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3

TERMS OF REFERENGCE FOR THE REVIEW OF THE SERVICES PROVIDED TO
PHOENIX VICTORIA HOPE SINCLAIR

Section 10(1) of The Fatality inquiries Act states the foltowing:
If Chief Medical Examiner recelves an inquiry.report about a deceased chiid who, at the time

of death or within the one year pericd precading the death,

(a) was in the care of an agency as defined in The Child and Famlly Services Act; or
(b) had a parent or guardian who was In receipt of services from an agency under The Child
and Family Services Act,

the Special Investigator shall, for the purpose of assesslhg the quality or standard of care and
service provided to the chlid and the parent or guardian of the child, examine the records of the
agency with respect to the chiid and the parent or guardian and shall review the actions taken
by the agency In relation to the child and the parent or guardian.

In camrying out this review, the Special investigator is authorized to examine agency recortds
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and to make necessary confidentlal copies as required, to interview agency staff, and to .

exercise any other Invesiigative powers under The Fatallty Inguiries Act, Sections 7(5) and 8(7).

The purpose of this review will be to ascertain the facts regarding the involvement of mandated
Child and Famlly Services Agencies with this child, the parents or guardians and any other
significant others; the drcumstances of the death, Including the cause or probable cause of
death; and, the action of Chlid and Family Services Agencies, in response o the death.

As required In Section 10(3) of The Fatslity Inguiries Act, the Chief Medical Examiner shall
deliver a confideniial report to the Minister of Famlly Services and Housing. The report will
include the factua! Information relevant to the events preceding the death of the child and make
recommendations to the Minister of Family Services and Houslng for any action required by the
Depariment of Famlly Services and Housing to. undertake comrective measures as may be

identified in the course of the inguiry.
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INQUIRY PROCESS

In accordance with The Fatality Inquities Act {1980), Section 10(1), Chiid and Family Services
Agencies, the Office of the Chisf Medical Examiner recelved 2 report of the death of Phoenlx
Sinclalr. At the time of death, a file was open dus io the disappearance of Phoenix. Through
the examination of avaliable information from Chlld and Famlly Services, and 'lnterviews, the
services provided by the Agency or Agencies were reviewed. They form the basis of this report.

This investigation was conducted by and the report prepared by Jan Christianson-Wood, MSW,
RSW, Special Investigator, Offics of the Chief Madical Examiner.

March 8 and 9, 2006
March 13, 2006
March 20, 2006

March 23, 20086'

March 29, 2006

March 30, 20086

March 31, 2006

Relevant Dates

RCMP request infermation conceming the late iR
as part of the investigation Into the disappearance of Phoenix

Sinclar,
Confimation of S.10 report and initiation of review using CFSIS,

Service raviews announced by the Minister of Famlly Services
and Housing.

Death of Phoentx Victoria Hope Sinclalr.

File from CFSIS roviewed by Jan Christianson-Wocod, Special
Investigator, Office of the Chlef Medical Examiner.

Telephone message left for Supervisor, Animikii Ozoson.
Email sent to Intake Supervisor, Winnipeg Child and Family
Services Branch.

Telephone message recelved from Supervisor, Animikii Ozoson.
Telaphone message received from Winnipeg Chiid and Famlly

! The date of death was assigned in the Office of the Chief Medical Examiner as Phoenix's
body was not found and the identification of remains Is ongoing.
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April 3, 2006
April 6, 2006

April 7, 2006

April 10, 2006
Aprl! 11, 2006
April 12, 2006

April 18, 2006

Apri 19, 2006

Aprit 20, 2006

Aprll 21, 2006

5
Services regarding file components and locations.

Call from Winnlpeg CFS regarding request for file access or fils
copy. They will consult and cali back regarding arrangements.
Email exchange with Abuse Worker, Winnipeg CFS Branch

Reply from Supervisor, Animikif Ozoson; Phoenix's father Is also
the father of a 15 year old giri's 2 month old infant. Steven
Sinclalr has fathered other children.

Flles raviewed at offices of Winnipeg Child and Family Servicas.
Further file requests made for POS File ang ciosed files.

Emall from Winnlpeg CFS Branch regarding ciosed file.
Emal! request to Resource Diractor, Winnipeg CFS Branch,
Email reply from Resource Director, Winnlpeg CFS Branch.

Winnipeg Child and Family Services Place of Safety file received,
copied and reviewed.

Reguest made for criminal risk assessment.

Regquest made for access to ward file of father, Steven Sinciair.

Results of criminal risk assessment recsived.

Telephone inquiry io Child Protection Centrs, intake Nurse
conceming February 2003 hospital visit by Phoenix.

Telephone Inqulry to Anishinaabe Child and Famlly Services
conceming Kimberly Ann Edwards. Reply recsived and identity
clarified regarding thelr foster mother of the same name,

Emall to former worker regarding past Involvement with Sinclalr
family.

Email request sent to Agency internal counsel; reply received
Telephone message ieft for Agency extemal counsel.
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Apri 21, 2006

April 24, 2006

April 25, 2006

April 26, 2006

April 27, 2006

April 28, 2006

May 1, 2006

May 2, 2006

May 3, 2006

6

Emal exchanges with Resource Director, Winnipeg CFS Branch
regarding POS foster mother.

Telephone message recelvad from extemnal counsel’s office.
Talephone message |eft for external counsel.

Email sent to former Agency suparvisor for mother, Samantha
Kematch.

Reply received via emall from supervisor,

Email sent to former EIA workers for Kematch-Sinclair family.

Emall sent to former Agency worker regarding Steven Sinclair.
Message recaived from Agency's external counsel. Cali retumed.
Emall sent to Winnipeg CFS Branch conceming Public Heatth

invalvement,
Voice message received from Agency’s external counsel.

Telephone cal from Agency’s extemal counsel, A transcription of
August 2003 Family Court proceedings has been ordered to
provide the requested information. This was reguested April 21
or April 25 and should be available in two weeks.

Telephone call from Winnipeg CFS Branch Program Manager
regarding the writer's request to the former worker for Ms
Kematch. The recordings by the former worker and supervisor
will be sent to them for their comments.

Request sent to update request made Aprll 18, 2006 for accass
to father's ward file. \

Emal reply received from Program Manager advlising that the
request has been sent to Agency’s extemal counsel for an

opinion.
Copy of report to Child Protection Branch by Southemn Authority
about service by Intertribal Child and Famlly Services received.

Telephone call from Agency extemal counsel advising that
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May 5, 2006

May 8, 2006

May 9, 2006

May 10, 2006

May 11, 2006

May 12, 2006

May 16, 2006

7

access 1o the father’s ward file can be provided.
Telephone call from Agency advising that father's file is available.

Telephone cali to Agénqrs extemal counsel asking about the
transcription. Writer was advised that an expedited version was
not requested. A request has been made 1o move up the date.
The writer Is requested to call back on May 17.

Sacond Information request sent to former EIA worker.

Discussed with Child Death Spetiallst the information provided
by the Crown Attorney conceming pessible ICFS Involvement
In this matter. She will follow up.

' Review of Steven Sinclair's ward fle at Winnipeg CFS.

Telephone massage left for Branch Child Death Speciallst
regarding request for Information. .
Reply from Winnipeg CFS regarding PHN involvement in 2004.

Consultation with CME and Director about allegation of ICFS
invoivement; RCMP to bs contacted.

Communication with Branch Child Death Spacialist regarding
case Information.

Telephona call to RCMP “D" Divislon Fiaison regarding request for
Information. The matter has been refarmed to Staff Sgt. Major
Crimes Unk. ‘

Meeting at Winnipeg CFS Branch with former supervisor, Intake
worker and Program Manager conceming PHN involvement

after birth of i sister of Phoenix, In 2004.
Letter faxed fo Publlc Health conceming Involvemant with Sandra

Kematch,

RCMP Lialson advises that Major Crimes Unit will be asked for
fprlher information concemning the alleged referrai io ICFS
conceming Phoenix.
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May 17, 2006 Telephone call to office of Winnipeg CFS Branch's extemal

Counsel concerning transcription; not ready yet.

Telephone call to RCMP Lialson conceming information request.

Telephone call from RCMP Major Crimes Unit Sgt.; one of thelr
Investigators will follow up conceming the request about a
referral. Writer advised that this could result in an investigation
by the Chiid Protection Branch.

File copy received from the Public Health Office, Winnlpeg.

May 18, 2006 Reply from Steven Sinclalr's former Child in Care worker
concering the comment on the closing summary of the file.

Voice message from RCMP Cst., Major Crimes Unit. Returned
the call and left a message. Called a sacond time this date.

Reply from RCMP; their witness is firn that a call was made to
ICFS but WCFS Branch is the only Agency with a written
record conceming contacts on case. RCMP have confirmed
that Mr. McKay, mother’s partner, is related fo several staff at
ICFS. RCMP will request that the lead investigator call the
writer after May 24.

This Information was relayed to Branch’s Child Death Speciaiist.
Writer was advised that the E.D. of the Southem Authority was
surprised by this allagation. '

Public Health information reviewed.

May 19, 2008 Reply from Steven Sinclalr’s former CIC worker.

May 23, 20006 Letter sent to Intertribal CFS requesting Information after a
consultation with the Director, OCME.
Third request sent to EIA for Information.

