical 
trauma, experience/fear of discrimination and worries over the justice system discourage 
diverse mothers (IR, sexual and gender minority, physically-cognitively challenged and 
indigenous mothers) from accessing supports at agency desks in formal settings. Home 
visitation can potentially bridge service-survivor gaps. On the other hand, unfortunately, home 
visitation is often seen as culturally unsafe, invasive, and a threat to family unity owing to 
mandated reporting duties.3 These negative perceptions attenuate enrollment in home 
visitation and also cause program attrition (Davidov, Jack, Frost, & Coben, 2012; Lewis et al., 
2018; McTavish et al., 2017, 2019).  

 
3 The HV is legally bound to ensure that child protective services are made aware of child abuse and 
maltreatment or the exposure of children to violence in the home. Alberta’s Child, Youth and Family Enhancement 
Act (Government of Alberta, 2019b) requires anyone who believes a child is at risk to report their concern to CS.  
CS workers usually get involved in one of 2 ways with mothers/families that may be experiencing family violence. 

• There has already been an allegation of family violence as the presenting concern. In that case they are often 
trying to create a sense of comfort and safety for full disclosure and to thereby provide appropriate support and 
ensure relevant safety plan. 

• CS may be involved with the family because of other child safety concerns (i.e. abuse or neglect of child by 
parent) but there has not yet been any disclosure of intimate partner violence. This is not an uncommon situation 
as often spousal violence is present but may not be the presenting problem to CS. 
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This project aims to create measures that enhance the ‘pretervention’ value of home visitation 
while countering some of the perceived negatives. The hope is that if home visitors have a 
well-trained practice of greater cultural safety, appropriateness and a trauma lens, their 
perceived trustworthiness may increase, thereby enhancing their capacity and reach to provide 
supports for women in the very space where violence begins. Thus, through the project, home 
visitors will be guided on  

• Cultural safety, enabling them to check their biases, understand how discrimination shapes 
service uptake (relevant for the target underserved populations), and address power 
imbalances in provider-client exchanges (Curtis et al., 2019; Vogel, 2015)   

• Providing violence and trauma-informed support (i.e. usually referral), and prioritizing 
safety, choice, and nonviolence to mitigate impacts of violence.  

With adequate preparation to wear a trauma lens in practice and to check their own biases and 
privilege HVs will be better able to 

• Create safety for women and children through a supportive, non-judgmental attitude with 
acceptance, caring and listening 

• Create a safe place for women to ask questions, share concerns, show emotion and do this 
without fear of being judged 

• Listen without assumption, offer comfort and support, and be able to sit in silence with 
women 

• Learn how to reach out to children, teens, and men so as to support at a family level 

• Be able to witness and handle emotions ranging from no affect to distress and rage; this 
will need them to be informed, understanding and mindful of the effects of trauma. 

Home visitors can start by linking with mothers to strengthen parenting skills and share 
information on topics like child development and healthy relationships. With rapport built, 
visitors can proceed to help women access supports against violence and for socio-economic 
empowerment. Home visitors will be enabled to engage and support survivors using a stage-
wise process of establishing rapport and gaining trust. If home visitors have a well-trained 
practice of greater cultural safety, appropriateness and a trauma lens, their perceived 
trustworthiness may increase, thereby enhancing their capacity and reach to provide supports 
for women in the very space where violence begins. Support gaps to be addressed include 
access to information about services, supports with cultural appropriateness, health and 
healing, language/interpretation and cultural and physical safety. 

CORE CONCEPTS  

This section provides summary explanations of the core concepts that guide the needs 
assessment through its framing of rationale and aims, the methods used for data collection 
and analysis, and recommendations.  
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Cultural Safety 

Cultural safety in providing care involves an understanding of the inequities that can adversely 
affect access to care, such as, for example, the persistent effects of colonization and of 
systemic racism and discrimination4 (Browne et al., 2016; Curtis et al., 2019; First Nations 
Health Authority, 2016, 2019; Hart-Wasekeesikaw, 2015; Ramsden, 2002; Vogel, 2015). 
Culturally safe approaches are those that recognize and challenge unequal power relations 
between service providers and survivors. Cultural safety requires as a starting step cultural 
humility, which is based on humble self-reflexive acknowledgement of ongoing learning in 
understanding a person’s experience. It is not up to the service provider to say if they have 
demonstrated cultural safety in their delivery of care. Rather, it is the right of the service 
recipients to say if they have felt respected, included, and safe, with a due consideration of 
their strengths, needs and challenges. Cultural safety is a dynamic process, not a fixed state of 
matters that can be rated using a checklist of attributes. It is radically different from the 
relatively static cultural awareness of differences between cultures, cultural sensitivity in 
acknowledging such differences in provision of care, and cultural competency, which focuses 
on the acquisition of cultural know-how about specific practices (Curtis et al., 2019; Shepherd, 
2019). The application of the lens of cultural safety to service design and delivery can assist 
the creation of a space free of subtle and covert micro-aggressions. Cultural safety requires, 
first, the recognition that social structures and spaces have been historically constructed in a 
way that promotes systemic racism, whereby marginalized and disenfranchised persons have 
their identities questioned, appearances judged, and modes of expression silenced or 
invalidated (Greenwood & De Leeuw, 2012). This recognition is a prerequisite for the re-
imagination and reconstruction of spaces, protocols, interactions and delivery of service5.  

 
4““It's the first session in a therapeutic relationship. Susan, an Indigenous client, has just shared a story about her 
history, her experience at a residential school and what she has faced as part of a lifelong reality of colonial 
violence and racism. The practitioner interrupts and says, "That was in the past. You really need to move on. I will 
allow you to talk about it this session, but going forward, I don't want to hear anything else about the past." 
This fictional anecdote reflects a common narrative about Indigenous people—that colonization is in the past and 
Indigenous people need to move on. This narrative and others are prevalent in the health care system, and 
Indigenous people experience harm on a regular basis as a result of them. For example, the idea that Indigenous 
people are 'stuck' in the past can lead to the stereotype that Indigenous people are unwilling or unable to 'get 
better.' This stereotype can foster prejudice, such as the feeling that treating Indigenous people is a 'waste of 
time,' which can result in discriminatory treatment, such as Indigenous people receiving a reduced quality of care. 
Being aware of how these narratives lead to stereotypes, and then to prejudice and discrimination—and harm—is 
an important step in fostering a safer and more effective health care system. This awareness is part of the journey 
towards increased cultural safety and increased equity in health and health care” (Ward, Branch, Fridkin, 2016: 
29). 
5 Oster et al. (2016) conducted an ethnographic, community-based participatory research study of the perceptions 
and experiences of Cree mothers in their interactions with providers of prenatal healthcare in Alberta. The study 
found that “Cultural understanding encompassed not just an appreciation and grasp of cultural practices, but also 
knowledge of the ongoing impacts of colonization, and the vulnerability and numerous challenges some patients 
may encounter: residential school legacy, racism, historical trauma, cultural loss, addictions, family violence, 
mental health issues, diabetes, crowded homes, food insecurity, poverty, poor support, limited opportunities, and 
lack of reliable transportation to name a few. Subsequently, HCPs were better able to understand why some First 
Nations women missed appointments (which was consistently cited as the most important barrier to prenatal 
care), as one participant described: “When you’re dealing with all those social determinants of health, then 
attending appointments is not a priority. And I don’t think it should be a priority either” (Oster et al., 2016: page 5 
of 9). 
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Family Violence 

Family violence refers to behaviours that are abusive and within relationships that are based 
on blood relationships, intimacy, dependency, or trust. This is an evolving and fluid category 
that encompasses child maltreatment/abuse, sibling violence, intimate partner violence, 
elder/senior abuse, violence involving/perpetrated by extended family members. The concept 
also covers the intersections amongst these forms of violence and points to the fact that 
violence in the home is related to the relationship between family, community and society. That 
is to say, violence at the family level is a reflection of larger social dynamics and unequal 
power distributions i.e., gender inequality and socioeconomic disparity.  

With Indigenous communities, family violence is linked to historical and intergenerational 
trauma, socio-economic deprivation, and discrimination. Indigenous women and girls are 
disproportionately vulnerable to violence and poverty ‘… The over-representation of Aboriginal 
women among homicide victims … was most notable in the territories and the provinces of 
Manitoba, Alberta and Saskatchewan’ (Mahony, Jacob, & Hobson, 2017: 22).'  Violence in 
immigrant families in Canada remains statistically under-reported but is extensively 
documented in reliable narrative reports, summarized in earlier research by the author (Mishra, 
2016). Immigrant women are an underserved population, with fewer social connections and 
less access to resources than their mainstream counterparts (Dobrowolsky, Arat-Koç, & 
Gabriel, 2018; Hudon, 2015). Their isolation and dependence are often co-productive with 
abuse and violence, as described in the section on IR mothers, as also by a plethora of earlier 
studies. 

Gender-based analysis + (GBA+) 

According to Women and Gender Equality Canada (WAGE): “GBA+ is an analytical process 
used to assess how diverse groups of women, men and non-binary people may experience 
policies, programs and initiatives. The “plus” in GBA+ acknowledges that GBA goes beyond 
biological (sex) and socio-cultural (gender) differences. We all have multiple identity factors 
that intersect to make us who we are; GBA+ also considers many other identity factors, like 
race, ethnicity, religion, age, and mental or physical disability” (Government of Canada WAGE, 
2018a). See also Intersectionality. 
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Gender-based Violence (and its ecology) 

“Gender-based violence, commonly referred to by its acronym GBV, is violence that is 
committed against someone based on their gender identity, gender expression or perceived 
gender” (Government of Canada WAGE, 2018b). GBV may be overt or subtle, as seen in 

demeaning humour directed at LGBTQI2+ and gender non-
binary persons, objectification of women in media, and 
gender role imposition on children. Violence includes 
physical abuse as well as any verbal or non-verbal act or 
attempt “to degrade, control, humiliate, intimidate, coerce, 
deprive, threaten, or harm another person”(Government of 
Canada WAGE, 2018b). 

In this project, our examination of GBV combines 
intersectionality and an ecological perspective that has 
been used to examine violence against women (Heise, 
1998). The ecological approach looks at violence (and other 
social phenomena) as shaped by multi-level interactions 
between  

• Macro-level (legal landscapes, economies, politics, socio-cultural norms, power differentials 
and gender dynamics) 

• Meso-level, i.e. how and what happens in communities 

• Micro-level, i.e. how macro and meso level factors shape dynamics in specific families, and 
how these dynamics impact the individual members. 

These categories have complex mutual influences. There are no simple unilinear effects and 
movements amongst the levels. Gender based violence and family violence cannot be 
separated from each other. In this project, family violence is treated as an intrinsically 
gendered phenomenon. 

Historical and intergenerational trauma 

Trauma is the experience of an unexpected, frightening event or several such events. The 
effect of trauma is often to overwhelm the sufferer’s ability to understand, process and cope 
with the event(s) that are traumatic. In some cases, trauma leads to post-traumatic stress 
disorder (PTSD), wherein the initial trauma is relived in later life and subsequent experiences 
are viewed and felt in light of the initial trauma (Bisson, Cosgrove, Lewis, & Roberts, 2015). 

Historical trauma is distinguished from individual trauma by its widespread nature. The impacts 
at a population level are related to the infliction of organized, policy-driven acts of violence on a 
population; such violence is structural and the impacts are wide and deep, exhibiting increased 
complexity and transmission across generations. Indigenous populations in Canada, the US, 
Australia and New Zealand are known to have suffered such trauma via colonization and the 
associated dispossession, displacement, genocide, starvation and disease. The consequences 
of government policy and treatment of Indigenous peoples have been the subject of extensive 
commentary. In Canada, the abuses and multigenerational impacts of the residential school 

The ecological model  
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system are now known and documented (Adelson, 2000, 2005; Alani, 2010, 2013; Andersson 
& Nahwegahbow, 2010; Browne et al., 2016; Greenwood & De Leeuw, 2012; Klingspohn, 
2018; Ruttan, Laboucane-Benson, & Munro, 2008; B. Shea, Nahwegahbow, & Andersson, 
2010).6 In addition, there was the wave of apprehensions and adoptions of thousands of 
Indigenous children during the ‘60s Scoop.’ The adoptees suffered acute and lifelong mental, 
emotional, physical and spiritual harms (Table 1 in Carriere, 2005) (Barker, Alfred, & Kerr, 
2014; Carriere, 2005). 

At the interpersonal level, the sequelae of historical trauma include loss of family structures, 
family violence, ill health, sexual abuse, substance abuse and extreme poverty. Trauma 
transmission between parents and children is related to weakened parental functioning that 
affects communication, cohesion, conflict resolution, and involvement. Parents exposed to 
violence as children may develop unhealthy tolerance for aggression and unhealthy concepts 
of relationships and are more likely to be victims as well as perpetrators of violence. The 
literature tell us that intergenerational trauma, yoked to ongoing marginalization and 
discrimination, impacts Indigenous adolescents, who are at higher risk of developing poor 
health, suffering abuse, leaving school, becoming homeless and committing suicide. 
Indigenous youth are also over-represented in the criminal justice system, the child welfare 
system, and are considered at higher risk for early exposure to problematic alcohol/drug use 
(Boksa, Joober, & Kirmayer, 2015; Kirmayer, Dandeneau, Marshall, Phillips, & Williamson, 
2011; Payne, Olson, & Parrish, 2013; Pearce & Coholic, 2013; Ruttan, LaBoucane-Benson, & 
Munro, 2020). 

For Indigenous families, the fear of home visitation is related to its inalienable clause of 
mandatory reporting of family violence and the associated perceived threat of child 
apprehension (Tait Neufeld, 2014). All of these fears have a basis in historical violence and 
trauma that carry over into the present: “In Canada today, Aboriginal youth represent about 5% 
of the youth population; however, nearly 50% of the children and youth under government care 
are of Aboriginal ancestry…The health and social harms associated with exposure to the child 

 
6 “Aboriginal children are born into a colonial legacy that results in low socioeconomic status, high rates of 

substance abuse and increased incidents of interaction with the criminal justice system. These are linked with 
intergenerational trauma associated with residential schooling and the extensive loss of language and culture. 
Colonial legacies are, thus, determinants impacting Aboriginal children’s lives and can only be accounted for by 
applying a social determinants of health lens that is inclusive of multiple realities and considerate of Aboriginal 
peoples’ distinct sociopolitical, historical and geographical contexts…Colonialism, as a distal determinant of 
Aboriginal peoples’ health, is complex and far from over. As a discursive structure, colonialism is enacted as 
colonization, including physical and colonially legitimated or ‘legal’ processes of invasion, dislocation and 
confinement, all of which accompanied European settler expansion into lands occupied by Indigenous peoples. 
Colonial legislation and policies continue to influence the health of Aboriginal children and their families, explicit, 
for instance, in Indian reserves that have unique jurisdictional complexities that result in disparities of service 
access and ongoing dislocation of people from traditional lands, fishing and hunting sites, and water rights. The 
reserve system precipitated great and sudden changes in lifestyle and patterns of settlement. The Indian Act 
continues to define who has or does not have ‘status’ as an Indian person, and it delimits services provided by the 
federal government. The Indian Act also governed the Indian Residential Schools, institutions that operated for 
more than 150 years, with the last school in Canada closing in 1996. These schools were explicitly designed to 
“kill the Indian in the child” to assimilate Indian people into Canadian-European society” (Greenwood & De Leeuw, 
2012: 382). 
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welfare system are numerous, with elevated rates of substance use, homelessness, 
incarceration, underemployment and unplanned pregnancies” (Barker et al., 2014: E533).7 

Home Visitation and early childhood intervention against violence 

‘“Home visitation” is defined as a program that includes visitation of parent(s) and child(ren) in 
their home by trained personnel who convey information about child health, development, and 
care; offer support; provide training; or deliver any combination of these services. Visits must 
occur during at least part of the child’s first 2 years of life, but can begin during pregnancy and 
can continue after the child’s second birthday” (Bilukha et al., 2005). Program participation in 
HV programs is usually voluntary and less often mandated (e.g., by a court).  

HV programs may be universal (Europe; made available to all childbearing families) or 
targeted (US and Canada) whereby they are offered to specific populations such as low-
income, young, minority, less educated, first time mothers, substance-dependent mothers, and 
those with children and infants who are at risk of abuse/neglect, have low birth weight, or are 
developmentally and physically challenged (Bilukha et al., 2005).  

Program aims may include (and go beyond) training parents in prenatal and infant care; how to 
prevent child abuse and neglect; interaction with infants and toddlers; family planning 
assistance; development of problem-solving and life skills; educational and work opportunities; 
and linkage with community services. In recent years, there has been increased focus on the 
use of home visitation as a measure to connect parents living in violence with supports in their 
communities. Evidence of success in this area is mixed and evolving. Program success is 
heavily dependent on the development of rapport between visitors and parents.  

 
7 “Indigenous children are overrepresented at all points of child welfare decision-making. Indigenous children 
make up approximately 11% of the child population in Alberta,1 but account for almost 70% of the children in 
care. In 2016, 30.1% of all initial assessments for Indigenous children resulted in permanent guardianships, 
compared to 4.6% for non-Indigenous children. 
Several child welfare legal service providers across Alberta were interviewed to gather their perspective of 
the system. The most common statements include: 
• There is a big power imbalance between Children’s Services and parents involved with child welfare issues. 
• Most parents have a deep mistrust and fear of the child welfare system. 
• Most parents complain about lack of transparency when dealing with Children’s Services. Many say they are not 
sure what direction Children’s Services staff is taking with their family. 
• Parents see the child welfare system as adversarial. 
• Parents often don’t know their rights and obligations. 
• Most parents involved with the child welfare system are low income and vulnerable due to trauma, mental 
health, addiction issues or FASD. [Fetal Alcohol Spectrum Disorders (FASD) is an umbrella term describing the 
range of effects that can occur in an individual who had prenatal exposure to alcohol. These effects may include 
physical, mental, behavioral, and/or learning challenges with possible lifelong implications (Abadir & Ickowicz, 
2016; Cook et al., 2016).] 
• Indigenous children are overrepresented in the child welfare system. 
• Children’s Services focuses on safety and risk, not on parents’ needs. 
• There are inconsistencies in the way caseworkers apply the Signs of Safety (safety assessment and 
judgement). 
• Some caseworkers do not give enough weight to the profound negative effects of apprehension and parent child 
separation on the child’s wellbeing. (Stevenson, 2020: 3) [parentheses on FASD inserted]”  
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Visitors include nurses, social workers, other professionals, paraprofessionals, or community 
peers. The home visitor’s professional credentials vary depending on the model of home 
visitation used. The principal HV models are  

• Nurse-Family Partnership (NFP). The NFP has been tested in three randomized 
controlled trials (RCT) with young high-risk pregnant women in the US: Elmira (New York), 
Memphis (Tennessee) and Denver (Colorado). The NFP has proven effective for the 
prevention of adverse child health outcomes including child abuse, with program effects on 
IPV at four year follow-up shown in the Denver trial. However, home visitation programs 
designed to prevent child abuse and neglect have limited effectiveness if the mother is 
currently experiencing IPV. In Canada, the NFP has been implemented in Ontario and 
British Columbia; (Dmytryshyn, Jack, Ballantyne, Wahoush, & MacMillan, 2015; Jack, 
Busser, et al., 2012; Jack, Ford-Gilboe, et al., 2012; Mejdoubi et al., 2013; Olds et al., 
2013; Seymour, 2015). While public health nurses do make home visits in Alberta in the 
period immediately following delivery (Alberta Health Services, 2020a), this is a short-term 
service8 and is not the same as the NFP program, which is prenatal and infancy home 
visitation starting early pregnancy and continuing till a child’s second birthday (Government 
of Canada Public Health Agency of Canada, 2016). 

• Healthy Families America (HFA). “The home visitation programs funded by Alberta’s 
Children and Youth Services are based on the HFA model, while many other jurisdictions in 
Canada are adopting the NFP… This model of home visitation, based on the Hawaii 
Healthy Start initiative, began in 1993 in the continental United States … Healthy Families 
America (HFA) provides voluntary home-based support for disadvantaged mothers 
beginning prenatally or just after the child’s birth and continuing for a period of three to five 
years” (quoted from Wells & Claussen, 2012: 7-8; see also the HV guidelines in Alberta 
Children’s Services, 2004). HFA is delivered by paraprofessionals (who are not nurses, 
social workers or psychologists but may have other forms of relevant training or skill) 
(DuMont et al., 2008; Gessner, 2008; Harding, Galano, Martin, Huntington, & 
Schellenbach, 2007; Wells & Claussen, 2012).  

A detailed comparison of the NFP and HFA models is presented in Wells and Claussen 
(2012). Broadly, NFP is more rigid and rigorous than HFA in its curriculum, implementation and 
benchmarks for evaluation. While both programs have been subject to evaluations on the 
basis of randomized controlled trials, the NFP has demonstrated better results, especially in 
the area of reduction of family violence.  

In Alberta, another source of perinatal support is Health for Two “a free program for women 
who need extra support to have a healthy pregnancy. Health for Two (Hf2) provides support 
throughout pregnancy and up to 2 months postpartum to women who require extra support to 

 
8 “Public health nurses provide support and health assessments to mothers, newborns and their families. Services 
are offered to mothers who have been discharged with their baby; have been discharged while their baby is still in 
the hospital; are adopting; have chosen adoption for their baby; had a stillborn baby; are dealing with loss due to 
a neonatal (newborn) death. Public health nurses contact families within 48 hours after discharge from the 
hospital.  Services are offered according to the situation and discussion with the family and may include health 
assessments of the newborn, mother and family; information about what to expect and when to seek medical 
attention; feeding support and referrals to community services” (Alberta Health Services, 2020a). 
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have a healthy pregnancy. Services offered include: Education on pregnancy, birth, baby care 
and parenting (including pregnancy and parenting options); support and referrals to community 
supports (such as maternity care, mental health, addictions, housing, food security); 
Resources may include milk coupons and prenatal vitamins. Service Providers may include 
dietitians, registered nurses (RNs), support workers” (Alberta Health Services, 2020b). The 
program eligibility is “Any pregnant woman who requires extra support to have a healthy 
pregnancy…Women may be experiencing isolation, food insecurity, unstable housing, 
domestic violence, teen pregnancy, substance use, mental health challenges, language or 
cultural barriers, may be new to Canada, low income and other challenges” (Alberta Health 
Services, 2020b). A scan of organizations that offer Hf2 support does not clarify if this model of 
perinatal support consistently involves home visitation. 

Intergenerational Violence 

The concept indicates that children who live with domestic violence may learn that abuse is 
acceptable, and as they grow up, may tend to become either perpetrators of abuse or victims. 
Violence against women (VAW) is strongly linked with violence against children (VAC) and 
both have intergenerational effects (Guedes, Bott, Garcia-Moreno, & Colombini, 2016). There 
are six points of intersection (1) VAC and VAW have many shared risk factors (2) Social norms 
often support both VAW and VAC and discourage help-seeking (3) Child maltreatment and 
partner violence often occur in the same household (4) Both produce intergenerational harms 
as parents exposed to violence as children develop unhealthy tolerance for aggression and 
unhealthy concepts of relationships and are more likely to be victims as well as perpetrators of 
violence (5) VAC and VAW have common mutually compounding consequences across the 
lifespan (6) VAC and VAW intersect during adolescence, a time of physical and emotional 
transition and heightened vulnerability. 

Intersectionality  

“Rooted in Black feminism and Critical Race Theory, intersectionality is a method and a 
disposition, a heuristic and analytic tool. In the 1989 landmark essay “Demarginalizing the 
Intersection of Race and Sex: A Black Feminist Critique of Antidiscrimination Doctrine, 
Feminist Theory and Antiracist Politics,” Kimberlé Crenshaw introduced the term to address 
the marginalization of Black women within not only antidiscrimination law but also in feminist 
and antiracist theory and politics. Two years later, Crenshaw (1991) further elaborated the 
framework in “Mapping the Margins: Intersectionality, Identity Politics, and Violence Against 
Women of Color”. There, she employed intersectionality to highlight the ways in which social 
movement organization and advocacy around violence against women elided the 
vulnerabilities of women of color, particularly those from immigrant and socially disadvantaged 
communities” (Carbado, Crenshaw, Mays, & Tomlinson, 2013: 1; Crenshaw, 1989, 1991). 

Intersectionality enables the study of overlapping or intersecting social identities and related 
systems of oppression, domination, or discrimination. Gender, race, social class, ethnicity, 
nationality, sexual orientation, religion, age, mental disability, physical disability, mental illness, 
and physical illness (as well as other aspects of identity, or forms of social location) intersect to 
form a whole that is more than the additive combination of the component aspects. 
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Intersectionality urges a view of identity as a complex multiplicative interlinkage of diverse 
elements, traits, and social positionings. The theory has application in diverse fields of study 
and practice, including those related to gender-based violence and health (Barlow et al., 2008; 
Hankivsky & Kapilashrami, 2020; Hankivsky et al., 2010). 

Survivor Engagement 

Survivor engagement involves embedding the voice of women who have the expertise of lived 
experience of violence and survival into the creation, development, implementation, and 
evaluation of an initiative. Such engagement helps to ensure that the program or initiative is 
authentic, responsive to the needs of the community, and offers survivors opportunities to 
access supportive relationships and contribute to social change. 

Trauma informed approach/practice  

A trauma informed approach is a philosophy and methodology of care. It is not a specific 
treatment protocol; rather, the approach underlies services to ensure that service delivery 
prioritizes the client’s situation and experiences alongside the client’s sense of autonomy, and 
personal and interpersonal strengths. Such an approach also generates a heightened 
sensitivity of the provider towards ensuring client safety and protection from further trauma. By 
foregrounding client choice and sense of control, the provider can ensure that clients stay 
engaged, do not feel commanded, and are empowered to exercise their decision-making 
capacity to shape their program of care and journey to wellness. A trauma informed approach 
or practice is different from a trauma specific practice, which refers to clinical interventions 
designed to address trauma-related symptoms and PTSD directly in individuals and groups 
(DeCandia, Guarino, & Clervil, 2014). 

Having a trauma informed approach is beneficial in achieving compassionate care for clients 
with complex intersectional vulnerabilities. It helps in accurate identification of problems. For 
example, a woman undergoing domestic violence (or extreme violence experienced by women 
in war and conflict) may resort to substance use (alcohol, drugs) as a coping mechanism 
(Simonelli, Pasquali, & De Palo, 2014). Understanding the trauma that leads to substance use 
as a coping mechanism precludes the risk of misidentifying the causes of the substance use. 
Similarly, PTSD (a complex condition) can be missed and misdiagnosed when the service 
provider lacks a grasp of the physical, cognitive, spiritual and emotional fallout of traumatic 
experiences. Thus, information gathering during provider-client intake conversations should be 
trauma informed and culturally safe and appropriate. That is, it should encompass prior 
exposure to violence and trauma, probes for suicidal potentiality (history and ideation), and 
safe and relevant coping strategies and sources of strength and support. To understand the 
context in which an IR woman experienced trauma, the intake should explore family structure 
and dynamics, language preference and migration history (pre- and post-migration facts as 
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well as perceptions of the experience, e.g. culture shock, deaths in family, loss of income, 
inability to obtain desired employment).9 

Violence Against Women 

Violence against women (VAW) is defined by the UN is any act of “violence that results in, or is 
likely to result in, physical, sexual or psychological harm or suffering to women, including 
threats of such acts, coercion or arbitrary deprivations of liberty, whether occurring in public or 
in private life” (UN, 1993). The term recognises that violence occurs within the context of 
women’s and girl’s subordinate status in society, and serves to maintain this unequal balance 
of power. The term’s association with girls and women has been questioned as neglecting 
violence to men and to persons who are transgender, transsexual and/or intersex. Violence 
against women occurs within the family, via rape, trafficking and prostitution, and specific 
forms of abuse such as female genital mutilation, “honour killings” and dowry violence. 
Violence may be one-on-one or collectivist, with multiple perpetrators and multiple victims. 

METHODS 

We gathered primary data through interviews and focus groups. The data collection was 
between October 2019 and January 2020 in diverse locations across Alberta. We spoke with 

43 interviewees and 80 
participants in 9 focus groups. 
Participants included 
Indigenous and IR women 
(including survivors of FV), 
HVs, and CS staff. The data are 
anecdotal and perspectival. We 
analysed data using methods 
standard for qualitative social 
research and triangulated our 
findings with published, 
primarily peer-reviewed, 
literature.  

 
9 “[There are] four migration stages at which there is significant potential for traumatogenic experiences that may 
lead to serious psychological distress: 1) premigration trauma, i.e., events experienced just prior to migration that 
were a chief determinant of the relocation; 2) traumatic events experienced during transit to the new country; 3) 
continuing traumatogenic experiences during the process of asylum-seeking and resettlement; and 4) 
substandard living conditions in the host country due to unemployment, inadequate supports, and minority 
persecution (p155; [parentheses] inserted)… Both the clinical and quantitative mental health literature show 
robust evidence that … experiences prior to and during migration are directly associated with psychological 
sequelae that will be experienced for years to come, as these immigrants make their adjustments to a new life 
and culture (p155, ellipses inserted)…Thus…front-line clinicians …are well aware that premigration exposure to 
life threats, beatings, rape, murder, imprisonment, torture, and disappearance of family are only further 
exacerbated by the severe stress that can be induced in the new host country through such conditions as 
potential repatriation, poverty, unemployment, loss of family, prejudice, and barriers to obtaining social and clinical 
services (p157, ellipses inserted)” (Foster, 2001). 



23 
 

The tools for interviews and FGs had been reviewed by project partners through in-person 
meetings and rounds of email feedback. We followed ethical procedure as defined in the Tri-
Council Policy Statement: Ethical Conduct for Research Involving Humans – TCPS 2, 2018 
(CIHR, NSERC, SSHRC, 2014). Please see the data collection tools in the Appendices. 

Sampling: choices and rationales 

Community participants were diverse Indigenous and IR mothers, who spoke from lived 
experience of their awareness and perceptions of home visitation as a ‘pretervention’ support 
against family violence.  The 
project’s focus on IR and 
Indigenous mothers is because 
women in these diverse 
populations are 
disproportionately impacted by 
violence and by lack of access 
to relevant services and 
supports (See Family Violence).  

As also described in Rationale, 
although home visitation could 
be a source of support, mothers 
worry over allowing access to 
home visitors. This is because 
home visitors are legally bound 
to report to Children’s Services when they see children exposed to violence (children being 
direct targets of violence, children witnessing violence amongst parents) and mothers fear the 
consequences of reporting (e.g. apprehension of children by CS). Some mothers also worry 
that home visitors may view and report their parenting practices as abusive (e.g. corporal 
discipline, which is still practiced and thought acceptable in some settings). The inclusion of 
these populations in the sampling is to identify ways in which there can be greater trust and 
dialogue about the role of home visitors (e.g. support to mothers, help with relational 
management, intercultural parenting and conflict resolution) and the role of Children’s 
Services. 

The agency participants were of diverse professional backgrounds and roles. Relevant areas 
of work included home visitation, child welfare, prevention of and intervention in domestic 
violence, newcomer settlement, community engagement and outreach, (e.g., home visitation 
programs), multicultural liaison/brokering (settlement, service access, and family supports 
alongside CS investigations in diverse IR families), cross-cultural counseling of individuals and 
families, community dialogue around healthy families, parent-child relational management, and 
psychosocial and socioeconomic rehabilitation (vocational training, housing support) of 
persons dealing with the effects of abuse.  

We did not speak with public health and registered nurses (although we gathered data on their 
interactions with paraprofessional HVs) or with HVs attending seniors. This was not oversight 
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but the result of strategic inclusion/exclusion criteria and choices made in light of the aims of 
this project against GBV and FV.  

In this project, for this assessment and after, we specifically identified organizations that offer 
paraprofessional-delivered home visitation programs that are funded by Children’s Services 
code 355, and that are linked by AHVNA membership. These were the reasons for this choice: 

• A key inclusion criterion for the HVs we spoke with was that their agency provides HV 
programming that runs for a significant length of time according to an accepted model, set 
of parameters, and standards. As mentioned in Home Visitation and early childhood 
intervention against violence, in Alberta, the HFA model funded by Children’s Services 
(‘code 355’ funding), runs for 3-5 years and is delivered by paraprofessionals (who are not 
nurses, social workers or psychologists but may have other forms of relevant training or 
skill). This duration alongside use of an accepted HV model was a key inclusion criterion for 
the organizations we engaged. The duration of the programming is essential to the success 
of an FV protocol. This is because FV is such a volatile topic and so hard to talk about that 
an HV needs time to build enough relationship with a woman living and coping with 
conditions of violence. The Code 355 home visitation programs tend to run for the length of 
time that would make viable the implementation and performance evaluation of an FV 
protocol. A suitable window of service-time, with enough ‘dosage’, i.e. frequency of visits 
made in that period is more conducive to support diverse women coping with violence in 
the high-risk perinatal phase (Azzi-Lessing, 2011; Peacock et al., 2013).  

• This project aims to enhance and implement a FV protocol that has originally been 
developed by AHVNA for home visitation programs Code 355. The AHVNA platforms 
provide a way to reach HV organizations for needs assessment, feedback, training, and 
collection of protocol pilot data. 

• “Families that participate in the Code 355 programs often face multiple challenges that may 
place their children at risk and prevent them from developing to their full potential including 
some of or all of the following: low income, social isolation, no family or community support, 
low education, family history of abuse and neglect, day to day living struggles, age and 
experience, substance abuse, and mental health issues” (AHVNA, 2020). This suggests 
that the programs are an appropriate context for the incorporation of an FV protocol 
designed for families with complex challenges. 

While a large number of agencies offer prenatal and perinatal support in the form of the Hf2 
program (described in Home Visitation and early childhood intervention against violence) it is 
unclear if those programs consistently deliver Hf2 supports via home visitation or through visits 
to agency locations or both. We did not exclude agencies that offer Hf2 but did not specifically 
make Hf2 programming an inclusion criterion.  

Among the HVs that we spoke with, some provided a specialized form of visit-based support 
with families that were already involved with CS. This involved support to the impacted women 
and children, crisis stabilization, repair of the family relationships, and creation of a safer 
environment for the children. Although this form of home visit differs from the usual perinatal 
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HV support, we had extensive conversations with these HVs. We gained their rich and detailed 
inputs on the sociocultural dynamics of the families they supported, on experiences of work 
alongside CS teams, and the factors and dynamics of violence in diverse families. 

Location 

The project, and therefore the needs assessment also, covers both urban and rural/semi-rural 
Alberta because we recognize that access to services and resources vary by location. It is 
known that women in rural Alberta may have a different level of exposure to violence, while 
being less able to access resources, or even confide their situation in a small locale where 
connections are close-knit and confidentiality is quickly compromised (Bigbee, Gehrke, & 
Otterness, 2009; Campbell & Hart, 2019; Leipert, Regan, & Plunkett, 2015; Sibley & Weiner, 
2011).  

The locations chosen for needs assessment activities fall along the spectrum of large-to-small 
urban (Edmonton, Calgary, Lethbridge, Fort McMurray, aka ‘Fort Mac’), semi-rural (or ‘rurban’; 
Fort Saskatchewan, a bedroom community near Edmonton), and rural (Sylvan Lake, 
Raymond, Jasper, Stony Plain, and Camrose). Rurality can be defined in terms of limited 
transportation infrastructure, low accessibility to services, topography (e.g. bounded by 
waterbodies and mountains) and extent of farming land (Campbell et al., 2019). Rurality is also 
associated with lower population, that is less than 30,000. Statistics Canada uses the term 
'population centre' (POPCTR) rather than the term 'urban area' (UA): “Population centres are 
classified into three groups, depending on the size of their population: small population 
centres, with a population between 1,000 and 29,999; medium population centres, with a 
population between 30,000 and 99,999; large urban population centres, with a population of 
100,000 or more” (Government of Canada Statistics Canada, 2018). 

Recruitment 

We obtained the contact details of relevant HV agencies via existing contacts, agency 
websites, snowball sampling (asking interviewees whom we should speak with next), and 
potential contacts mentioned during focus groups. The ICWA team (Amrita Mishra, AM, project 
director; Komal Sandhu, KS, project coordinator) recruited and conducted interviews in 
Edmonton. Our partner agencies MCHB (Donna Mae Ford and Tigist Dafla) and IAAW 
(Bernadette Swanson) recruited and conducted FGs in Edmonton. AHVNA (Michelle LaRue) 
recruited and conducted FGs and interviews outside Edmonton. 

Recruitment for Interviews 

For Edmonton and close-by Fort Saskatchewan, AM and KS contacted team leads at HV 
agencies initially via email and phone. This was because the team leads would share word of 
the project with their staff and free them up for the duration of the interviews, which were to be 
conducted during the work week. During the initial contact, the ICWA team and the team leads 
discussed the project aims, methods and intended outcomes; the use of the information 
shared by the participants; steps to ensure privacy and confidentiality; and the completely 
voluntary nature of participation (Sample Information Sheet and Consent Form). The team 
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leads then distributed the project information to staff and informed AM and KS of specific dates 
and times for the interview. AM and KS recruited mothers/survivors through contacts at the 
City of Edmonton and MCHB. 

For locations outside Edmonton, Michelle LaRue (expert in family violence and home visitation 
and trainer in use of the AHVNA Family Violence Protocol), recruited HV staff in Fort 
McMurray, Sylvan Lake, Raymond, Jasper, Camrose, Lethbridge. Recruitment procedures 
were similar to those in Edmonton. 

Recruitment for Focus Groups 

Nine focus groups were conducted (seven in Edmonton, one each in Calgary and Stony Plain). 
Partner agencies recruited FG participants via their existing contacts in the community and at 
diverse agencies. The participants were offered non-coercive reimbursements for time and 
transportation ($30-35), light refreshments, childminding, and confidential interpretation 
support. At the time of recruitment, facilitators explained the project aims, methods and 
intended outcomes; the use of the information shared by the participants; steps to ensure 
privacy and confidentiality; and the completely voluntary nature of participation. 

Procedure for Interviews: Conducting, recording, transcription 

Between October 2019 and January 2020, AM 
and KS conducted semi-structured in-depth 
English-language interviews with 31 
participants (4 mothers and 27 agency 
staffers (team leads and frontline staff) at HV 
agencies in Edmonton and the nearby 
bedroom community of Fort Saskatchewan.  

Six of the agency interviews were done in 
groups of 2-3, where personnel at service 
agencies felt that they could better address 
the relevant issues in pairs or as a group. In 
these cases, time constraints also required 
pair or group participation. One mother 
required the presence of her HV worker to 
provide emotional support and interpretation. 
The HV worker signed a confidentiality 
agreement that AM collected and filed. 

Interviews were 90-120 minutes long. Prior to each interview, AM and KS verbally discussed 
(1) aims, procedures and intended outcomes of the project (2) the informed consent document 
and process. AM and KS informed participants that (1) their participation was entirely voluntary 
and that they could withdraw their information without consequence (2) they had the option to 
review transcripts and notes on their comments and could request to receive the final report by 
providing their contact information.  
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AM and KS also (1) explained steps to ensure confidentiality via de-identification and secure 
storage of data (2) described the minimal-risk nature of the needs assessment effort (3) 
offered the sum of $25 per participant as a non-coercive and reasonable reimbursement for 
their time (4) obtained first written and then oral consent to audio record the conversation. 

Interviews outside Edmonton (12 
participants) were either one-on-
one or in groups, again for 
reasons of time management and 
because participants felt better 
able to respond alongside their 
colleagues. The six locations were 
Camrose, Fort McMurray, Jasper, 
Lethbridge, Raymond, and Sylvan 
Lake. As in Edmonton, the 
interviewer reviewed the consent 
document and process and 
obtained permission to audio 
record the conversation.   

The interview guides were 
informed by relevant peer-reviewed and grey literature. The guides were reviewed for depth 
and breadth of coverage by agency partners. While the interviewers rephrased and added 
specificity to interview questions during actual conversation, the central theme remained 
unchanged: the usefulness of and gaps in home visitation as a support for women living in 
violence.  

The interview guides for HV agencies explored professional backgrounds of participants, 
mandates and service models, practice approaches, awareness of and experience in 
screening and handling cases of violence, impact of funding challenges, training needs, and 
experiences with inter-agency referrals, communication and collaboration. Interview guides for 
the mothers were designed to elicit their inputs on what would make HV service survivor 
centred, culturally appropriate and safe, and trauma sensitive. We were mindful of the needs of 
the respondents and sought to avoid triggering them with prying and inappropriate questions. 
We are grateful to them for their courage, generosity and candour in speaking with us. 

Interviews were transcribed by a professional transcriptionist subject to non-disclosure 
agreements signed by transcriptionists and AM (on behalf of ICWA).  
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Procedure for Focus groups: Conducting, recording, transcription 

MCHB, IAAW and AHVNA conducted a total of 9 focus groups (80 participants) in and outside 
Edmonton with diverse mothers (Indigenous and multicultural IR) and agency staff (CS and HV 
agencies). The locations, sample 
details, numbers and organizers are 
illustrated in the two tables here and 
below: Focus Groups Outside 
Edmonton; Focus Groups in 
Edmonton. 

As with interviews, the facilitators 
revisited project aims, procedures and 
outcomes and discussed the consent 
document and ethical process. All FG 
participants were requested to read, 
discuss, fill and sign an informed 
consent form. Facilitators completed a 
process of oral consent when 
participants stated that they wanted to 
contribute their views but were uncomfortable with the forms. These participants retained the 
information sheet and their oral consent was noted. Participant evaluations were collected at 
the end.  

FGs with Indigenous participants were conducted with a mindful practice of cultural 
appropriateness and safety, smudging and invocations of Creator, and the presence of an 
Elder. The facilitator was an Indigenous woman with considerable personal and professional 
experience of the issues discussed.  

FGs with mothers addressed lived experience of the mothers with reference to family violence, 
and their perceptions of the usefulness of home visitation as a source of support. Specific 
themes included their experience of cultural safety and sensitivity of home visitation, and of 
their fears and concerns related to the presence of workers who are mandated to report 
violence when it impacts children in the home. FGs with agencies covered themes similar to 
those in the interviews. The FGs with CS staff additionally explored understandings and 
perceptions of child protective services and mandatory reporting, ways to address related fears 
and concerns, and factors that help or hinder CS in communications with diverse families with 
CS involvement. 

Eight of the FGs were recorded and transcribed by a professional transcriptionist subject to 
non-disclosure agreements signed by transcriptionists and AM (on behalf of ICWA). For all 
Edmonton FGs, facilitators made detailed notes in the aggregate, i.e. no identification of 
individual responses. One FG with Indigenous mothers was not audio-recorded. This was on 
the request of the participants. For this FG, the facilitator made detailed notes. She showed the 
participants that the recording device was switched off. (See next page for the table Focus 
Groups in Edmonton). 
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Data storage practice 

Anonymized and encrypted data files (.mp3 recordings of interviews, .docx copies of interview 
transcripts, and .docx notes of aggregated focus group discussions) will be retained in ICWA’s 
secured storage for a period of five years from project start, i.e., till spring 2024.  

Analysis 

AM analysed (‘coded’) data for core themes via a qualitative analytical method of ‘constant 
comparison’ (Corbin & Strauss, 2012; Glaser, 1965) and using NVivo Pro 12™ (QSR 
International), an application for qualitative data analysis, to code, organize and store the 
anonymised data. Analysis involved an iterative reading and comparison between transcripts 
to identify common themes (‘codes’) and relationships between interviews and themes that 
required further exploration in subsequent interviews. As new themes emerged, previous 
transcripts were re-analyzed to incorporate the new themes.  

Integration of the data into themes and the themes into coherent pictures was guided by the 
tools of constant comparison and by intersectionality (Carbado et al., 2013; Crenshaw, 1989, 
1991). When collecting and analyzing the data, it was immediately obvious that very often a 
vignette can capture several themes at once; conversely, one theme can be identified across 
several vignettes. For example, a single vignette about teen parents in violent relationships 
can capture themes pertinent to the ripple effects of historical/intergenerational trauma (e.g. 
addictions in families, challenges of kinship care and/or fosterage) and the echoing of 
childhood trauma in adulthood (e.g. dysfunctional intimate relationships). This is not surprising 
in the subject matter. Looking at the densely interacting factors - intersectional complexity - in 
the narrated experiences, one realizes that the themes emerging from the narratives are also 
interlinked and interactive.  

The analysis was guided by relevant scholarly work and gray literature (conference 
proceedings, news, and legal and policy documents). These readings also provided a greater 
understanding of the professional contexts of the participants. As AM coded, she verified the 
selected quotes to ensure that they retain their original meaning. Further, she ensured that 
‘saturation’ was achieved, meaning that she iteratively coded the data until no new codes 
emerged.  

The analysis and insights have been reviewed at successive sessions of the Advisory Group. 
In the period of June-July 2020, they were shared with participants for their feedback. The 
author sent out confidential individual emails to participants, indicating where and how their 
inputs were quoted and asking them for their inputs. This is a qualitative research process 
called "member checks" that engages participants and provides them with the opportunity to 
withdraw their interviews if they so choose (none withdrew from this assessment). Suggestions 
from 11 respondents were incorporated to improve the content, structure, language and flow of 
the report. Between July-December 2020, the findings and insights of the report will be 
presented to diverse stakeholders across service sectors (home visitation, anti-violence, 
nursing and public health, government, and law enforcement) and in the community. 
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Limitations and caveats 

This report is representative rather than exhaustive in its coverage and analysis. While the 
author presents definitions of several specialized terms, the inclusion of explanations of all 
nomenclature and terms would have made this voluminous report thoroughly unwieldy. Much 
of the literature cited is open access and available online. Weblinks and archives are prone to 
change. In case readers have trouble accessing cited literature, they are encouraged to 
contact the author via info@icwaedmonton.org with their queries.  

Qualitative accounts have narrative richness but tend to lack generalizability. Interview 
questions as well as responses are rarely innocent of bias. The varied experiences of the 
interlocutors shape their perspectives and thereby the content of their exchanges. In addition, 
the selection and analysis of interview excerpts involves subjectivity. The other methodological 
limitation, or rather deliberate sampling constraint, in the study is that the evidence is drawn 
from the perspectives of a small convenience sample of service providers and survivors in one 
location of Canada. We spoke with Alberta-based paraprofessional home visitors delivering 
services to diverse women for a durable perinatal period. Despite any limitations created by 
research method or sampling, our findings are consistent with other work on the potential of 
HV to prevent or support against FV. More importantly, they are geared to the realities of IR 
and Indigenous women in Alberta, which improves the chances of the key output, a research-
enhanced FV protocol, to make some difference when piloted. 

External circumstances, rather than method, also limit the assessment. These circumstances 
include the outbreak of the COVID-19 Pandemic, preceded by changes in policy from the 
provincial ministry that funds Code 355 HV programs. While this report does examine impacts 
of those circumstances, using interview and documentary data, an in-depth exploration was 
not in the scope and timing of the assessment.  Even while writing this, some of the agencies 
where we conducted the needs assessment could well have changed structure and 
programming, or perhaps closed down. We plan to do a later check-in with agencies to explore 
how they and their clientele have been impacted. 

Ethical standards and challenges  

The project partners are non-profits with expertise in policy research but with no access to an 
external Research Ethics Board. Nevertheless, throughout this project, we have striven to 
adhere to the highest ethical standards applicable to research with human participants. We 
ensured that our informed consent documents were consistent with the standards defined in 
the Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans (TCPS2) 
(CIHR, NSERC, SSHRC, 2014). The Project Director (author) has had extensive postdoctoral 
training and experience in implementing TCPS2 guidelines. The ICWA project team completed 
online training in Alberta's Freedom of Information and Protection of Privacy Act (FOIP) 
(Government of Alberta, 2020). The informed consent documents and data collection 
procedures were evaluated and validated by partners, all of whom are conversant with safety, 
privacy and confidentiality through their considerable professional experience and training. 

mailto:info@icwaedmonton.org
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An ethical challenge that we faced during the project was that some agency participants felt 
under pressure to participate after receiving strong push to participate from their team leads. 
This reluctance became obvious at the outset of the meetings to interview with those specific 
interviewees. The interviewers provided detailed reassurance that participation was entirely 
voluntary and that anyone refusing participation or withdrawing afterwards would not face any 
organizational penalties or any other negative consequences. Thereafter, these interview 
participants declared that they were willing to go ahead, for which we are grateful. We learned 
a valuable lesson here: the content of invitations to participate in a purely voluntary process 
may be lost in translation as they make their way through organizational hierarchies. Keeping 
this in mind, we recommend that similar efforts ensure that organizational contacts are 
informed in clear and repeated communiques that calls to participation to agency staff should 
be completely non-coercive. 

Terminology 

We have sought to avoid the term ‘victim’ except where it is used by participants or is part of 
phrases such as ‘victim blaming’ and ‘victimization’. We use the term ‘survivor’ although it is 
not reflective of all experience and can connote a confirmed and permanent escape from 
violence and trauma.  

‘Client’ is used to describe situations in which sufferers have managed to access an agency for 
help and are, so to speak, circulating through service networks. The author recognises that 
‘client’ promotes its own sort of bias in that it downplays the protracted aspect and lived 
experience of suffering, creating the picture that complex and painful stories are reducible to 
case files. Nevertheless, the term ‘client’ is used. This choice was intentional, given the 
mandate of this project to enhance HV services in Alberta to act against violence.  

We frequently use the terms ‘women’ and ‘mothers’ to denote HV service recipients and we 
understand the risk of erasure of non-binary persons in using these cis/binary terms. The 
(shaky) rationale for this terminological bias is that the report is written in a context wherein HV 
services are largely (not exclusively) delivered to women/mothers in perinatal years. That said, 
it also appears from our interviews that HV clients can include biological and adoptive parents, 
foster parents, and guardians; parental role in a family unit, not gender, determines eligibility 
for service (See Roles, expertise, services provided, families served). 

The term ‘Indigenous’ is used in unequivocal preference to racist and outmoded terms such as 
‘Indian.’ In this report, this latter derogatory and outdated term occurs only when it is occurs 
within a cited article or a reference to legal/constitutional matters (as suggested in guidelines 
by Joseph, 2018: 10). “The word ‘indigenous’ was first used officially by the United Nations in 
2002 in its political declaration of the World Summit on Sustainable Development” (Peters & 
Mika, 2017: 1230). The term ‘Indigenous’ is “used to encompass a variety of Aboriginal groups. 
It is most frequently used in an international, transnational, or global context. This term came 
into wide usage during the 1970s when Aboriginal groups organized transnationally and 
pushed for greater presence in the United Nations (UN). In the UN, “Indigenous” is used to 
refer broadly to peoples of long settlement and connection to specific lands who have been 
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adversely affected by incursions by industrial economies, displacement, and settlement of their 
traditional territories by others” (First Nations Studies Program, 2009).   

Let us sound a note of caution here. ‘Indigenous’, while regarded as inclusive and relatively 
acceptable in Canada, is not unproblematic. As much as ‘aborigine/aboriginal,’ the term 
‘Indigenous’ is perceived to impose totalizing homogeneity, is in itself of non-indigenous origin, 
is seen to be affiliated with questionable ideas of ‘pure’ blood/birth-based heritage and 
belonging, and defines diverse peoples in relation to colonizers (Peters & Mika, 2017). The 
best practice in our case would have been to elicit and use specific terms for Nations and 
cultural groups (First Nations Studies Program, 2009; Peters & Mika, 2017), although this was 
not the case. During the assessment, we did not impose requests for such information, 
deeming such as potentially invasive and threatening to participants. Furthermore, participants 
self-identified as ‘Indigenous’ or ‘Métis’ and the report reflects this. 

The term (im)migrant-refugee (IR) is used in strong preference to terms that are arguably 

• Otherizing and problematic. E.g. ‘ethnocultural’, which was used in the data collection 
instruments, unfortunately, and by participants. ‘Migrant’ is deeply contested, with 
connotations that are sometimes pejorative (Chi Luu, 2015)  

• Misleading. E.g. ‘Newcomer.’ Marginalized and isolated immigrants, even after years of 
being in Canada, may have less orientation and systems familiarity than relatively recent 
arrivals with English fluency, technological know-how and income security (Mishra, 2017e). 

• Anodyne but also banal, totalizing and erasing diasporic stress and precarity (‘multicultural’ 
‘New Canadian.’)  

• Potentially otherizing, disempowering and lacking any reference to migration dynamics 
(‘racialized/visible minority/minority’; the latter term ‘minority’ was used in the data collection 
tools, unfortunately, and is used by participants and in the literature).  

The term (im)migrant-refugee (IR) as used in the report refers to persons of diverse migration-
related status/category. It refers to those who came to Canada with landed permanent-resident 
status in Canada; PR holders who are now citizens; migrants with refugee status, work 
permits, or active applications for PR/citizenship/other status; and persons without 
documentation or status. The author of this report understands the danger of homogenisation 
in all labels; IR is no exception. Each person has a distinct biography and each migration 
trajectory has its own dynamics and variables. Nevertheless, the term IR offers some small 
way to avert stereotyping and otherization, while remaining sensitive to diasporic realities and 
acculturative stress. Most ‘immigrant-serving’ agencies in Alberta are funded to serve holders 
of PR status, usually those in the first five years of holding PR status. Relatively few offer 
services for temporary foreign workers (Bhuyan, Valmadrid, Panlaqui, Pendon, & Juan, 2018; 
Elgersma, 2014)10, and there are almost no supports for those without status or documentation 

 
10 “The notion that temporary foreign workers come to fill short-term job vacancies and then return to their country 
of origin affects subsequent policy decisions. Most notably, as the policy goal is not settlement, temporary foreign 
workers are not eligible for federally funded settlement services. The government expects temporary foreign 
workers to have the required educational, occupational and language skills for their jobs and expects employers 
to take an active role in helping temporary foreign workers settle. Due to this lack of settlement services and other 
aspects of temporary work permit programs, temporary foreign workers often experience social exclusion in 
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or in a liminal state eg with refugee claims or work permit applications under review (Abji, 
Pintin-Perez, & Bhuyan, 2020; Bhuyan, Osborne, & Cruz, 2013). For these reasons, the author 
avoided the highly misleading (albeit well-meaning) term ‘New Canadian,’ which obscures 
migrant precarity. 

Presentation of quotes from transcripts and notes  

In this report, vignettes from Edmonton transcripts are presented with alphanumeric codes in 
italicised square brackets, representing quoted service providers [SP1], and mothers who have 
survived violence [MP1], the specific activity (focus group [FG], or [Interview]), and the broad 
location e.g., [Edmonton]. It was a conscious choice to minimise specifics of roles and 
organizations where the service providers are employed. Ethnicities are mentioned but 
sparingly and in the broadest terms possible to provide some context for a quote. This was to 
protect participant confidentiality and prevent labelling. Vignettes from transcripts from outside 
Edmonton are attributed to the ‘respondent’ or ‘participant’ with an assigned number e.g. 
Respondent 1/Participant 1, if there was more than one respondent/participant in the vignette. 
Locations and detail (FG or interview) are specified in all cases.  

Some vignettes are a short conversational segment with both the original question and the 
response. Other vignettes are abstracted segments of lengthy responses. Ellipses …  and 
(ellipses inserted) indicate where words from a quote were elided to achieve brevity and 
highlight relevance of the quote to the associated commentary. Vignettes have inserted 
explanations in square parentheses [e.g. explanation/reference, no italics] and concealed 
identities [e.g. UPPER CASE/ITALICS]. Quotes were minimally edited for clarity. Notes from 
focus groups are presented in the aggregate.  

FINDINGS 

The results of the needs assessment are presented as follows  

• Features and activities of the HV service environment  

• Features, challenges and solutions of client centred practice and relationship management 
in delivering anti-violence support in homes  

 
Canada. A number of factors can contribute to the difficulties faced by temporary foreign workers in participating 
productively in society and forming relationships with local Canadians. Because lower-skilled workers generally 
come to Canada without their families, their social environment is temporary in nature. Long hours of work, 
linguistic barriers and limited mobility are also contributing factors. Isolation is a concern for those working on 
farms or in remote work camps, as well as for live-in caregivers residing in their employers’ homes. However, 
some employers, civil society organizations, communities and provincial/territorial governments have stepped in 
to provide orientation and settlement support to temporary foreign workers. For example, some agencies that 
serve immigrants support temporary foreign workers using funding from sources other than the federal 
government. In other areas, churches and community organizations provide support such as language instruction, 
transportation assistance and orientation. Since 2008, the Alberta government has funded settlement services for 
temporary foreign workers, provided by immigrant-serving agencies throughout the province. While these efforts 
help to better equip some temporary foreign workers, support is uneven across the country” (Elgersma, 2014:13). 
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• Complexities of HV-client dialogue and knowledge sharing on violence, safety planning, 
children’s wellbeing and (especially fraught) mandatory reporting of violence to child 
protective services CS. 

HV service environment  

This section covers aspects of the environment of HV activity in Alberta, largely in the words of 
service personnel, with detail on select aspects that are pertinent to the project. These relate to 
service tailoring for IR and Indigenous families. The broad topics in this section are: 

• Roles, functions and models of HV service (with some attention to co-linguistic/co-ethnic 
service) 

• Client populations and their challenges (looking at IR and Indigenous mothers, teen 
parents, fathers and extended families (and their engagement), and rural families)  

• Factors that shape enrolment, retention, and attrition in HV programs (which have 
implications for HVs to provide anti-violence supports) 

• Impact of flux in funding and policy and, in 2019-2020, the COVID-19 Pandemic 

• Professional challenges and solutions for HVs. These include burnout, a sense of ‘mission 
creep’ (over-expansion of duties and obligations) and difficulties of role management; and, 
conversely, the benefits and ameliorating effects of mentoring and supervision. 

Roles, expertise, services provided, families served 

Interviews began with questions on professional background, training, skills and role to break 
the ice and to establish fit between the questions and participants’ professional background 
and role. All participants described their experience in working with communities (including 
Indigenous and multicultural IR families) affected by gender violence, including intimate partner 
violence and extended family violence. We gathered information on service models and client 
populations. Most workers were engaged in the usual home visitation activity of providing new 
parents (with infants and toddlers 0-5 years of age11) with skills and resources relevant to 
parenting and connections to community supports as needed. The definition of ‘new parent’ 
could vary and could include guardians (even siblings with a guardian role), foster parents, and 
parents with a child born in a second or later marriage/partnership) Sample vignettes are 
presented to illustrate; the volume of information on roles and background was too large to 
present more in this section. 

I go into the homes and talk to the moms about their goals and see how I can best 
support them and their families to strengthen their relationships with each other and 
just grow a stronger community. [Interview, Lethbridge] 

So yeah, we visit families, mostly moms with new babies zero to five. [Interview, 
Sylvan Lake] 

 
11 “Depending on the local needs and resources, some regions and programs may further prioritize their target 
population: first born babies only; engage with families during pregnancy; engage at or after birth; entry into 
program up to the time the baby is three months; entry into program up to three years” (AHVNA, 2020). 
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I would say that for me particularly, I deal with young families. We also have 
settlement services here. They deal with newcomer families and then often will refer 
into my program, which is home visitation, diversion. I'm connected to Parent Link and 
the programming there. I also do a lot of parenting programs. I do Circle of Security, 
Triple P, different parenting programs that I provide for parents. I think that's us in a 
nutshell. [Interview, Jasper] 

Okay, so the Healthy Families program that we work in has been around for 19 years, 
I believe. We do voluntary long-term home visitation. We work with first-time parents 
or parents parenting for the first time. We do in-home visits with them ranging from 
once a week to once a month or whenever they can meet with us because we do 
have high-risk families that are harder to get in touch with or have busy lives. We go 
in and talk about child development, attachment, bonding, healthy relationships, and 
then any goals such as schooling, housing, food security, and it’s up to five years. It’s 
a long time. [Interview, Edmonton, SP16] 

We have a family resource center and also offer a wide array of other early childhood 
and family support opportunities such as home visitation, family violence prevention, 
bereavement services. We have psychologists onsite once a week, community 
kitchen, things like that. [Interview, Fort Saskatchewan, SP11] 

My agency works with newcomer families. Our work is very holistic, we do our work in 
various programs such as Health for Two program, home visitation, intervention. I am 
working with the African community, those speaking French, Swahili and but I also 
work with English speaking African backgrounds. [Interview, Edmonton, SP12] 

I do individual work and family work as well as couples’ work with youth and also 
focus on the neurodevelopmental aspects. And trauma is my main background and 
field of expertise. [Interview, Edmonton, SP2] 

I am the program manager. I oversee all of the staff but we also have a team lead 
who carries I believe she has six or seven home visitors under her supervision. I have 
the remaining ones including herself. I work with reporting, a lot of reporting, 
budgeting, just the day-to-day functioning of the program. [Interview, Edmonton, 
SP22]  

I’m a home visitor. I go out into the community and visit with moms. Well, I form 
relationship with them, I advocate with or for them. I attend service team meetings 
with them. I do a lot of child development information, brain development, bonding 
and attachment, and if there’s family violence, I support them through that. If there’s 
trauma, I will help support them on their healing journey to get set up with the right 
service providers. I really don’t think there’s anything in my role that I don’t do. If I 
have a mom that wants to go to school, I’ll help her right from the beginning of the 
process of applying to the school, applying for funding, applying for child care, figure 
out transportation needs. I work in a holistic manner…. Also if the father is around, 
and wants services, I help with that area as well but now that we have a male home 
visitor, a lot of my dads are working with our male home visitor. Him and I do a lot of 
consulting and figuring out on how we’re going to work with our families. [Interview 
Edmonton, SP23]  
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We go out into the community and to the homes of our clients and build relationships 
with them, focus on child development, any services that we can to support them with. 
We walk them through the processes if they need a little bit more assistance, we 
attend activities or services with them. [Interview Edmonton, SP24] 

I’m a family mentor with a family mentorship program. We work with first-time parents 
or first-time parenting in Canada. I visit families weekly and biweekly supporting them 
in early childhood development and parenting. Weekly is usually pre-natal when the 
baby’s first born because the moms and the families need that, that support of weekly. 
Usually, after about a year-and-a-half, they may go to biweekly or they may ask to go 
to monthly. It’s just the need for the family. Usually, as the child gets a little older or 
mom has to return to work or studies then we will go biweekly. [Interview Edmonton, 
SP26]  

I am doing the monthly home visit program. It’s a little bit different than weekly one. 
Weekly one we see like each week, but we see the families on monthly visits like 
once a month and in that mostly the focus is on the child development part. [Interview 
Edmonton, SP28]  

I’m a family support worker for the home visitation program. What I usually do at the 
visits is just when I go in, it’s the checking so how the mom and the baby’s doing and 
then I usually cover a topic, parental topic, and a child topic, and then schedule the 
next appointment. [Interview Edmonton, SP6]  

I am a family support worker in the home visitation program for the first-time parents, 
so this serves families all over Edmonton and then its long-term relationship based 
program potentially and if the child reaches five years old. It’s really luxury of time to 
build relationship and for the parent, for the mother most of the time to feel confident 
to explore difficult topics. I mean to reach their other goals, but yeah. [Interview 
Edmonton, SP7] 

I have the same role as well [as SP6 AND SP7]. I think the benefit is it’s also a 
voluntary program so it gives moms that power, parents as well, we work with some 
dads, to choose their topics and what they want to visit and how often, and so we do 
all of the things that have been mentioned. [Interview Edmonton, SP8] 

Interviewer: Just a question, just to understand, first-time parents only or is it for 
second time, third time, as well? What about parents who are not birth parents? 
Adoptive parents as well? Could it even be a sibling who has become a guardian for 
that matter? 

SP6: Could be like if the parent is new to Canada, and the first time the baby is born 
here. That could be called as first time even if they had five other children. First-time 
parenting for a parent whose children are apprehended or something like that. It 
depends.  

SP7: So first-time parenting experience or first-time parenting in Canada. Yeah. You 
could be an adopted parent. You could be any other adult who assumes that 
parenting role and never did it. You don’t have to be biological parent. There is 
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flexibility. If it is like the mom has a couple of children and she remarried and the dad 
is the first-time parent, we still do the services, right? [Interview Edmonton, SP6, SP7] 

Several workers were also engaged in family support and crisis stabilization activities, with 
families in which reported violence and abuse had led to family involvement with CS. These 
workers were chiefly with agencies that served IR and a few with Indigenous families, who 
were described as living with complex multiple barriers in socio-economically challenged 
communities. 

I provide home visits to immigrant and refugee families. Mostly my work is with – we 
get referrals from children’s services. So when a file gets opened12 or even at intake 
level when they get a call, they get a referral then I get involved with the family and I 
go out with the assessors and case workers or sometimes intake people to go and 
assess the situation and provide culturally holistic support to the family.  [Interview, 
Edmonton, SP4] 

This is an agency that work with newcomers, family as an individual. Our work is very 
holistic, we do our work in various programs such as Health for Two program, home 
visitation, intervention, that’s where I mainly work right now. I think that’s the many 
program that we have, we work through those programs but there’s other programs 
as well. I think such as senior program, I think we guarantee probably aids, walkers 
and with brokers in this organization. So my role as I’m a broker working with the 
African community mainly people speak the language that they can speak which is 
French, Rwanda, Swahili and but I also work with English speaking African 
backgrounds. … So during a home visit it’s again through the programs that the home 
visitor they do myself is through the intervention work. So when there is a case that 

 
12 See Government of Alberta (2020a): “Child Intervention assesses every call or referral we receive about your 

child’s well-being or safety. We respond to each concern to determine if they may need intervention. This 
happens in 2 parts.  
Part 1. Intake: We quickly assess if the concern meets the legal definitions of abuse or neglect described in 
the Child, Youth and Family Enhancement Act (CYFEA). 
If so, a caseworker will gather as much information as possible to help us understand your child, your family and 
what supports are needed. This may include talking with: the person who reported the concern, you and any other 
parents or guardians, teachers, daycare staff, doctors, police officers, other professionals, community members 
such as representatives from a First Nation, extended family, neighbours or family friends, any other people in 
contact with your child or youth. We use all the information we gather to help decide if the intake can be: 

• Closed – this means safety concerns are not present or that we can help resolve them through community 
programs that provide support with parenting, lifestyle choices, family violence or other topics. 

• Opened to formal assessment – this means there may be a concern for your child’s well-being and more 
information is needed. This process is called a safety assessment. 

Part 2. Safety assessment: Caseworkers will spend time working with you and gathering more information to 
determine if your child or youth is safe, and what supports you need. This may include talking with: you and any 
other parents or guardians, your children, relatives, teachers, police or others in your community. 
The safety assessment can take 40 or more days, unless the concern is urgent. … We use this information to 
decide what to do next. There are 2 options. Your file can be: closed – this means we can help you resolve any 
concerns through referrals to community programs and help you develop a plan that describes what you and your 
family can do to keep your child safe at home. Opened to legal status – this means the concern has not been 
resolved, so we will take further steps to work with your family and support your child’s safety and well-being.” 
 
See also Stevenson (2020), page 14, for a flow chart of the process of child protection in Alberta. 
 

https://open.alberta.ca/publications/c12
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comes from Children’s Services and for the community that I support then I will go out 
with the worker from Children’s Services for home visit the homes. So, yeah, I do my 
home visits through that program…Prior to go to the home visit because we work for 
Children’s Services this is a little bit different because Children’s Services have to talk 
to the family saying that we have some consultants we would like to meet with you 
and talk about it. And after that introduction from Children’s Services as a government 
entity and we can introduce then ourselves … And then so we will let the family know 
ahead of time that we will come to visit them but there are some cases where we 
don’t tell the family when there is a such concern around the abuse, around sexual 
abuse or physical discipline but that is under discretion of Children’s Services. So we 
introduce ourselves to the family and when we get there because we work with the 
family whom we share the same culture and then we know how to approach the 
family and we kind of quickly discuss with our colleague from other agencies, other 
mainstream agencies such as Children’s Services. [Interview, Edmonton, SP12] 

I am a family violence specialist and what I do is I do support or map with my 
colleagues. If they have cases that deals with family violence we sit down and try to 
figure out how we go about it to support the families. [Interview, Edmonton, SP9] 

The family program specifically is basically our role is to work with parents and 
families with children between the ages 0 and 18, who struggle for multiple social 
barriers including like substance use, high-risk lifestyle, homelessness, mental health. 
Any of those multiple barrier-type situations, high-risk, if you will.  We don’t usually 
use that term just because it’s a bit of a label. But what we focus on is working with 
parents to improve development in children and parent and child interactions. So, 
that’s basically our role is to like work with parents on improving their ability to provide 
the skills necessary to their kids to foster development, etc. regardless of where 
they’re at. Now, that doesn’t mean that they don’t have their kids, but we’re talking like 
family enhancement plans or like custody agreements, it ranges. I think about 60% of 
my family is are currently parenting their kids full time, and the other 40% have visits 
and involvement with their kids, but they’re in care. And, that number obviously 
fluctuates. But, we don’t – we don’t actually work with parents that aren’t seeing their 
kids. [interview, Edmonton, SP29]. 

Where crisis intervention was needed but where agencies lacked mandates, expertise or 
resources, the participants reported drawing on their connections with specialist anti-violence 
agencies to refer help-seekers onward to access supports. In the case of agencies that have a 
service profile associated with Indigenous programming, it emerged that their services are 
open to non-Indigenous clients as well. This conversation below also illustrated that 
programming for Indigenous mothers was structured to address the intergenerational damage 
to families in Indigenous communities, with a major focus being on re-learning traditional 
parenting skills, healing relationships in families, and participation in programs that promote 
intergenerational bonding, healing and learning through communal food and meal planning 
and preparation. 

Well, we are initially an aboriginal organization. We lean that way 100%, I guess. We 
smudge and do all that kind of stuff. You do not have to be aboriginal to be here, to 
come in and see us. That’s one of my favorite things about being here. Any 
nationality, anybody can come. We touch on a lot of different stuff. We have home 
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visitors that are in the community that are -- what are they called? Sorry. Fee-for-
service paid through the Alberta government, I guess, for them to be youth support 
workers and I think there’s some family support workers too. We do a traditional 
parenting program, we do cooking with kokum [grandmother, Cree]. Traditional 
parenting is all about making our families whole again. If you’re having problems 
getting your kids back or you want your kids back or you just want to know a few other 
ways to deal with kids and whatnot. In the morning, it’s you and your child in the 
playground with of course we have our workers in there doing different things. But it’s 
all about the bond between you and your child and then in the afternoon, the kids can 
stay in the playroom and you go to a board room and deal with different ways of 
parenting, stress, communication, all different stuff like that. That’s our traditional 
parenting. Then we got cooking with kokum. That is a program, it’s Friday mornings. 
It’s about eight weeks. It’s financial literacy and crock-pot cooking. They do all kinds of 
bargain hunting and how to save money and all that kind of stuff. Then the next day, 
they cook. They usually leave with two meals and the two meals -- depending on the 
size of your family, don’t get me wrong. Usually, it’s good enough for two meals when 
you get there. In actuality, you’re leaving with four, right? That’s that one. Then there’s 
me that’s back there as well, and I’m the home visitor, the healthy family’s home 
visitor. I’ve got between ten and 15 people that goes back and forth. [Interview, 
Edmonton, SP5] 

Deeper questions to IR-serving agencies yielded inputs on the nuances of providing culturally 
competent, co-linguistic and co-ethnic service to IR mothers. Service providers also described 
challenges of maintaining time and space boundaries around their professional roles and 
personal lives, managing ‘mission creep’ at the frontlines, and the challenges of physical, 
social and emotional safety for themselves in high-stress work. They described the necessity 
and value of supervision and mentoring, post-visit debriefs with their supervisors to discuss 
complex challenges, and the value of case conferencing to identify solutions to specific 
challenges. In that context, some participants also described their lack of and need for venues 
and platforms to brainstorm with colleagues from other organizations on a regular basis. 

