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What is Bill C-92?

Bill C-92: An Act respecting First Nations, Inuit and Métis children, youth and families is
the first federal legislation on the subject of Indigenous Child and Family Services
[CFS].

How does Bill C-92 change the process of CFS service

delivery for Indigenous children?

The Act is the first statute to recognize inherent Indigenous jurisdiction over CFS as
an Aboriginal (S. 35) right in Canada. 
 
As called for in the TRC Final Report, the statute establishes national minimum
standards for CFS delivery for all Indigenous children and families to address the
extreme over-representation of Indigenous children in government care. 
 
This includes First Nation, ‘non-status,’ Métis, and Inuit children, living on or off
reserve.
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What specific changes have taken place?

The Act came into force on January 1, 2020, and the National Standards apply in all
provinces as of that date. 
 
Where there is conflict or inconsistency with provincial CFS Acts, the National
Standards prevail. 
 
The National Standards include prioritizing prevention over apprehension
whenever possible and includes the following provision:

Prenatal care (2) 
To the extent that providing a prenatal service that promotes preventive care
is consistent with what will likely be in the best interests of an Indigenous child
after he or she is born, the provision of that service is to be given priority over
other services in order to prevent the apprehension of the child at the time of
the child’s birth.

What does the Prenatal Care provision mean?

This provision aims to prevent the apprehension of Indigenous children at birth
whenever possible. 
 
In order to be compliant with the Act, prenatal services that promote
preventative care should be provided whenever those services are likely to be
beneficial to an Indigenous child after they are born. 
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What if an expectant Indigenous parent(s) appears likely to

need support or unlikely to be able to safely care for the

child after the time of the child's birth?

The paramount consideration remains the best interests of the child [best interests]. 
 
Best interests is to be interpreted and applied according to the Act’s principles and
factors. This includes considering the child’s physical, psychological and emotional
safety, security and wellbeing, as well as the importance of the child’s relationships
and connections with family, community, culture and territory to their wellbeing: ss.
9(1)-(3); s. 10 (1)-(3). 
 

I. Preventative Prenatal Services:
 
The CFS Service Provider must demonstrate they have prioritized, and facilitated
access, to prenatal care likely to be in the best interests over other services to
prevent apprehension at birth: s. 14.2. See next page for more information on
preventative prenatal services.  
 
II. Preventative Services Planning for After Birth: 
 
The CFS provider must demonstrate preventative services have been provided
to the mother/parent(s) prior to apprehension (as consistent with best interests
according to the Act):  

• Family Support: The Act requires that family support services are to be
prioritized over any other services: s. 14(1).
• Socioeconomic Conditions: CFS may not apprehend solely on the basis of
poverty, lack of housing, lack of infrastructure or state of health of parents or
care providers: s. 15. 
• Reasonable Efforts: CFS MUST demonstrate they have made reasonable
efforts to have the child remain living with their parent prior to apprehension:
s. 15.1. 
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III. Placement Planning for After Birth: 
 
If the CFS provider has decided the child must be placed in out of home care
for safety reasons, the Act requires they provide (as consistent with best
interests according to the Act):
 

• Notice & Representation: The CFS provider must give notice the child’s
parents, care providers AND Indigenous governing body BEFORE any
“significant measure”: s. 12. The same people have the right to speak in any
related court proceedings: s. 13.
• Placement Priority: The CFS provider is to place the child in the
following order of priority: (a) parent(s); (b) family members; (c) person from
the same Indigenous community; (d) another Indigenous person; (e) any
other adult. The CFS provider must consider placing the child “with or near”
siblings (siblings do not need to share the same parent) and take into
account customs and traditions such as custom adoption: ss. 16 (1), (2),
(2.1).
• Reassessment for Family Unity: If the child is not placed with their
parent or a close family member, there must be a plan for ongoing
reassessments of whether it would be appropriate to place the child back
with their parent(s) or a family member: s. 16(3).
• Promotion of Attachment and Emotional Ties: Even if a child is not
placed with their parent(s), the CFS provider is to promote their attachment
and emotional ties to their parent(s) and family members (and continuity of
their cultural connections): s.17. 