May 24, 2006 RCMP provide copy of Informant’s statement concemning a
referral to ICFS prior to Phoenlx’s death.
Copy of transcription recsived and additional question relayed to
WCFS exiemal counsel. Quastion answered and additional
transcription requested for clarity. (Recelved.)
Reply received from EJA.
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May 25, 2006

May 29, 2006

May 30, 2006
June 6, 2006

July 6, 200§

July 18, 2006

August 1, 2006
August 2, 2006
August 11 & 14, 2006
August 15, 2006

September 19, 2006

Email exchange with EiA conceming parents of Phoenix.

Email from RCMP conceming interview with Informant about
any referral made to ICFS prior to death of Phoanix.

Faxed copy of Lega! file receivad from Agency extemal counsel.

Court transcripts received from Branch extemal counsel.

CIRC notes typed from May meeting. Conversation with Crown
Attomey notad and acted upon.

Copy of memo from Southem Authority to Director, Child
Protection Branch provided on request.

Email to RCMP Major Crimes investigator conceming allegation
about a call to ICFS In June 2005.

Faxed copy received of allegations made by clients of Animikii
Ozoson Child and Family Services.

Email exchanges with Chlld Protection Branch regarding POS
standards.

Reply from RCMP liaison for the witness conceming ths above
inquiry.

Reply from Child Protection Branch to inquiry September 18,
2008 conceming report from Animikii Ozoson CFS; no further
information was discovered. (Source: Executive Director and
CEO Southem Authority) ’
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Child and Famlly Services Files Reviewed

Samantha Kematch Winnipeg Child and Famity Services, Family file, open.
Stephen Sincialr Winnipeg Chlld and Famlly Services, Family file, closed.
Phoenix Sinclalr Winnlpeg Child and Famlly Services, Ward file, closed.

Kimberly Ann Edwards® ‘Winnipeg Child and Family Services, Foster Home file, closed.

Kimberly Ann Edwards and Rohan Stephenson
Winnlpeg Chlld and Family Services, Place of Safety file, closed

Geographic Information

Phoenix lived with her father—and later her mother—in the City of Winnipeg. At some point
in 2005, Phoenix moved with her mothsr and Karl Wesley McKay to a home on the Fisher
River First Nation. From information available at the time of writing, It is believed that she
died in thls community.

2 This person’s date of birth Is February 6, 1966 and she Is not the former foster mother of Phoenix
Sinclalr desplte having exactly the same name. The former foster mother's date of birth Is August 5,
1970 .
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KEY INDIVIDUALS

Decaased: Phoenix Victoria Hope Sinclair
Date of Birth: Aprii 23, 2000
Date of Death: March 23, 2006

Mother: Samantha Kematch
Date of Birth: September 9, 1981

Father ; | Nelson Steven “Steva” Sinclair
Date of Birth: May 15, 1980

Slblings: \

Permmanent Ward of island Lake Child and Famlly Services
Dats of Birth: July 23, 1998

Father: s ——— - G
] |
Date of Birth: April 29, 2001

Date of Death; July 15, 2001
Father. Steven Sinclair

Date of Birth: April 28, 2001
Father: Karl Wesiey McKay

Date of Blrth: December 12, 2005
Father: Karl Wesley McKay

Significant Others;
Former foster mother of Phoenix: Kimberly Ann Edwards Stephenson

Former foster father of Phoenlx Rohan Stephenson
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CASE HISTORY

The services provided by Winnlpeg Chlld and Family Services Branch have been
reviswed by the Special investigator of the Office of the Chisf Medical Examiner in accordance
. with Saclion 10 of The Fatality Inqulries Act. The Chief Medical Examiner has made six

racommendations.

In an effort to preduce a more concise report, the family history has baen
condensed. All Agency files provided were thoroughly reviewed. A more detaiied history
is contained in Phoenix Sinclalr’s file In the Office of the Chisf Medical Examiner.

1. History fo June 2003 '
{(Adapted from the CME’s Report Concerning Services to Sl IEENEND

Phoanix and §8ll Sinclalr's parents, Samantha Kematch and Steven Sinclair, were
known to child welfare. agencies as both were Permanent Wards, Ms. Kematch was a
Permanent Ward of Cree Nation Child and Famlly Caring Agency and Mr. Sindlair had
been a Pemmanent Ward of Winnipeg Child and Family Services.

Ms. Kematch gave birth to her first child, 8 on July 23, 1998 at St. Boniface
Hospltal where staff were concemed as Ms. Kematch concealed her pregnancy and
had no pre-natai care, She fold staff that she discovered she was pregnant only a
month before delivering Y Hospitai Staff noted that the boyfriend who
accompanied Ms. Kematch was appropriate and hls mother was very supporiive. Ms.
Kematch presented as "immature” and was described as "emotionally flat”

On July 23, 1999 Winnlpeg Child and Family Services apprehended i on bshaif of
Cree Nalion Chlid and Famliy Caring Agency as Ms. Kematch was & Permanent Ward
and in an Independent ilving situation with Macdonald Youth Services.

Crae Nation CFCA's file stated "after deiivery of her baby, Samaniha was short with
hospital staff and appeared o be emotionally flat when discussing future plans of her
newbom. Samantha gave no Indication that she was ready to parent this chiid. Due io
Samantha's behaviour and attitude towards her newborn, Cree Nation CFCA felt itis in
the child's best interest fo be placed In care for a period of six months. Since the
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apprehension, Samantha has indicated she would llke io parent her chiid and has
egresd to attend a faciiity for young mothers. Samantha will continue her weekly
supervised visits. She will attend a facility for young mothers at Waywayseecappo First
Nation for a period of six months onee an opening is provided. P will remain in
foster home untll Samantha s admitted to the facility for young mothers.”

On July 25, 1995 B was piaced In a foster home.

@ was placed with his mother at Oskki-lkwe, a facility for young mothers at
Waywayseecappo on September 14, 1998. After elevan weeks at the faciiily, both Ms.
Kematch and @i were discharged from Oskki-lkwe due io unspscified safety

concems for I°

@l wos replaced in his former foster home and Ms. Kematch retumed to the
Indepandent Living Program under Macdonald Youth Sarvices until she reached the

age of majority.

@ s fzther, is from the community of Wasagamack. -
Sl sventusiiy moved to a foster home licensed by Island Lake First Nation Famlly
Services. i remains a Permanent Ward of Island Lake First Nalion Family Services
and had no contact with his mother after 1998 accarding to the file Information. It was
not clear from the file Information if Mr. I had contact with his son. information
from the General Authority after Phoenix was reported missing indicated that {liil
lives in a foster home in Winnipeg*

On April 23, 2000 Phosnix Victoria Hope Sinclair was bom at the Health Sciences
Centre. Hosplial staff called Winnlpeg Child and Famlly Services as Ms. Kematch
recaeived no pre-natal care throughout her pregnancy. in discussing matters further, it
was discovered that i had been removed from Ms. Kematch's care.

Stevan Sinclair, Phoenix’s father, had not parented a chiild but a summary from
Winnipeg Child and Family Services, dated April 15, 199B stated "...very hostile with
authority figures and oppositional in behaviour; had a drinking problem but was not

3 These were Identified in other file material es a failure to fesd the chiid adequately 2nd & fallure 1o

?mvide satisfactory physical care.
Background Information on Phoenix Sinclair prepared by the General Authority for the Child Protection

Branch on March 13, 2006.
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motivated o address his problem and thls was Impeding his abliity to funclion in a
school environment..was physically, sexually and emotionally abused as a child;

Dept. Prod. #047

seemed to have difficuily with women in authority. Steven remains to be (sic) a highly

disturbed Indlvidual who should not be left In charge of dependent chlldren. He
has numerous unresolved abuse Issues.” (Emphasis added.)

When she was asked why @i had been removed, Agency case noles refiect that
Ms. Kematch had advised workers "Samantha thought that it was because they thought

" she may hurt the baby, as her mother did her. in further questioning the coupis, It was-

discovered that they had not made any purchases for the baby whatsoever and
- Samantha indicated not belng emotionaily ready to parent. N/Duty workers attended the
hospital on this date to meet with the parents, and both Indicated that they were not
prepared to care for this baby, either financially or emotionally...they both indicated that
they required some time to think about their options and required the baby coming In to
Agency care to do so." A subsequent conversation with Cree Nation CFCA revealed
that Samantha, despite belng given an opporiunity to parent Jjjjjj had not been abie
to feed him or meet his “basic neads”. Conseguently, he was removed from her care.