Co-linguistic, co-ethnic home visitation  

The empathetic understanding, encouragement and cultural competence offered by a co-
ethnic and co-linguistic support worker or HV can facilitate rapport needed for conversations 
about violence, or about the complicated decision and process of leaving the relationship. 
Women struggle with fears and inner conflicts, e.g. stigmatization by community and family for 
leaving, the consequences of reporting their spouses, fears over their and spouse’s 
immigration status, economic hardship, loss of children, etc. The co-ethnic/co-linguistic worker 
is in a position to connect with a woman and understand her cultural context. For example, 
what is seen as abusive behaviour in one setting may be seen as valid expression of 
patriarchal right in another. They may also understand the vastly different dynamics of diverse 
families, the meaning of being in a joint or extended family versus a nuclear family, the social 
negotiations and networks of being in an arranged marriage and so on. The worker familiar 
with those settings and dynamics may be better able to connect with the woman to discuss her 
partner’s behaviour and to encourage the woman to consider the impacts of that behaviour on 
her.  
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Depending on the case there’s also the Family Violence Center where we take these 
women to learn more about the domestic abuse and so they can know their situation 
really exactly how it looks like. And there’s difference also situation when the women 
would decide to leave those relationships in a very healthy way and we can support 
them in that area as well. Or where they don’t want to report their husband because 
they’re afraid about the outcome. [Interview, Edmonton, SP12] 

We try as much as possible to really connect with that same culture because that is 
our first way of saying we’re together in this and there are times where they may feel 
comfortable to talk to you about something versus a mainstream person. When you 
talk to your families that you serve having come from that culture… they take it much 
more than from any other person coming from a different background. [Interview, 
Edmonton, SP9] 

For example domestic violence in our own culture versus to Canadian culture is not 
perceived the same way. Yeah, for example in our own culture a husband telling the 
wife what to do and what not to do or being a wife and have some commitments to 
your husband as a wife, you know, it’s not an abuse. It doesn’t perceive as an abuse. 
You know, it’s how we’re brought up, it’s our culture. You have to respect your 
husband, you have to be ready for your husband any time, you have to be ready for 
your husband. You might discuss with your husband about your feelings and all that 
but it’s still a burden if you cannot be there for your husband when your husband 
needs you. It doesn’t perceive as an abuse in our culture, it doesn’t. Or if for example 
to cook for your husband is an obligation, it somehow is an obligation for the women. 
Yeah, you need to cook for your husband. Your husband come from work he need to 
find the food at the table if you are home. You know, if he comes and he gets mad in 
fact it’s not an abuse. The woman may say I’m so sorry by being later to provide the 
food on table. But here it’s kind of seen in another way, it’s a kind of controlling, it’s 
emotional abuse and all that. This is a small example, yeah, like how we interpret that 
in the context of culture. In the context of culture that can be seen as an abuse, 
probably long time it could be an abuse but people are still comfortable until it 
becomes an issue. [Interview, Edmonton, SP12] 

Co-ethnic visitors tend to be more familiar with the fine nuances of relationship building in their 
cultures. In this vignette below, SP12 describes her evolving engagement with mothers right 
from the point of childbirth, through post-delivery follow-up. This sharing of the journey creates 
a rapport and involvement that is extremely different from the relative distance of service 
relationships in a formalized setting. It situates the HV to deliver more complex supports such 
as in cases of violence; at the same time, the HV has to be mindful of boundaries. During this 
process, the HV can make subtle but powerful gestures, such as small gifts for the infant, to 
create rapport with new mothers. Through these gestures, HV inject interpersonal warmth into 
a professional service. At the same time, the HV takes care to avoid large lavish gestures and 
gifts that would represent a conflict of interest. Gift giving can shape relationships with mothers 
in a way that is beneficial for rapport but always has the risk of lowering professionalism by 
overly blurring the boundaries between client and provider.  

When I started I used to work with Health for Two, yeah, that’s the area that I really 
enjoyed the most. So because of language barrier I used to help the family, the 
woman until the labor, until she deliver the baby. From the clinic visitation to the 
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hospital until the baby comes out. And one time, two times I guess where I cut the 
umbilical cord because the husband couldn’t enter the room. In our culture men 
usually don’t really participate in all those process. They somehow are not 
comfortable still to engage. And then I’ve been asked by the family to do it and with 
the support of the nurses I was like oh, my God, I have come to this. So, yeah, that 
was the fun part and then I used to go out with my nurses to do after three days after 
the mother went home there is a nurse kind of a follow up with the mother to know 
how the baby is doing, mum is doing and support on that. So I used to go with the 
nurses in home, so for me in that kind of home visitation was like so we’re coming 
again to pay a visit. Sometimes I would give a small gift because in our culture it 
means a lot when the baby is born so people are happy, yeah, people in your life are 
happy. So we’re kind of part of that process as well, part of the family as well, part of 
that joyful. So sometimes I can bring a little something for the baby. This is unusual in 
Canada. Yeah, but for us really it’s a kind of it’s needed. I mean people are expecting 
you to do that. Even though they don’t ask but we know. Yeah, a small token but we 
sometimes we don’t have to do that because then it can create some kind of another 
relation. Perhaps we don’t want it to happen but especially in our culture it’s going to 
be received and it’s a welcome the baby. A small tiny thing, you know. Usually it’s a 
toy for the baby, it can be a cloth for the baby. Something simple and small, it can be 
a milk, a jar of milk for the mother. Just to say congratulation for your baby. Yeah, a 
small thing that in fact family can share the milk or rice. Or a small cross for the baby. 
[Interview, Edmonton, SP12] 

Sharing a language is also crucial to establishing understanding and relationship; the converse 
is inimical to the process of relationship building and support. Co-linguistic service is important 
to support women impacted by violence (Alaggia, Maiter, & Jenney, 2017). For many women, 
English and French are a challenge and they should be provided with safe and confidential 
interpretation (Mishra, 2017f, 2017d). More importantly, however, use of the primary language 
provides the speaker with the tools to emote, speak and to describe her situation on her terms. 
Trauma and distress can make communication in a second language challenging, even when 
the speaker is fluent in the second language. Several HVs described the value of co-linguistic 
service provision to establish relational comfort, trust, and ease with clients. This service is 
when they meet clients as natal/parenting support or as also happens, as supports to CS 
teams, in a bridging and brokering role with a CS investigation, as a liaison between CS and 
family. 

We understand that people emote in their primary language more effectively. So even 
if you have somebody coming in who has fluency in English or the capacity to kind of 
converse kind of basic conversation in English, once we start to talk about things that 
are deeper rooted than that, if we don’t have linguistic competence as well, that’s a 
key component. Even if there’s some understanding that person might need to access 
somebody who speaks their primary language. [Interview, Edmonton, SP2] 

Even when I’ve seen that when mom or family is in crisis even if their English is 
excellent when they’re in crisis they would prefer to speak in the native language. And 
we do provide language support and cultural support and we encourage them, you 
know, the case worker or the assessor is here to make it easy. Your English is fine, I 
know that, you can talk in English but then they try to talk in English but again they go 
back to their native language. So language does definitely help. They do revert to 
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their native language even if the English language skills is excellent they do revert. 
And we remind them, you know, your English is fine as I just said and then they will 
say a few words and then they’ll go back to the native language and also we being 
present there also helps them. We’re there to translate, can you translate for us. So 
they do revert to the native language.  [Interview, Edmonton, SP4] 

Language is -- language plays a big role. Language and that culture plays a big role 
so that they can understand that okay, what they are going through, what they meant, 
what they are saying, what the emotions are, everything. [FG, Calgary] 

For me, it is also an advantage for a home visitor to be in the same community 
because that’s what I experienced with my Filipino families. The first thing is you have 
the language support right away, and then if you have that, that is your key so you 
can get 100% information that you want to because how many times I asked them like 
one specific -- this is the only information that they revealed and then only to find out 
that when I made a follow-up, oh, my god, there’s a lot under me. [FG, Calgary] 

Even though the family may speak English very well it’s well received when we 
provide help in their own languages. Yeah, specially in this intervention area the 
complexity of the things, to have the more understanding of the context of the issue. 
When we explain that in our own languages we know our own cultures, it makes more 
sense than saying it in English even though the family may speak English. The 
mainstream agencies they think that we’re interpreters. We keep reminding them 
we’re not interpreters, we can help with the language if the family doesn’t speak 
English and our role is to interpret the culture. It’s interpreting the culture. [Interview, 
Edmonton, SP12]. 

According to another participant, also a survivor of violence and a community-based advocate 
and educator, a co-ethnic/co-linguistic HV would be better able to create a rapport with the 
mother. The building of a quasi-familial and empathetic relationship would enable the HV to 
create bridges between the mother and Children’s Services, in cases where there is an 
ongoing investigation in the home. Such relationship building and understanding of the 
situation of the mother allows the HV to provide CS staff with depth of perspective and 
understanding about complex challenges of the mothers (e.g., as mentioned in the vignette, 
the effects of dyslexia combined with abuse and violence). The HV would also be able to 
empower the mother to advocate for herself, which can be challenging for women who are 
impacted by violence and feel robbed of their agency and voice by the effects of abusive 
control. 

MP3: I think one of the benefits in using same community and same language home 
visitations is that people are going to I think be more accepting of it initially … I’m not 
saying only have Indigenous workers go to Indigenous homes, but if at all possible to 
have a sharing of knowledge at work where maybe my friend is Indigenous and she 
shares stuff with us all the time especially in our healing circle and it’s gaining 
knowledge so that you know when you could put that kind of stuff in place.  

Interviewer: If there’s already involvement with the CFS and there’s a home visitor 
also coming in, do you think home visitation staff can play a role in helping the mom? 
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MP3: I totally think they can play a role in helping the mom in conversations with child 
protective services. Mediators and also in helping her understand how to advocate for 
herself. A lot of people do not understand how to advocate for themselves. They 
teach it as part of the City of Edmonton … Making Connections course. The reason 
they teach it …is to help you become successful in advocating for yourself because of 
course, when you’ve been traumatized and experienced abuse, it’s not necessarily 
pretty and how you come across can be very difficult to deal with and other things. I 
believe it’s integral and that the home visitation person can help out hugely because 
chances are they already have a relationship with the mother. Chances are it’s a 
better relationship or a more familial one than child protective services relationship. It 
can help her and helping her understand how to advocate best for herself and her 
children. Definitely, they can help. Also, maybe child protective services is looking at 
something from their point of view and the home nurse or the home visitation worker 
can be like, oh, hey, no. I know her. This is this. I understand, but she’s dyslexic or 
stuff that people don’t know. From knowing the family, and knowing the person being 
around their house, they’ll have knowledge that child protective services just would 
not have. I think they can definitely be helpful and play a role. [Interview, Edmonton, 
MP3] 

A note of caution is needed here. Co-ethnicity and shared language can co-exist with unsafe 
and inappropriate practice. A co-ethnic or co-linguistic worker is not automatically a provider of 
safe, sensitive and appropriate service. In this vignette, MP4 describes a situation in which a 
CS file had been opened after her then-partner was violent to her with their baby daughter 
present and exposed to the violence. The male CS worker assigned to the case was co-ethnic 
with her violent partner. The worker had a joint interview with her and her violent partner. This 
egregious breach of confidentiality, i.e. no separate interviews of partners in a case of DV, 
increased her risk and exposed her to fresh violence after the interview. The joint interview 
enabled her partner to fabricate his accounts, take advantage of her fear to dominate the 
conversation and manipulate the risk assessment so as to protect himself. Luckily for her, a 
cultural broker was present as well to advocate for MP4 and to alert the CS worker who had in 
fact prematurely closed her case file on the basis of the joint interview. 

When the Child and Family Service was informed he decided to do was to sit me and 
my husband down together. So that’s a big oh, no, for me. And he did it anyway and I 
couldn’t do anything but to lie and to follow. But to sit you down and he thought that 
it’s like the best way to address the situation. After he left our situation was worse like 
it was really bad. And he’s a man, my Child and Family Services worker was a man 
from his culture from Uzbek – he was also a man. It actually made it worse and my 
husband lied the whole time in front of him and it just made me like even more 
frustrated.  In my case [FEMALE CULTURAL BROKER] was there. She was listening 
the whole time to assist me and she knew what I was in. And she took the initiative to 
help me out from that situation by the way because she knew right from that point it’s 
going to be very dangerous for me so I’m lucky, I was really lucky and my worker was 
really sensitive and she knew that he was lying the whole time and that the guy from 
Child and Family Services wasn’t helping at all. And he actually closed the file 
because he saw that my child was unharmed and is safe so that was really frustrating 
in my situation. Luckily for me my worker knew that things were not okay and she 
insisted to help me and told me that you know what the moment that thing happened 
when the Child and Family Services closed my file she even worked even harder for 
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me and helped me even more because she knows from that point things will be more 
difficult and dangerous for me. So in my case I was lucky because my worker was 
really sensitive and knew what’s going on I should say. But if I just depended on the 
Child and Family Services that would be hard. [Interview, Edmonton, MP4] 

SP4 indicated many women are nervous about having a service provider of the same 
language or ethnic background. This is because of their concerns about gossip, loss of 
confidentiality, and community stigma; all of these are real risks because of the enclaves in 
which first-generation immigrants often live and work. These locales of cultural-linguistic 
cohesion can be sources of communal support but are also, often, containers of domestic 
violence, with women staying silent about abuse to avert stigma from their social environs to 
themselves and their families (Mishra, 2016; Rana, 2012; Walton-Roberts, 2008). 

I would say that the home visitor should be from the same community, right, like the 
language. She speaks the language. The same faith, same culture, language, does 
help but sometimes they don’t want home visitor from their own community. 
Sometimes they say oh, I don’t want [SP4], she knows my community. Even if I don’t 
know her she doesn’t know me. If we say we’re sending a home visitor from [SP4’s] 
community, oh, I don’t want [community] people, I prefer Western. [Interview, 
Edmonton, SP4]. 

In another vignette, SP2 describes a case involving a pregnant teen facing family violence 
from her birth family. In this case, unfortunately, the co-ethnic/co-linguistic broker was exerting 
pressure on the teen and siding with the parents. The bias of the broker also biased the CS 
worker. As a result, the teen’s own needs and desires were not being elicited or considered. 
She was not asked what she wanted in terms of service and support. SP2 was critical that the 
assumption from CS was that a co-ethnic worker would be the easy and obvious choice for 
that teen. Despite the first negative interaction with the broker, the assumption remained 
uncorrected. When the case was re-assigned to a new CS worker, yet again there was an 
attempt to enlist the services of a co-ethnic broker. In other words, information was not passed 
on during the handover to the CS staff, the client was not consulted on her experience and 
needs, assumptions remained uncorrected, and the repetition of unsafe practice posed fresh 
harm to the client. 

For example, recently, I had a young person from let’s say that they were from 
Indonesia and they originally got involved with Children Services, and Children 
Services had a cultural broker from their language and country. One of the things that 
started to come out for this young person was that the broker was siding with the 
parents so there was a lot of shaming that was happening, there was yelling on behalf 
of both the parent and the broker towards the young person who’s a mother, who’s 
pregnant at the time. Children Services rode on that bandwagon to say like your 
parents are the only people you have. After you’re 18, where are you going to go? 
These people completely negated all of the trauma that this young person has 
experienced because there wasn’t enough distance from the family, the family was 
well connected in let’s say the Indonesian community and so that led to challenges 
with actually providing resources for this young person. When we needed to -- once I 
built trust with her here and I had witnessed all of that, I knew I needed to bring 
Children Services back into the fold but also had been witness to how awful that 
experience was for her prior. When I had Children Services involved again, we had to 
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really trust that this time would be different for our young person. Then one of the 
things that happened was the case worker was a new case worker called me one day 
and said we’re looking for -- because we need to provide cultural support, we’re 
looking for an Indonesian case worker, and we’re looking to get [AGENCY] involved 
again, and we’re going to need this -- I was like, wait, wait. Stop. Don’t necessarily 
assume that because this young person is Indonesian that that’s what she wants. 
Let’s go back to her and ask her if she wants that or if she wants to be involved in her 
faith community, if she wants to be involved because it’s been a very spiritually 
traumatizing experience for her to make the automatic assumption that that will better 
serve her, could have reopened the opportunities for trauma again which is what 
we’re trying to avoid. I just think I’ve seen that often enough that it’s not an easy fix 
right off the bat. [Interview, Edmonton, SP2] 

MP2 was also concerned that a worker lacking understanding of FV or cultural safety could 
cause ‘massive problems’ for a mother, for example in interactions with CS, if the HV’s biases 
lead to victim blaming or shaming. 

Interviewer: If there is involvement with Children Protective Services, do you think 
the visitor can play a role in conversation with children services? 

MP2: They could help. They could also possibly cause a lot of problems. That 
depends on what sort of worker it is, and what their level of understanding is. Because 
I mean some people are sort of ‘lets blame the mother’ or sort of buy in to the, “Oh, 
she’s crazy” and mental health issues and she does whatever, and so it’s like yeah, 
people like that can cause massive problems. Again, it’s like somebody being a 
person having a good understanding of family violence obviously makes a massive 
difference…. [Interview, Edmonton, MP2] 

The role of the ‘cultural broker’ vis-à-vis Children’s Services and multicultural IR 
families 

Home visitors from agencies with diverse IR clients described their role as ‘cultural brokers’ 
called in as supports for dialogue with families when CS investigates violence in a home. 
These HVs performed cultural-linguistic liaison/brokering services for settlement, systems 
navigation and access, and provided co-ethnic/co-linguistic support to families during and after 
CS investigations in diverse IR families. The brokers work to meet the needs of diverse, often 
(not always) co-linguistic and co-ethnic clients and characterize their work as ‘cultural 
interpretation [SP4, SP12]’. In their view, such ‘cultural interpretation’ means that brokers apply 
a deep understanding of cultural context, nuances, and dynamics to provide ‘holistic support 
[SP12]’ to families, serving as liaison/bridges between CS and families with CS involvement, 
and, as will be seen, supporting families even after CS files are closed. 

I provide home visits to immigrant and refugee families. Mostly my work is with – we 
get referrals from children’s services. So when a file gets opened or even at intake 
level when they get a call, they get a referral then I get involved with the family and I 
go out with the assessors and case workers or sometimes intake people to go and 
assess the situation and provide culturally holistic support to the family…. First of all 
when we get a referral we make a phone call to the family just to make them 
comfortable and familiarize with we would like to come to your home and these are 



47 
 

the concerns and these are the issues and I can sense they’re very tense, they’re 
really hyped up. Once we go into the home and they see a person from the same 
community speaks the same language, has some understanding of their cultural 
values and why certain things are done in certain way I see that they’re at ease, I see 
that they’re relaxed. I see that connection is built right away, I see the relationship is 
there right away. So I see that family comes together and then whoever lives in the 
home they come together, they gather, we sit down, they ask questions, they’re more 
curious when they see a familiar face.  [Interview, Edmonton, SP4] 

Safe, confidential and accurate interpretation can help HVs and thereby CS staff in exploring 
the often-unclear facts of cases of family violence. This vignette describes a case where at first 
the male partner was thought to be an abuser; interpretation suggested otherwise.13 

I guess the first language support plays a very important role because recently, we 
had a client where a couple was involved, there was domestic violence involved, but 
everything turned out against the dad. … there were many sessions with the parents, 
and then it was clear that the abuser is not only the dad, it is like both ways but 
because -- and again, most of these cases, this was coming from children services as 
well. There it is like the first impression is that the dad is the abuser, but it’s both of 
these. When the first language supporters provided, that cultural piece was provided, 
then it makes clear that it is from both ways. Yeah, I don’t know if you want to add 
anything to that. [FG Calgary] 

SP12 also described the continuing role of the home visitor during and after a CS investigation 
of violence in the home (these investigations may also occur if a post-natal support HV reports 
or supports a mother in reporting to CS). The vignette illustrates that continuing support to the 
family (e.g. counselling for mothers) remains important even if CS formally closes an 
investigation.  

So when it closes but the family still need help, Children’s Services will close the file 
because now the family is going to get the support from [AGENCY]. So we do provide 
so many kind of support pertaining to cultures such as a therapist and counseling. We 
have culture sensitivity, we have the therapist who are equipped to work with our 
families with culture sensitivity to provide the counseling supports. And there’s also 
depending on the case there’s also the Family Violence Center where we take these 
women to learn more about the domestic abuse and so they can know their situation 
really exactly how it looks like. [Interview, Edmonton, SP12] 

CS staff described in great detail the value of working alongside cultural brokers in breaking 
down language barriers, mistrust and suspicion. The role of the broker is important in 
establishing a dialogue between CS and mothers who are deeply wary of the authorities and 
fearful that their children may be removed from the household. The calming of these concerns 
is important for CS to communicate with the families so as to better understand culturally 
nuanced family dynamics that influence parenting and children’s wellbeing. Suitably facilitated 
communication helps (i) families to understand the CS mandate (i.e. ensure child safety and 
well being) and (ii) CS workers to engage with the family to obtain the detail necessary for 

 
13 The author would like to note that the anecdotal FG input here is too scanty for hard conclusions. Questions 
linger: was it abuse or was it mutual violence and to what extent did interpreter bias play a role here? 
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them to discharge their mandate. CS workers indicated that intercultural bridging helps them to 
establish a rapport with the family and helps them to avoid sharpening the fears of families 
already coping with crisis and trauma. The process of dialogue with linguistic and cultural 
brokering can take more time, but CS staff felt it was time well spent. 

I can talk about -- because I’ve done quite a few and I’ve been talking about the good 
ones and maybe not the good ones. For my best home visits with moms that might be 
from a different culture than myself, it was bringing a broker with me and having and 
bringing in someone that understands that culture because I can’t even pretend to 
understand it.  [FG, Edmonton, CS]. 

What makes it useful or engaging? I think being really curious about what their 
experiencing, getting to know their perspective, and it’s pivotal for the relationship 
building because we have to go out and talk about really hard things. [FG, Edmonton, 
CS]. 

If we do not understand what it’s like to be them and they do not invite us into that 
conversation and we do not build a new trust in the relationship then we have nothing 
to talk about and we’re not talking about anything and we stay on the surface and for 
child protection, we require to not to stay on the surface. [FG, Edmonton, CS]. 

Then mom also had a multi-cultural health broker that she was already working with. 
All three of us came in and we met with mom and it made it easier for mom to 
understand my role and what to fear like my being there and I feel like sometimes, like 
[COLLEAGUE/PARTICIPANT] has said, if you come in with someone who mom is 
familiar with or someone who is familiar with mom’s culture, it makes it easier. 

It breaks down the walls which makes it easier for moms to open up and sometimes, I 
work with cultural brokers. They can help you identify certain cultural norms or what’s 
normal and what’s not and how to maybe respond to a certain situation or a context 
that is presented to you in a way that is not offensive to the mothers. [FG, Edmonton, 
CS] 

The presence of the ‘cultural broker’ during CS visits was crucial for communicating the role of 
the CS and the rationale for their engagement with the family. The brokers helped to manage 
expectations, clear confusions about the role of CS (e.g. distinguishing them from the police) 
and allaying to some extent the significant fear of the families (more on this in later sections). 

There’s a very big cultural piece especially for Filipinos because they’re 
understanding of what we are is very different because they think if the police come, 
the issue’s done because that’s what they do in the Philippines. They don’t 
understand why I’m coming through the door. They have no idea. They’re like, we 
already dealt with the police. Why are you here? [FG, Edmonton, CS]. 

In terms of myself and my role in assessment, much of the same concepts, right? It’s 
that initial one, the fear of Children Services and not even understanding who we are 
and what we do. I think a huge barrier has been just the lack of understanding with 
families in terms of what we’re there to do. [FG, Edmonton, CS]. 
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The role of Children Services and what we’re there to assess. It becomes that crunch 
when we want to get out and get the information to do our risk assessment but we 
have to really slow that down to even begin to explain why we’re there because 
there’s huge fear and a lack of understanding. [FG, Edmonton, CS]. 

My experience, attending with the [cultural broker agency] has been filling in and 
really trying to bridge that understanding between what we do and our laws and our 
mandate and then taking in consideration of the family in crisis, really complicated to 
try to even begin that work let alone establishing some sense of trust. [FG, Edmonton, 
CS]. 

The understanding piece is huge I think in home visitation when we first get there and 
understanding that from that perspective. It’s difficult because we’re not received 
when there’s the crisis and the trauma and then all that lack of understanding. We 
sometimes create more for the family. [FG, Edmonton, CS]. 

The benefits of having someone come out with us and even if it’s not a language 
barrier just to kind of set the tone for understanding the laws, our role, really makes a 
big difference. [FG, Edmonton, CS]. 

I did them for years that is the home visits with ethnocultural minorities and when we 
bring out [cultural broker agency] goes by very slow. Typically, a home visit with let’s 
say that wasn’t from a different culture or from the country, I wouldn’t say that those 
are rushed but they’re significantly longer and I think that’s because we take more 
time and there’s definitely intentionality with we don’t want to be going to a home and 
leaving there thinking that that mom or dad didn’t understand who we were, why we 
were there, what everything means, so that takes more time. [FG, Edmonton, CS] 

Some HVs reported tensions in their working with CS staff. HVs felt that CS do not understand 
that the HVs bring more than language interpretation to the table. They perceived a lack of CS 
understanding of the mediating/liaison value of cultural brokers even when families are fluent 
in English. This activity is far more complex than language assistance or interpretation. 
Unfortunately, the brokers felt that some CS do not understand this complexity and see the 
brokers as just providing language interpretation. HVs expressed concern about experiencing 
domineering or condescending behaviour, not being treated as part of a team. They described 
being called in by CS to set up relationships or clean up relational ‘messes’ late in the day, and 
only sporadically being invited to participate in meetings with families or for other professional 
consultations with CS teams. There was a feeling that some CS staff are indifferent or ignorant 
about matters pertaining to multicultural diversity of families (‘every black person is African 
person’). HVs also spoke of the gaps in pre-visit information sharing by CS. For the HVs going 
into troubled homes, these gaps were a real hindrance of their role and purpose in making the 
visits. 

There are lots of challenges, yeah, there are more challenges than happy stories. 
Right, yeah. Like they think ‘my time is more precious, I need this answer and I want 
to know what is happening’. So then if they have a need they call us right away and all 
that. And then when they think collaboration is important they’re going to collaborate. 
But when they think the collaboration is not important, although it’s a need, they don’t 
consult with us. They take us as language interpreters, we’re not just language 
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interpreters, we’re cultural interpreters. So I often get a phone call from them and 
then for example if they were East Indian referral, right, they call the mom, they go 
out, they do home visits and then things are not working well. After they’ve done a 
couple of meetings and things are not working well, mom is not listening, mom is not 
complying or what not, right, then they call us. I have this family blah, blah, blah, I’ve 
done few home visits, mom is not understanding and mom is not listening. I say but 
how come we never got involved from the first stage. “Oh, then she spoke English.” 
But it’s not about language. I’ve told you so many times it’s not about language my 
dear. We need to get involved when we go together as a team during our first 
meeting, they take us, they’re together, they’re a team. But once you do all the work 
and you are not able to do anything now you’re taking me and it’s a different scenario 
now. So some they take us as language interpreters when there’s no language issue 
they think they don’t need us. And there’s less collaboration, we really have to 
advocate for the families, they assume so many things, there’s lot of assumptions in 
Children’s Services line of work at the immigrant refugee families. They don’t 
understand different cultures, every black person is African person like oh, where are 
they from, oh, they’re from Africa. You know, Africa is a continent, so where are they? 
Oh, they’re black. what does that mean? In the referral it says ethnicity Black, still to 
this date. And in bracket Africa. Like what does it tell you. Lack of interest or just --It’s 
not the file, right. You’re working with a family, you’re not working with a file, right. And 
they need to understand some geography of the world every brown person is not 
Indian. So I mean there’s lot of understanding they need to have about immigrant 
refugees. I know it’s complex, I don’t expect them to know all the languages and all 
the culture and all the ethnicity but at least they can try. … The referral they sent us it 
has minimum information because they want her input but – or I’ll tell you just we’ll go 
out to the families and I’ll let you know. No, I want to know whether I’m walking, what 
I’m going through, what I’m going into. So for them they don’t think it’s important they 
don’t know the value of this background information, they’re on a time constraint 
because if they get a crisis call they have to run in 15 minutes and these information 
does not matter to them. What matters to them is safety, the child is being hit, there 
was a family violence. They’re not there to build relationship. They say I’m not there to 
build relationship, that’s your job. [Interview, Edmonton, SP4; emphases inserted]  

SP9 described her annoyance at CS workers interrupting conversations and disrupting the 
fragile process of building rapport. She also described her expectation that the CS team treat 
the HV and the families with respect and culturally appropriate behavior during visits. For 
example, the matter of wearing or removing shoes in the home can be a contentious issue. CS 
staff may be unwilling to remove their shoes for reasons of safety (e.g. in a high-risk 
environment where they may have to exit quickly). At the same time, the choice of keeping the 
shoes on can inject further friction and hostility into an already difficult situation marked by 
crisis, violence and trauma (both immediate and historical). It can also cause serious offence. 

Interviewer: What about footwear because where we come from we don’t take your 
shoes into anyone’s home. 

SP4: Yeah, yeah, I take my shoes off. Of course, hundred percent. All the time, if the 
home is dirty, not dirty, I always wear socks. Summer or winter I always wear socks, 
yeah, but I take my shoes off. I always take my shoes off and leave them at the door.  

Interviewer: Now these are small things but they’re not small things, are they? 
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SP4: No, they’re not. It does matter. The family looks at some of these – so CS don’t 
take off their shoes, right, so I encourage them, they say, no, we don’t have to, it’s our 
protocol.  

Interviewer: What is their protocol, their protocol is to keep their shoes on? 

SP4: Keep the shoes on just for the safety because they’re as I said previously safety 
is the biggest concern for them. And then sometimes for not following their safety 
protocol we sometimes jeopardize our safety but then this is how we build 
relationships. My goal is to build relationship. … then in some houses like if you go 
into a Muslim home you’re wearing shoes they pray on the floor. Even if you’re 
bringing outside shoes but this is their sacred place, they pray, I pray on the floor. 
This is how I pray…. And they think you’re rude, you’re arrogant if you’re not taking 
the shoes off. That’s the message they’re getting. [Interview, Edmonton, SP4]. 

I’ll take my shoes off, I’m not going to step on their carpet with my dirty shoes, that’s 
not a good thing in a culture where we come from. I’ll do those things, right, even 
slightest thing I try to tell them, so they know. Some of them are nice enough to say I 
know, I think you’re right, this is not nice. Your policy does not say for every family you 
have to be prepared to run. That is to me especially as a home visit you can imagine 
going in in your shoes and trying to see them and trying to force them. [Interview, 
Edmonton, SP9]. 

Again, a very small example would be that it was experienced, so somebody from 
Children Services. I can understand their piece, why they do that. If in the house, 
there was a person who just went in the living room with the shoes, that was very 
offensive for the family. But I can understand for Children Services because it was a 
safety concern maybe so maybe if she had to run, but then that is the difference. 
People will never like. You need to respect their beliefs and their system or custom or 
whatever the culture, that’s very, very important. Even their religion, if they’re talking 
about their religion. [FG, Calgary] 

SP4 and SP9 indicated the importance of adopting a culturally safe approach to avoid 
triggering families that may already be struggling with pre- and post-migration trauma , e.g. 
refugee families from war-torn countries.  

Yeah, so trauma like when I worked with families who have experienced trauma 
they’ve been in camps and wars, right, so I see that sometimes they’re very 
vulnerable to noises and certain characters, certain way you talk, certain words you 
say. I see that it’s still there, although they’ve lived in Canada for so long. We can say 
whatever that happened in the past when you were a baby or when you are a grown 
up woman but still I can see that it affects the way they process, the way they think 
and sometimes I say they’re overcautious. So it does affect their ability to parent, it 
does affect their ability to have a trusting relationship and to be have a stable mental 
health, I see that. [Interview, Edmonton, SP4]. 

Sometimes they will interrupt and say you’re talking too much in your language, can 
you translate that to us. Like that kind of attitude and you kind of and the client senses 
that, that they’re playing power. And I say okay, I’m just letting them talk and then I 
will let you know but give me some time. Sometimes they’re like I’ll tell you what to do 
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and you don’t tell me what to do. Right, that kind of attitude you see, it’s a power. And 
we’ve had a worker listening to the door and telling us be quiet before we go in and 
I’m like what is this. I usually talk to them in the parking lot that that is not our practice 
and that’s not the way. We go in together just so you know because we are partners 
but really ultimately we’re here to make the situation better. If we’re not going in to 
make the situation better maybe you call me out of it because I don’t like going in 
because that’s not why I’m there. I’m there to make the situation better than what it is 
but if I’m making it worse I shouldn’t be there and I think in your policy that’s what it 
says, I say to them and I have no fear whatsoever with them. So my approach with 
them is very clear and they know me, they respect me for it. A lot of them know me 
very well because I do not compromise, I don’t want to trigger my family. I know 
where our community is, much of them are still coming from a war torn country and 
that kind of attitude is going to cost me being left to work with this family longer than 
when they do the damage and more. So as much as possible I will do whatever I can 
to be able to go in in a much more respectful way. [Interview, Edmonton, SP9] 

Interestingly, SP9 suggested that her effort to create a rapport with the often agitated and 
frightened families was to establish the difference between her role and that of CS. She also 
described her effort to de-escalate tensions in the meetings by drawing on her own heritage 
and transcultural and geographic awareness of the families to break the ice and get them to 
relax. 

I say I’m here because I want to support your family. I don’t work with Children’s 
Services but Children’s Services and us have partnership because we want to support 
you in the process. And we understand a little bit what Children’s Services is asking 
and we have a lot of things to support you so you can be able to have your family in a 
way you want. Is that okay? Yes. … When I see the family angry I just basically take 
them to a different route. For example I may not be from Nigeria but when they’re high 
risk I’m usually called out for African community so I just said so, you’re from Nigeria, 
because they’re angry, I could see in their face. Yeah. Oh, my brother used to work in 
Nigeria, where, in Lagos? And I started telling him, so oh, yeah, and I’m from 
[BIRTHPLACE] but I’ve lived here longer. How long have you been here? I take them 
around the world and they’re like on a right kind of attitude. And then as you see 
them, oh, you know Nigeria. When they started doing that and I just slightly go in and 
say so you know why we’re here today. No. Oh, do you mind if we explain why we’re 
here and just so you know.[Interview, Edmonton, SP9] 

While HVs had concerns about CS seeing and treating them in a subordinate way, many CS 
participants had a more collegial perspective. The vignette below illustrates some measure of 
CS perception of the HVs as enabling them to understand complex and subtle family dynamics 
in family violence and to identify appropriate solutions by delving deeper.  

There was a point in my career that I took a broker out and just for interpretation 
because I didn’t understood because we have language barriers but then as I shifted 
my practice and I thought about why, how, and families are, it became a point where 
I’d be like, I need a broker. I’m not bringing you for the family, I’m bringing you 
because I need a broker…. Because as an assessor, it’s part of the job to understand 
the dynamics of the family because the report of concerned functions within the 
dynamic of the family. If you don’t understand how does family function, then you’ll 
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never be able to understand how worried we should be, what the existing safety is 
within the family function like families or that mystery that we need to figure out. For 
me, the broker becomes my partner in that investigation because it’s like you need 
someone to bounce your ideas off of and you’re thought process and for them to be 
able to say okay, I see where you’re coming from and what about this? Just to have 
that -- because I come at it with my own perspective and I my perspective, I mean I 
have my own immigration story but it’s not the same in any way. Just have a partner 
and helping understand those dynamics of the family and so like for me, that shift 
made a difference because I’d start going to homes and bringing a broker with me 
and I’m not telling a family why I’m bringing them because they’re from your culture. 
I’m bringing them because I need them. I need a partner in this. I need somebody to 
help me think through this. [FG, Edmonton, CS]. 

Right now, we use [cultural broker agency] even when there’s no language barrier 
between their language and English but to be able to translate how they speak and all 
of the legal pieces and what is an apprehension or what is a family enhancement 
agreement to give them context and understanding. I think it’s just super beneficial. I 
think to explain better our consent like the Children Services consent because the 
family, maybe they have other issues, marriage issues, a lot of things. They can go on 
talking about those things, but we are not there for those things. We are there to see 
how the children are and how it is affecting the children. We are totally different. We 
are looking at the things totally differently than the family thinks. It’s hard to make 
them understand the difference so if there is a person from the same cultural 
background, it is easier. [FG, Edmonton, CS] 

The vignette below speaks to the value of a good working relationship between HV and CS 
workers. With the complex often transnational nature of IR family violence, actors involved in 
promoting violence may not even be physically present in Canada. In this case, the patriarchal 
son preference of the mother-in-law abroad intersected with her relationship with her son and 
daughter-in-law; her long-distance pressure on her son to produce a male heir factored into his 
violence on his wife and his insistence on marrying a second time to produce a son. Thus, 
intergenerational tensions and dynamics, patriarchal values, and diasporic stress combinedly 
promoted and triggered violence. The CS worker suggested that the reason she was able to 
explore the hidden aspects of the case was because of her use of the Signs of Safety® (SOS) 
Framework (Elia International Ltd., 2019; Turnell & Murphy, 2018) with the help of the cultural 
broker. The SOS Framework promotes an approach to identifying relational dynamics, 
networks, strengths and weaknesses in a family to devise solutions that would be specific to 
that family.14  The vignette also suggests the role of the HV cultural broker partners in assisting 

 
14 Signs of Safety® (Elia International Ltd., 2019) is a strengths based safety-organised approach to 

child safeguarding work. SOS is applicable to younger as well as older children, i.e. adolescents; legally, the term 
child may refer to anyone below the age of majority. It enhances the exploration of child maltreatment to 
encompass strengths and signs of safety. SOS assesses child safety using a relevant scale. Workers can 
communicate with children about their feelings and engage families in making changes. The Signs of Safety 
approach was developed in the 1990s in Western Australia by Andrew Turnell and Steve Edwards (Turnell & 
Murphy, 2018). SOS is now used in Canada as well. The strength-based approach in SOS is translatable from 
child protection work to other forms of work with children and families. The SOS approach emphasizes working 
with and encouraging families to find and develop solutions for their relational challenges impacting the children. 
Safety and wellbeing is not created in services but within family's homes. The approach also emphasizes 
teamwork and conferencing of practitioners with the child, their family and their support network to build safety for 
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the CS worker to unpack the causes of the violence in the family and imagine some solutions 
specific to that situation e.g. by engaging the mother-in-law in some dialogue. 

I had a Syrian family. They have seven children, all daughters. They’ve been in 
Canada for a year and a half. I needed cultural brokers not just for my partners but 
because no one spoke English. No one. That was okay. I actually had multiple cultural 
brokers for it. Dad had hit mom but how it started was dad came home and said, I’m 
going to take a second wife because you’ve given me seven daughters and my mom 
thinks I need to have a son and so I’m going to take a second wife and this is going to 
be my second wife and the wife was like wait, no, no, that’s not happening, not going 
to happen. I learned about that family is that they had married for love and they had 
been together for quite some time and so it was quite a shock for her. And so as part 
of my investigation after meeting with my partners, it was we have to explore what led 
up to him doing this because that dynamic, if we don’t talk about it and really as I’m 
thinking about it, that’s what’s going to prevent further violence. We ended up having 
these really open conversations about mothers-in-law that live in Lebanon that have 
opinions and that influence over their sons and then getting them thinking on and 
through how are they going to talk to that extended family that has impact on the 
decisions that are being made here and learning about mother-in-law, daughter-in-law 
relationships and how they work some of that out. That ended up being the 
intervention and meaning in order to prevent the further violence for those kids, that 
was where the intervention was. In western perspective, you have a dad and mom 
and seven kids living here and that’s what you might just see on a piece of paper or 
an intake is just this is our family but my approach is very much using Signs Of 
Safety. And so Signs Of Safety is always about looking at a network and so I’m 
digging in that network, we’re digging into the positive people in that network but also 
the people that make things work. Would it make a difference for that family for the 
broker or for me to call that mother-in-law or would it make a bigger impact for the 
daughter in law and the son to talk to that mother-in-law about how that’s affected life 
since they’ve been in Canada and it’s affected her seven granddaughters? [FG, 
Edmonton, CS] 

 
the child. Eg ‘Family safety circles’ are a tool to help identify the people who are part of the child’s safety/ support 
network. The SOS framework consists of four questions 
1. What's working well? Strengths/Safety - This relates to the strengths and positive aspects of the situation, 

particularly in the parent's care of the child/ren and everyday family life and existing safety (times when the 
child was protected in relation to the danger). 

2. What are we worried about? Dangers/Risks/Needs - What have the assessors seen or heard, that makes 
them worried about the child? 

3. How worried are we? Safety/Wellbeing Scale - After completing what is working well, what asessors are 
worried about and what needs to happen, a judgement needs to be made to determine the current level of 
concern/need for the child. The judgement is undertaken using a safety/wellbeing scale, family members and 
agencies are asked on a scale of 0 to 10, where they rate the situation right now?  

4. Safety/Wellbeing Goals: What needs to happen?  Safety/Wellbeing Goals describe what services and the 
family need to see happening in order to be assured that the child or young person is safe and well. 

Various tools are used to engage and support children to express their wishes and feelings. Eg Three houses tool 
explores with the child/young person what worries they have, what is good in their lives and what would they like 
to see or have happen. Words and pictures tool helps families and professionals explain to a child what has 
happened to them, what people are worried about and what people are doing about these worries. 
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Engaging families as wholes: working with extended family and community members 

HVs and other anti-violence service providers need to consider and work with families as 
collectives with a shared biography and history rather than as an assortment of individuals. 
SP9 emphasized the importance of a careful consideration of the strengths, needs, challenges 
and supports of the family as a whole.  In the case of IR families, it is imperative to consider 
their migration experiences, i.e. pre-migration, during migration, and post-arrival in Canada. 
Each one of these phases is replete with sources and forms of trauma and violence  

SP9: Whenever you meet with people you have to basically look at where they’re at 
by you do that because you have to look at how did they start their journey to come to 
Canada because we work with immigrants and everybody has their own journey. So 
through this journey it tells us what they were back home when they left to the second 
country. What went wrong or what worked in that country and the third piece is when 
they come here how is their settlement, how was the situation for them, did they have 
family, were they coming alone. So all this start to inform us to tell us where they’re at 
in all those different trauma informed ways. So that started to give us an idea of when 
someone comes straight from India sponsored by family member and they start their 
life here educated and then they found their partner and got married versus someone 
who have come through refugee camp, met their partner in refugee camp, have been 
abused since then and got here and the abuse got worse and that they’re actually not 
mentally well as a result they’re actually going through some other issues. So we 
always go back to all those kind of questions to get where they’re at, what’s been their 
experience, how has it been and where they’re at today. And so basically those are 
the ways in which we see how we could be looking at also seeking for more support 
from our professional psychologist. Maybe this is not something I can tackle by 
myself, there’s more to it, I could see them triggered in so many ways so maybe I 
could do something but maybe there’s a need for the psychologist to work a little bit 
more on what they had to go through.  

Interviewer: So if I’ve understood you correctly among the populations that you work 
with, communities you work with, there is war trauma. Trauma of migration? Being a 
refugee … that kind of trauma? Trauma of settling down? And trauma of violence here 
as well? 

SP9: Absolutely. Yes. All them. [Interview, Edmonton, SP9] 

The cultural brokers described the unique challenges of working with multi-generational IR 
households. With several extended family members and complex hierarchies of power, the HV 
has to navigate complex family dynamics, take a non-partisan and respectful approach, while 
supporting specific family members. This requires considerable restraint and diplomacy. For 
example, the HV may have to curb a wish to reprimand family members on their ostensibly 
abusive behaviour. This is important because openly voiced criticism and challenges to the 
authority of husbands and their parents could trigger conflict of the HV with the family and 
quickly wreck hard-built rapport. The relational erosion could lead to family dropout from the 
program and negate chances of supporting women.  

So the biggest problem is in our culture when we talk about East Indian family in laws, 
yes, if the paternal in laws are there like the husband’s parents are there so and then 
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if the husband is also there for some reason husband is in the home, there was 
violence but it was not reported to police and all that and the police is not involved. 
Husband is there and his parents are there and the wife is there it’s really hard for us 
to maintain a balance because like it or not we’re also human beings, we get affected 
by it. And we become defensive and we take sides of the victim because we can see 
this is not right, she is going through lots and this is an injustice. So the biggest 
challenge I have is how to find a balance and then have an unbiased discussion with 
the family. And then in your culture you know the respect of elders, you can’t 
challenge them if you’re a mother in law, father in law, grandparents, you cannot 
challenge them… they do play a role, we know that, they do play a role. So we cannot 
challenge them, we cannot say that you could have done this or you could have done 
that. That’s the biggest challenge, how are you respectful to everybody, you’re not 
taking sides, you’re not bending over this way or that way. Obviously you feel like 
telling them this is wrong. You can tell them this is Canada, this does not happen 
here. But we know that it’s not going to sit well with them if we say that these are the 
rules, this is Canada, you’re in Canada, you’re not allowed to hit. Yes, we have to tell 
them the rules but it’s not going to work, it’s not going to sit well with them. It will break 
the relationship. [Interview, Edmonton, SP4] 

For IR women in situations of violence, HVs perceived value in finding solutions and supports 
from within the family because they felt that simply telling a woman to leave a situation or 
abstracting her from her context is not the only or best solution. Solutions to violence need to 
be built on the perspectives of those being supported. This may even entail engagement with 
the violent partners, i.e. assessing if they are caught in a situation of corrigible situational 
violence and disharmony, but are not ‘intimate terrorists’ (Tiwari et al., 2015). 

Therefore what should we do in the meantime to support and to heal what the woman 
and children face to support their partner so then they can work together to choose, 
that’s a choice I believe and for me so that’s how based on that is how we do what we 
do here. … Marriage for our culture is not about man it’s about the family. Not only 
him or his. We don’t do it, you can give them EPO [Emergency Protection Order15] to 
all the immigrants, and say they can’t be meeting each other. They sometimes even 
come to the court that much they don’t understand. It’s almost like they take it for 
granted that these women are not supposed to go to their man again and they have to 
rent a house. Have you stopped and asked her what she want, is that what you want. 
Do you want her to sneak in and do that behind you. So I find that is very difficult, so 
that’s where my inner part gets very angry mostly for the way we try to do things for 
these women. That’s why many time they don’t want to go to mainstream places to 
get served because they say they will tell us to leave him, they will tell us to hire a 
lawyer. That’s not a way to go about it, that is not the way. So for me I always say 
even when we do safety plan I always say make sure you ask the women because 
the women know inside her what’s right. And the women know what would like for her 

 
15 “An Emergency Protection Order (EPO) is granted when: violent or threatening behaviour occurs between 
family members; there is evidence that immediate protection is necessary; family violence will resume or 
continue. The police can apply for an Emergency Protection Order to provide you with immediate protection. An 
EPO is granted by the court and enforced by the police; can prevent a family member from contacting you and 
other family members; can stop a family member from coming to your home, school, work or other place; is only 
granted in situations of family violence… You should have no contact with that family member while the protection 
order is in place” (Condensed from: https://www.alberta.ca/get-emergency-protection-order.aspx#toc-0). 

https://www.alberta.ca/get-emergency-protection-order.aspx#toc-0
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to accept the voice, this is what we think is safety for us. So we have to be, then we 
can give her the choices but we’re not to make the choices, we’re not to tell her leave 
him, find the shelter. [Interview, Edmonton, SP9] 

SP4 also cautioned that HVs should avoid exhorting women to leave their homes and social 
contexts and should never ply women with illusions of ready access to funding, education, 
freedom and a better life. Such exhortations and command-mode advice could alienate 
women, which is a risk factor for dropouts from the voluntary HV service, and thereby the loss 
of lines of support to the women. 

And this woman has to live with the in laws, right, I cannot encourage her to leave the 
relationship being an East Indian woman this is not going to sit well with her. These 
are abusive people, you leave the home and you have your independent life. You can 
get funding and you can go to school and all that. But this is not how it works. 
[Interview, Edmonton, SP4] 

SP9 was very critical of the lack of cultural safety involved in prescribing solutions that might 
seem obvious and right to the service provider but are not practical, desirable or viable for the 
women and their families. She was extremely critical of individualistic West-centric approaches 
and solutions imposed on culturally diverse IR women and their families without considering 
the unique histories, situations, strengths, weaknesses, and needs of the families as 
collectives. For example, efforts to prevent violence should consider the pros and cons of a 
‘separate and isolate for safety’ approach. When a family reports violence, a frequent solution 
is to separate the spouses, with a woman going to shelter (for around 21 days, after which she 
may just start a slow slide into homelessness (Mishra, 2017c)) and a restraining order 
preventing contact between the spouses, regardless of the long term feasibility of this 
measure. Safety planning often looks at halting physical violence in the short term as 
separating spouses, ending the relationship, and getting women and children into a shelter. 
There is very much less attention to the cascade of challenges that women face after the exit 
(Jenney, Mishna, Alaggia, & Scott, 2014). Women often return to abusive relationships 
because of the post-exit financial distress, homelessness, learned helplessness, loneliness, 
the long-term effects of trauma, and multiple other pressures to return. SP9 felt that the 
recurrence of crisis in IR families, over and over again, is an outcome of the same ineffective 
solutions being applied over and over again. 

During the FGs with IR mothers in Edmonton, aunts, grandmothers, religious leaders, elders, 
church groups, and women’s groups were highlighted as culturally familiar, natural, seamless, 
trusted and viable supports for women experiencing family violence. The implication is that 
HVs (and funders at the systemic level) need to understand the presence, role, and potential of 
natural supports within the cultural communities (as well as their liabilities). These support 
figures can supplement or parallel other more mainstream supports to women coping with 
violence. The possibility of leveraging their strengths is enhanced if mainstream workers 
recognize them as reliable and trustworthy sources of support and convey this recognition in 
respectful interaction. 

Home visits that social workers/mainstream do – I don’t mind them asking questions, 
how are the kids doing, how are the parents doing – some questions you can’t answer 
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because you feel they are inappropriate, culturally and they ask questions that are 
intrusive – I have said “this is unacceptable – don’t ask me these questions” – don’t 
ask questions that put down the family…  whatever we need to improve, we are ready 
to learn, but don’t put down the family – I am a grandmother, and I have experience in 
life and I can contribute. [FG, Edmonton, Somali participant] 

HVs can engage not only with family members in Canada but also with extended family 
members located overseas, who can be sources of support to otherwise isolated IR women. 
This is a valuable line of support because women very often arrive in Canada alone and 
dependent, with their families and social networks left behind in their countries of origin 
(Hudon, 2015). While narratives of immigrant family violence often highlight the violence 
inflicted or supported by extended family members in Canada and overseas, there is less 
information and focus on their role as natural supports for women. In this context, HVs and CS 
teams looking to gather together natural supports for otherwise isolated immigrant women and 
their children can use technology such as Skype and WhatsApp to include distantly located 
family members in conferences for the women and children.16 

SP4: Even if the extended family is not here sometimes they’re on phone, they’re on 
speaker phone from India, Pakistan or wherever they’re from. They’re on speaker 
phone, they want to know what’s going on in my son’s home in Canada. And we 
cannot disregard that, we cannot disregard that.  

Interviewer: Have you had an experience of where you had to speak with someone 
on the phone? 

SP4: Yes, I’ve had multiple experiences, they Skype from India because the son told 
that there are people coming in our home, the case worker, social workers, home 
visitors are coming and I don’t know what is going on, so they Skype from India. They 
want to know what is going on and sometimes they want to know just because they 
want to know and sometimes they want to know because they can help in some way 

 
16 Another note of caution is needed here. Our interviews during the 2016 SWC project “Working in Partnership” 
illustrated that overseas family can aid and abet violence just as often as they might support women (Mishra, 
2016). Threats and acts of violence, as well as subtle and blatant verbal coercion, can cross borders even with no 
physical contact between the parties involved. For example, in-laws abusing a young bride in Canada may 
enforce her silence through threats of violence to her natal family in her country of origin. Also, in some cases, 
women face violence in Canada and can entertain no hope of returning to their home countries because their 
natal families discourage their leaving the abusive marriage to return home. Engagements and marriages are 
often tied to business deals, promises of employment for a relative by marriage, gifts of land and jewellery etc. A 
refusal to play the marriage game, a stigma from a failed marriage threatens that socioeconomic scenario. e.g. 
the inability of the natal family of the woman to contract marriages for her unwed siblings. The maintenance of 
family harmony and solidarity becomes a felt as well as imposed priority for women who are expected to lay their 
individual concerns and aspirations aside for the sake of the family. In this situation, the structure and dynamics of 
patriarchal control, patrilineal descent and patrilocal residence combine to ensure women’s submission to men. 
Women’s identities are predominantly familistic – mother, wife, daughter etc.  Traditional male authority is 
expected to be carried forward as the steering and stabilizing force in the new context. It is in this context that 
women either cannot complain of abuse or often recant their stories of abuse. Very often, this is because of their 
wish to avoid the stigma of the separation and/or divorce. Keeping these realities in mind, it is advisable to assess 
overseas supports with an objective eye. It is worth assessing in the family conferences if the ostensible ‘support’ 
does not involve subtle pressure to ‘work through’ problems even when women wish to and need to leave for their 
own safety. 
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or form. So sometimes they’re part of a safety planning when we do safety planning 
they’re part of the safety planning. Can we call your son or your brother whoever 
every weekend and find out is he drinking, is he not drinking, is he upset, what is 
going on. So they’re part of safety planning as well, so sometimes they’re helpful too. 
It’s not they’re all negative all the time.  

Interviewer: So what you’re saying then if I understand right is that even the long 
distance connections can be used to break the isolation and form that support 
network? 

SP4: Yes, of course. When we have a safety network meeting, so we do have safety 
network meetings, so people they can bring people from the community but they bring 
people from India too for cell phone, Skype, as I said Whatsapp messages, we have 
them all and we call them and they’re part of the meetings. They really want to be a 
part of the safety network. Yes. [Interview, Edmonton, SP4] 

Case conferencing, inter-agency collaborations, referrals, and supported handovers 

Conferencing for case management should involve the client as well as a team including her 
own personal supports as well as professionals from agencies supporting her. Participant SP1 
suggested that the client must be consulted and respected about whom she wants included in 
that team. Such conferences are necessary to ensure good communication for better client-
focused practice. Nevertheless, they are challenging because of scheduling issues and 
because they can be strenuous for the client. In some cases, clients do not feel comfortable 
with some particular agency being at the table. In others, they may feel swamped with having 
to deal with too many people at the same time. In such situations, the organization of the 
conference should be streamlined and the mother should have the freedom to meet with a 
limited number of people, one person, or even not meet anyone if that is what she needs. 

SP1: The team is whoever mom chooses. So I have one mom that's got her best 
friend and her son. That's her team. I have another mom that has FASD [fetal alcohol 
spectrum disorders [Abadir & Ickowicz, 2016; Cook et al., 2016] workers or AHS 
[Alberta Health Services]. Early intervention is the team. Teacher at school is part of 
her team. Now, in that situation, there’s always mom. So there might be a team 
meeting with just the health nurse. Some of our moms in our [connections program] 
have trouble navigating systems. Some of them are good at navigating systems … 
sometimes a mom is getting a little bit confused and may have a team meeting with 
just one person. So just depending on what's happening with the home. 

Interviewer: Who starts the process of team formation?  

SP1: Well, we’ll discuss it with mom. Mom can say, “Okay, I want my teachers. I want 
the two kid teachers to be there.” So I just call and explain who I am, what's my role. 
We really don't want to look at deficits during this meeting. We want to look at positive 
strengths. And we want to look at going forward, not going back or not -- yes, we're 
addressing those issues, but we want to come up with a plan that's going to move this 
family. So the connector will contact the team members, plan a date for everyone to 
get together. [Interview, Edmonton, SP1] 
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Well, we definitely want the client -- well, the client generally needs to get permission. 
We like to have the client involved. If the client has too many in her mind, too many 
agencies supporting her and she doesn’t know -- I’ve got too many appointments and 
I don’t know what I’m supposed to do for this one, this one, we’ll usually contact all the 
agencies involved and say can we get together? Sometimes, the client’s not involved 
if there is an opportunity for them to get overwhelmed and not here and you just kind 
of want to see what’s the best thing that we can do for the client. Then sometimes, 
we’ll take that information back and talk to the client just makes it easier to kind of get 
a plan together but for the most part, we encourage the clients to be there and we will 
help them advocate for what they need, give them a voice, encourage them to talk on 
their own. Yeah, it’s just to kind of get everybody on the same page because you’ll 
hear one thing from this agency and one thing from the client and it’s just all the 
calling and texting and emailing can get overwhelming too so we just try as much as 
we can to get everybody together. A lot of times, people are -- especially with doctors, 
health-wise, if they deliver babies or they just have a really busy case load, then it’s 
hard. Scheduling, and then sometimes, there’s not a good relationship with the other 
agency and the client doesn’t feel like they can either communicate with them. If 
Children Services are involved, yeah, they’ll try to make the time and generally, 
they’re the ones we try and fit them in because their schedules are so crazy busy. 
[Interview, Lethbridge] 

In organizing case conferences, HV agencies reported being careful to check with families or 
individual clients if they are in consent with being in the conference. They similarly check in 
with the families when the agencies are asked to come in as supports for the family in a case 
conference. It was suggested that comfort and consent of the families are never to be 
assumed in this process. Clients may feel intimidated, uncomfortable, and overwhelmed; they 
may give a passive acquiescence rather than a truly engaged consent to some or other 
measure put forward by the professionals around the table.  

It just depends in the needs of the family. We really work from that place of what they 
want. I'm not going to call a case conference without talking with the family that I'm 
supporting on how they feel about that, so that if I did that, they would be in 
agreement that bringing everybody together would be a good idea for them. Or flip it, 
we ask if they want us to come if one is called. We don't just assume we’re coming. 
We come support you. [Interview, Camrose] 

A lot of case conferencing that happens here in the agency is more regarding I’m 
struggling with a participant, you’re working with this participant also. Can we get 
together and just discuss how we can best support this participant? We always try to 
have the participant at those meetings which doesn’t always happen. In my work, I do 
a lot of case conferencing with external agencies. So a lot of various agencies are 
supporting one participant and we try to sit down at the table once a month and just 
try and make sure that we’re all in the same page, that we’re all doing work that the 
participant first off needs or wants and that we’re not overlapping services and 
missing any gaps or anything like that. I do find that a lot of our participants, when 
they come to those meetings, we ask “are you sure this is what you want” and I don’t 
think we go at the same pace because we’ve lost them three topics ago maybe and 
so they’re saying yes to something that they’re not really comfortable with. I think it 
can be intimidating as a sole person walking into a room of four or five professionals. 
[Interview, Edmonton, SP3]. 
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For inter-agency conferencing at a broader level (i.e. not involving specific clients and their 
case management) participants in semi-rural locations indicated that it was both important and 
challenging to bring diverse agencies to the table to devise community-level solutions to family 
violence. This was an effort to address the oft-noted inter-agency silos and with the 
considerable diversity of models of practice across agencies. In another rural location, 
participants indicated that inter-agency conferencing is essential to avoid service duplication, 
share information, and importantly, to enhance understanding of the work of the HV agency, 
which is not always well understood. 

I know for us -- and my casework manager and I discussed this a lot -- we've been 
trying to bring more and more people to the table in what we call community action 
team meetings and talk about how we respond to family violence as a community, 
bringing the RCMP [Royal Canadian Mounted Police; they have a policing role in rural 
communities without a separate municipal force] to the table, Children's Services, 
because it's quite shocking sometimes how differently things are handled within all 
our different organizations. There isn't really a way for us. Yeah, I'm communicating 
with public health and Children's Services. That's great. But there's all sorts of other 
organizations that get involved with something that it'd be nice to have more of an 
open communication with, like Victim Services and everyone who's in that. [Interview, 
Jasper] 

Respondent 1: I find it successful because then usually you can find out what area the 
other service provider is working on, what you're working on, so you're not duplicating. 
[Interview, Sylvan Lake] 

Respondent 2: I think the other service providers know what to expect from home 
visitation because I think most people don't understand the parameters of home 
visitation. So it always helps to reiterate what we are doing. [Interview, Sylvan Lake] 

Given the intersectional challenges of many clients, case conferencing and inter-agency 
collaborations are essential. A client-centred focus in service means that a service provider 
should be ready and humble enough to acknowledge when she is not the best fit for a client 
and to do the collaborative spadework needed to ensure that the client is supportively referred 
to another provider, whether that is in the same agency or another. Referrals need to be 
closely supported or they will not yield successful connections (Goldberg, Greenstone 
Winestone, Fauth, Colón, & Mingo, 2018).17 Usually agencies have time-bound services and 

 
17Goldberg et al., (2018) suggest that HVs not only provide clients with entry to care and referrals but also with 
important psychosocial support in the complex process of system navigation. HV efforts through service 
coordination and client-service connections shows that support has a spectrum of engagement and involvement. 
Level of inputs and assistance must be calibrated depending on the situation. The supportive presence and 
emotional ballast provided by the HV promote the client’s endurance and capacity to manage the often-tangled 
process of applying for and accessing services. “Moderate and advanced supports, such as instrumental support, 
encouragement, suggestions, and advice, interagency case review, and information provision were essential tools 
used by HVs to help participants realize connections to services. Through these supports, HVs helped 
participants navigate complex service requirements, encouraged tenacity in the face of failure and adversity, 
provided concrete supports that facilitated the application process, and reminded participants of important 
deadlines or appointments. Even in cases when HVs’ support did not lead to successful service connection, it 
helped participants endure the challenges of applying for services, and learn to advocate for themselves” 
(Goldberg et al., 2018: S30).  
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defined mandates. For example, in the case of teen mothers, the teen may ‘age out’ of access 
to programming at an agency mandated to serve clients between 14-21 years but she still 
needs diverse forms of support. Collaboration would be essential to ensure a supported 
handover so that the client has continued access to supports and is not merely left to her own 
devices. 

SP2: You have a question out here in terms of the collaborations with community 
associations. For me, I think it’s critical…I recognize my capacity and that allows me 
to say not only can I not do it all, and should not do it all, but there are a lot of other 
people who do it really beautifully. Let’s make those connections in accessing those 
community supports because what that also does is it provides that stages and steps 
situation. If I’m seen as the only worker and the only person who can do anything for 
you because I’ve been the home visitor,  then when you age out of my services or 
reached the max of  how long you’re allowed to use my services or the funding runs 
out or any of those things, I haven’t actually empowered or prepared you in any way 
to move forward, I have just kind of taken over for you without the next step. The more 
partnering we can do with other agencies, the more we can focus on transitions and 
empowering, also training other agencies to support the populations we support. Oh, 
another component to our services that I think helps with keeping people engaged is 
recognizing when you’re not the right fit. As a therapist and as a worker, I don’t take it 
personally. I say it my first session with everyone that the therapeutic relationship, and 
I think also the home visitation relationship is dependent on, is dependent on me 
being the right fit for you. You have to want to talk to me. You have to feel like you 
trust me. You have to feel like I understand you and if I’m not the right fit, I don’t take 
that personally at all because it’s that critical to the work. If one of our outreach 
workers is not right for a young person and that person comes forward then we find 
another fit for them. For example, I’m working with a young dad right now who isn’t as 
connected with his dad’s worker and because of the age that he is, I’m actually 
reaching out to Native Counselling Services18 because they have a youth program, 
and I’m reaching out to their program to see if we can get a youth worker to their 
program outside of our agency that provides a similar support but one that’s going to 
be more continuous and ongoing for our participant once he’s no longer able to 
access our services because he’s close to aging out. If I don’t have that access to 
those resources with the other agencies, we don’t train together on similar issues on 
diversity and understanding then we could miss something. 

Interviewer: So collaboration means appropriate referral while they are still with the 
agency but it also means supported handovers.  

SP2: Yes, 100%. In addition to that, if you don’t know how to support a family, and 
you have training from somebody coming in from another agency and you say, oh, 
hey, there’s these services. Oh, wait, I didn’t think of that one piece with regard to 
ceremony or I didn’t think of that one piece about family. I’m going to see if I can 
introduce that into the work that I’m doing to see if that improves my work. If I don’t 
then I just operate kind of isolated and alone and when the service ends for the 

 
18 Native Counselling Services of Alberta offers diverse services for Indigenous clients. These include legal 
system navigation with courtworkers, legal education, housing, offender rehabilitation, home visitation and family 
reconciliation (Native Counselling Services of Alberta, 2020). 
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participant, they’re floundering and stranded to find the next possible place. [Interview, 
Edmonton, SP2] 

Taking supports to the client 

Several HVs described the value of home visitation in taking services and supports to isolated 
and vulnerable clients instead of subjecting them to the challenge of accessing supports at 
agency desks.  

Well, I think they don't have to go out to seek the help. So I think for them, sometimes 
the family violence issue, and I think what most people are experiencing, it's a private 
issue. And so if you're having to come to access a resource outside of your home, 
you're probably less likely to do that if you're already less likely to go out into the 
community to access that because you're not familiar with it anyways. Like our model, 
our service delivery model in Canada is like go out to access support where that's not 
-- like if you're comfortable in the community, you're not going to do that. And so for 
some of our newcomers, they're not going to. So home visitation -- and I think even if 
we look at postpartum and newborns in general, like lots of moms with babies those 
ages aren't coming out anyways until they're more comfortable handling their babies 
and all that stuff in public, so in general, in home visitation service that need, and I 
think just coming to them as opposed to them having to leave and come out. 
[Interview, Sylvan Lake]. 

Going out of homes to access services is an intimidating prospect for women struggling with 
issues such as isolation, post-birth health and time challenges with infants and small children, 
postpartum depression, language barriers, mobility challenges, and trauma and violence. 
Many clients, especially Indigenous and IR, feel stigmatized and culturally unsafe in formalized 
service settings (Beavis et al., 2015; Goodman et al., 2017; G. M. A. Higginbottom et al., 2015; 
G. M. Higginbottom et al., 2016; Klingspohn, 2018; Lyons et al., 2016; Peláez, Hendricks, 
Merry, & Gagnon, 2017). Meeting clients in their homes addresses some of those access 
challenges. In addition, interactions within the home may have a more relaxed quality than 
those in standard service milieus. This may be conducive to the relationship building and 
thereby improve the dialogic knowledge sharing that is the main purpose of the home 
visitation.   

A lot of our participants have barriers to connect so a lot of them don’t have phones or 
access to transportation and so meeting them at home sometimes is the only way for 
them to have an outside support come in and support them. A lot of times, it’s 
establishing those relationships so showing that you’re willing to come and meet them 
where they’re at and then they’ll slowly start coming to meet you a little bit more. It’s 
helpful in that you’re meeting them at home. A lot of them do face those transportation 
barriers where they can’t come out of the home. I find a lot of cultures, home is a 
place where they invite their friends and their family too and that’s the place that they 
feel comfortable in, and so you coming into their home is them welcoming you in 
whereas if they came into my office for example then they’re in my space so they 
don’t feel comfortable. I’ve been in homes where the families will make food for me or 
offer me whatever teas or whatever they’re drinking and I find that that is them 
welcoming us into their lives, whereas if a lot of our participants have had negative 
experiences with various different agencies and so coming to an agency right away, 
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there’s that stigma for them that something bad is going to happen to them potentially. 
I feel there’s a vulnerability when you’re in somebody’s home and they’ve invited you 
into their home. [Interview, Edmonton, SP3] 

Having somebody at home is very different than when they come here and get the 
services because yeah, we usually try to assess the situation especially with the other 
abuse and then we just noticed a lot of people even they don’t have mobility issue but 
they don’t even come up because they’re not allowed to come, and then the kids are 
just they don’t let them to go anywhere. Yeah, and there have been few families which 
we have worked who have some physical or mental health challenges for them 
coming out and knowing resources or knowing the city and everything around them is 
a big challenge so when we go to their house, they are like oh, that was yeah, 
awesome and they appreciate it so that is one other thing. Yeah, with the moms, 
when they have newborns, when they have young kids, then they have about three, 
four kids then it’s very difficult for them to come here and access the resources. [FG 
Calgary] 

Most of the newcomers, they’re scared to just come out and get the translator and 
come to the places because they think that they’re not going to find the place for the 
first time, at least to go to their home, give them resources that tell them that okay, 
especially for my program, we have somebody as a mentor, like adopt the grandma or 
mentor. Then we just tell them that, oh, there is a volunteer that they can help you to 
get you out and then come out and then just help them with their confidence but for 
the first time at least or like a few times, it will be very helpful for the newcomers and 
just go there, feel more comfortable, just feel more involved and stuff like that and 
then they will get the information through their home visitor. [FG Calgary] 

I think it gives them flexibility in managing their time because if somebody is coming to 
their home, it’s more feasible and it’s more convenient for them…Yeah. Also for us, 
because we have more than maybe 60% that are new immigrant. There’s a lot of 
families, because they’re new immigrant, they’re isolated. They don’t know about the 
city, they don’t know about where they can ask for help. Because their personality 
maybe so shy. I have this problem to someone, I just keep it inside. [FG Calgary] 

The advantage of meeting women in their homes is that the meetings are less guarded, 
women may feel better on home turf, and the visitor has the opportunity to observe for any 
signs of violence in the home. A perceptive visitor can then seek ways to open a conversation 
when it is safe to do so. 

I think they can make a huge difference for women living in violence because they’re 
actually in the women’s living space. They get to have a really good observation of the 
actual space and the interactions with the people within the space. You can pull 
yourselves together and you can put on a good show for 15 minutes at the health unit 
while they’re weighing the baby or giving a shot or anything else and then you can 
walk out that door and get in a fist fight on the way to the car and nobody knows about 
it. It’s so much harder to hide that kind of stuff in the house and even if you are in your 
best behavior, there are other signs, and if you have any inkling of what domestic 
violence is and any experience at all in working with it or dealing with it, you will be 
able to see those signs, you cannot miss them. It’s unmistakable. That’s why it needs 
to be in the home. [Interview, Edmonton, MP3] 
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We're coming to them and we're meeting them on their terms, which makes them 
more comfortable. It's not threatening. It's not scary. It's not in an office. It's their 
home, right? They're the ones -- when you're in somebody's home, there's just a 
different level because they are a little bit more in charge of what's happening. It’s 
their home, right? I think that helps. You also see what's going on. You can't hide as 
much. If I go into your home and there's a hole in your wall, I can name that and I can 
move into conversation with you. [Interview, Camrose] 

They just feel more comfortable to have the person in their place and then it’s not very 
formal meeting. They feel like, oh, it’s just my house and then they feel more 
comfortable and then they start talking, they talk about everything. When they have us 
at their house and start talking about themselves and it goes to all the family members 
and if you have them inside the agency, you can’t hear that much information from 
them. I think they’re more comfortable to talk about all the issues at their place. [FG 
Calgary] 

When you're going into their home, you're really understanding their story. You're 
listening. You're in their environment rather than in an office setting where it might be 
a bit intimidating. It's not the traditional way. In their home, I guess they are more 
comfortable. And that relationship with home visitation, you can just ask the right 
questions and lead into what maybe some underlying issues could be. [Interview, 
Edmonton, SP1] 

Home visitation provides a powerful opportunity to break the isolation that is ‘a key control 
strategy in family violence’ [SP8]. The HV has the unique opportunity to assist women who are 
all but locked into their lonely situations by barriers of dependence, coercion, language, an 
unknown and confusing social landscape, and stigma (to name a few factors). 