 
 

I. Preventative Prenatal Services:
 
Preventative Prenatal Services should include, minimally, (1) essential prenatal
services and (2) additional specialized prenatal services for specialized
circumstances. 
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1. Essential Prenatal Services
 

What Prenatal Services that promote preventative care are
likely to be beneficial to all Indigenous children after they are
born?

 
Preventative care likely to be in the best interests of an Indigenous child after
birth is always likely to be promoted by ensuring essential prenatal services are
available and accessible to Indigenous expectant parents. 
 
George Engel’s BioPsychSocial model of health has been widely adopted within
Euro-Canadian Medicine (Borrel-Carrió, Suchman, & Epstein, 2004).  This multi-
faceted model of health is in keeping with the World Health Organization’s (WHO)
definition of both sexual health rights and reproductive health rights. It also
mirrors Indigenous holistic frameworks of health and wellness.
 
The Society of Obstetricians and Gynecologists 2013 Health Professionals
Working with First Nations, Inuit & Métis Consensus Guideline clearly outlines this
standard of care for Indigenous women/parent(s) along with recommended
Euro-Canadian resources and services.  In addition, there is a clear statement of
support for prioritization of Indigenous resources and services (Society of
Obstetricians and Gynaecologists of Canada Clinical Practice Guidelines, 2013).
 
We use these models of care here to organize and frame essential prenatal
services for Indigenous expectant parent(s):
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What comprises essential Prenatal Care?

Community Outreach Nurses,
Dentist, Fetal Cardiology,
Hematology, Imaging Services,
Immunizations, Infectious Disease,
Lab Services, Lactation Consultant,
Maternal Fetal
Medicine, Neonatal Intensive, Care
Unit, Obstetric Internal
Medicine, Obstetrician, Perinatal
Addictions, Pharmacy Services,
Primary Care  
Pregnancy Provider: Registered
Midwife or Family Doctor, Public
Health Nurses

 

BIOLOGICAL PSYCHOLOGICAL

Culturally Centered Counseling 
Culturally Centered Prenatal Classes
Culturally Centered Family
Counseling
Culturally Centered Prenatal Groups
Indigenous Family Centered Services
& Programming
Reproductive Psychiatry
Trauma Specific Services

 

SOCIAL

Clothing Services
Community Housing 
Emergency Housing
Food Bank
Income Support
Infant Supplies
Peer Support 
Transportation Services

 

CULTURAL

Ceremonialists
Elders
Indigenous Doula Service
Indigenous Foods
Land-Based Activities
Language Revitalization
Knowledge Keepers
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2. Additional Specialized Prenatal Services for

Specialized Circumstances

Additional specialized prenatal services are recommended for the following
circumstances that may increase the risk of apprehension at birth without proper
preventative care:  

2.1. Substance Exposure in Pregnancy
2.2. Family Violence
2.3. Socio-economic Circumstances 

 
Recognizing that the following prenatal circumstances and their respective services
rarely occur in isolation, a common theme to be noted is that accessible trauma-
informed, culturally centered, interdisciplinary care of prenatal patients is
the best practice in preventing unnecessary apprehensions at birth and facilitating
family permanency.
 

 

2.1 Substance Exposure in Pregnancy 

Comprehensive, continuous, interdisciplinary, harm-reduction
oriented prenatal services: 
 
Clinical practice guidelines, including the World Health Organization’s 2014
Guidelines for Identification of Substance Use and Substance Use Disorders in
Pregnancy and British Columbia’s Treatment of Opioid Use Disorder During
Pregnancy, establish the current standard of care for management of substance
exposure in pregnancy (World Health Organization, 2014) (British Columbia Centre
on Substance Use, B.C. Ministry of Health, B.C. Ministry of Mental Health and
Addictions, & Perinatal Services BC, 2018).  Both guidelines make strong and
extensive recommendations for comprehensive (addresses all aspects of health),
continuous (community, outpatient to inpatient settings), interdisciplinary (wrap-
around), harm reduction prenatal services including opioid agonist therapy as
needed.  This has set the standard of care across Canada and is quickly becoming
an accreditation standard.
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Post-partum Rooming In for the mother-infant dyad: 
 
In their 2018 guidelines for substance-exposed infants, the Canadian Pediatric
Society recommends rooming-in: a program and policy of keeping substance
exposed women/parent(s) and their infants together and treating them for their
substance withdrawal as a maternal-infant dyad, as a central management practice
point (Canadian Pediatric Society, 2019).  Rooming-in has been shown through
rigorous research to benefit the mother-infant dyad in both short- and long-term
health outcomes.  Rooming-in also reflects common Indigenous approaches to
health whereby engaging protective factors is a central treatment strategy and the
focus remains on wellness as opposed to perceived pathologies.
 