On Aprii 24, 2000 Phoenix was apprehended by Winnipeg Child and Family Services.
When Agency workers went to the hospital on April 25 to pick up Phoenix, Ms. Kematch
statsd that she had "changed her mind and no longer wanted this writer to leavs with
her baby. She Indicated that her mother and her aunt were on their way to Winnipaeg
from their home reserve (she did not know which reserve her mother lives on) and
would be here at 6 pm to pick Phoenix up. This writer indicated that Phoenix is currently
under Apprehenslon with the Agency, therefore, no one can simply come and pick the
baby up. Samantha was advised io give her mother my phons number to discuss her
Interest In caring for Phoenix. it was at this point, that Samantha reiterated that her
mother used to abuse her when she was younger and that this Is why she was in
Agency care. This writer then Indicated that her mother would Tikely not make an
appropriate care alternative for Phoenix under these circumsiances. Samantha then
thought that she had an aunt that may want to care for Phoenix. She was again directed
to get anyone who Is interested to make contact with this writer to discuss further. This
writer Invited the parents to help this writer to dress Phoenix and only Steve did so.
Samantha seemed only vaguely Interested in the process, and when we were waiking
downstairs, she seemed more Interested In chatting and giggling with a friend. The gir
that the couple met up with, appeared extremely shocked that they had just had a baby.
She made it sound as though the couple had kept this a secret on purpose.”
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Phoenix was placed In an emergency foster home placement. If was noted that Phoenix
was a happy and healthy infant and there were no concems.

Ms. Kematch and Mr. Sinclair consented io a three month Temporary Order of
Guardianshlp with respact to Phoenix. The file was transferred to a Family Service
worker with a request that psychiatric or psychological evaluation of Ms. Kematch be
undertaken. Both parents were requested 1o altend appropriate parenting classes and
were to have weekly visits with Phoenix

The intake worker noted "the assigned worker shall have two primary issues to sor
through in the coming months. Firstly, the question of parental motivation and
commitment will need o be assessed and weighed on an on-going basis. Secondly, it
will be necessary to determine Samantha's parental capacity.” (Despite the couple’s
plan to parent together and the concems noted on Mr. Sinclair’s file, no pian to assess

him as a parent was recorded.)

Ms. Kernatch and Mr. Sinclalr had a strong advocate from The Boys and Girls Club who
assisted them. On May 11 2000 their advocate advised the Agancy that attempts were
ongolng to have the parents mast the Agency's expectations. By mid-May Ms. Kematch
and Mr. Sinclair had started a parenting group at the Andrews Street Centre. They
altended every wesk for eight weeks and completed the program.

There was difficuity in finding a psychologist to assess Ms. Kematch—the worker noted
that attempts were made in May, June and July of 2000 without success. The worker
noted that it appeared that Ms Kematch’s presentation and level of cooperation may
have been factors in the fallure fo complele an assessment.

Phosnix moved from an Agency emergency shelter fo an Agency foster home In

W o May 5, 2000.

in the Place of Safaly application signed by Rhon Stephenson and Kimberly Edwards
Stephenson on September 23, 2003 the ssction titled “What ars your principal reasons
for warnting fo be a foster parent?” was completed with "Love (Had child on and off since
she was 3 mo. old).” Phoenix was retumed 1o her parents at the age of four months. If
the POS application Is accurate, the parents began to delegate Phoenlix’s care to others
slmost as soon as she was returned to them.
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An Agency summary from this ime noted "through May to August the coupie continued
to visits (sic) with Phoenix on a weskly basis, Tuesdays from 10:30 a.m. to 12:30 p.m. it
was also leamad from [Nams of Advocate] that they continued to attend the Boys and
Giris Chub's summer programming, thay ﬁarﬁcipatsd in a program focused on job
tralning. [Advocate] also reported that the couple seems to bs comimitted to parenting
their child and wanted her retumed to their care. The parents were cooperative with this
worker howsver Samantha often appsared angry when she was required fo discuss any
of the relevant Issues with this worker. It was as if that was her general demeanor (sic)

with those In authority.”

At the end of July 2000 Ms. Kemaich and Mr.. Sinclair consented to a one month
Voluntary Placement Agreement with the goal being Phoenix’s refum to their care. Tha
required psychological evaluation had not been compleied and there remalned an
outstanding concem about Ms Kematch's smotional stability. No concems about Mr.
Sinclair were notsd—t appeared that hls functioning was not a critical factor in the
decision to retum Phoenix.

A teaching support worker was assigned to work with them and visits were Increased to
two hours twice weekly. In mid-August the vislts were again increased and began to
take place In the parents’ home. The teaching support worker indicated to Agency
workers that Ms. Kematch and Mr. Sinclair were very attentive to Phoenix and had
begun to accumuiate all the necessary ltems to cars for her.

On September 5, 2000 Phoenix retumed to the care of her parents. Her foster mother
sent information about Phoenix In a letter to her parents. Ms Kematch and Mr. Sinclair
siso received photographs of thelr daughter, These show Phoenix as a beautiful, round-
faced child with abundant dark hair. She was photographed playing in an ‘exersaucer’,
looking Into a tank of fish, sitting on a sofa, ‘riding’ a 1oy horse and drinking from a baby
bottle.

On September 13, 2000 Ms. Kematch was assessed by a psychologist who Indicated
that she was not depressed but that her flat affect might be a manner in which fo protect
herself due to her Jife experiences or might simply be her sfyle of presentation. The
psychologist stated that the parents appsared commitied to one another and felt they
were genuine In their deslre to parent Phoenix. The psychologist also noted that Ms
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Kematch was a “closed book” In that she did not want to reveal Informatlon. Despite
this, he did not feei that any further assessment was required.

_ The notes reviewed do not indicate whether Ms Kamnafch’s history as a teenager, which

includes references to hostility, eggresslon, criminal activities and sexually promisctous
behaviours were shared with the psychologist. There was no indication that an
assessment of Mr. Sinclair was considered, dsspie the concems noied in 1998 about
the potential for harm io children placed in his care. The quelfly of this assessmert—
and the Iack of insight it provided Into Ms Kemalch's capacily to parent adequately—

was not challenged by the f\gancy.

Notes from the Family Support Worker (FSW), whose assessments of the parents’
functioning were an important factor in declding to return Phosnix to their care, were not
found in the materials provided for review.

Tha teaching homs support worker remalned involved with the family under a six menth
Famlly Support Services Agreemant slgned on September 5, 2000 and the Agency
continued to monltor the situation. The case was transferred o another worker by
means of a fransfer summary dated October 2, 2000.

A new worker was assigned In November 2000, according to a July 186, 2001 Saction
182 raport; Nofification of the Death of a Chlid Not in Care.

File Information noted that there was “minimal contact™ with the coupie unt@ii's birth
in April 2001. Ms Kematch and Mr. Sinclair wers difficult for the assigned worker to
contact, Were they folfowing through with the terms of the six month service agreemsnt
and contract signed in Seplembsr 20007 As the Agency had a contract, why was It not
a cancemn that the family was not seen by a social worker from October 2000 (when the
former worker signed off the cass), through November 2000 (when 8 new worker was
assigned) and up fo February 2001 when contact was established? Did the FSW
continue fo see the family and report on thelr parenting? As this was a child protection
case, notes were an important and necessary part of case manegement. WCFS Branch
has Internal standards for support workers’ recording. This Incldent may predate the
introduction of those standards.

As Ms Kematch delivered R in April 2001, why was her pregnancy not noticed by
the worker In February or reported by the FSW in her ongoing contacts? How were the
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concems in the service contract resolved If the Agency’s workers had no contact with
the famlly for several months?

The condiions in the suppor! service agreement and the service contract had included
twice-weekly meetings with the support warker, reguiar contact with the Famlly Services
Worker, including access to the couple's home and cooperation with the Agency in
exploring Issues of famlly viclence and substance abuse. The file doss not indicats that
these concems were addressed or that Ms Kematch's aggressive and uncooperative
presentation in February 2001 caused any heightened concern about her functloning as
a parent. As her first child was removed from her care in 1988 due to her inabifity to
provide for basic care needs, Including feeding, sustained and In-depth observation of
her parenting was required. The assessments needed were not found In the materials

presented for review. .

An August 2001 summary noted that a visht had been made to the family home in
February 2001 in an altempt to locate the couple after a pericd without contact. During a
home visit on February 9, 2001, Ms Kematch “appeared angry" and Mr. Sinclalr
removed himself from the discusslon. Ms Kematch was largely uncocpsrative with the
worker'’s attempts {o engage her—elther responding aggressively or ignoring the worker
in order to watch tslevision. Samantha was dear that she felt she had done all that was
asiked of her and did not want further Agency Invoivement. Mr. Sindair appeared
invoived in the ongoing care of Phoanix

On April 29, 2001 NSRS, /=5 bom. The Agency did not note

concems with her birth or her parents at that time apart from noting that this was the
third pregnancy concealed from the Agency. A home visit was attempted without
success in May 2001.

Given the lack of contact between the Agency end the family, the basis for assuming
that the parents could safely and successiully parent a second infant was unclear. The
continued lack of contact afteréiiilifs birth Is conceming particularly as the Agency had
leamed that the pregnancy was concealed. The fle had remeined open during this

period.

On July 2, 2001 Ms. Kemaich asked the Winnipeg Pdlice Services to assist her in
regaining custody of @il On July 3, 2001 she reportedly ratumed {fiil§to Mr. Sinclair
25 she was not prepared to continue to care for her. Mr. Sinclair indicated thai i
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was dirty, hungry and smally when she was retumad as Ms Kematch was incapable of
caring for aninfant.

ft was not recorded in the file if Ms Kematch showed any interest in Phoenix—was she

uninterested in 8 toddler who requlred more attention than an infart?

On July 3, 2001 Mr. Sinclair's sister called the Agency’s Afler Hours Unit with concemns
that Ms. Kematch had Iefl the home approximately two months earfler, teling Mr.
Sinclair that he could have custody of both chiidren. {Mr. Sinclair toid the worker that he
and Ms Kemaich had been separated for three weeks.)