I think for myself, if they are very isolated, they’re at home in the apartment, you may 
be one of the only people that gets to come in and so you can be the person that can 
ask questions to. This isolation is a key control strategy in family violence if you can’t 
talk to anybody, you can’t tell them what’s going on. But if you come in as a 
professional and you’re there just to help with baby, they may give you a chance to 
say hey, and particularly for women who moved to Canada may not be aware that 
they can access something like a women’s shelter, they can’t leave. Even that 
statement can be a terrifying statement and to be able to explore with them what’s the 
consequences, what’s the plan, as we said, to give them resources in a safe way 
around that. We may be one of the only people that gets to go in a home and see 
what happens. [Interview, SP8] 

Supporting clients with complex challenges 

Participants described their work in enhancing parenting capacity and knowhow as inextricable 
from other forms of support to parents struggling with diverse intersecting problems that affect 
parenting capacity, e.g., diasporic stress, social and linguistic barriers that cause isolation and 
marginalization, spousal/partner violence and control, intergenerational trauma, adverse 
experiences in foster care, socioeconomic deprivation, substance abuse, and mental health 
challenges such as postpartum depression. 
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We’ve supported with phone calls to navigate systems, housing, those sorts of things. 
We can help with anything that might be a barrier to them continuing their parenting. 
We will do our best to support with or fund a referral that will support with that. 
[Interview, Edmonton, SP8] 

Respondent 2: I believe that the home visitors go in with the focus being mainly 
on child development. Having said that, we also know how family situations, mental 
illness, addictions, family violence, poverty all impact the parent to parent that child 
and impacts the infant. [FG Stony Plain] 

Respondent 4: I’ll just go in with the end focus being on the child but you have to 
do a lot of things in between to get the parent to enable them to do what’s right for the 
child whether that’s just sitting and talking with the parent getting through a hard spot 
or providing them with ideas. [FG Stony Plain] 

SP26: A lot of mothers go through postpartum depression. I think more than 
everybody knows so even like on my caseload over 70% are postpartum depression, 
connecting them, and that’s where the weekly visits are really good because we can 
see how mom’s doing. Is her depression getting worse? Is it getting better? So and 
just being there to monitor that and making sure she’s getting to appointments or 
support groups or what she needs to do. [Interview, Edmonton, SP26] 

SP 27: when go to the home, I focus on 90% on the child and then 10% on the mom. 
Then during the visit, mom might disclose that she has an issue with her marriage and 
then we try to find resources or she’s like, “I need help with food,” then we refer them 
to the food bank. [Interview, Edmonton, SP27] 

An HV team lead SP29 described the issues reported by inner city families. Many of the 
clientele accessing her agency are Indigenous, with adverse experiences of formal systems, 
living with addictions, trauma, poverty, precarious or no housing, and with past and/or existing 
CS involvement. Families require crisis stabilization alongside learning parenting skills in a 
non-judgmental and supportive environment. SP29 also described the intentional practice of 
cultural safety for clientele with such complex challenges, e.g. in workers’ informal dress, 
intentional reliance on notes with no audio/video recording of conversations.  

A lot of our parents are almost all – actually, 90% of our parents are Indigenous and 
have a lot of like trauma around accessing supports from like authority figures or just 
bad experiences with CFS, etc. So, I think when they come to our program, their hope 
and what we try to do is become a support that’s more I don’t know relatable like more 
of a – more of a peer support, but from an educational background. So, we’re like 
super informal like we don’t dress all like fancy or like make anybody do stuff they 
don’t want to do. I just think that we’re known for our ability to kind of meet people 
where they’re at, so people tend to come to our program for support and maybe, 
hmm, maybe just parenting from where they – their perspective of where they want to 
be as opposed to like societal norms, if that makes sense. A lot of substance-using 
parents for example try to gain those skills without having necessarily to be like, oh, I 
can never use or go to rehab or like those things. And, people using drugs obviously 
can learn those skills and people with domestic violence, and the list goes on, right? 
They’re still able to gain those skills and raise their kids appropriately just they need 
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that extra support. So, a lot of the time we’re finding that there’s a lot of crisis 
stabilization that kind of comes at the forefront especially in the winter. So, a lot of our 
home visits are centered around whether if a family has CFS involvement, a lot of our 
visits pertain to those mandates and what they need to do for them just because our 
families, of course, when they have CFS involvement they tell them what they need to 
do and they need to do them in order to see their kids or get their kids back. So, 
those, we do a lot of. But, while we’re doing those, we try to fit in the skills that we 
want to see in the parents, so we’ll do things like activities from PICCOLO which his 
like -- it’s basically like a parenting skills strategy where it’s essentially the ideas that 
it’s recorded and then we review it with the parents. We don’t record our visits, but we 
take notes about what we feel like the parents’ strengths are like what they’re already 
doing that enhances kids’ development and then things that they can work on. So, 
those things come into most every home visit, but somewhere along the line also we 
try to do ages and stages questionnaire, ASQs19. [Interview, Edmonton, SP29] 

HVs described their need to engage suspicious and hostile fathers to get their ‘buy in’ while 
they enabled the mothers to navigate the landscape of childhood health care e.g., 
immunizations for children. They described that these activities would often be conducted 
against the backdrop of a family’s fluid migration status, eg during applications for permanent 
residency in Canada. 

I had met a lot of families when I worked at the hospital where I would ask them to 
come sit down on the floor with me to do an activity with the child. They were 
offended. If they weren’t offended, they would be arm’s length away because they just 
-- you have to teach them how to play. You have to teach them how to interact. You 
really start at baseline, but then you're also helping them deal with guilt, their 
husband, with resentment and worried that they're doing something that their 
husband's not going to agree with as well. Just that buy-in. You may be able to get a 
lot of buy-in because you may be able to grasp a couple positives that you can bring 
to the family. But getting dad's buy-in is really hard. For all of my families that I have 
on my caseload right now, I have met and actually spoken with one of my dad. That is 
it. Yeah. I think the other thing, too, is the cultural background. If you can get the buy-
in, I just focus on education because education is valuable to some cultures that they 
become smart and everything else. You can relate it back to education and that, “This 
is going to help your child develop.” Sometimes, that can ease your buy-in for them 
because that's the expectation. The dad works. The mom takes care of the house. 
The children have to be smart and go to school. Yeah. [Interview, Fort McMurray] 

I think it's huge. What did I see? I mean there's for sure the child development piece. 
But then there's also the -- a lot of people are in the process of many things, right? 
Some people are going through PR status. Some people are going through just 
various things. They don't understand the systems and the structure all around 
immunization, all those things. It's really nice to have someone you get to know and 
you're familiar with that you could start having these conversations with. You can ask 

 
19 “The Ages and Stages Questionnaire (ASQ) looks at children’s skills in five developmental areas including: 
Communication, Fine Motor, Gross Motor, Problem-Solving, and Personal-Social. This developmental check-up is 
available for children 2-60 months” (Family Services of Central Alberta, 2018). 
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those kinds of questions like, “Is there an expectation around this? Should I do this? 
Can you help me access this?” I feel like that really happens. [Interview, Jasper]. 

HVs described mothers being highly motivated to do everything possible to be a good parent. 
Indeed, this willingness to do everything to improve their parenting capacity is also a facilitator 
for opening conversations about the topic of family violence. Indeed, many mothers are 
motivated to take action to access anti-violence supports when they learn of the impacts of 
violence on their children. 

If we get into the home, if we're fortunate enough to get into the home within that first 
month of baby's life or prenatally, I find there's a huge… moms are willing to move 
heaven and earth. They're willing to change and do whatever they can because they 
want the very best for their baby. So they like, "Whatever I can do to make myself a 
better mom, to give the best life I can to my child." That's the experience I've had why 
moms have bought into the program. Sometimes they'll just say, "I didn't know this 
program exists. I want to learn everything I can to be the best mom I can be." Or 
they'll say, "Well, somebody told me that you are able to provide me connections with 
resources." So there's a variety, but the most common one was "I'm not sure what I'm 
going to get out of the program, but I really love the idea that you can help me be the 
best mom I can be." [Interview, Raymond]. 

Participants with experience of work with Indigenous families described parenting support and 
education as linked to the legacy of intergenerational trauma and disruption of relationship and 
socialization in Indigenous communities.  

You can’t give to your children what you haven’t got yourself. It’s tough to know how 
to parent when you don’t know how to parent. When you have support from 
somebody who’s a good parent and that can teach you and encourage you and 
support you, it does a couple of things. It does one, it helps you to understand that 
you’re trying your best and there’s an opportunity there for you to heal some of your 
childhood stuff too when you’re fixing your own stuff because they relate right away, 
and they put two and two together about their own childhood. All right, my mom and 
dad didn’t read to me. My mom and dad didn’t do this for me, or my caregiver didn’t 
do that. Then the knowledge of that itself helps them to hopefully or possibly give 
them the opportunity to start working with some of their stuff as well at the same time 
with their children. [Interview, Edmonton, SP18] 

A lot of families, a lot of different moms who have new babies, young or old come 
from background of some trauma or didn't have that piece of bonding and attachment. 
But we know that from trauma based and they're sponges. Even the teenagers are 
still developing. So we can change some of those pathways in the way they're 
interacting with their babies, making the bond stronger, making lots of things, 
understanding stages of development. So your baby is crying because they're hungry. 
They're letting you know. We can let them know they're not crying because they're 
mad at you. Because sometimes, they will get that kind of – they think their babies are 
mad or they're crying. There might be something medically wrong. So let's go and 
take them to the doctor and things like that. [Interview, Edmonton, SP1] 
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Another thing probably would be honestly I think it improves outcomes for 
development only because if a mom has a baby for the first time and she didn’t – 
wasn’t raised – let’s say her mom was raised in foster care. She doesn’t have a lot of 
healthy parenting to draw on, I think having one of us or any home visitor go in and 
like even giving information about development appropriate parenting, etc. etc., even 
if they don’t retain every piece, I think just giving that framework of like what is 
average or what we like to see really helps people that didn’t probably have great role 
modeling for parenting when they were younger. And so, kids then obviously like do 
better and they learn faster and all those good things. [Interview, Edmonton, SP29] 

SP29 described the need for trauma awareness, deep understanding, and sensitivity even 
while sharing educational tips on seemingly mundane topics like breastfeeding or ways to hold 
an infant. In the vignette below, she indicates that women may hesitate to allow their partners 
to hold their infants ‘skin-on-skin’ (skin-to-skin contact is thought to have health benefits for 
baby and mother (UNICEF-UK, 2019)). Others may feel ashamed or worried about having to 
use formula feed instead of breastfeeding (e.g. if they have breastmilk-transmissible viral 
infections such as HIV and Hepatitis C, or with a history of sexual assault and attendant 
trauma).  

Those are things we openly talk about like it’s okay if you don’t want to breastfeed 
because you went through, you know, rape, if you’re raped. It’s not something you’re 
comfortable with.  Those are just a couple of examples and those are the obvious 
ones I think, so those are the ones – those are like the go-tos. But, I’m trying to think 
of other examples. But, just things like that like we just try to – we try to like maybe 
adapt like what the healthy beginnings nurse might suggest to somebody, but to fit 
like families that aren’t able to necessarily do or aren’t comfortable doing some of 
those things. I have some families who like there isn’t skin-to-skin with that just 
because they don’t feel comfortable, like that doesn’t seem right – that doesn’t feel 
right to them. So, the healthy beginnings nurse might say, well, skin-to-skin with both 
– both parents is really good for baby, but like mom is like, well, my dad molested me, 
I don’t want, you know…My baby on – naked on my partner – and, that’s fine, right? 
So, it’s just talking about those things and be like, you know what like it doesn’t have 
to be both partners. Skin-to-skin is really good, but, again, babies survive all the time 
with no skin-to-skin contact. So, I think just like normalizing those things that there’s 
kind of this judgment thing amongst the medical – no, not the medical community, but 
I think society have the judgment pieces about like breastfeeding and just like all 
those things and they’re kind of myths. So, like dispelling those especially around 
breastfeeding and formula feeding like formula feed is as good as breastfeeding. We 
all know that the antibodies don’t last that long. It’s not like your kid is not going to be 
harmed long term if you don’t breastfeed. So, those are the things we talk about a lot. 
We also have some parents who are like HIV positive or have other communicable 
disease that they feel are a risk to their babies. So, of course, HIV and Hep C can be 
transmitted. But, I mean having, again, having those open conversations about you 
don’t have to feel like you have to breastfeed. We get it, you’re like, but you don’t 
have to be stressed about that, formula feeding is fine, right? So, those two come up 
for those reasons a lot just because of the population we work with, so, yeah. 
[Interview, Edmonton, SP29]. 
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Systems navigation, advocacy, connecting with resources 

HVs described their work to help diverse IR and Indigenous women navigate a service 
landscape that is confusing, hostile, discriminatory, frightening, and often indifferent to their 
need and vulnerability. The isolation and social marginalization of the women are associated 
with interpersonal violence, mental and physical health challenges, and historical and recent 
trauma. The women simultaneously engage in struggles with bureaucratic processes and legal 
systems, including those entailed by ongoing CS investigations. 

So if the legal system in involved the first if the husband is charged if there’s a no 
contact order so the first and foremost thing is woman is also asking help to navigate 
the legal system. How do I navigate the legal system, do I need a lawyer. What is a 
crown prosecutor, what does no contact order means, what are the terms of the no 
contact order? So all those legal understanding because this is very important for the 
mom to understand what is a breach, what is a subpoena, all those kind of – so she 
has lots of questions. So the first help that she needs is legal, how to navigate the 
legal system. The other piece is if the husband or the brother whoever the perpetrator 
is the sole provider then the next question is how do I provide for this for my family. 
I’m not a provider, I don’t work, my husband works, so how do I provide for my family. 
I don’t drive, how do I drop my kids to school and pick them up. So all those kind of 
day to day needs and provision and legal system and how long does it take for my 
husband to come back home. So even if the abuse happens the second question 
women ask is when he is going to be home. … So we tell them we’re not lawyers so 
we can’t give them any legal advice. We can help them navigate legal system but 
we’re not there to give you legal advice. So this is into court’s hand how long will it 
take, what are the steps and all that. But we can support you in various forms like 
connect you to resources where you can get food, right, food bank and all that and 
help you – sometimes they want to call the bank there’s a language barrier, they want 
to call the tax people, there’s a language barrier. So we help them make those phone 
calls, making phone calls and calling the school system to let them know they cannot 
be at the school and all that. So helping them navigate the system. And we do 
sometimes depending upon the case we’re there like three times a week as a home 
visitor. So even if the children services case is open and then once or twice I go along 
with CS but to build the relationship I go by myself too so that they can see I am a 
separate entity and can come by myself and talk about the culture and all that. So I try 
to make home visits just by myself and not take the assessor with me, so we help 
them navigate the system and talk about the barriers or what are the needs. So every 
time we went for home visits the goals and what we – it’s based on clients’ need. It’s 
not about oh, I think you should do this, you should do this, no. It’s about what are 
your needs and how can I help you meet those needs. It’s not about what I think that 
– you should look for job and you should – no, no. [Interview, Edmonton, SP4] 

Several HVs concurred that the complex challenges of their clients meant that their task should 
and must encompass system navigation and advocacy for clients, and go beyond the 
traditional focus of home visitation on child well-being and development. They act on the 
awareness that parenting capacity, child wellbeing, and parental functioning are interlinked.  
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Interviewer: And it seems to me that that is essential for a home visitor to perform, it’s 
not just about going into the home and telling the mom how to breastfeed better but 
kind of --  

SP14: Like how do I access speech therapy for my child? How do I access mental 
health support for myself? How do I access funding, like that is what we’re doing. 
We’re helping them navigate through services because they’re so complex and I often 
think I have resiliencies built in, I have a university education, I have many years of 
experience doing this and sometimes these forms and like knowing which department 
to call for which service that you need and how to get from here to there blows my 
mind and I can’t figure it out and I have to get support from my team to help a family. 
And I think how on earth is that family supposed to do that on their own.  

Interviewer: They can’t. That’s another question and it gets worse when they’re new to 
the country, refugee family, immigrant family, that too. 

SP14: Yeah, English as a second language, I couldn’t even imagine trying to read 
those forms. English is my first language and I don’t understand what they’re saying. I 
couldn’t imagine. [Interview, Edmonton, SP14] 

HVs with experience of serving Indigenous women reported that clients often faced 
indifference and brush-offs when they sought help from social services. They described having 
to intercede and advocate for clients. SP5 describes advocating to help a client to obtain a 
damage deposit to move out of a bedbug-infested apartment. SP23 describes her agency’s 
effort to help clients obtain stable housing, which was a priority need with many of the agency’s 
clients. Both service providers were emphatic about listening to the clients and respecting their 
voice and needs. 

Everybody gives them a story on why they can’t help them or do stuff with them. 
Some of it’s lies. Well, social services. “Oh, we can’t help you with that because 
you’ve been on social services for three years and we don’t help with what do you call 
it? When you’re first moving -- damage deposit.” [See: Government of Alberta, 2019a] 
We don’t help with damage deposit because you’ve been on -- well, that’s a lie. I’ll get 
on the phone with their worker and say so, what’s going on here? This is who I am 
and if you need my card or whatever, so and so was here with me. Explain to me why 
you can’t help. And then they backtrack. “Oh, I didn’t really say it that way. I said it this 
way. She’s got to supply documentation and this and that and the other” so I’m like, 
okay. What’s the documentation you need so we can get this done, so we can get her 
out of this bedbug infested place? Then they’ll give me this oh, okay. Then they 
sometimes don’t get the whole damage but they’ll get like three quarters of it or better 
and then they can move out of the bedbug place but they weren’t told the right 
information so it was maybe not so much as a lie but the worker fudged it a lot. Over 
half my job I feel is advocacy. [Interview, Edmonton, SP5] [Parentheses inserted] 

SP23: When Edmonton was booming and the housing was very scarce, we would 
have to help our mothers advocate for housing, a lot of times we would have to go 
through Homeward Trust and Alberta Works and Crisis to get them put up in a hotel. I 
had one mom that lived in a hotel for three months because she couldn’t find 
affordable housing, but once all of her services were put in place, Homeward Trust, 
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and then she was given a housing support worker, then things started to move along 
quickly and they were able to help find safe and secure housing for her. I’m proud to 
say that I believe it’s probably the four years, she’s still in the same apartment and 
neighborhood and really liking it. When we say that we let them take the lead, they 
actually will tell us what they need like housing is important right now. I have to be out 
of here in a week, a month, and okay, we need to get on board and start doing 
referrals and we sit and we talk, how to plan with them, this is how we can help and 
we go from there. It’s usually the home visitor that’s taking the lead to do the phone 
calls to a Homeward Trust advocate because things just seem to happen a lot quicker 
on a professional level. [Interview, Edmonton, SP23]  

HVs working in semi-rural Alberta described the challenges of isolation and discrimination 
faced by immigrants and refugees in trying to access services. In the vignette below, one 
participant suggests that stereotyping and discrimination are barriers that affect migrants’ 
abilities to navigate systems. Advocacy by HVs and the willingness of the HV to champion the 
client become important in that context. The vignette also suggests that the barriers of isolation 
and racism are persistent, subtle threats in the lives of refugees who have escaped war 
violence but now encounter more subtle harms in Canada. 

Respondent 5: They don’t know how to navigate systems, situations. They need a lot 
of help with resources, where to go for what. A lot of times, there’s a lot of -- what’s 
the word I’m looking for? I know I support a lot in assisting with phone calls and 
talking to people in their behalf that they’re dismissed, that they’re not taken seriously, 
that they’re I guess prejudiced. A lot of prejudice out there. There’s a lot of that out 
there and I’ve witnessed it. I feel, without my voice, that they would not be recognized 
or they wouldn’t get the outcome that they need to get. I think the stereotyping is more 
significant but there’s some language barriers too, but definitely it’s the stereotyping in 
my experience. [FG, Stony Plain] 

Respondent 2: We have families that are coming from maybe war-torn, and 
they’re leaving violence. They’re coming here with the hope and dream of a better 
place. Once they get here, they’re probably even more isolated just in a different way 
than they were in their own country. They still have the loss and the grief of what they 
left behind, family members, and they’re coming here and they’re isolated in every 
aspect intellectually, emotionally. When they do try to access, they experience some 
good experiences and they experience the racism and so they’ve left that in their 
country and they come here and it’s still here. It’s different. The isolation is still there. 
It’s just different. The threats are still there but maybe not as direct as they were back 
then. [FG, Stony Plain] 

SP12, who worked with IR women, suggested that the friendly, respectful sharing of 
information about systems was critical to fill the social-emotional vacuum experienced by 
women who had moved to Canada (also seen in other countries, e.g. Afghan women in 
Australia interviewed by Russo, Lewis, Joyce, Crockett, & Luchters, 2015). She suggested that 
women experience diasporic stress that is related to the loss of familiar social networks of 
support. In this situation, women need close support. 

In Canada the necessity of that home visit is in fact to talk about how it works here 
when you have children here, how it works, what kind of support for the children or for 
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the mothers as well in this country. So it’s to talk about to help them to know what is 
out there as support being a mother having children you talk about the support that 
are available. I think that conversation is very, very important because where we 
come from and where we’re here it’s very different. When a mother gives birth back 
home it’s a family responsibility. You know, it’s a family responsibility, aunties, uncles, 
grandmas, neighbors, it’s huge. But here you don’t have that support anymore, yeah 
you sometimes don’t know anybody, you can’t rely on people. But here then you rely 
on the resources within the system, it’s about teaching them it’s very important to 
know that. You’re here it’s very different from where we come from, this is how you 
can get the support. Yeah, so this way you’re going to get support, this could be 
support, but that’s how it works here. Just to have them know to stay isolated because 
most of these women are very much isolated, they don’t know how to get support. 
They don’t know who to talk to, they get confused with everything. Yeah, so that home 
visitation is very, very useful because we help them to know where they can get 
support, where to go if something happens. [Interview, Edmonton, SP12] 

SP12 reported that women she serves describe rudeness and condescension from 
mainstream service providers. Fluency in English does not offer protection from culturally 
unsafe treatment by service providers. Also, women may not be able to state their 
requirements because they may not wish to portray themselves as vulnerable and needy, even 
to obtain resources for which they are eligible. She suggested that this was part of the legacy 
of colonialism in the countries of origin, owing to which any interaction with authority figures is 
marked by a severe imbalance of power between the provider and the recipient of service. 

What I have observed is actually there’s the language for sure, there’s the language, 
but then there’s some discrimination that are not very obvious but when they go 
somewhere to get the support sometimes it doesn’t go well because probably that’s 
the culture sensitivity as well. The women may go to a clinic, they might go to an 
agency to seek for support. This woman may not be open enough to say what they’re 
looking for not only because of the barrier of the language. Sometimes they need 
more time to explain themselves because of the emotions, to explain themselves, 
even to know how to ask for support. So they would tell you that I went to these 
places, I was not well received, they told me they don’t provide these things, while we 
told them that yeah, they do, what happened. The woman would go not certain what 
to say, and then maybe that won’t be given because the person was not able to 
explain clearly what they want. Maybe back in our minds its seeking help in the way of 
being very dependent. Because where we come from is we were colonialized. We still 
have that thing in ourselves even though we come to this country. Maybe those things 
too is not really asking for help, it’s something that you deserve to have because 
you’re lower income. Because you’re lower income, because you’re new to Canada 
therefore you may be qualified for that. It’s not only asking for help, begging for help, 
it’s something you qualify for. And then you ask by following up have you gone to this 
place, have you got these things, they say no. You feel that she’s really discouraged, 
so we’ll – what happened, I don’t want to go back there. People are rude, something 
like that. So that I think we [AGENCY] people who work within the culture we 
understand sometimes we go with them even though they speak English. [Interview, 
Edmonton, SP12] 
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FGs, conducted with Indigenous mothers in Edmonton, indicated that respectful culturally safe 
assistance with accessing resources, help with transportation and navigating systems is a 
priority need. 

Suppose you or friend needed help in a difficult family situation what would encourage 
you to ask the home visitor for help? what sort of help would you hope for? 

• I would ask for help when I was struggling or getting frustrated, I would want help 
to start working towards my goals, resources and encouragement  

• For resources I could access 

• If I know things are kept confidential and they understand and help me calmly 

• Resources support someone to talk to  

• Would ask for help and help a friend in need when you're in a bad situation I 
would either want food or safe place to give them and their children 

• Making me believe their best interest is to help keep my family together help me 
in situations to improve my environment and not making me feel like the money 
for this help is coming from their pockets for every different culture somebody that 
has the same nationality and most of all insights not just what they hear 

• I suppose that would depend on the situation advocacy referral to resources and 
appointments, ride to appointments. [FG, Edmonton, Indigenous mothers 1] 

• Resources, phone contacts, Vouchers, Bus tickets, letter of supports. 

• Good options to help and follow ups.  [FG, Edmonton, Indigenous mothers 3] 

A service provider who self identified as Indigenous described the isolation and fear faced by 
Indigenous women moving from rural to urban locations. Prior research illustrates how women 
lose access to healthcare and other services in the course of such moves, many of which are 
to escape violence on reserves (Alani, 2010; Andermann, 2017; Lavoie, Forget, & Browne, 
2010). This is a direct outcome of what Alani (2010: 83) describes as “jurisdictional disputes 
between the federal and provincial governments, leading to individuals falling between the 
cracks (ex. status Indians' lack of provincially subsidized daycare, non-status Indians not 
having access to federal services).” In these situations, HVs could be crucial as systems 
navigators. 

A lot of the women that I’ve worked with and experienced have had that isolation. 
Suppose they’ve moved to the city and the city is intimidating, it’s scary. They don’t 
even know who to connect, they have no family, again they have no friends, they 
don’t know what’s out there. The isolation part as a human how do you articulate, how 
do you speak, how do you make appointments, how do you make phone calls, that’s 
isolation when you don’t know how to do that stuff. So having somebody on your side 
to make a phone call for you, take you to the appointment, that breaks that isolation 
because now you’re building that independence and showing them these are the 
steps you need to take and even now encouraging them, giving them like I would say 
it’s like being a cheerleader for them. Then I say oh, you got this, you can do this. 
That’s just to build their confidence eventually but it’s almost like a baby step they 
have to take with them. [Interview, Edmonton, SP10] 
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Crisis stabilization  

HVs working with socioeconomically stressed families (inner-city Edmonton, Indigenous and 
IR, low-income) described crisis stabilization as a frequent feature in their work. The emergent 
quality of these crises injects unpredictability, instability and a sense of precarity into home 
visits. The HV must safeguard herself while ensuring that the crisis is managed, even in the 
absence of a structured plan like a safety plan. Much of this depends on ‘gut sense’ and social 
smarts. HVs described their efforts to address crises related to housing, food security, 
domestic violence, lack of security from unsafe connections (e.g. gang involvement of one or 
both parents, past or ongoing), and effects of past incarceration, which has impacts on 
housing, employment, and social networks (Andermann et al., 2013; Gunn, Sacks, & Jemal, 
2018; Kao et al., 2014;  Walsh, Rutherford, & Bell, 2013; Walsh, MacDonald, Rutherford, 
Moore, & Krieg, 2011). 

Direct crisis needs to be addressed. There’s no way that we can work on child 
development if mom is freaking out because she can’t pay rent. That just doesn’t 
happen. We explain that. We can explain all we want that your fight-or-flight is going 
off, that your amygdala is going off, and explain to them what’s happening, but the 
fact of it is until that is calmed down, they’re not going to be open to disclose that or 
whatnot. Their brain is not open to relationships at that point. It’s just not there. 
[Interview, Edmonton, SP16] 

Your day, you can have an activity planned with what you’re going to do with mom 
and baby or the family that’s there but that can go out the window when you arrive 
and find out there’s a crisis and you just deal with the crisis so definitely, we really 
have to have a big bag of tricks really that we bring in to every visit that we might have 
to pull out anything at any time to help service the family that day…. Sometimes, 
domestic violence. Sometimes, food security. Eviction. Sometimes, relatives or friends 
that have overstayed their welcome when the family has been offering support to 
other people… We’ve had a couple of circumstances where there has been gang 
involvement with families….The mom disclosed that the father of the baby was in a 
gang and so now that she has a child, she was starting to see the possibilities of what 
could happen within her family because of that. In another situation, the mom herself 
had been in a gang and then ended up incarcerated and finding out she was pregnant 
once she was in the prison system and then having her baby -- once she comes back 
out of the prison system now trying to be a mom and trying to take care of this little 
baby, realizing that she can’t cut her ties with this gang as easily as she hoped to. 
Just working with them to be safe and trying to understand what we can from them 
about what it’s like being in that gang. We have contacts with police here so being 
able to talk with the police that we have relationship with and trying to get a little bit 
more understanding of how do we stay safe, how do we help her stay safe. [Interview, 
Edmonton, SP20] 

HVs described crisis stabilization in the context of continuing family violence, and their role in 
healing and stabilizing the family after the involvement of CS and in some cases the 
apprehension of children.  

So, a lot of the time we’re finding that there’s a lot of crisis stabilization that kind of 
comes at the forefront especially in the winter. So, a lot of our home visits are 
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centered around whether if a family has CS involvement, a lot of our visits pertain to 
those mandates and what they need to do for them just because our families, of 
course, when they have CS involvement they tell them what they need to do and they 
need to do them in order to see their kids or get their kids back. So, those, we do a lot 
of. But, while we’re doing those, we try to fit in the skills that we want to see in the 
parents. [Interview Edmonton, SP29] 

The persistence of violence in the home is a frightening prospect for the HV still working with 
the family. In the situations, HVs may be reluctant to continue their involvement with the family 
but a gray area emerges here. HV is a voluntary program and families have the option of 
signing on or out of enrolment. In cases where CS has opened an investigation, the HV 
agency as well as the family may experience a pressure (a ‘voluntelling’) from CS to deliver 
services and to participate. This places the HV in a tight spot in terms of relationship 
management; there is now the risk that they are seen as eyes and ears for CS rather than as a 
service provider that the family has the right to accept or decline. Adding another complication, 
CS are also funders for HFA model HV programs in Alberta. As a result of all this, the HV-
family interactions can become imbued with tension, pressures on HV and family, and 
something akin to conflict of interest for the HV. 

Respondent 2: I think it can look a little tricky when we're receiving referrals from 
them, and we know that family violence is the background. So for example, I have a 
family that was referred to me, and it was imperative to them that we follow up. And 
the family, the partners, they're still together, and there's still ongoing family violence. 
And so that is tricky in terms of what we offer as a service. …I have a family that was 
referred to me. Mom was not in the home for a while. She was in a medical facility. 
And then she returned to the home. There's still ongoing relationship. There's a 
supervision order open. So they asked that we joined them for the case conference. 
And so we kind of planned out who was over, like who would be -- whatever. We 
planned out who's going to be supporting the family. And so we did enter in 
supporting the family, but there has been ongoing family violence. And so it's been 
tricky -- I mean, honestly, about three visits because the family hasn't been consistent 
in accessing the support anyways. But in terms of that, it's just kind of a little bit 
backwards, like we're expected to still continue with the home visitation even though 
there's family violence. That kind of contradicts our protocol, I feel like. Yeah, because 
it's a voluntary program, either way. I think we give them that. When they do direct us 
or contact us directly for referrals, we do let them know like it is a voluntary program. 
So we can only engage them to the level that they want to be engaged. [Interview, 
Sylvan Lake] 

Respondent 1: Yeah. I do find over the five and a half years I've been doing this, 
and I think it's great. I think is great that our program is voluntary. But I have found 
through the years, if a family has been mandated and told through Child and Family 
Services, nine times out of 10, we don't stay connected with that family for very long. 
And because our program is voluntary, we have to let them know that when they're 
coming into the program because the program is run -- it's led by them, right? We 
have certain criteria that we follow, but we need to meet our families where they're at 
and work with their goals. [Interview, Sylvan Lake] 
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Indeed, when cultural brokers go in with CS teams into homes where violence is under 
investigation, they highlight the fact that they themselves are not CS staff, that they are 
cultural-linguistic interpreters accompanying the CS team to support the family and ease the 
process. This is important because these HVs must maintain relational rapport with the 
families in question. After CS moves on after closing the file, they must continue to work with 
the family. In that regard, it is pragmatic to put the family at ease, distinguish themselves from 
CS, and avoid triggering the family (e.g. if the family are coping with war trauma as refugees 
from troubled jurisdictions and are petrified of the implications of dealing with government, law 
enforcement, etc.). The whole encounter involves considerable tact and diplomacy and can be 
emotionally challenging for the HV. 

So we have to make our way of introducing to the family clearly, I’m very clear on that, 
that I do not work with Children’s Services. In fact the reason why I come here is 
because I speak your language, I feel I understand your culture and that I want to 
support you. So I make that very clear in my introduction because I want them to 
know that I’m not affiliated with Children’s Services in that aspect where I make a 
decision. But my hope is to support them and get the help they need to get out of 
what they’re here. [Interview, Edmonton, SP9] 

Yeah, we don’t introduce ourselves or we’re from the government, we’re here 
because of this, this. Of course, our partner does introduce themselves in a way but 
as a community culture we explain in other way. So how are you doing, so I’m this, 
I’m with this person today. We come to see you today and then we would tell you why 
we’re here. We don’t talk about what we come to do right away, we will sit down with 
the family first and then we will talk about it.  [Interview, Edmonton, SP12] 

Providing support for mental health 

Workers indicated that their support to mothers in the area of mental health was crucial for 
enhancing parenting capacity. With IR women, isolation and adverse impacts on mental health 
are interlinked (Bhandari et al., 2012; G. M. Higginbottom et al., 2016; Rana, 2012; Rose et al., 
2010; Ryan, 2005). HVs described postpartum depression and the effects of trauma, including 
PTSD, as frequent amongst their clientele. In some cases, women are referred to HV 
programs by healthcare; in others the HVs provide the referrals and resources. 

A lot of mothers go through postpartum depression. I think more than everybody 
knows so even like on my caseload over 70% are postpartum depression, connecting 
them, and that’s where the weekly visits are really good because we can see how 
mom’s doing. Is her depression getting worse? Is it getting better? So and just being 
there to monitor that and making sure she’s getting to appointments or support groups 
or what she needs to do. [Interview, Edmonton, SP26] 

I’ve been getting a lot of referrals through Mental Health. In the recent year probably 
more of a rise through Mental Health referring them over. My main referrals do come 
from the public health units so from the nurses they come into the home 24 hours 
after a child has been born and when they do their assessment they may find that 
they don’t have family, they need the community or if they just need some etcetera 
help. I think the women are coming in with post partum and it’s maybe like a little 
more than post partum. And I think based on the two psychologists that I speak to it’s 
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usually they’re new to the community and they don’t have supports around them and 
they’re relying a lot on that psychologist. And I think the psychologist knows that they 
don’t have anyone else, they don’t have supports in the community. So usually they’re 
referring them over to me and a lot of times I might just be in the home for a little bit or 
just getting them to come in and showing them the services. [Interview, Fort 
Saskatchewan, SP13] 

Indigenous populations have a high prevalence of historical and intergenerational trauma. The 
following vignette from an Edmonton inner-city agency illustrates that the implementation of 
cultural safety and inclusiveness is extended automatically to all parents who walk in to the 
agency looking for services. There is no triaging of clients using checklist approaches. This is 
intentional; the agency’s location is such that those who access it are often in acute need, 
facing complex, multiple intersectional challenges. SP29 estimated that 90% of the clients 
were Indigenous and suggested that the application of cultural safety, humility, honesty, and 
trauma informed practice is a corollary of understanding the challenges of the clientele. 

We are all trained in trauma informed care and how to recognize them, but, again, we 
run on a mass assumption that if you are at [AGENCY] with your children, there has 
obviously been events in your life whatever those maybe that are likely to have 
caused you trauma. Especially with Indigenous people it’s something that you can 
safely assume there is trauma in their DNA because that’s just how it is. But, again, 
because of where we’re located and the fact that we get a lot of walk-in referrals, we 
kind of – and we talk to people of course like we always try to find out more, but we’re 
– we’re really like laissez-faire in the sense that we don’t have to really screen for 
trauma because like I wouldn’t say that the average really healthy, you know, no 
PTSD no mental health, concerned parents would bring their kids down to [AGENCY] 
looking for services. Do you know what I mean? And, that’s a judgment thing, it’s just 
like it so unlikely that somebody was just wandering off the street to [AGENCY] 
because of the way it is, right? It’s not somewhere that’s really that all inviting to 
children in the front door. Like, it wouldn’t be somewhere that were like, hey, that 
looks fun for my kids to go right now. It’s usually people who already know the deal 
who know what [AGENCY] is who have been there, maybe their parents came here 
and maybe they grew up at front, whatever it is. And then, yeah, I mean all of those 
people would have some level of trauma, right?  So, how do we use trauma 
informed practice? I mean, again, it kind of comes from like creating that safe space 
for people of all lifestyles. I think that really is one of the things that helps us work with 
traumatized people is a lot of times those traumatized people use outside influences 
to cope whether that’d be substances or you know behaviors, I think. So, just we 
normalize that stuff a lot. We’re very open about our own like histories our own 
experiences we kind of relate to our clients. We just – we don’t ever have – we don’t – 
and the reason why we don’t have paper checklist is because we don’t want to ever 
make somebody feel like, oh, if you don’t click all the ticks, you don’t – you don’t get in 
program, you don’t fit in here. We kind of run on the assumption that if you walk in the 
door, you are able to be in our program. Again, as long as you have your kids in your 
care or whatever the reason that you need support is you probably need the support. 
[Interview, Edmonton, SP29] 

HVs are not (generally) mental health or trauma counsellors. Although they may have trauma 
awareness (such as by understanding reactions that stem from traumatic hyperarousal), their 
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practice is generally to provide resources and support referrals. Nevertheless, participants saw 
value in trauma awareness. They are able to use their knowledge to respond with gentle 
understanding to ‘knee jerk reactions,’ to enable mothers to contemplate the possible 
background of those reactions, and to connect them with appropriate resources. 

Respondent 2: I see the value of recognizing that there has been some trauma. I 
don't need to vicariously live that trauma that mom shares. So it's important that we 
are aware of that trauma and how that may influence that mom going forward or 
influence her reactions to certain things. But I'm not the expert to counsel her how to 
overcome that or how to move forward, but it is my responsibility to help her realize 
that maybe this is why this is hitting a nerve. And here's some resources that can help 
you work through that and connecting her with her in a gentle, kind way, right? 
[Interview, Raymond] 

Respondent 1: Because I don't discount the importance of us knowing there's trauma. 
Sometimes we have to be aware, to be informed. We have to be aware that mom's 
knee-jerk reaction may be related to some past trauma in one of these areas and 
stuff, but it's not my place as a home visitor to counsel you about how to change that 
knee-jerk reaction. [Interview, Raymond] 

While HVs are able to make referrals, the clients may not feel ready or able to take up 
counselling for trauma. An HV in a rural location reported that her client did not feel ready to 
access the counsellor on her own. Women may find it hard to disclose their mental health 
struggles to a stranger; in addition, confidentiality is a concern in small rural locations. 

I guess because our program is more of a -- it’s a support program and a referral type 
program so if a client discloses any trauma, we’ll discuss it a little bit and I’ll try and -- I 
want to build that trust with them a little bit so I can get them connected because 
really, our program is to build that independence and that support system for them. I 
want to get them referred out. I just talked to a client actually today, the same one that 
I did the family violence screen on. She’s seen her counselor but she’s disclosed that 
she doesn’t tell him everything because she’s too afraid so we were trying to find a 
plan on how can you build that trust with your counselor so you can disclose this 
information to him so he can help you. We made a list of what are you struggling 
with? What would you like to say to him and we kind of went into what’s stopping you? 
The fear, feeling vulnerable, we kind of went through all that. I said, this is for you to 
keep. I don’t need it. It’s your information. Let’s take it to the counselor and then if you 
need me to be in there for support, I can do that or if you want to take your sheet in, 
so it’s just kind of starting the conversation. That’s kind of how we worked it. 
[Interview, Lethbridge] 

HVs serving isolated IR women indicated that they must build trust and confidence of the 
women they visit before they can launch into conversations about mental health challenges. 
Mental health is often seen as a taboo topic, mental illness as a source of stigma, and clients 
will deflect questions if there is no tactful buildup to the conversation. Ice breakers could 
include gentle questions about the experience of mothering in a new country. 

Interviewer: So when you see that link between trauma and their parenting and how 
their relationships are you able to refer them onwards to other help? 
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SP4: Yes, so we do have counselors at our office so obviously I’m not a therapist, I’m 
not an expert on that. So we generally – also counseling is a foreign concept in our 
community, right. And asking someone that you should go for counseling, so what? 
Why do you say that, right, so they get offended. So even bringing the counseling 
piece is tough. So again I said building relationship and I’m talking about my 
observation, right, I just say this is what I’m observing. This is what I’m seeing. I’ve 
seen you so many times. Every time I say this I see that you’re just kind of this way so 
I share my observation and based on my observation I say this is what I can suggest, 
this might help you. [Interview, Edmonton, SP4] 

SP12: Its hard to know because they pretend that everything is going well because if 
they shared what they experience not sleeping well, feeling angry, anxious, not 
wanting to take the baby, it’s something quite unusual that you don’t talk about it. A 
mother who doesn’t want to care the baby, what’s going on, you’ll be judged. Or 
feeling overwhelmed, you can’t say that. You can’t say that in our culture. So this is 
hard to talk about, it is hard to talk about but the way we found that is just about 
having conversation and ask a question….Develop the relationship and ask a 
question. So if it’s the first child here in Canada then you will talk about what has been 
hard here having a baby. What have you been experiencing since you had the baby 
here. What’s the hard part, is it hard. She may at first says as a mum what kind of 
question are you asking me. But then she’ll say okay, I wish I could have my mom 
here. I wish I could have my aunty here. I’m not too sure, I think it may be sending this 
baby back home because I wish I could have these people here.  

Interviewer: But she has to trust you before she’s going to say anything like that? 

SP12: Absolutely. [Interview, Edmonton, SP12] 

Training in trauma sensitive, trauma aware and/or trauma informed practice would be valuable 
for the HV service community. One must keep in mind that most HVs are paraprofessionals 
and, unlike nurse visitors, may never have had the chance to access much or any training or 
even trained supervision in this specialised area (Korfmacher, O’Brien, Hiatt, & Olds, 1999). 
The vignettes below describe the struggles of traumatized mothers in the aftermath of family 
violence (MP3) and the knowledge that is needed to support them (SP2). Through training and 
practice, the HV can learn to exercise empathy and patience with the agitation, fears and 
hyper-arousal of traumatized women, who experience threats and worse long after leaving 
their abusers. Such training is a priority need for HV and child protection services. They also 
need funding, time, opportunity and willingness to access such training. 

When you experience domestic violence, it’s like you’re in a tornado and you’re 
literally just trying to survive. You’re in totally survival mode and you’re not in your 
more present state of mind and you’re not necessarily the easiest to deal with. 
Trauma is ugly. It provides ugliness and it’s difficult to heal from. When you’re 
traumatized, how you react to things is a little bit much. Sometimes, I imagine that the 
workers or the nurse or whoever is doing home visitation has to have a lot of 
moments to herself where she can get deep breaths, meditate, because of what she’s 
experiencing from people without them even meaning to. It’s kind of like when you’re 
late for work, and you’re trying to get the kids in the car and they won’t get dressed 
and all the rest of it and stuff and you’re snapping, you don't mean to be, there’s a lot 
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of that. I’ve heard a lot of the moms say that they felt judged and they felt they were 
being forced to do things like it’s you do this or else I’m going to take your kids away 
kind of thing. You hear that a lot from pretty much all the mothers who have 
involvement. There’s an irrational fear after you have your baby that somebody’s 
going to try to take that baby from you and in situations of domestic violence, it’s real. 
You get threatened repeatedly that my ex, not only repeatedly take the baby from me, 
it was that if you leave, and you try to keep me from the baby, I’ll make it so that you 
can’t have the baby either. I was literally told that he would rather see our child raised 
in foster care for his entire life than let me leave and have him. And then the threats, 
right? I’ll kill you. All the rest of it. The mother doesn’t necessarily have all that 
knowledge and you’re having all these reaction from somebody who’s not necessarily 
being the easiest to work with. You don’t necessarily know what the right thing  to do 
is, and this person might have knowledge and experience that you’re not listening to 
or respecting because you literally are just one foot in the other, trying to survive and 
it seems like oh, so much to try to figure out what else to do. It’s a really difficult 
delicate time and I can see where there could be a lot of misunderstandings, just a lot 
of hurt feelings. [Interview, Edmonton, MP3] 

There’s an expectation or belief that because somebody’s in the health care field 
whether that’s a nurse, a doctor, a mental health therapist, psychologist that we’ve 
had trauma training and most of the time we are not. It’s not a regular practice 
unfortunately …unless you seek out that training and that support, you don’t receive it 
as a part of core training, most programs. I think that makes us at higher risk for 
burnout and makes us a higher risk for errors and mistakes in those settings because 
we don’t feel prepared but there’s an expectation that we should be even on 
ourselves, not just from our agency but on ourselves that I, as a therapist, should 
know how to handle all of that. That’s not a common practice unfortunately…. the 
Children Services who you would have the expectation that they would walk into a 
setting in a home and have an understanding of trauma and the impacts of trauma 
and its generational trauma, intimate partner violence, family violence, that there 
would be some understanding of that. There’s not, in my experience, that’s not a 
given. [Interview, Edmonton, SP2] 

Client populations – Needs and challenges 

Participants described the intersectional social, economic and health challenges affecting 
diverse client populations. The widespread experience of family violence and trauma in 
childhood, teenage and adulthood intersected with multiple mutually interacting challenges. 
These challenges included (to name some) poverty and ill-health; struggles with conditions 
such as postpartum depression, anxiety, PTSD, FASD, and addictions; unstable or low-quality 
housing; lack of food security; unstable employment and unemployment; financial dependence 
and abuse; discrimination and indifference when attempting to access housing, healthcare and 
publicly funded supports (e.g. damage deposit for rental moves); fallouts of rural-to-urban and 
transnational dislocation; stigma and insecurity after incarceration and gang involvement. 

This section will summarize data pertinent to the principal challenges and needs of HV clients 
who are survivors of violence. In speaking of the challenges faced by the populations served 
by HV agencies, the author of this report remains mindful of the danger of labeling those 
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populations and of speaking of their experiences with pity or condescension. To do so would 
be to renew the stigma often felt and suffered by survivors (Clark & Preto, 2018). 

Housing and financial need 

There was a general agreement that housing and financial need combine to trap women and 
their children in situations of violence, control and dependency. This is compatible with the 
literature on key determinants of health and safety of women and children (Andermann, 2018; 
Bhandari, Bullock, Anderson, Danis, & Sharps, 2011; Burnett et al., 2016; M. A. Dutton, 
James, Langhorne, & Kelley, 2015; García-Moreno & Amina, 2016; Jaworsky et al., 2016; C. 
Walsh et al., 2011). Both these areas are associated with enormous barriers to mothers 
leaving abusive relationships with their children and providing for themselves and their children 
afterwards.  

A survivor described her worries about critical needs such as food, housing, and ability to care 
for her child; the post-exit unknowns in these matters create fears of disclosing and leaving an 
abusive relationship. She described an overwhelming sense of fatigue, weakness, and 
confusion – a sense of helplessness bred by the situation. 

Where would I go, what will happen to my child. Where I’m going to eat, where I’m 
going to stay. What happens if I go out then who’s going to provide for us. So fear of 
the unknown and fear of that you will get hurt. Maybe those two things are 
important… Mentally you just feel like you’re uncapable for some reason. So it is a 
very tricky situation to deal with. Even like you don’t feel like – at some point you feel 
like maybe I deserve the abuse, you know, so the thing is the help has to – when 
somebody already know like let’s say the nurse came and like knew that something is 
not right she really has to be proactive because lot of the victims they won’t do 
anything…. It’s not that they’re lazy or anything like that, just because they think that 
as if the victims most of the time like in a very confused situation. We’re confused like 
we’re tired physically and mentally so to do something extreme it’s almost 
impossible… And leaving is hard because you doubt yourself every single day so to 
do something like that extreme that requires a lot of courage.   [Interview, Edmonton, 
MP4] 

Mothers described having to leave rental establishments to escape violent partners. In one 
focus group account, the violent partner was a co-tenant and the landlord would not allow the 
narrator to remove his name from the lease. This left her with no option but to flee with the 
children and move from place to place in search of safety. 

Having both our names on the rent lease and not allowing me to take him off after I 
placed an EPO on him so he would not leave. This caused me to flee and live place to 
place for safety. [FG, Edmonton, Indigenous Mothers 3] 

Indigenous service providers described what they perceived to be possible discrimination in 
housing for Indigenous women with several children. The vignette below indicates that women 
may have to return to reserve because they are unable to find housing in the city. To the 
narrator, it is unclear if the landlords’ refusals to rent to Indigenous mothers stem from 
concerns about damage because of the size of the family or from demeaning stereotypes 
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about Indigenous persons. Either way, she reported that there is little support for Indigenous 
mothers; her agency seeks to fill that gap to the extent they can. 

We’ve had women come and have had places where they’ve tried to find a place to 
live here in Edmonton, they have multiple children, I have a woman who has nine 
children and she has gone back to her reserve because nobody will rent to her. So 
how does that feel as a woman? You’re a woman, Indigenous and you have nine 
children. That’s a lot of kids and it’s very unheard of to have that many children. I’ve 
another mom who has six children, she’s having a hard time to find to live to rent. So 
you kind of go, okay, why is this happening, is it because you have a lot of children 
and no one wants to rent you because there’s a stereotype. Oh, you got that many 
kids there’s going to be damage to the property and this and that. But how does that 
make you feel, you feel shame, you feel that you’ve done something wrong because 
you as a woman decided to have six children. So but nobody seems to be standing on 
those corners saying don’t worry we’re going to find you a place, we’re going to help 
you, we’re going to advocate for you, we’ll go this direction, we’ll go to that direction. 
So we’re those support. [Interview, Edmonton, SP10] 

Another HV serving Indigenous mothers described many of her clients as living perforce in 
unsafe housing. The conditions pose high stress, danger of violence and death, and trauma to 
mothers and their children. The irony is that the mothers themselves are subject to censure 
and judgment for living in substandard and unsafe quarters when they simply cannot afford to 
move elsewhere. 

I was trying to get a young mom out of an apartment building that was really bad. 
Some of the stuff that was going on like there was drug dealers, when I walk in, I got 
propositioned two or three times going in to the building, if I needed a little something, 
something on the side. They smoked drugs in the hallways. There was a huge fight 
and everything. I’m trying to get her out of the building because of all the stuff that’s 
going on. One day, I just thought and I said well, okay, wait a minute. We’re trying to 
do this but how are you dealing with this on your own? This is really traumatic to you. 
This is something that she says well, I just locked the doors and if somebody’s 
pounding on the door, I don’t go to the door and whatever. I said okay. But if they 
pounded on the door ten times, wake up your daughter and do all this stuff. That’s got 
to play havoc on your head. Then she told me this woman got beat pretty much to 
death in front of her door. The police come and said well, why didn’t you help her? 
She said, I did. I phoned you. I did. She said, I couldn’t go out, physically help her 
because there was three people out there hitting her and I had a child in here. Yeah, 
we talked a lot about that situation and how the policeman was totally wrong to say, 
why didn’t you help her because you did help her. You did the best you possibly could 
is to get somebody there to help, right? [Interview, Edmonton, SP5] 

HVs serving IR mothers described the financial dependence of their clients as a high barrier to 
their leaving abusive relationships. Their daily living needs (food, clothing, housing, medicines, 
etc.) are immediately thrown into jeopardy when they leave. Going to shelter (too often touted 
as a ready-made solution) is not a viable or accessible option, with shelters either jam-packed 
or often perceived as unsupportive to IR, racialized, Indigenous and non-binary 
persons/women. In any case, going to shelter does not solve the financial or housing situation 
— with women often having no place to go if the three weeks in a first-stage shelter are up but 
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there is no place in a second stage shelter (which offer six-month stays while women seek jobs 
and stable housing). Post-shelter ‘critical time interventions’ to enable transition to independent 
living are few and far between (Mishra, 2017b). 

The finances is a huge one. I’ve had a number of women who go back because while 
he puts food on the table and a roof over her head, and there’s studies to back up that 
women who leave abusive relationships are likely to be in poverty and be in poverty 
for a number of years after leaving the relationship. It’s a very valid fear that you’re 
going from a family where you have food and you have a place to live and those 
things to I don’t know how to navigate the social systems in Canada and how am I 
going to pay for my children’s food and clothes and shelter? What am I going to do? 
[Interview, Edmonton, SP8] 

Because most of these women are very dependent. They don’t have financial support, 
they don’t have money. That is another obstacle, if I leave where am I going to stay 
with the children, how am I going to survive. Yeah, we had a woman who had that 
situation as well. She wanted to leave but again she didn’t have the means to rent out 
an apartment and she didn’t want to go to the shelter, sometimes they don’t even 
want to go to the shelter. But again it will be that how am I going to pay rents. Where 
am I going to get the money, that’s another obstacle as well. [Interview, Edmonton, 
SP12] 

Mothers prioritize their children’s needs above their own safety. In that situation the HV can 
engage the mother to consider the impacts of violence on her children and then reflect on her 
overall wellbeing and safety as crucial for that of her children. The HV must first look at 
creating a relationship to understand her practical, social and emotional needs and build trust 
with her. This slow step-wise process requires patience and cultural and linguistic competence. 
It is a stage-wise elicitation of experiences, sharing of knowledge on how abuse demeans and 
devalues its target, while enhancing the client’s awareness of her own strength, resiliency and 
self efficacy. 

Actually, then I’ve noticed, the needs changes when it comes to finances, when it 
comes to stress from their ex-partner or whoever gives the child support or whatnot. 
So mainly finance and then it becomes the stability in their lives. So what is going to 
jeopardize their normal life, it’s going to stress them out. Usually, it’s housing, it’s 
health. It could be the baby’s health and the baby’s development. What I notice is like 
most moms does not want to talk about themselves but it’s about the baby. I make a 
point like whenever I visit, I talk about the mom, and ask them like so how are you 
doing today? What did you do? Did you have a break or did you do anything 
interesting today? Something just to reflect on themselves. [Interview, Edmonton, 
SP6] 

And really, we say that family violence is not okay.… violence is a very negative thing 
for the baby and child growing, developing and brain growth, it stops it. It paralyzes 
growth and you know. You’re not going to get smart or have a good memory. So 
impact, like educating them on that like he has to stop. We have to prevent it, avoid it, 
leave it, and all that. This is just for letting them know that impact of family violence 
and also that there are ways how to leave that relationship. [Interview, Edmonton, 
SP7] 
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With the mom disclosing family violence or something like that, for me, I would identify 
her strengths and her value for her to understand I am important. I have values and to 
step out from that scary place. It’s very important for me. I’m coming from a different 
background and I’ve seen family violence and most of the women that I’ve 
encountered or seen, that’s not how they’re valuing them. They don’t feel that they are 
valuable. They feel like they’re nothing because their partner is telling them, “You’re 
nothing. Without me, you are nothing.” The more the words go into them, they start 
believing that. Putting a value in that person and saying like you are important and 
your thoughts, your feelings are important. It matters to me too. How to help from 
there. [Interview, Edmonton, SP6] 

Before we can even think about talking about child development, we have to build a 
relationship with them and earn their trust so that they can share what they’re really 
needing for support and oftentimes, it’s a matter of basic needs first so making sure 
they have food security and safe housing and just the things that they need so that 
they can let their guard down and be open to learning about child development. 
[Interview, Edmonton, SP19] 

The HV may have to go beyond providing informational and emotional support and 
energetically advocate for clients, such as those in need of housing. 

When Edmonton was booming and the housing was very scarce, we would have to 
help our mothers advocate for housing, a lot of times we would have to go through 
Homeward Trust and Alberta Works and Crisis to get them put up in a hotel. I had one 
mom that lived in a hotel for three months because she couldn’t find affordable 
housing, but once all of her services were put in place, Homeward Trust, and then she 
was given a housing support worker, then things started to move along quickly and 
they were able to help find safe and secure housing for her. I’m proud to say that I 
believe it’s probably the four years, she’s still in the same apartment and 
neighborhood and really liking it. When we say that we let them take the lead, they 
actually will tell us what they need like housing is important right now. I have to be out 
of here in a week, a month, and okay, we need to get on board and start doing 
referrals and we sit and we talk, how to plan with them, this is how we can help and 
we go from there. It’s usually the home visitor that’s taking the lead to do the phone 
calls to a Homeward Trust advocate because things just seem to happen a lot quicker 
on a professional level. [Interview, Edmonton, SP23] 

Health challenges and interactions with healthcare providers 

As mentioned earlier, many HVs described post-partum depression as afflicting their clients. 
This is consistent with the literature, which describes a strong association between post-
partum depression and other health challenges, IR status, lack of access to culturally-
linguistically competent service, stigma of seeking help for mental health conditions, and socio-
eoconomic challenges (Dennis, Merry, & Gagnon, 2017; Foster, 2001; Morrow, Smith, Lai, & 
Jaswal, 2008; J. M. O’Mahony & Donnelly, 2013; Joyce Maureen O’Mahony, Donnelly, Raffin 
Bouchal, & Este, 2013). The vignette below describes the experience of a woman who felt 
subjected to unfair critique and labelling as an inadequate parent amidst her ongoing and 
unrecognized struggles with postpartum depression. Her parenting was viewed and judged 
through a biased deficit lens. 
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One time when I had a baby, and post-partum depression, and then they said you 
have a nice home, but then they said we have to talk to you because we have a 
concern - your kids play outside too much, and are not supervised, I couldn’t really 
talk because I just had a baby and my energy is very low but they came anyway to tell 
me that there are people coming in and out of your house and you’re not taking care 
of your children. [FG, Edmonton, Somali participant] 

Additional reported challenges include substance use (including reliance on alcohol as a 
coping mechanism), FASD affecting children and adults, and PTSD (related to adult and 
intergenerational trauma and reported for teens and adults). Quantitative data was not 
available. The small body of qualitative data from the FGs and interviews is not generalizable. 

A question for future exploration is the role of healthcare providers in the provision of culturally 
safe, sensitive and compassionate support to patients who are living with violence. This area is 
of interest and priority because physicians’ offices are key but underutilized loci for the 
potential screening and detection of violence and provision of suitable advice and care. There 
is no shortage of IPV/FV screening tools that could be used in a clinical environment. Three 
tools that can be used during obstetric visits are RADAR, HITS and AAS, as described in 
Deshpande & Lewis-O’Connor (2013).  

“Pregnancy may present a unique opportunity to identify and screen for patients 
experiencing IPV. It is a longitudinal process involving repeated contact with health 
care providers, offering the unique opportunity to develop trust between the patient 
and members of the health care team…(p142) The steps of RADAR include the 
following: (1) Routinely screen adult patients, (2) Ask direct questions, (3) 
Document your findings, (4) Assess patient safety, and (5) Review options and 
referrals. … During the HITS assessment, a provider asks a patient the following: 
How often does your partner physically Hurt you, Insult or talk down to you, 
Threaten you with harm, and Scream or curse at you? Each category is graded on a 
scale of 1 (never) to 5 (frequently) and a sum of all the categories is generated. A total 
score of 10 is suggestive of IPV… Perhaps one of the most widely used IPV 
screening tools in the pregnant population is the Abuse Assessment Screen (AAS) 
tool (Figure 5). This is a short, five-question screen that involves the following open-
ended questions: Have you ever been emotionally or physically abused by your 
partner or someone important to you? Since I saw you last have you been hit, 
slapped, kicked, or otherwise physically hurt by someone? If YES, by whom? Number 
of times? Nature of injury? Since you have been pregnant, have you been hit, 
slapped, kicked, or otherwise physically hurt by someone? If YES, by whom? Number 
of times? Nature of injury? Within the past year has anyone made you do something 
sexual that you did not want to do? If YES, then who? Are you afraid of your partner 
or anyone else?... For any of the three IPV screening tools (RADAR, HITS, and AAS) 
to be most effective in the clinical setting, they should be used longitudinally during 
obstetric visits (at the first prenatal visit, at least once per trimester, and at the 
postpartum checkups). By developing familiarity with key resources, state IPV 
reporting policies, screening methods, and both direct and indirect signs and 
symptoms of IPV, obstetrician-gynecologists can play a critical role in early prevention 
and reduction of IPV in their patients (p144-145) (ellipses and emphases inserted) 
(Deshpande & Lewis-O’Connor, 2013). 
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The availability of well-designed screening tools is not enough. Tools need to be used in the 
right way and at the right time, which necessitates training. This means acquiring competence 
and comfort not only in the technical aspects of tool use or the interpretation of results but also 
in the creation of rapport and conversational opportunities wherein the screening tool can 
enable candid responses and not false negatives. Rapport and cultural safety are essential to 
broach the difficult and painful topic of abuse and violence with a person who is already in 
significant pain and who must not be re-injured through on-the-nose questioning by an 
authority figure such as a doctor or nurse.  

Overall, one may safely assert that future research, planning and service design should look at 
ways to create bridges between anti-violence and health sectors. The gains therefrom would 
be the erosion of current inter-sectoral barriers, development of forums for knowledge sharing 
and collaborative learning, and most crucially, creation and use of routes of inter-service 
support and referral. For example, anti-violence experts can help to review medical training 
course material on the causes, signs, cycles, and effects of family violence. Conversely, 
doctors and nurses can train home visitors and anti-violence frontline on the physical fallouts of 
violence, e.g. effects of strangulation20 which may leave no marks but may be audible in a 
hoarse voice, among other signs recognizable to the trained observer.21 “Spontaneous 
abortion, fetal injury, and fetal death are associated with trauma to the mother. IPV may cause 
maternal stress and provoke substance abuse, which can cause indirect adverse fetal health 
effects including low birth weight, intrauterine growth restriction, and fetal alcohol syndrome” 
(quoted from Deshpande & Lewis-O’Connor, 2013: 143; see also Burnett et al., 2019). Gentle 
knowledge sharing about such impacts on mother and fetus, baby and child can motivate 
mothers to open up in stages and to be receptive to offers of help.  

 
20 “Choking and strangulation are often thought to be the same, but they are different. Choking is when something 

like a candy gets stuck in your breathing tube (wind pipe). This may stop the air going into your lungs. 
Strangulation (strangling) is when something presses or squeezes on your neck. The squeezing may stop the 
blood supply going to your brain, or it may stop the air going to your lungs. It may make you lose consciousness 
(black out) and stop breathing. Being strangled may cause you serious health problems. It may damage your 
brain causing difficulty with thinking and memory and may cause you to have a stroke. If you are pregnant you are 
at risk of losing your baby” (Government of Prince Edward Island Family Violence Prevention Services, n.d.). 
Further: “Strangulation is an important form of physical violence against women who are in abusive relationships. 
Overall, 27% of this sample experienced non-fatal strangulation, 10% of the abused controls and 45% of the 
attempted, and 43% of the completed homicide cases. Non- fatal strangulation, as opposed to other severe forms 
of physical violence such as striking with fists or another object, frequently leaves little in the way of observable 
injury, yet can result in serious physical and mental health consequences (ellipses inserted)” (Glass et al., 2008: 
5). 
21 Initial signs of strangulation  include “Voice changes (e.g., hoarse, raspy voice, loss of voice);Pain when 

swallowing; Bleeding from mouth/coughing up blood; Abrasions, swelling, redness or bruises on the neck; 
Ligature marks from rope, cord, fabric; Swollen tongue; Difficulty with concentration, attention, coordination, 
memory; Difficulty using words, processing meaning of words; Headache; Light-headedness; Dizziness; Ear 
ringing; Facial/eyelid drooping; Breathing changes (e.g., hyperventilating); Sweating; Visual disturbances; 
Numbness/tingling; Confusion; Mental status changes (e.g., combativeness, agitation); Drowsiness; Cyanosis 
(blue tint to skin due to low oxygen); Petechiae (small red spots) under the eyelids, around eyes/face/beck/scalp; 
Bloody red eyes; Limb jerking; Seizures;  Loss of consciousness; Coma; Miscarriage if pregnant; Involuntary 
urination/defecation; Hormonal problems (e.g., neurogenic diabetes insipidus causing excessive thirst and urine 
production)”  (ABI Research Lab, 2020). 
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A critical area of training is cultural safety. During the Edmonton interviews, Indigenous 
mothers and HVs described their experience of a disturbing lack of respect, understanding and 
cultural safety in interactions with doctors and nurses. One IR mother MP1 indicated that she 
received no prior communication or support from a nurse who reported her situation to CS. 
Thus, when CS followed up, MP1, who lacked stable immigration status at the time , was 
terrified of deportation and other consequences. A participant SP5 described having to 
intercede for an Indigenous client who was humiliated by her doctor for the size of her family. 
The vignette below illustrates the powerlessness of patients to engage service providers and 
challenge their words. It also illustrates the level of bias and assumption that shapes high-
handed insults garbed in medical authority.  

I’ve been in a hospital situation or a clinic situation when that has happened with a 
doctor coming in and being so rude to a woman, an aboriginal woman, who at that 
point in time it was through Health For Two, and she didn’t want to go to the doctor 
and she was pregnant, and I’m going to say again, because off the top of my head, I 
think she had six kids but she might’ve had eight, and was pregnant again. Also, her 
choice. Also, the doctor did not make any inquiries on why she was pregnant again or 
why anything, he just, people like you need to get that clipped. You need to fix this 
situation because you can’t keep just producing these babies and blah, blah, blah.I 
sat there. I have to be honest with you, I was a little bit younger and a little bit floored 
that this was happening. It would never happen now to a client that I brought to the 
doctor, but I was I don’t know, maybe 35 somewhere there, and I couldn’t believe this 
was happening to this woman. When we left the room, she goes, “And that’s why.” I’m 
like, I’m so sorry. I put you through that trauma. I’m so sorry. But you need to go to a 
doctor for your baby’s sake. Then she turns and looks at me, she says, my 
grandmother chewed on a root in the bush and had her baby by herself. Nobody was 
there. I’m like, yes. Our grandmas did that, I said. But a lot of our grandmas never 
returned. A lot of stuff could’ve happened. I mean like a goddamn bear could’ve come 
and ate her back then and we would’ve never knew. We don’t know why she didn’t 
return. She just died in the bush. I said but now, there’s a difference, I said. I am so 
sorry that I didn’t say anything to that doctor, I said, but you know, I will. I will. I have 
to collect my brain and I will on your behalf. I promise you. I will say something, but 
we will find you another doctor. We would get you another doctor so you don’t have to 
go into emergency, I’m going to have this baby and I’ve never seen a doctor. I said, 
that’s wrong. I said you’re getting up there and I said if you’ve had more babies, I said, 
things can be starting to go wrong. I said, there’s so many different things. I went after 
and I noticed as I walked by, the doctor was in his office and I said, I was wondering if 
I could have a minute with you. He was like yup, sure. I’m just about done, blah, blah, 
blah. I said, I felt very ashamed of us today in this building treating that mother the 
way we did. I said because it took everything I had to get her to see a doctor, I said, 
and then you belittled her to no end. He looks at me and he goes, I told her what had 
to be said. I’m like no. You didn’t tell her what had to be said. You didn’t ask her why 
she had so many children. You don’t know if she’s an abused woman and her man 
just takes what he wants. I said you don’t know if this is a religious thing that she can’t 
take birth control. You don’t know anything about her. He just looked at me and he 
goes well, maybe I should’ve just thought it instead of just saying it. I’m like, honestly 
my friend, you could not have come off any more aggressive if you would’ve just 
thought it. I said you know, everybody’s human here. I said, and if you’re going to be a 
maternity doctor, these women are going to cross your path that have many children, 
and are you going to talk to them all like that? Well, does she raise all her kids? I said, 
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a matter of fact, she does. I said, a matter of fact, she has all her children. He’s like, 
none of them were in the system. I said no. That was another assumption of his 
because she was aboriginal. I’m like no, she has all her kids, and he said you’re not 
just saying that? I said no, I’m not. I said my son goes to school with her kids. I said, 
that’s why I convinced her to come here because I said this was a safe place. Yeah. I 
was so mad at him. I don’t know. It must’ve been -- oh, it was a while, and she come 
back because I was there, and he actually stopped her and said, I think I owe you an 
apology. I was a little bit aggressive the day I’ve seen you. I hope you see another 
doctor. I was set straight. I was set straight is what he said and she said, thank you 
and just walked away [Interview, Edmonton, SP5] 

The above vignette speaks to a huge missed opportunity to extend supports to women in 
distressed life situations and/or violent homes and relationships. The published literature 
indicates significant knowledge gaps and need for training amongst medical students and 
service providers (Canada and elsewhere) on (1) causes, signs, patterns, and consequences 
of gender/family violence (2) complex challenges and needs of marginalized and 
disempowered populations (3) concepts and practices of cultural safety (which has emerged 
from the field of transcultural nursing) (Ahmad, Hogg-Johnson, Stewart, & Levinson, 2007; 
Burnett et al., 2019; Carlson, Kamimura, Al-Obaydi, Trinh, & Franchek-Roa, 2017; Cormack et 
al., 2018; Curtis et al., 2019; Gutmanis, Beynon, Tutty, Wathen, & MacMillan, 2007; Jones et 
al., 2019; Knibb-lamouche, 2012; Mørk, Andersen, & Taket, 2014; Ramsden, 2002; Sprague et 
al., 2013; Zink, Regan, Goldenhar, Pabst, & Rinto, 2009).  

We found that both training and professional experience are associated with 
increased feelings of preparedness and self-confidence, promotion of professional 
networks, help with comfort initiating discussions of IPV, decreased anxiety about 
negative consequences of asking, increased comfort with discussions following abuse 
disclosure, practitioners feeling more in control, and decreased effects of practice 
pressures… (p 8 of 11; ellipses inserted) The key factors affecting readiness to 
identify and respond to IPV identified in the literature include: gaps in provider 
knowledge and lack of education regarding IPV; the perception of a lack of patient 
compliance (patient does not disclose); lack of effective interventions; and perceived 
system support, especially time. Other factors include provider self-efficacy, including 
feelings of powerlessness, and loss of control; safety concerns and fear of offending; 
affective barriers (e.g., lack of comfort, interest, and sympathy); poor interviewing or 
communication skills; providers' personal experience with abuse; and their age and 
years in practice… (p 9 of 11; ellipses inserted)(Gutmanis et al., 2007). 

IR mothers 

For IR women, isolation is a key and oft-noted challenge with several mutually compounding 
adverse effects. These include loneliness and its impacts on mental health; inability to form 
supportive connections; lowered confidence; heightened communication barriers and inability 
to acquire comfort or even the basics of English or French; lack of awareness of services, 
supports and legal rights; lack of capacity to navigate new and unfamiliar social landscapes 
and services; and increased dependence on spouses and other extended family in Canada. 
Isolation means that IR women often remain ‘newcomers’ even after years of life in Canada 
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(Dobrowolsky et al., 2018; Mishra, 2017e).22 In this situation, women need culturally safe, 
competent and personalized support, at least in the initial stages, to help them feel supported, 
learn to navigate systems and eventually find their feet. The vignette below illustrates the role 
of the HV as a crucial surrogate for important connections left behind in the process of 
migrating to Canada. The culturally aware HV provides emotional support as well as parenting 
education in the post-natal years, when mothers are at especially high risk of isolation and, as 
noted earlier, abusive control and FV. 