 
Standardized Risk Assessment Screening Tools: 
 
Where there is a past history of family violence or abuse, or an expectant parent is
considering leaving a situation of family violence, prenatal preventative services
should include standardized risk assessments such as the Government of Canada’s
“B-Safer” risk assessment tool (Kropp and Hart, 2004).  
 
Safety Planning and Access to Psychological, Social, Cultural and
Socio-economic Supports:
 
Victims of intimate violence need supports to plan strategies for safety planning
and help to prevent further and more serious incidents of violence. Pregnancy
statistically increases the risk of violence and Indigenous victims often face
compounded barriers and challenges due to systemic biases and correlated
distrust, which can impact help-seeking choices.   Prenatal services that include
access to psychological, cultural and social supports as well as support to address
socio-economic conditions, such as housing, that are barriers to finding and
establishing safety and security, are likely to be in the best interests of the child
after birth. A safety plan for after birth may include in-home family support or
preservation workers to monitor safety, reinforce treatment and recovery strategies
and support the family.

 

2.2 Family Violence
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Intimate Partner Violence Treatment Programs and Parenting
Programs:  
 
There are treatment programs and groups for men and women who have been
abusive to or been abused by their intimate partners, such as the Circles of Safety
Program offered by Aboriginal Counseling Services of Alberta. Referrals and support
to attend treatment programs for intimate violence promotes preventative care
likely to be in the best interests of an Indigenous child where there is a history of
intimate partner violence and where the expectant parents wish to remain in
relationship with one another after the birth.  
 
In addition, Colleen MacPherson suggests child welfare responses must be
expanded and strengthened to include assessments of the fathers’ parenting
practices and interventions to address any parenting deficits (MacPherson, 2017).
Her literature review demonstrates that families often stay together and children
continue to have contact with their fathers despite the intimate partner violence,
highlighting the need for fathers who perpetrate intimate partner violence to be
offered interventions as parents as well as partners. She recommends the further
development and utilization of parenting programs for parents who use intimate
partner violence to minimize the risks of child welfare interventions inadvertently
reinforcing these fathers’ coercive control within their families. 
 
It is important to consider these interventions prenatally as a primary preventative
measure as opposed to reactive secondary prevention, after the trauma and stress
of an apprehension, to maximize recovery and family healing. 
 

2.3 Socioeconomic Circumstances

Supports and Resources for Housing and Basic Needs: 
 
Bill C-92 prohibits apprehension of Indigenous children based solely on socio-
economic circumstances, including poverty, lack of housing or infrastructure or the
health of the parent or caregiver (s. 15). CFS Service providers should provide
resources, referrals and supports to address socio-economic barriers to an
Indigenous child being cared for by their parents after birth. 
 

10



Family Enhancement or Preservation Programs: 
 
First Peoples Child & Family Review has reported on the Manitoba Live-in Family
Enhancement (LIFE) Program, which was extensively evaluated in 2015 (Deane,
Glass, Vystrcil-Spence, & Mignone, 2018).  Family enhancement is an approach to
child protection that has been recommended by numerous reviews of child welfare
practice.  There are no additional costs to the LIFE program compared to cost per
capita of fostering. 
 
The LIFE families received coaching and support in parenting on a moment-to-
moment basis, seven days per week, and had access to a full range of other
supports such as attachment-based parenting training, anger management training,
substance abuse relapse prevention, employment assistance, help with nutrition
and budgeting, support with issues at school or daycare, and a range of other
resources needed.
 
The findings demonstrated significant benefits to families such as stronger
attachment between parents and children, improved parenting skills for caregivers,
strengthened social support for families, newly acquired household management
skills, successful completion of employment training, and significantly improved
trust in social workers and the agency. Many of these factors are correlated, in
research, with increased rates of family reunification.  The review recommends that
this approach be expanded for use in prevention as well as reunification. 
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