Why was the Agency unaware of what had besn happening in the home? Monitoring is
required practics In an open protection case, pariicularly one involving parents whose
attachment to Phoenix was guestionsble from the start. File records describe Ms
Kematch was varbslly aggressive and uncooperative. Commenis from Agency staff
involved with Mr. Sinclalr indicaeted that he continusd fo be reluctant fo provide
information about himself or his activities. The strongly worded waming from his Child in
Care file rafsed further ‘red flags’ about the risk he posed {o a child in his care.

After "several concerns” had been referred to the Agsncy conceming alcohol use and
violence between the parents, the on-call worker made a visit o the Sinclair home. He
leamed that Ms Kematch had left the home and-the children in Mr. Sinclair’s care. Mr.
Sinclair appsared to be coplng and indicated that he had assistance from his famlly
members. The assigned worker made a follow-up viskt on July 8 and leamed that
Phoenix was at the home of Kim Edwards, a friend of Mr. Sindair. He indicated that Ms
Edwards was his usual sitter for Phoenix.

The home visit with Mr. Sindialr also revealed that he had been charged with assault by
Ms Kematch when she retrieved il on July 2. He had obtained a restraining order
against her for uttering threats. He Indicated that Ms Kemaich also had a physical
confrontation with Shelta Sindair, one of his sisters. She reportedly had also resumed

her retationship with GG u oo his release from custody.

On July 6, 2001 the Agency worker met with Mr. Sinclair. The worker noted that the
"home was clean and@lillR who appeared fine, was siseping In her playpen in the fiving
room. The worker noted "she then woke up, Steve prepared and fed her formula. She
was alert, the interaction between, father and daughter was extremely poslitive. Steve
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informed the worker, that him and Sam were separated for the past 3 weeks, as she is
with her old boyfriend. ..... Steve Is claiming that he no longer plans to live, or co-parent
with Samantha. Steve was offered supports, but once again he felt he had adsguate
family supports but would call if need be.” He siated that he had not consumed alcohol
for two wesks and used his sister, Ganny (or Jenny) as a sitter. He stated that he drank
for one evening at a time rather than for days at a time and that he did not have a
problem with alcohol.” He was wamed and cautioned about using alcohol with children
in the home and advised that he would be visited weskly.

Genevieve (AKA Jenny AKA Genny or Gennl) Sindalr, the sister refarred to as the sitter
for SR and Phoenix, reportedly was associated with or employed by Ma Mawi Chi
itata. Mr. Sinclalf’s sisters include Angis (AKA Danielie) whose cognltive functioning,
aggresslon and impulsiveness was a source of concem io the Agency and, according io
CFSIS, Norma Jean Sinclair, who was convicted of assaulting and kliing (IR
W 1996. Another sistar, Shella, had Involvemnent with the child weifare system
due to alcohol abuse, domestic violence and inadequate care of her own children.

On July 10, 2001 the worker atiended the home but found no one there. A business
card was left for Mr. Sinclair as the worker had promised.

The history from the Office of the Chief Medical Examniner’s file indicated that (IR
Sinclair reportedly had a cold beginning June 19, 2001. Her father took her to see a
doctor who prescribed Tyieno! and Immunized her. No foliow up appointment was

amrangsad.

On July 15, 2001 &5 woke up about 7:00 a.m. Mr. Sinclair raported that he changed
her and walked around with her before laying her down while he went to prepare her
bottie. At 8:00 a.m. Mr. Sinclalr cams back to feed {illif§ and found her unresponsive
and biue with vomit in her bed. He ran to get his sister who lived close by. When the
sister attended the home, she found that@il}'s feet and fingers wers discoloured and
blus. An emsrgency call was placed and first responders attended the home.

When the police anived, they wsre advised that the previous evening Mr. Sinclair had
thought that @il was hot He had placed a fan in her room to cool her. The police
repart Indicated that the home was hot and @ilifs temperature was slevated. The

% The denlal of aicohol dependency or misuse was a recurring theme in Mr. Sindair's ward file.
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poiice note that the windows in the house were closed and @il was in her piaypan
dressed in a diaper and lying on a quilt '

The cause of §iis death was acute and chronic lowes resplratory tract Infection.

On July 15, 2001 the CRU Intake recaived the report of {@jif§s death. The police

advised the Agency that Genni Sinclalr's partner, (TS A< GEENEES

had a criminal history involving violence and narcotics. This was offered as Genni
Sinclair was providing care for Phoenix, Workers went out to the home but did not

ohserve any concems.

The Agency offered support to Ms. Kematch and Mr. Sindair when #Jiil§ dled. Case
notes from July 16, 2001 documented “ offered my condolences and stated that if the
Agency could help in anyway (sic) that he could contacl us. | informed him that
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Samantha was made aware ioday of {ilis death. Steva stated that he did not want -

Samantha anywhere near him or Phoenix who was staying with 1Kim Edwards. The
funeral amangements have been made for Wednesday, July 18, 2001 at 1PM. The
- Aboriginal Funeral Home is In charged (sic) of the funeral. Steve stated that he doesn't
want Samantha or any of her family anywhere near the funeral. | share (slc} with Steve
that this may pose a problem and 1o think over the matter carefully. Received PC from
Samantha, She stated she wants to know where Phoenix was and that she wanted her.
This worker Informed her that the child is with her father Steve and that he was caring
for her. Samantha siated that the police told her that the child was with CFS. This
worker informed her that at the time of the §ifil§s death (sic) that the child was being
cared for by her father Steve. Samantha began to sound angry and stated that she
wanted Phoenix and how we gave him Phoenix. | informed her that Steve was the
primary caregiver of the chlidren and that the Agency Is aware that her and Steve have
been separated for about one month. Samantha responded “yeah" - and that he had
the chiid in his care and was the guardian. | further told her that "custody™ or lsgal
guardianship nesds to settie by them and thelr lawyers.” (sic)

The worker noted on August 16, 2001 in a Case Summary under “Recommendations
for Future Intervention” the following, *If or when Mr. Sinclair and Ms. Kematch resolved
their relationship and resums -cohabitation, that the Agency accessed [assess] and
monitor Ms., Kematch's parenting style. There are .concerns expressed by Mr.
Sinclalr about her treatment and disciplined (sic) methods used on Phoenix.”
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(Emphasis added.) The worker concluded the file by noting that she was leaving the
Agency. ‘

There were no details provided in the Gase Summary concaming this statement about
Ms Kemalch's treatment of Phoenix who was 15 months old at the time the summary
was wnilen. As she was an infant, the fallure to foflow up on an allegation of
inappropriate discinfine and/or mistreatment is concerning. Waiting for the couple o
reconcile in order io assess and monitor Ms Kemalch did not take into account the
couple’s reluclance lo seek essistance from the Agency. There was also no
contemplation of the very real possibility that Mr. Sinclsir might decide to take a break
from parenting by passing Phosnix back fo her mother and that he would fest no
obiigation to involve the Agency. An examination of the files did not provide additional
detalls in the handwritten recordings.

Ms Kematch's protection flle was closed Iin August 2001.

Steven Sindlair’s file was closed on March 27, 2002 with the notation that Mr. Sinclair
did not respond to attempts to contact him In late August 2001. His sister, Shella, did
contact the worker (who had a relationship with “three of the youngest Sinclairs™) and
relayed that Steven was doing well with Phoenix and that thelr sister, Jenny, was
“helping oul”. Shella promised to pass along to Steven the worker's offer to be avallable
to speak with him or provide service. The worker eventually wrole a letter to Mr. Sinclair
{after another attempt to contact him) asking that he come to the office. No response
was received and no further conceins were relayed to the Agency.

In closing the file, the worker noted that Steven’s family experience had been ona of
alcohol abuse, domestic violence and sexual abuse. As a child In care, Steven did
recelve therapy but the worker was concemed that his “issues” would resurface at a
future date. Mr. Sinclair was described as a “very quiet and private parson” who found it
difficult fo ask for halp or to speak of what was bothering him. The possibility that he
could develop an alcohol problem was noted as an “unresolved problem® as Mr, Sinclair
acknowledged using alcohol. He had been disappointed in his relationship with Ma Mawi
where his sister, Janny (or Genni), worked. The worker noted in “Recommendations for
Future”, *There are concems expressed by Mr. Sinclalr about her [Samantha
Kemafch's] treafment and disciplined (sic) methods used on Phoenit. Jenny Sinclair
was described as “strong support” for her siblings. The worker balleved her fo be “a
Christian” and alcohol free for a number of ysars.
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The police had airsady notified the Agency that Ms Sinclair's partner, SRR
AKX~ had o criminal history related to narcotics end violence. Despite knowing
that Mr. Sinclsir relled on his sister for chifd care, no further checks were done fo assure
Fhosnix’s safely. Further, believing that Ms Sinclair was “a Christian” was not 8
guarantse of good parenting just es bsligving that someone has not used alcohol doss
not gusrantee sobrety. When added to the waming in Mr. Sinclair’s ward file and the
“concerns® Mr. Sinciair shared about Ms Kematch's "discipline” of thelr 15 month old
daughter, R is clear that further assessment of the adulfs around Phosnix was

warrantsd.