If it is a family that recently migrated within first five years so the need is financial 
need, isolation is huge, emotional support, parenting, adjusting to the new 
environment. So these are all the bigger needs that I see in the family…. Isolation. I 
see that the new moms are really isolated if they’re just in Canada for a couple of 
years isolation is a huge one... Husband is busy working and husbands usually back 
home, male figures, husbands, brothers and father they don’t get involved into those 
pre natal experiences. They think it’s an all woman job, right, so if your husband is not 
even aware and he’s not even equipped how to take care of your wife and in these 
kind of situation so he’s not part of that phase that you’re going through a woman is all 
by herself. If there’s a language barrier then that creates more fear, you don’t know 
your neighbors, and then the boundary, the space you have to consider when you live 
in Canada you cannot just knock at the neighbor’s door and say I need some help. 
People just don’t do that. But back home we do that. Even if you don’t know your 
neighbor and they just moved you can knock at their door and go and visit them and 
ask for help. But here this is not the norm…When a home visitor or prenatal worker 
goes into the home and talk about what is going on in your life and they also talk 
about the traditions and values they used to do back home, there’s an automatic 
connection. The food we used to serve to the women who give birth there’s an 
automatic connection. The food, the rituals, the taking care of yourself and then how 
to wrap the baby, how to feed the baby and talking about the birth experiences back 
home it has built the connection right away of course, it does help. …Yes, for example 
you know when there’s a woman is pregnant it’s a celebration, the whole community, 
the whole family celebrates the birth of a child. If you hear that ten blocks down the 
house there’s a woman who gave birth they bring sweets and they bring flowers and 
fruits and food and they’re always there with that woman to give her company. So 

 
22 “(Im)migrant women face many challenges. Modern immigration policies favour those with money, high skills, 
official language capacity, and advanced education. Due to gender inequalities worldwide, women face many 
challenges to meeting these criteria. Income disparities mean women tend to have less money than men. Valued 
skills are highly gendered and racialized, and much of the work women do is not considered “high-skill”. 
Educational opportunities are not equal and girls and women face large barriers, especially at higher levels. 
Further, women are often responsible for dependents, which makes acquiring higher education, marketable skills, 
and work experience very difficult. Women who enter Canada under the “family class” stream are dependent on 
their spouses to maintain immigration status. If physically or psychologically abused they may hesitate to leave, 
seek assistance, or report to authorities for fear of jeopardizing their status. Women sponsored by family 
members may also have restricted access to social programs including social assistance and housing. They have 
little familial support in Canada, as it is difficult to sponsor extended family members, and they often still support 
family members back in their countries of origin, both financially and emotionally. Those working as live-in 
nannies must leave their children behind, in the care of others in their countries of origin. (Im)migrant women 
frequently experience unfair treatment in the workplace. Sexism and racism can force those with professional 
qualifications to “deskill” to find employment. Women in temporary work programs often face low wages, poor 
conditions, and sexual and racial harassment. Many work long hours without overtime pay, lack access to health 
care, and either have difficulty accessing or do not qualify for settlement services”(Dobrowolsky et al., 2018: 1-2). 
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these are the things that she misses. Isolation is huge one. So gathering. When I 
started in this HV work, we used to look in the computer and then find out how can we 
make traditional food and where can we buy those traditional items and all those kind 
of sweets and all that. So we used to look into that and try to make those items in the 
home and help them make that they feel like they’re in the home country. And 
obviously they miss their family, they miss their mom, they miss their siblings and all 
that. So it’s a blessing a home visitor can provide during that phase. [Interview, 
Edmonton, SP4] 

Isolation may be the outcome of abusive control, which means the experience of violence that 
is physical, psychological, emotional, spiritual, and financial. It also involves physical 
confinement, isolation and surveillance by various means. The various forms of abuse reported 
by HVs and mothers are interrelated. To illustrate: financial abuse alone takes many forms and 
has multiple consequences. For instance, the abuser may seize the spouse’s immigration 
papers, work permits, and health cards and thus prevent the spouse from accessing services 
and the job market. Abusers may control access to bank accounts, and if they allow the 
spouse to work, they may force her to surrender her pay and/or to deposit all pay into a joint 
account that is monitored and controlled by the abuser. They may deny the spouse access to 
continued education including language or computer literacy classes, etc. Controlling access to 
phones and internet is also a means of control at several levels. The net effect is deepened 
isolation and dependence, with severe emotional and physical fallouts as well. For example, 
withholding a woman’s passport and other documents and/or controlling her access to funds or 
phone/internet will stop her from traveling to her home country and back and will keep her 
isolated from her family, which has adverse emotional effects. The abusive partner constantly 
reinforces in the target a sense of inferiority and dependence, while controlling various aspects 
of her life and that of their children. Such control may be a continuation of power inequalities 
existing prior to immigration; in a new, unknown and isolated context, such inequality and 
abuse tend to deepen.  

And language barrier if they’re new to the country, they don’t know how to take the 
bus. The other thing is like feel the culture, they don’t know their rights. If they’re in a 
relationship that’s controlled so the partner’s feeding their negativity so they have 
those fear of where do I go? If I go out, is bad things going to happen to me? The 
cultural difference and most of the families don’t know their rights. The only right they 
know is what the partner told them. [Interview, Edmonton, SP27] 

Yes, but another is financial control too because due to the financial control, they 
don’t have the bus, they can’t get the cab or all the things. Another is the weather. 
Weather is the biggest, like the main thing during the winter time, if they are immigrant 
and they came from the warm country, then it’s really, really tough and they are so 
scared just to go out. That’s one of the isolation piece. [Interview, Edmonton, SP28] 

Participant 1: Cultural background too. We have had few of women who would be 
coming from such a background that they were not allowed to go out on their own and 
they have constant fear if I’m going out, what are the risks involved. They can’t even 
trust again with the language barriers if they’re on the transit, if someone’s showing 
me the right way, where am I going? Is there someone following me? Is there 
something like so many -- Fears in their mind. It is for these kind of few women, it 
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takes a big step to come out of their house and go out with the community. [FG, 
Calgary]  

Participant 2: That’s a really good one because I’m reminded of one of my experience. 
This lady was highly educated from back home. Then still, she would not go out and 
having a very small baby like newborn. She would not go out because she was really 
much fearful that if I will take my cell or anything, somebody will come and snatch my 
cellphone. That’s what she had experienced back home. She was so careful. Then 
when I went and then we started going okay, let’s go out. We both will go out for a 
walk and then that’s how she got, oh, it’s very different here. Those are the things 
they have experience with that. [FG, Calgary]  

It’s something that had happened even back home. So when they come here then the 
men pretend to know the system better than their wives. In most cases men present 
that they know more better, they know better the Canadian system than their wives. 
And so they will use that to emotionally abuse them financially by taking over 
everything, okay, opening the accounts and maybe the women won’t know exactly so 
how many accounts the man have as she doesn’t have any access to one of these 
accounts. The women don’t know how to use the bank cards because the men will tell 
them it’s very complicated, you know, I can do it for you. It’s things like a bank card. 
Yeah, that needs a code and all that blah, blah, blah, the women will be really afraid 
that they will not be able to use that and they wait for their husband and the husband 
will be controlling all those things. [Interview, Edmonton, SP12] 

The vignettes below illustrate the exercise of despotic control over women, including close 
surveillance of their conversations with HVs. As will be discussed, this sort of control of HV-
woman interactions poses a safety challenge to both HV and the mother and requires careful 
management by the HV. 

I noticed a lot of signs with one of my moms but she refused to talk about it. She was 
afraid. I could pick up on her language of sitting there and baby eating for the first time 
and baby was messy and he tabletop was really messy and the dad came in and he 
got really angry so that was one of the things that I had picked up on. Another thing 
that I noticed, I would walk into the house and baby would be crawling and everything 
was perfectly clean, it had to be just the way he wanted it. She had to cook the meals, 
we had to structure our conversation around where I wasn’t probing her because he 
was sitting in the bedroom listening to everything I said. It was like I was walking on 
egg shells every time because as soon as I asked a question that wasn’t appropriate, 
he would come out and take control of the home visit. If I would talk about how they 
are doing financially or what is she doing to take care of herself or are we looking 
forward to her getting her citizenship and just anything to do with that. It took a lot of 
time before she trusted me and a lot of me telling her I’m here for you. When you’re 
ready, I’m here for you. I think I was in the home for probably about six months initially 
and then things started coming crashing down where he was injured with a head 
injury so he was away a lot of times when I would go to visit, he would be at medical 
appointments. Then we could do things like laugh and I could tease her and get her to 
laugh and then we could talk about how is it to be in Canada with no support? It must 
be very lonely. Do you ever contact your family back home? And just building that 
relationship, showing her how to play with her baby and have fun and it’s okay to be 
messy. Then they got evicted from that place and they went to another place which 
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wasn’t very good at all and finances were -- no, they went to hotels and then leaving 
without him paying. In the meantime, her and I talking about renewing her permanent 
resident card because it had expired, but all of her documentation would go missing 
from months at a time, and he would have them locked away and he would say, 
they’re in the store.] I don’t know where they are and I can’t get the men to -- she 
never had her documentation for us to proceed with that. Then when she would get 
them back, she would only have them for a certain amount of time to be able to do her 
income taxes say, or to do what was needed immediately, and then they would be 
gone again. [Interview, Edmonton, SP23] 

Extended family and community members play a role in such violence towards isolated IR 
women. Multiple prior explorations have identified their role in maintaining collectivist control 
on women and ensuring that they remain within the boundaries of domestic-social ‘propriety’ 
e.g. by remaining within abusive marriages, not breaching silence by complaining to 
authorities, withdrawing charges and recanting testimonies etc. A 2016 SWC-funded 
assessment by the author of this report covered these aspects in depth and summarizes 
several related studies conducted in Canada and elsewhere (Mishra, 2016). The interviews 
during this assessment confirmed those earlier findings.  

Even if we’re looking at the family violence families, then we’re finding isolation, we 
are seeing control. You can’t have a computer, you can’t have a telephone, my 
mother will watch you, my sister will watch you, I will watch you. You just have to stay 
there … I had to go through the sister-in-law or the husband to get a home visit 
because she’s not allowed to phone. [Interview, Edmonton, SP26] 

Or sometimes, they put camera in the house when we are there and just to see what 
information you feed into the wife and if they don’t like it then -- [Interview, Edmonton, 
SP27] 

But the mother-in-law always has to sit in or the sister-in-law always has to sit in in the 
visit to see what you’re saying. [Interview, Edmonton, SP26] 

Survivor MP1 provided a detailed and intensely poignant account of her experience as a 
mother in migrant precarity living with an abusive spouse who refused to sponsor her 
immigration. Her exit from the relationship was long, complicated and marked by tremendous 
post-separation emotional violence from her former partner and his mother. Indeed, her 
journey out of the relationship began when a nurse examining her at a clinic suspected that 
she was suffering violence and reported it to CS. Since MP1 had an infant daughter, the 
reporting was mandatory; the unfortunate part was that the nurse did not inform MP1, who was 
understandably terrified when CS came calling. Thus, MP1’s access to support began with CS 
looking into the family situation. CS put her in touch with an agency that provides “collaborative 
service delivery” i.e. support to mothers and children in families where CS has become 
involved. Subsequently, MP1 exited the abusive relationship and, during the process and after, 
received assistance from two other HV agencies, both of which provided her with culturally 
tailored support with her immigration process, legal procedures around child custody, and 
access to housing and income support. At the time of the conversation, she was still being 
harassed by her ex-spouse and his family, with one tactic being to repeatedly level malicious 
allegations of child abuse against her. 
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With the Children Services before -- sorry. With the Children Services before, 
because we have a problem with budgeting, some sort of financial problem, so the 
Children Services gave us to [AGENCY 1, collaborative service delivery partner of 
CS] who tried to help us with budgeting, some second-hand clothes, some resources 
for food bank, and then whatever things that we need, but my ex-husband don’t want 
to deal with this stuff because he don’t want to get help but after that, we separated. 
AGENCY 1 give me some milk, help me from food bank, get me some cheaper meat, 
vegetables, some clothes, and they also had a program that I can attend to support 
me and my daughter for being a well mom and bonding for a kid and then sometimes, 
they brought a gift for us. Sometimes, they give -- what do you call this? A bus pass, a 
bus ticket, and then sometimes, they give us an information sheet, how do you 
interact with your kids, those stuff, very helpful. It’s very helpful especially if you’re a 
new mom. Also AGENCY 2 [HV service], they’re very helpful about the new born, 
whatever you need, you can share to them, and if you’re really a new mom, it’s very 
helpful that you have that kind of support especially when you’re struggling with the -- 
when there’s a dispute in the family. It might be a good help so hopefully, some other 
-- yeah, and emotionally support, it’s very, very helpful for me that time… Because 
before, I was so scared. I always cry. I don’t know what is happening because when 
we get married, I need a sponsorship, and he didn’t sponsor me. That time, I don’t 
know where to go. I don’t know if they’re going to keep me, I don’t know if they’re 
going to sponsor me. I’m afraid that they’re going to take away my daughter, I’m afraid 
if I’m going to stay in Canada or what will happen to me if I ran out my immigration. I 
share it to them all my problem and then they told me that you don’t need to worry. 
We will try to figure out those immigration even though they have a limited access on 
that information, they still try to help me. Those time that I don’t have -- we separated, 
they find me a place, a safe place for us, they gave us some clothes, they helped me 
for food bank, some formula for my daughter. Even though they have limited 
resources, they try to help me the best they can and it’s very helpful those times that I 
really need emotional support. [Interview, Edmonton, MP1] 

With IR women and their families, safe and confidential interpretation is crucial. It should be 
noted here that language interpretation means a sensitivity to subtext, nonverbals, cultural 
idiom, dialect variations etc. In other words, language interpretation in the context of supporting 
in cases of IR family violence involves deciphering layers of meaning, which means delving 
under the superficial dictionary translation of words and phrases. Normally a language 
interpreter is required to simply translate with no additional input of meaning or specificity. 
However, this is not enough in all cases. The vignettes below illustrate that the interpretation of 
cultural context and nuance as expressed via language goes beyond word substitution and 
has real legal and procedural implications. Appropriate and sensitive interpretation can prevent 
investigations of violence and charges being laid where they are not deserved. It can prevent 
hurt to innocent families and prevent the misdirection of resources and efforts by service 
agencies. It is essential to prevent misunderstandings that can lead to CS involvement even in 
the absence of actual violence. 

Participant1: Because this girl was being interviewed by the Children Services and 
yes, so this girl was asked, does your father beat your mom? Something like that. 
This girl, five-year-old, she said that every night. Every night, my father beat my 
mom... Later on, when they started coming for counseling, after exploring, I got to 
know that the father said, we always play some game, board games, and then beating 
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means I won the game. I always say, “See, I beat your mom.” The beating word was 
misread. Then we have a joint session and I brought up this thing to the CS case 
worker, and then she said that I had no idea. I had no idea. This was a simple word, 
how that was taken by the case worker and what was the actual meaning. A lot of 
things like with the language, the expressions could be very different. Some people 
are very loud. That is their culture. As a home visitor, we need to understand that 
okay, what culture and then what is the meaning, what is the purpose? Actually, what 
is the intention? Maybe the intention might not be something bad. Those are very 
important things which we all need to understand. [FG Calgary] 

Appropriate interpretation is crucial for (i) screening for violence and sharing information about 
the rationales of such screening (ii) discussions of the volatile topic of mandatory reporting to 
CS (iii) attempts to allay concerns about CS and the process and consequences of a report. 
One must keep in mind that words like ‘violence’ ‘abuse’ ‘assault’ need careful and precise 
rendering in diverse languages. The vignette below illustrates that interpretation must be 
accurate but also sensitive and diplomatic enough to enable a frank and effective 
communication between CS and families being investigated by CS. 

What it means is, yes, we do speak the language and that’s one way but also we 
have to be able to help with making sure that the family understand it in a cultural way 
where they’re at. We meet them where they’re at and what it means is being from that 
culture you try to explain it in a way that they can understand even though we may all 
speak English but in a way some of their roles and some of their issues that has come 
out. Like for example when you use the word abuse that’s very, very harsh for many 
of the immigrants because that’s not the language we use. Therefore we’d actually 
explain what they mean by that and really interpret it in their own cultural 
understanding. So really we’re there to interpret the culture and we’re there to be in 
the middle space. So we use a lot of that middle space to bring in both sides to try to 
understand what the other sides are saying and the same talking with the mainstream 
as well. We would explain where they’re at and what they mean by what they’re 
saying. I suppose to them having that difficulty communicating, so we pretty much are 
taught how to do and sit in the middle space. [Interview, Edmonton, SP9] 

The vignette below illustrates how a service provider needed to rely on computer assisted 
language tools and hand gestures to get her meaning across to a Cambodian woman being 
screened using the AHVNA Family Violence Protocol. The lack of a common language made it 
a challenge to implement the screen and to explain the meaning and process of mandatory 
reporting. The person being screened was unfamiliar with and scared of the notion of child 
protective services.  

The one time I did need an interpreter was actually during doing the Family Violence 
Protocol with a lady who was from Cambodia. The language, we had a hard time with 
language. We did a lot of Googling and hand actions. She had never heard of Child 
and Family Services before. She said in her culture, and she explained her -- we 
talked a lot around culture so that we can kind of understand each other. The idea 
was very scary to her even though it’s there to support, but they also have this power, 
and because of where she had come from, she couldn’t understand it very well. I just 
wouldn’t tell you anything. Why would people tell you things if you could take my 
baby, for example, which is not of course how I try to say it to her but it was very 
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difficult with that communication piece and because in her country, there was nothing 
similar to … Yeah, with understanding and learning and how to be -- words she’s 
never heard, we’re Googling them and trying to translate and they’re not translating it. 
We did phone Multicultural Health Brokers and we phoned everyone possible to try 
and get a translator especially for that piece and there was nobody who spoke her 
language. [Interview, Edmonton, SP21] 

A conversation with a cultural broker highlighted that language and culture make it a steep 
challenge for women to disclose or discuss sexual violence. The topic is always uncomfortable 
and hard to broach in any language. But there are additional challenges for this discussion with 
IR women. The notion of marital sexual assault may seem like an oxymoron in some contexts. 
Women may be deeply reluctant to disrupt their family relationships, which also involves the 
remittance of financial support by their spouse to family in the country of origin. In the absence 
of a culturally safe, aware and competent interpreter, women may well find it impossible to 
speak of a painful and fraught topic, especially one whose disclosure can upend their lives and 
disrupt their social ties. 

SP12: Yeah, for example a woman who doesn’t want to report the abuse even though 
it is happening but the woman still doesn’t want to talk about – report about it or even 
report about sexual abuse for example between husband and wife. Yeah, the woman 
would be uncomfortable to talk about those things. So culturally speaking if the 
woman doesn’t want to report the husband abuse it could be many reasons. … He is 
supporting the family back home, you know, he is supporting family back home and 
how people will see, how people will interpret, how people will judge me. How they will 
see me as a human, why am I going to put him in trouble. And I’m in a country where I 
can get support from the government why do I have to do this. I’m going to be seen as 
an evil person, as a bad person, I don’t want that. So I give him chance to leave 
because of the pressure from the community how people will see me doing this to my 
husband, the man really who brought me here is my husband. They still got respect 
attached to all the things even though there’s some abuse part of it as well. I don’t 
want to see him in jail, yeah, the children to understand that dad was going to jail, 
back home. So those will be some reason of the women don’t want to report. And 
other things when it’s a sexual… it’s very taboo, it is very taboo because first of all it’s 
like the women will tell you. It’s the context that how that how the women were born 
to. I would take them because I’m a woman and in area you could interpret that I’m 
servant, I have to be ready for my husband. But now I’m getting uncomfortable, I’m 
getting uncomfortable, I’m in a situation where I cannot even explain to her husband 
what she is really feeling as a body but still accepting that relation to happen, that 
intercourse to happen even though she’s not comfortable. She can’t even explain that 
to the partner. And so no to an outsider. Yeah, and will be emotional if you keep 
asking those things, so what you don’t like, it’s very sensitive topic.  

Interviewer: And you talk to the woman about these things that they find very difficult 
of course to speak to strangers? 

SP12: To speak to stranger, even among themselves they don’t talk about it.  

SP12: So this is that interpretation that people don’t get. 
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SP12: That’s the interpretation that people don’t get. The person will shut 
down, will completely shut down. … It’s a huge, it’s very huge. That the only thing will 
stop the woman keep coming to see a counselor. 

Interviewer: And I understand this because when we were trying to come up with 
tools for things like sexual assault, does your husband force you to have sex, they 
might not even know how to answer that question.  

SP12: Yeah, because they think that, no, what do you mean by that. …What 
does it mean, I’m married to him, I belong to this man…This is my duty. Yeah. 
[Interview, Edmonton, SP12] 

Indigenous mothers 

Conversations with Indigenous mothers and agencies serving Indigenous clients highlighted, 
(as in numerous other studies) the prevalence of family violence; historical and 
intergenerational trauma; adverse experiences of racism, discrimination and stereotyping in 
interactions with healthcare, school systems and other providers; fallouts of involvement with 
the justice system and CS; adversity experienced by women and their children in relocating 
from rural to urban areas in search of economic opportunity or safety from violence; and the 
particular difficulties experienced by teen Indigenous parents coping with the aforementioned 
challenges.23 An Indigenous mother felt that Indigenous women are penalized instead of 
supported; that the systems in place are poised to judge and punish them instead of offering 
help when needed. Their mothering capacity is seen as compromised and they are under 
constant watch and suspicion, infantilized, monitored, chided and interrogated. 

I would have to say what I expected was them to be more understanding and helpful 
instead of trying to put you in the situation where you were the one to blame for the 
situation. I don't know if I have to explain the situation or not. It was after being out of 
jail and getting my son back. Yeah, because I was incarcerated and I lost my home, 
my job and my kids. Then coming out and the social workers came to the home, they 
did -- and I was on house arrest. My needs weren't being met because they assumed 
that I was the same person as going in. So they’ve made me -- Yeah, they were 
judging me, I guess because you know how they say that once you're incarcerated, 
you come out and you're rehabilitated, whatever rehabilitation means. You're coming 
back out to society. Then all of a sudden, they're there watching your every freaking 
move. And they're trying to tell you how to be a mother to your children after taking 
them. So it's like, “Okay, whoa.” So they come -- they're uninvited to begin with 
because I didn't want them to be there. But then they have to be there because it was 
part of the conditions. And they tried to make it sound like I was continually using 
drugs and alcohol in front of my children and I was doing this and I was doing that. 

 
23 In describing these challenges, the author is aware that it is perfectly easy to turn this exploration into an 

exercise that homogenises Indigenous communities and/or labels them in the name of research. The author will 
do her best to take an antiracist and culturally safe approach to explore these complex issues. This analysis will 
be subject to review and feedback by Indigenous stakeholders to ensure that the writing respects the voice and 
experiences of the participants and that descriptions and perspectives here are faithful and respectful to what was 
shared in conversation. 
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And I was like, “No.” They did random drug and alcohol tests that even proved that I 
wasn't. But yet they kept on making it sound like I wasn't capable of providing for my 
children. So my needs were that they -- I just needed them to understand that I pretty 
much worked hard to get back out of jail and to get my home, my job and my kid back 
and that they could have helped in a better way of supporting me. You know what I 
mean? Like instead of -- Like making it easier, whether that’d be transportation, 
helping childcare needs. It just seemed like a struggle. It just made me feel like I've 
just wanted to go back to jail because it was so hard. You know what I mean? They 
make it so hard that you can't accomplish what you need to do because there's all 
these barriers that you have to do like, “You have to do this. You have to do that. You 
have to get one step to one step to one step.” You know what I mean? But at the 
same time, I'm saying, “Okay, I gave birth to this child. I'm a mother. And I already 
know how to mother. So who are you to tell me how to mother?” So that wasn't my 
need. …Yeah. I already knew how to do it because I had children already. So I was 
just -- it was just like they were waiting for you to screw up. And they were going to do 
everything in their power to make that happen. So I don't know what my needs 
would’ve been. It's just more supportive instead of being so discriminatory against me 
in my home basically or how I ran my home, whatever… Or also, even if they had 
said, “Good job. You're doing good blah, blah, blah, blah. Oh, things are looking 
good,” or something like that. Instead of coming in here, “Oh, what's this? What's 
that? Dah, dah, dah, dah. Did you go to this appointment? Did you do this?” Treating 
you like a child. It’s just like, “Wow.”  [FG, Edmonton, Indigenous mothers 2]  

One mother said that she felt trapped in her shelter and wanted to leave but then felt 
threatened when some staff said they would notify CS if she left the shelter. She felt judged 
and unsafe and wished the shelter staff had given her options instead of threats. 

When baby was 1 year old, I left home because of domestic violence. I went to a 
women’s shelter because of the situation. Shelter made me feel trapped. Shelter said 
they would call child and family services because I was going back to a dangerous 
situation (family violence). I decided to leave the next day and told the staff what I was 
told, they said they would not call child family services. The staff had different 
opinions, so I left before they changed their mind. If she gave me more time and 
options rather than threatening me, it would have been better. Shelter made me feel 
like they were judging me rather than safe. [FG, Edmonton, Indigenous Mothers 1] 

An Indigenous service provider agreed that Indigenous mothers feel disempowered, judged, 
watched but unsupported.  

So then we have the moms where sometimes will just give up because they’re feeling 
how do you feel you feel conquered, you feel overpowered. You’re like it doesn’t 
matter what you say or what you do as a parent you’re not going to get anywhere. 
They have the control, they have the power over you right down to the school board 
because they’re telling you that you don’t know. The mom’s been sick all week, 
maybe the mom is actually enduring family violence, the children have been sick so 
when children got sick well that caused the other two to get sick, now you got three 
sick kids, house is chaotic, boyfriend or maybe even girlfriend is coming in and out 
and causing more chaos, more chaos happening. So that’s my point, why isn’t the 
worker or the person like a wraparound team come say what do you need, what’s 
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going on. you know, there are so many ways that we can ask a woman are you okay, 
and she can be able to say no, I’m not.  [Interview, Edmonton, SP10] 

Indigenous mothers described their concerns of feeling ‘judged’ about their homes and were 
emphatic that the visitor should demonstrate respect and courtesy, call ahead and book 
appointments, take their shoes off (they were not specific about whether this visitor is a home 
visitor, or a nurse, or someone with a CS team). Visitors should respect the space they enter, 
e.g. not leave used dishes lying around. They should not make mothers feel micromanaged, 
should gently ask her if or when she is nervous, and make sure to have private conversations.  

o If workers just show up and if your home is unclean you get judged. I feel that a 
Call and book an appointment is respectful and shows respect to my time as 
well as theirs.  

o Don’t judge my home. If its organized to my standards why can’t they support 
that? 

o Stop making my schedules for my children’s schedule to my sleep schedule, 
right down to what clothes my children have to where.  

o Don’t ‘assume the worst when I am nervous around the Worker (ask and clarify 
what is wrong)  

o Ask to speak privately 
o Ask with respect not like my boss in my home. 
o Take your shoes off in my home. 
o Just cause you have a degree don’t compare our my equality.  
o Put your dishes in the sink. [FG, Edmonton, Indigenous Mothers 3] 

There was a general agreement that HV services are viewed with suspicion because of the 
dimension of mandatory reporting to CS. Participants indicated that the fear and suspicion of 
CS (indeed all systems) are directly connected to historical trauma and the memory of 
residential schools and waves of child apprehensions in the 1950s-80s (The ‘Sixties Scoop’).  

Some people are -- in some context, where people are worried about systems people 
are being reported or children services involvement, yeah, some people definitely -- 
I’ve known many who just don’t like any systems people coming in to their house. 
Then just historically too, I know people don’t even have any issues per se but it’s just 
like the historical trauma and with some Indigenous people, I know they just are 
apprehensive and skeptical of all systems, right? [Interview, Edmonton, MP2] 

My fear is they take control of your life when you experience family violence. Every 
time I saw a white person coming to the house, I would hide fearing that they would 
take me away and not knowing the circumstances of why everything is happening. 
[FG, Edmonton, Indigenous Mothers 1] 

The collective aspects of trauma in Indigenous families impacts CS measures to protect 
children in need of care by placing them with extended family, a model called kinship care. In 
Alberta, children are temporarily placed with extended family for their safety; this is regarded 
as enabling better outcomes than placing the child in general foster care.24 The challenge is 

 
24 “A kinship home is a temporary placement for a child who cannot remain with his or her own family due to 
safety reasons. A kinship caregiver is an extended family member of a child, or a person who has a significant 
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that there is often a ‘ripple effect’ (SP14) of trauma across Indigenous families. It must be 
asked here if models of kinship care are implemented with a consideration that families are not 
hermetically bounded nuclear units, that historical harms to Indigenous communities have left 
no family and no person untouched.  

Well, we do have kinship care as part of our programming here at [AGENCY], and we 
also have foster parents here. I think from my experience, oftentimes it’s difficult to 
find a healthy family to take the child because if the sister also experienced the same 
traumas or similar traumas and a lot of times, it’s throughout the entire family, aunties 
and uncles and cousins, and so it’s very difficult to find somebody healthy. Of course, 
we want kids to stay with their family because that’s who they know and that’s who 
they love and that’s who they trust. Sometimes, it’s a challenge to get that kinship 
family ready to support the child to give this parent a chance to deal with what they 
need to deal with and hopefully, get the child back into that family’s care as soon as 
possible. [Interview, Edmonton, SP20] 

A team lead at an agency serving teen parents described the impacts of historical trauma on 
teenagers, who are impacted as much as older adults. 

A lot of our participants, a lot of our participants come to us and they already have 
Children’s Services involvement. … in particular for our Indigenous participants 
because someone in their family has faced addictions, someone in their family has 
faced trauma and it has definitely a ripple effect…. When I hear the stories of our 
participants even if there was just one uncle who really displayed a lack of coping 
skills due to trauma … those trauma responses from that uncle would have an effect 
on the participant that I’m sitting with. And the chances of it being one uncle having 
the effects of the trauma and affecting one participant are slim because if that uncle is 
struggling chances are the rest of his siblings would have also experienced some 
form of trauma… So if I’m thinking about a particular young woman who’s come 
through the door and she talks about her family of origin meaning her parents and/or 
siblings, especially with Indigenous youth there is often a lot of trauma there because 
of historical trauma, generational trauma, perhaps her parents didn’t have a good 
upbringing because their parents were raised in residential schools. So they didn’t 
have that parental role model or their parental role model had so much trauma that 
they had to work through that they weren’t – they didn’t have the mental space to be a 
parent. And then I think that also kind of blossoms out to their community if their 
community is struggling then they’ll see the struggles of their community, all of which 
is going to contribute to their trauma or with their immediate family and their 
community and families of origin for Indigenous families are large. Then oftentimes 
aunties, and uncles and grandparents are all considered part of the family of origin. 
[Interview, Edmonton, SP14] 

Indigenous serving HV providers voiced the opinion that CS rarely have a conversation with 
parents or kinfolk (of the child being placed in kinship care) about their childhood traumas, 
trying to understand where they came from. Some thought that this was because of heavy 
case loads and a focus on getting children to safety as their first priority. However, time 

 
relationship with the child or is a member of the child’s cultural community” (Government of Alberta Children’s 
Services, 2017:10). 
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crunches notwithstanding, not collecting information on family history might lead to potentially 
risky placements in kinship care. In addition, participants saw challenges with the SOS 
framework, with its emphasis on parents-as-experts. On the one hand, the new privileging of 
parental wisdom is an improvement on the previous command-mode engagement of parents 
by CS. On the other hand, unfortunately, the tenet of parent expertise might be too rosy and 
not always helpful, e.g. a parent may feel adrift and actually hope for some help and guidance 
on how to repair her family and get her children back into the home. 

Yeah. My perception is that their immediate concern is getting that child to safety. 
That’s what their concern is. The parent is left to figure out what they need to do to 
figure out their own situation. My perception is that their immediate concern is getting 
that child to safety. That’s what their concern is. The parent is left to figure out what 
they need to do to figure out their own situation. I understand that before, they used to 
give them specific goals that they needed to achieve in order to get their child back 
and that was communicated to the department that that was ineffective. How can 
anybody work towards a goal that’s been placed on them? Nobody wants to do things 
unless they have a desire to do it, and in this case, they were doing it only to get their 
children back. Now, Children Services have kind of a new way of dealing with things 
where they say, they want the parent to tell them what they need to do. But all the 
parent is left with is I don’t know what to do, which obviously, if they knew what to do, 
they wouldn’t be in the position that they’re in. That’s frustrating as a family visitor to 
try to support a parent in that situation because Children Services isn’t telling them 
what to do which in the large scheme of things, that makes sense. But when you 
come down to it, you’re leaving these parents wondering well, you took my child and 
you said that they weren’t safe and that I need to figure out what to do. Like I said, if 
they knew what to do, they would’ve been doing it. [Interview, Edmonton, SP20] 

Support must be at the level of families, and not individuals. The reasons cited are that 
community, bonding and relationships are significant and should not be displaced by 
individualistic modes of thinking and doing. In addition, the collective aspects of the trauma 
endured by Indigenous communities requires proportionally designed supports that take a 
collective, culturally appropriate, family-oriented approach. SP10 urged that comprehensive 
wraparound solutions should be implemented to keep children in the home, reach out to and 
support fathers, and develop additional stabilizing measures through Indigenous elders. 

Why are we not walking in and helping that whole family not just even the mom or the 
dad. Help the whole family. Why can’t we go in, we used to do that on reserve when I 
was a youth worker my mom was part of that team and we had our own wraparound, I 
was the one who worked with the youth and she worked with the moms. But we made 
sure those kids were not being taken out of the home. We would even get resources 
for the father or their partner and we’d say here, reach out to these contacts, reach 
out to this, go get yourself to elders because part of that culture when we get help we 
want to seek out cultural pieces. But some families, not all of them, some of them just 
because you’re Indigenous doesn’t mean you follow the culture, right, but it’s also 
having them giving them choices and having that opportunity. [Interview, Edmonton, 
SP10] 

Should have (Wrap around) Team helping all of the family members not just one or 
other. [FG, Edmonton, Indigenous mothers 3] 
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We tend to have a bigger Indigenous population throughout the city because we offer 
supports here that are catered especially, like we have access to sweats and 
transportation and elders and a lot of things that offer healing and with the amount of 
trauma that we have with our Indigenous populations and our moms especially, I find 
that are looking to change the way they parent their children that seemed to be ready 
to stop that cycle. We have that available to help them. [Interview, Edmonton, SP16] 

An HV in Edmonton described her engagement of a client who had been in foster and group 
care, with FASD, coping with addictions and trauma and in a relationship that was marked by 
her partner’s violence and substance use. The client wanted a continuing relationship with her 
partner despite the possibility that it could lead to her child being apprehended. The HV 
described her efforts to engage the client, listen to her with empathy, and share information 
about her apparent normalization of abuse (while always being careful not to antagonize her 
and cause her to drop out of the program). The vignette also speaks to the weaknesses of the 
the ‘split-them-up-and-all-will-be-well’ approach; one being women might resent and rebel 
against being instructed/commanded to leave their intimate partners. Normalization of violence 
is associated with traumatic bonding, i.e., a strong emotional attachment between abuser and 
the target. This bonding is formed as a result of the cycle of violence, which is marked by the 
cyclical and alternating use of reward and punishment by the abuser on the abused partner  
(D. Dutton & Painter, 1981). This topic is discussed again in the section on Unpacking and de-
normalization of violence. 

A number of women within our program are Indigenous. I think what I’ve found for 
some, and I’ve mentioned this in other groups as well, but their own parents may have 
been affected by that systemic trauma and the things that have been happening over 
generations so their understanding of parenting and of healthy relationships may not 
be the same as mine. Having those discussions with them around our experiences, 
and really trying to come with the sense of this is information for you, and this is why I 
feel it’s important, but knowing in the end they’re going to have to make their own 
choices around parenting. I find for our program, if it gets useful, just to be able to 
help -- my work is really breaking that cycle in her family. It’s been difficult with 
addictions and trauma historically in her family and that’s something that she’s 
changing and so being able to bring that information so that when her son grows up, 
hopefully he can have a healthy relationship as well… With one of my Indigenous 
mothers, when she describes her -- she grew up in foster care much of her life and 
group care. Her relationship with her mother is very back and forth. From what I’ve 
learned from her, I don’t believe she’s ever had what would be termed a healthy 
relationship with people. With her current partner, he’s very verbally and emotionally 
manipulative. There has been physical violence as well. She comes from a 
background of addiction. She said, people have given me a lot of chances. I want to 
do the same for him. She feels very frustrated when people try to point out that he’s 
not made any efforts to change his behavior whereas the reason people give her 
chances is because she’s making efforts. So trying to discuss those differences with 
her and also knowing that she’s affected by FASD, so some of those not being 
entirely sure whether the communication is helping, has been an interesting process 
for me. We’re still looking for it. Because dad is going to jail for assault, but she still 
wants to be with him.  However, children services has told her if she does that, 
then she will lose her child. She says, but nobody knows who he really is and it’s very 
difficult to say -- I’m not saying he’s ever been kind to you or you don’t love him, that 
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kind of thing, but some of the other stories you shared have normalized some very 
unhealthy behavior and so trying to go slowly within her timeframe because we are 
volunteering. At any point, she could just say, “I’m done,” but also wanting her to know 
that she’s valuable and worthy of a relationship where her partner doesn’t manipulate 
her into doing what he wants and then make it her fault for things happening. 
[Interview, Edmonton, SP8] 

Teen parents  

An interesting result during the needs assessment was the information on the unique needs 
and challenges faced by teen and young adult parents accessing home visitation services. We 
spoke with several staff at an agency that works along with a public school to deliver 
comprehensive care and support to this population (client ages are 14-25 years). Services 
include support with school, employment, housing (ages 16-21 years), pre- and post-natal 
care, parenting education, trauma counselling, safety planning, financial planning, systems 
navigation, and on occasion, recreational support (e.g. library and café time). Clients are 
referred by CS and may be under guardianship (e.g. Permanent Guardianship Order, PGO; 
Temporary Guardianship Order, TGO, among diverse legal arrangements) (Government of 
Alberta Children’s Services, 2017: 16-20). 

So we support pregnant and parenting teen parents both moms and dads through 
home visitation, group programming, supportive housing and educational support. My 
role currently is the supervisor of the support housing program in partnership with 
[AGENCY]. Teen parents. So under 25, from anywhere between the ages of 14 and 
25 would be the families that we support. And they are pregnant or parenting. They 
need to be 16 or older to live in this housing unit. Primarily our participants here at the 
housing unit are 17, 18, all that to about 22. Overall for the agency we do serve 52 
percent of our participants are Indigenous and then I don’t think we have any 
participants over the age of 25. So they’re all under 25. Thereafter they are 
transitioned out of the program. … It really depends on the individual, sometimes they 
have enough support at home and they’ve learned what they feel they needed to 
learn from us and sometimes we spend the last up to 12-18 months even building a 
team of support around them before they start to transition. We really try to support 
families to connect to their natural supports, friends, family, neighbors, anybody who 
is involved in their life that is not in a professional capacity. We also connect them to 
agency or community resources such as the food bank. Alberta Works if they’re 
looking for financial support, other organizations around the city that offer similar 
support, head start programs for their children and mental health counselors, medical 
doctors…. Sometimes they’re attending fresh start schools and oftentimes they’re in 
Secondary. So we’ll be supporting them for a little while in their post secondary 
journey helping them get connected to like their counselors office at whatever for 
secondary institute they’re at.  [interview, Edmonton, SP14] 

We serve teen parents up to 24, dads, up to 21 for the moms. We provide in-home 
visitation, support with prenatal care, postnatal care, child development, back-to-
school plans, back-to-work plans. Really, it's truly client driven. So whatever their 
goals are, the support worker will help them. It's a voluntary program for the girls, so 
they're in it if they want to be. Depending on which streamline they come in, until they 
stay with us, just the entry points are a little bit different. …Our program is also a 
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Home Visitation Program slash can meet in the community, meeting them where 
they're at and focusing on their visions of their life and where they want to go. Yeah. 
And also we help with safety planning if there's family violence or a lot of budgeting 
support, things like that. So the referrals come from Children's Services. What 
happens is they go in and see that there's no children -- child protection concerns. 
However, family might have some trouble navigating systems or don't have a team, 
don't have a lot of different supports. So that's when we'll come in. But we’ll take over 
PGOs and TGOs, pardon me, and help those families as well. …The age range, it can 
be between 14 and into their 21st birthday. So we can keep them right until they're 22, 
except if they come into the Healthy Families program, they have to be 19 and under. 
And we can stay with them until their child is five. … Our home visitors will go in and 
exactly do some role modeling, can do things like Health for Two with the moms, go 
through the binder, do supported referrals. A lot gets done in the home visit for sure. 
We also do developmental checks on the children. Again, that relationship piece is 
huge. They're building relationship the entire time. So sometimes you might go and 
pick up mom and go to the library or go to the pool or go to the mall or just do 
something socially just to get to know the mom. [Interview, Edmonton, SP1 CC] 

Our organization works with pregnant and parenting teens, moms and dads. We 
provide support with them to be the best parents that they can be and help achieve 
whatever goals that they have other than that. My role in the agency is I’m the child 
and family liaison worker. My role is to support families with parenting capacity, 
supporting families that have children with special needs, with all the challenges that 
arise with that and then also just general support so with healthy families, 
relationships, education, housing, funding, all that kind of stuff. The youngest that I’m 
working right now is 15 to -- because I work at the school, I only work with them until 
they’re 20 years old, so 15 to 20 right now… A lot of the time for me, I’ll go to their 
home and help them get ready, help them with routines, getting baby ready to get up 
and go to school or else I’ll come in to the home and do parenting support so I’ll come 
in and we’ll talk about positive discipline, routines, trainings, anything like that. 
[[interview, Edmonton, SP3] 

Most of the research on family violence looks at adult experience, with relatively less attention 
to the experience of adolescents. SP2 described this as underreporting. In addition, it was 
indicated that many of her teen clients had experienced intimate-partner violence as well as 
child maltreatment and FV in their natal homes. 

Interviewer: I need to understand from you, these are young parents, young pregnant 
already parents. Most of the demographic, if you think about intimate partner violence 
or family violence is older reproductive years, in what context do these kids, and they 
are kids, have these experiences of violence? 

SP2: Well, actually, there’s a higher statistical relevance in terms of family violence 
among older adolescents so kind of the graduating from high school, moving into 
university and I think partly because there’s an underreporting of that on that level 
particularly intimate partner violence and also the expectation or the lack of 
awareness of norms and kind of what everyone else experiences with regard to 
relationship. But I think particularly with our population of young parents, one of their 
risk factors that increases the potential for family violence in their homes is that many 
of them grew up with family violence in their own homes and we do the ACE 
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Questionnaire here at [AGENCY] and a lot of times, one of the things that we see is 
very high instances of family violence within their own homes. [interview, Edmonton, 
SP2] 

SP14 suggested that home visitation and trauma informed support for teens is different from 
services for adults in one crucial sense: adolescents are still developing and growing ‘the 
mother’s brain is still developing (SP14).’ Home visitors need to be mindful that, for all practical 
purposes, they are serving two children at the same time, one of whom just happens to be a 
parent. They need to be patient and prepared to reframe, rephrase and repeat educational 
messages down the road. Their ability to do so depends on continuity of service and enrolment 
of clients in the service. As discussed elsewhere, this is never certain. 

Home visitors need to understand that not only do they have an effect on the 
development of the brain of the infant but that the mother’s brain is still developing 
and growing as well. So things that mom may not understand today if you continue to 
work with her two years from now she may be able to understand more fully because 
she would be going through that rapid brain development as well. [Interview, 
Edmonton, SP14]. 

Many of the clients had been exposed to violence and substance use in their homes as 
children. As a result, they had normalized the idea of intimate partners being violent and/or 
engaging in substance abuse.  

So I will often hear but he only pushes me or there is often still a kind of deep sense 
of I deserved it, well, I shouldn’t have left the house a mess and he only pushed me, 
so it’s okay. He only hits me with an open hand, he doesn’t typically leave a mark so 
that’s okay. Quite often I have heard of violence during sex so but he likes that so 
that’s okay. And so we’ll have conversations with participants where they’re at 
because that is also a struggle, it’s hard on my team of outreach workers when they 
know that a participant is being harmed but that participant doesn’t is not able to make 
a change. The other thing that we often struggle with is our young men not being 
willing or able to identify what their experience is family violence, they will say yeah, 
but I mean she hits me but it doesn’t really hurt. Or she controls all the money but she 
has to look after the baby or whatever, they always have a reason why it’s happening. 
… I do often hear especially when it comes to drugs and alcohol from our participants 
that their partner is only violent if he’s been drinking or she’s been drinking. And that’s 
like the drugs and alcohol are often used as a excuse for why the violence would 
happen. And then families seem more comfortable justifying. However I do feel like 
that excuse only has mirrored for a participant who saw that growing up. So for 
example if I have a participant who came in who did not see drug or alcohol abuse 
growing up if her partner or his partner uses drugs or alcohol and becomes violent 
they’re less likely to justify it, they’re less likely to put up with it. Whereas a participant 
who saw it all the time growing up they’re like well, it is what it is, that’s just how 
people behave when they’re drinking. [Interview, Edmonton, SP14] 

Interestingly, SP2 suggested that this very normalization of violence makes it easier for her to 
engage clients in therapeutic conversation because they are less hesitant to talk about it. She 
suggested that engagement of clients should rely on conversation, connection and relationship 
building, especially in the early stages. Checklists and forms (such as those needed for family 
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violence screening) can intimidate and repel the client when used too early and without built-up 
trust, connection and relationship.  

In a sense, that’s an advantage to me as a therapist because they bring it up easily 
because they don’t recognize that it’s something that they should feel ashamed 
around or that they should hide or that they could get in trouble for, any of those kinds 
of things so they tend to be more open in this age range, this population tends to be 
more open about those things happening because it’s like describing the everyday 
versus something they should be hiding or not sharing with others…. I think with 
home visitation the process of building trust and relationship really needs to take 
precedence at the beginning versus coming in a traditional sense of bringing my clip 
board and my checklist and my papers. I think if we come in that way particularly 
youth shuts down very quickly because of their own involvement with Children 
Services in the past or other kind of professional organizations. [Interview, Edmonton, 
SP2] 

Fathers (and extended families, and engaging them) 

Only a few agencies reported offering HV services for fathers. It seemed that HV based 
support for fathers is a relatively new area of service, although there was a general agreement 
that there is a greater need for such service and for the engagement of men to prevent violent 
behaviour. At least one reason for such engagement is that that men may suffer childhood 
violence (including harsh punishment) which may be a factor in their later violent behaviour 
(Farrington & Malvaso, 2019; Sinnamon, 2019). Another reason is that some men find it easier 
to communicate with male workers; this may be for cultural reasons in some cases where the 
fathers have been socialized in environments with traditional gender segregation in everyday 
life. 

SP18: In my role, I’m the dad support worker. I don’t come across a lot of 
situations where family violence is a direct issue. But it all depends on situation to 
situation and the history of the participant as well. If there’s anything current, we have 
something in place where we follow, the guidelines to follow, i.e., reporting to our 
supervisor and dealing with it that way. 

Interviewer: For the clients themselves, the dads, is it important for them that it’s a 
man who comes to connect with them? 

SP18: I find yes because then there’s a level of modelling as well and 
vulnerability. If they see another man who is vulnerable in speaking about his feelings 
and emotions and being someone who can speak from the heart, it allows them to do 
that as well because they feel comfortable doing so and they can let their guard down. 
That’s where I find that that in itself, allows them to open up quicker and we can form 
relationships faster. 

Interviewer: Amongst the dads that you serve, how many -- not how many, it’s a 
crude question, but do you see that they are survivors of childhood trauma 
themselves? 

SP18: Absolutely. 
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Interviewer: Can you elaborate on that? 

SP18: Some of them speak about certain kind of abuses they have whether it 
be sexual or mental, emotional, which emotional is a big one. Expectations on them, 
on how to be a boy, how to be a man, how they see their male mentor, father, 
grandfather, treat their partner, it plays a big effect. There’s a level of the unknown on 
how to truly treat their partner. [Interview, Edmonton, SP18] 

The other thing is I went to a very weird encounter with a dad. He wouldn’t partake in 
any of our meetings because I was a woman and he was from Egypt. I was a woman, 
the multicultural broker was a woman, the family reservation worker is a woman, and 
he’s not coming through and when I sit down and I spoke with him, we exposed him to 
the cultural -- his cultural beliefs on the role of women and he actually commented 
that he probably felt that there needed to be more male workers. It was yeah, it’s a 
gender bias but well, that’s what he felt that you know, he would probably open up to 
a guy than he would to me. But then I also put myself down to his level. He eventually 
opened up but I kind of heard him from his cultural perspective that oh, okay, that’s 
what that means. I think if it’s possible, I know it might not be but yeah, more male 
cultural health brokers. [FG, Edmonton, CS] 

SP9 spoke about the need for culturally appropriate and competent measures to engage the 
husbands and partners and try to understand the causes of their behaviour. She suggested 
that male workers can engage men to understand the triggers of their violence, the stressors 
involved in situational violence, so as to evolve solutions based on culturally tailored dialogue. 

We call it the onion model so in order for me to know you I need to start peeling one 
by one to get to where you are today. As opposed to saying I don’t care you did this 
and I’m like you’re an abuser. Yeah, it’s easy to say that but it’s also not a bad idea to 
get to know what has been the life for you until now and what’s going on, where is the 
trigger, what’s causing you to be where you’re at this situation…I will tell you that I 
have always been accused of working with both partners and now the system is 
starting to understand there got to be a way to support the perpetrators too. So we 
know where we’re missing is that we’re now working with we’re helping the women in 
many cases as women and children. But we’re not dealing with perpetrators in a way 
we need to. So our job should be to really be able to listen to that and see where 
they’re at and ask what they like to do. How can we support them, which is much 
different. … And when we have a male colleague luckily now from those communities 
so when we work in most sites we know they never have to come back to us again. 
Or if they come back it’s because the men now will say you know what can you 
please talk to her. I don’t want to fight, I don’t want to argue, this is what she asked 
me, this is what I cannot do but I want you in amongst us to come and sit with us and 
talk. We want to work as long as we can to support them. [Interview, Edmonton, SP9] 

Several participants perceived the importance of  

• Differentiating between fathers in stress and those who are truly abusive  

• Understanding the stresses and pressures on fathers, such as those stemming from the 
stress of settlement in Canada (and using the impacts of violence on settlement as a way 
to motivate positive change) 
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• Obtaining the facts of the situation instead of jumping to conclusions and labelling fathers 
as abusers  

• Engaging fathers in parenting activities  

• ‘Responsibility planning’ with violent fathers  

• Strategically engaging husbands and other extended family during visits. 

These inputs are explored below. 

Differentiating between fathers in stress and those who are truly abusive. While this 
project is concerned with preventing violence against women, any prevention or early 
intervention must engage men for such effort to have any positive effect. To begin with, the 
literature indicates some need to distinguish between situational couple violence (SCV) and 
the systematic coercion and control of a spouse/partner, abuse that is called ‘Intimate 
Terrorism’ (IT) (Leone, Johnson, & Cohan, 2007; Tiwari et al., 2015). In Hong Kong “interviews 
revealed two broadly different pictures with IT victims describing their relationship problems as 
serious and life-threatening, and physical violence was part of the controlling behaviors used 
by their partners. Such details were not reported by those in the SCV group” (Tiwari et al., 
2015:1).  

“Data from the National Violence Against Women Survey show that the two major 
forms of husband violence toward their wives (intimate terrorism and situational 
couple violence) have different effects on their victims. Victims of intimate terrorism 
are attacked more frequently and experience violence that is less likely to stop. They 
are more likely to be injured, to exhibit more of the symptoms of posttraumatic stress 
syndrome, to use painkillers (perhaps also tranquilizers), and to miss work. They have 
left their husbands more often, and when they do leave, they are more likely to 
acquire their own residence. If we want to understand the true impact of wife abuse 
from survey data (rather than from agency data), we must make distinctions among 
types of violence so that the data used to describe battering are not diluted by data 
regarding other types of partner violence” (Johnson & Leone, 2005: 322). 

The distinction between IT and SCV is highly debatable, under-explored and controversial. For 
example, is it possible that SCV can mutate into IT over time? What are the dangers in 
labelling some forms of violence against women as less serious or problematic than others? 

It is possible, then, that the categorization of IPV might have utility for those directly 
responsible for intervening with victims of violence and also for those identifying them, 
so that they can be properly referred. On the other hand, many who work with 
battered women believe that labeling all violent experiences as serious and potentially 
very dangerous abuse, regardless of its form, is therapeutically important as it 
communicates to assaulted women, who often tend to minimize the violence they 
experience, that such violence is serious, problematic, and typically gets worse and 
that the time to address the problem is the present (although most seasoned 
advocates know that interventions are most effectively delivered and sought out when 
the client arrives at the conclusion that he or she has had enough abuse). From this 
perspective, any acceptance of the notion that there is a less dangerous or socially 
problematic form of IPV is potentially damaging and threatening to all women who 
experience IPV, as it communicates that there exists an acceptable level of violence 
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that women might expect to endure. Furthermore, although differentiating between the 
two forms of violence may assist in identifying women at high risk of serious injury or 
death and/or expense to the health care system, it may not facilitate the social change 
agenda that most advocates promote, which seeks to establish zero tolerance for any 
form of relationship violence. Finally, what if situational couple violence relationships 
evolve over time into an intimate terrorism relationships? None of the validity studies 
conducted thus far is able to examine this possibility, which many domestic violence 
advocates and service providers, based on their clinical experience, report as 
common and occurring during relatively long periods (i.e., generally a period greater 
than the time frame of a typical cross-sectional study). The existing research does 
provide some evidence that this might be happening. For example, Leone et al. 
(2004) found that women in the intimate terrorism group were significantly older than 
women in the situational couple violence group. Conversely, the early desistance 
research suggests that a significant proportion of abusive men stop abusing or 
significantly decrease their violence with time even without intervention (Feld & 
Straus, 1989). It may be that these are situationally violent partners. Thus, the 
potential clinical and programmatic implications of the validity of this categorization 
scheme are significant (Frye, Manganello, Campbell, Walton-Moss, & Wilt, 2006: 
1308-1309). 

It may well be asked: what is the point of making a distinction between SCV and IT? Is it just a 
facile way of saying one form of violence is more tolerable or excusable than another? Or does 
it provide some evidence that certain kinds of violence can be addressed by engaging the 
aggressors? The current evidence is far too flimsy to allow for any conclusions. In the absence 
of clearer and more robust data, the best practice may well be to err on the side of caution, to 
assume that women in violent relationships are at high risk of injury, disability and death – and 
not to dilute this perception with untested and unverified distinctions between for example, 
SCV and IT. This area needs deeper investigation in the scope of a separate assessment. 

Understanding the stresses and pressures on fathers, such as those stemming from the 
stress of settlement in Canada. HVs and community participants emphasized the practical 
value in detecting, understanding and addressing situational couple violence in multicultural IR 
families. HVs suggested that SCV is often closely associated with the enormous stresses of 
migration to Canada and that stressed IR fathers who behave with violence at home are not 
necessarily abusers of the IT genre. Their violence is sporadic and triggered by diasporic 
stress, rather than being motivated by a desire for control with coherent, systematic effort to 
that end. In this context, one way to prevent future occurrences would be to engage fathers in 
culturally competent and safe contexts, such as moderated conversation circles, to enable 
them to vent as well as to identify constructive solutions instead of expressing themselves with 
aggression. HV and community participants agreed on the importance of working with families 
as whole and that it is vital to support boys, men and fathers, and not to ignore, criminalize or 
marginalize them. 

I saw a man coming to the church who is [recently] separated or divorced -was 
coming to pray and then run away from people. But I stopped him, talked to him, 
brought him in and fed him, packed him some lunch,  told him he didn’t need to go- he 
thanked me for doing him a favor the next time I saw him but I said it’s not a favor 
really,  you still deserve to be part of the community ….our men in this crisis – there is 
no one asking about the men or caring for them- everyone is scattered.  This is a gap 
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for the system, and even in our community- we need to be more conscious of this and 
find solutions for everyone. [FG, Edmonton, Eritrean participants] 

You need to give us the time it takes to solve the problem properly. If we separate the 
family, the kids will be without the father. – creates a problem with kids growing up 
without a father and this is problem for society. We must try our best to find a solution 
while the family is together. [FG, Edmonton, Eritrean participants]  

And they feel already mad, men of the immigrant population. Most of them feel that 
they’re basically not even human being any more. They think it’s the children, it’s the 
wife and it’s the pet and they’re under pet. And that’s what we hear from different 
cultures. That’s how they feel already, their place in the society. How can they be the 
best they are if they feel treated that way? … So your job is to ask them whether their 
behaviour is healthy. How do you see a healthy family?  So they will tell you “… back 
home we socialize differently. You know, women socialize with women, men socialize 
with men.” Their world and this world is different and it’s pretty much cut and clear. 
Here it’s getting to be mixed up and people are starting to adjust to that, it’s going to 
take time.... So it’s going to take time but in mainstream perspective he’s abusing. 
How is this abusive where he’s out to four schools to drop the kids, come home, pick 
up mom and the other kids, go to coffee shop, go to grocery, come home again, go 
pick up the other kids .... And where is he abusing them. [Interview, Edmonton, SP9] 

A CS worker suggested that in cases where violence has been reported, the father can be 
encouraged to take responsibility for his actions. This can be done by describing the impacts of 
violence on children and the prospects of the family’s settlement success in Canada. 

Yeah. I think for me, to balance off that a little bit, piggyback, it’s about role 
expectations and what that looks like because a lot of times, in some of the ethnic 
families that are large and extended, it’s been intergenerational things that have been 
going on and it is expected that this is how you run your family. We come up with a lot 
of cultural gender expectations that are intergenerational and that’s not simple things. 
That’s why for me, its important saying how do you want your children’s life to be now 
that they’re in another country because this is a criminal matter, and if you’re charged, 
you can’t travel, your children grow up thinking this is normal, they become criminals, 
end up in jail and have legal problems, is that what you want for you children in ten 
years? It’s about keeping the perspective and focus on the children and 
understanding that this is an extremely complex issue that has multiple facets and we 
need to come up with solutions within that family somehow because the family’s not 
going to separate because we say they should. [FG, Edmonton, CS] 

FG participants in Stony Plain described their work to engage a father and a mother in a case 
of family violence. They provided the mother with respite care, i.e., funded assistance that 
allows a caregiver to get some recuperation time, and engaged the father to speak of his 
personal challenges in Canada. 

Respondent 5: We were able to get the mom Respite Care and she was taking -- 
because the other two children were in school but she was able to take that child to 
Respite Care so that she could get herself a job. We would meet at the library outside 
of the home to work with her to get these things in place because she was trying to -- 
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well, eventually she did flee the house. But dad was really open during the family 
visits.   

Respondent 2: He was transparent too. He really opened up about how much he 
struggled with -- he really shared a lot about how difficult it was for him to show 
affection to his wife and his children because he grew up in a culture that men get 
together and the women are all -- yup. He was really open and talked a lot about for 
instance, I was at the home and she was going to an interview and we had a 
relationship strong enough that I could say to him, “Go and kiss your wife goodbye 
and wish her luck.” He did. She left.  Then we talked about that and he opened up 
about how difficult it was for him to do that because he was never allowed to do that 
even when they were dating, she would have to be at one end of the table and he 
was at the other end of the table. … 

Respondent 2: It was a family violence situation. When we hear the whole story, 
his side, and thank god for transparency because -- 

Respondent 5: Very big learning for him. 

Respondent 2: They just bought a house and he lost his job. If you imagine the 
stress of that and the pressure of three kids and a new baby and his pride, we 
directed him to the food bank, he says I donate to food bank. I don’t use food bank. 
There’s our element of pride there that has been shattered. Allowing the opportunity 
for both of them to be transparent and not judged was critical in how that rolled out. 

Respondent 5: And also, we got him -- because he disclosed he had a drinking 
problem so we got him involved. We got him connected with some counselling. [FG, 
Stony Plain] 

Obtaining the facts of the situation instead of jumping to conclusions and labelling 
fathers as abusers. Participants indicated that engaging fathers in dialogue is crucial to 
understand if they are indeed abusive. It is important not to make excuses for violence; it is just 
as important not to misconstrue a situation without accessing the facts.  

“She says that the broker understood the whole situation right away and wasn’t 
immediately blaming her husband. This was in contrast to the mainstream worker who 
she describes as treating her husband “like a criminal”. She describes how she 
herself understood the event, what had transpired, as an “outburst that escalated” but 
that the worker talked to her husband as if he was a criminal. This really aggravated 
the situation, for both her and her husband. She felt very angry and the broker had to 
try to calm her down.  She explained how she tried to humanize the situation [feeling 
very judged] by asking the worker “don’t you ever fight with your 
husband??…everyone fights”. [FG, Edmonton, South Asian participant (interpreted)] 

The vignette below illustrates how an HV had to revisit her first misleading impressions that a 
young man was financially abusing his partner. 

This one girl never ever has money. We were talking about it and whatnot and I told 
her boyfriend that that’s kind of an abusive thing. I said withholding money and 
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withholding funds, I said that’s a classic form of abuse. Then he says, but I have no 
money to give her. When we get her checks, he said, I pull them together and I pay all 
our bills and we go grocery shopping together, and he says, and there’s no more 
money. There’s nothing left. She gets upset with me because we don’t have money to 
go buy coffee. But there’s nothing left. What do I do? Here, I thought, he was actually 
doing an abusive thing and it wasn’t really. It was just they had nothing left….That 
was my thing there. It kind of give me a little slap on the back of the head because I 
thought he was withholding all the money and whatnot because they both get, and 
this situation is probably not, and I know they’re classed as roommates through social 
services. They are roommates, they live in a two-bedroom place. … Supposedly, she 
shares the bedroom with their daughter and he rents the other room, right? That’s 
how they’re both getting money because together, they will give them -- oh, I can’t 
remember. Half of almost what they get separate. But in a whole, and it comes down 
to it, he’s like, I can show you. This is what we pay. This is what we do. I was on the 
verge of thinking he was kind of abusing the situation but he really, really wasn’t. 
[Interview, Edmonton, SP5] 

Engaging fathers in parenting activities. A mother indicated that the HV can engage the 
father in learning activities such as cleaning and changing the baby. She suggested, however, 
that fathers are more likely to listen or accede to such efforts when the HV is seen to have 
some authority. A public health nurse is likely to gain an attentive ear and obedience. Men can 
be oriented to rethink beliefs, expectations and roles about what it means to be male and 
masculine. An HV can be an educator who subtly and quietly provides fathers with models of 
behavior that de-emphasize machismo and emphasize respect and equality of genders. 

Some part of it is now like men are more involved in child raising, child rearing, all the 
rest of it now. My ex was real old school. It was all you have the baby, you do all that, 
and that kind of thing whereas now… and maybe even that can be part of the learning 
… hey dad, come on over here, we’re changing a diaper or whatever and see how 
receptive he is to that. Because I can tell you, he’s going to listen to that nurse and 
cooperate with her far easily than he is with his partner and the nurse can get him to 
do things and learn things without conflict… whereas like if she said, I want you to 
show your partner how to do this, he would say no, no, no, no, no. But if the nurse 
does it, all good. So just little stuff like that. I believe that the actual people who do the 
home visitations, getting to have time to get together and discuss stuff like that, share 
the knowledge and information… [Interview, Edmonton, MP3] 

Responsibility planning. According to AHVNA (2016: 12): “Responsibility Plans assist 
individuals in examining safe places, practices and people they can access to increase the 
safety of their family. This tool prompts the client to form a plan of action in an attempt to 
respond to the warning they are about to be abusive. It also explores options for leaving to 
keep their family safe.” A high-risk area of engagement is ‘responsibility planning’ with fathers 
who are violent and abusive. While such planning may make sense and possibly help in SCV, 
it is unsafe for both the HV and the target partner when the abuser is committing IT. Extreme 
caution and supervised decision making should guide the HV in whether or not to share a 
responsibility plan with the violent person in the home being visited. It is hard to say in the 
absence of robust evidence whether responsibility planning can be recommended, and if yes, 
when it can be implemented. It may well be safer for an HV embedded in a CS team to enable 
such responsibility planning. In those cases, the violence has already been reported and the 
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CS team might provide an umbrella of safety to the HV. There is no guarantee that the HV will 
be just as protected at a later date once the investigation is completed (outcomes being 
whether a child needs intervention or not). Jenney et al. (2014) describe a greater need for 
child protection services to look at ‘perpetrator accountability.’ 25  

In the vignette below, the HV was extremely experienced and could do a responsibility plan 
with the violent partner without negative consequences. 

Well, I’ve had a family in my case load where the father was choking the mother. It 
just so happened that I had taken training on strangulation. I was able to take that 
information to her and tell her that it could take days for the swelling to occur and that 
she needed to go in and see her family doctor right away. She did, and then I was 
able to explain to the dad the dangers of strangulation, a long period of time that he 
wasn’t aware of. This was a family that I had worked with for a number of years. We 
had come to the point where we’re safe enough to sit and for them to talk because I 
was totally aware of the family violence that had occurred. I had done their treatment 
applications and we did a safety plan with mom and we did a responsibility plan with 
the dad. He took his responsibility plan very, very seriously as well as her safety 
planning because they refused to separate at that time. They are separated now but 
at that time, they chose to live together and wanted information on healthy 
relationships and how to make their family work. [Interview, Edmonton, SP22] 

There may be some potentially less volatile situations and topics that allow for responsibility 
planning with fathers. The probability of such exercises being safe, non-antagonistic and 
successful greatly depends on the topic, the persons being engaged, and the level of rapport 
between the HV and the father being engaged. The following vignette describes an HV’s effort 
to engage a relatively young father of five to adopt birth control for the sake of his wife’s health. 

SP5: But I’ve got one client that has five kids. Baby’s born. Now, what is birth control? 
How often do you guys have sex? This is going to happen again. You know what I 

 
25 The vignette speaks to what Jenney et al. (2014) describe as a lack of focus on ‘perpetrator accountability.’ 

The lack of engagement of perpetrators is combined with an empowerment-focus with interventions and case 
management conducted in constricted timeframes. There is an onus on traumatized and acutely vulnerable 
women to be the chief agents to prevent violence; and to impose blame on them when they cannot meet this 
burden of responsibility, e.g. when they reconnect with abusive partners for complex reasons stemming from 
emotional and practical need (housing, income support, against loneliness, love, need and familiarity). In other 
words, what starts as empowerment of women and promotion of their agency can transmute into a coercive 
‘responsibilization’ with potential for victim blaming. “…current models of intervention continue to ignore two 
important pieces of domestic violence work: 1) perpetrator accountability; and 2) a belief in women's abilities to 
accurately perceive and act on the risks to themselves and their children. … By not being primary or custodial 
parents and relying on informal access arrangements with children, CPS workers have limited means of 
leveraging compliance. Additionally, research demonstrates that CPS workers are openly concerned about their 
safety when working with these men which may also lead to less vigorous attempts at engagement … When 
abused women perceive their level of safety differently from workers, workers may engage in the language of 
client dysfunction/mother-blaming by viewing mothers as minimizing the severity of the situation…If workers and 
clients hold disparate views, the therapeutic alliance may be disrupted and the effectiveness of an intervention 
challenged. …Complications may then arise if, faced with the threat (perceived or real) that they may lose their 
children, abused women may omit or change information about their situations rendering workers incapable of 
making accurate risk assessments. To address these issues researchers overwhelmingly recommend integrating 
the voices of abused women as mothers into the practice framework (ellipses inserted)” (Jenney et al., 2014: 93). 
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mean? I have no problems being very straightforward. I told that you book the 
appointment, I’ll take you to get it fixed. Straight up. I don’t pull any punches -- 

Interviewer: You mean for a vasectomy? 

SP5: Yeah. I told them. Book the appointment, I’ll take you. 

Interviewer: How did he take it? 

SP5: He laughed at me initially but every day I go, I say okay, what’s happening? I 
do. That’s where I was actually going today. It’s on my little cheat sheet, stuff I got to 
bring up. I got sex in big letters because I usually put that down in front of me and say 
okay, you guys, this is what we got to talk about today, and sex is in big letters. … I 
told him, I said you’re old enough. You’ve got five kids. I actually thought he’s really 
young. But he’s in his mid-30s. He’s got five kids. How many more do you want? How 
much more you’re going to put her body through? You’re on assistance. I’m not 
saying you know, but you got to be able to raise your kids in a decent way. He looks 
at me and he goes, you’re right. I said, and you can go get fixed and then we don’t 
have to worry about babies and in ten years, if you guys decide, you might like a 
couple more. Because honestly, his wife is 26. I think he’s 36. I said she’s still good to 
go and you can get it reversed. But give her body a rest. She’s 26 years old, got five 
kids. [Interview, Edmonton, SP5] 

Strategically engaging hostile husbands and extended family during visits. Several HVs 
described the strategic engagement of suspicious, hostile, watchful, potentially violent 
husbands and extended family members during the course of their visits. Abusive husbands 
see the HV as a threat to their regime of domestic control. Extended family members (e.g. 
parents of the husband) see the HV as superfluous (the idea being that the mother should not 
need outside help to care for her baby), or as a threat to their authority (e.g. in hierarchical 
extended families of South Asian heritage in which the parents of the husband claim 
paramount authority). In such situations, the HVs sought to ensure that they could deliver the 
service as intended, ensure that the interaction was smooth enough to allow for their later 
visits, and protect themselves. HVs described using their social skills, languages, tact and 
calm to manage the situations. They conversed with the fathers, allayed suspicions and 
deflected hostility. On occasion, they had to cope with surveillance technology such as 
cameras and microphones installed by the father. 

SP8: I did have a co-worker who spoke of a situation where she didn’t know he was 
there and he walked out of the bedroom, sat at the table in front of the door, and 
stared at her while they were on the floor playing. She was in a vulnerable position 
and she did so well in connecting with him about the food he was cooking, was 
making supper, and how well his child was doing, and how well-developed he was 
and just really positive talk until he relaxed enough. She walked out the door and she 
said she just cried because she was so scared because she knew how violent he was 
and had heard many stories from the mom, and he was acting in a very intimidating 
way at first. For her, it was just really building him up and getting him to relax that she 
wasn’t there to attack him or anything, then he relaxed and she was able to leave but 
that would be a very difficult situation. She said it was probably one of her scariest 
home visits.  
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SP6: That was amazing though how she dealt with it because we understand that the 
person who’s violent has been hurt as well. Deep inside, there’s a person who needs 
to be healing, so you’re talking to that person, validating that person as a human 
being though there’s so much that needs to be done. [Interview, Edmonton, INT SP 6, 
8] 

Interviewer: To recap the point here is that in the families when there is family 
violence, you see surveillance, you see caution, hard and soft and you see control. 
When you go into a home, when you have gone into house, how do you pick up on 
red flags? What alerts you that there is something going on here? 