No contact with Phoenix or her parents was recorded for over a year. it was believed
that Phoenix was living with her father during this periad; her exact whereabouts were
no! known to the Agency.

The Agency’s Critical Response Unit Intake received a refemral from the Child Protection
Centre on February 26, 2003 conceming Phoenix who had been seen at Children’s
Emergency on February 25, 2003. The unidentifisd man who brought her in told staff
. that Phoanix had an object in her nose since Novembsr 2002 and that he had told Mr.
Sinclair to 1ake his daughter to a doctor. As Mr. Sinclair had not followed through, the
man decided to ‘seek treatment for her. The hospital advised that the object was
removed and a “very foul smelling discharge” came from the child’s nose which was red
and sore inside. Antibiotics ware prescribed but the referral source was not confident
that Phoanix would receive them. The hospltal requestad that the Agency follow up
conceming neglect and inadequats care,

An Agency worker visited Mr. Sinclair's home on February 28, 2003, within the five days
allocated for follow-up 1o the referral from the Chlid Protection Centre. Mr. Sinclair was
not cooperalive with the workers, refusing to explain why he had “a rather sizable black
eye™ or to provide any Information about the friend who was reported to be caring for
Phoenix. He denled any knowledge of Phoenix's "aliment” and was resistant to the
worker’s statement that a retum visit would be necessary to ensure that Phoenix was
well.

Home visits were attempied without success on March 12, March 31, April 17, May 1
and May 9, 2003. The file coniained no information suggesfing that other famlly
members, such as Gensvieve Sinclair, ware contacted 1o locate Phoenix.
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As the “unidentified man” was clegr that Mr. Sinclair had falled fo follow through wilh
necessary medical care reportadly for a period of months, Phoanix was, under s.17 of
The Child and Family Services Act, & “child in need of protection™. A check with the
Child Protaction Centre on April 19, 2006 revealed that the man identifying himself as
Phoenix’s “godfather” {no name was noted on the chart} end was ciear that he had besn
concerned aboul Phoenix’s condition since November particularly as her father had not
acted to remedy it. There had been an earfier visit to 2 walk-in clinic which resulied in a
recommendation to iske Phoenix In io a hospiisl to have the object removed.

On June 21, 2003 Winnipeg Child and Familly Sarvices' Aflar Hours Unit recelved a cail
stating that there was a drinking party In progress at Mr. Sinclairs home. Workers
attended the home and found that Mr. Sinclair had had “one or two beers with his
buddy.” Mr. Sinclair would not make a commitment to stop drinking, resuiling in Agency
workers attending the home twice In the svening 1o dp sobristy checks and supplying
food as Mr. Sinclair had “lost” his monsy and had no food. Notes from the file indicate
that the care being provided to Phoenix was not acceptable and Mr. Sinclair was not
cooparalive with the Agency or police. Consequently, Phoenix was apprehendsd on
June 22, 2003, Her condlfion suggested that she was receiving good physlical care at
that time—it was noted that she calied most females "mom”.

The wuarker noted that Ms Kematch calied on June 23 to inquire about Phoenix after
hearing of the apprehension from Genevisve Sinclair, Steven's sister. Ms Kematch
Indicated that she was working and was in a position to take her daughter. She had
been wonied about Phoenix due to Steven’s alcohol use and recent suicide attempt as
described by Gensvieve. She fold the worker that Staven left Phoenix in the care of
cther peaple but severely limited her access to Phoenix. Her explanation for not
pursulng custody of her daughter was that she did not know how fo inltiate the process
and believed that the Agency would become Involved. Ms Kematch was assured that
the Agency would be involved in scrutinizing and challenging her actions and aclivities.
She stated that she had not been invoived in any counselling or programs as "she didn't
need to". The worker advised that the assigned Family Service worker would be
contacting her. Mr. Sinclair did not call.

On June 24, Genevisve Sinclair was contacted by the Agency. She had seen her
brother and he stated that he *was golng to get Phoenix back.” Ms Sinclalr “couid not
fully explain why he only really provided care to Phoenix 3 or 4 days per month™.
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{Emphasis added.) She acknowledged that Phoenix spent her time with *friends™ {not
identified) for the rest of the month. She acknowledged his uss of alcohol and drugs and
the *negative friends” In his life. .

Attempts were made to oontact.M}. Sinclair over the following days. His sister, Shaila
Sinclair, who had an open Protection flle, calied 1o Inquire about Phoenix and stated that
she “often” had Phoenix stay with her. Ms Kematch contacted the worker about further

involvement.

Phoenix’s first days in care were documented In Agency logs. On her arivaj at the
emergency hotel placement at 8.15 p.m,, she had a bath and something to eat Staff
noted that Phoenix appeared pleased to see that there was a baby staying in the same
placement. She watched some television and went to bed unsventfully. On the following
day, Phoenix played with another child In the placement, ate well and was noted o be
coughing occasionally. On June 24, staff noled that Phosnix was toilet trained and
generally wel-bshaved although she and another child had a smali scuffie over a toy.
She did ask for "Mom” on this date but was abie 1o settle at night aftar a whiie. The
shelter worker wrole "swest dreams little one” and "have a great day tomomow” in
Phoenix’s logbook. The next day passed uneventiully with Phoenix in a good mood and
displaying a good appetlie. This continued on June 26 with a notation that shs became
tired In the afterncon and was consequently "grumpy”. Staff had been washing the outfit
she came In and were aﬁarﬁpﬂng io organize addilional clothing for her. On June 27,
2003, Phoenix moved to the foster home where she stayed until she moved again on
July 31, 2003 to the home of Kim Edwards and Rohan Stephenson.

An intake assessment of the sltuation noted that Mr. Sinclair's capacity to parent had
been deteriorating. Issues of concem included substance abuse, association with the
Indlan Posse gang, leaving Phoenix with unidentified carsglvers for extended periods,
medical neglect of Phoenix and a reported recent suicide atternpt by Steven. Ths
worker also noled that there were outstanding Issues relating to both parents’ coming
from dysfunctional famiiies and viewing the child weifare system as responsible for their
difficulties. The worker noted that Phosnix was the only child Ms Kematch parented for
“any significant jength of fime", having established a pattem of leaving her children and
surfacing brisfly in time of crisis but falling to follow through with promises. Mr. Sinclair
had been mare consistent than Ms Kematch in his care of il and Phoenix but had
been, his sister reported, deteriorating since Jililips death. The worker also noted that
of his famlly, only Ganevieve was believed to be an appropriate support. The worker
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indicated that Steven's sister, Norma Jean Sinclair, was charged and conwicled of the

1996 child abuse death of (RN !t was further noted that Mr. Sindair was
highly resistant to any involvement with the Agancy and avoided contact after Phoenix
came Info care, making it difficult to address ths identified concems about his parenting.

Winnipeg Poiice Services had assisted in Phoenix’s apprehension, advising Agency
warkers that although Mr. Sinclair was “not a bad guy”, he was involved peripheraily
with the gang known as "Indian Posse.”

The assessment continued:

“Steven and Samantha have clsarly Indicated their mistrust and unwillingness
to be invoived with a chiid welfare agency howsver they have not demonstrated
a capacity and commitment to ensure their child's wellbsing enough for the
agency not to be involved. Unfortunately, because of thelr past involvement as
wards of a child welfare agency they are not receptive to services from the
agency and they deny or minimize any Issues presented in an effort to kesp
the agency away from them. Thay would do anything, or nothing, to keep the
agency at bay. It Is this worker's opinlon that it is this attitude and
disregard for the apency that has probably resulted in this agency’s
previous termination of services, and not a lack of chiid welfare Issues. If
one looks back in previous recording the idantified and unresolved problems
are st very much present In the famiy's current situation. The problems
haven’t gone away, and now neither can the agency. The obvious
struggle In commitment, quastionable parenting capacity, along with an
unstable home environment and substance abuisa issues, and lack of
positive support systsm all lend to a sltuation that poses a high level of
risk to their child, for maltreatment and / or placement in agency care.
Phoenix is in agency care now, and it would probably not be in her best
Interests to be returned to elther parent at this time or untii they can
show something to indicate that they can and will be more responsibie
ang profective of her.” (Emphasis added.)

The After Hours Unit forwarded the fils 1o a Family Service Unlt for ongoing service
including an assessment of what would be needed to make if safe for Phoenix to be
returned to the care of seither parent. The Agency applied for a three month Temporary
Order with respect to Phoenix, glving both parenis the opportunity to make Iifestyle
changes. As per Provincial protocol and standards, Winnipeg Child and Family Services

-advised Anishinaabs Chiild and Famlly Sarvices about Phoenix's apprehension, the
Agency's plan and the choics of placement.
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in a letter from Anlshinaabe Child and Family Services to its lawyer, it was noted ...the
child would be placed in the care of the child's Godparents, one of whom (the
Godmother) was a First Nation's person. In light of this and consldering that it was a -
culturally appropriate placement the Anishinaabe worker indicated consent to the Three
Month Temporary Order that Winnipeg was seeking.”

In reviewing the court transcripts provided by the WCFS aextemal counsel and the legal
file provided by WCFS, it appears that, despite several requests, no particuiars were
provided by the assigned Famlly Services worker. The Intake worker had devsloped a
detalled and thoughtful assessment of the family and a recommendation that Phoenix
stay in care untll her safety could be assured by means of demonstraled, observable
change in her parents. This worker was present at the court date when Ms. Kematch
agreed to a consent order of three months and a suggesléd plan of a parenting capacity
assessment and participation in a type of parenting education program.® The Intake
worker was clear.that Mr. Sinclair had falled to.respond to all efforts to involve him in the
planning of what would be needed to bring Phoenix home. It was also clearly statad that
ongoing planning would be the responsibility of the assigned Familly Services worker.

Information was requested on April 21, 2006 from WCFS Branch; specifically, what
were the terms of the order sought by the Agency. Did the Agency have expéc{aﬁans
for Mr. Sinclair conceming change to his iifestyle or his addictions? The transcript of
court proceedings was providad by the external counsel, The transcript provided no
information about eny expeciations of Mr. Sinclalr despite the circumnstances under
which Phoenbt came intp care and throe years’ accumulation of concems about the
gualty of both parents’ care of thelr daughter.

The worker was asked to speak to the court about the Branch's position.

“...he's been having some difficulties earenﬂng his daughter, who he has
basically parented for the last three years.

At this time the baby’s come into care. Her name Is Phoenix, And is now placed
with a, a place of safety with the friends of the family, the godparents. And Mr.

® As the case would be managed by a worker providing ongoing Famlly Services, the Intake worker's

sole in future planning was very limited.
"'This statemant Is coniradicted by earlier statements of Ms. Edwards and Mr. Sinclair’s sisters that

they provided care to Phoenix for substantlal periods of time.
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Sinclair Is, is feeling that he needs some time to, to get his business In order and
wa're prepared o support him In that venture.

So, in this, In this light wa're wa're asking — we , we think this will take about
ihree, three months to accomplish.”

The Agency's counsel asked the worker if it would be sufficlent time “for the plan to
develop” if the order ran from the date of Ms Kematch's consent on July 2, 2003. The
worker's response was affirmative with the proviso that it could be reassessed at the

end of ths order,

Anishinaabe’s counsel did not object to the amorphous plan once the issue of a
culturally appropriate placement was confirned when the worker stated that Ms.

Edwards was of aboriginal background.

The court process was imended 1o protect Phosnix at that lime and to ensure that she
retumed o an improved situation—the end of the order was only seven weegks fromn the
date of Mr. Sinclalr’s appesrance in court. The plan presented by WCFS regarding Mr.
Sinclair consisted of “getfting] his business In order”. What did that mean? What did that
requlre in measurable, observable change?

WCFS failed 1o state a coherent pian for Mr. Sinclalr to foliow untii it was judged safe o
retum Phoenix to him, She came into care because her father was under the
Infiuence of alcohol and drugs and was unwilling to {ake steps to ensure that she
had a safe situatfon. Anishinasbe Child and Family Senvices did not advocate for
Phoenix’s best interests beyond a culturally appropriate placement and the count did not
hold either Agency accountable to a higher standard in PhoenixX’s best Interests. The
transcript was clear that the counsel for Anishinaabe had Instructions conceming only
the cuftural component of her placement Although the provincial chiid weifare
standards were mentioned in court, it was with respect to the requirement for culturally
appropriate placements for aboriginal children. Provincial standards also address the
need for concrete planning with measurable objectives and goals that are realistic, In
addition to the evaiuation of efforts toward those goals, Le. outcome measures. How
else would an Agency know when risk was sufficiently reduced to retum a child homs
safely? An Issus related lo this is whether there Is 8 means available to all workers In
the Province that enables them to mesasure the Initial risk eccurately and enother to
recognize when the chid Is safe enough to return home and when it is safe enough fo
close the case. Case supervision should be sn Important factor in arriving at the final
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decision to return the child home or to close the case but the use of a more reliabje and
objective means of assessing safely is needed.

Place of Safaty with Kimberly Ann Edwards and Rohan Wayne Stephenson

it was at this point that the involvement of Kimberly and Rohan (also referred to as
Rhon on CFSIS) Stephenson was formalized by the Agency. After Phoenix’s
disappsarance bacame an Issue in the media during the spring of 2006, Kimberly
Edwards {also known as Stephenson) was vocal about the lengthy periods of care she
and her former husband, Rohan, provided for the child.

¥imberly Edwards and Rohan Stephenson applisd in 2003 o be licensed as a Piace of
Safety (POS) for Phosenix Sinclair. In the application forwarded to Manioba Family
Services, it was noted that Kimberly was living at 1331 Sekirk Avenue while Rohan
lived in McMunn, a hamlet an hour east of Winnipeg In the RM. of Reynolds. The
information in the POS file Indicated that the couple were separated at the time of the
application. The reason for separation was not noted nor does it appear that a reason
was requested or questions asked about why they were making a joint application, other

than to note that they were co-parenting.

It was not dlear from the file why Mr. Stephenson’s place of residence was not
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examingd for lls sullability as a POS If the couple were co-parenting. in addltion, the

personal reference refemmed only io the sultability of Kimberly Ann Edwards. Mr.
Stephsnson remalns an enigma. The reason for the couple's separation was not
explored—was it due to aicohol, drugs, violence, gambling or incompatibliity?

Provincial Standard 411 for Place of Safaty in a famlly residence specifies:” Placement
in a family residence Is nof to exceed two waeks unless the famlly applies to provide
care as an spproved foster home.” (Emphasis in original)

Given that the placement dld exceed two weeks and that the caregivers were a
separated couple proposing (somehow) to co-parent, It was incumbent on the Agency
o ensure that Phoenix was In a sallsfactory placemant. it was also required that the
foster parents apply o be licensed. None of this was done during her piacament.
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Ms Edwards was noted to have a child, SRR 2pcd 14 years, living at home

as did Mr. Stephenson, whose son, SN 2god 12 years, lived at home.”
The person who provided a reference hed known Ms Edwards for “6 or 7 years® and

stated that "Phoenix Is better off there. Phoenix has been taken care of by Ron (sic) and
Kim for extanded periods of time. Posttive referance.”

Phoenix was moved from a (SR foster home to Ms Edwards’ Winnipeg home on
July 31, 2003. She became a Temporary Ward by an order of consent on August 13,
2003. The order would end October 2, 2003, seven weeks.after Mr. Sinclair appsarad in

court,

Ms Edwards had some previous nvoivement with the Agency—a Prolection file was
opened and closed in her name on June 30, 1390. A child named NP v 2s
referenced. As Ms Edwards indicated In the POS application that she had never
received service from any child welfare agency, this is somewhat puzzling.

At the closing of the file on Octobar 7, 2003, the care provider listed is Kimberly
Stephenson only. The POS worker noted that Ms Stephenson should be invited to apply
as a general foster home provider. In the letter to Ms Sisphenson (there is no
commesponding letter to Mr. Stephenson) it Is noted that Phoenix left the home at 1331
Selkirk Avenue on October 3, 2003. She was_dls@arged to her father, Steven Sinciair.

No visits o the foster home were documeniad In the file material provided for review
.other than the Initfal physical Inspection of the home. No conversations with Ms
Edwards or Mr. Stephenson were documented during the time that Phoenix was in thelr
home. In terms of contact between Phoenix and her parents, the dosing summary of
the Child in Care file notss that "Dad visited on a regular basis while Mom and other
relatives visited on occasion.” No observations of any changed behaviours on the part
of Mr. Sinclair were noted 1o Justify retuming Phoenix at the end of the court order. The
file read “TO expired and Dad ready and willing to parent his daughter.”

No assessment of Mr. Sindalr's functioning or a pre-discharge visit to his home was
recorded on the file information presented for review,

* Madia reports have indicated thal Ms Edwards has a daughter JSIII who also spent time with
Phoenix. )
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The POS file was closed with the note "Given time constrains (sic), this worker was able
1o meet once with this care provider. Nevertheless, she should be invited to apply as a
general foster home provider.” As the POS worker was not charged with monitoring
.Phoenix’s placement, this limited contact was regrettable; of greater concem was the
fact that the Family Services worker did not record contacts with Phoenix and her foster

parents.

Under “Unresoived Problems” In the Chlld in Care closing summary, it is noted that "Mr.
Sinclair requested his child stay In care untit he felt strong encugh to care for her once
again.” it was not specifled how this ‘strength’ would be measurad.

This Is not why Phoenix came into care—she was removed from her father's home due
{o an unsalisfactory and dangerous situation. Mr. Sinclair had daclined to stop drinking
- and using drugs in order to safeguard his daughter and thereby allow the Agency to
maintain her at home. This fallure to put her needs first was not addressed In any
prograrmming nor was the staternent by Mr. Sinclalr’s sister that he parenied Phoenix
only “3 or 4 days a month” ever Investigated further. The file continued,”Hs has had his
time out and will parent Pheoenix staring October 2, 2003. He has done no
programming and as such Is prone to returning to an unhealthy way of managing
stresses in his iife. He Is aware of the need to arrange for appropriate aiternative
careglvers when he feels the nead for a break or time out for resplte.” The family
file *will remain open to monitor his progress and be avallable to encourage and support
his efforts to parent his daughter.” (Emphasis added.)