SP27: When the mom is always looking at her husband and she can’t say 
anything and then when you try to book a visit, you’re communicating with the 
husband. The other thing I pick up is if there’s a camera, again, most of my families, 
they have a camera so I’ll be like why do we have a camera? Oh, my husband’s 
listening to us so you can’t be here. I have those ones, then you know. Then how do 
you have that conversation? You make sure that three or four visits, you act normal 
and then when you notice the camera is turned off, that’s when you ask the mom like 
hey, do you feel safe? Do you feel you’re in control in your life when someone is 
controlling you? 

Interviewer: The cameras and audio and a video device. 

SP27: Yeah, but when it’s turned off because after four or five visits, the father 
trusts you, then they turn off the camera. 

SP28: It became normal. 

SP 27: Yeah. In the house, they’ll put a small camera on the table, taping you. I 
have a mom that -- 

SP26: So again, building relationships and everything.  

SP27: So now, the camera is off, I know because the husband told me, I trust 
you. I turned off the camera. It’s not even on. He showed me. I was like oh, that’s 
good. Then I ask mom. From there, I found out mom had abortion because there has 
been -- they don’t want to have more kids. She’s going through a lot. Now, I’m just 
supporting her. But then everything looks good on the survey because now, he trusts 
me. She has her visit every week. [Interview, Edmonton, SP26, 27, 28] 

HVs often find that they have to engage extended families, including in-laws of the client, as 
well as other kin who may be visiting or living in that home. This engagement is crucial and of 
varying difficulty and risk. In certain homes, the in-laws and other extended family may be 
active or complicit in violence. In others, the situation may be peaceful.  

Interviewer: What about extended family and how do they interact with you? 

SP13: The extended family? So one Indian family that I have… her parents 
visit for two and a half months and a lot of times when I came the whole family just 
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packed into her bedroom and would stay in the bedroom till I left or I come in the door 
and she would take me to her bedroom and we would sit in the bedroom with the 
baby. Towards the end or probably the last few weeks, three weeks that I was visiting 
before the parents went home we started doing the visits in the living room with her 
parents there and she would explain what they were talking to her mother and then 
she’d translate what her mother was saying and her mom started making me coffee, 
that was great when I would come. And just sit and observe but the first while they 
usually just would stay in the bedroom and seclude themselves while I’m there. 
[Interview, SP13, Fort Saskatchewan] 

Some HVs may visit homes with extended family members in which violence is already under 
investigation by CS. In all cases, but especially in visiting CS-involved families, HVs have to 
take a carefully non-partisan approach to engagement. This is a strategic course of action, so 
that the extended family do not feel blamed, further schisms and tensions are not added to an 
already difficult environment, and fresh blame, anger and hostility are not directed towards the 
woman and her children. It should be noted that after CS closes its investigation, the HV may 
have to continue to work with that family to heal and stabilize its relational environment as 
much as possible. Keeping that scenario in mind, HVs exercise tact and caution in 
engagement.  

Yeah, so because then you need to protect that woman whatever she shared with you 
it will keep confidential for sure. I mean my approach I will keep that confidential. But 
then I will be open for the other family members as well, I might listen to them, I might 
have conversation with them. Yeah, I may have conversation with them and they may 
say whatever they want to say and I will have conversation not pointing who’s wrong 
who’s right whatever it is. It’s just the context, you know, and then I will talk about 
more respect because we come from a respect concept, we talk about respect. This is 
an adult person, if she’s experiencing these things right now we need to respect that. I 
understand that you probably don’t agree with her that’s for sure but things happen 
and maybe sometimes people she can have difficulties to have conversation with you 
at this time and feel okay to have conversation with me because I’m a professional 
person and not judgmental. And then I’m here to help everybody, yeah, but I cannot 
force anybody to do something. … I won’t take side, I will listen to her, I will listen to 
you and then we will guide you on how you can get support regarding to what kind of 
support you need. But my duty is to listen to all of you. But the advice will be to just 
respect each other, try to understand each other as well… because our approach is 
very holistic approach. [Interview, Edmonton, SP12] 

Mostly when we do home visits we have facts in front of us. So we talk about the 
facts, the reports that we got. So we tell them we don’t know what happened, I was 
not there when this happened, these are the facts, these are the reports that I got 
from the community or the police or whoever made that call. So these are the facts. I 
don’t know what happened so I’m going to listen to your story, I’m going to listen to 
your story. I’m not going to make an assessment listening to all the stories this is the 
decision I make, no. This is not my role. I listen very attentively to their stories, to their 
side because sometimes they might have to say something. So I listen attentively, I 
acknowledge it, I tell them, okay, I trust you what you’re saying .... So we sit down and 
listen to the story and show them you know what, I trust you. But the thing is I have 
this report. So we have to listen or trust the report as well. So how can we bring a 
balance, right, I have this report, I have three different stories. So there is one story 
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that is true, so let’s work together to find out what actually happened and when people 
fight everybody contributes. So how much contribution you think you played in that. If 
you say no, it’s fine, if you say – I don’t want to get involved into this, I didn’t play any 
role, this is all my daughter in law’s fault, I respect that. Because I’m not there to make 
decisions. Or get into an argument, your fault or his fault or your fault. No, I’m here to 
create an environment that is suitable for everybody, stable for the kids and your wife 
and your husband or whoever in the home. So this is what my ultimate goal is, so let’s 
work on that. I don’t get stuck on what happened….Yes, let’s move on. And how can 
we make sure it doesn’t happen again, how can we help you so that it doesn’t happen 
again. [Interview, Edmonton, SP4] 

In some cases, the HV supports a woman and her children in accessing shelter. In these 
cases also, the HV may need to engage the father. Depending on the situation, the HV may on 
occasion share the fact, but never the destination, of the woman’s and children’s departure 
with the partner/husband after their exit. But she also has to share the eventuality of this talk 
with the woman, apprising her before her exit. The strategic thinking behind the conversation 
with the father is (1) avert possible kidnapping charges laid against the woman (2) keep the 
father calm and minimize the safety risks to the HV (e.g. if he blames her for the wife’s 
departure). The following vignette captures the tensions and diplomacy in these 
communications. It suggests that the necessity as well as the outcomes of such a conversation 
depend on the existence and quality of relationships built before the event. It must be noted 
here that safety concerns are quickly amplified when the HV is co-ethnic. The IR communities 
in Edmonton (and elsewhere in Alberta) are small, often closely knit, and relationship 
maintenance is a priority in them. HVs have to be very cautious to maintain professional 
standards and ethical practice, while not antagonising the small communities with which they 
work. 

SP12: The safety concern is that when it’s a situation where the woman want to leave 
the relationship, doesn’t want to stay sometimes the husband will think that it is the 
broker who’s giving the advice for the woman to leave. Or she’s giving the information 
that woman did not have, now they know better, they know how to leave, they know 
where to go, where to ask support. That is sometimes going to be safety issues for us. 
So what we do with the woman’s consent of course is that if the women now has even 
talk to the husband as well. … And manage that relationship on husband’s side as 
well. In a situation where the woman doesn’t want to leave the relationship she needs 
something to change in the relationship but she’s not ready to discuss that with the 
husband. And then we’ll ask the consent to talk to the husband as well. And then we 
may talk to the husband…. If it’s the plan then to leave the husband without letting 
him know we can still support the woman. I had a case like that too where the woman 
decide to leave the relationship and she didn’t want her husband to know for her 
safety. We will support that absolutely, we will support that woman to leave in a safe 
way as much as possible. But what we do we will let the woman know because if 
there are children part of it I think it becomes another issue because the man may say 
oh, you kidnapped my kids. Yeah, you kidnapped my kids. We tell them then about 
the law in Canada and how things work. We can’t share your personal things as an 
adult but we have the responsibility to let him know that the children are safe with their 
mother. We don’t say where they are if they decide to go to the shelter. But I can call 
the husband and say your children are not home and wife has decided to go but 
they’re safe where they are. 
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Interviewer: But are there not safety concerns for you yourself then when you’re 
doing that? 

SP12: That’s for sure but then again it’s about the relationship. It’s again about 
the relationship, you know, it’s about the relationships. If there is no relationships then 
we won’t let the husband know. If the husband doesn’t know us, if the husband 
doesn’t know me already then I don’t have to let him know. But if the husband knows 
me and I have worked with them in the past and all of a sudden the woman decide to 
go and then I might let the woman know well, after you leave I will tell him that actually 
you left but I don’t know where you are. … So I had a case like that where I had to let 
the husband know but I told the woman that he knows me, he knows when I started 
working with you, we have met, we have talked. So I feel like I will inform your 
husband but I won’t tell your husband why you left, it’s not for me to tell why you left, 
it’s up to you. Where you are I can’t tell that but I will tell him if he asks me that 
actually you told me that you were leaving.  

Interviewer: And are women not scared when you tell them that? 

SP12: Well, it depends on the relationship and depends where they are going. 
If they’re going to the place where they don’t feel safe then that’s not good thing. 
Anyway it’s not up to us to share with the husband where their wife is but we can 
provide the support to the husband. These are the things you can do, you may call the 
police. Police may help you to find her. We don’t know where she is. [Interview, 
Edmonton, SP12] 

Rural families 

The challenges described in rural populations included: 

• Inadequate funding and human resources, which lowered capacity across the HV sector 
and limited the scope for inter-agency referrals  

• Burnout and turnover amongst overstretched staff 

• Lack of multicultural supports for newcomers alongside discrimination and marginalization  

• Isolation of communities compounded by lack of transportation 

• Lack of confidentiality in rural communities yoked to stigma associated with family violence 

Participants in diverse rural and rurban locations described resource challenges and funding 
shortages affecting their ability to create and deliver services. Lack of funding places high 
strain on staff, causing service bottlenecks, burnout and turnover. Fort McMurray has suffered 
from economic downturns, alongside the dislocations caused by a massive wildfire in 2016 and 
floods in April 2020.  

Interviewer: Okay. What would you say or identify as some of the challenges for 
mothers to access supports in your area?  

Respondent: Well, everything's a challenge. Health care, transportation, education, 
housing, finance. There's a lot of gaps in our area. There's a lot of struggles 
obviously, the economy and the downturn of economy.  But we're very unique. We 
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are a city, but we are rural. We don't have access or obviously, Edmonton is five 
hours away. But also, we’re unique in the sense that we only have the same 20 
organizations that are serving the same vulnerable populations. Whereas when you 
live in urban city, you probably have a hundred plus organizations. So we look at 
capacity of your service providers. We look at high turnover rate. We look at burnout 
and then just lack of resources. [Interview, Fort McMurray] 

There are several problems that tend to slow or block referrals of multicultural IR families to HV 
agencies. First, families may not access the healthcare centres that could refer them to HV 
agencies. Second, in general there are not enough programs designed for multicultural 
clientele and that inadequacy also impacts their referral to HV agencies. Third, schools could 
help but may not be consistent in providing information and referrals about HV services to 
multicultural families.  

Respondent 1: To add on that, if we as a community had more programs to 
connect the different cultures that in turn I think would lead to an increase of culturally 
diverse people accessing home visitation because we’re getting them in the door to 
come and connect and then they see these other programs and then they become 
more trusting, more open, and more willing to check out some of these other things 
and see what they all have to offer. 

Respondent 3: There has to be a different referral source. Our main referral 
source are the nurses from [Health Care Centre] who are very much supportive of our 
program and get the word out really well but they may not necessarily see these 
families. There’s a piece missing in the community as to how that information can get 
out there. 

Interviewer: Right. I’m hearing like it’s two-fold. One is actually having events and 
activities and groups that individuals that are new Canadians or that they could 
access but then the other piece is also being able to find ways to reduce the barriers 
or remove the barriers so that they’re actually able to access and participate. 

Respondent 3: I see schools as being a huge part of this process as a referral 
source too because they have these families in their school communities and yet, they 
don’t share always school information. If they pick and choose what they decide to get 
out to families as to what’s happening in the community, getting all the schools on 
board with something like this would be huge. [FG, Stony Plain] 

Inadequate referrals aside, the HV agencies may lack the capacity to handle the referrals they 
do get. 

We have a long waitlist so what good is the referral source? We got to get the 
capacity level doable before we can focus on the resource, the referral source. Not to 
say that’s a bad thing, maybe we need to get more and say we need more money. 
[FG, Stony Plain] 

HV agencies described a lack of funding that makes it difficult for them to help rural women 
fleeing violence, such as by providing emergency hotel stays (if suppose emergency shelters 
are full, or rural roads are suddenly impassable, such as in an Albertan blizzard) or 
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transportation to shelters or hotels, or assistance with very short-term housing at the end of a 
three-week stay in shelter. 

Just as we talked about funding equals on family violence, for me, what would be -- 
there are constraints when we find out something in the family violence screen. If we 
have funding -- so it might be, “I have found out that you are in an unsafe situation. I 
need to get you out today. But I can't get you into a shelter.” I need funding to be able 
to at least put them up in a hotel or at least I need to have partnership with somebody 
who can do it, right? When I think specifically towards family violence, there are times 
when you need to react to a situation. I've seen that happen. Some victim services, I 
can do that with and some I can't. When you're thinking if there was specific funding in 
that, it would be having the informed staff and the trainings, but also to be able to 
respond to emergency and what that looks like. Or you've been in the shelter for 21 
days and you don't have housing for three more days. Well, again, we need to help 
you find a place for those three days, right? So within all of that supporting. [Interview, 
Camrose] 

When dollars and resources are limited, service agencies become over-burdened and staff are 
forced to multitask to breaking point (performing not only too many tasks, but also tasks for 
which they are not trained or with which they are comfortable). Inappropriate referrals become 
more frequent and contribute to overwork and burnout of staff at the receiving agencies. 

SP11: Sometimes partners will just say go to [AGENCY] and refer to [our HV] 
when it’s not an appropriate referral. So those are boundaries that we have to work on 
with them and make sure that they understand what a good referral is. Just because 
someone is new to the community doesn’t mean they need the home visitor …We 
only have one home visitor and so we have to make sure that everyone whose 
referred to her actually needs home visitation. [Interview, Fort Saskatchewan, SP11] 

Interviewer: Right. Since you’re a rural community with more limited resources, do 
you feel that you as a home visitor ends up doing more?  

Respondent: Oh yeah. … We were talking about a family when both partners are still 
together in this family violence, right? Quite often, I'm in the home when family 
violence has been identified and the person, there's a restraining order. You know 
what I mean? The person, there's no contact. I'm helping them with this violence, 
what's happening to them around, what took place, the procedure they're going to go 
into as far as court, all that stuff. That's also a part of it. Then also keeping the focus 
on the child and their safety and all that stuff.  

Interviewer: Because what you're explaining is oftentimes things that we might refer 
to as far as court support or otherwise, that I would say, in my understanding, isn't so 
typical per se of a home visitation program.  

Respondent: Yeah. You know what? That's exactly in a shell. Plus, I'm the prenatal 
preschool outreach worker. You know what I mean? It is part of my -- you know what I 
mean? That's not unusual for me to be in court, right? There's a lot of blurredness … 
it is like one-stop shopping for people. [Interview, Jasper]  
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Rural areas have inadequate public transportation. Roads can become blocked in harsh 
winters. These factors isolate families and make it hard to access services, whether in their 
homes or at a service desk (Campbell, MacKinnon, Dobbins, Van Borek, & Jack, 2019). 
Isolation is a known risk factor for exposure to violence and compromised health. Multicultural 
families are even more isolated because of a lack of culturally relevant programming, language 
barriers, and racism, as reported below. HVs described their regret that they cannot transport 
women and families as it would be a crossing of professional boundaries. 

Interviewer: One thing I was hearing is that there might be community resources 
available but they are limited, but even those that are available, some of the 
immigrant families don’t necessarily feel welcomed or comfortable there which means 
that there’s a further lack or barrier. 

Respondent 3: … Isolation is huge and transportation for some to get in to 
closer urban areas where they can possibly find those supports or groups is non-
existent. 

Respondent 4: They’re fearful that they won’t be welcomed there.  

Respondent 2: …I think that’s the missing -- the educational piece for not just 
home visitors but for the community at large. [NAME] spoke about how she supports 
and she experiences the racism and that’s true. That’s their reality. [FG, Stony Plain] 

In rural areas only certain areas have certain resources, they make you move all 
around to get service. Its not a good experience. There is lack of transportation and 
hours are limited. [FG, Edmonton, Indigenous Mothers 1] 

I cannot transport them. And it’s terrible when it’s winter and I know they’re taking 
buses to come and see me. They can’t afford cabs to come and see me so it’s buses. 
And that boundary I’ve never crossed is putting them in my vehicle. [Interview, Fort 
Saskatchewan, SP13] 

In small communities, primary associations are important. People tend to know each other and 
public spaces generally lack the anonymity of large urban locations. Privacy, safety and 
confidentiality are very quickly compromised, which makes it hard for women and children to 
access help against FV (Burnett et al., 2016; Campbell & Hart, 2019; Leipert et al., 2015).  
Also, HVs have heightened fears for their own safety from angry or vindictive family members.  

Interviewer: Two of you said fear for your own safety. Can you elaborate on that? 

Respondent 5: Well, if you’re dealing with family violence, well, we have one 
family where the children removed and she came here, threatening to go to the police 
or I’ll go to the news. She wanted to go to the news.  

Respondent 3: But beyond that too, the physical fear in that situation is present. 

Interviewer: Okay. Fear of actually being -- 
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Respondent 5: Assaulted. 

Interviewer: Physically assaulted yourself if something is reported.  

Respondent 5: Or even your own family, right? Going to have an impact on your 
own family. They could find out where we live. 

Respondent 6: It’s a small community. It’s very easy to do that. 

Respondent 2: There’s no secrets in a small community. [FG, Stony Plain] 

You might know those people. You might have children that go to their school. You 
might, you know. So just that rural piece where people might know your business and 
keeping to yourself a little bit more because you don't want -- so hiding things a little 
bit more clearly work. In a city like Calgary, you come up down the street with a bruise 
in your face, you're not going to run into anyone. Here, if you go to the grocery store 
and you have visible, whatever, if people hear disturbance at your home, et cetera, it's 
likely the news would travel faster, I suppose, or speculation and small town talk. 
[Interview, Sylvan Lake] 

SP13: I’ve lived here for a long time so grocery shopping, sitting in a restaurant, some 
people’s boundaries as to – I’ve been taking my mother for Mother’s day brunch and 
the waitress brought me her baby because she didn’t have a baby sitter, she knew me 
from here, she didn’t have a baby sitter and the baby needed to be fed and she had 
her other kids sitting in a little room off to the side so my mom just looked at me and 
I’m like okay. So I sat there and – I should have just said, hey, I’m with my mom on 
Mothers’ day, but I couldn’t. I was like oh, of course I’ll feed her. 

Interviewer: It’s a small community, right, and they know you and you have to sustain 
the relationships too, am I right? 

SP13: It’s hard, like to go out with girlfriends or something for supper or drinks 
or something like that. It’s not something I do anymore because – and my husband’s 
very, very uncomfortable with it, like very, very uncomfortable with how many people 
talk to us when we’re in public. He doesn’t even like to be with me in public like in Fort 
Saskatchewan. And my girlfriends bring it up all the time when we’re shopping like I 
can’t go anywhere with you and someone’s always stopping to talk to you. We were in 
a jewelry store and one of the moms came up and – but she just wanted to express to 
me – I came in and just did a little assessment in their home and it wasn’t a home 
visitation either, it was more of a Triple P parenting, there was something going on 
with the child. So I had her referred to our Triple P lady here and we had done some 
ASQs and there was something there not really sure whether it was different 
parenting style or if there was something actually not. So we had another co worker 
work with her with the Triple P and then knew it was time for a different assessment. 
So they were referred to their family doctor and daughter has mild autism. So she 
came to me and I was in a jewelry store and like this is what they’re saying and she’s 
in school now and this is what we’re doing. So really just want to tell me how it was 
going with them. I really feel my clients trust me. A lot of times the things that they’re 
telling me like these are things that I would go to my family with and because I have a 
strong supportive family I wouldn’t think about going to someone else and telling them 
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the stuff that they tell me. There’s a lot of things they tell me they’ve never told their 
family and they may have never told their family, their family had no idea that went on 
when they were younger. 

SP11: It’s more that they tell us too much, I mean they tell us in places that are 
very public. Like if they – we kind of have to take our lead from them if we see 
someone in public we don’t acknowledge them unless they acknowledge us first. And 
then we have to sometimes say let’s talk about this at the office tomorrow because 
they’re saying too much. 

Interviewer: In a wide open public space? 

SP11: Or like in Walmart and you’re checking out and realize that someone 
you know is there and they’re telling you how their custody dispute is going and you’re 
like maybe you’d like to come in and talk to me. Oh, no, I’m busy working, but this is 
what’s going on. Everybody in the line is looking at me and you’re just wishing that 
you’d be quiet but I’m not going to say, listen, you just need to stop.  

Interviewer: Yeah, you can’t do that either. 

SP11: No. [Interview, Fort Saskatchewan, SP11, SP13] 

In smaller locations, word of mouth referrals become important. For small multicultural IR 
communities, trust in a service provider is based on the opinion of co-ethnic and co-linguistic 
contacts. When services are few and far between, the available service providers can be 
swamped with clients. This is all the more so if they are trusted and recommended in their 
communities. They may be asked for support and advice on matters with which they are 
completely unfamiliar. 

SP11: What we’ve really seen especially with our Filipino families, we’ve got a 
large community here. But it took years to finally gain their trust. What we did was we 
built relationships with the people who already had trusting relationships with that 
community and it was through them years of them saying [AGENCY] [AGENCY] that 
finally that those doors started to open and now they’re referring everybody. Everyone 
who is pregnant gets referred to [SP13] whether they need her or not.  

SP13: They could be delivering in two weeks and they’re like I’m here, how can 
you help me… And with those two key people that we’re telling them about us. Still 
those people weren’t walking in the door, those two ladies were like – or they’d give 
me a phone number and I’d phone them. If they’d answer or we talk on the phone and 
I discuss programs, would you like to come and see me. And we see them, they start 
bringing them in the door. So once they started bringing them in the door then it’s 
more comfortable, right? Now someone I know and trust has brought me into this 
place that they’re telling me I should trust them here. and then if that person trusts her 
then I can probably trust as well because she’s been helping me navigate the system 
like citizenship and things like that. And now like [SP11] said they refer amongst each 
other, I cannot keep up with them anymore, it’s an explosion. [Interview, Fort 
Saskatchewan, SP11, SP13] 
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Client enrolment, retention, and attrition 

HVs described the facilitators and barriers to enrolment and retention in HV programs. As has 
been extensively noted in the literature, HV programs may suffer from low client enrolment and 
high attrition (dropouts related to various factors, including client satisfaction and client 
perceptions of cultural safety and competence of service) (Chiang et al., 2018; Damashek, 
Bard, & Hecht, 2012; Folger et al., 2016; Korfmacher et al., 1999; Nguyen et al., 2018; O’Brien 
et al., 2012; Peacock et al., 2013; P. Sharps et al., 2013). This section covers facilitators and 
barriers to enrolment and retention. 

Broadly, facilitators of enrolment included clients seeing value in and needing the service as 
a source of knowledge about their infant.  

Respondent 6: They see a value in it. Something that might be helpful to them. 
[FG, Stony Plain] 

Respondent 4: They realize that it’s a new baby and they don’t know what they 
think they know and so they just need someone to come in and to assist and support 
and encourage. [FG, Stony Plain] 

Respondent 6: For every family and every person, that would look different for 
them as to why they chose to be on the program. [FG, Stony Plain] 

Respondent 2: Nine times out of 10, it's about child development and whether 
their child's needing milestones, like so the ASQs, I think it's one of the biggest pieces 
that they're interested in and then they get more out of it than I think they realize in 
terms of parenting information and support for them, social interaction with us, that 
sort of thing, right? [Interview, Sylvan Lake] 

Respondent 1: Yeah. And through that, I think ASQs, it also gives those parents 
reassurance with where they're at. [Interview, Sylvan Lake] 

Over and over, we heard that HVs must break through barriers of mistrust and fear to engage 
IR families. Some of these misgivings about home visitation are related to lack of 
understanding of the role of a home visitor as a parenting support and educator. The notion of 
a professional home visitor can be an outlandish concept to diasporic families from contexts 
where such support comes from within the family – from aunts, grandmothers etc. Fears and 
reluctance to enrol or continue in an HV program relate to worries about mandatory reporting, 
immigration applications or statuses being disrupted, objections from family members (who 
may see the HV as a threat to their role, in addition to seeing and reporting abuse in the 
home). 

I think for newcomers, it is something that I -- I speak to this, but it's just really 
becoming evident to me because home visits are changing that sometimes people are 
in very vulnerable situations with work permits, things like that. There's this feeling of 
not wanting necessarily to talk about some things. It is really a matter of trust more so 
now than I feel it ever has been. Not that it always wasn't, but now, I think a lot of 
people do feel very vulnerable about their status sometimes. They don't really 



125 
 

understand our role. They sometimes confuse us with child services, with Children's 
Services. There's that clarified. Of course, they don't understand our structures. 
They’re just not familiar. [Interview, Jasper]  

HVs also suggested that IR parents, preoccupied with pressing matters of schooling, 
education, finances etc, may not see parenting education and parent-child interaction as 
priorities. For that reason, they may not see the point of having an HV as a support. 

Many women of newcomer cultural backgrounds are not there to acquaint their 
children. They're there to work and get everything ready for their family and take care 
of their family. It's an effort in itself in order to have a parent understand that that 
child's development is important for that interaction between caregiver and child. 
That's a huge barrier, a huge part of getting that buy-in for education. [Interview, Fort 
McMurray] 

What I notice so with my Indian families they’re probably the shortest home visitation 
because they’ll go to work and then work just consumes. So I’m usually with them 
during their maternity leave till they’re returning back to work. So that’s how I’ve seen 
it or a lot of my Indian families as well once they’ve had the baby and then if family 
from India isn’t coming then – and the fathers this is something new that I’m seeing, 
the fathers are taking paternity leave. [Interview, SP13, Fort Saskatchewan] 

Two interrelated factors that may increase HV program enrolment are (1) the quality, methods 
and routes of client engagement (2) the creation and improvement of referral pathways via 
inter-agency collaborative ties. In urban and rural locations, the connections of HV agencies 
with public health were crucial to referral and enrolment. HVs indicated that a predictor of 
parental willingness to access the HV service was trust in the public health system and the 
referrals from the nurses with whom they interacted during prenatal and postnatal screening of 
babies. The public health nurses would often provide some prior information about the HV 
service that would lower the hurdles for engagement and enrolment. 

It’s really easy for us to go because we have a public health nurse talk first….They 
also inform them this information we will provide to the family. When we do the intake 
visit, they already know, “Oh, you’re coming. Give us the information and support.” 
[FG, Calgary] 

Interviewer: What about with public health nurses? Do you work in collaboration with 
them? 

Respondent 1: Oh, we get referrals from them. We sometimes will take family to 
speak with a public health nurse if we want to talk about sexual health or prenatal 
classes or immunizations or dental. Yeah.  

Respondent 2: The public health generally is there for the immunizations and 
then that referral out. But there are also times that we consult with them on an 
ongoing when we're worried about the baby's weight or something that's going on. We 
might be like, “Hey, well, we're going to bring them in. We’re going to weigh them.” 
There is -- depending on the situation on how close we work with them, but we do 
have a back and forth partnership. [Interview, Camrose] 
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Respondent 1: And I think for us being unique in how we get referrals majority of 
our referrals come through a universal screen or prenatal or postnatal through AHS. 
So they've already talked to so many people. Families don't really even know who we 
are when we come in and just the fact that they still let us come in and have that 
conversation and tell them a little bit more about us. So yeah, and they do, even after 
my intake in that conversation, a lot of times they still don't have any idea of what's 
going to happen, but they're excited and interested in learning. [Interview, Raymond] 

Respondent 2: I think that's kudos to quite a few of our referrals come from our 
public health nurses. So I think they must do an excellent job of kind of presenting 
what opportunity is being involved in this program.  [Interview, Raymond] 

In the vignette below, the nurse and HV in rural Alberta joined efforts to engage a woman in a 
situation that concerned the nurse as being one of violence. The husband would decline the 
HV service if he was present during the offer of referral; the wife would become emotional and 
share details of her situation when he was absent but would similarly decline the program. The 
husband’s refusal of HV service may have been motivated by a desire to conceal the ongoing 
violence and to keep his wife isolated, a tactic integral to the maintenance of abusive control. 
The nurse and an HV joined efforts to try and create an opportunity for the HV to meet and 
engage the woman in the healthcare site during her baby’s immunization. 

We have a great collaboration between the home, the public health care system and 
myself and that if there's a client that they have a concern about or they've talked to 
the client, they'll come and say, "Hey, [NAME], there’s this person." For instance, just 
lately we've had one where the nurse …has concerns about maybe family violence in 
terms of control and that sort of stuff in the home. Mom is a new Canadian citizen or 
new to this country, so she comes from a different culture. And dad is always there 
and "No, that's okay. We don't want the program." When dad has not been in the 
room, mom has been emotional and overwhelmed and shared things but has declined 
the program time and time again. So [COLLEAGUE] has connected with her to try to 
do the intake and stuff like that, "Oh, it will be okay." And then she'll come in the next 
week. So the nurse and I have chatted, and it was kind of agreed that you know what, 
maybe the next visit, if you know when she's scheduled for the next baby's 
immunizations, I'll make sure. I'll penciled into my day timer to be available here in the 
office so that you can come and we can do a work handoff. I can chat with her and 
maybe that will ease a transition or acceptance. So yeah, really we have great 
collaboration. [Interview, Raymond] 

A participant working in a rural location indicated that her agency and public health were able 
to offset the impact of funding cuts by working together.  She described using public health 
prenatal classes as a platform to provide information about HV service, which was helpful to 
enrolment.  

Our whole visitation took a real dive, I guess, about two years ago. Then my casework 
manager and myself really worked on promoting it. That's when I got involved with 
public health. That's been huge for us in attending the prenatal classes. I think now 
that we're accessing people prior to the baby being born, it's really improved our 
people getting involved in home visitation. Then also public health was cut so they 
can only do one home visit after a baby's born, which before, they would do five and 
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six. I think it's really hard for them to only have one visit. Then sometimes in 
immunization when they’re at three months or six months or whatever, they'll get an 
indication that someone's too isolated or then the questions they're asking, they could 
use some parenting support to development supports around the baby. They'll also 
come in and contact…Now, they’re contacting me to say that when they have a red 
flag and they want someone more in the home, around for whatever reason, I have 
that flow in too. People are very open to that. When it comes to public health, people 
are very open to us coming in the home. They're told about it usually at public health. 
The nurses refer in. I get quite a few referrals that way. I also go to the prenatal 
classes and do a little session where I introduce myself and tell them all about Parent 
Link, tell them about our Baby and Me program, home visitation, the parenting groups. 
A lot of people come in that way… Even though it's been like a year and a half, it's 
still, I think, a new -- yeah. But it's really working. In my humble opinion, I feel like 
we're accessing more families this way that are vulnerable that I wouldn't necessarily 
come in contact with. [Interview, Jasper] 

Although enrolment is voluntary, there are some situations where enrolment and retention 
might be associated with acquiescence rather than informed and carefully thought out true 
consent. One situation is when home visitation is on the ‘behest’ of CS and is with a family with 
ongoing CS involvement. This ‘diversion’ model of visitation is not the usual model or practice 
of home visitation (i.e. with an element of family healing and crisis stabilization, not focused 
purely on parenting education and child development) and is subject to tensions and potential 
conflicts of interest. Participants in Jasper suggested that the reason families feel impelled to 
stay on board is because they need a resolution, a positive outcome and an eventual closure 
of the investigation. 

People for sure can always withdraw from home visitation. Not diversion, they can't. If 
there's an open file, they're working with you. I think it's part of the expectation of 
them because they want to close their file, right? Of course. They're very open to that. 
[Interview, Jasper] 

The vignette below suggests that at the stage of early intake screening for HV delivery, people 
may consent simply because they do not understand what home visitation involves and what 
they are being asked to consider.  

Respondent 2: Ours is a universal screen. And that is done either prenatally or 
postnatally, and there's so many things happening at that time that they're not even 
sure sometimes what they're accepting, even though it's asked, do you accept it? Are 
you interested in home visitation? So a lot of times, they'll just say yes. … 

Interviewer: And here when you talk about universal screen, you're referring to --  

Respondent 1: Entry into the program.  

Respondent 2: Yeah. So it's done through public health. So those screening 
would be separate from, say, a community referral.  

Interviewer: And that's the screening process for entry into the program? 
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Respondent 2: Yeah. [Interview, Raymond] 

Enrolment is also facilitated by proactive networking. Face-to-face meetings, personal rapport, 
and word-of-mouth all play a role in promoting referrals and enrolments. SP29 suggested that 
recommendations from friends and relatives are crucial in creating some sense of comfort in 
approaching a service desk for intake and enrolment. In her account, this is important with 
Indigenous clients who struggle with trusting ‘a group of white people’ [SP29] because of their 
experiences. 

I think in previous years and we’ve made a big strides in the last couple of years for 
this, but I think getting kind of growing our community relationships with other 
programs has really helped. So there’s a program called Pregnancy Pathways. It’s 
like housing for high-risk pregnant women at [Inner City Clinic]. I go there weekly for 
example just to kind of like hang out and like get my face out there because a lot of 
like I said a lot of my walk-in clients are friends of moms that I already know. I think 
that’s a big support for enrolment especially with Indigenous people because it’s so 
like group-orientated like Indigenous peoples are very much like, okay, if my cousin 
trusts this person, then I can trust them especially like a group of white people. You 
know what I mean? That’s really how it is. In their experience they can’t trust us, so if 
like they know somebody who already trusts us, then they’re more likely to want to 
come here. So, that’s something that I’ve actively tried to do and we try to do is 
partner with other agencies just so that people already know our face even if they 
don’t know anything about us or our name, they’re like, “Oh, I’ve seen that girl at” like 
wherever or my cousin lives or whatever. [Interview, Edmonton, SP29] 

Barriers to enrolment included parents not knowing about the service; parents not perceiving 
the purpose or value of the service; parents feeling overwhelmed by too many referrals to 
diverse agencies; lack of referrals from other agencies.  

Respondent 1: And in terms of our new immigrants, I think it's important to note 
too that our program is targeted or set to try to get families into the program prenatally 
or within the first three months of baby's birth. And new arrivals are really involved 
with the Lethbridge immigration services for the first year that they're here. So they 
have support and stuff like that. So in one way, that's maybe good. In the other way, I 
can see that it kind of shortchanges them because they're already involved with an 
agency and after that year, immigration doesn't work so much with child development 
and that sort of stuff. So they're missing that component. [Interview, Raymond]. 

Respondent 2: But they're also, under three years, they are referred to Parents 
as Teachers. So then if they're not being referred to us, they are being referred to 
Parents as Teachers, and the higher percentage of them already have Parents as 
Teachers involved by the time we get that screen for that prenatal. Because they may 
have already been involved with existing children or if they have had school-aged 
children, they may be involved with this other program or making connections. So it's 
part of that too. Is it better referring out to us or is Parents As Teachers a better fit for 
this family?... If they're connected with immigrant services, sometimes immigrant 
services is already connecting them to the Parents' House. So we would be 
redundant. Too many people involved with them as well in that first year sometimes 
can be very confusing. [Interview, Raymond]. 
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Respondent 1: And very overwhelming. [Interview, Raymond] 

People may also decline HV when screening intake questions focus on deficits rather than 
strengths (see ‘When screening is a source of distress’). Respondent 2 in Raymond described 
following up with people who had screened positive on ‘deficits’ but taking an intentional 
strength-oriented approach to the follow-up conversation. She suggested that intake questions 
avoid a ‘deficits’ tone and phrasing as these might actually lead to declines. 

Respondent 2: … Again, there's questions that talk about mental health history and 
such. So it may not be -- it's almost a deficit questionnaire. So that's where a lot of 
those declines would come from. And so then there's that next step where I call and 
tell people, give them more information about what we do and who we are, despite 
them getting a positive screen. I ask about what are your strengths? Where is your 
family networks? Do you feel that you need support? [Interview, Raymond] 

MP4 indicated that barriers to enrolment also included refusal or negative attitudes of abusive 
partners who see a threat to their control; social criticism of the mother needing any help to 
raise her child; some women may feel that the service is not needed. In the vignette below, 
she describes the opposition of her husband. She indicated that his stance against HV was 
because of his fear that his wife would gain access to information, which would erode his 
abusive control over her. She also describes negotiating for his agreement to HV on the 
grounds of their daughter’s health issues at birth. 26 

MP4: Maybe they feel that we don’t need it. I know some of them mom thought that I 
know what to do, like I don’t need the nurse to tell me. But actually it’s more than that, 
so maybe because that’s why some moms just drop it off or maybe the husband didn’t 
like it and then --  

Interviewer: Was your husband okay? 

MP4: Oh, he didn’t like it but then I was like oh, it’s about the child because when she 
was born she had lots of issues, that’s the only reason why he let that happen. Other 
than that I don’t think that would actually happen from his side because he really 
doesn’t like having a stranger coming and talking to me. … So I think in that kind of 
background most of them women will drop it off just because the husbands are like 
what, you do not know how to take care of your own child and blah, blah, blah… 
Because I believe that like in my case I know that my ex husband was really offended 
with the idea of a stranger talking to me. He doesn’t want me to talk with anybody to 
give me any kind of information maybe because he’s too scared that like I will get an 
idea of doing something. Because he knows that what he is doing was not right in this 

 
26 This conversation illustrates the importance of characterizing mothers living with violence in terms of their 
resiliency and strength. This is not a simple one-dimensional celebratory approach. It is vital to acknowledge that 
mothers are strategic and determined to protect and care for their children. Any attempt to support women needs 
to recognize and mobilize their strength, reflective capacity, and resourcefulness in devising solutions. This 
should be leavened with the understanding that all of those positive qualities may have been undermined by 
systematic abuse. Women need support and encouragement and should not be left to their own devices in the 
name of strength and autonomy. In other words, the strength-based approach should not entail coercive and 
burdensome responsibilization moored to a solipsistic idea of individual autonomy.  
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country so he’s so scared of me getting that kind of information and I know lots of men 
from his kind of background having the same mentality. [Interview, Edmonton, MP4] 

MP3 described fear of the mothers themselves about their children being ‘taken away’ and 
their family being ‘disrupted.’ This fear of HV was reported very often in FGs and interviews 
and is frequently mentioned in the research literature. This report examines this in depth in 
other sections on mandatory reporting and factors affecting disclosures of violence. MP4 also 
suggested that IR women may worry about being culturally judged and ‘otherized’ by the HV. 
She indicated that uptake of HV service would need some understanding of it as a support to 
rather than as a surveillance (‘check’) of families. 

Interviewer: What would stop you or discourage you from asking for such support? 

MP3: Being in fear that they were going to take my child. That’s what it pretty much 
comes down to, take my child or disrupt my family. There’ll be a big fear, I feel, from 
people thinking and maybe coming from different minorities, are they going to 
understand our culture? Are they going to understand some of our traditions? Are 
they going to understand the way our family lives and what we eat and what we do, 
because they’re coming into our home? Maybe if my culture isn’t Canadian and I’m 
not from here that all kinds of stuff like that or if I’m Indigenous or practicing 
Indigenous things, smudging and such things, are they going to know what that is or 
are they going to think we’re doing some kind of weird stuff, that kind of stuff?... Not 
knowing what kind of is going to come, that’s the kind of stuff that would definitely 
discourage me and especially for minority communities, just not knowing or 
recognizing the value of the service and that it’s not a check, do you know what I 
mean? This is the help not a check, that kind of thing. [Interview, Edmonton, MP3] 

Retention needs outstanding HV-client relationship management, which is closely linked with 
the quality of practice brought to mandatory reporting, disclosure handling, and the sense of 
cultural safety felt by the client. Practice in each of these areas will be examined elsewhere in 
the report. Here it will suffice to say that retention depends greatly on rapport, communication, 
and flexibility, meeting the clients ‘where they are at (SP2).’ For instance, in the case of 
younger clients, e.g. teen mothers, it is important to use modes of communication with which 
they are comfortable, such as text. The maintenance of trust, rapport, and flexibility are all 
predictors of retention.  

I find from our young families, I actually have to meet them where they’re at. I have to 
use the technology that they need, so I text. I text to engage in conversation if they 
need that, some people just need to check in with me in the day because of 
something. I text to remind them of appointments. I have a very low no-show rate 
because if I have -- they rebook right away and because I’ve texted them, they 
respond and say oh, my god. I totally forgot. Let’s do this. [Interview, Edmonton, SP2] 

Our program is a voluntary program. There’s a level of our participants get to control, 
it’s not forced on them. Right from the very beginning, it’s something that they choose 
to do and they’re in control of and we try to be flexible and work around what they 
want. [Interview, Edmonton, SP18] 
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Attrition, i.e., dropout, often emerges as a result of loss of trust, communication, respect and 
rapport. These various forms of relational erosion can occur in the context of disclosures and 
reporting of violence but can as easily occur during more mundane exchanges.  HVs reported 
that their safety-oriented reluctance or refusal to partake of food and drink offered by the client 
or the family may be seen as insulting. HVs have to balance cultural appropriateness with 
professional caution in an environment that is a worksite for them but is emotionally laden, 
lived-in territory for the client and her family. The HV has to be very strategic in managing self 
presentation, boundaries and expectations. 

For example, other thing like we are not allowed as a profession to accept 
anything….what happens when we go and they offer just a glass of water, “No, no, 
no, it’s fine.” They feel like oh, I belong to this religion that’s why you’re not accepting 
it. That will break the trust. You won’t be able to build the rapport. Normally, we’ll say 
that okay, we are not allowed. But okay, if you feel that, I will take a little bit. So just 
accepting their beliefs that I am part of you and I understand what you’re going 
through. I’m trying to understand what you’re going through and I’m here to help you. I 
think that that piece gives a kind of establishment, the relationship, the establishment. 
[FG, Calgary] 

I don’t want to like hurt their feelings, I’ve eaten some stuff that’s great and I have had 
some weird stuff.... But yes, typically I would never eat in homes, use washrooms, 
drink anything. … And a lot of times too I may be bringing diapers or formula or we 
have clothing here as well so if they need warmer clothing or the baby’s outgrown the 
sleepers we have a clothing bank here so I’ll bring that if they can’t come in. So it’s 
that you’ve done something for us we want to do something for you. [Interview, SP13, 
Fort Saskatchewan] 

Program attrition may also stem from factors such as clients moving, feeling they do not 
require the program, and challenges or crises that the clients feel they cannot disclose (e.g. 
substance use, the physical and psychic wounds of a renewed or new violent relationship, or 
post-separation violence (Mishra, 2017g)). It should be noted here that women in situations of 
violence may be compelled to move and to do so frequently, e.g., if they are being stalked, or 
rendered unable to work and to pay the rent and utility bills.  

I’ll get them for six months and then they move, I lose track. You know what I mean? 
It’s not you know, or they think they’re in a healthy situation and they don’t need help 
anymore. There’s one girl I keep trying to get a hold of. But I don’t know what to do 
because I can’t -- if I go see her, I get a hold of her, we talk. I make it an appointment 
and I lose her. Then there was lots of violence there….She’s not home when I get 
there or she’s moved again. That’s happened what? Three times that I’ve went to her 
place and somebody else answers the door. I’m like, “Oh, I’m looking for --” “Oh, no. 
They moved out.” [Interview, Edmonton, SP5] 

There may be cases of temporary disconnect as well. For example, families may be angered 
by the HV making a report to CS but may choose to reconnect with the HV when they need a 
go-between to engage with CS or the police. In the vignette below, SP3, who works with 
teen/young adult clients, describes handling client concerns about reports to CS. In these 
challenging conversations, she foregrounds the infant’s wellbeing, tries to calm the client’s 
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fears about child apprehension and communicates that she will continue to support the family 
through any ensuing investigations. In her experience, clients usually get angry and cut off 
contact for a while but also reach out to her for support at a later date. 

Interviewer: Have any had concerns about the mandate of reporting and how do you 
manage that when they say that okay, I don’t know about this, I’m scared? 

SP3: Yeah. There’s been some situations where participants have concerns and 
there’s even some begging and pleading for me not to tell anybody. I do see that 
often. Really, I just keep letting them know that I am concerned about their safety and 
even though I’m making the phone call, I’m going to support them through whatever 
process happens. If an authority agency comes in and does an investigation, I’m there 
to support them throughout the investigation and I’m not looking to have baby 
removed from their care or anything like that. I’m concerned about their situation and 
want to help them make it better. I always put it back to baby. I can’t have baby -- I 
can’t continue this happening and not do anything about it and I’m concerned for 
baby’s wellbeing. For the most part, they know, they may get angry and then we have 
a cooling off period and then when Children Services or the police or anything come 
into the home, they’re usually calling me and saying they’re here, what do I do and 
then I’m there to support them through all those meetings.[Interview, Edmonton, SP3] 

Impact of funding and policy 

Funding shortages impacted the ability of agencies to hire additional personnel to provide 
specialized crisis support on an on-call basis. This was a serious shortcoming for agencies 
serving disadvantaged populations with endemic trauma and violence. In addition, the lack of 
backup crisis support adds risk to a situation where disclosures of trauma, violence and abuse 
cannot be met with something in the form of emergency or after-hours support.  

SP 16: It would be really cool if we had a 24-hour support worker, just like walk in and 
give support. Maybe if we had access to our own like a crisis worker or somebody for 
them to talk to, because if we open something up with them, and then they need to 
have somebody that I feel that they could call, like easy access to call, to speak to 
somebody… and you end up having, even without the Family Violence Protocol, you 
end up having doorknob disclosures where you’re about to leave and then suddenly, 
they’re disclosing a bunch of emotional abuse or unhealthy relationship and your one-
hour visit turns into a three-hour visit because you’re not about to be like, “Oh, thank 
you for telling me that. I’ll see you next week.” That’s just not how it happens.  

Interviewer: Why is there not one? Do you know why there is a lack of funding? 

SP16: We’re a not-for-profit. I mean how could they justify that because essentially, 
we’re in a job where you hope to work yourself out of a job, so you’re hoping to not 
have to use a crisis worker. So how can we really explain, okay, we have this just in 
case. Well, the money isn’t there. [Interview, Edmonton, SP16] 

Funding and resource shortages entail missed opportunities to prevent, screen, or intervene 
against family violence. Agencies operating at capacity have to turn clients away at the door, 
even prior to an in-depth assessment of their hidden risks and needs. 



133 
 

I think I worry if funding were to be cut. We either have less people with higher 
caseloads or we have to triage more as to who we serve. If a family looks -- maybe on 
the outside, they have less needs and they appear to be doing well, that family maybe 
that has children services involvement or has other more obvious needs, that we 
would miss a family that there is family violence, it’s just very well hidden. That would 
be my worry. If we don’t have funding, we may miss those people because we’d say 
oh, well. Our program is full. We have to refer you elsewhere. [Interview, Edmonton, 
SP8] 

Funding has profound implications for the relational aspects of the client-service provider 
contact, in particular the time for building trust and rapport. Even brief gaps between funding 
flows mean layoffs (damaging to staff and clients, no matter how temporary); service 
interruptions; clients being turned away, put on hold, and then having to be re-engaged 
(meaning client-provider rapport has to be rebuilt, which is never easy to start with). Limits on 
staff hiring, salary hours, and feasible case loads mean that HVs simply may not be able to 
achieve the ‘dosage’ i.e. the frequency of visiting that is needed to achieve any meaningful 
positive result with families (Azzi-Lessing, 2011). For the HV to broach the issue of violence 
and to do a relevant screen she must build a rapport with the woman being screened, which 
means an investment of time over several visits and conversations. Also, the process of 
creating rapport cannot be kept individualistic and managed as though it followed a logic 
model. In families with extended family and three to four generations under one roof, 
relationships and conversations are group-oriented and are highly fluid and unpredictable in 
outcome. These situations mean many more and longer visits than the usual once-a-week 
one-hour visit in current HV models. The existence of health challenges, violence, addictions 
add layers of complexity and necessitate much more time to create trust and rapport. 

Interviewer: So ideally three times a week, how many months if you had your choice 
how many months would that --? 

SP4: I would say minimum six months. If I have a family for example if I get a family 
and I would like to see how – and then minimum three times a week depends on the 
family’s availability too and depending upon the concerns too. If there’s mental health, 
if there’s addictions, if there’s DV, if there is isolation, if there is language barrier 
obviously things multiply. They do multiply. Even if there’s no language barrier and 
there’s little issue parenting in two cultures and all that obviously once a week is fine. 
But if there are multiple issues and multiple layers then there are multiple family 
members I just cannot take the woman aside and meet with the woman, no, it doesn’t 
work like this, I just cannot do that. I have to involve all the family members, I have to 
listen to them, so it takes time. … everything becomes short term and the client can 
sense you’re in a rush. Oh, my God, it’s been two hours. Clients can sense that.  

Interviewer: And how do they react? 

SP4: They say, are you in a rush, looks like you’re in a hurry. They can sense, they’re 
smart people. They can sense, they know you for six months, or three months and 
what not. And then before booking sessions they ask how much time do you have 
today? Sometimes they do ask me because I need to talk about something so I would 
need minimum an hour and a half.  
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Interviewer: So that impacts on the relationship? 

SP4: It does impact the relationship, it does, right. My mind is off to my next session. 
You know what, after this I have to go to that session to do this paperwork, it’s been 
two hours already. We’re human beings, we’re affected by that. [Interview, Edmonton, 
SP4] 

In a situation of limited funding, time is at a premium and visits are reduced in number. HVs 
varied in their response to this problem. Some HVs prioritized client expectations and needs 
whether they were paid for the extra time or not. An ingrained ethical ‘duty to care’ meant a 
long-term approach towards cases and clients regardless of funding cycles and timeframes. 
HVs described their awareness that personal time and space can be easily compromised by 
the demands of their emotionally laborious and under-resourced service. There is also the 
subtle problem of clients developing a faint emotional dependence on the HV over time. This 
can represent a conflict of interest if the term of HV service is long finished. However, HVs 
serving IR women feel that they cannot truncate their service relationships, especially 
considering the high risk of recurrence of violence in the lives of the clients. 

The work we do is beyond a normal hours or it’s beyond the income that we have to 
what we earn. Yeah, it’s beyond that. If you really don’t have the hearts or the 
compassion or the commitment to work within the community to do this work it can be 
too much. It’s a lot. Yeah, it is a lot. Most of us really we don’t think about the funding 
on how much we’re earning to be able to do the job. Yeah, it’s not like our priority. I 
think most of us our priority is to make sure that really we provide the support that the 
family needs. That’s how I have seen that because you know, about the timing, we 
don’t think about it a lot. We do beyond that, that’s how actually we create that 
relationship. After we create that relationships though then we may be able to manage 
the time but at the beginning when the family needs most support at the beginning we 
actually be available for the family. This is like I said it’s a very flexible and we can 
allow us to kind of create and build that relationship and after that we can manage our 
time. That is a period where really time is not an issue. [Interview, Edmonton, SP12] 

We’re not like mainstream where we close the file in three months, four months – we 
may leave the file open as long as the family wants us. That’s the principle we have. 
We don’t close it because I saw her ten years ago. She might come for one thing or 
the other so the family we call it inactive for a little while but they may be active again. 
But as long as they know we’re here we’ll never close or we never say oh, I’m not 
your worker, you have another new worker, like those kind of language never existed 
with us. Therefore you’re a family like you’re part of us, when you need us you know 
where we are, that’s the kind of language we use start to end. So any time anything 
happened it might not be even intervention but they will come to us asking us. For 
example I’ve had women who I have met through shelters or through intervention and 
they overcome that, they found a place, they started living, they started working, at 
work they encounter some problem they want to come and talk to us and see how 
would I go about it, this is what’s happening. I’m having this problem. And there I don’t 
say oh, you’re no longer my client, you cannot come, we don’t do those kind of things. 
I’ll sit with her, talk to her and that’s brief thing that she asks me. So we tell the family I 
work with you as long as you want me to work with you. I don’t close the file like 
Children’s Services…So we don’t do that and as such sometimes we suffer…. Oh, 
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really, we can’t just dump them like anyone and run, we can’t. We are dealing with 
human beings, we are dealing with a family. It’s a responsibility for us. [Interview, 
Edmonton, SP9] 

Some HVs draw firmer lines around their time and caseloads. Their rationale for doing this is 
that they are not swamped and clients are not underserved. 

I cap my case load if I’m feeling like I can’t do like I can’t do my job properly with 
anymore people, so that that time we would have to create a waitlist. Like, we don’t 
take on more than we feel like we can serve appropriately, like we don’t want to have 
30 files and then nobody really get anybody’s time. So, that’s one way that that affects 
my work I guess is because when we’re feeling like we’re at capacity, we have to cap 
which is obviously a funding-related issue you know for everybody. [Interview, 
Edmonton, SP29] 

The vignette below describes the impact of time shortages where the HV is providing a support 
for a family with CS involvement. 

Interviewer: How does funding impact home visitation activity at your agency? 

SP4: It does. Because we have limited hours. Right, it does impact our work with our 
clients because if I have ten families and I have only limited hours so I have to limit 
my sessions, I have to limit my phone calls, I have to limit my support for the family. 
The need of the family is I should be meeting with them three times but because of 
the funding limited hours I only meet with you once a week. The heavy case loads we 
carry.  

Interviewer: Tell me about that if you please, the case loads.  

SP4: Yeah, so right now I have like 16 to 17 families, right, and then the families want 
to meet with you every week, it’s literally impossible. But I see the need. She would 
definitely benefit if I see her twice a week, she can be discharged from the program 
sooner rather than later. But I don’t have the capacity, the time, to provide my time to 
her. And then the paperwork, right, you have to come back to the office, you have to 
do this paperwork and case notes and all that, so I have to take time for that as well. 
[Interview, Edmonton, SP4] 

HV agencies are generally funded to provide supports around parenting and early childhood 
development; their budgets do not usually include line items specific for the provision of anti-
violence/FV crisis support. Some agencies would dip into budgets not intended for emergency 
support to assist women in situations of danger, such as fleeing violence to shelter. The 
vignette below illustrates the particular challenges in rural Alberta, where shelters, shelter 
spaces, and transportation options are all limited. 

Respondent 2: When I think specifically towards family violence, there are times when 
you need to react to a situation. I've seen that happen. Some victim services, I can do 
that with and some I can't. When you're thinking if there was specific funding in that, it 
would be having the informed staff and the trainings, but also to be able to respond to 
emergency and what that looks like. 
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Respondent 1: Yeah. I mean I can think of a specific situation that without funding, we 
would not have been able to drive with two staff, a woman and her two children to 
Southern Alberta to the only shelter that had room for her. That was fuel. That was 
staff. Over time, that was – [0:24:57] [Indiscernible] on the way, without funding, that 
mom would not have been able to leave her home.  

Interviewer: Right. That funding that you're speaking of, in this particular example 
perhaps, is that internal funding you guys had or was that funding that came through 
Alberta Works? Where did that funding come from?  

Respondent 2: That case, the funding came internally, our resources.  

Respondent 1: Yeah. That was using our money from our transportation budget. 
Yeah. [Interview, Camrose] 

While mental health concerns are widespread in the diverse communities served by the 
participants, funding for access to mental health specialists is limited. Only one of the agencies 
reported a highly qualified mental health specialist going on home visits, which is actually 
atypical in the home visitation field. This is also unusual given the costs associated with 
providing mental health services. In this vignette below, the agency served teenaged/young 
adult at-risk parents (a unique client population discussed in ‘Teen parents’), in which a school 
and the agency worked together to ensure holistic care, housing and access to schooling for 
their clients. 

In the case of mental health therapy and counseling in general, we typically don’t do 
home visitation but that’s one of the strengths of the role and the way that we’ve 
designed the program here at [AGENCY] is that we have several youth who go on 
maternity leave or who will have to go on bed rest partway through their pregnancy. 
The way that we address that right now from a therapy perspective is if I’ve already 
been seeing them or if there’s youth that we’ve been trying to get in to see me for a 
long period of time but kind of increased anxiety levels, keep them from leaving their 
home, then I can support our youth in their home with regard to therapy during those 
periods of time. Sometimes, just to get someone ready for the process of coming in to 
see me on a more formalized therapeutic basis. I’ll attend visits with their outreach 
worker, with their home visitor to support the building of that relationship and establish 
that relationship prior to getting them in the door to my more formalized service 
provision. One of the things that’s been really wonderful about my position is being 
able to integrate my services into the services that are only provided here and I have 
a very creative innovative supervisor who allows me to stretch out that capacity but as 
a therapist, I wasn’t trained to do that. As a therapist, we’re trained to be in a room 
with the door closed and exist within the context of that relationship, and so that’s the 
first real gap is people who are trained to bring mental health out to communities and 
organizations and individuals and families that see traditional counseling access as a 
big barrier for them because they can’t keep setting appointments and show up at the 
right times and they get two no-shows and they're cut off a list. And then cost, the cost 
is prohibitive to bring in somebody especially that is trained which is going to go to my 
next kind of -- but cost becomes prohibited when it comes to accessing mental health 
supports because there’s typically even in situations where you might have a sliding 
scale, you may have a cap on a number of sessions you can attend and maybe drop 
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in or maybe eight sessions and then nothing and drop off. I think that that’s a really 
key part of that gap. [Interview, Edmonton, SP2] 

Changes in policy and funding priorities at the provincial level immediately impact the 
approved form and content of HV programming and agency operations to implement the 
programs. In addition, the realignment of administrative jurisdictions also affects inter-agency 
partnerships and in what capacity agencies can apply for funding (e.g. regional or local 
community, urban or rural). Even at the time of writing this, some of the agencies where we 
conducted the needs assessment could well have changed structure and programming, or in 
the worst-case scenario, closed down. 

Respondent 2: So under the new provincial budget, we have lost our funding for a 
grant that we were under which was the prevention and early intervention framework. 
So we will not have home visitation services after March 31st [2020] in Sylvan Lake, 
and we will not be applying for funding regionally. We will be applying for funding 
under Sylvan Lake as a community. So the home visitation programs centrally will be 
breaking off and not being covered regional, like as we were being managed 
regionally by Family Services of Central Alberta, and so those partnerships won't 
continue. Well, they will informally if we all get funding; however, it's not going to 
continue as it is which Healthy Families as a program will not exist under that name. It 
would be a new name on as home visitation. And so we don't know what that looks 
like. So it's pretty unsure. I know right now we're sitting both with full caseloads. We 
each have about nine families that we serve. And two families on the waitlist. So it 
directly impacts us. [Interview, Sylvan Lake]. 

In November 2019, the Government of Alberta announced a restructuring of funding and 
organization of services funded by CS. The rationale for the restructuring was to standardize 
services across the province, with focus being on prevention and early intervention.  

The Alberta government is retooling how it funds and organizes programs that prevent 
children from being apprehended into government care. Effective March 31, 2020, the 
children’s services ministry is cancelling about 450 grants and contracts with 300 
organizations that run parent link centres, home visitation services, family resource 
centres and other prevention programs, Children’s Services Minister Rebecca Schulz 
said on Tuesday. The programs provide free support to parents and caregivers, such 
as parenting classes, early learning opportunities for tots and developmental 
screening. But Schulz says the system is a patchwork that offers different services in 
different places. There is a dearth of help available for families of children older than 
six years old, she said. Some of the grants or funds are being spent on newsletters, or 
paying system navigators to help families find the right services, she said (French, 
2019).  

The restructuring drew on “Well-Being and Resiliency: A Framework for Supporting Safe And 
Healthy Children And Families” (Government of Alberta Children’s Services, 2019) and aimed 
to make services and outcomes consistent across the province. The reorganization would 
promote service integration and co-location, with agencies coordinating and collaborating in a 
“‘hub and spoke’ model of service delivery” (Government of Alberta Children’s Services, 
2020b). 
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Provincial Family Resource Networks (FRNs) deliver high quality prevention and early 
intervention services and supports for children aged 0 to 18. Networks provide a 
range of services and supports that focus on strengthening parenting and caregiving 
knowledge, social support, coping and problem-solving skills, access to community 
supports and resources, improving child and youth development, building resiliency 
and fostering well-being. Through a ‘hub and spoke’ model of service delivery, 
Networks (hubs) will coordinate the prevention and early intervention services in all 
geographic areas and in various cultural communities across the province – either 
directly or through collaborative partnerships with qualified service agencies or 
providers (spokes) (Government of Alberta Children’s Services, 2020b). 

On November 7, 2019, Children’s Services put out a call for “expressions of interest” for 
organizations to bid on offering the services for a three-year span as part of a new provincial 
network to take effect from April 1, 2020. The budgetary expectation was that the restructuring 
would reduce provincial expenditures on these services by around $12 million per annum. The 
restructuring would also expand age eligibility of benefiting children/adolescents up to 18 
years. 

Months after funding for 130 Parent Link Centres was cancelled by the provincial 
government, their services are being offered at Family Resource Networks. Alberta 
now has 134 Family Resource Networks operating on three-year contracts. Within 
that number, 114 networks previously operated as Parent Link Centres. The other 
20 didn't have previous agreements with the province to provide these types of 
services….The province announced last November that funding for Parent Link 
Centres would be cancelled by March. The centres offered a variety of free supports 
and programs for parents and caregivers of children from infants to six years old. The 
new model offers prevention and early intervention services for kids up to the age of 
18  (McEwan, 2020). 

As of the time of writing this, the contours of the HV landscape in Alberta are changing; a later 
check-in with agencies will reveal more about the effects of the restructuring. During the needs 
assessment, some participants saw the new approach as discounting the wide variations 
across rural and urban Alberta and the diversity of needs and challenges of the communities. 
Others felt hopeful that the restructuring could provide an opportunity to enhance sectoral 
efficiency and remove gaps. At the same time, they worried that policy and funding transitions 
could create disruptions, gaps and uncertainty, which materially and emotionally impact both 
agencies and their clients.27 For instance, service disruptions could affect teen mothers who 
need continued support while they seek education and socioeconomic stability. 

 
27 “Kelsey Rockwell, a mother of two young children in Lacombe, said the programs have been extremely 
valuable for her family. “My children and myself have come to know and love the staff at each of the programs we 
had the privilege of attending,” Rockwell wrote in an email to CBC News. “My heart literally drops in grief when I 
think about not having our parent link programs available.”… Heather Boonstra, executive director of the Fort 
Saskatchewan Families First Society, said parents tell her the Parent Link Centre is “essential programming.” 
She's hopeful the new model will let them deliver similar programs seamlessly so nobody falls through the cracks. 
Lauren Fagen, executive director of the Norwood Child and Family Resource Centre, agrees parent link programs 
are vital to healthy communities but she's embracing the transition as a chance to reevaluate the current 
programming and identify gaps. “We're not seeing this as cuts but an opportunity to re-envision the programs and 
services that exist,” Fagen said. “We're pretty excited” Fagen said “It's the first time in my career in Alberta in 15 
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I’m still struggling to digest the information about funding and what that will look like. I 
worry about the home visitation early intervention prevention sector but I’m also kind 
of excited at the ability to retender and explain the work that we’re doing in hopes that 
people will really see the impact that this sector has on healthy outcomes for children 
and what it looks like for parents. Am I a little worried, yeah, because I know that 
there’s budget cuts coming or have been made and I can see already the effect on 
especially in our demographic. I’ve had three young ladies already today and 
yesterday and they’re just devastated because their funding is going to be cut in April 
2020. They don’t know how they’re going to provide for their children, they don’t know 
how they’re going to pay the rent. One young lady was hoping to go back to school 
but Advancing Futures has been frozen so she doesn’t know if she can. Advancing 
Futures is a program for children who have been in the government’s care to have 
their post secondary education funded. Yeah, but it’s on hold, it’s all frozen. And the 
young lady that was here today she’s already 22 so her worker advised her that as of 
April 1 so her last check will be March 30 and she said I thought I had two years to go 
back to school and continue transitioning and kind of branching out on my own and 
now I have four months. [Interview, Edmonton, SP14]. 

Impact of the COVID-19 Pandemic on GBV, FV, and HV-based efforts against violence 

The emerging evidence is that the COVID-19 pandemic has exacerbated GBV and FV and 
adversely impacted anti-violence efforts worldwide (ACWS (Alberta Council of Women’s 
Shelters), 2020; Hankivsky & Kapilashrami, 2020; Peterman et al., 2020; UN Women, 2020; 
World Health Organization, 2020). The pandemic has disrupted funding and operations for 
diverse non-profits across Canada, including those delivering anti-violence services (e.g. 
counselling, shelter, outreach, housing, help with education and employment), perinatal home 
visitation, and settlement assistance for IR families (which cope with well-documented risks for 
family violence related to pre-migration, migration and post-arrival trauma and distress) (Lasby, 
2020).  

During the economic and social downturns of the pandemic, FV has surged across the world 
and also Canada (20-30% increase in some parts, although this data is still evolving) (Patel, 
2020). According to the Alberta Council of Women’s Shelters (ACWS, 2020): 

Forced isolation may be harder to recognize during physical distancing. An abusive 
partner may limit social interaction with colleagues, friends, and family during working 
from home arrangements. Reduced accommodation options make it even harder to 
leave an abusive partner. Physical distancing makes it harder to stay with friends, and 
many landlords have temporarily stopped taking new applicants. Survivors may have 
been given frightening misinformation about COVID-19 by their abusive partner to 
control or manipulate them. Abuse tactics can increase or worsen in emergencies like 
this. This may show up in signs not apparent before - like bruises or burns, or in 
sharing about instances of sexual or emotional abuse. Most instances of sexual 
assault are from someone the survivor knows, and sexual violence may increase as 
families are confined in their homes for longer periods of time. It may be more difficult 
for someone in an abusive relationship to communicate during social isolation 

 
years that I've seen a revisioning of our sector and quite frankly it's long overdue” ” (Ellipses inserted) (Riebe, 
2019). 
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because their partner may be more closely monitoring or limiting their technology use. 
With children now at home all day, every day, there may be more incidences of child 
abuse happening in the home. Be mindful of communication that indicates signs of 
child abuse are present. If you suspect a child is at risk, you are legally required to 
report it. 1-800-387-5437 (KIDS). Abusive partners may withhold necessary items, 
such as hand sanitizer or disinfectants. Abusive partners may prevent survivors from 
seeking medical attention if they need it or find ways to control access to extended 
health benefits. An abusive partner may make the survivor go outside of the home. 
The abuser may blame her if she or the children get sick. Travel restrictions and fewer 
travel options may impact a survivor’s escape or safety plan – it may not be safe for 
them to use public transportation or access flights or buses. An abusive partner may 
use COVID-19 scare tactics to keep a survivor away from their children… may make it 
difficult or impossible for the survivor to work from home…may block their partner 
from applying for employment insurance benefits or other forms of COVID-19 financial 
assistance, making them more dependent on the abuser. 

Quarantine and lockdown conditions ensured limits on reporting and on response. There were 
widespread and immediate impacts on office-located, community-space and home-visit-based 
service delivery. Family support services moved online, with phone and video conferencing 
(Government of Alberta Children’s Services, 2020d).28 The prospects of online/cellphone FV 
screening or help seeking are uncertain where women are locked in with their violent partners 
within earshot.  

Surveys and questionnaires illustrate that in Alberta the impacts are already severe. According 
to an e-newsletter from Sagesse IMPACT in April 2020: 

People are using paused family court system as a method to gaslight,29 intimidate, 
control and bully. Clients are unable to complete full hour counseling sessions. 

 
28 Accessed on June 29, 2020 from https://tinyurl.com/y63jgs9v (web cache; the original page is gone)  
29 Gaslighting is a term derived from a play (later filmed) called Gaslight, depicting psychological control and 

manipulation in an intimate relationship. Gaslighting involves deployment of psychologically and emotionally 
abusive tactics that progressively disorient and destabilize the target, who is often, but not necessarily, an 
intimate partner. The targets of such manipulation can involve observers and bystanders as well as intimates. The 
gaslighter makes the target doubt their own feelings, perceptions, understanding and judgement. Perpetrators 
may play the hero or the victim, altering narratives and manipulating perceptions to deflect blame away from 
themselves and to extract advantage from social and legal situations. “Perpetrators of interpersonal violence 
sometimes use denial, engage in personal attacks on victim credibility, and assume a victimized role (Deny, 
Attack, Reverse Victim and Offender; DARVO) to deflect blame … (p1; ellipses inserted) “Outrage management” 
is a term that represents a set of techniques employed by perpetrators that mitigate observers’ negative 
evaluations of both perpetrators and their objectionable behaviors…The perpetrator, in order to avoid facing 
consequences, therefore tries to mollify the potential backlash when held accountable for their actions … such 
outrage management techniques include casting doubt onto the credibility of the victim and denying the victims’ 
versions of events or reframing them so that they appear more innocuous. This closely mirrors the denial and 
personal attacks described by DARVO. Similarly, both outrage management and DARVO represent ways in 
which perpetrators actively try to explain away and manipulate bystanders’ understanding of abusive events. (p2; 
ellipses inserted) …For those who have committed abusive acts, the ability to influence how others perceive them 
and their victims is indispensable. Convincing bystanders that no abusive behavior took place (or that if 
something did occur it was not harmful) and that the victim is untrustworthy gives the perpetrator a clear 
advantage in both social networks and the legal system. If successful, the perpetrator can avoid blame and 
thereby avoid disadvantageous outcomes. The victim’s account is doubted and ultimately disregarded in favor of 
the perpetrator’s narrative.(p3, ellipses inserted)” (Harsey & Freyd, 2020).  

https://tinyurl.com/y63jgs9v
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Parents are unable to support child’s distance learning due to lack of technology, 
language of instruction, working from home, etc. There are increased and high rates 
of anxiety, depression, and loneliness/ isolation. Agencies report on clients inability to 
access financial support or services without access to phone or internet. There is 
magnified caregiver strain and increased risk of abuse and mistreatment of seniors, 
children, youth. There is increased child and youth exposure to drugs in the home and 
barriers to childhood mental health services. There are challenges stocking shelters 
due to grocery store purchasing limits and shortages in rural areas… Although it is 
early, agencies and collectives have started to identify increased activity and/ or 
reports of sexual/ domestic violence in their community or networks. Estimated rates 
include: Approximately 20-30% increase; Association of Alberta Sexual Assault 
Services has experienced a 51% increase in use of the Alberta’s One Line for Sexual 
Violence in the past month. Feedback on rates of domestic and sexual violence: 
Successfully closed Elder Abuse cases have had to be reopened. Agencies are 
noticing warning signs that were not normally present previously COVID 19. There is 
increased substance & alcohol abuse, increased depression and anxiety and feelings 
of extreme frustration with partners and children. There is ongoing pressure buildup in 
families. Some noted it has been quiet because victims are isolated at home with their 
abuser, but looking at France, the UK and the US, they believe we are only weeks 
away from the surge in the reporting of these crimes. When services moved to remote 
work, initially saw a reduction of calls coming in and an increase in cancelled phone 
sessions. Now seeing an increase in calls from informal supports calling on behalf of 
victims. 

In this situation, safety planning must also change. Sagesse (2020:4) provides some 
suggestions to agencies on how those living in violence and social distancing can reach out for 
help when needed.  

Encourage clients and informal supporters to create a code word/text/gif that can spell 
danger if received. Recommend to clients that they keep their phone fully charged at 
all times and on their person – always wear something with pockets. Create physical 
indications for neighbours – turning on or off certain lights, opening or closing of 
particular blinds, etc. Suggest to clients to maintain their routines and patterns – if 
they always check in with their informal supporters on Tuesdays at 10:00 a.m., 
encourage them to maintain that behaviour. 

There are layered complications with situations of co-parenting associated with FV (Sagesse, 
2020:5). There is a known risk of violence towards children and partners/ex-partners during 
exchanges and parent-child visitations (Fleury-Steiner, Miller, Maloney, & Bonistall Postel, 
2016). Violence to ex-partners can occur even when visitation is supervised; supervising staff 
too may suffer direct abuse or fear and anxiety as vicarious effects of witnessing abuse 
(Cuomo, 2019). The risk of violence during exchanges can rise when social distancing has 
vacated public spaces and increased private isolation. Child support payments may be 
withheld but there may be no legal recourse.  While courts remain open for emergency 
matters, they are closed for routine matters, leaving mediation and arbitration as options for 
dispute resolution (uncertain how effectively these can be done over tele/video conferencing). 

Coparenting during this pandemic may be especially challenging for families impacted 
by domestic violence. Co-parenting parents might adhere to different guidelines 



142 
 

around social isolation and virus prevention leading to challenges and abusers might 
use this time to further perpetrate coercive control. Support individuals who 
traditionally exchange children in public spaces for safety (school, mall, etc.) to 
identify alternative spaces that are open, safe and comply with their parenting orders 
(grocery stores, police station parking lot, etc.) Support individuals to follow AHS 
guidelines and try to negotiate with the co-parent to do so also. Encourage all clients 
to keep a record of what has transpired. In cases where a client can legitimately prove 
their child is in danger, they should contact a lawyer to determine if this constitutes an 
emergency and the next steps. Client may also experience difficulties with support 
payments due to COVID 19. In cases like this encourage the client to keep a record of 
what has transpired. If they are the ones unable to make a support payment 
encourage them to communicate this to the other party, give as much notice as 
possible and seek legal advice around amending payments, if possible. Although the 
courts in Alberta are closed for routine matters, mediation and arbitration are still 
available and are alternative ways to resolve issues. In addition, the courts are open 
for emergency matters (Sagesse, 2020: 5). 

The impacts of COVID-19 may be especially severe for women living without legal status in 
Canada. Prior to the pandemic this population already “faced acute social, economic and 
health risks due to lack of access to healthcare, poor working conditions, employer abuse and 
exploitation, and the stress of living in constant fear of deportation. The current crisis has only 
exacerbated these conditions, yet non-status women remain largely invisible in the public 
health response and emergency support programs”(Quoted from Abji, Pintin-Perez, & Bhuyan, 
2020). Undocumented migrants lack Social Insurance Numbers and have no access to 
emergency income supports such as the Canada Emergency Response Benefits and the 
Canada Child Benefit. Many women work in roles such as cleaners, support workers, cashiers 
etc and face increased risk of infection but with no social protection if they fall sick and cannot 
work. In addition, if women are dependent and in violent relationships, the threat of deportation 
keeps them from reaching out for help. Women face threats, intimidation, abuse and violence 
not only from intimate partners but also from landlords, employers and extended family, and 
others (Abji et al., 2020). In 2020, C$30 million were federally disbursed to meet the immediate 
needs of shelters and sexual assault centres (Government of Canada WAGE, 2020). This is 
welcome support. However, status eligibility restrictions may be in place although sometimes 
relaxed on the discretion of individual shelters. In any case, women fearing exposure and 
deportation may never attempt to access refuge or even counselling. 

Provider burnout, turnover and self care 

Trauma informed care and support are important not only for clients but also for stressed and 
over-burdened service providers, who are almost all women, engaged in gendered labour, as 
is associated with the ‘caring professions’ (Poole & Isaacs, 1997)  They cope with vicarious 
trauma, compassion fatigue, and burnout from supporting clients through the complexities of 
family violence, postpartum depression, involvement with CS and more (Alitz et al., 2018; 
Bhandari et al., 2012; Dmytryshyn et al., 2015; Leinweber & Rowe, 2010). These psychosocial 
impacts on HVs can affect quality of service and erode client-provider rapport. They are salient 
factors in employee turnover, which implies loss of client-agency connection plus the effort and 
expense to train up new staff. Clients lose access to supports or have a lower quality of 
support and care.  
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Staff shortages during turnover enhance caseloads on existing workers, prolong client wait 
times, increase frustrations and stress on all sides, precipitate client dropouts, diminish agency 
track records, which has an impact on future funding success. On this last point, it must be 
noted that across the social service landscape, whether HV or other, there is a well-
documented vicious cyclical relationship between endemic funding shortages, staff attrition 
and turnover, quality of service and client attrition.  

Yeah, when I look at staff, they leave because they can be burned out or the stress 
because if you’re dealing with lots of family violence and postpartum, it takes a toll on 
yourself. [Interview, Edmonton, SP26] 

We talk about that in terms of vicarious trauma and recognizing how in witnessing that 
and in hearing those stories, you are now becoming a part of that narrative and you 
are experiencing that in the therapy world. We call that slime. When someone slimes 
us with their stories, we walk out, it sticks and if we don’t have an awareness that 
we’ve been slimed and that sticks - Slime, just like how it drips and sticks, but we 
don’t have an awareness of that then we don’t know how to remove it and we don’t 
have a safe place to take that information and we carry that home. I see that 
sometimes with our staff. If I’m trying to support a young person in managing their 
emotions, in becoming more organized, in having a healthy relationship, but then I 
show up to meetings or sessions at home or in my office, and I’m disrespectful or I’m 
frustrated and therefore I lose my mind over here and then come back to you. If I’m 
late for all of my appointments or I miss things, then how am I teaching? Actually, that 
brings up another point in terms of that competence is having the skills ourselves to 
support what are the population we’re serving, what they’re needing to learn because 
a lot of times, if we don’t know how to manage emotions ourselves or we don’t know 
how to make decisions or we don’t know how to problem solve then we aren’t going to 
support other people in doing that. [Interview, Edmonton, SP2] 

Some agencies had access to counselling as part of their benefits. In addition, staff meetings 
and discussions with colleagues provided spaces for self and peer care through conversation. 

We talk about vicarious trauma when we're learning about trauma. If you've 
responded in that way, you need to follow-up with your supervisor within four hours. 
Usually, they follow-up pretty quick. Then we're going to hold that conversation on the 
phone with them, where are they at, what are they needing and talking through that. 
We're fortunate to be provided with some counseling that we don't need to pay for. I 
think three sessions. During staff meetings, we focus on our wellbeing and our self-
care and taking care of ourselves. Yeah. [Interview, Camrose]. 

I’d also like to add to that over and above supervision. I mean we also have our team 
to fall back on. I mean if we’re struggling with something that’s happened in a visit, we 
can also talk to each other about how we, ourselves, are processing that and I know I 
have had the opportunity to sit down with fellow home visitors and share how I was 
feeling and they just helped me walk through what was going on. I found that to be 
very helpful as well. [Interview, Edmonton, SP19] 

I think that we try to have an open door policy if you have to debrief after a visit, we 
have twice a month supervision so that we can talk about all the families that they’re 
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working with. Self-care is something that I think is or was a -- I don’t know if it still is. 
It’s kind of almost like a buzz word that goes through this field and I think a lot of 
people don’t even know what self-care really means. But it’s one thing to be aware of 
it. It’s another thing to actually put it into practice. We, as practitioners, need to take 
responsibility for ourselves to take care of ourselves but it’s also up to me as a 
supervisor to acknowledge when I can see somebody is not themselves or struggling. 
We even ask that in an interview question like do they know what their signs of stress 
are, how would I see their signs of stress, and that’s helped so that I can try to pick up 
on those things as a supervisor to be able to say, let’s talk about this or what can you 
do? We have wellness days here at [AGENCY] but I mean I think we’re all aware of 
the risks of working with these families to our own personal well-being. I think that we 
have a good team and we really do rely on each other and we really do support each 
other. [Interview, Edmonton, SP20] 

Participants indicated the need to consciously and mindfully practice self care. This was a 
priority given the high emotional labour involved in home visitation with extremely diverse 
clients. Service providers need time, space and support to debrief to manage stress, prevent 
burnout, enable decompression, and consult and share knowledge with their teams. SP23 
indicated that she does not separate her self care from her work, which encompassed two 
decades on and off reserve. She discussed the use of attire as a form of self care and 
presentation and spoke of avoiding overly casual attire like sweatpants on visits to clients’ 
homes. She felt it was important not only that she felt better about her appearance but also 
that she could subtly and gently model self care to the mothers whose homes she visited. This 
perception was notable in that many other HVs suggested that they would wear very casual 
clothing to homes they visited because it would allow them to put harried mothers at ease and 
they could ‘get down on the floor’ with the children. The vignette suggests that a home visitor 
can unobtrusively model self care for women whose confidence has suffered, for example, if 
they have been abused and gaslighted to the extent that they believe they are not deserving of 
care by themselves or others. 

I find myself doing this work for just about 20 years now and previous to that, working 
on my reserve. I’ve always just been myself and if I feel like dressing up that day and I 
want to feel good about who I am and where I’m going, I will. I wear what I want to 
wear because that’s who I am and I don’t pretend that I’m any better than them or 
anything and I have found over the years with me, I can go into a home and begin 
working with a mom and all she wears is her pajamas. That’s fine. If that’s who you 
want to be then that’s great but as her confidence starts to build and our relationship 
starts to go, I might go and I might find that her hair’s done one day or I might go and I 
might find that her hair’s done one day or I might find that she’s put on a nice blouse 
and she’s trying to feel good about herself and I’m noticing and for the first time, 
someone is taking notice of how she’s preventing herself. It’s those little things. I know 
a lot of people think that we should tone ourselves down but I can only be me and I 
can’t pretend to be anyone else. I’m not coming to work in sweatpants, I’m not coming 
to work in Lululemons. That’s how I found it. I found it builds a lot of confidence with 
my clients that I’ve worked with over the years. [Interview, Edmonton, SP23] 

Self care can also mean to schedule visits in such a way that the HV can decompress a little 
before plunging into the next visit’s round of emotional labour. This might take the form of a 
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debriefing chat with a supervisor or co-worker. In other words, self care is not something for 
‘after hours.’ Self care means on-the-job peer support as well. 

I think it’s also important not just to not have something on your agenda for 
afterwards. Because you need to be available to continue to talk with that mom as 
long as it takes but for your own self-care, to throw yourself now into another home 
visit, and you’re still curing that. You’re driving to visit, your mind is on things, 
hopefully you’ve had a chance to debrief with someone either with your supervisor or 
another co-worker and we have a really good team that way where we can … all the 
ladies in the program can do that with each other if their supervisors are just 
unavailable for whatever reason, so we have a really good team that way. [Interview, 
Edmonton, SP23] 

Mission creep vs role management 

Several HVs reported feeling overwhelmed by the plethora of support activities they had to 
take on in the course of their duties. In their view, the usual activity of home visitation, to 
enhance parenting capacity by providing tips and guidance to parents, had expanded to 
include more than they felt able to manage. HVs often find themselves providing anti-violence 
support, advocacy for clients at agency desks and over phone and email, and helping to 
connect clients in crisis with financial, housing, medical and legal help.  

HVs described their concern over ‘mission creep’ with their HV roles barely capturing the sheer 
range of their actual activity for clients. Some were emphatic that as HVs their skills and roles 
are circumscribed; in cases where more specialized help is needed, such as for trauma and 
violence counselling, they can only go so far as to provide informational resources and 
supported referral. Some team leads reported that junior team members balked at the prospect 
of doing work around FV. 

Respondent 2:  We can work just to a point with that because what is our goal? 
What is our role as home visitors? This concern that the home visitors are 
experiencing is a community concern. It’s something that community needs to take 
on. We started off as child development. We have escalated into family violence, 
addictions, mental health which totally makes sense but there’s a limit to what a home 
visitor can do. We can’t lose focus. [FG, Stony Plain] 

Respondent 4: The lack of resources out there does tie to parent’s ability to parent at 
times. Because when they’re lonely or they’re depressed or they’re anxious, that 
carries through to the child. So when you think child development, well, until you get 
some of those areas in their life kind of looking a little better, it is probably going to 
adversely affect the child. I mean in the long run, it all plays into it. Does it all fall to 
us? [FG, Stony Plain] 

But sometimes, I've seen in the past year that girls would come back from training 
and they’re like, “Yeah. We're not doing that.” [Interview, Fort McMurray] 

Respondent 1: When we start talking about the trauma, that's not our role. We are not 
counselors. Our role is to refer. It is absolutely irrelevant for me to know whether she 
was actually sexually, you know, had physical abuse, it's irrelevant. That's not my role 
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to counsel her in that. If those come forward, my role is to connect her with resources 
to have those conversations if she wants to have those conversations. So that's kind 
of where we're talking right now as a program? Is it important for us to know which 
questions she got? No, it isn't. As home visitors, our role is to connect them to 
resources that can support them. We are not qualified to enter into those 
conversations. [Interview, Raymond] 

SP14 indicated that supervisors have a powerful mentoring and supportive role in providing 
capacity, knowhow and motivation to HV staff to take on tasks that are not in the formal remit 
of the HV. These tasks include the difficult processes of screening for violence and mandated 
reporting of family violence to CS, as well as helping families to navigate systems and 
complete bureaucratic processes.  

Interviewer: So some home visitors it’s been reported to me again I don’t know to 
what statistical significance but they see the role as parenting, parental education, full 
stop.  

SP14: Yes. 

Interviewer: Tell me what are your thoughts on that? 

SP14: Well, I am the lead of our internal family violence committee and I will be 
running a workshop for our team next week to educate them on family violence. So on 
my team family violence is very present, I talk about it a lot. I watch for risk factors 
because it’s something that I hold an interest in family violence prevention. Some of 
our other – I have coached some home visitors through their discomfort in addressing 
family violence. Sometimes, well, I’ve had experiences with home visitors who didn’t 
want to have that conversation because they didn’t feel like they were equipped to 
deal with the answer. So they wouldn’t ask because they don’t want to know the 
answer. And so I’ve had to coach through what that looks like if they do get a positive 
yes there is family violence. I’ve also had to coach people through understanding that 
the choice is still that of the family whether or not they’re ready willing or able to make 
a change to their situation that is still their choice. However Children’s Services needs 
to be involved to protect the children. So I’ve had to coach staff through that as well 
through the apprehension to contact Children’s Services.  

Interviewer: So if my sense is correct it’s essential for supervisors/mentors/team lead 
to provide that direction and shape? 

SP14: Yes.  

Interviewer: And a motivation as well. 

SP14: And the expectation, yeah. 

Interviewer: I have seen critical statements from decision makers that some of the 
grant money is being used by HV agencies to enable families to navigate services as 
if that’s something wrong.  
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SP14: Yeah, because that is what we’re doing. …Like how do I access speech 
therapy for my child? How do I access mental health support for myself? How do I 
access funding, like that is what we’re doing. We’re helping them navigate through 
services because they’re so complex and I often think I have resiliencies built in, I 
have a university education, I have many years of experience doing this and 
sometimes these forms and like knowing which department to call for which service 
that you need and how to get from here to there blows my mind and I can’t figure it 
out and I have to get support from my team to help a family. And I think how on earth 
is that family supposed to do that on their own.  

Interviewer: They can’t. That’s another question and it gets worse when they’re new to 
the country, refugee family, immigrant family, that too. 

SP14: Yeah, English is a second language, I couldn’t even imagine trying to read 
those forms. English is my first language and I don’t understand what they’re saying. I 
couldn’t imagine. [Interview, Edmonton, SP14] 

Mentoring, debriefs, and consultation on complex situations 

Participants in middle and senior supervisory roles highlighted that mentoring and supervisory 
debriefs are crucial to help workers deal with the task spillovers and ethical-emotional 
pressures of their high-stress professional environments. SP2 described a model from the 
nursing environment where less experienced workers can be paired with more experienced 
colleagues for an initial set of shifts, shadowing the senior colleague while they learn skills and 
acquire capacity to perform independently. Other participants reported the use of this ‘buddy 
system’ (both for orientation and safety purposes) but it was unclear to what extent it could be 
implemented, given the already described staff shortages at many agencies. 

I think a lot of times when we hire someone for a position, we assume that because 
they applied and because they may have the degrees that say the letters after their 
name or they’ve worked in an agency before, we’re going to assume they’re going to 
know what to do. I don’t think we do enough for orientation and support. I think that’s 
needed. There has to be an opportunity for the home visitation specialist, whoever’s 
going to the place to adequately know the job and know what it is that’s expected of 
them in that context. I think one of the things I see in the nursing world that I think is 
really beautiful … is that they have to serve their first ten shifts with a buddy so they 
have to be attached to a nurse who’s already working in the ward that they’re in or on 
that floor that they’re on for ten shifts before they can sign on independently. What I 
love about that concept is it allows the opportunity for learning and growth, it allows 
the opportunity for someone to not be expected to know what to do. I think the buddy 
system really helps them learning the skills that might be needed. [Interview, 
Edmonton, SP2] 

For a rookie home visitor learning to work in homes with violence and trauma carries 
professional pressure as well as physical and psychosocial risk (not least of which is burnout, 
as discussed elsewhere). In these situations, it is crucial to have a robust plan in place to allow 
for mentoring, debriefs, case conferencing, and check-ins for wellness. These conversations 
are essential to the HV to check their biases, to learn to voice their frustrations and challenges, 
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and interact with clients and colleagues with honesty and authenticity. These steps are building 
blocks for the cultural humility, safety and appropriateness needed for home visitation. 

… very specifically one of the things that I see in a trauma-heavy environment like 
[AGENCY] is the critical importance of supervision and of agency support for an 
individual. Within the context of a worker who’s entering home, any worker really of an 
agency that’s trauma-informed should be able to go back to their supervisor and say 
wow, I really blew that, I have no idea what I’m doing, or that went so well. I was really 
proud of how I handled this out or the other thing. There has to be a relationship set 
up right away that supports the opportunity to be vulnerable and supports the 
opportunity to learn and get something wrong. I think a lot of times in the helping 
professions, we have a deeply engrained fear of getting it wrong and of being a fake 
and of not knowing what we’re doing when we’ve been hired to know what we’re 
doing that we make a lot of mistakes because we aren’t able to come out and call our 
supervisor and feel like there’s an opportunity for growth within that context.  I think 
that’s really critical; the ability to create an environment at work that allows you to ask 
for help that checks in to make sure you have the resources you need. I think another 
component of that is looking at burnout and helping people understand how to 
recognize when that’s happening, helping people, being really open and honest about 
their experiences and their biases and how those are getting challenged every day in 
that setting. And then at [AGENCY], we’re really fortunate because those workers are 
then able to make connections with me as a mental health therapist specifically to 
address concerns that might be happening in the home that they don’t know how to 
handle or manage. I think on top of that, safety, kind of most critically safety is really 
important. If you know that your work in a population that’s trauma heavy and that 
there’s the capacity to walk into an environment that is experiencing violence and 
intimate partner violence or family violence that staff have adequate safety plans 
and/or procedures at their disposal that they know heading in to the scenario versus a 
kind of reactive after-the-fact quick policy we throw in place. [Interview, Edmonton, 
SP2] 

A conversation at another agency illustrated that it may be important to have a staff member in 
a consultative role apart from the supervisor to support a home visitor through challenging 
situations such as in mandated reporting of family violence. In these situations, HVs may feel 
torn and may need clear guidance on how to proceed. While there is no debate about the duty 
to report violence in a home with children, questions remain: for example, can the HV file a 
report, or start with a preliminary consultative call to CS?30 Should the HV call CS or should 
she support the mother in calling CS? While the latter option is preferable and allows the 
mother to exercise her agency, the HV still has to support the mother through and after the 
conversation with CS. How will the HV avoid or handle the potential loss of rapport with the 
mother during the reporting process?  

HVs described the value of ‘hypothetical’ consultative calls to CS, in the event that they need 
to report something of concern but are unsure of what they have seen. They saw this as a 

 
30 Guidance from the Alberta CS website indicates that if the HV is not sure that there are grounds to make a 
formal report, she should still call CS to articulate and get perspective on concerns. “Child Abuse Hotline: 1-800-
387-5437 (KIDS) to get help if you, or children you know, are being neglected, abused or sexually exploited. If you 
believe a child is at risk, you must report it. Help is available in multiple languages 24/7” (Government of Alberta 
Children’s Services, 2020a)  
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good practice that gained them expert perspective. The challenge was the unpredictability 
around if or whom they would be able to consult. 

Sometimes we'll call and say that we're just consulting, so we're not reporting. We 
have that relationship in the offices where we can -- and I think that has grown our 
relationships and our girls’ comfort level in calling. When we're not calling the intake 
line -- no, we're calling a caseworker and we're saying, “I need to talk to you about 
something.” Sometimes, it turns into we're calling intake. Sometimes, it's like, “No. It 
sounds like you have it under control. This is what you're watching for,” whatever... 
We did have that conversation that, “We might be calling you a lot more because 
we're doing a family violence screen.” Sometimes, we might just need to consult with 
you in understanding where we're going with that and I think in the initial conversation 
we’ve had with the offices that we work with. [Interview, Camrose] 

Participants at Fort McMurray indicated that a consultant (in-house or external) can give HVs 
practical and legally sound advice in the rather fraught decision-making process around 
mandated reporting. In addition, having the consultant in place allows a supervisor to maintain 
some distance from the process of reporting, thereby preventing top-down bias or pressure 
from affecting the HV’s course of action. 

Respondent: To be truthful, none of the girls could actually tell me that they've even 
sent the report because part of that training is ensuring that I'm not going to talk them 
out of doing it or I might just disagree with what they see. So it's all confidential. If 
reports have been filed, even at a supervisor's level, we are not aware. We renew the 
policy. We renew it periodically. 

Interviewer: Okay. Sorry, just so that I can understand the policy, the policy is that if 
there is a staff who believes that there's reasonable, probable grounds to connect or 
either file a report or a consult with Children's Services, the staff is required to do so 
but anonymously essentially in the absence of the knowledge of their supervisor?  

Respondent: Yeah.  

Interviewer: Okay. Is that also voluntary? If the staff wants to consult with their 
supervisor, is that something that isn't -- 

Respondent: No. There's a consultant thing right on the procedure of who they can 
talk to. From the [AGENCY], that’s the person who handles all child protection 
incidents and reports. The [AGENCY] has put her in charge because then, they're just 
the same support. Because from my understanding, everyone has a different opinion. 
As an example, I do know of a few cases because people have asked me questions 
or if the person may still report though, I’ve given them that access. Then I've asked 
them to contact [CONSULTANT] because it would mean also a way to support our 
own employees. We have over eight daycare programs within the childcare within the 
[AGENCY] here locally. It was just a system that works because I don't know if people 
were agreeing to disagree or say, “No, it's okay. I know this family,” or whatnot, but 
they took all that guessing game out. Yes, the workers have support. Part of that, our 
training process is ensuring that we know where all the information is. The girls have 
the main contact to go to if they need assistance. It’s just not me. Then depending on 
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what the case is, I guess that person would determine whether I was brought in or 
not.  

Interviewer: Okay. Then it's the determination of the support individual that you 
identified who would decide whether you as a supervisor would be informed or not?  

Respondent: Yes. it's her obligation. It's mandated. As soon as the forms are filled 
out, an investigation happens, right? That way, it's fresh. We write or we call, we 
write. It's the process. It's systematic in order to get that first person account. Then 
they'll bring me in or [CONSULTANT] as needed. Like I said, I know that there's calls. 
… I'm not adding interpretation or anything else.  [Interview, Fort McMurray] 

Client Centred practice and Relationship Management 

The most prominent theme during conversations was the creation and management of 
relationships that would allow the HV to achieve client centred practice and support women 
living in violence. The building of a safe, trustful and confidential relationship between HV and 
client is essential for the HV to act as a support for a woman living with violence. This is 
consistent with recent similar findings on the NFP in Canada (Seymour, 2015). We explored 
the process and challenges of making, sustaining or concluding relationships in the context of 
HV practice. This process is multi-step, multi-layered, and multi-barriered. The assessment 
examined the nuances of the process, what facilitates or obstructs it, and what practices are 
advisable and avoidable in this context. 

Initiating relationships with stressed families 

When an HV comes in contact with a family, they may already be in a situation of acute stress. 
IR and Indigenous families struggle with multiple, mutually influencing barriers – to name a 
few, income, housing, health, language, isolation, substance use, and violence. The HV must 
recognise the effects of these stressors and seek to engage the family to understand their 
situation and feelings. This effort to achieve empathetic understanding, make a connection and 
calm the mother and the family must be one of the first steps in creating relational rapport.  

Respondent 2: It’s dependent on where they’re at and before that even happens, it’s 
really about building that relationship with them. We are strangers coming into their 
home and it’s voluntary and it’s crucial that a relationship is built first. The ultimate 
goal is to empower the parent so that whatever it is they’re facing, whether it is 
addictions or family violence or poverty to support them in what it is that they need, 
what skillset do they need, what information do they need, what process do they need 
for them to go access subsidies for programming. It’s to empower them. The ultimate 
goal is to empower them to be a confident parent. [FG, Stony Plain] 

SP4 (who worked as a cultural broker alongside CS teams) and SP22 were both clear that 
communication and relationship must come first. Both HVs described using visual resources 
and sponge blocks to help mothers calm down and think over their situation (similar to the use 
of storyboards described in work with Indigenous participants in Chase, Mignone, & Diffey, 
2010). The HVs invite mothers to use these tools to calm them down, help them visualize and 
think, take control in planning, prioritize and understand the hierarchy of their needs at that 
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time. The conversations are hard, slow work and patience is key. The HV can attempt to 
broach the topic of violence, the cycle of abuse, and the mother’s experience of it when the 
ground is set for it. 

Sometimes, I think the clients feel overwhelmed with they have so many barriers 
hitting them at one time sometimes that I feel like there’s a little bit of procrastination 
because they’re just mentally just done sometimes. It’s like where do I start? That’s 
where a program can come in and okay, what are they requiring from you? What do 
you need? What do you want? What would help you feel better about yourself and 
your family and whatever else? Let’s break it down. Let’s see if we can kind of reduce 
some of that stress for you. [Interview, Lethbridge] 

I think that during the course of that relationship, everyone can say here’s a list of all 
the things we do and everyone can say we’ve all done these things but with different 
intensity and in a different order even. Some of them, I think come in and they’re a 
little bit slower to warm up. It can take a while before they start to really share and 
others, you go in the first, second visit, and you know their whole life story, it just 
depends -- one of the things that I was told when I first started with this program, and 
it’s a really simple concept, not so simple enough that you should ever really lose 
what it means but it’s meeting the family where they’re at. You can kind of throw that 
around very haphazardly. Oh, we meet them where they’re at, but if you stop and 
really think about it, we do. We meet them where they’re at. We don’t go in with an 
agenda and our little clipboards and these are all the things we’re going to do and 
here’s a checklist. It’s their family, it’s their life, it’s their child, it’s their experience and 
we respect and honor that and let them lead the way and just walk with them and 
yeah. Yeah. I don’t think there’s any question as to whether the families know what 
they need. They know what their needs are, they know what’s pressing and what’s 
urgent. What they don’t know often is how to put it into motion because they’ve got so 
many other things going on. They have a baby. One of the things that I took the 
training when I first started here. It was an amazing training and one of the tools that I 
took from the training which I actually used with a friend of mine was it’s called a 
sponge activity. The idea is that you go on with mom who’s really overwhelmed, who 
has a lot going on, and you have a little bag full of the little brick sized sponges and 
paper. You sit and you talk with her about what’s going on for you. Well, I have to find 
a place to live. I have a special occasion coming up and I’m really stressed because 
my mom’s going to be there, Thanksgiving or Christmas. She does all these other 
things. As she’s meeting these issues, you’re writing them on a piece of paper and 
attaching them to the sponge. When she’s done, and she usually has her baby with 
her, you start to give the sponges to her, and you give them all to her until she’s 
juggling and some are falling down on the floor and she can’t maintain everything. It’s 
a very strong visual to say these are all of the things that you’re having to juggle right 
now and still be a mom and take care of your baby. Let’s start to kind of put these in 
some groups. We have what can wait, it’s kind of moderate, it’s moderate tension or 
what’s urgent. Once we can divide those or even two groups, we can take the things 
that are really necessary right now, put them aside and just deal with the things that 
are urgent which may be only three sponges, which seems a lot more manageable for 
her now.  … and so the home visitor comes in who is not connected to all the events 
and happenings in their life, it comes with a totally different perspective obviously and 
is able to really start to chip away with them and help to -- we’re like an epidural. We 
just take the edge off. [Interview, Edmonton, SP22] 
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So first we focus on building relationship with the mom. So when we do home visits 
we don’t just go and talk about the agenda, this is why we’re here, there has been a 
family violence how can we deal with that. So this is how we slow down the process 
when we go out with the assessors and case workers because they have an agenda. 
Obviously they have an agenda, they have timelines. They have to go and address 
the concern and tell mom to do this, this, this. So we’re the one who help them, you 
know what, can we slow down the process. Can we help build the relationship first, 
can we know how much, just by talking to mom can we know how much 
understanding she has around family violence. How much understanding she has 
around the impact of family violence on relationship and brain and what is she going 
through. What is happening, the history or this relationship was abusive back home 
also or it just started in Canada? Who knows, right, because of this crisis. So we try to 
slow down the process and help build the connection and relationship first. Once the 
relationship is built and the trust is built, the trust is there, she’s going to trust me, 
obviously I’m from the same culture but still it takes time to trust because I came 
along with the other person if I’m going along with an assessor or a case worker. So it 
takes time and then slowly and gradually we talk about forms of abuse. And cycle of 
abuse is helpful in very different ways like the cycle of abuse, the honeymoon phase 
and the tension building phase and then the blow phase. So we try to explain to mom 
through visual resources as our community is very visual. Yeah, they want to see 
visual resources. Obviously it takes time, it takes patience and then it is hard work 
and then we see mom’s flip, they do flip. Even then there’s abuse and then they talk 
about it, it seems that they’ve understood it, they work with us, they show that they 
have understood but then if it happens again they’re back where we started. 
[Interview, Edmonton, SP4] 

Indigenous mothers had some simple and useful tips for HVs on engaging mothers in a safe 
and confidential way, while looking for red flags of violence, and remaining friendly, humorous 
warm, and empathetic. 

• Speak to mother directly and privately 

• Watch for body language 

• Give space (let them get comfortable and approach you) 

• Have a safe word with mother so you know if she needs to stop or is 
concerned for her safety 

• Be culturally aware (knowing cultural boundaries) 

• Watch for signals of distress (Verbal and non-verbal signs like bruises) 

• Laughter (makes everyone comfortable and builds relationships) [FG, 
Edmonton, Indigenous Mothers 1] 

Detecting red flags – Training and ‘gut instinct’ to check for signs of violence and 
danger 

HVs indicated that they were able to pick up on red flags of violence in the homes they visited 
because of training via AHVNA, in-house orientation by team members, and increased ability 
to pick up on signs after building relationship with clients and gaining familiarity with those 
environments. Some spoke of using their ‘gut instinct’ and trusting it, sometimes not even 
entering a home if something felt ‘off.’ For purposes of safety, supervisors and/or other team 
members would be on speed dial and aware of their whereabouts on these visits. Even before 
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entering homes, HVs would have phone conversations to get some detail on occupants. On 
arrival, they would map and scope their surroundings to make sure that they could exit fast if 
need be.  

On entering homes, they examined the premises for signs of disturbance and possible 
violence, e.g., holes in the walls, messiness unusual for that home (keeping in mind that 
homes with infants usually are somewhat disorderly). They would read for signs of stress and 
tension in their clients, in interactions between clients and other adults in the household (e.g. 
yelling, put-downs, the client going quiet or timid around a partner). HVs also looked to see if 
there were adverse changes in the behaviour of children, such as regressing, crying. 

If I go into your home and there's a hole in your wall, I can name that and I can move 
into conversation with you. [Interview, Camrose] 

SP5: Sometimes, it’s the fact of normally, I go in and the house is clean, and these 
past three times I’ve went in and it’s not. I actually ask, I always tell everybody you 
don’t have to clean for me. When I’m coming, I would rather you have your house the 
way it normally is then you’re comfortable, you know I’m -- because I’m not a social 
worker. You don’t have to impress me. If the house is normally tidy and whatnot, and 
it’s not, or the opposite. If the house is usually a mess, and it’s like spick and span 
and so what’s changing? What’s happening? What is going on that you need -- or 
when I walk in, and all she does is cry. Something has changed and maybe not the 
time that she cries and cries and cries, but I’ll get something out in the next little bit. 
Sometimes, it’s not always actual physical abuse. 

Interviewer: Even before you get to the screening conversation, what are the red 
flags you noticed? 

SP5: I find the way they talk about their partner. The red flag ones for me. Dad is 
home for some of the visits but not for all of them. If he is willing to talk very 
disrespectfully to her in front of me, what does he do when I’m not there? That was 
one of the discussions I had with one mom. She very much downplayed it. I’m still not 
entirely certain what the truth is because one time, also she got a phone call from him 
about forgetting something and she hangs up. She’s like, “Oh, I’m in so much trouble, 
I’m in so much trouble.” I asked her, “What does trouble look like for you?” She said, 
“Oh, he’s going to yell at me.” I said okay. Talking about that piece, we had a 
conversation about that respect. You are an adult deserving of respect and yes, you 
forgot, and that’s frustrating but that doesn’t mean that he can treat you like a child or 
that he gets to yell at you and be disrespectful. Then she said, well, I just roll with the 
punches so then I had to ask what punches. She’s like, “No, no, no. It’s just an 
expression.” I was like, Okay, calm down.” But just being able to have that question, 
what does trouble look like? Because for me, if I said, “Oh, I’m in trouble,” that just 
means my husband is going to be like, “Oh, gosh” and then move on with life. For 
someone else, I’m in trouble means I’m in trouble. Asking those questions and 
exploring when they make small comments, use them as an opening to explore. 
[Interview, Edmonton, SP5] 

Interviewer: What kind of signs would you be alert to? What are some signs? 
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SP3: Obviously, if I see any bruising or marks on any participant, things like that, a lot 
of the times, I find that the children behavior changes and so I will point out that I 
notice the baby’s particularly fussy today or signs of emotional abuse. They’re 
controlling that they’re not leaving a room, that they’re interfering with that person’s 
communication with me or anybody else, signs of isolation that they were able to meet 
me at school or at a coffee house or something like that and then now, they’re no 
longer allowed to do that. Gosh, I can’t think of -- I guess even just signs of how the 
other person is in the home. If there’s yelling or destroying a property, throwing or 
slamming things down, a lot of verbal I guess cues like if okay, you’re going to meet 
with your visitor today but if your visitor’s here, maybe you should’ve moved your effin 
bag or something like that and kicking of that person’s property, kind of putting them 
down, things like that….[Interview, SP3] 

What are the signs, right? Like if somebody is obviously like has mysterious bruises or 
is like extremely like maybe submissive when their partner is around, but isn’t really 
like that any other time. Like there’s little light things that you pick up where you’re 

like, okay, something – this seems off, right?... Kids regressing is another thing that 
we keep an eye on just because like if kids are developing and then all of a sudden 
they kind of like something weird happens for them. And we start to see weird 
behaviors from children, we start to ask like, okay, like is there something going on at 
home because any kind of abuse can really regress children like they just shut down 
sometimes. [Interview, SP29] 

Most HVs described time spent in the home and the build up of communication and 
relationship with the client as the most important factors in enabling them to pick up on red 
flags and to explore further in conversation with the client (even with quite direct questions as 
SP5 describes, although this is not usual). Experience, training, intuition and instinct were also 
seen as important in the process.  

I guess often, it's just questions and just being there. It presents itself. I think red flags 
present themselves pretty quickly at a home visit because you're in the home. Then 
as the relationship builds, I think it really presents itself. Do you know what I mean? I 
think there's a big trust factor for me I find around family violence, especially as a 
home visitor. [Interview, Jasper] 

If I notice it, then I start asking subtle questions, like how’s the money situation? 
How’s your boyfriend dealing with not working whatever and he’s home all the time? I 
will, after a little while. If I’m not getting what I need, I just ask….I ask if yeah, I just 
ask so I’ve been noticing a lot of bruises. Are you guys fighting? Does it get physical? 
Lots of times, I ask in front of dad because they know my rapport. I’ve only had, I got 
to be honest, a couple that I’ve had to do that with. [Interview, SP5] 

I think it’s more minimizing with my immigrant moms versus other nationalities, what 
I’ve seen over the years. I don’t know if it’s because of the trust issue and that bond 
has to be, that relationship has to be built, and then maintained and then the mom will 
come forward but I know I’ve noticed a lot of signs. I noticed a lot of signs with one of 
my moms but she refused to talk about it. She was afraid. I could pick up on her 
language of sitting there and baby eating for the first time and baby was messy and 
the tabletop was really messy and the dad came in and he got really angry so that 
was one of the things that I had picked up on. Another thing that I noticed, I would 
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walk into the house and baby would be crawling and everything was perfectly clean, it 
had to be just the way he wanted it. She had to cook the meals, we had to structure 
our conversation around where I wasn’t probing her because he was sitting in the 
bedroom listening to everything I said. It was like I was walking on egg shells every 
time because as soon as I asked a question that wasn’t appropriate, he would come 
out and take control of the home visit. … If I would talk about how they are doing 
financially or what is she doing to take care of herself or are we looking forward to her 
getting her citizenship and just anything to do with that. [Interview, Edmonton, SP23] 

Interviewer: Okay. Amongst your clients, amongst the women you visit, the moms, I 
guess what I want to know is you said it hasn’t been too many but you notice signs of 
violence in the home, they haven’t disclosed, they haven’t spoken about it and it’s not 
in front of you, what tells you there is something going on? 

SP5: I think a gut feeling. [Interview, Edmonton, SP5] 

HVs serving co-ethnic/co-linguistic IR clients could pick up on red flags because of their 
language skills and ability to read culturally specific non-verbal signs, such as pleasure and 
gift-giving over the birth of a boy and displeasure and unhappiness over the birth of a girl. 
SP12 suggested that in some cultures, messiness in the presence of a visitor may be a clear 
red flag of something amiss because women strive to make sure that the home makes a good 
impression on a guest (not just the HV). 

It’s about talking. It’s again about knowing the culture. It’s about knowing how to talk 
about sensitive things or how to read the body language actually. Because as again 
we’re at a position where it can be privileged for us, it’s the relationship. Once we 
build the relationship and then it’s easy to kind of really discover what is going on in 
the home. And then by knowing that culture you can read the body language when 
you talk you start talking about oh, how things are going, so you start teasing because 
in our culture when you give birth a boy for example when you give birth to a boy 
usually the men give their wives huge gifts, you know. Because boys are very 
valuable in the families you know, in our culture. So you can start talking about those 
things, oh, what kind of gift did you get. And then you will see the response, not really 
a good response. Already from there you can say that there’s something. There’s 
some tension. And then you can go through it and then you will be surprised to hear 
that there’s something going on. By just knowing the culture and that’s something that 
will allow the woman to express as a body language, sometimes they will cry, or 
sometimes they will say I don’t want to talk about it. …That’s a red flag. …Sometimes 
you go in this home and then you immediately observe that because in our culture if 
the woman is really feeling good everything is going well the house is generally clean, 
everything is organized. But if you go in and you found there’s a mess around the 
home that’s one of the signs that something is going not good. Especially when they 
know that the visitor coming they would do their best to organize and to clean the 
home. But still the people are there and then you can see the mess around. So when 
you see that you need to have more conversation with the woman because it’s 
unusual. [Interview, Edmonton, SP12] 

Participants agreed that the effects of even extreme physical abuse may not be obvious, e.g., 
the effects of strangulation may not be visible but may be audible in a hoarse voice. To pick up 
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on this sign requires specialized training (available through Edmonton’s Community Initiatives 
Against Family Violence, CIAFV, which organizes workshops on the topic).  

Don’t go making assumptions, just because a woman has no physical bruises on her 
face, does not mean she is not being choked or abused in other ways. [FG, 
Edmonton, Indigenous Mothers 3] 

Financial and emotional abuse may occur together in extremely subtle fashion. E.g., denying a 
woman the use of the family car to get to an interview, or refusing to let her use the computer 
to make an application, or unilaterally changing Wi-Fi passwords so that she cannot access 
the internet or use her phone, controlling bank accounts and cards while getting everything 
billed in her name, impounding her documents on the pretext of keeping them ‘safe.’ Again, to 
pick up on these and other subtle signs of abuse requires understanding and training.  

Interviewer: The next question is identifying that there is violence in the home, what’s 
the process of identification? You can’t march in there with a bunch of screening 
forms on your hand. What’s the process? 

SP21: A relationship. Knowing that they have -- all the moms that I have 
worked with who have been in domestic violence situations, normally have come from 
lots of trauma already and whether they have or not, the only thing that I’m going to 
get that information is if I have a relationship with them that they have built trust in me 
that I am a safe person to go to. Otherwise, I wouldn’t know. I do have a mom who 
has gone through extreme, extreme domestic violence whom it took -- there were 
signs that there might be some domestic violence or some controlling behaviors and 
then when we would talk about it, but it took a good whole I don’t know, I’m trying to 
think. I’ve had it for a while but maybe six months to a year before I really realized that 
it was occurring and another while before we could get her to leave or be safe. 

Interviewer: you had training. Did that help you to detect the signs that you were 
looking at to understand what you were looking at or did it --? 

SP21: Yes. The patterns are helpful. That’s like abuse in that honeymoon 
period. That would’ve been something I could see. The way that I was trained in. The 
subtle part. [Interview, Edmonton, SP21] 

Other signs of subtle abusive control in the home include spouses’ attempts to monitor and 
control client-HV conversation and interactions, even to the point of installing surveillance 
technology. An intimidated woman may always defer to her partner during the visit of the HV, 
who may find herself talking to the husband and not the wife. 

Interviewer: I’m making sure I’m getting to recap the point here is that in the families 
when there is family violence, you see surveillance, you see caution, hard and soft 
and you see control. When you go into a home, when you have gone into house, how 
do you pick up on red flags? What alerts you that there is something going on here? 

SP27: When the mom is always looking at her husband and she can’t say 
anything and then when you try to book a visit, you’re communicating with the 
husband. The other thing I pick up is if there’s a camera, again, most of my families, 
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they have a camera so I’ll be like why do we have a camera? Oh, my husband’s 
listening to us so you can’t be here. I have those ones, then you know. Then how do 
you have that conversation? You make sure that three or four visits, you act normal 
and then when you notice the camera is turned off, that’s when you ask the mom like 
hey, do you feel safe? Do you feel you’re in control in your life when someone is 
controlling you? [Interview, Edmonton, SP27] 

Detecting red flags of violence is the prelude to administering the reactive screen from the 
AHVNA Tool. Quite often, clients may report ‘negative’ on the universal screen; the reactive 
screen may have a different result if used at the right time in the right way. Even with negatives 
on one screening, there may be red flags on another form, say, an intake form. At intake, 
clients may show defensiveness even while denying all violence; this may be a potential 
warning sign. It is important for the HV to record, compare and cross-reference information 
from different sources and conversations at different points of time and to stay alert. It is also 
essential for team leads to mentor junior staff on how to keep an eye out for easy-to-miss 
subtleties. 

SP14: So I can give you like when I’m speaking from my frontline workers 
perhaps it will be helpful for you to know that we have reflective supervision I mean 
with my each individual staff for two hours every two weeks. So and I shadow my staff 
so I go out on the home visits with my team just for practice purposes and so anyway. 
So when they’ve done so for example if we’ve done a universal screen at intake and 
the answer was no it will be documented if we do the parents survey from Great Kids, 
Inc 31 so there will be the red flags documented in the intake form and then the 
outreach worker will be aware and will be looking for signs of violence and then the 
reactive screen I mean if they’re watching for signs of violence you’re more likely to 
see it. But we also know that there are contributing factors. So we’ll do some reactive 
screens for example if there’s a new pregnancy disclosed because we know that 
that’s an increased risk we’ll do a reactive screen when we know that the family is 
under exceptional financial stress or there’s something that’s happening that’s 
causing extra strain. I think a lot of the home visitor are always kind of looking for red 
flags around family violence and I think from the screens that I’ve been able to 
witness in home visitation like shadowing my staff they aren’t necessarily looking for a 
physical trigger or a physical red flag, they’re just listening to their participant and 
following trends. And sometimes they’ll ask if they’re just wondering what’s happening 
as they will see some – can’t think of a better word, but like some spiraling behaviors 
or some things are kind of falling apart for the family and so then even if there isn’t 
any clear indication that there would be family violence we still ask.  

 
31 “GKI is a nonprofit organization specializing in the development of parenting intervention curricula, professional 
development for practitioners, and program consultation.” The organization has an alliance with Healthy Families 
America. GKI offers training to HV agencies working with the HFA model, as in Alberta. The training includes a 
curriculum called ‘Growing Great Kids (GGK)’ which is used to share knowledge with parents. “A primary GGK 
focus is on growing empathic parent-child relationships and secure attachments. There is a strong emphasis on 
supporting parents in responding sensitively to the needs and development of their children. GGK utilizes a 
solution focused format, essentially creating “teachable moments” by asking parents what knowledge they have 
about a certain topic before providing information. The curriculum is not scripted, but creates a structure for 
conversation building. Each module provides step-by-step interactive questions to actively engage parents in the 
conversation so they do not feel they are being given advice or being talked down to” (Great Kids, 2018). 
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Interviewer: So the staff keep a keen eye as staff I mean both you and the frontline 
you keep a keen eye out not just for like the obvious glaring red flags but for --? 

SP14: The subtleties. [Interview, Edmonton, SP14] 

SP3: We ask a family violence question right at intake about family violence and 
abuse. Some of our participants are very open and they’ll be like yes, this is 
happening in the home and we’ll talk about it and then some are like, no, that would 
never happen and they’re very defensive right away when you ask the question. 

Interviewer: Is that a red flag? 

SP3: Sometimes, to me. Something that I keep in mind when I’m working with that 
family just to keep an eye out for them, make sure that everything is okay, but then 
sometimes, it’s not a red flag. It’s just like it’s not occurring there like oh, gosh, no. 
That’s not at all happening.  [Interview, Edmonton, SP3] 

Understanding family experience 

CS staff were clear that it is important to dive deep into family dynamics and experience. 
Assumptions about the family and its members are to be avoided. 

I think to build on that, it’s to build the clarification. We don’t clarify. So clarifying, and 
when you’ve gathered, to check it in, to check out if where you’re at is where the 
family’s at and your understanding. It’s really key to understanding how you move 
forward from that because without that check in, you may be making a bunch of 
assumptions based on you know, detail and information is really --Yeah. It can be 
anti-instinctual and so you actually have to be intentional about it to be like okay, I 
need to check in and check in and check in and check in and check in because it’s 
harder work. [FG, Edmonton, CS] 

CS also saw a strategic benefit of understanding family dynamics is the safeguarding of 
confidentiality. For example, understanding the hierarchy in a patriarchal joint family will ensure 
that the worker never seeks to elicit information about violence from a woman in front of her 
husband or in-laws. This perspective confirms the enormity of the lapse experienced by MP4, 
interviewed by a CS staffer in front of her husband, as described earlier. 

I think it’s important sometimes to know the family dynamics. If dad is still in the home, 
the role of the father or the husband and if there are any other family members in the 
home, their roles, because in a normal setup even with your in-laws, you can disclose 
certain things and it can come back on you. But then in certain cultural context, it’s 
better to separate the mom from everyone else and speak to them separately to avoid 
situations where father-in-law is the one who is either answering questions or dad is 
the one who’s answering questions and mom is just sitting because that’s the cultural 
piece where probably men speak first and women listen.[FG, Edmonton, CS] 

IR families usually experience physical, economic, social and psychological upheavals of 
migration that have a powerful association with family stress, conflict and violence (Hilario, 
Oliffe, Wong, Browne, & Johnson, 2018; Public Health Agency of Canada, 2016; Russo et al., 



159 
 

2015). In engaging women living with violence, SP9 described her efforts to explore about how 
they entered the relationship. She seeks also to understand their experiences before, during 
and after migration to Canada. Each of these stages is impactful for IR family roles and 
dynamics. She also seeks to understand the distinct features of migration journeys, whether 
families come to Canada as landed immigrants, or temporary foreign workers, or 
undocumented migrants, or refugees. During these conversations, she has observed that 
women may reveal their distress in oblique ways such as crying or expressing worries about 
inability to breastfeed. These moments open the way for further conversations. 

I ask them how they’re doing, how long they have been here, how did they come 
here, if their partner is in here, how’s things at home. And also asking how she feels 
after having a baby and sometimes we become a little bit emotional because culturally 
also when you are pregnant and have child you’re like a queen. Right, so was she 
able to have that, so I do have a lot of ways of getting to that question. And how’s 
your relationship, is the relationship good, does she have extended family, does he 
have extended family, how’s that relationship. And many times they’ll say it’s okay, it’s 
good and sometimes they will start crying in the middle of this they will start crying 
and so you sense something is going on. And you ask how many hours does – 
because we do have, our communities are workaholic community for example, they 
have two jobs sometimes three jobs, the man. So we ask how many hours does he 
work, does he have a good job and like we also ask prior to coming to Canada how 
was their coming here, what was difficult, did you like what we call it in our country, if 
you’re grade 11 they take you to military practice … so you ask have you been in the 
war, have you been fighting, how about you, did you live together. How did you get 
together, right, so you go thru all this …So did your parents approve of him, did his 
parents approve of you. Then you get the sense of it that something is not good and 
they will start telling you. … usually they will break down and you might be the one 
that they feel that they can tell or sometimes they can’t even hold it anymore that 
they’re isolated, they’re alone and they just say I’m not in good relationship, I’m very 
sad, because we talk about breastfeeding and if you are and they say no, as a result 
they can’t even breastfeed. So they will then start talking about many, many issues… 
And the stress that they go through and trauma that can be one of the issue and she 
would tell you I’m very sad that that I couldn’t even do the breastfeeding. [Interview, 
Edmonton, SP9] 

Sometimes the provider must simply sit and listen and resist the urge to speak, ask or try to 
‘fix’ the situation. Indeed, several HVs emphasized the importance and the difficulty of just 
sitting and listening and ‘being with’ the women in the moment of need (Bradfield, Hauck, 
Kelly, & Duggan, 2019). 

I don't mean to sound simple, but that sensitivity to really listen. I think to really listen, 
to really be aware and to be really aware of power dynamics and what might be -- I 
think it's to really listen and then to explore that with someone, how they're feeling, 
what's happening. That's really significant. It’s how that's impacting that person…I 
think all the way around, all the way around, to really be aware of where you are and 
also then when they're discussing something, where they're at, what they're feeling 
because we know what’s domestic violence. It's such a difficult thing for women -- or 
men if that's the situation -- to come forward to speak about, right? Then, “How do I 
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move forward once I reveal this to you? How am I going to be safe? How is my child 
going to be safe?” I think that's a huge piece. [Interview, Jasper] 

SP2: I can’t tell you the number of times in the school because I’m in a school setting, 
that someone will come in my office and they will sob and they will cry for half an 
hour, I barely understand the words that are coming out of their mouth. I have nothing 
to write because I can’t understand them. But I’m just sitting here, I’m breathing to 
help them breathe, I’m maybe nodding or I’m giving these soft verbal cues, “Mm-
hmm,” and, “Say more,” and, “It’s okay.” Those kinds of gently comments as they go, 
and then at the end of that half hour, they’re like wow. That feels so good. I feel so 
good. You are really good at this job. Wow. That’s great. Thank you. They leave. I’m 
like, any time. That was excellent. I did nothing but sit there and listen and witness 
and see you and that’s it. That’s all I could do in the moment. I had a mom who I was 
talking to on the phone. Her whole life was falling apart around her. She’s lost her job, 
she had to drop out of school, she was being evicted the next day, she had to figure 
out what she had to do with her child, she had nowhere to go, and I’m on the phone 
with her and I’m thinking in my head oh, my god. What am I going to do? I can’t do 
anything for you. Then she said, “I’m fine. It’s okay. I’m fine. I’m fine. It’s okay. I’m 
fine. I’ll talk to you later.” I said, “You’re not fine. You know what is even better? It’s 
totally okay that you’re not fine. Your life is falling apart around you. You should not be 
fine. It’s really okay to not be fine. I will check in with you tomorrow. I will be here as 
you go through it but you’re not fine and that’s okay.” 

Interviewer: And you don’t have to say that you’re fine to me. 

SP2: Yes. I don’t need to hear that, to walk away feeling like all is good in the world. 
Then what’s funny is I hung up with her and I did, I had a moment of like this is 5:45 in 
the -- I couldn’t call anyone at work like we were all closed. I’m like, what am I going to 
do? The next day I called her, I’m like, “So how did it go?” Because her eviction was 
at 11:00 a.m. The police were showing up to kick her out and whatever. I called her at 
12:00. “How did it go? How are you?” She said, “You know what? I’m fine because 
you said you’re not fine and I was like oh, my god. I’m not fine. I said forget it. I’m not 
dealing with this anymore. I called my parents --” because one of the things, her 
parents were like, “You’re a burden. Leave us. We’re not helping you anymore.” She 
said, “I called my parents and I said, ‘What are you talking about? I’m in this position 
because of you. Don’t tell me I’m done. You need to help me with this. They have my 
kid. I can stay there for the next few nights while I figure out where I’m going.’ 
Because you’re right. I’m not fine and it was okay to not be fine.” I was like, 
“Awesome. I’m so glad that was helpful.” So yeah, sometimes just us being there and 
not blaming them and not turning our back on them and not saying go to your room 
until you calm down and then come out and tell me when you’re calm. Just by being in 
that presence, we are helpful. Agencies then have to value that work as well because 
otherwise, we’re going to leave those meetings feeling like we haven’t done our jobs. 
[Interview, Edmonton, SP2] 

Culturally safe and appropriate self-presentation 

The HV’s creation of rapport with mothers requires them to adopt demeanour, language and 
attire that should be simple, relatable, practical, unshowy, and friendly. Tones and language 
should be warm, simple and sensitive to diversity, e.g. when the mother’s primary language is 
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not English and the HV is the interpreter during an immunization. While HVs have varied views 
on the level of casualness or formality in their dress, they have thought-through rationales for 
sartorial choice while on the job, e.g., practicality, mobility, comfort and confidence, and 
perceptions of clients and even of the neighbours of clients.  

This matter of personal presentation in the context of home visitation is highly related to the 
feelings and impressions of the families they visit (many in stress, with complex needs and 
challenges), the need to make and sustain rapport (getting down on the floor with the children), 
and at the same time, considerations of cultural appropriateness, cultural and physical safety 
and practicality. All these factors rule out risqué, flashy or expensive garments and 
accessories as well as footwear such as high heels (impractical for rapid movement away from 
danger if need be). The following vignettes capture the practical, cultural and professional 
rationales of HVs in their self-presentation to clients. 

SP6: This is my casual dress. I don’t try to impress or to show myself as walking on 
the runway or something like that. Yeah, I would like to be at that level and try to 
identify with my moms using simple language to describe the situation and ask 
questions or whatnot, that really helps them to be able … being able to understand 
their level of understanding and then to get to that level and talk to them in a simple 
manner, it really helps. For example, when my family goes to an immunization or 
something, I have to repeat what the nurse says the way the mom understands. 
Usually, she comes out from the room and she asks like what did she say? I explain 
so she understands it even though it’s in English. She still understands it so be aware 
of what she understands, and then the clothing matter. 

SP8: We spend a lot of time on the floor. We wear clothes that are available to 
seating on the floor with babies and toddlers which I think helps. We’re down on the 
floor doing this stuff, so I’m not going to wear a pencil skirt or anything that’s going to -
- 

SP7: Or high heels.  

SP8: Yeah. Anything that’s going to make that difficult. 

SP7: Culturally, you have to be aware of what your clothes are too because some 
cultures, if the man is in the house or something, you need to be aware of what your 
clothing is. You’re not going to be wearing short shorts or things like that when you go 
to a house, you have to be respectful as well. [Interview, Edmonton, SP6,7,8] 

And we don’t want to be going in wearing fancy clothes with the diamond rings 
dripping off the fingers because it says I’m better than you …“Oh, who’s this hoity-toity 
person walking here thinking they’re all better than us?” [Interview, Edmonton, SP22] 

SP4 described her mindfulness of culturally appropriate behaviour when she goes into diverse 
IR homes as a cultural broker alongside CS teams conducting an investigation of violence. 
She described sitting with women, and getting down on the floor with children. These gestures 
signpost, first, that she is there is to support the mother and children and second, that she 
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maintains a culturally approved distance from male members in the household. In addition, she 
accepts refreshments as these have cultural weight; rejection would impede the relationship. 

When you do home visits your seating arrangement does make a lot of difference. 
Where are you sitting, are you sitting beside the woman, obviously we cannot sit 
beside the men, right, so you have to really choose where would you like to sit in the 
room. So if I’m just meeting with the mom obviously I’m going to sit face to face but I 
feel couple of other family members I would like to sit beside the mother so that if 
she’s the victim obviously I’m not going to say you’re the victim that’s why I’m sitting 
beside you. But I try to sit beside the mother so that she feels supported. And then 
also sitting on the floor with the kids it also helps, it does help… Many people if they 
ask you would you like to have some tea if you say no then it’s okay. But then 
sometimes they don’t even ask, in our culture they don’t ask. When a visitor comes, 
they have to serve you tea. So, if the food is there then I take it, if the food is being 
prepared and is there and they’re offering I take it because if you say no then the 
relationship is going to take longer for you to build relationship. I wonder why she’s 
not eating with us or if she doesn’t like us, she doesn’t trust us, she doesn’t think 
they’re clean people. [Interview, Edmonton, SP4] 

Mothers said that they would always like prior word and scheduling of visits. In addition, they 
may need reminders as not to feel startled and uncomfortable if they have forgotten the 
appointment and the visitor arrives. All mothers were clear that the visitor should knock softly 
and not ring the doorbell in an insistent way, which could be seen as aggressive and invasive. 

Interviewer: Did you sign up for the visit or did they just dropped in? 

MP2: No. It was arranged. I knew they were coming. 

Interviewer: So they called you before. 

MP2: Yeah. I think right after within the first couple of days, it was like one of the 
nurses called and then booked the visits. 

Interviewer: Oh, okay. They booked the visit. Okay, that’s good. You knew and you 
were prepared. 

MP2: Prepared, yes. I think that would make a big difference. I would probably be a 
little bit more apprehensive if somebody showed up unannounced versus having that 
appointment. [Interview, Edmonton, MP2] 

At the point of entry into the home, as discussed elsewhere, the matter of shoes, whether to 
keep them on or not, can become thorny. While many HVs remove their shoes as a mark of 
respect, others feel that they are at a safety disadvantage when they do so. Families may take 
offence when HVs and CS staff keep their shoes on. 

SP6: We do take shoes off. The children services, I don’t think they have to take it off 
but. 
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SP7: I had some moms who said I could keep my shoes on. I said no, you wash 
floors. I know what that means. I wash my floors. It’s a hard work. I’m taking off my 
shoes. That’s one thing. I mean, they have policy, if there are cockroaches or there 
are bugs, we don’t go in the home for safety reasons. We meet in the neutral territory 
like if that’s the detected or reported. But yeah, just be culturally appropriate that we 
take off shoes. [Interview SP6,7,8] 

HVs also need to allay the anxieties of mothers about messiness in the home. Mothers will 
often delay or refuse home visits because of a concern over appearance, their own and that of 
the home. None of these concerns are trivial. Mothers often do not know if the HV will see the 
usual disorder of a home with a young child as a sign of child neglect, that the child is in a dirty 
or unsafe environment. In other words, they worry that they can be reported for a messy home. 
The vignettes below speak of the concerns of teen parents about the HV seeing their home in 
disarray, which some think of as reportable. In one, SP3 indicates that she soothes those fears 
through self deprecation, gentle humour, and education about what grounds for reporting are 
or are not. She also discusses how to make the home safer for the infant. 

Particular with our young parents, that’s a regular concern. There’s a lot of 
misinformation about what Children Services expectations are, what the police can be 
called for, there’s a lot of concern that if I reveal what’s actually going on for me, that 
you’re going to take my kid and have my kid apprehended and there’s a lot of fear 
around what’s okay to disclose and not okay to disclose. Many of our youth would 
prefer to meet out at coffee shops or something versus in the home because they’re 
afraid if their house is too messy that Children Services could be called or those kinds 
of things. [Interview, Edmonton, SP2] 

I’ve had participants cancel on me because they haven’t had a chance to clean their 
home or there’s people in the home that they don’t want me to see and they know that 
potentially won’t be good for having a home visitor come in. I’m very open with my 
participants that I’m a parent as well and that there are certain things that it’s 
impossible to have a spotless house and a happy child and get to school and all those 
kinds of things, so I try to be very open and honest with them and share I didn’t do the 
dishes this morning before I left the house as well. Then I’m very honest with them 
when I first tell them about when I do need to report something and it’s when I feel or 
they let me know that baby or them is in physical or emotional harm in some way. I try 
to just ease them a little bit that really, their house is not that messy as it may seem so 
I just really try to work with them on what is cause for concern for me. If I do see 
something in the home that is a little bit concerning to me, I will point it out. I will just 
let them know that there’s something on the floor that baby could choke on and that 
worries me but where else could we keep this? How else can we keep baby safe and 
also have these objects in the home and all those kinds of things. I try to work with my 
families on I guess prevention when I see it and role modelling and all those kinds of 
things. [Interview, Edmonton, SP3]. 

Indigenous mothers in focus groups said “HVs should say “Smile! Or say, “oh don’t worry my 
house can get like this too. That way I know they’re human and they’re not perfect.” HVs 
should be mindful and “Listen to your tone of voice when speaking to each other;” be 
respectful “don’t come off and start to criticize right at the get go” and take a strength-based 
approach “compliment me on my success rather than be negative all the time”. Some 
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suggested that they would prefer to have HVs with “the same etiquette and background” but 
also said that regardless of cultural difference, it was the overall observance of etiquette and 
respect that mattered. They emphasized cultural safety and mutual respect rather than 
knowledge of cultural minutiae. 

Visitors should have a trauma sensitive approach in speaking to clients and should be attuned 
to pick up on the emotional state of clients from visual cues in their appearance, e.g. neglect of 
personal care. They should be alert and attentive to signs of the current situation in the home, 
which is subject to sudden change, often for the worse. Gentle language and tones of voice 
are essential. SP3 indicates that even an innocuous “what was that that you said? I didn’t hear 
you” can be a problem. The HV must be mindful that tone or choice of words (even if 
seemingly harmless to the speaker) can trigger and re-traumatize a person who is suffering or 
recovering from the effects of violence and trauma.  

…If I am in a situation like that, then I’m a lot more vigilant and just aware and in that 
sense, aware of my vocabulary, aware of the way I present myself because I think 
those things matter to the moment that you are in a home and you present as having 
any kind of judgment on someone else. It gets very intense. [Interview, Edmonton, 
SP16] 

I know that a lot of our participants have grown up in trauma-heavy environments and 
so I think there’s a lot of normalizing of things that are happening that everybody’s 
home is like this and a lot of our participants with trauma, they don’t make eye 
contact, they speak very quietly. If I have to ask them again, what was that that you 
said? I didn’t hear you. They’re very apologetic and almost like step back a little bit 
sometimes where sometimes, I’ve been in homes where I feel like they think that I’m 
going to hit them or something because I’ll say oh, I’m sorry. I didn’t hear you. Then 
they’ll back up a little bit. Then just I think there’s a lot of just physical -- sometimes, 
their appearance isn’t as it always is, their appearance changes, they’re neglecting 
their personal care so I can kind of tell when things are going on based on how the 
participant looks that day. [Interview, Edmonton, SP3] 

Managing paperwork vis-à-vis relationship development  

Timelines of service may be constrained but the HV and the mother need to first co-create 
trust and rapport before getting into paperwork such as for screening. Checklists, agendas and 
lengthy discussions (of any kind, let alone of family violence) can cause mothers to feel 
rushed, scrutinised and agitated. The vignette below describes the concerns of an HV working 
alongside CS as a cultural broker and family support during CS investigations. She worried 
that an emphasis on deadlines, logic models, checklists, and paperwork (Alitz et al., 2018; 
Seymour, 2015) meant loss of communicative engagement of families.  

And then how do you make the decision if you don’t spend time to build relationship, 
how do you know this if you don’t sit down with them and talk with them. So obviously, 
yeah, I understand that. So they don’t take time to understand the family. They have 
their own needs, they have their own agenda, they walk in with their own agenda, 
they want to put checkboxes and then this is how they work. They have a checklist 
approach. They have their own agenda. They want to meet all the deadlines and 
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criterias and outcome measures that the ministry is expecting… But you’re working 
with human beings. Like how can the ministry impose this paperwork, you’re working 
with human beings. Right, you don’t need that paperwork. Do you have those 
paperwork when you’re working with your husband, your father, your sons, your 
daughter in law. Do you have this paperwork? No, you don’t, right. You just speak, 
you just talk, you just engage. But then no, for them it’s paperwork. [Interview, 
Edmonton, SP4] 

The HV must also be mindful of the threatening impression made by paraphernalia such as 
notepads, clipboards, and sheaves of forms. Several HVs insisted that these can seem deeply 
upsetting to parents wary of surveillance for diverse reasons, e.g., struggling with the effects of 
past or ongoing involvement with the justice system, worried about consequences for 
immigration status, struggling with traumas of war and displacement from jurisdictions where 
government-compiled data can be put to deadly use. Team leads and frontline workers sought 
to protect their clients from discomfort while still meeting the requirement of forms for case 
management and administration. They would discuss the forms with clients ahead of the 
meeting, engage them as agents rather than as passive subjects in the process, or wait till 
after the meeting was over to fill out forms and write their notes 

And just how you present visually as well, like not going into a visit and walking down 
the street and finding your apartment with portfolio handle and like vague or a 
clipboard, you know, and your arm against your chest. We had training and I 
remember the name of the woman. I think she’s retired now. I think she might’ve been 
retired then even when she did the training. And she talked about the old social work 
coming out, these new graduates. And they come out and they have their clipboard 
up against their left breast and they walk in and they’re all going to, “Save the day, 
save the world” and either the person in the home is watching this or they fear the 
people of the neighborhood are watching this and they gave their own judgments and 
evaluations on who these people next door to us and what’s their deal? It’s just more 
attention drawn to them that they just don’t need. [Interview, Edmonton, SP22] 

Interviewer: Besides which it’s also been shared similar to what you said that people 
walking into homes – this has come up again, if people walking into homes with a 
notepad and a sheaf of forms is destructive to those relationship building efforts and 
traumatizing to people as well in itself in and of itself.  

SP14: Yes.  

Interviewer: What are your thoughts? 

SP14: I think it shifts that power dynamic again if you come in with your notepad and 
your papers and you need to fill this out I think it puts the home visitor in a place of 
power and where there’s power if there’s been any type of trauma growing up power 
often equals control. And then the family will feel less than or can feel less than and 
we really want to support our families to understand that they are equal and experts in 
their own life, we’re here to offer some support because someone else is giving us the 
information and we just want to share it. But that if our families had the access to the 
information first hand maybe they wouldn’t need to get it through us but they don’t 
necessarily have that.  
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Interviewer: But we always need to have stuff on forms and submit it on forms to 
various other higher up agencies that be. So how do the team here balance that 
requirement, the bureaucratic requirement with this barrier of forms being disturbing? 

SP14: I believe that information is knowledge, so we will prepare families 
ahead of time. Next time I come out I have some forms that my boss says I need to 
have you fill up. How do you feel about those forms? Do you mind if next time I come I 
bring two forms. This is what they’re for, we can go over them and you can fill them 
out. So we try and prepare our families ahead of time whenever possible and then 
often as often as we can the forms are optional. So they don’t necessarily have to fill 
them out if they don’t want to, however we try and make sure that they have the 
information necessary. So they’re giving informed consent to even fill out the form and 
will explain what the consequences would be of not filling out the form and what the 
consequences would be of filling out the form. But I think preparation is key because 
we’re asking them is it okay if I bring these forms and is it okay if I bring them into 
your house or would you rather come to the office and do the forms. [Interview, 
Edmonton, SP14] 

So yeah, there’s the family violence protocol that we follow and there’s a checklist and 
stuff. I think everybody knows that there are ways to even bring that out and put that 
on the table and that’s just say look, you know, I don’t want to miss anything with our 
conversation. I’ve even asked or suggested to staff, take it with you and say we can 
talk about this together so that you are always part of this. I’m not doing anything 
under the table that you’re not aware of. I just don’t want to miss anything with you so 
we could do this together. It allows mom a chance to take ownership of this now. 
That’s what I would prefer if I was her, if I was someone in that position, I would want 
to be hands-on involved and I would appreciate someone giving me that opportunity 
to do that. [Interview, Edmonton, SP22] 

Several HVs felt that thrusting paperwork at clients hampered or broke down conversations, 
especially conversations about violence that require very careful handling. Clients who saw 
clauses of mandatory reporting to CS on intake and screening forms would promptly shut 
down (more detail later in this report on how HVs handle the volatile topic of mandatory 
reporting before, during and after intake of clients). 

We don't want to get wrapped up in filling out the form. We need to sit with them, 
right? We can do that when we come back and recall and whatnot. But you don't 
really want to use your form until maybe your safety planning or your responsibility 
plan and what that can look like and what’s safe for them to have. Then you're filling 
that out with them and it just becomes more of an official document. We come back 
and then we fill out it on the computer. There's a lot on there that maybe doesn't need 
to be on there because you don't want it to become that official. You need to then 
listen to the story and forget about the paperwork for a minute and just be in that 
moment. [Interview, Camrose] 

Consultation with Children's Services. So this is the pieces of paper that we would 
take in. And those, the clients sometimes seeing that, they would stop talking. And so 
that was that -- I don't know if we should have or if we shouldn't have, but what we did 
is that we copied all of this [screening forms] removing this piece to take into the 
home because that had prompted some concerns with clients, and they did not want 
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to follow through with the rest of the conversation. So if family violence has been 
identified or shared in the home and we're going through this process and they see 
this -- this is only my personal take on it -- but sometimes – [OTHER HV] has had, 
she's had people shut down sometimes. I see people get more nervous then. And I 
can't help but think that here we have potentially a person that is a victim of family 
violence who's doing the best she can in her home to survive, loves her children, 
cares for her children, and now sees this as her sharing as a possibility that she may 
lose her children. So now we revictimized her again. [Interview, Raymond] 

One HV said that she spreads out her forms and related discussions over several visits so as 
not to swamp clients. In the first meeting, she informs the clients and prepares them for the 
upcoming paperwork, starting with confidentiality in the service, and the conditions for ceasing 
confidentiality (such as harms to children because of specific conditions in the home 
environment). Before this first meeting, she has a preparatory phone conversation (which is for 
her physical safety) where she asks questions about who lives in the home, whether there are 
pets or weapons, and who she could expect to meet. This phone conversation is an 
opportunity to start expectation management, which is important for the success of the service 
and the HV-family relationship. 