As the courl had granted an order for Phoenix as a child in need of protection, 1t is

disturbing that the Agency would see "time out” as appropriate for the issues Identified

in the Infake summary. The use of “time out” suggests a relatively innocuous incident
that can be dealt with by separating a person temporarily from a sltuation. Mr. Sinclalr
manipulated the Agency by evading contact and bsing resistant {0 any programming.
The Agency's plan for the fulure—o compsl pregramming only If things became
dangerous for Phoenix agaln—was unacceptable. The intake summary had ldentified
that not requiring compliance on the part of the pareni constituted the Agency's own
falture to follow through. (See pp. 25-26) The Agency falled to act to reduce the risk of
future harm to Phoenix. Instead, the Agency’s plan was to wait for a dangerous situstion
1o develop In the future and then fo take action by requesting a longer court order and
by placing Phoenix with Ms Edwards and Mr. Stephenson once again,
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Why would it take a second finding of Phoenlx being In need of protection to
compel the Agency to take effectlye action? What was the back-up plan If Mr.
Sinclalr continued to do what worked well for him; ignoring Agency reguests and
evading contact? Phoenix was three years old at this polnt and a future
placement of six months to a year {as the worker anticipated for any future
placement) would have caused her addltional dlsruption and trauma. Whose
needs were met by the Agency failing to press for change at thls point in
Phoenix's Iife? It is generally held that best practice in child welfare Involves
minimizing disruption and frauma for the child®—why allow this opportunity to
pass without attempting fo ensure that Phoenlx woulgd be securs In the future?
The Agency had a service unit for Early Interventlon. Surely Phoenix’s sltuation
warranted such Intervention.

On November 13, 2003, six weeks after retuming Phoenix to her father, the Agency
closed Mr. Sinclair's file, desplte knowing that he had not made changes that would
safeqguard his daughter’s future. The file summary noted that ‘both parents.. .visited her
on a regular basis.” This is misleading as Ms Kematch visited only occasionally. Mr.
Sinclair did, according to the file, visit regularly but as there are no documented
individual contacts with Mr. Sinclair or the foster parents during this tims, it is difficuit to
know how the worker established that this occurred.

The flle closing did pot document contacts with Mr. Sinclalr or Phoenix in the six
wesks between her return and the composition of the Closing Summary yet the
flle notes “Mr. Sinclalr’s flle wlil close today as there are no outstanding child
protection concerns.” The Agency's own file noted that Mr. Sinclair had not satisfisd
the Agency that thare had been changes in hls functioning. There were no observations
of Phoenix to ensure that her physical care was adequate and her father's practice of
delegating her care o various other people had not resumed immediately upon her
retum. In essence, the statement that there were “no outstanding child protection
concerns” was not based on an outcome evaiuation of treatment or direct
observation and assessment of parent and chlid but, seemingly, on Mr. Sinclair's

aversion to Agency contact.

Dept. Prod. #047
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The inteke worker had noled earier in 2003 that the Agency’s terminafions with
Phosnix’s parents had not besn due to problems soived, but rather the parents’
disregard for the Agency. The writer also would add that the terminations appear linked
to the Agency's failure to incomporate the content of its own files and information
provided by collaterals a coherant famlly assessment or statement of risk once the case
progressed past the Intake level.

The lack of subsequent community referrals concerning a chiid who Is monltored
{or recontly returned) by an Agency does not guarantee that child Is In an
improved or even a safe sltuation. The lack of referral may mean only that the
child Is Invisibie to the communlty at large and/or not protected by other aduits in
her iife.

The fallure to éctually ses a child who is being monitored in order to ensure that the
child is, at ihe very Ieast, physically sound, or accepting the assurances of another that
the "not seen” child Is healthy and happy, can have tragic consequences, The deaths of
Sophia Schmidt (1396) and John Eric Demery (2003)™ lustrate In different ways why
monltoring children Is important in attempting to ensure thelr safety. Observation and
assessment Is the foundation of the child welfare system's abflity to protect children,
Relying on community referrals or even the reports of other professionals comes with a
risk that what the child welfare worker would flag as requiing closer monitoring or
assessment could be missed or misintarpreted by someone without those skills and
training. it also assumses, erroneously, that vulnerable children are visible in the

community.

Not surprisingly, Mr. Sinclair came to the atiention of the Agency again on January 16,
2004 after a former roommate of Ms Kematch called on January 15, 2004 to report that
S S-antha's mother, was taking care of Phoenix while Samantha went

out drinking. SRR =5 aleged to smoke "rock” (crack cocaine) with Phoenix
present.' ’

¥ Harden, Brenda Jonses. (2000) Out of home care placement In Handbook for Child Protection
Practice. Dubowitz, H. end DePanfllls, D., Eds. Sage Publications: Thousand Oaks, CA.

* These are children who had recelved service from Winnipag CFS Branch. Inquests were called
concerning the circumstances of thelr deaths.

" Samantha Kematch acknowledged oftergililil§'s birth that ENERENEINR bad ‘hurt her as a child.
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The Intake worker asceriained that Phoenix remained on her father's Income assistance
budget The referral source was contacled and provided additional information

indicaling thal Ms Kematch had been called by Mr. Sinclair’s sister in mid-November -

2003 advising that Mr. Sinclair had left Phoenix alone. Ms Kematch reporiedly picked up

~ her daughter and had her untll "some people” picked up Phoenix around January 2,
2004 and took her to their hame outside the cly, possibly In Selkirk. The Intake worker
read the closing summary and concluded that the chiid might be with the
Edwards/Stephenson family on Selkirk Avenue in Winnipeg. Neither telephone number
for the couple was in operation. The intake worker noted that Mr. Sinclair's file would be
reopened and called both the former Famlly Services and Place of Safely social
workers to find additional contact Information for Ms Edwards and Mr. Stephanson due
to the recommendation that Phosnix retum to them should she require placement
again. The CRU worker conciuded:

“Given that there Is a possibility of risk to young Phosnix and with the uncertainty
of where the child actually Is at this time, it is recommended this file be opened to
Northwest Intake for Investigation and assessment. Because this situation has
been an on-going concem as it would appear from discussion with'SOR, coupled
with the history in both parents' file, a 5 day response time is Indicated."*?

On January 21, 2004, Northeast Intake workers visited the home of Kimberly Edwards
and Rohan Stsphenson. They found Phosnix there and leamed that the couple had
been taking care of Phoenix since early January. They were unable or unwilling to tell
the workers exaclly what was happening with Mr. Sinclair but were clear that they would
take care of Phoenix without any financlal compensation. Mr. Stephenson explained
that he sometimes lived at the home but worked outside Winnipeg. Kimbarly Edwards
had “cther children” and was living on soclal assistance. They had no telephone.

The workers next visited Mr. Sinclair's home and found it clean and furmished but with
holes in the walls and the lighting fixtures pulled out. After consulting the supervisor and
speaking with the forrner supervisor, it was declded to lsave Phoenlix with Kimberly
Edwards and reopen the Family Services file o determine if placement with ‘Ms
Edwards should be the “long term plan.”

12 Based on Phoenix’s age (thres years), the unceriainty around where she was end ths historias of her
parents, it can be argued that a maximum response ime should have been 48 hours. The Intake
Request for Service standard ksts “child Is missing” as a reason for a 48 hour response. The 24 hour
response Is recommended for occasions when “there may be immedlate danger 1o the chiid.” A missing
thrae year old with Phoenix’s history could well be in immediate danger.
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Repealed efforts were made to contact Mr. Sinclalr and he finally connecled with the
worker on February 5, 2004. Mr. Sinclair was "surprised” that Phoenix had been with Ms

- Edwards for a month. He denled having any contact with Ms Kematch and insisted he
knew nothing about her situation. He was reluctant to provids information about why he
had moved and agreed that Phoenix should stay with Kimberly Edwards "under a
private amangement.” His income assistance worker was contacted and advised that
Mr. Sinclair did not seem worried about obtalning his cheque but agreed to meet with
her to discuss his situation. She did not know why Phoenix was not living with him.

This intake established that at the time the Family Service file closed on November 13,
2003 without contact with Mr. Sinclalr, the statement that there wara no chiid profection
concerns was inacourate. A home visil to Mr. Sinclair would have established that his
daughter was not iiving with him in mid-November.

When Mr. Sinclair was asked why he had changed Phoenix’s living arrangements he
was "very vague". He was staying with CESEEs.