I don’t do my intake process all in one day. I found that that just wasn’t a way for me 
personally to build a relationship with them. Lately the last year or so I have not even 
brought a phone with me, I come into the home, tell them who I am, let them know 
what our programs are, the services we provide, what my job description is, what I 
can do in my job description. And then ask them if that was something they’re 
interested in home visitation and me coming back the next week because it’s 
voluntary. So, no, I don’t fill up any intake forms the first time around. I just want to 
feel them out and I think when I’m writing that’s intimidating to a lot of people, what is 
she writing and maybe more focused on what is she putting down there. So I usually if 
they want me to come back the next time I will tell them that I have intake forms that I 
have to have filled out for this program and that I would be bringing them. A lot of 
forms, the first form I’ll bring and I may not have them take forms fully done on the 
second visit either. The first one I make sure is the confidentiality form so they know 
that these things that we speak about when I would make a call like everything you’re 
telling me is confidential to a point. If there’s something going on with the kids and like 
I explain it right. You know, if you’re using drugs in front of the children or there’s 
alcohol abuse and it can be something as the doorway is another block. There’s no 
two ways to get off the apartment like we have to make sure there’s some cleanliness 
and organization in the home that the children are going to be harmed and kind of 
while we explain that and then have them sign the confidentiality form. So I usually 
the second visit have them do the confidentiality form and then we’re just going to talk 
about their family and just get more of a feel for each other and usually the third time 
then I’ll bring in the forms and start asking about … one thing I do ask over the phone 
before I go is there any pets, how many people live in the home, who should I expect 
will be in the home when I go and if there’s any fire arms in the home and if there are 
are they locked up. [Interview, Fort Saskatchewan, SP13] 
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When screening is a source of distress 

The need to avoid focus on deficits and adverse childhood experiences (ACEs; defined 
below32) (Chung et al., 2010; Felitti et al., 1998) in screening was emphasized by several 
frontline workers and team leads, who voiced concerns that a deficit model in screening 
alienated and triggered clients, made them focus on negatives rather than strengths, made 
them feel like inadequate and defective persons and parents, and, overall, increased the risk of 
dropouts. In short, deficit mode screening is culturally unsafe, hurtful and counter-productive. 
In the case of younger HV clients, such as adolescent mothers, such deficit screening 
questions have the potential to cause adverse emotional-psychological impact. Participants 
suggested that it is safer to assume that most people have some measure of trauma from 
childhood and to be very mindful of screening questions when these cannot undo history but 
can definitely humiliate and re-traumatize the person being asked. Screeners have an ethical 
responsibility to avoid asking questions that serve little to no purpose and when the service 
agency lacks the capacity to appropriately support the person impacted by the screening. It is 
not enough to just hand a person a phone number to call for help.  

Interviewer: What you just shared, basically there’s a question in here what I said 
about do you screen for trauma and how do you use trauma-informed practice in your 
work? I have been told that using those screening forms can itself cause trauma.  

SP20: Yes. Yeah. That’s a conversation that we have quite often that ACEs, 
Adverse Childhood Experiences, it’s a fantastic tool for workers. It’s a fantastic thing 
for me to know. It’s a fantastic study. It’s valid. But I’m not going to go and start 
screening one of my moms unless I’m there to also screen her for all her resiliencies 
and all her strengths because I can’t leave her there with oh, wow. You got six. If you 
have six, then that looks like it could affect your health this way and there’s stats that 
prove it’ll affect your health this way, and maybe that’s why you smoke because wow, 
you have four or more ACEs and oh, well, yeah. That makes sense that you would be 
addicted to drugs at some point in your life when you have had all this trauma. That’s 
really what the ACEs does. 

 
32 The Centers for Disease Control and Prevention (CDC, 2020) describe ACEs and their lifelong effects as 

follows: “Adverse childhood experiences, or ACEs, are potentially traumatic events that occur in childhood (0-17 
years). For example: experiencing violence, abuse, or neglect, witnessing violence in the home or community, 
having a family member attempt or die by suicide. Also included are aspects of the child’s environment that can 
undermine their sense of safety, stability, and bonding such as growing up in a household with: substance 
misuse, mental health problems, instability due to parental separation or household members being in jail or 
prison. ACEs are linked to chronic health problems, mental illness, and substance misuse in adulthood. ACEs can 
also negatively impact education and job opportunities. However, ACEs can be prevented.” ACEs are common 
and have lasting impacts e.g. “risks of injury, sexually transmitted infections, maternal and child health problems, 
teen pregnancy, involvement in sex trafficking, and a wide range of chronic diseases and leading causes of death 
such as cancer, diabetes, heart disease, and suicide.” Combined with other factors such as food insecurity, 
inadequate and unstable housing, poverty, and discrimination, ACEs can cause “toxic stress (extended or 
prolonged stress)” that has an impact on cognitive functions e.g. “attention, decision-making, learning, and 
response to stress.” Preventing ACEs could potentially reduce a large number of health conditions such as heart 
disease and depression. Women and some children are at greater risk than others; persons from racial/ethnic 
minorities are at greater risk.   
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SP21: It came from crap so they will be crap. That’s kind of how it looks…It 
triggers half the home visitors that are in there. It triggers anybody who has 
experienced any of those ACEs. It can trigger them.  

SP20: We did hear in our latest training that that will be accompanying ACEs 
that there will be -- there’s also a screen for resiliency and that that needs to be part of 
the conversation but we’ve been hearing about ACEs for years. How many families 
have we traumatized? Not us personally. But how many families have been 
traumatized with these workers having the knowledge of ACEs now and left to do 
however they feel is right to introduce this study to them and cause damage? 

SP19: Yeah. It’s nice to have the information and the knowledge of what ACEs 
are but once you have that information, what do you do with it? There has been no 
training. We're saying that we are not equipped to take it any further than just the 
knowledge. 

SP20: … there are home visitors that’s their very first day meeting them, they 
go through that. That, to me, is wrong. That’s unethical… One of our other partners 
… it’s part of their intake… I know it’s part of their intake and I just think that asking 
people that kind of question when you don’t know them and them coming in seeking 
services and seeking support, they’re being left with filling out this questionnaire…And 
then what? Then they’re left to meet the stranger now that’s going to come and visit 
them once a week, and that’s likely in their head what they just filled out and what 
they just learned about how many ACEs they have. How fast is that family visitor 
going to get on but what are your resiliencies? It’s just not a good time to be 
introducing people to that. 

SP19: Even with resiliencies, I mean I feel like after you’ve discovered what the 
ACEs are, you now need to be able to overcome those or find out how you’ve 
overcome them, right? But I mean that can take a long time. It’s like counselling. It 
can take a long time to actually undig all the garbage that’s been buried and now 
burying it up to the surface and dealing with it. 

SP20: I know that the idea behind ACEs is it’s not -- what is the quote? 
Something about but it’s what’s been done to you. It’s not who you are, it’s what’s 
been done to you. I get that but that doesn’t help you feel better when you’ve been 
traumatized especially if it’s been by your father or by people that loved you.  

SP21: If those things go on to tell you that because of what has been done to 
you, you now have a likelier chance to smoke, you have likelier chance to get a heart 
attack. Even though you didn’t do that, you’re now more at risk to be having heart 
attacks, dying 20 years earlier, what else? Smoking. 

SP20: Having an addiction. 

SP21: You’re telling them, what happened to you? It’s now going to screw up 
your future. [Interview, Edmonton, SP 19, 20, 21] 

Sensitive questions about violence, trauma and adverse childhood experience should not be 
precipitately asked. These questions should wait until later into the service when the home 
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visitor has been able to hopefully build some rapport and trust with the client.33 The client 
should have the space, choice and freedom to broach those topics in the first place; only after 
that should any questions should be asked as tactfully as possible. Blatant, insensitive and ill-
timed screening questions lower chances of enrolment (and retention, not to mention negating 
chances of actually developing the rapport needed to help a person living with violence). The 
vignettes also emphasize the need for HVs to focus on resiliency34 and to receive resiliency 
training (Andersson et al., 2010; Fleming & Ledogar, 2008; Gladue & Lund, 2008; Macphee, 
Lunkenheimer, & Riggs, 2015; McGuire-Kishebakabaykwe, 2010; J. M. Shea, 2013). A focus 
on client strengths and resiliency would help them build rapport with clients from the point of 
intake.  

SP16: We’ve been introduced to the ACEs study over the past couple of years 
obviously. … Okay. We had some major problems with it because some similar 
programs that also have it … Healthy Families use it in their screening process, they 
use ACEs, and our Healthy Families program as a whole had a serious issue with 
opening a bunch of trauma or memories for someone and triggering that and then just 
leaving them like that. We did push in AHVNA for resiliency training which we got this 
past week. It at least gives us some tools, but I mean it’s good in practice in certain 
situations. I don’t think it’s something that should be in Family Violence Protocol 
where they’re expecting it to be done all the time, which I don’t agree with either 
because yeah, these are all relationship-based things. I wouldn’t appreciate someone 
coming into my home and going, “So what’s your trauma and are you being hurt right 
now? Oh, by the way, I’m going to help you raise your kid.” That’s so many levels of 
you’re not a good human being and you clearly can’t do this by yourself which is I 
mean exactly the opposite of what we want to tell our families. 

SP18: Then we follow that up with just so you know, we’re not a counselor but 
we want to open up your stuff here and make you feel all these feelings you have 
been stuffing down and then we’re just going to leave you there. 

SP16: But we can’t help you deal with that because we’re not a counselor. 

SP18: We can’t help you deal with that. I can find somebody for you, and then 
you got to trust them, and then trust them, so it’s --  

SP16: That’s so messy.  

SP18: Once they feel safe and comfortable in sharing and like what was said 
earlier, the doorknob conversation, when you’re about to leave then something wants 

 
33 Participants felt that the AHVNA FV screening protocol has room for improvement in terms of questions and 
when these questions are asked. 
34 “Resilience, as a social theory term, dates from the 1970s (Dion-Stout and Kipling, 2003). The definition of 
resilience is elusive as it can mean many things. The common meanings are “the ability to rebound from 
challenges in everyday life” (Wesley-Esquimaux, 2009) and to recover from and survive adversarial conditions. 
Fleming and Ledogar (2008) call it a positive adaptation to life despite harsh conditions. Andersson and Ledogar 
(2008) describe resilience as a positive lens through which to view Aboriginal communities. Exploring resilience is 
based on community strengths, although Newhouse (2006) cautions that resilience can also be based on ideas 
about survival of the fittest” (McGuire-Kishebakabaykwe, 2010, pp4-5). 
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to just come out from them and they want to share with you. It’s their decision if they 
want to share without having any type of influence from us. 

SP16: Example of introducing ACEs, I have a mom who was very frustrated 
because she was in a series of very unhealthy relationships and she was dealing with 
trauma so she had PTSD and it was affecting her daily life and she was very 
frustrated because she felt like she was just ruining her daughter’s life. We had a 
discussion about the ACEs that she has and I mean a situation where it’s ten out of 
ten and then going through and saying, check this out. Let’s look at how many ACEs 
your daughter has and she’s two right now, and you have had a play in giving her this 
resiliency and protecting her. Look at what you can do. This does not necessarily 
mean that your life means that she does not need to grow up that way. [Interview, 
Edmonton, SP 16, 17, 18] 

The only way you’re going to be comfortable with ACE survey if we incorporate it is if 
we talk about it from a resiliency framework. So if we ever decide to incorporate ACE 
into our home visitation practice the staff will need to go through some training in 
order to be able to guide the conversation from a strengths based resiliency 
framework. So this is what you have survived and because of that these are your 
strengths, these are your resiliencies, these are things that you can build on moving 
forward because especially with the adolescent brain we don’t want them to shift into 
the negative. I’ve been through all this so I can’t, that’s my biggest concern because 
they will – we have them fill out a form to disclose all of their traumas first of all why, 
why do we need to know. Because we as an agency practice working with all of our 
families as though there has been some form of trauma because we know 90 percent 
of the people are going to answer at least two – they’ll have at least two positives on 
the ACE survey. Most people will have four or more so we know everybody has got 
trauma. So we just assume that everybody has trauma and part of our practice is to 
look for if we see a behavior upfront what could be causing that. If this behavior is 
concerning what could be the underlying factors, whether we know if there was a 
sexual assault when they were a child or neglect as a child, I don’t know that we 
necessarily need to know that. [Interview, Edmonton, SP14] 

Managing expectations of families about the role of the HV 

The home visiting relationship requires management of expectations and understanding from 
both sides, HV and family, from the outset. This is important because families may not 
understand the role and purpose of the HV program and provider. If the HV service is part of 
prenatal and postnatal support for a new mother, is the HV some kind of child minder, 
domestic help or something else? If the HV enters the home as part of an ongoing CS 
investigation in the home, is she part of CS, or is she a spy for CS? Will the HV be arranging 
for some or all the family’s needs and doing the household chores? Is she there to address 
economic and legal challenges? Or is she there to provide information, referrals and 
connections to community support? The tactful management of expectations is linked to the 
success of the relationship of the HV and the family. This is no small task, and 
misunderstandings abound. HVs described their challenges in this area and described how 
they had to exercise tact while being frank and firm about their roles vis-à-vis families.  
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Respondent 3: I think there’s a lot of confusion initially as to what home visitation 
is. They get a referral and we go in to do an assessment and they really don’t know 
what it’s about but they’ve been open at that point to having us in. 

Respondent 6: Often, they think that we’re public health nurses. 

Respondent 3: Or social workers. 

Respondent 4: Or they tick off on -- we give them some sheets so they can tick 
off what they want to work on and things are money and housing and they think that 
we have this magic connection to set those things up and we don’t. They’ve got that 
misconception. We try to empower them but they’re kind of looking for someone that 
will do it. 

Respondent 5: Right. I’ve had clients that thought that I was coming in to help 
them with their babies to do childcare, to do laundry, to do dishes, to do housework. 
I’ve had clients have that expectation. Sometimes, they expect that I’m going to 
entertain the child so that they can get their stuff done. 

Respondent 2: Having said that, on our first initial visit, I think it takes time. We 
make it very friendly. We make it very clear it’s voluntary, that we’re not judging them, 
some of our checklists questions that we have. They’re comfortable to share past 
addictions, present family violence and because of the comfort, I think, in the first 
meeting is that they’re open to try what the second one’s going to look like. Even 
though we don’t provide babysitting or we don’t do the house cleaning, I think there’s 
a connection there of maybe a little bit of hope because they’re not comfortable to 
share all their deep stuff yet. They don’t tick off certain things on their checklist but 
two or three visits down the road, suddenly there’s an explosion of their reality and so 
I think the initial visit, if they can experience nonjudgment and that we’re not 
connected to Children Services and that we’re not nurses, that we’re coming in for 
them, and we don’t tell them what to do, we don’t tell them why we do it or how to do 
it, we make that very clear at the front end. I think that sort of sets sometimes, a rough 
foundation, but it solidifies as the workers continue their visits. It’s a process but it’s an 
individual process and as long as the home visitors stay nonjudgmental and there for 
the client, that relationship builds. [FG - Stony Plain] 

SP13: You know, it just varies with different families and different ethnic backgrounds, 
right. They are not too sure why I’m there or they’re really in crisis and they don’t care 
who came in, just you’re going to help me. How are you going to help me but these 
are all the things that are going on and you’re going to help me. And maybe they think 
I can do it in one day. [Interview, Fort Saskatchewan, SP13] 

The consensus was that HVs need to be unequivocal, modest and honest about their capacity 
and role, i.e.to listening, asking as and when appropriate, understanding, providing 
informational and emotional support, acting as a connector to supports in the wider community, 
providing and supporting referrals. HVs need to be honest with the clients, give no false hopes 
and grand promises, and try to provide clear and fact-checked information, consulting with 
their teams as needed. Above all, they must not present themselves as magicians or act like 
messianic fixer-uppers. This requires the HV to first and foremost acknowledge that the family 



173 
 

(especially the mother) are responsible and capable, and while they may need support and 
information, the HV should not take on the task of managing the family and ‘fixing’ them. This 
would also go against a tenet of home visitation to promote self efficacy of parents. 

So the best expectation from the woman will be oh, this is someone whose going to 
help me, whose here to help me, who is here to listen to me, who is not here to judge 
me but who is here to kind of help me in my situation and tell me what to do. Most of 
the time they think that we have a magical wand to tell them what to do and to fix the 
problem. So that’s the expectation. …How we manage it then I remind myself, I can 
talk about myself in general as a broker that how we do. I remind myself that I’m not 
equipped to fix the problem, I have to remind myself. But I’m here to listen, I’m here to 
listen what is the problem and how the family wants me to help. Yeah, just listen first 
and discuss with the family what kind of help they need. And then I won’t promise 
anything. I would take it back to my team and discuss about what can we do to help 
the family. But in that process the family is the main center of the support or the help. 
They will guide me about how I can help them. Yeah, I don’t promise anything, I don’t 
promise anything because sometimes they want us to promise things or to give the 
answer the right way but there’s a way that I can explain that by trying to not really 
give hope, a false hope, but try to see yeah, I think there’s some things. There are 
some supports but let me go back and find out with my team and I’ll come back to 
you. But there’s a way to find a support. You can give them the hope as well but not 
necessarily tell them what you’re going to do because sometimes we’re not even sure 
what we’re going to do. But we can still provide some help around the support. 
[Interview, Edmonton, SP12] 

Once that rapport has been built and/or they do identify you as someone who could 
be helpful that the expectation is that you do everything. When I then have to 
coordinate and turn into a bit more of a case manager, so they want to talk to me 
about housing but as a therapist, that’s not my area of expertise or they’re wanting me 
to write a letter to their kid’s school to give them something and I’m saying oh, that’s 
actually not something that I do and kind of clarification of roles while also not 
presenting as somebody who’s saying well, unless you have the need, I’ve come to fill 
them then don’t waste my time kind of thing. I have to also come in with an awareness 
of where to connect those people to other services because sometimes, they latch on 
and then feel like I can do everything for them because I’ve come to their home. 
[Interview, Edmonton, SP2] 

If there’s no food in the home, I can give you 20 dollar food gift card, I cannot buy the 
whole month grocery. I can contribute a little bit towards it but I can make a referral for 
food bank but I cannot give you 500 dollars to buy groceries. So we can meet the 
need to certain extent, to certain level. But then the rest, the work and then we have 
to tell our client the work needs to be done by you. I can hold your hand, I can teach 
you how to fish, sometimes I might fish for you, but then I’m going to teach you how to 
fish and then I’m going to step back and watch you how to fish... Families are the 
experts of their own household, we have to keep this in our mind. So and then also 
active listening skills, we need to develop active listening skills which we don’t. We 
jump to conclusion, we jump to offer support, we try to fix things, we need to 
understand we’re not here to fix your problem. We’re not there to fix your husband, 
we’re not there to fix your problem, we’re not there to fix your teenagers, we cannot fix 
your relationship with your in laws, this is not our role. Whatever struggles you are 
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having I’m going to support you in that. I’m going to help you overcome those barriers, 
whatever barriers you have between your relationship with your in laws or husband I 
can support you in that. But I cannot fix it. So we’re not fixers. [Interview, Edmonton, 
SP4] 

Cultural safety: Awareness and practice 

Very few service providers were familiar with the term ‘cultural safety’ (Curtis et al., 2019) 
although several observed its basic principles in practice. All too often, when we asked about 
their understanding of the term, the responses were couched in terms of ‘cultural competence’ 
or ‘cultural awareness’ along with requests for workshops pertaining to cultural competence. 
The author finds a need for workshops, co-designed with Indigenous trainers, to address this 
lack of understanding of cultural safety (and of its focus on the factors that shape equity, 
privilege, and access to various forms of care and service). Even the attendance of some staff 
at a few workshops may well have a positive trickle-down effect at agencies via orientation, 
mentoring and on-the-job shadowing. Structured training in the meaning and applications of 
cultural safety would allow HVs to gain and share knowledge forward in their professional 
networks; in other words, these workshops should have a ‘train the trainer’ approach. 

On the positive side, most HVs had a practice-based (if hazy) sense of the spirit, meaning and 
import of cultural safety, even if they had never heard the term before. They emphasized the 
importance of active listening and simple, relatable language in creating and sustaining 
relationships. Communication (verbal and non-verbal) should mindfully avoid trauma triggers, 
stereotypes, condescension and complex grammar and vocabulary. Participants consistently 
emphasized the value of a non-judgmental and strength-based approach; the importance of 
discarding a ‘deficit’ based approach to screening or interacting with clients; their efforts to 
promote the self efficacy of clients. While they described the challenges (e.g. unemployment, 
emotional fragility, stress, lack of finances, isolation) of diverse women served by their 
agencies, they were emphatic about the need to be respectful to their clients and avoid framing 
their clients as needy or weak, as victims.  

HVs recognized that seeking help against violence may be acutely uncomfortable, intimidating 
and shameful for women, especially those struggling with multiple barriers and intersectional 
challenges. In that context, they felt that it is important for them to enhance their clients’ sense 
of self efficacy and agency, and not to goad or lecture them in any way. They were aware that 
women’s sense of agency is often eroded by abusers. Command mode advice from the HV 
would only deepen the effect of abuse and immediately or eventually wreck the HV-client 
relationship. 

And then you just feel like you’re a big failure if you get a divorce and then your 
embarrassment of your family and all those things. So exposing that you have a 
problem in your marriage and then it’s kind of like getting a chance of getting a 
divorce and all that stuff, it’s kind of like very scary. It’s just too scary – maybe that 
kind of thing until – that’s what I’m saying, that help that somebody actually talked me 
out of it that was really important. And to have that just to have somebody who’s 
actually really understand the situation like my background and my fear. Like in my 
case it was [WORKER] and she knows I have an [EAST ASIAN] background and she 



175 
 

was like you know what, it’s okay, at the end your family will understand. Yeah, that 
kind of being is so important like having a personal relationship and actually 
encourage you to do something about it and being informative about help that’s 
actually available. All those things, the small, small things make a huge difference I 
think….  because sometimes it’s so easy for someone to like say oh, just leave him. 
And then you’re like yeah, you don’t understand. I think it somebody makes like it 
seem like the situation is so easy, it kind of discourages you from talking too much to 
them. And you’re like well, they don’t understand anyway so why would I bother to talk 
to them. [Interview, Edmonton, MP4] 

As you mentioned that, we are to see what she is looking for. It’s not that I have to be 
like okay, this is a very difficult situation and you need to get rid of it. No, it’s not my 
point of view. It is her, the lady, the client, mom, what does she want. Being very 
mindful about that. [FG, Calgary] 

HVs serving multicultural IR populations described their observance of cultural safety in 
connecting with clients in their residential locales. Many IR families live in small culturally 
cohesive and homogeneous enclaves where opinion and gossip are powerful social controls 
(to the extent that they impact arrangement of marriages, work and social relationships, both in 
Canada and overseas). Help seeking to meet economic need (e.g. food bank, welfare 
cheques) or to find support against family violence can attract stigma and censure (not to 
mention that the seeker faces fresh violence if detected in the effort). In these contexts, HVs 
have to be cognizant of the concerns of the mothers they visit, e.g. meeting them at a café or 
other public location.  

SP4: Of course, there’s lot of stigma seeking any resources in the community. If 
you’re going to a food bank that means you’re poor, if you’re going to counseling that 
means you have mental health, if you’re going to our low income places that means – 
so there’s always stigma. There’s always stigma going to access resources, there’s 
always a stigma accessing these resources. So we have to refer to them these 
resources and make them comfortable and then make them realize they’re there for 
your help, they’re there for you to stand on your feet. Sometime now you can use 
them and then later on you can give it back to the community.  

Interviewer: It’s especially important I think because many not everywhere but many 
immigrants tend to live in cultural islands so everyone knows everyone to some 
extent. 

SP4: Yes, of course. 

Interviewer: So literally who sees us, who hears us becomes a powerful presence, am 
I right? 

SP4: Of course, it does. Because when I came to Canada 20 years ago and I used to 
take the bus and people used to stop, you know what, you’re standing at the bus 
station, is everything okay. Yes, everything is okay, what do you mean. I’m taking the 
bus. So they think this is accessing ETS [Edmonton Transit Service] what’s the big 
deal. Even I had the car at that point. Oh, you have a car but you’re still standing here, 
yes, I can use ETS, what’s the big deal. Oh, poor woman, she’s trying to save money. 
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No, I WANT to take ETS…. So there’s so much stigma to access these resources. So 
you have to be really gentle and offering them resources and suggesting resources to 
them. I’m working with a family violence situation and I’m the home visitor for the 
family. The daughter is turning 16, right, so the mother doesn’t want me to come to 
her home because the neighbors would see a stranger is coming and then it will 
create a problem for the girl to get a marriage proposal in the community. So we’re in 
the community, she’s open to meet with me but not in the home because the neighbor 
can see. You know, this lady comes to meet you every week, she’s not your family, 
she’s not your friend, then why is she coming, what is going on. So she’s so scared 
for her daughter that she might not find a good match in the community if a stranger is 
coming because her mom is accessing resources, external resources. So I meet in 
the community, we go to [PLACE] we go out for lunch, we meet in the library. And 
then she needs help, she acknowledges that she needs help. She benefits from my 
meeting sessions but not in the home. [Interview, Edmonton, SP4]. 

Home visitation and violence: Disclosure, knowledge sharing, and support  

This section focuses on the barriers and facilitators for women to disclose to the HV that there 
is violence in their homes. It looks at ways to make it easier for women to discuss their 
experience with the HV, how HVs can share information and address women’s fears of the 
effects of disclosure, and how they can best support women in reporting to CS. The findings 
are that the HV-Client relationship must not only be built and managed but must evolve in 
stages that allow for  

• Appropriately timed and multi-phase screening using the AHVNA tool 
o Universal screening at the outset (within around the first six weeks of HV-client visits; 

this may be influenced by circumstantial factors e.g. the HV-client rapport and 
environment of visitation) 

o reactive screening when signs of violence are noticed 
o pregnancy screening, if the client is already pregnant or becomes pregnant during the 

service (prenatal pregnancy screening once, after the universal screening; repeat 
screen in the first six postnatal weeks).  

• Knowledge exchange, disclosure handling, and discussion of the client’s experience. This 
step can and should include a woman’s natural supports (e.g. trusted elders and peers) in 
the conversation so as to build trust towards sharing and disclosure. 

• Discussion of the process of reporting the violence to CS (who makes the call, why the call 
must be made with discussion of harms to children exposed to violence, what to expect, 
discussion of fears of CS and effects of calling) 

• Safety planning, preparation of a safe package 

• Connecting with resources, including shelter, police, healthcare, and counselling 

In the next sections, we will look at the barriers to disclosure and discussion; explore the 
question of when to screen for violence; examine how the HV can share information with 
women and support them through the reporting process.  
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Disclosure and discussion of violence: Barriers reported by home visitors and mothers 

The research literature is replete with evidence on the factors in women’s disclosing (or not) 
their experience of family violence to others. It is worth revisiting some of the barriers identified 
in this exploration, because home visitation has some distinct factors impeding disclosure. 

Participants from an IR serving agency said that women tend not to disclose until a couple of 
months into the service. They are nervous about speaking to strangers, may be inhibited by 
cultural considerations of what is shameful or appropriate to disclose, and on occasion may be 
hampered by a lack of privacy in the home. Responses on the FV screen are negative at first. 
The reluctance to disclose may change later, say, if the HV notices some red flags of violence 
and probes again. 

We find out usually for the new families, for the first even for say one and a half 
month, still they don’t trust you really well. They say no. Mostly, their answer is no but 
we find out maybe kind of two to three months after, then you see something happen, 
there's some different sign, you see there’s a warning sign and then we will ask them 
again. When we ask them again, maybe they will disclose some information to us. We 
will start to sit together and then we will start to have some kind of safety plan or 
responsibility plan. We also go for the protocol to ask the question. We provide the 
information or resources to the family. It’s possible if they are just by themselves and 
the environment is such they are able to disclose that, some of them are not able to 
disclose if there is any other family member present in the home or they have a shy 
personality coming from that cultural background where they feel this is not 
appropriate to disclose and like there are many, many layers onto that. [FG, Calgary] 

MP3, a survivor, described barriers to disclosure as chiefly fear of losing children; feeling 
helpless, ashamed and ‘a little bit broken’; and a lack of space, time and opportunity if the 
abuser is present (quite likely to be the case, as many HVs have said of the surveillance they 
endure when they are on visits).  

Interviewer: Okay. What makes it difficult for mothers to talk of their situation and ask 
for help? 

MP3: Oh, totally. Fear of child, I say, is like fear of losing your child, number one. 
That’s the number one thing and feeling a little bit broken like that there really isn’t any 
hope or help. … Oh, one of the other challenges, it’s embarrassing. There’s a huge 
amount of shame and guilt when you’re in one of these relationships. It’s extremely 
difficult to admit to any -- like even to admit to your best friend that this is happening is 
like painful. …. One of the hugest challenges would be if he’s there, right? If the 
person who’s abusing you is there, which we want them to be there on one hand but 
they’re sitting with you in the room on the other --It’s going to be impossible. 
[Interview, Edmonton, MP3] 

MP2, a Métis survivor, said that women will not disclose if they feel that they might be 
‘punished’ by ‘systems’ for trying to protect their children. 



178 
 

I think again, it’s the system stuff where I mean really, you want to believe that 
systems help but unfortunately, they sometimes cause alarm or problems. I don’t 
know anybody who’s going to ask for help and disclose violence or abuse if they’re 
going to be worried of having their kids taken away.  I think that is the biggest 
hindrance for getting help is that fear of what the repercussion would be for asking for 
help, for admitting that this is happening. If you could get help and knowing that you’re 
not going to end up in a worse situation. In any situation or it’s like you get punished 
for not taking care of -- not protecting them even though asking for help is trying to 
protect them to get out. Again, just that of being judged or of disclosing something that 
could be used against you at some point. You’re not going to want to admit to this if 
something has to be reported. So I think that’s the major issue for sure. [Interview, 
Edmonton, MP2] 

The testimony of Indigenous mothers in focus groups was powerful in its depiction of 
overwhelming and many-faceted fear as a barrier to disclosure and seeking help: fears of CS 
and children being apprehended, of the partner, of being judged and stigmatized. Isolation, low 
self esteem, and denial were also named as factors in keeping silent. Women are afraid “to 
reach out for support for themselves as they might be scared to report that their child needs 
protection” and “concerned they may call child family services if they feel the child is at risk for 
harm violence neglect.” 

What challenges are there and talking about family violence issues at a home visit?  

• In the past I wouldn't be open to talking about family violence I would be telling 
half-truths and I wouldn't tell the whole story I would feel like it was not 
anyone's business  

• The most common challenge is child welfare the fear of having your child or 
children taken from you because of the situation or the behavior of the other 
parent and most times the other parent is suffering from trauma that is not 
healed or dealt with 

• If Dad was around you can’t bring up family violence family who abuses drugs, 
it's hard to admit to them when they are there 

• Being afraid of the reaction how they would handle it you don't know if you can 
trust him 100%, I may go behind your back without consulting you 

• Scared to admit it, feel alone, scared of getting child family services involved 

• Most challenges and issues are getting children taken away by child welfare 
due to their behaviors and the parents are not dealing with their issues 

• Not realizing where it stems from and judging you on your nationality … 
everything is supposed to be swept underneath a rug being embarrassed to 
speak … maybe to be judged you're a liar … the problem is being stuck in that 
shell you don't want to break it because you don't want to hurt the people you 
love… also the journey to heal … denial… low self-esteem and no confidence 
believing you're doing right but it's not 

• Concerned they may call child family services if they feel the child is at risk for 
harm violence neglect … the individual may be concerned to reach out for 
support for themselves as they might be scared to report that their child needs 
protection. [FG, Edmonton, Indigenous Mothers 1] 
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Over and over again, we heard that the weight of shame and embarrassment of looking like a 
‘victim’ or a ‘failure’ keep women silent about abusive conditions in a relationship. Interestingly, 
it is not just IR women who are silenced by cultural strictures that stigmatize disclosure of 
relationship violence. It is true that IR women living in cohesive and small enclaves are often 
readily visible targets of social humiliation for leaving abusive and dysfunctional relationships 
and marriages. But the fact is that women of all cultures, religions and ethnicities are exposed 
to such patriarchal shaming and the related containment, concealment and enabling of 
violence. 

I think it depends on -- a large influence is culture. In some cultures, I think, 
particularly Little German culture, sometimes what happens in the home stays in the 
home. We don't bring our family problems on public. We're not sharing those. We'll 
deal with them in there. So that can be a very challenging -- is a challenge for some of 
these women to share because that's not culturally acceptable. And then if you do, 
there may be some pushback, and not necessarily physical but there might be some 
that may create another argument in the home because "How dare you share this?" 
[Interview, Raymond] 

I think also, for families where there may be a small cultural group within the city, if 
you leave, everybody knows. Not only are you leaving your partner, you’re leaving 
your entire cultural group, and that’s a huge thing to do. That’s your entire support 
system especially if there’s language barriers. You’re really going to go it alone if you 
leave your partner because everyone else will back away from you. It can happen in 
religious groups as well if you’re leaving your church because the church will be angry 
that you left your partner and I think that can be a very difficult thing to bring up 
knowing that you could be losing your entire support system. [Interview, Edmonton, 
SP8] 

It could be their cultural upbringing, they’ve been taught like tolerate it and put up with 
everything or like what they’ve seen and witnessed. So oh, my mom did the same 
thing. Mom did not talk about it or let it out with anyone so I shouldn’t be the one to 
talk about it. I should bear it. So normalizing the issues….I think often those cultural 
moments too but also like low self-esteem …If I failed my relationship, if I have to 
leave, is it my guilt? My shame and all this? That could be an obstacle to talk to and 
even -- I now remembered one woman. She left her husband but I mean this low self-
esteem still in -- it’s a long relationship and that’s trust but that’s like always that color, 
I failed. I’m very little, I’m nothing, I’m just worthless. This is the most important 
relationship in their life because they have children, families, it’s just difficult to talk 
about. [Interview, Edmonton, SP7] 

I think being embarrassed is one of our biggest problems. We’re embarrassed this is 
affecting us… oh, and we think we can change them. We stay because we can 
change them. We can help them, we can fix them. If I just love them right, if I just -- 
yeah. I had an auntie that used to say, this is my fault. I’m like, I don’t understand why 
this is your fault. She wasn’t my blood aunt. It was my uncle that was the abuser. She 
would kick him out and he would go and quit drinking for a month and then come 
back. She’d let him back in. Then he’d beat her up again. I didn’t love him right. I 
won’t tell you because I’m doing something wrong. That’s what I think. I think it’s an 
embarrassment. [Interview, Edmonton, SP5] 
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The fear of disclosure of violence to HVs may be linked to perceptions of the HV as kin or 
identical to CS; to shame and self-blame; intense isolation, dependence and vulnerability 
(financial, immigration); and fear of vast and unknown consequences of disclosure. When 
clients hesitantly start talking, they remain profoundly wary of taking any steps beyond 
disclosure. At that juncture, the HV is bound to remind clients of her duty to report to CS, which 
brings on another set of worries and fears. Some clients backtrack and seek to minimise the 
problem. 

Interviewer:  What is it that discourages women from asking you for help if you are in 
a situation of violence that was not disclosed, that’s not obvious otherwise? 

SP3: I think shame. I think a lot of our participants think that it’s their fault that they 
did something that created the situation and really, I think a lot of it is dependent on 
the abuser. They may not have funding, they may not have other places to go, they 
may fear that their baby will be apprehended if they say or do something. A lot of 
times, I think that they just truly don’t understand the abuse that’s happening that they 
think that that’s normal or that that person loves them or has their best interest in 
mind. We ask a family violence question right at intake about family violence and 
abuse. Some of our participants are very open and they’ll be like yes, this is 
happening in the home and we’ll talk about it and then some are like, no, that would 
never happen and they’re very defensive right away when you ask the question. 

Interviewer: Is that a red flag? 

SP3: Sometimes, to me. Something that I keep in mind when I’m working with that 
family just to keep an eye out for them, make sure that everything is okay, but then 
sometimes, it’s not a red flag. It’s just like it’s not occurring there like oh, gosh, no. 
That’s not at all happening.  

Interviewer: You’ve spoken about this, but what do you think would make it easier for 
a mom to speak about a situation like that? 

SP3: Sometimes, I think that a participant just wants to tell me something but they 
don’t want me to do anything about it. Sometimes, I feel like they’re telling me 
because they want to do so. I usually tend to ask my participants what they would like 
me to do with that information. I think that there’s a lot of ripple effects that come from 
telling me something. They could lose their housing, they could lose their relationship, 
they could lose baby potentially. I think that there’s a fear of what will happen if and 
then I think there’s also just the fear of leaving that situation and that person and 
that’s their normal and so that there’s that fear of the unknown, I think. What will 
happen after this? [Interview, Edmonton, SP3] 

They don't really understand our role. They sometimes confuse us with child services, 
with Children's Services. There's that clarified. Of course, they don't understand our 
structures. They’re just not familiar. …I would think isolation is a part of it too, right? 
There's that vulnerability. How much do they want to shake up their situation? If 
they're feeling vulnerable, they – often, it's right after a child, so people aren't working. 
Sometimes because they don't have PR status. Also, they're not getting a maternity 
leave benefits or things like that. There's a lot of financial and emotional vulnerability. 
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Then where would it go from there if they did talk to me? I often will get someone. 
They'll premise with me, “I want to talk to you about something like this, but I don't 
really want to act on this.” Then I have to say, “Well, I have a duty to talk about that a 
little bit, duty to report.” [Interview, Jasper] 

Respondent 2: I think fear that Children's Services will become involved and 
their children will be taken from them because that's the message that's been 
delivered. From just I think culturally, I think -- well, for people who don't know our 
culture as well, that would definitely be a fear, the unknown. Yes, fear of the unknown, 
like what happens now, I guess. And I think maybe for some, when they do disclose, 
they don't realize that, and so that's when we get recanting or we get like ‘it's not that 
bad’ … [Interview, Sylvan Lake] 

Respondent 1: What about fear if dad finds out, if it is that, or maybe it's the 
husband and it's the wife, whatever the situation is, the partner finds out, then what 
happens? Are we putting that person in more danger?  [Interview, Sylvan Lake] 

Some HVs thought that the reluctance to speak came from women’s lack of understanding of 
family violence, the difficulties of acknowledging that they are living in violence, and fear of 
disclosure and its unknown consequences (again, CS involvement). Some saw themselves as 
altering the state of seeming unawareness that comes with normalization of violence. The 
literature has abundant evidence that numbness, apathy, ‘normalization,’ and strong emotional 
attachments (traumatic bonding), are outcomes of trauma and long-term exposure to violence 
(Ammerman, Putnam, Chard, Stevens, & Van Ginkel, 2012; Burnett et al., 2016; D. Dutton & 
Painter, 1981; Public Health Agency of Canada, 2016).  

Interviewer: what do you think makes it difficult for moms to talk about their situation 
and to actually ask for help?  

Respondent 2: It's scary to say, too, right? Because it's hard to admit that that's 
happening to you. That's scary. It's scary when we're saying, “We're going to help 
you. We're going to support you,” and then that means it's going to change, right? 
Something's going to happen and that's scary. [Interview, Camrose] 

I find some aren't even aware that they are in that type of relationship where these 
things are happening. So it's that lack of awareness. This is the way our relationship 
is. This is the way every relationship I've had. This is normal. So it's been normalized. 
And again, that fear piece that if this is happening in my home, is that a risk for 
Children's Services involvement? [Interview, Raymond] 

Disclosures and screening: Timing matters 

Some frontline workers held that the AHVNA FV screening tool yields no valuable information 
if administered right at the outset. Their perception was that it is highly unusual for disclosures 
of violence to occur right at the outset of service, when HVs are still an unknown element for 
the family being visited. It takes at least a few visits before there is enough rapport and the HV 
has had a chance to ‘read the atmosphere’ and break the ice. During the initial visits, HVs are 
better able to create trust if they are not pushy with screening efforts.  
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Once they’re willing to share or that we’re aware of some family violence, then we’re 
able to offer supports or give them, I don’t know, safety plans or what they need to do 
to keep themselves safe because usually, that’s not the first thing they share. Usually, 
they don’t share family violence so we kind of got a week and after a few visits, they 
make it comfortable and tell us or I’ll tweak and kind of read the atmosphere, we can 
tell if the families are -- like dad is there or mom is there, we can tell who’s the what? 
The aggressor, I guess you’d call. [Interview, Edmonton, SP17] 

I think it’s a lot on family dynamics. I don’t think I’ve ever had directly like, oh, I’m in a 
violent or abusive relationship. The more that we have discussions around -- because 
we try to really concentrate on the family unit. You learn the dynamics between 
partners and then once you talk about that, then comes in you know, this is what a 
healthy relationship might look like if this is the case or do you feel unsafe with that or 
how do you feel when they act that way? And really finding that it’s not black and 
white especially to our families. [Interview, Edmonton, SP16] 

SP18:…Therefore, there’s an immediate opportunity to have a certain level of safety 
for them as well that we’re not going in as someone who is trying to get it out of them 
or find any particular information. We’re just there as a support and we’re there for 
them. [Interview, Edmonton, SP18] 

My only thing with the tool is I understand the timeline, but I guess sometimes, I don't 
think within the first six weeks, you're able to provide information out of a family 
because they need to be able to trust you. Sometimes, it's not built within the first six 
weeks. That's my only thing. [Interview, Fort McMurray] 

As survivor MP3 indicated, the abuse has to be extreme and unbearable or the rapport has to 
be immediate for a disclosure to take place at the first meeting. 

If somebody is going to disclose on the first visit they either feel that safe or it is that 
bad and that is a situation that I don’t wish on either the worker or the person. So just 
recognizing that if somebody is disclosing to you, yeah, it’s -- It’s a big, big deal and 
this situation has got to be excruciatingly bad or she has built an incredible 
relationship with that woman especially on the first visit. [Interview, Edmonton, MP3] 

Some team leads and HVs suggested that it was advisable to use the tool early on (‘within the 
first six contacts’ i.e. six weeks, in the AHVNA protocol (AHVNA, 2016: 6-7)) letting clients 
know that it was a universal practice and thereby ‘normalizing’ it. They felt that administering 
the tool early and universally would lay the foundations for later conversations making it easier 
for the client to disclose violence later into the relationship. 

We have the family violence screens and then safety planning or responsibility 
planning, the separate page, and we inform them that it’s not because of you or 
because of this other -- it’s universal. We do it with every family who comes to 
[AGENCY]. This is a routine practice, the same as brushing your teeth every morning 
and evening. We do it and we try to do it whenever little bit like they say first three 
months or so many like there’s a guideline, but you try to do it like whether 
relationship established because it makes sense to get open answers to these difficult 
questions. What I, myself, usually do, City of Edmonton has this pamphlet … Are my 
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relationship healthy or abusive or you know, violent? It just lists this so I do this family 
violence like I do that pamphlet too like, look, this is we have to start conversation 
about it. We do open conversation. Yeah, we do that. [Interview, Edmonton, SP7] 

Sometimes the relationship is immediate. When I was intake we asked 
universally….So sometimes the comfort level is immediate because we are 
normalizing for our participants, I would explain to participants that this is a universal 
question I ask everybody who comes through the door whether or not someone in 
their lives whether it be their partner or anybody else in their family makes them feel 
scared, unsafe or powerless. And I would get a substantial number of confirmed yes, 
there are some one in my life and then they would share their story. So sometimes 
that connection is immediate, just by asking, sometimes the connection takes six or 
eight weeks and actually I think because we ask the universal screening question in 
intake I think that that opens the door. So even if I got a negative at intake and they 
said no, there’s nobody that has that effect in my life then the home visitor may find 
out three months later that actually there is family violence. But I think because we 
ask at intake we’re letting the participant know that that is a safe conversation and so 
then the outreach worker would develop that relationship and continue to build on 
that. [Interview, Edmonton, SP14] 

For us, we must do this protocol by after we visit the family one and a half month and 
then we start to ask the questions. Do they have any one goes to them, let them feel 
scared, or sometimes they are hurt by something. We also let them understand that 
this question we ask every family. We go to every family, we ask them the same 
questions because we really want to more understand the family and if they need 
some help then okay, we can provide more information to them. We find out usually 
for the new families, for the first even for say one and a half month, still they don’t 
trust you really well. They say no. Mostly, their answer is no but we find out maybe 
kind of two to three months after, then you see something happen, there's some 
different sign, you see there’s a warning sign and then we will ask them again. When 
we ask them again, maybe they will disclose some information to us. We will start to 
sit together and then we will start to have some kind of safety plan or responsibility 
plan. We provide the information or resources to the family. [FG, Calgary] 

Some HVs indicated that there is value in having an organized approach to screening for 
violence using an organized instrument, instead of relying on conversation or gut instinct 
alone. However, they also consistently emphasized that those conversations are important to 
set the relational platform for the effective use of the instrument. 

When using the screen, you kind of go through a very organized map. I often will tell 
them, this is just a screen that we'd like to do and check in on everybody... Prior to 
that, it was the conversation in visits. So tell me how things are going, and it's through 
that rapport building and this trust that's built in that home visit where you check in so 
how, you know. It's sometimes even casual conversations about how things have 
been this week. What have been your struggles? What have been your challenges? 
How is, in our cases, because most times it's moms that we visit with, so in our cases, 
so how is dad adjusting to the baby? Do you have any concerns? Actually just asking 
that question. Do you have any concerns with baby and with how you're adjusting, 
how dad is adjusting what's happening in the home? Sometimes there'll be little 
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snippets that come up, and then you can casually dig a little bit deeper into that. 
[Interview, Raymond] 

I think that sometimes it just depends on the family and how long it takes to build that 
comfort to ask the question and to build the understanding of the right way to ask the 
question. So I guess like the cultural families, how much explanation do I need to give 
around family violence for them to understand that I'm asking the universal question 
about family violence? So I think building something -- like that six weeks usually is a 
good amount of time to build that sort of connection. [Interview, Sylvan Lake] 

So my personal experiences were – so my first step when there were an indicator or 
risk factor around family violence so if I knew that because I’m mom was expecting 
that her chances of experiencing family violence can increase or if I saw things that 
would raise a red flag for me. My first role would be to openly address with my 
participant whether or not there was someone in her life that was making her feel 
unsafe. I also spent quite a bit of time before I even got to that part… relationship 
building with my families would be key in order to make sure that I was a safe person 
for them to disclose family violence. And in that relationship building I was always very 
careful to make sure that my families understood that I would be non judgmental if 
they needed to disclose something that was happening in their lives family violence 
related or otherwise it was not my job to pass judgment but it was my job to support 
them through whatever that was. So family violence specific, I would then have 
conversations with my participant around what was happening for them, how they 
were feeling and what they felt their next steps should be. [Interview, Edmonton, 
SP14] 

When there are language barriers, administering the AHVNA screen might require more than 
time than ‘the first six contacts’ because an interpreter might need to assist the process. In 
addition, the client may have fears and concerns that could cause her to shut down if the 
process feels too hasty or intimidating.  

I haven't had a lot of problems with language barriers, so that would be completely 
different. Since I've been here in Sylvan, I have not had, like in the one and a half 
years that I've been here, I haven't had families with language barrier where we've 
had to use interpretation or anything like that. So if that was an issue, that would take 
a lot longer than the first six weeks … Because you're -- I mean, you're using an 
interpreter whether that's a live person or a phone… like you can ask the question 
and someone can say no, but I think the quicker you ask it, the quicker someone's 
going to say no. The longer you build that relationship, you're going to get more of it 
faster. [Interview, Sylvan Lake] 

A team manager saw value in laying the screening tool and its topics on the table, but only 
provided a relational foundation was laid beforehand. While some clients would shut down, 
others could well feel relieved that it is now possible to ‘talk about the elephant in the room 
[SP22].’ She suggested that timelines to start talking about sensitive matters vary. 
Nevertheless, with properly built-up trust and comfort, mothers may even feel relieved when 
these sensitive topics are broached in a gentle and timely way. 
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It starts with relationship. It starts with trust. Trust in relationship and comfort and that 
can happen early and it can take a long time to get there. I’m probably not the best 
person to speak to this because I don’t go out with families but as that comfort level 
increases, you just are obviously more comfortable in discussing maybe things more 
personal about your life. Even if you’re still being -- and when I say you, I’m talking 
about the family, still being a little bit reserved. It’s starting to bleed out and trained 
compassionate home visitor will be able to see it and to start to kind of work with that 
gradually ease those conversations closer to the surface to have those hard 
conversations and a lot of it has to do with personality too. We’ve had home visitors 
that have gone in and very respectfully asked difficult questions and then met with like 
okay, don’t ask that question again because it’s not been received well and with 
others. I think it’s the mom just can breathe, she can just exhale now. It’s the 
elephant’s -- how does it go? The elephant’s in the room? Whatever. However that 
works. It’s we can talk about the elephant in the room now. That’s how it works. I think 
there’s just a lot of relief that comes with that. [Interview, Edmonton, SP22] 

Some HVs serving vulnerable families felt that the first six weeks is not enough time to build 
enough relationship with a client. In addition, timeframes are easily destabilized when families 
are coping with crisis. A state of crisis makes the administration of a questionnaire pertaining 
to violence, trauma, drug use etc. difficult. 

Interviewer: How much time, if you had to give a feeling of time, does it take to create 
a thriving relationship with whom you visit? 

SP16: I would say nine months to a year, to be honest. 

SP17: Yeah. It takes a while for sure at least -- depending on the participant, 
they may be more open and willing to share and then there’s some that you have to 
build their trust exactly. [Interview, Edmonton, SP16, SP17]. 

SP20: You can have an activity planned with what you’re going to do with mom and 
baby or the family that’s there but that can go out the window when you arrive and 
find out there’s a crisis and you just deal with the crisis so definitely, we really have to 
have a big bag of tricks really that we bring in to every visit that we might have to pull 
out anything at any time to help service the family that day. [Interview, Edmonton, 
SP20]. 

Interviewer: How do you get them to open up about it? When do they open up about it 
and how? 

SP3: Some participants are very open at the very beginning when you first initially 
meet them for an intake. They will share a lot of information. Other participants are -- 
they’re kind of beaten down a little bit and they hide that kinds of things and then just 
through trainings, recognizing the warning signs of family violence, you start to see 
them and then you can ask those questions. A lot of our participants will deny if you 
ask them and then really, it’s just keeping yourself as a safe person that they can talk 
to consistently showing up to appointments being there when they need you and just 
establishing that relationship where they feel comfortable to share information with 
you. [Interview, Edmonton, SP3] 
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HVs suggested that the time needed to get to asking difficult questions sometimes came down 
to individuals and how they interact. Some clients are more open and others less so. In some 
cases, the ‘openness’ may be an outcome of profound vulnerability, powerlessness and being 
forced to tell their story to authorities and service providers again and again. In other cases, 
precisely those experiences cause people to shut down. However it may be, the truth is that 
even innocuous and well-meaning conversations and questions can easily trigger and re-
awaken trauma (First Nations Health Authority, 2016; Johnson-McGillis, 2006); the risk of this 
happening is greater when there is no trust or rapport between the inquirer and the 
respondent. In other words, ill-timed screening conducted in a relational vacuum is culturally 
unsafe and can cause re-traumatization. 

Interviewer: But if you had to think of a ballpark average, how long does it take from 
the time you set foot in there for the first time to the point when you can start talking 
with them about difficult things? Give or take. How long? 

SP6: For me, what I have noticed throughout my career is it depends on the 
individual. Some individuals, they’re very open and wanting to talk and release 
whatever is pulling them back. Some, it takes, I would say, usually it’s five to six 
months. It could be more like this is not related to home visitation but a person, 
someone I knew took two and a half years to open up, so it depends how they trust 
each other like how they learn to trust. 

SP8: What I’ve seen as well is if they’ve been involved with government systems, like 
children services or other services, that can either make them very open because 
they’re just used to telling strangers their story because that’s been their experience 
or they’ve had so many workers that it takes even longer because they’re used to 
people leaving quite quickly. I had one mom, unfortunately, we had some staff 
turnover, so she had four workers in two years. When we started with her, she said, 
“Are you going to leave too?” Our relationship is still building and it’s been almost a 
year and I think that’s part of it, not that there’s any fault on the workers but just 
building that relationship takes longer if they think you’re going to leave or if they’re 
concerned about that. [Interview, Edmonton, SP6, SP8] 

Overall, no consensus emerged on the appropriate timeframe to do the first screen. A cautious 
recommendation (best case scenario) would be to first engage the client for at least the first 3 
visits, then introduce the topic of the screen, and then set aside at least 2-3 meetings to walk 
the client through the form and its contents. This schedule will not work for a client who is 
confused by the language of the screening form, or worried about consequences (e.g. 
disruption of her family, fresh violence from a spouse and/or extended family, interaction with 
the justice system and child protective services, impacts on immigration status or applications, 
etc.), or who has physical and/or cognitive struggles.  

Knowledge exchange, disclosure handling, and mandatory reporting 

This section describes participant inputs on 

• Creation of trust and confidence – already discussed in depth in the section Client 
Centred practice and Relationship Management 



187 
 

• Client empowerment and engagement to complete forms, perform the FV screen, and 
to remove the shame in talking about violence 

• Appropriate handling of disclosures – it is important not to leave the client in a state of 
post-disclosure crisis and re-awakened trauma. 

• Unpacking and de-normalization of violence  

• Addressing perceptions about CS 

• Support from the HV to the mother for (i) reporting the situation to CS (ii) planning her 
safety 

Empowerment and engagement: Centering and involving the client as owner of the screening 

SP22 suggested that the HV should share the FV screening tool and other forms with the 
mother, rather than give them to be completed. She suggests that HVs should talk and walk 
the mother through the paperwork, fostering her sense of ‘ownership’ of a process that centres 
her interests (instead of making her feel like an object of fear-inducing scrutiny and data 
collection).  

So yeah, there’s the family violence protocol that we follow and there’s a checklist and 
stuff. I think everybody knows that there are ways to even bring that out and put that 
on the table and that’s just say look, you know, I don’t want to miss anything with our 
conversation. I’ve even asked or suggested to staff, take it with you and say ‘we can 
talk about this together so that you are always part of this. I’m not doing anything 
under the table that you’re not aware of. I just don’t want to miss anything with you so 
we could do this together.’ It allows mom a chance to take ownership of this now. 
That’s what I would prefer if I was her, if I was someone in that position, I would want 
to be hands-on involved and I would appreciate someone giving me that opportunity 
to do that. [Interview, Edmonton, SP22] 

Some HVs suggested that there is practical value in framing the screening tool as an 
educational instrument; this may make it less unnerving. They suggested that it could also be 
presented and used as an instrument to improve self efficacy, or introduced as an instrument 
to guide some helpful conversation about family dynamics and the wellness of children (similar 
findings in an examination of the Domestic Violence Enhanced Home Visitation (DOVE) nurse-
delivered IPV intervention by Burnett et al., 2019). 

Respondent 1: I always say, something comes up again and you want to share, but it 
is a great education tool. I will say that even though it's formal, it's a great education 
tool because as you go through these things, not every woman, not every person 
thinks about abuse in the same way. I would say the majority of our families or women 
that I see abuse mostly as physical. A few of them do consider the emotional part, but 
they don't they don't consider financial or spiritual or cultural, yes, sexual, but even 
then, if they're in a marriage or a relationship, they don't stop to think that there's 
sexual abuse in there and stuff like that. So it's a great educational tool. I mean, I love 
it for that because I think even though it's formal and even though sometimes [my 
colleague] is a little bit awkward with formal things, I kind of flow into it because if I do 
this, we talk through each one. Sometimes there's little epiphanies for moms that "Oh, 
well, my husband is not a bad guy but yeah, he does kind of put me down and stuff," 
and we can talk about that. So what does putting me down look like? How do you feel 
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when that happens? How can we help your husband be aware that this is what's 
happening when he says things like that? Because I'm not a man basher. I mean, 
sometimes it might be simply that he's totally oblivious to how hurtful that is. Maybe 
we need to help mom build on those strengths that she has to be proactive in sharing 
with that husband. "You know, honey, when you say those things, that hurts, or that 
makes me feel," and just helping her recognize that and helping her build that 
resiliency to be able to be open and honest and create that open and honest 
relationship that's again going to affect the family dynamics which is going to be a 
positive thing for her children, hopefully, and yeah, just building on that.  

Respondent 2: I introduced this conversation now at intake to let them know that 
we do it straight across the board, that it is an educational tool, it may not be 
something that you are experiencing, but it is a piece of education that we want to 
share. It's how we present it.  

Interviewer: So when you do the universal screen as it's kind of played out within the 
process of layering, even if it's a negative screen, you are then still using the 
screening tool to go through and kind of do some education around the various types 
of abuse. Is that what I'm hearing?  

Respondent 1: Yeah, because we do it across the board. So I'm actually 
assessing as we're doing, but we talk about each one. Because some of the stuff 
comes that, some goals that they're working on in other areas like the self-efficacy for 
herself and the relationship building with her husband. So it can lead into other things. 
[Interview, Raymond] 

Leveraging natural supports to build trust towards sharing and disclosure 

Most IR women in the FGs shared that they would hesitate to share with a mainstream HV 
about violence because of the duty to report. Eritrean mothers were especially wary of making 
any disclosures when certain kinds of questions were asked by HVs: ‘my alarm was going off.’ 
Another mother described how she and her husband were gesturing to one another during a 
home visit so that neither would say anything that could be construed as a challenge or deficit 
in their situation. Women generally tend to first consult with co-ethnic neighbours, elders and 
brokers about the safety of sharing anything sensitive or personal with a mainstream worker. 
The role of the grassroots cultural community emerges as important to building trust and 
conversational openings around disclosure and mandatory reporting. The vignette below 
implies that an HV should consider the prospects of leveraging a family’s natural supports if 
there is a possibility of FV in the family or if FV has been reported and additional supports are 
needed. Realistic knowledge translation and sharing of the role of HVs and CS must engage 
these natural supports. 

The first people I would want to talk with are my family and with community members I 
can trust and if we see a problem we can’t resolve we will seek help with police or 
CS… We would call the broker because we know the language and the culture and 
we can decide and discuss whether we need to call the police or the social worker.  If 
we call you and we see the solution is not there, and one of the people who had the 
violence agreed to reach out to police or social worker if they could help depending on 
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the situation.  Reporting is a new thing in Somali community. [FG, Edmonton, Somali 
mothers] 

Very often, cultural brokers seek to help mothers navigate the mainstream structures and gain 
some knowledge of the aims and working of child protective and welfare services. With enough 
communication from trusted sources, mothers can be better prepared to think about their 
options vis-à-vis CS. Thus, it is important that a woman’s natural supports have accurate 
knowledge of HV and CS. This requires CS to improve its levels of community engagement, in 
diverse languages and settings, in consultation with grassroots serving agencies. 

Disclosure Handling 

Several HVs expressed concerns of the risk of re-traumatization to clients after the 
administering of violence screens. Screening questions and disclosures can reawaken 
suppressed trauma and mishandled disclosures, without proper follow-up support, can amplify 
the injury (Burnett et al., 2019; Decker et al., 2012; Hakimi, Bryant-Davis, Ullman, & Gobin, 
2018; Jacques-Tiura, Tkatch, Abbey, & Wegner, 2010). HVs also expressed worries about the 
lack of content in the AHVNA protocol and the general lack of training on disclosure handling. 
One seasoned HV called violence screening and the elicitation of disclosures as ‘opening a 
can of worms (SP23).’ Other HVs expressed concerns about the lack of funding to provide 
after-hours/on-call crisis support for clients who made ‘doorknob disclosures’ i.e. disclosures 
made when the HV was on the way out after the visit (See section on Impact of Funding and 
Policy). 

SP23: At our first visit, we have forms that we take out for the moms to sign to be into 
our program, so we explain our program to them, we explain the confidentiality policy, 
we have a photo release that they can or cannot sign. They don’t have to. But there is 
two forms that if they want to be in our program that they must sign. Most of us have 
file folders for our families because we take out child development information, we 
take out our child development assessments. Resources, everything in their file 
folder. This is another resource for me that’s in my file folder and I explain it to them 
and they have a choice to say no, I’m not participating. I let them know right off the bat 
that you do not have to participate in this. I let them know that if there is a positive 
screen, I will have to go back and talk to my manager about it. I’m upfront about it. I’ve 
only had I think one person not doing the screen. There’s a lot of writing. The thing is 
that you are opening them up when you’re doing this family violence screening form 
because when you’re asking them questions, it may not be that they are being 
sexually abused in the relationship that they are in. It could be that they were sexually 
abused as a child, as they could’ve been raped as a teenager. A lot of things could be 
happening. When you take this out and do this screening form, you have to make 
sure that you don’t have an appointment now or later. You have to make sure that if 
something comes up and your mom is disclosing that before you walk out that door, 
your mom must be okay. You must be able to bring your mom out of that and not 
leave her there. That’s where I think the training for home visitors is lacking. More like 
when I worked on my reserve, I was trained as a frontline worker to work with our 
residential school survivors. I was trained that when you talk to your clients, it’s like a 
sandwich, right? You go in and you talk to them about everyday living what’s 
happening and you form that connection. Then after you do that, then you get to the 
main things. You can talk about family violence screening or whatever it is that they 
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want to talk about or need to talk about but you must be able to bring them out of 
that….A lot of grounding, a lot of grounding, bringing them back to today. What are 
they doing today? What’s their strengths today? What helped them get through that? 
Laughing. Sitting on the floor turning it away after you brought them back to child 
development.…it’s one thing to go in and have the conversation about …now you're 
using check marks and did he do this? And yeah, he did this to me. And now, you’ve 
just yeah, opened up the can of worms and you’re reliving it and experiencing that 
pain and fear and confusion and doubt and self-doubt and regret and everything, and 
then it’s like okay, so well, I’ll come back again next week and we’ll pick up where we 
left off. You can’t do that. No, right? It’s yeah. I think it’s also important not just to not 
have something on your agenda for afterwards because you need to be available to 
continue to talk with that mom as long as it takes... [Interview, Edmonton, SP23] 

SP21 voiced serious misgivings about the lack of training on disclosure handling, such as is 
essential for workers at sexual assault centres. She indicated that the AHVNA tool’s inclusion 
of questions on sexual abuse made it critically important for the HV to know what to do if the 
client is triggered. The question arises if the AHVNA tool might have the same disempowering, 
humiliating and triggering effect as the ACEs questionnaire (See in the section on Client 
Enrolment, Retention, and Attrition: ‘Barriers to enrolment’). 

Interviewer: I have a cluster of questions about AHVNA and the protocol, not about 
AHVNA and protocol, so much as response to seeing the violence or what you call 
disclosures of violence whether you notice them or they’re disclosed and you had 
serious challenges. 

SP21: I’ve had serious challenges. I have said these challenges to numerous 
people in AHVNA and in my family violence training and nothing has changed. My 
background before working here, I worked with sexual assault survivors, taking 
disclosures and that form wants us to ask someone if they had sexual violence 
occurred to them. Without any training -- first of all, one, how they ask that question, I 
don’t know how other people are asking that question but depending how they ask it, 
that’s going to traumatize them. If she has to relive that experience and is triggered, if 
they’re asking for details, all these different things, and she has to share her 
experience again, this is not okay. This is not what you do. Her boundaries were 
already taken away. Her noes were not listened to once before or many times before 
and for me to come and ask her to share her story again, and then take that 
information -- one, if she doesn’t want to, she’s now telling me, I am now doing that to 
her again and then if I have to then go to Child and Family Services and tell them, 
they have a built relationship with her. This is not okay. Her noes aren’t being listened 
to yet again. She’s being put on display for something that was done to her, not 
something she did. That’s one. Two, if we’re going to be going in and talking about 
this stuff, then the people who are listening to those disclosures, one needs to know 
how to ask them, how to respond to them, and how to get these moms out of that 
state. I can tell you right now that family violence protocols normally is supposed to be 
done in one visit. For one of my moms, it took me three visits, two hours three visits 
because we spend maybe half an hour talking about and another hour and a half 
trying to just get her out of it. My complaint with this is that if you are going to expect 
home visitors to do that, you darn well better be trained in how to receive disclosures 
because that could be the first time they’re talking to you and they may never open up 
or talking about what has happened to them and they may never open up again. If it’s 
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something that I struggled with it as well because if it is something that has happened 
in their past, that does not mean that they are not a good parent. And that’s the 
instant thought behind it. Well, the screen is filled out and this has happened to her. 
She must not be parenting her child well. Well, a third of the population has been 
sexually assaulted, we cannot say a third of the population is not parenting our 
children well because they have been assaulted.I think that before that question is to 
be asked, there’s a two-day sexual disclosure training that should be attached to the 
Family Violence Protocol. That is one training that needs to be attached to that. 
…There needs to be training on how are we going to keep you safe now? Because 
you’re now potentially this person is now maybe having flashbacks and night terrors 
and not able to deal with their own child for the next two, three weeks and that’s not 
okay. That’s part of sexual assault training is you go into that sadness and then you 
come out and I’m not even trained on that. I’m not trying to bring them into that let 
alone to bring them out and I have two years of this kind of work. For people who 
have not had any of that training, there needs to be a component to that. [Interview, 
Edmonton, SP21] 

Unpacking and de-normalization of violence 

Survivors described the value of knowledge exchanges that helped them gain perspective on 
their erstwhile situations. They indicated that such information was valuable even if they could 
not process it while they were ‘in the vortex [MP2].’  

I look back on stuff where it’s like, oh, yeah, actually my friend telling me the 
gaslighting thing was really what led me to my [AGENCY]. It’s like that did change my 
trajectory too. Those things are, I think, you never know the power of what you’re 
doing for somebody by sharing your honest observation of something even if you’re 
wrong. If you’re giving a pamphlet of the Today Centre or something, that’s better 
than giving nothing, if you’re suspecting it or having a feeling or a sense or 
observation of it because I can’t imagine anybody really -- for one, it’s like when 
you’re in the vortex of it, you don’t like necessarily know or see what’s going on or 
recognize how bad it actually is when you’re living in that. You’re surviving so very 
hard in order to -- that’s like you do need the distance in order to reflect on, “Whoa. 
That one’s really bad.” [Interview, Edmonton, MP2] 

MP2 described how through a combination of advice from a friend, self help, and counselling, 
she was able to break out of a lifelong repeating pattern of abusive relationships that she had 
normalized. She attributed some of this success to her counsellor ‘speaking truth’ to her. 

I left two abusive situations so after I left my husband, I purchased a condo with my 
mother and my mother was like -- my whole family’s actually extremely abusive as 
well. Through this process, I started learning more about my relationship and just 
abuse in general. I ended up basically from one abusive relationship with my husband 
to an abusive -- my dad had passed away and then I ended up in this abusive 
relationship with my mother. I think it’s more than just intimate partnerships that abuse 
-- it’s like they can be from a mother or a sibling, from other members of your family if 
you’re living in some sort of communal place. Looking at it in a bigger context too that 
there’s like sometimes, multiple layers to it…. then I started reading about it, it was 
like oh, my gosh. This is my life. It definitely -- it changed the trajectory when I actually 
was able to go through it, it’s like oh, my gosh. That happens. I tick every single box 
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on all those other kinds of abuse but yeah. Even when I didn’t know things were 
wrong, I think I participated in playing the role of it everything being fine….I don’t know 
what switched for me at something, I think it was just -- I tried regular counseling and 
was going to stuff and then I don’t know what like something came up at some 
point….I think I read something and I was like I don’t even -- it was something about -- 
or my girlfriend actually had said because she’s a social worker and she had said 
something about gaslighting, I think. She was like, that sounds like gaslighting, what 
he’s doing. I didn’t even know what that was. That was the root. I started looking up 
and then it was online reading about that and it was like oh, my goodness because 
that was like a -- and then yeah, sort of from there, having read stuff, I think I was just 
searching local resources and then I’d never heard of it before but I found [program at 
AGENCY NEAR EDMONTON]. So I lived [NEAR EDMONTON] at the time… and so 
yeah, it was like all free counseling there. I connected with them and that was the 
pivotal moment, connecting with this counselor because she helped me navigate two 
years of my life of getting out of this. She was the one who really would sit and would 
just label it for what it is and help me to be able to actually identify that is what 
occurred and that’s what happened. That was so important for me where it was 
speaking truth instead of people who are also perpetuating the dysfunction of … 
Having someone saying no, that’s not good, that’s very unhealthy and yeah, having 
somebody sort of speak truth. [Interview, Edmonton, MP2] 

MP3 suggested that women may normalize violence not only because they grew up with it, as 
she did, but also because they get dejected with systemic blocks and indifference to their 
plight. In her case, what made the difference was a post-natal visit by a nurse, who suggested 
that she access help, followed by attending a program on ‘healthy relationships’ that she 
credited with teaching her about domestic violence, but in a subtle way (‘soft-selling’) that 
helped her process the information and internalize it enough to re-examine the causes and 
features of her own reality. 

I know myself. It was extremely difficult to ask for help and to realize that I deserved it, 
that I deserve the help, that I deserve the services, and sometimes, service providers 
aren’t very nice and they told me repeatedly that I wasn’t eligible for services and I 
didn’t deserve them. It turned out that was actually a huge error on their part. But 
when you’re told that four times in a row, you give up a little bit and stuff. There’s all 
kinds of stuff like that. Maybe by the time they’re interacting with somebody, they’re 
not at their most receptive… Honestly, having the materials where you see that oh, 
there are some resources and stuff available, and then actually having other women 
that have experiences with it is honestly what really drew me in. The first little pull tab 
that I pulled, it was just a poster that advertised women in relationships. It was really 
soft selling. It was like your relationship with your friends, your partner, your family, 
work, your employer…. From that, you learn about healthy relationships and then it 
kind of segues into the domestic violence, and it was like oh, wow, was not expecting 
that….In general, feel that kind of approaching from the side almost, and sliding in 
works really well because the majority of people aren’t aware that they’re actually in a 
domestic violence relationship or just have no clue what that is, what’s going on, or 
how to get out. It’s so confusing and scary sometimes that it’s easier to just kind of 
easier to put your head in the sand. Then there is the fact that if you’ve been raised in 
a family of origin where this is kind of normal, it’s a brand new whole world. Having it 
come in from the side, kind of makes it a little easier to digest definitely, definitely 
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knowing the positives of what could come out of involving with the visitation. 
[Interview, Edmonton, MP3] 

SP2, a mental health therapist for teen parents, described her observation of the link between 
childhood trauma, the deep need to form attachments and connections, the replication of 
childhood violence in intimate relationships, and the normalization of violence in relationships. 
She described the repetitive patterns whereby trauma and violence are carried forward from 
childhood into teenage and adulthood. Her approach to disrupting that pattern is through the 
teen parents’ attachment to their children, which she invokes to engage, empower and 
motivate them towards healthy change. SP2 described this as a process of building 
empowerment and healthy connections in stages; the antithesis of swooping in with a ‘savior 
mentality of fixing everything’ in one or two moves. 

A lot of our mothers and fathers that we serve will describe often the process of their 
current relationships being “better” than their previous ones. “Well, at least he doesn’t 
do this or at least she doesn’t control every aspect of my life like my ex did.” There’s a 
sense of an improvement, and then one of the things we deal with really regularly in 
the area of trauma and therapy is the trauma bonding that occurs, one, but also the 
concept of like we see a lot in relational trauma with youth, this idea that I need a 
relationship to survive. I need to belong to survive. That’s like a core engrained 
understanding in our bodies and in our minds. Because I need to attach and I need to 
connect, I am going to view that person as good and me as bad because I can’t 
connect or attach to someone who’s bad. That kind of very simplified version of that 
attachment relationship turns into the way I view all of my relationships if the person 
I’m with is aggressive or violent or verbally abusive, it’s because I deserve it and it’s 
because I’ve done something wrong to warrant that. That becomes a way of being. I 
think that that happens in their childhoods when they have to do that with caregivers 
who are abusive, it leads into relationships which for many of our youth start very 
young. They end up in a relationship 11 or 12 years old with older partners sometimes 
and then kind of ends up being a repeated pattern throughout their lives and then into 
their own relationships, and then they become parents. Sometimes, they notice it then 
and they recognize that ‘using me is one thing because I can take it in because I’m 
bad but now, I see this beautiful little being who hasn’t done anything wrong and you 
are also treating them this way’ and that’s when they may start to recognize, yeah, 
something’s not right with that. If we move into the setting, for me, a focus would be 
first of all, to find out how the individual, how the woman, because you mentioned 
women in particular, but how she’s functioned within that system, how she feels about 
what she’s going through within that context, what she wants to see changed and 
different from the perspective of the client and the individual in addition to safety 
planning. A lot of times in our world, we’re looking at children. I can walk into a setting 
of a client and say you know, or have them in my office and say great, you’re 
choosing to stay. This is something I can work with you on individually though you 
have a child and that child can’t witness this. That child can’t be around this. That 
child can’t be a part of that experience because now, my job becomes to protect this 
child. Through the context of that relationship, I use curiosity around what’s going on 
for my client to engage her and empower her in the process, in the choice, because I 
think sometimes too, if you’re not ready to leave and we can’t do this savior mentality 
of fixing everything for you, then we leave it alone instead of providing stages and 
steps and safety and building the connections that she’s going to need in order to be 
able to make a different choice. We don’t look at it from a stages perspective a lot of 
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times, and then we say -- so then we also don’t provide, we kind of say well, fine, if 
you want to live in it, I’m out, instead of being able to build the empowerment for them 
to see that. A lot of times, that’s what happens. Our youth are just being told by me in 
that relationship that what they’re going through is unsafe. If I then automatically am 
like we got to get you out of this, I miss the whole kind of benefit and that point of 
using that relationship to support this individual to a safer place, healthier place. 
[Interview, Edmonton, SP2] 

SP13 described her stepwise efforts to confidentially explain forms and patterns of abuse to 
clients attending prenatal programs. She found that clients needed time to think over what she 
shared, and come back with questions even with 1-month intervals. The indication is that the 
process of unpacking and de-normalizing violence requires a patient stepwise process of 
knowledge exchange.  

So if they have identified to me that something there might be violence in the home or 
it might be just emotionally or financially. It’s hard, because it takes a lot for them to 
say something that something isn’t quite right or they’re not feeling good about it. So 
it’s definitely I’m not going to put them on a spot when their husband is sitting there, 
there was always I don’t know how, I can tell you there is a time to say it but it’s in the 
middle of conversations where you know that this is the right time, this is the time to 
say something and it’s usually not is your husband treating you well? No, I would not 
say that to them. I would just basically more so is there anything else I can do for you. 
Like is there anything you want to talk about like there are a lot of services out there 
like maybe I can help like if you want to talk about it. And if they say no, everything is 
good. I’m tired or something. But then within that week they have some time to think 
about it. I’ll give you an example, when I do my prenatal program I do an intake and 
the mandatory part of the intake is on family violence. So I have to like tell them that 
this is a mandatory part and I have to go over the different types of abuse… So I was 
talking about the prenatal program and when I asked them mandatory questions 
about family violence and explained to them like it’s emotionally, it’s financially, 
physically, sexually. And explained to them like having sex when you don’t want to 
have sex you don’t have access to funds almost it’s given to you. Emotionally 
someone’s talking badly to you, calling you down, and like with physically it’s slapping, 
punching, hitting, so kind of really get into and then have you been abused in any of 
those ways in the past year? No. Then I set up another appointment for the following 
month, a good percentage of them will come back and say well, when you were 
talking about abuse so if he does put only like $10 of gas in the car and that’s a whole 
week is that abusive. Or he won’t give me the keys to anything, is that abusive? So 
they’ll come back, they say no right away but a lot of them will come back and give 
me some example like is that abuse… this happened, would you say that’s 
abuse….Depending what they’re telling me, yes, that’s on the list and it’s being 
abusive if someone slaps you, that’s abuse. You don’t have to put up with that. 
[Interview, Fort Saskatchewan, SP13]. 

Some HVs serving immigrant families indicated that their clients did not seem to perceive their 
spouses’ behaviour as abusive. According to the HVs, terms like abuse are unfamiliar to those 
women who minimize their experience of violence and justify their spouse’s behaviour as ‘his 
right’. The sparse FG inputs on this raise more questions than answers. Are the women 
seeking to minimise spousal violence to avert feelings of shame about ‘victimhood?’ Were they 
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socialized to accept masculine aggression and feminine submission? Is it possible that they 
minimized the violence because they weighed the social and economic costs of disclosure and 
CS-police involvement for their families and themselves? Is such ‘denial’ part of how IR women 
try to cope with their situation as they navigate violent domestic spaces and systemic 
barriers?35 By saying that women are ‘minimizing’ the violence, is there a risk of shifting blame 
onto the targets of violence, as suggested by Jenney et al. (2014)? 

Yeah, Again, that abuse, that might not be abuse word in their life. They are being 
sexually assaulted but it is okay because it’s her husband. So husband has full right 
whether I want it or not, he has full right. That is okay. Even some people will say that 
okay, my husband is so good but whenever he drinks, then only he beats me. So 
okay, how long he drinks? Every day he drinks. Otherwise, he’s really good. He’s 
taking care of the mortgage, he’s taking care of -- he’s working so hard. He's a truck 
driver, whatever. He brings a lot of money. I’m a homemaker. I don’t work. Their 
criteria of a good family is providing all the basic needs and providing the money, 
that’s all. Then we again, we explore that okay, how do you feel when he does this? 
What will you feel? So just to create awareness so that we are not saying anything. 
We are trying then to think what kind of life they are living, or is there any chance to 
improve their life? Then we will use those words, abuse. Because abuse, they don’t 
even know. They have no idea sometimes. [FG, Calgary]  

It is interesting that CS participants identified something like economic pragmatism in women’s 
not characterizing their spouses’ behaviour as ‘abuse.’ They suggested that conversations 
should not preach the meaning of abuse at women before talking to them and engaging them 
to get a deep understanding of their perspectives on the matter. 

I think it’s important to get their perspective on abuse like most of the time, they don’t 
know it is abuse or they don’t want to say it is abuse because they look at the context 
of other things like most of the families when we talk to them like dad does everything 
he needs to do here and this is the money. He does things. He is the breadwinner. He 
is paying the bills… We have to get what they think about it. We can’t just say that it is 
abuse. Don’t try to tell them but hear them. [FG, Edmonton, CS] 

SP4 worked with IR women as a cultural broker with CS teams. In her view, for IR women from 
developing countries, personal safety or even care of the self have far lower priority than 
family-household needs, such as food, housing, clothing, and care of the children. Their 
seeming normalization and passivity towards spousal violence is an outcome of (i) their 
prioritization of the needs of family and household ahead of all else (ii) a lack of awareness of 
the harms from violence and (iii) a prevalent sociocultural tolerance of masculine aggression. 

 
35 “For example, the focus in child protection practice is often on leaving or ending the relationship as the ideal 
plan of safety, yet safety planning practices have often not acknowledged the context for mothers of parenting 
after separation (such as managing access, and heightened risks of abuse) …Many women actively try to protect 
their children from exposure to violence from their abusive partners and some may feel that staying with an 
abusive partner allows them to be more protective, rather than engender further risk to the child that could come 
from unsupervised access that may be granted during separation….It is necessary to understand the multiple 
components of what makes a woman feel safe in order to take all actions into account. There were instances in 
which women chose actions they perceived as increasing their safety (e.g., recanting after making a police 
report), which from the perspective of the child protection or police system may have been seen as increasing 
their risk” (Jenney, Mishna, Alaggia, & Scott, 2014: pp 93, 98). 
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As a result, the abusive or violent partner is exonerated – the ‘good husband’ is an effective 
provider. SP4 recommended that HVs try and ‘flip’ the self-abnegating perceptions that limit 
women’s prioritization of their safety. 

SP4 also indicated that there is no real gain from sharing complex text-heavy information 
about the impacts of violence on children or sending women off to support groups and 
workshops. External resources like workshops can seem alien to women who are used to 
relying on their families to resolve crises and provide support. In moving to Canada, immigrant 
women lose familial supports and are not automatically comfortable with accessing external 
agency-side resources (which are only infrequently tailored to multicultural needs and 
realities). In this situation, SP4 says that there is no option but to patiently repeat simple tips, 
using visuals, on the impacts of violence on the brains of mothers and children. She indicated 
that this effort, however frustrating for the HV, does seem to yield result and women do 
understand. She also cautioned that its back to square one if the violence is repeated (given 
that family violence has a cyclical aspect). Communication must be geared to individual need 
and level. The HV must engage the client in gently paced conversation over the resources 
instead of just inundating her with information and expecting her to process it all on her own. 
This following vignette is presented in its full length because of its valuable detail. 

SP4: So ethnocultural women so for us understanding of family violence and abuse 
it’s at a very minimum level in our culture. Women don’t understand the definition of 
abuse and the impact of abuse on themselves, on the kids, on the environment and 
the child well being, child’s brain because this is not something that there is violence 
back home or abuse back home happening in the home but then it is not highlighted. 
It is not brought to the attention, it’s just a norm back home. If men get angry then the 
thing is what did you do that he became angry, did you not cook a meal, did you not 
clean the home or how did you contribute towards his anger, that’s the question we 
ask our women still back home. And the women are coming from that standpoint, 
they’re coming to Canada where safety is the topmost priority here, safety is number 
one but for us back home and here even if coming to Canada safety is the least 
priority for us. We think meeting financial needs, providing for the kids or for the family 
is just if a husband is the provider he is providing the basic need, he is taking you for 
trips and all that he’s a good husband. So we come with this kind of imbalance. 
Canada safety is here and top of everything and then back home or ethnocultural 
families, immigrant families safety is least we worry about especially moving to 
Canada. Our worries are how are we going to afford, how are we going to buy, how 
are we going to find our jobs. So when in those situations there are four, five big 
problems they’re having if a husband gets angry or hit me no big deal. So they’re 
coming with that kind of understanding and we have to flip things for them. So it is 
quite difficult for us being a home visitor to make them understand that safety is not 
just one safety, safety for you, your well being, and it impacts child, it impacts child 
development, it impacts their brain, it impacts their relationships. So as being a home 
visitor it is really hard to talk about that and make them understand, create awareness 
because back home …also here we give them resources, go to a women support 
group or attend the workshop, attend that … Back home these resources don’t exist, 
right, families help families, family is the biggest resource. You’re in crisis, you need 
help, you need counseling, you need money help family helps family. But here we are 
asking them to go to external resources to get some help. So that’s another struggle 
as a home visitor.  
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Interviewer: So I was talking with another person who does home visitation. And she 
said the mom said they’re upstairs, they can’t really hear what’s going on. And what 
the home visitor said was well, even when she was in your belly she was hearing.  

SP4: Exactly. These are the common things we hear. ‘The kids were sleeping, they 
don’t know what happened. The kids were not in the home when this happened.’ But 
we try to make them understand ‘you know what, even if they’re not in the home 
they’re at aunty’s house or wherever or in school when they come back they can see 
you are in distress.’ Children can feel that. Our women have no understanding of this. 
…Yes, of course when we tell them repeatedly, we tell them we share notes and we 
share our resources with them and of course it’s an eye opener for them. They do 
understand but it takes a while for them to understand that the impact of family 
violence on brain and on mom herself. So we try to explain to mom through visual 
resources as our community is very visual. Yeah, they want to see visual resources. 
Obviously it takes time, it takes patience and then it is hard work and then we see 
mom’s flip, they do flip. Even then there’s abuse and then they talk about it, it seems 
that they’ve understood it, they work with us, they show that they have understood but 
then if it happens again they’re back where we started. …  

We gauge what is mom’s level of understanding. Because we work from low 
functioning mom to a grade 12 mom or PhD mom because you know, it exists in 
every. It is not like poor people or middle class people or illiterate people go through 
that. It’s a common problem in all social statuses…. Right, so you can’t just show her 
the resource so mostly what I do is just skim the information that I would like to 
present and just translate it or simplify it in a way that mom or whoever the person is 
understands the concept. I really have to break it down, I really have to break it down 
even when you’re talking about the family violence you cannot just explain the whole 
cycle in one sitting. For one phase you have to at least a couple of sessions to talk 
about how does it look like when the home is good. What do you see, what do you 
observe, how do you contribute, how does your husband contribute when the things 
are really good. And then so we focus on each and every phase of that cycle and then 
forms of abuse.  

I don’t take notes with me, I don’t take booklets and all that. Even the translated 
version we do have a translated version of family violence and all that but I see that 
reading through the material is not very impactful as when you talk about it, you 
discuss it.  Because if I leave her with resource you’re going through abuse, these are 
the resources, can you please review, do you think she’s going to review and have 
some impact? No, she won’t. [Interview, Edmonton, SP4] 

The process of de-normalizing violence also means helping women to value and care for 
themselves. The care of the self may be a novel concept for many women. SP4 and SP9, who 
both serve IR women with CS involvement, emphasized that in talking about self care, it was 
important to understand the nuances of each woman’s situation. HVs must elicit what women 
need and what women find appropriate, instead of merely offering facile, impractical and 
unproductive solutions. For example, advising a stressed mother to take yoga classes may be 
well-intentioned but inappropriate and misplaced.  

It depends upon family to family, right, so I would say the first three visits I just focus 
personally I just focus on building relationship. We talk about the issue, yes, because 
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we have to tell them why are we here, we address the issue but we don’t work on 
dissolving the issue on the first or second or third sessions. We just try to build 
relationships, where you are at today, what is going on in your life, what have you 
done to take care of yourself because you know, self care is not a common practice 
back home especially for mothers. What are you doing for self care because it’s about 
you coping, how do you cope, what do you mean cope? I cook and clean and I keep 
myself – this is how I cope. So coping and self care, these are brand new processes 
for a mom so we work on self care and coping. So it takes I would say three to four 
sessions we talk about self care and coping and building relationship and building 
trust and then after that we slowly and gradually include our family values protocol 
and those kind of – the wheel, and then forms of abuse and impact and trauma and all 
that we slowly and gradually incorporate that. [Interview, Edmonton, SP4] 

SP4 also emphasized that conversations with women must never make them feel like culprits 
or victims. All effort must be made to avoid triggering self-loathing, self-blame, guilt or shame. 
E.g. calling the woman ‘you poor thing’ or saying ‘you could have done this or you could have 
done that or why and why not’. Such culturally unsafe talking-down can cause the women to 
shut down and quite likely shut out the HV for good. SP4 recommended that the HV should 
stay client-centred, focused on client needs, and provide women with practical ways in which 
they can keep themselves safe.  

Interviewer: There’s another angle to that that I just thought of which has come up in 
the course of other work. A victim doesn’t want to be made to feel like a victim, so 
how do you juggle that in your conversation. This is helpful for me to know for that 
training manual. No one, and doesn’t matter what language they speak, no one wants 
to be made to feel like a loser/victim.  

SP4: Yeah, exactly. 

Interviewer: So how do you tell them that this is happening to them while telling them 
they’ve got choice? 

SP4: So what we do, we say that this is the choice your husband made or whoever – 
we say that because there’s lot of guilt also, right, there’s guilt and shame and family 
pressure as I said in the beginning “what did you do that your husband became angry. 
What did you not do that your husband became angry. Why didn’t you keep quiet, 
why do you keep talking.” So there’s lot of guilt put in our women already. So when I 
do home visits we don’t discuss that you’re the victim we talk about the choices that 
the husband or whoever the perpetrator is has made and the impact on you. We 
talked about his choices and the impact on the victim. We don’t talk about you’re a 
victim, you could have done this or you could have done that or why and why not. We 
talk about the impact. And what can you do to take care of yourself because obviously 
you cannot stop your husband or brother whoever from being abusive or being angry. 
How can you take care of yourself, this has happened, how can you not take care of 
yourself and how can you read the signs and triggers and red flags and then help 
yourself to cope and take care of yourself. Obviously you cannot stop if he’s going to 
get angry you can get angry, no reason. … [Interview, Edmonton, SP4] 
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SP9 emphasized the importance of engaging women when they feel ready and able to discuss 
their needs and options. It is critical to allow women some respite and time to breathe instead 
of bombarding them with ‘solutions’ that women cannot properly consider and discuss when 
they are already emotionally overwhelmed. 

Sometimes women need to just think and sit and think about …. So what should you 
be doing asking when she’s that upset that emotional getting everything and then 
based on that you want to make things happen. No, that’s not fair. That’s not right at 
all. You need to give her the time to think and see what it is. Usually in old days when 
a woman comes from African community and they will call me, I’ll always and they 
cannot interview them because they don’t have the language. I’ll tell them I cannot be 
there for 48 to 72 hours, I’m sorry, I’m out of town, I cannot be there for three days. 
You know why I do that, because I know the woman needs that time. [Interview, 
Edmonton, SP9] 

Safety Planning 

The literature suggests that women coping with violence may tend to use safety plans more 
than referrals (Burnett & Bacchus, 2016; Taft et al., 2015). A survivor MP4 recommended that 
HVs provide coherent, easily concealed safety plans to women who are isolated, desperate 
and exposed to violence. The information should be very simple, clear, reassuring, accurate, 
specific, easy to read and process but also easy to hide.  

Sometimes people are like so desperate thinking that there’s no help so it’s like I just 
have to suck it up like this is just how it is. And the difference is only about knowing 
there’s a help and not knowing anything. By providing the information that they need 
and connecting with the help out there and just maybe like just a support in that time 
saying that just to ensure them that everything is okay, like there’s a help out there, 
don’t be afraid and to assure them that you will be okay and the help is out there and 
if you need help – the thing is just to say that everything will be okay is not enough 
too, so you need to kind of really ready with like a resourceful help. Like a package. 
So they can read the package and when the husband is not around and they know if 
things happen this is the number exactly that I can call. And not just like those number 
like 911 or things like that. It has to be like number that exactly directs you to let’s say 
a shelter. I don’t even know where to call a shelter. Like it has to be something like 
that that are very practical and like right away directly to the source. [Interview, 
Edmonton, MP4]  

SP29 described the use of lipstick tubes with contact addresses and phone numbers to call. 
She suggested that these are useful for people with cognitive issues or substance use. Such 
tubes can be discreetly carried in a purse or disposed of if there is a threat. 

SP29: So, we try to kind of work with that a little bit. If they don’t have involvement, we 
do the same thing just because it works. And it’s always good to have like a backup 
plan and I think it’s something that people especially parents like that struggle with 
substance use or maybe like cognitive impairment or things like that, I think having it 
written down is like a really good reminder in the moment that things are going really 
bad like, okay, I have this written down somewhere, I can call this person, this is what 
I’m supposed to do because our minds kind of shut off in that moment when 
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something bad is happening. So, we try to have things written down. We try to do little 
things like we’re – we have like this little lipstick things. This doesn’t come up often 
either because like when there are people in a random spot. But, it’s actually like a 
lipstick thing that has like a little note basically saying like I’m experiencing... A bad 
issue or whatever. You can just write a little note on it like put it in here and it’s just 
like – and this is more for women obviously with male partners just because like it’s 
probably it’s a little unlikely that a male is going to look for something in here. just 
some like a cool little thing. This is one of the tools that’s used like if it’s somebody 
who’s in a really high-risk situation, they could carry this in their purse and then if 
something if they were out somewhere where they can’t verbally say something, they 
could pass it to other women, right? Or man who wears makeup.  

MP4 suggested resource information should be accurate enough that the help-seeker not have 
to endure a telethon after the first call. Indeed, it is important that help seekers reach the right 
place without any or much delay for at least two reasons. First, the pain involved in narrating 
an experience of violence is a barrier to disclosure, and repeated narration is a predictor of re-
traumatization. Second, each call places the help seeker at risk, because all too often, abusive 
partners track their targets using stalkerware installed on phones and computers. In addition, 
they control internet and phone accounts and monitor usage (which is why ‘exit now’ buttons 
should be a part of every website with anti-violence information) (Mishra, 2017a). 

MP4: Yeah, when I’m ready to leave this is the place that will actually accommodate 
my needs. Not just like oh, okay, I’m going to connect you to this number which is – 
it’s not helpful. So maybe it has to be a package where all the number is really the 
number that will connect you to the direct help rather than just a basic number that oh, 
this is not the number you want to call, we don’t take this, maybe you have to call this 
number. 

Interviewer: And that happens in many cases, right? 

MP4: Oh, yeah. I’ve been there even myself. If not because of [HV] I don’t know 
where to go to be honest. [Interview, Edmonton, MP4] 

Then if you’re having another person like on top of it, then it’s like especially in those 
situations, I know I’ve experienced it. Everybody knows who have been in these 
situations has experienced that, and then you feel like you have layers of people 
coming against you when all you’re trying to do is seek safety and find your way out of 
it and it becomes just more layers of hindrance. You have to repeat your story. That’s 
retraumatizing over and over. That becomes a point where it’s not therapeutic to talk 
about it and to be going over it. The children services stuff I think is so big but I still 
think that there’s validity in somebody observing even if a person doesn’t disclose 
anything or doesn’t acknowledge it but saying, “I’m observing this. Here, can I leave 
some resources anyways?” And you decide whether you want to do or call or follow-
up. You can just think about it, “I’m observing this. I could totally be wrong but this is 
just my observation. I’m going to leave this for you, and you do what you want with it.” 
That could be just that open door to somebody and it’s like sometimes we need those 
moments. [Interview, Edmonton, MP2] 
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Mandatory reporting of violence  

The fear of mandatory reporting casts a pall over enrolment and retention in HV service and 
thereby impacts the prospects of HV to deliver anti-violence supports in women in their homes. 
This section first looks at some perceptions of mandatory reporting and the role of CS, the 
factors involved, and explores the possibility of communicative engagement around these 
perceptions. Second, it looks at how HV workers try to allay fears of the mothers about the 
reporting process and traces steps and experiences in the process. The volume of interview 
and FG data on this topic was such that this section largely summarizes the inputs, with the 
inclusion of a few illustrative vignettes.  

Perceptions and understanding of CS role and activities 

Participants in HV agencies and CS felt that community members conflate CS and HV, and 
associate CS with immigration, the police, and even the Canadian Revenue Agency ‘as one 
big government’ [FG, Edmonton, CS]. IR-serving HVs also suggested that their clients 
perceive CS to be reporting to law, revenue and immigration agencies. The fear is then that 
any investigation will have cascade effects in all these areas and potentially lead to loss of 
landed status, rejection of pending immigration applications, and deportation. In this context, 
CS participants even described making and showing families rough infographics to illustrate 
that they are not affiliated to immigration. In the vignette below, the CS worker describes CS 
ability to work with anyone regardless of status.36 

Do you think families know the difference between all of those roles or the difference 
between us and immigration? They think we talk to each other way more than we 
actually do. …This is the feedback I’ve gotten from brokers. So as an assessor, I 
would draw a picture of here’s the little roadmap of how you get involved with Children 
Services, kind of how Children Services works, to be able to -- Because I’m not in 
immigration and I need people to be able to talk to me and not worrying that they’re 
going to lose their status in Canada because we’re here for child safety. We don’t 
care about -- we will work with you if you came cross the border illegally in a tug boat. 
We don’t care. It’s a complicating factor to us. It’s not a deal breaker. That’s hugely 
important…. Being able to explain our role, what children -- because we talk about the 
legislation but I don’t know that families always understand that. I found the feedback I 

 
36 The unfortunate reality is that those with precarious migrant status are unable or unwilling to access social 
services, including even those services for which they are eligible. Temporary Foreign Workers (TFWs) worry 
about the threat to their employment and status if an employer finds out about their compromised health (Salami 
et al., 2018). They also worry about the negative impact on their prospects of applying for permanent residence. 
Support staff at settlement and integration agencies may not have leeway in their mandate to work with TFWs. 
Also, they may be reluctant to work with TFWs because of the complications posed by rules hemming TFW 
status. “Some of the challenges that agencies face in delivering programs and services for temporary foreign 
workers and their families include the time required to build trust with this population, temporary foreign workers' 
reluctance to use services due to fear that it will affect their immigration status, and the emotional labor 
associated with working with temporary foreign workers” (Salami et al., 2016). As reported by Bhuyan et al., 
(2018: p27 of prepress) “During our community consultations, we regularly heard that many social services were 
not accessible for people working in the Caregiver Program. In both Toronto and Calgary, most social services—
defined as government-funded or not-for-profit organizations that provide settlement, health, legal, employment 
and other social services—exclude temporary foreign workers or operate during work-day hours when caregivers 
are fulfilling their work duties.” 
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had gotten from some of the brokers that I work with and some of the families 
because that check in, is this right, is this right, is this a good way of explaining this 
was being able to explain -- I draw a little diagram around here’s intake, here’s 
assessment, these are all the different ways that this is what it looks like and families 
could say okay, I know where I am in this machinery that is the governmental Children 
Services process. I don’t know if other visitors could also do that as well. [FG, 
Edmonton, CS] 

HV participants indicated that in the community, CS aims and activities are widely seen as 
punitive and focused on child apprehension. The process of reports to CS, responses from CS, 
and the several different possible action pathways and outcomes are not known or understood 
in the community. HV functions are not well understood either and both HV and CS may be 
clubbed together in a negative way. 

Up here, we're finding that the program called home visitation definitely has a stigma 
with it where people see us as social services coming in and we're going to provide 
visits or possible apprehension of your child. I think the program that was before was 
called Healthy Families as well as Parent Child Resources. I think it had a more 
friendly theme to it, whereas that's what I'm saying, we constantly get stuck at that 
part of educating our parents about what our program is and actually what it means to 
be a home visitor and how we can provide support. When you're dealing with 
newcomer in immigration, then you have to deal with different interpretations of 
language and everything else, right? [Interview, Fort McMurray] 

There is often misunderstanding of the grounds of reporting to CS. Participants indicated that 
clients are wary of the HV (even after enrolment for postnatal support) because they worry that 
the HV may report them to CS, for even the smallest of reasons. HVs need to address the 
misunderstanding and misperceptions of what is reportable to CS and what is not. Participants 
recommended simple language factsheets and myth busters around CS and its activities.37 

Perceptions of CS, child intervention and mandatory reporting amongst Indigenous parents 
and HV agencies with a significant Indigenous clientele 

Participants reported that Indigenous families have profound fears of CS and of involvement 
with CS at any level. They associated this with historical trauma in Indigenous populations, the 
legacy of the Residential school system, and the over-representation of Indigenous children 
and youth in foster care.  

 
37 A YouTube video (‘Introduction to Child Intervention’) on the relevant CS webpage (Government of Alberta 

Children’s Services, 2020a) is reachable if someone is able to get there by exploring inside the higher-level page 
(Government of Alberta Children’s Services, 2020c) or if one is able to navigate to it following a chain of links: 
HomeFamily and social supportsCrisis supportsAbuse and bullying Get help for child abuse, neglect and 
sexual exploitation. The content can be deemed accessible, provided one is fairly comfortable with English, has 
no challenges such as visual impairment or dyslexia, and is comfortable with computer usage and website 
navigation. It is open to question how many of those who would really need this information will have no 
challenges on any of these counts. 

 

https://youtu.be/tV6FobdgP-A


203 
 

SP16: I think Child and Family Services has come a long way in the past 
couple of decades and I think that’s really important to share with our families 
because a lot of them grew up in the system a couple of decades ago. And then so 
trying to understand, and that this isn’t -- someone’s not going to sweep in and take 
your kid away. I can’t promise that to them but to say that Child and Family Services 
offers supports, they’re going to help you, and I think more communication needs to 
go into that, but the Child and Family Services offer supports rather than just 
intervention I guess would be the word for it. 

Interviewer: How much skepticism do you encounter? 

SP16: Sorry, 100%. I have yet to meet a family that has a good view of Child 
and Family Services. 

Interviewer: When you encounter that, what’s your response? 

SP16: It’s hard to argue with them because the amount of times that I’ve tried 
to contact Child and Family Services and haven’t heard back or left multiple emails or 
been told that I was going to get in touch and then haven’t. I mean I’m not naïve to 
think that they don’t have a ridiculous amount on their case load because I think that 
that’s pretty all around like generally in most Child and Family Services offices, they 
do, they have a giant case load, but you can’t tell your family, “Oh, it’s so much better” 
if it’s not. [Interview, Edmonton, SP16] 

HV agencies voiced concerns about kinship care for Indigenous children, especially when this 
is done without enough information being gathered. They indicated that placing children with 
extended family may end up renewing historical and intergenerational trauma, as extended 
family members frequently have their own traumas and struggles.  

SP16: You know what? There has been a huge move for kinship care which I 
think is great, but more than once, I’ve seen a child being removed from a home 
because the parents aren’t fit and then being put in the grandparents’ home, the 
grandparent raised those parents and you’re kind of seeing the same cycle all over 
again. I think there needs to be way more support for those grandparents because 
there’s trauma and essentially, that trauma’s being put right back into that trauma 
because I’m sorry but you can’t tell me that that grandparent did a wonderful job at 
parenting the children if their children are doing what they’re doing and having the 
trauma where they can’t raise their own kids. That sounds really harsh but that’s not 
the only -- you know what I’m talking about. 

SP18: It’s a reality, I think. I think it’s worldwide. I mean if us, as parents, we 
don’t work on healing and repairing our own childhood, it gets passed down to our 
children and so forth, and our lineage including our kids, our grandkids, our great 
grandchildren, they have to try and fix and heal what we didn’t as parents. If we’re not 
doing that work, and we become grandparents and we take those kids again, and we 
haven’t still done our work, it’s still going to continue. It’s a pattern. 

Interviewer: Intergenerational trauma continues. 
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SP18: Absolutely. [Interview, Edmonton, SP16, SP18] 

HVs also described the fear and re-traumatization of teen/young adult Indigenous parents who 
were taken into care as children and later suffer intimate and other relationship violence. As a 
result, the teens/young adults again come into contact with CS and police, but this time about 
the compromised safety of their own children (similar to results reported in Hovdestad, Shields, 
Williams, & Tonmyr, 2017). 

SP14: Many of our participants have Children’s Services involvement or have had in 
their history involvement with Children’s Services. However with that being said if their 
involvement with Children’s Services in the past or currently has been negative when 
we remind them that you’ve disclosed this, we now have a duty to report if they had a 
past negative experience that will cause them to panic.  

Interviewer: Of course. What kind of negative experience, can you elaborate? 

SP14: So we have some families who were forcibly removed from their parents 
care like some of our youth without a clear understanding as to why they were being 
removed. We have many families whose children were apprehended from their care 
without a clear explanation as to why or a clear plan in place. We’ve had lots of 
families who’ve kind of slipped through the cracks of Children’s Services or maybe 
had an aggressive worker and an unresponsive worker who was just not very 
attentive to their needs or that the participant wasn’t able to understand the limitations 
of the Children’s Services workers’ abilities or scope even. 

Interviewer: When you say slipped through the cracks that can be a variety of things. 
Could you elaborate? 

SP14: So in regards to Children’s Services I’m thinking more of the families 
who they’re trying to navigate some very complex systems and they’re not necessarily 
getting the supports that they need. So if I have a family who came from a family of 
origin that there was a lot of trauma, a lot of abuse, a lot of neglect for example and 
Children’s Services were involved when they were a child and then they have started 
to separate from that family, they have a child of their own and then Children’s 
Services has become involved again and the child was removed from mom and 
placed with mom’s family of origin. So then mom is thinking but you removed me, why 
are you putting my child back, there’s abuse there, there’s neglect there. So that’s 
kind of the slipping through the cracks or they’re feeling like their voices aren’t heard 
or they’re requesting support from Children’s Services and not able to get it because 
their child is not deemed to be at high enough risk so --  

SP14: Right…It’s often viewed as the immediate solution though and the least 
expensive solution. [Interview, Edmonton, SP14] 

HVs reported variable experiences and thoughts on CS and its evolving philosophy and model 
of practice. Some participants saw much value in the SOS framework and its centering of 
families; others suggested that the framework promotes an assumption that isolated and 
confused mothers need no or very little guidance after a point in the service relationship.  
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Perceptions of HVs vis-à-vis CS’ practice of cultural safety and sensitivity 

Several community members and HVs felt that CS workers should evince more respect and 
cultural safety and sensitivity, e.g. removal of shoes, gentle knocking, using courteous tones of 
voice, emphasizing where families are doing well instead of identifying their shortcomings first. 
Thought, care, communication and preparation are needed to ensure that CS investigators do 
not inadvertently provoke distress or operate (however unconsciously) with bias and conflict of 
interest. SP4, who works alongside CS intervention teams, described an instance when a 
survivor of pre-migration sexual assault and post-migration domestic violence was badly 
triggered by the arrival of a male CS worker.  

SP4: Yes. So I got a case a couple of weeks ago from one of the office where a 
woman was sexually abused by one of the family members, like a male family 
member. And it happened for several years and then she moved to Canada and then 
there was a domestic violence in the home and that’s why I was assigned the file. And 
then I walked in with a male assessor, she literally freaked out. I said we haven’t said 
anything, what’s going on, I had to literally comfort her. Just comfort her, hugged her, 
like what is going on, we didn’t even say anything. So I thought that she is scared that 
we’re going to go and take the kids away. Right, this is the perception when Children’s 
Services worker walk in oh, they’re here to apprehend the children. But that’s not the 
case. Not every case worker assessor is there to apprehend the kids, this is not their 
jobs. She literally freaked out. And then sitting down with her obviously we both didn’t 
know what was the reason why is she freaking out because I made that phone call, 
there was a language barrier so she thought only I’m coming and I told one of my co 
worker is also coming. I didn’t say that it’s a male co worker, I should have said that, it 
didn’t occur in my mind. Right, and then she said you didn’t say that. So I said I told 
you a co worker will be coming with me but she said you didn’t say that it’s a male. I 
said, yes, it’s my fault.  

Interviewer: So this was a good learning for you. 

SP4: Yes, I should have been more open, you know what, he’s a male, are you okay 
with that. And then we had a conversation in the corner and then I explained to her his 
role and I had to explain the assessor too that it’s nothing to do with you, it’s nothing 
to do – we haven’t even said anything but it’s just she’s triggered by a male home 
visitor and then they acknowledged that. [Interview, Edmonton, SP4] 

A survivor MP4 described being interviewed by a male worker in the presence of her abusive 
ex-partner. She noted the co-ethnicity of the male worker and her ex-partner. The anecdote 
raised the uncomfortable possibility that the assessment was marked by a conflict of interest 
and source of bias. At the end of that problematic assessment, her file was closed (before 
being re-opened, which she attributed to the intervention of an alert HV) despite extreme and 
continuing violence to her and risk to her and her child.  

Acknowledging cultural brokers supporting CS teams 

Cultural brokers, who often provide bridging for CS investigations, said that CS workers should 
recognize the cultural-social-linguistic skills, tact and discernment that the interpreters use to 
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facilitate CS interactions with agitated families. They reported that some CS workers disrupt 
communication exchanges of the families with the HVs during visits. Cultural brokers also 
recommended a greater CS acknowledgement of the value of their role as bridges between 
CS and families and as post-investigation supports to families. Their perception was that some 
CS staff do not appreciate that their service encompasses more than language support. It must 
be noted that several CS staff do validate the work of cultural brokers, as noted earlier from FG 
discussions. There is nevertheless a need for greater dialogue and structured improvement of 
relationships here. 

Need for improved communication and greater consultation 

HVs at agencies with significant Indigenous clientele felt that CS should consult with them as a 
matter of practice, and expressed concern that they are not consistently brought into 
consultations after a report has been made. In their view, the lack of a consultative approach 
leads to gaps in information about family histories and challenges; these gaps in information 
can impact the safety of children placed in kinship care. Some HVs felt hampered and 
intimidated by the power differentials that emerged in interactions between them and CS. They 
felt that they could not openly voice their concerns as CS is the funder for code 355 HV 
programs. 

CS needs to improve its practice of public engagement 

Participants suggested that CS take a more proactive approach to improving its image, e.g. it 
can engage in communication that lets it be known as focused on child wellbeing rather than 
on apprehension. CS staff said that media narratives, organizational history and the 
authoritarian reputation of child protective services adversely impact trust in CS, in the service 
sector and in the wider community. Public engagement, using evidence of good practice, could 
improve perceptions of CS but is a ‘work in progress.’   

It’s kind of changing people’s perception from what it is because people have the 
general feeling that child services is there to take your children, child services is there 
to protect children. Sometimes, that involves having to remove them from the situation 
they’re in. To me, it’s just shifting the perception. Completely. We are not interested in 
trying to take your children away from you. We’re interested in you being the 
healthiest, happiest family that you can be, having the healthiest relationships 
altogether. [Interview, Edmonton, MP3] 

Really, Children Services is what I find is that they’re trying to be more supportive and 
not come in and apprehend baby and all that kind of stuff. There’s been a shift that 
I’ve notice where they’re more willing to support participants with challenges that are 
affecting child wellbeing. Whether that be housing their homeless because of family 
violence or that they’re willing to come in some times and offer some support through 
an investigation, this really honestly depends who answers the phone when you call 
what support you’re going to get from them. Yeah, but I think they’re starting to be a 
more lead-in to Children Services being a support and not an apprehension agency. 
[Interview, Edmonton, SP3] 
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I would worry that the agencies may not want to be associated with us because of 
worries that their own bias around this is what Children Services does because we 
don’t get a really great representation in the media and we don’t get to defend 
ourselves or say hey, this is how we’re doing things different or how we’re trying to 
treat families. There’s big media reports. They can see the advocate’s reports so they 
can see how it’s put in a journal but they’re not really good things about us. There’s 
some trust issues with that, I would say. You guys tell me if I’m speaking out of turn.  
In terms of that, I think it can be, I think education and engagement and case by case 
is where we make those cases and demonstrate the improvements that are 
happening in our system but it takes time to get there…. But we want to move away 
from where people upstream feel like they would need to feel like they have to protect 
families from us to being open to maybe talking to us and working with us, and that’s 
a work in progress. …But we have to demonstrate the behaviors are going to support 
that too because it’s not just been -- we’re not just falsely accused here in the past. 
We, as a government process, have not treated families as the experts and haven’t 
allowed them to make the decisions in their own lives. We have our own responsibility 
in that. [FG, Edmonton, CS] 

Supporting the family through the reporting process  

HVs agreed with their duty to report concerns to CS in the event of disclosure or seeing adult 
and child behaviour that was grounds for concern that the child was being maltreated or 
exposed to violence. Most HVs described the fear and concern of their clients, as well as pleas 
not to report. They described assuaging these fears by talking about CS focus on child 
wellbeing, not on apprehension and punitive measures to the mother (good practice as 
identified in a meta-synthesis by McTavish et al., 2019). The HVs generally agreed with the 
AHVNA protocol’s recommendation that the client make the call to CS herself, with the support 
of and in the presence of the HV. They perceived this as respecting the client’s agency and 
decision-making capacity. Some HVs also described supporting the parents in conversations 
with CS. 

Interviewer: And there’s mandatory reporting and you have to have that conversation 
with the mom. And if Children’s Services are to be called on who does the calling and 
how does that take place? 

SP13: That happens several times where I’ve had them come into the office 
and told them what is happening right now I have to report this. Like it’s a child service 
call, I can only help you so much, they can help you with more resources. So why 
don’t we sit down and make the phone call together. And I’ve sat down several times 
with families, we have a quiet room in the back with a phone and we’ve sat down and 
I called the intake worker, identified who I am, that I’m with the family and this is 
what’s going on and put them on the phone and let them discuss what’s happened, 
whenever possible…I don’t think I’ve made a call without a client chat.  

It gives them the power back, they’re still in control of their life. I’m going to sit here 
with you and I’m going to be here for you. 

Interviewer: Has there ever been a pushback about it, a negative reaction? 
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SP13: Yes, crying and scared and just assuring them I’m walking this walk with 
them and it’s better if we make this call together because they know you have 
support. You know, yes, they’re going to come in and assess the situation. When they 
come into the home I’m more than happy to be there with you too. So I don’t think I’ve 
never not been with the family when Children’s Services has come into the home. So I 
can hear what they’re saying because a lot of times that parent is not hearing 
anything they’re saying.  

SP11: They’re in fight or flight by this point because there’s usually past trauma 
and so it’s reassuring them too that it’s not like in the ‘60s or ‘70s. Children’s Services 
does not want your child. They want to help you parent. 

SP13: That’s what we tell, they don’t want your kids, they want to help you 
parent your children and put resources in place so that you can parent them to the 
best ability that you can parent. And I think going being in the home when child 
services is there with them is very helpful. I hear different things than they hear, we 
can discuss what was said after they leave and talk about what supports are going to 
be put in place and I’ve had clients call me when they got a call from child services 
and then went and met them and went into the police station or went into child 
services and sat down and listened to what child services had to say. So there has 
been times where child services have got a call about the client and the client’s called 
me. And I usually go in with them, I meet them at the home and sit through their 
interview with them.  [Interview, Fort Saskatchewan, SP11, SP13] 

Interviewer: Let’s talk about if there is a way that family violence that is either you 
notice it or it is described to you and then there was a process of disclosure and 
mandated reporting. This is for all three of you really how do you start that process? 
How do you carry it forward? How do you involve and engage the women concerned? 
The call to Children Services. 

SP27: If you have the ability to sit with the mom and say, why don’t we call the 
police together? That kind of helps because I did that to one of my family is that there 
is something going on and you disclosed it, it’s my duty to report it. It’s anyone duty to 
report. Let’s call together. If you want, I’ll support you. She did call then reported 
herself. I find it much easier when the parents are doing it but let’s say if you’re in a 
situation that escalated, then you don’t have the ability to call, then you can excuse 
yourself and say you know what? I’m calling the police but if you will let the parents 
know that you’re already doing it, they have that respect because you’re letting them 
know, then if you leave and then you make that call. Personally, it helped me in the 
past. Until I know, I use that process. It does help me. I find that parents respect that. 
[Interview, Edmonton, SP27] 

HVs addressed clients’ fears by (i) emphasizing the well-being of the children (ii) describing the 
call to CS as bringing in helpful experts and potentially opening a door to other supports. It was 
also important to broach the matter of reporting in gentle steps. 

I never tell my clients, when I’m doing this that if anything is reported, that I have to 
report it because that will just shut them right down. I do tell them, I have to talk to my 
manager and, unfortunately, my manager gets a bad rap because after I talk to my 
manager, then I will go back to my mom, and I will say, you know what? I took this to 
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my manager and we have lots of concerns for your safety. We need to bring a team in 
to help with this. I’m not trained to look after all of this by myself, so Child and Family 
Services have people that are and will help us get to where we need to go. I will be 
there with you all the way through it but I need to make that call. Do you want me to 
make that call or do you want to be with me when I make that call? They get that 
option. [Interview, Edmonton, SP22] 

In FGs with IR families in Edmonton, a mother indicated that she understood that reports 
needed to be made but the HV should also pay attention to the multiple challenges in the 
homes they visit. Various factors contribute to family disharmony and an HV should look at all 
challenges instead of homing in on one problem without understanding its relationship to all 
the stresses affecting the family. In this context, a co-ethnic worker is much more likely to be of 
help to the family to ‘find a solution.’ 

Facilitator: If a report has to be made, even by a cultural broker, how should this be 
done in a way that is not so harmful for the family or that minimizes harm? 

Interpreter: She said “Obviously if she sees this [FV] she is going to have to report. 
But it’s about the way it done. Give the advice [guidance to deal with the whole 
context of need and stress] she needs first, before taking the next action. Because 
there are many issues in every family.  Need to address all the things that are 
affecting them and find supports for them-this is better than calling in others. She 
talked about immigration and said there are many other things/stresses. Shouldn’t be 
coming in and messing things up because of this one issue that is part and parcel of 
many struggles and issues. This is where it would be better to work with someone 
from our own culture who can work with us to find a solution.” [FG, Edmonton, IR 
mothers, ethnicity not identified] 

It must be noted that while Indigenous mothers in FGs perceived an increased access to 
supports after CS involvement, they were uncomfortable with the heightened scrutiny and 
monitoring of their home environment that came therewith.  

I felt I did receive more support when a file was open. However, as long as I gave 
them access to inspect my home anytime they wanted too. As well signing an 
agreement and plan of action for my goals. Then I received advocacy in various 
respects, but at the expense of my privileges. [FG, Edmonton, Indigenous Mothers 3] 

Less help for families with no file open with Child family services. They impose lots of 
rules and report how well your readiness is. As well, report everything to them. My 
house must always be clean (if not I am instantly judged), fridge and cupboard full. 
Must have children in full attendance in school. They worker wants full needs met for 
your children but to their approval. Why not ask me my needs and how I want to set 
out my life and family rules and support me in this decision making. [FG, Edmonton, 
Indigenous Mothers 3] 

After CS files are closed 

The sections on Co-linguistic, co-ethnic home visitation and The role of the ‘cultural broker’  
described the role of cultural brokers as bridges and facilitators during the process of CS 
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investigations and interventions with families. This section looks at their concerns about what 
happens after cases are considered resolved and files are closed.  

Cultural brokers suggested that the emphasis on case processing and file closure obscures 
the reality that IR families need long-term intervention and support for complex problems that 
usually ensure the recurrence of violence. The recurrent violence and CS involvement of IR 
families exists in a context of poverty, immigration related stress, and inability to escape 
poverty (Maiter, Stalker, & Alaggia, 2009).  

If you close a file and then husband is still fighting, in laws are still fighting, teenagers 
are still running away we think it’s a bad closure. [Interview, Edmonton, SP4] 

Cultural brokers felt that CS sometimes closes a file on a family too early (sometimes on the 
basis of a less-than-adequate assessment); the HV agency is expected to continue its co-
ethnic/co-linguistic support to the family, even with a shortage of resources and funding, and 
no further help from CS. They described situations in which CS needs to stay involved to 
ensure that violent male partners receive court-ordered assessment, treatment or counselling 
e.g. for alcohol/drug abuse or anger management as conditions attached to probation orders 
(Alberta Courts, 2015; Government of Canada, 2015). They also described their struggles to 
navigate the organizational hierarchies to obtain continued help.  

And there are times for example in Children’s Services cases they will give you a very 
severe family violence case and you’re in it and you started tackling and in this case 
dad is not cooperating to get help to better their communication so he can go back. As 
soon as Children’s Services said I close my file and I’m gone now, you deal with 
[AGENCY], when we call them, they don’t care, they don’t want to do things that 
they’re supposed to. So then we know mom is struggling with him and he’s not 
changing his behavior and really we’re also dealing with that on our own. Then we call 
CS and say, listen, you closed the file too soon, you need to really call this family 
especially this dad, he’s not cooperating, he’s not doing this so nothing has changed 
for him to go back and do anything different. So you left us hanging but you need to 
come back. …Right, so there are cases in which we have to bring them back and say 
you need to help us, we can’t be dealing with this alone. And they will go this might be 
two years later we’re still struggling with the family and – you’re still there, they will 
say to us. Oh, really, we can’t just dump them like anyone and run, we can’t. We are 
dealing with human beings; we are dealing with a family. It’s a responsibility for us. 
But the situation is not getting any better because you’re not helping us, you’re not 
mandating him to take this, this, this. So then sometimes the CS workers will say oh, 
I’m closed, I can’t do nothing. And then we go up and up their ladder and we also now 
contact their own person who’s overseeing the family violence file. Then sometimes 
we go to her and we bring her. We go there and argue with them and say ‘you need to 
open it, we can’t. Mom is struggling, she’s scared, she doesn’t get the support she 
needs. If you don’t get in and ask him to do this, this, this we can’t force him to. If he 
doesn’t do counseling, he doesn’t do alcohol treatment or whatever. So you need to 
go back in and assess the situation. So sometimes by force they open it again and 
help us. So, there are few times that we had to do that because it’s that severe. it’s 
something that we cannot do alone. [Interview, Edmonton, SP9] 
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RECOMMENDATIONS  

Even a cursory review of scholarly and gray literature over the past five decades will reveal the 
glacial slowness of positive change in the field of action against gender violence. The 
objectives of this report were never to offer grand-scale solutions to the global problem of 
gender/family violence, a longstanding ‘silent pandemic’ that has worsened in the wake of 
COVID19 (Peterman et al., 2020; UN Women, 2020). Reality mocks any such grand solutions.  

As readers will have understood, the problems described in the preceding sections endure 
because they flow from social-political-legal-historical factors that are systemic, entrenched 
and resistant to change. E.g. patriarchal social structures, actions and mindsets; absence of or 
disruptions in resources/financing to anti-violence grassroots-level programming; the impacts 
of colonization and diaspora. These macro-level factors perennially enable gender/family 
violence and undermine the long-term or large-scale success of attempted solutions.  

To be realistic, what we have is the possibility of modest, short to medium-term measures with 
effects of uncertain depth or longevity (rendered even more uncertain by COVID-19 and the 
changes it demands at all levels, including HV service delivery).  This report simply offers the 
base of evidence for the culturally safe, sensitive and trauma-informed creation and pilot 
implementation of a protocol for detection of violence, engagement and knowledge sharing, 
supported referral, disclosure handling and mandated reporting to child protective services. 
The needs assessment is a springboard for an anti-violence pilot effort in one Canadian 
province. Proof of performance is yet forthcoming. The recommendations described below are 
framed with the sober realization that they are easier to write than to implement.  

The report informs measures for a home visitor to provide safe and evidence-based supports 
to at-risk women, while remaining in line with her organizational mandate. The HV is supposed 
to provide informational and emotional support, in the form of listening, understanding, 
informing and referring. The only way she can do this is to make sure that a mother is enrolled 
and stays enrolled in what is supposed to be a voluntary program. All the above described 
steps by HVs (e.g. expectation management, keeping hostile in-laws and husbands/partners 
on board) are meant to make sure that the connection of the HV with the woman remains alive, 
i.e., no dropout. Enrolment and sustained engagement create and preserve the conduits of 
knowledge sharing. The HV can perform her role only insofar as she can make and maintain 
empathetic rapport with women who live with coercive control, learned helplessness, 
traumatized apathy, discrimination, and isolation co-productive with linguistic-economic-cultural 
barricading. In that context, the needs assessment showed scope for improvement in the 
following areas: 

• There is a need to improve community perceptions, understanding, and expectations of 
home visitation and of child protection and welfare services. The fear of mandatory 
reporting impacts enrolment and retention in HV service and thereby lowers the prospects 
of HV to deliver anti-violence supports in women in their homes. This is consistent with 
numerous reports from Alberta and elsewhere in and outside Canada. 

• Current FV protocol, screening tools used by HVs, and training curricula should include 
evidence-based enhancements that  
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o reflect the realities of IR and Indigenous mothers with intersectionality in language and 
perspectives. 

o guide HVs on appropriate disclosure handling and support to families in the event of CS 
involvement 

o can help HVs identify ways to engage domestic aggressors (e.g. responsibility planning 
if such is possible and safe (the data on this is highly unclear and such responsibility 
planning requires extreme caution; see Fathers (and extended families, and engaging 
them)) 

o incorporate adaptability to conditions of social distancing, such as those imposed by the 
COVID-19 Pandemic (e.g. remote FV and other screening, meeting in a yard rather 
than a living room). 

• Overall, there is a need for intra- and inter-organizational capacity, training and 
collaboration for culturally safe, trauma-informed FV screening, disclosure handling, 
mandatory reporting and holistic pre- and post-reporting support to survivors and their 
families.  

The HV sector requires considerably more financial, informational and human resources to 
make a difference in FV in Alberta, especially in the crucial stages of primary prevention and 
early intervention. While the HV sector has a key role in FV reduction, this role can be met only 
if workers in the sector are trained, motivated and funded to go beyond the standard HV 
activities of enhancement of parenting and/or child development. For example, systems 
navigation is essential when supporting vulnerable families although it may be seen as atypical 
for HV activity. Rural HV has considerable resource gaps and rural and urban HV sectors are 
mutually siloed.  

Recommendations are made for improvements at client-provider, intra- and inter-agency and 
cross-sectoral levels: (1) HV support to survivors of abuse and violence (2) Organizational 
responses to practice-related needs and challenges of HVs (3) Public Engagement (4) 
Professional development, knowledge and case information sharing, and collaboration. 

HV support to survivors of abuse and violence  

1. Needs assessments at intake should be attentive to individual and family histories and 
multiple intersecting needs. HVs should cross reference these assessments with 
information on screens for FV. Note: Questions on family history and ACEs can disrupt 
prospects of creating rapport and have a serious triggering and disempowering effect on 
the client. While collecting such information, it is essential to recognize and validate the 
strengths and resiliency of the client and offer resources as well as support to connect 
with resources. 

2. The application of screening tools is contingent on the development of rapport with 
clients. The current protocol recommendation to screen in the first six weeks is workable 
provided enough rapport is established and the level of safety is conducive for those 
conversations. 
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3. The current AHVNA FV protocol, related screening tools used by HVs, and training 
curricula require 

• Enhancements to reflect the realities of IR and Indigenous mothers 

• Flexibility in guidelines for case management and timeframes for screening.  

• Consideration of appropriate disclosure handling and support to families in the event 
of CS involvement 

• A nuanced approach that explores potential so-far ill-understood and arguable 
distinctions between situational couple violence and intimate terrorism. 

• Greater intersectionality in language and perspectives. 

• Adaptability to social distancing (e.g. remote FV and other screening, meeting in a 
yard rather than a living room), as imposed by the COVID-19 Pandemic. 

In May 2020, the Advisory Group of the Project has met and discussed prospective 
revisions of the AHVNA FV Protocol. The next step will be to incorporate and formalize 
these changes, in meetings and consultations including AHVNA staff and the planning 
Committee and authors of the original Protocol. 

4. Conversational engagement of mothers must gently enable them to de-normalize abuse 
and violence; enable mothers to prioritize themselves as well as their children. The HV 
should also consider engagement and knowledge sharing with (1) families as wholes, 
including partners and other family members, not just individual clients (2) natural 
supports to build trust and rapport with families (3) hostile family members (including 
conflict management and de-escalation where such is tactically necessary). 

5. There should be an appropriate balance of paperwork and interaction; mothers should 
not be swamped with paperwork and screens. The HV should aim to make the 
paperwork a collaborative exercise that allows the mother to take ownership of a 
process in which she is the central figure. 

6. Referrals should be appropriate, coordinated amongst referring and receiving agencies, 
and supported by the HV.  

7. Mandatory reporting should be supported and there should be an effort to address fears 
of mothers with clear and simple information of the process ahead. Support should be 
available also after CS initiates action.  

8. There should be a good fit between the needs of the family and the workers assigned to 
them. Mothers should have access to co-linguistic and co-ethnic support workers and 
safe and confidential interpretation. Support workers and interpreters should be briefed 
on confidentiality and avoidance of conflicts of interest, and should be asked to sign 
confidentiality agreements and provide conflict/no-conflict disclosure statements. E.g. a 
relative of the client should never be an interpreter because it represents potential 
breach of confidentiality and a real conflict of interest. 

9. HVs and CS should not impose coercive and burdensome responsibilities of care and 
improvement on mothers without regard for their realities.  
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10. Aggressors must be engaged and kept accountable. 

11. In situations where children need to be placed in kinship care, there should be adequate 
information gathering on potential risk factors (e.g. effects of historical and 
intergenerational trauma) in the extended family.  

Organizational responses to practice-related needs and challenges of HVs 

1. Recognition of the emotional impact of service on HVs and plans to monitor for and 
prevent/address burnout, compassion fatigue and vicarious trauma. 

2. Creation of inter-agency communities of practice for peer support and debriefing.  

3. Creation of buddy system of in-house peer mentoring and consultation on the (1) 
emotional labour of visits and relationship management (2) appropriate and safe self 
presentation (3) protection of personal information and boundaries (4) managing 
relationships with clients alongside paperwork, referrals, and reporting to CS. 

4. Supervision and training using AHVNA material on safety planning for HV and clients. 
Enhance current knowledge to reflect challenges faced in diverse contexts. E.g. safety 
planning in a single parent-single child home in an upscale part of town cannot be the 
same as that in a multi-occupant apartment in a condo building with gang activity. 

Public Engagement 

1. Public and client engagement to address knowledge gaps, misplaced expectations and 
adverse attitudes and beliefs about HV service (what it is and what it is not). Creation 
and provision of standardised multi-language information in simple, short leaflets for 
families. These leaflets should provide information on HV and what to expect from the 
service. Messages about FV should be prepared but shared with caution and in 
confidence with clients, not in a group setting. 

2. Engagement in diverse languages to educate the public about the system and process 
of child protection and welfare (what it is and what it is not). CS and mainstream 
agencies must consult with grassroots agencies in preparing the communication 
materials; dissemination must be as widespread and accessible as possible. 

Professional development, knowledge and case information sharing, and 
collaboration 

1. Sector wide training on 

• Culturally safe and trauma sensitive screening for family violence, using AHVNA 
curriculum enhanced to reflect evidence on the needs, experiences and perceptions 
of IR and Indigenous families  

• Appropriate handling of disclosures of violence  
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• Strategic and tactful communication with families and natural supports 

• Core concepts of this project and assessment. Training should accompany use of 
the AHVNA FV tools for screening and safety planning. Special modules could be 
(1) cultural safety, and the application of an equity lens to service delivery (2) 
intersectional approach to gender violence, family violence, violence against women 
and children (3) trauma; historical and intergenerational trauma; trauma informed 
approach/practice (4) impacts of diaspora and colonization.  

2. Improved relationships, consultations and communications between HVs and CS. There 
should be backup plans and lines of communication for continued CS support to HVs 
when problems recur in a home for which a CS file was closed. 

3. Inter-agency and cross-sectoral collaboration to share knowledge, leverage resources, 
and work in a ‘wraparound’ mode on complex cases. Funding incentives for Alberta HV 
agencies to create platforms and spaces for case consultation and reflective practice. 
Improved collaboration amongst HV (rural and urban), anti-violence, and health sectors.  
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APPENDICES 

Appendix 1: Interview Guide for Service Agencies  

Aim and Focus of Interview: The interview will help us gather information to develop a 
protocol for home visitation (HV) as a support against family violence (FV). We will talk about 
screening, support, early intervention or referral in cases of FV. 

Role and background 

1. Please tell me about your organization and your role in it. 
2. What is your activity during a home visit? What is usual?  
3. What are women’s needs and expectations of you, of home visitors? 
4. What is the usefulness of home visitation for new mothers?  

[Explore: usefulness for ethnocultural mothers? Indigenous mothers? Mothers of diverse 
ages – e.g. teen mothers vs older mothers] 

Service-based identification of violence; support for women 

1. How do you think home visitors can make a difference for diverse women living in 
violence?  
[Explore: please elaborate for women who are ethnocultural, Indigenous, with mobility or 
other challenges] 

2. How do you identify if there is FV? [Explore: What tools of screening and risk assessment 
do you use? How could these be improved? Your challenges? Training needs?] 

3. What do you do next if you learn there is FV? How do you respond to disclosures? 
[Explore: Reporting, safety planning, connecting women to support, and information about 
healthy relationships.] 

4. When cases of FV are observed, what is the practice around mandated reporting? What 
are the challenges? What are the effects? How does the process go? Can you describe 
with examples? 

5. How do you support women during interactions with CS? 
6. Do you screen for trauma? How do you use trauma informed practice in your work 

[Explore: Training needs?] 
7. What are your safety concerns for yourself and for the women and children? 
8. What makes it difficult for mothers to talk of their situation and ask for help?  

[Explore: fear of child apprehension, loss of support and housing etc] 
9. What makes it easier for mothers to talk and seek help?  

[Explore: support during interactions with CS] 
10. How does funding impact your work? 

Community engagement, enrolment/attrition 

1. Can you describe the challenges and solutions to create enrolment?  
[Explore: Challenges with Indigenous and ethnocultural populations.] 

2. Why do people drop out? What are some possible solutions to prevent dropout? 
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Training 

1. Can you describe your training and background of the home visitors? What is the process 
involved in becoming a home visitor? Can you describe the process of licensing, testing, 
audits?  

2. How can HV practice be improved around understanding and identifying violence in the 
home? What knowledge and skills do HVs need to detect and respond to FV?  

3. Please elaborate: Do you receive cultural safety training? Trauma informed approaches? 
Cultural competence? training with simulation scenarios? 

4. What would you like to see included in training that you have found missing earlier? 

Partnerships/ case conferencing/referral practice 

1. What are the opportunities for case conferencing - to get together and share information 
and knowhow? What are the challenges? 

2. Do you work with public health? Nurses? Can you elaborate on shared training, chances to 
consult etc? 

3. Please describe the engagement with Children’s Services? What are the challenges 
experienced? 

Next steps: Would you be interested in participating in training opportunities? Would you like 
to give feedback on the draft protocol? Would you like to help pilot the protocol? 

Appendix 2: Interview Guide for Mothers/Survivors 

Focus of Interview: The aim of this conversation is to gather information that will help us 
develop better practice in home visitation to support mothers in difficult family situations, 
especially involving violence. 

1. Have you had experience with home visitation, i.e. service providers visiting the homes to 
support and inform mothers and mothers to be? Can you describe your experience? What 
would you have liked to see done differently?   
[Explore: Social workers, nurses visiting before, during and after pregnancy. Difference in 
experience with different workers.] 

2. Very broadly, what were your (and other women’s) needs and expectations of those home 
visitors?  
[Explore: What was the experience like for ethnocultural mothers? For Indigenous 
mothers? For mothers of diverse ages – eg teens vs older mothers?] 

3. What in your view is the usefulness of home visitation for new mothers? For ethnocultural 
mothers? For Indigenous mothers? For mothers of diverse ages – eg teens vs older 
mothers? 

4. Are there any challenges to having home visits and similar supports in your location? 
[Explore: What is the state of access to community resources in general? Variations in 
urban vs rural contexts?] 

5. Why do new mothers sign on to home visitation? Why do they drop out?  
6. What would encourage you to ask for home visitation support?  
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[Explore: what promotes uptake for ethnocultural and women of visible 
minorities/Indigenous communities? What are the challenges with women of minority 
communities?] 

7. What would stop you or discourage you from asking for such support? 
[Explore: What are the challenges with women of minority communities?] 

8. What would you like to see in terms of how the home visitor acts towards the women and 
their families? Does language matter in these visits – how? Do etiquette and manner make 
a difference? How?  
[Explore other factors in cultural safety, eg command and control, quick fix approaches etc] 

9. What are the benefits (pluses) in using same-community same-language HVs as sources 
of help, for the HVs and for the women and children? What are the minuses? 

10. How do you think home visitors can make a difference for women living in violence? 
Suppose you or a friend needed help in a difficult family situation, what would encourage 
you to ask the home visitor for help? What sort of help would you hope for?  
Let me provide a scenario: the visiting provider sees that a mother becomes quiet and 
looks scared when the husband and in-laws are around. What do you think the visitor could 
or should do? Also to explore as applicable: How can home visitors make a difference for 
women who are ethnocultural, Indigenous, with mobility or other challenges. Those in 
remote/rural areas? 

11. What makes it difficult for mothers to talk of their situation and ask for help? (Explore: fear 
of child apprehension, loss of support and housing etc) 

12. What would make it easier for mothers to talk and seek help? (Explore: support during 
interactions with CS) 

13. In your view, In what ways could HVs improve the kind of support they provide to women? 
What kinds of support are most needed? [Explore: What actions or follow-ups take place? 
Why/why not? the types of FV clients are exposed to. clients' expressed needs for safety 
planning, social support, and information about healthy relationships. How HVs typically 
respond to FV disclosures; what is the level of follow-up action? If there is intervention, 
when does it begin? When should it begin? If it starts late (and what is late?), what are the 
reasons for the delay?] 

14. What challenges are there in talking about family violence issues to a home visitor? 
15. Can you share any worries around the home visitor knowing about a difficult situation in the 

home? For example, when there is violence in the home and there are small children in the 
home? Please let us know from your own experience or from what you have heard or 
observed from others. [Explore: thoughts (fears) and experiences about home visitation 
and mandated reporting; fears of child protective services 

16. If there is involvement with Child protective services, do you think the visitor can play a role 
in conversations with Child protective services? What helps, what does not help?  

Next steps: Whom would you recommend that we talk with next?  Would you be interested in 
participating in consultations of an Advisory Group? Would you like to give feedback on the 
draft protocol?  
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Appendix 3: FG Guide for Mothers 

Focus: The aim of this focus group is to gather information to help us develop better practice 
in home visitation to support mothers in difficult family situations, especially involving violence. 

1. In Canada, what has been your experience of service providers visiting the home? 
[Explore: Social workers, nurses visiting before, during and after pregnancy. Difference in 
experience with different workers.] 

2. Very broadly, what were your (and other women’s) needs and expectations of those home 
visitors?  
[Explore: What was the experience like for ethnocultural mothers? For Indigenous 
mothers? For mothers of diverse ages – eg teens vs older mothers?] 

3. Are there challenges to having home visits and similar supports in your location?  
[Explore: What is the quality of access to community resources in the area? Variations in 
urban vs rural contexts?] 

4. Why do new mothers sign on to home visitation? Why do they drop out?  
5. What would encourage you to ask for home visitation support?  

[Explore: what promotes uptake for ethnocultural and women of visible 
minorities/Indigenous communities? What are the challenges with women of minority 
communities?] 

6. What would stop you or discourage you from asking for such support? [Explore: What are 
the challenges with women of minority communities?] 

7. What kind of skills do service providers need to have to understand the experience and life 
situation of the mothers they try to support? 
[Let me provide a scenario: the visiting provider sees that a mother becomes quiet and 
looks scared when the husband and in-laws are around. What do you think the visitor could 
or should do?] 

8. What would you like to see in terms of how the home visitor acts towards the women and 
their families? Does language matter in these visits – how? Do etiquette and manner make 
a difference? How? 

9. Suppose you or a friend needed help in a difficult family situation, what would encourage 
you to ask the home visitor for help? What sort of help would you hope for? 

10. What challenges are there in talking about family violence issues to a home visitor? 
11. Can you share any worries around the home visitor knowing about a difficult situation in the 

home? For example, when there is violence in the home and there are small children in the 
home? Please let us know from your own experience or from what you have heard or 
observed from others.  
[Explore: thoughts (fears) and experiences about home visitation and mandated reporting; 
fears of child protective services.] 

12. Do you think the visitor can play a role in conversations with Child protective services? 
What helps, what does not help?  
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Appendix 4: FG Guide for HV Agencies 

Focus: To gather information to develop a protocol for home visitation (HV) as a support 
against family violence (FV). To explore what is culturally safe, culturally appropriate and 
trauma informed practice in home visitation as early action against family violence (FV).   

1. What in your view is the usual activity of home visitation?  
2. Very broadly, what are women’s needs and their expectations of their home visitors? 

[Explore: What is the usefulness of home visitation for ethnocultural mothers? For 
Indigenous mothers? For mothers of diverse ages – eg teens vs older mothers?] 

3. What are the challenges for mothers to access supports in your location? [Explore: What is 
the availability and accessibility of community resources to support clients and HVs? What 
are the variations in urban vs rural contexts? What works with referral and joint case 
management? What fails? Examples? Explore for challenges in urban vs rural.] 

4. Why do new mothers sign on to home visitation? Why do they drop out? What would 
encourage mothers to sign on or stay signed on? [Explore: What kind of outreach works? 
What measures are needed to increase uptake of services amongst ethnocultural and 
women of visible minorities/ women of Indigenous communities? What are the challenges 
with women of minority communities?] 

5. What kind of skills do HVs need to have to understand the experience and life situation of 
the mothers they try to support? 

6. What would you like to see in terms of how the home visitor acts towards the women and 
their families? What are the factors in or challenges for home visitors in engaging with 
families as groups, eg with extended family members? [Explore: Language, etiquette, 
manner?] 

7. How do you think home visitors can make a difference for women living in violence?  
8. In your view, how can HV practice be improved around understanding and identifying 

violence in the home? In what ways could HVs improve the kind of support they provide to 
women? What kinds of support are most needed?  

9. [Explore: What is the importance of trauma informed practice – how much is this seen in 
practice? What types of FV are clients exposed to? What are clients' expressed needs for 
safety planning, social support, and information about healthy relationships? How do HVs 
typically respond to FV disclosures? What is the level of follow-up action? If there is 
intervention, when does it begin? If it starts late (and what is late?), what are the reasons 
for the delay? What are the advantages and challenges in using same-community same-
language HVs as sources of help against violence, for the HVs and for the women and 
children?] 

10. What are the worries around the home visitor reporting to Children’s Services when there is 
violence in the home and there are small children in the home? Please let us know from 
your own experience or from what you have heard or observed from others. [Explore: 
When cases of FV are observed, what is the practice around mandated reporting? What 
are the challenges? How does the process go? Can you describe with examples?] 
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Appendix 5: FG Guide for CS Workers 

The focus group will gather information on these topics (1) Perspective on barriers and 
enablers in working with IR women to create an environment of safety, and positive conditions 
for disclosure and support (same as with other groups), albeit from a different type of home 
visitation experience (2) Understanding of role of other service providers doing home visitation 
upstream (prevention and early intervention programming).  Do you interface at all with home 
visitors working upstream? Are there useful roles, approaches that these home visitors can 
take --based on what is seen by child intervention workers?  What helps and what doesn’t help 
in terms of reporting, follow-up, referral?  

Role and experience with going into homes 

1. What is your current role? Do you sometimes make home visits to mothers of IR 
background? What is the purpose and the context/conditions of your visit (mandated? 
Common reasons, related protocols?)  

2. Describe what it’s like when you go for a home visit. How are you received? What needs or 
expectations of mothers do you think you are meeting when you visit? What makes your 
visits engaging and useful for them? 

Skills/ approaches/ attitudes of HV that are helpful  

1. What kinds of skills do you think service providers visiting IR mothers need to have to 
understand the experience and life situation of the mothers they are trying to support?   

2. In your experience: How is a sense of safety and wellbeing created for the mothers you 
visit (i.e. if there has already been a allegation or disclosure of family violence, to feel open 
to talk about it …or if there hasn’t, to feel safe enough to disclose?  What kinds of actions, 
attitudes, support make a difference? (language, etiquette) 

3. Are there challenges in engaging with families and extended families? Where do you see 
barriers? 

FV and home visitation: potential, improvement, challenges   

1. What do you think or feel about the potential for home visitors to support mothers to 
disclose and or address family violence? Can you or other home visitors make a difference 
for women living in violence?   

• What about for you in your role during mandated visits?   

• What about those home visitors that work “upstream” visiting when a family has just had 
a baby, or to support early childhood development without any formal system 
involvement? (home visitation programs under early intervention/prevention like Health 
for Two, formal home visitation, also nurses, school liaison workers others visiting 
mothers for other reasons) 

2. In what way do you think home visitation support for IR women experiencing violence can 
be improved? What kinds of support do you think are most needed? (applies to both groups 
above) 
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• What about trauma informed practice? How much is this seen in practice? What does it 
look like? Where do you see gaps? 

• What about the advantages and disadvantages of same-community, same language 
support (like cultural brokers) to support home visitors and to support the families? 

3. What is your experience in terms of how home visitors typically respond to family violence? 
(both yourself in your role and your experience with other home visitors who may work in 
unmandated capacities?)  How does it usually go? What is the follow-up usually like? 
Timely? Why or why not? Other enablers or barriers to appropriate intervention? 

4. What have you observed or heard from others about the mandate to report when there is 
intimate partner violence and small children in the home? From what you know, how does 
this affect disclosures? From where you sit, are there useful roles, or action that these 
home visitors can take to make the whole engagement of CS less difficult or traumatizing?  
What helps and what doesn’t help in terms of reporting, follow-up, referral? 
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Appendix 6: Sample Information Sheet and Consent Form – Interviews with 
Mothers 
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