The worker noted concems about Mr. Sinclalr leaving Phoenix with Ms Kemalch so
soon after he received her back from the Agency and with his unwilingness to provide
information about what he had been doing in addition to the lack of Information
conceming his source of Income. The worker noted that it was not possible to assess
Mr. Sinclalr’s situation due to a lack of information but rated the risk to Phoenix as “high”
If she were found In elther her mother or her father's care. As the Edwards/Stephanson
famlly had agreed to care for Phoenix and Mr. Sinclair did not oppose the arrangement,
it was declded to ciose ths file. The risk to Phoenix was rated as “low” if she
remained there but “high” if she were subsequently found In the care of either of
her blological parents. If, as desciibed earfier, Ms Edwards was unwilling to state what
the couple knew about why Phoenix had retumed to five with them, the risk to Phoenix
might be higher than "low”,

‘At this point, the Agency was acquiescing to an arrangement for Phoenix that was
tenuous at best. Mr. Sinclair had not satisfied the Agency about his whereabouts and
the circumnstances under which Phoenix reportedly had fived with him, Ms Kematch and
Ms Edwards In the space of less than three months, from October 2003 to .January
2004. (The Agency’s conversation with Ms Kematch later in 2004 offersd littie
illumination as to what she hed been doing elther.) In addition, the Agency now knew
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that Mr. Stephenson and/or Ms Edwards feit no need to advise the Agency that
Phoenix’s living sftuation was umstable. As they dit nol heve legal custody of
Phoenix, she was vulnerable to being reclaimed by whichever parent was In the mood
fo resume caring Tor hsr again. This is, In fact, whatl happened—Ms Kematch recialmed
her daughter and, .despite the Agency’s misgivings about both parents, nothing further
was done to ascariain that Phosnix was lving In a stable, nuriuring home environment.
In fact, the Agency’s nisk statement quoted above was clear that she would not be
considered safe if she fived with efther of her biological parents.

What did the Agency do to address this slituation?

The Income assistance worker had emalled the Agency on-February 5, 2004 asking
about the plans for Phoenix. From the flle, it is clsar that the plan involved lsaving
Phoenix with Kim Edwards Indefinltely but without any plans to ensure that at least one
of her parents became an acceptable careglver. What kind of future would Phoenix
have under these conditions?

The next documented contact with Employment and Income Assistance occumed on ,

May 11, 2004 when an Income assistance woiker called to report that Ms Kematch had
brought In a letter claiming she had been caring for Phoenlx since November 2003 and
requesting financlal assistance. She daimed that Mr. Sinclair had given the allowance
he received for Phoenix to Kimberiey and Rohan as they had been caring for the child.
The income assistance worker was concemed about the risk to Phoenix in her mother’s
care. The intake worker confirmed the staterment of risk and attempled to contact both
Kimberly Edwards and Steven Sindlair but without success.

The worker called Ms Kematch and challenged her on the inaccurate information about
where Phosnix had been, how long Ms Kematch had cared for her and Ms Kematch's
assertion that Ms Edwards had cared for Phoenix for only a month. Ms Kemaltch ended
the call after swearing at the worker. The CRU Intake worker assigned a 48 hour
response time for a safety assessment due to the history and the risk level.

As Ms Kematch was deslgned a “high risk” careglver, a response time reflecting
this would have been appropriate.

 The supenvisor recorded on May 13 that contact with the “godparents” established the
following timeline: ) )
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November 2003 Ms Kematch takes over care of Phoenix from Mr. Sinclalr
January 2004 Ms Kematch takes Phoenix to “godparents” in order to set up
. a home. She visits occaslonally but Mr. Sinclair does not.
March 2004 Ms Kemalch retrieves Phosnix from Kimberly Edwards.
April 2004 Ms Kemalch starls a custody application through Legal Aid.
May 2004 income Assistance ands Mr. Sinclair's benefits and requests

an assassment of Ms Kematch before asslgning benefils to her.

The Stephensons had bean sent a letter by the Agency in February 2004 about the
placemsant of Phoenix in thair home. Unfortunately, the letter was neither protective nor
assertlve and did not require that the Agency bs contacted immediately f Ms Kematch
or Mr. Sinclair appeared and claimed Phoenix. (See Appendix A).

The Abuse Iniake Services Investigalion report compieted by WCFS in April 2006
notes,

"WCFS assessed that Phoenix wouid be at high risk of coming into care if she
retumed to the care of Steven or Samantha. Phoenix remained In a private
amangement with the Stephensons who agreed to contact the Agency should the
parents attempt to remove her. The letter was written on February 13, 2004 by
intake to Rohan and Kim Stephenson acknowladging that they have Phoenix In
their care under a private arrangement with Steven and that they ars not to
retumn Phoenix without contacting Winnipeg Child and Family Services. The letter
siated that a risk assessment would need to be done on the parents as “
(worker) have told Steven that the agency has serious concems about his
current lifestyle, as well as Samantha's.” p.10

The writsr notes that the chiid welfare system will not protect chlidren ke Phoenix If
workers believe that placing a child In protective care Is a greater risk than remgving
them from a potentially dangerous shuation. -A child may be at risk of harm or
maltreatment with a high probabilty of coming Into care In that sliuation. Risk, In this
situation, Involved the chance or statisfical probabiiity that something dangerous or
harmful would occur. The protection of children should be hsld as a higher good than
the refusal to disrupt their fiving arrangements, however dysfunctional,

Efizabeth Bartholet, a professor at Harvard Law School, writes in Nobody’s Children:
Abuse and neglecl, foster drift and the adoption alternative {1989) that the mindset of
family preservation Is expressed In descriptions of famllies as "bsing at risk of losing
their children o institutional care. The very definition is revaaling: the risk that Is the
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focus is the risk of the family being broken up, not the risk of the child belng harmed.”
{Emphasis in original) p. 114

Unfortunately, the abuse Investigation summary does not correctly characterize the
ietler sent to the Stephensons, Tha “risk assessment” referred to in the letter clearly
refers only to Steven redaiming Phoenix, yet letter accurately refers to “serious
concems” about Samantha’s lifestyle. The letier does not compsl the Stephensons to
contact the Agency before changing Phoenix’s living arrangements. The worker writes
only that the Agency "hopes™ that they will continue to care for Phoenix and will contact
the Agency "should this situation change.” There Is a great deal of difference between
“hoping” that a person will do something and requiring that they do it. Further, the stated
plan of sanctioning a private amangement betwsen a neglectful parent with a history of
abandonment of Phoenix, l.e. Steven, and friends who place Steven's interesis above
those of Phosnix Is inherently flawed and ultimately provad dangerous to Phoenix. The
Agency’s Istter Is neither clear nor forceful about the naad to pratect Phoenix
from removal by her mother.

it must be notsd thal subsequent contact with Ms Edwards established that Ms
Kematch reclaimed Phoenix from Mr. Stephenson who did not notify the Agency.
Desspite her statements fo the media after Phoenix was found to be missing and
presumed dead, Ms Edwards did not contact the Agency fo wam that Phoenix had
been removed by Ms. Kermnatch.

By falling to obtaln an order from the court, even one of supervision, the Agency
falied to ensure that It had the means to enforce its “hopes” for Phoenix. A
chlid’s future, particularly one with PhoeniX’s history of fragmented care
relationships, should not rest on the hopes of an Agency.

On May 17, 2004, a message was lefi with (RN =sking that Samantha
Kematch contact the assigned caseworker.

Phoenix Returns to Her Mother’s Care
An earlier social hislory from Cree Nation Child and Family Caring Agency revealed Ms

Kematch’s turbulent history as a chlid. Her parents were violent, chronic alcohalics.
After her father's death in e drunken fall down stairs in 1889, Samantha's mother took
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over the care of the children she had abandoned eariier, Samantha was physically and
emotionally abused when she was with her mother.”® Efforts by famlly members to
provide care for her had been unsuccessful as they were afraid of her physical
aggression—she had also tarrorized ‘intervenors® who stayed with her in hotel
placements. (MR c2red for Samantha and her brother, Micksy, beginning
In June 1993 until Samantha left in May 1897, Another brother SR had remained
with R but took his fife in 1983 while intoxicated as a consequence of

living with his mother, (e ported.™

The soclal history described Ms Kemalch as sullen, angry and unresponsive. “There
wers Incidents in the foster home when she struck ons of the children.® After Ms
Kernatch gave birth In 1998 to SRR her first child, Cree Nation CFCA noted
that she was not cooperative with plans to asslst her in parenting

Most of thess issues with Ms Kematch remalned outstanding in 2004 when she
reclaimed Phoenix from Kimberly Fdwards and Rohan Stephenson. Thers was no
assessment on file Indicating that her issues of anger management, resistance to-
intervention, opposlition to authority or lack of attachment to her children had bssn
addressed in any way that presented a measurable improvement. These concems also
had been ldentified earlier by WCFS staff.

Ms Kematch's brlef involvement with a Family Support Worker in 2000 reportedly
resulted in the home belng kepl clean and both parents appearing attentive to Phoenix
aftar she was retumsd to them. None of the FSW's own noles were found in the
material provided. A few comments atiributed to the FSW appear in the file but none of
these addressed the issue of Ms Kematch's attachment to her child. She remalhed
uncommunicative and sullen when the social worker met with her, making # clear that
she greatly resented having the worker In the couple’s apartmsnt. Less than a year
iater, SRR toid the worker on July 16, 2001, that Ms Kematch had treated
the children badiy and had "said things about them”. No elaboration of this was
recorded nor was the matter discussed with either parent.

® When i}, Ms Kematch's first chitd, was removed at birth, she toid workers that it was because

workars were efrald that she would hurt him as her mother hurl her.
aged 17 yaars, commitied sulcide by jumping from a height on May 21, 1833, He

was Intoxicated and was reparted o ba depressed also. CME file No. 1275/93.
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Agency workers acted promptly on the Information that Phoenix was living with her
muother, Samantha Kematch. A home visit was made on May 13, 2004, and the door
was answered by a male who Identified himself as “Wes”. He iold the workers that
Samantha and Phoenix were with NGRS The workers next went to GEEER.
S s home and were told that Samantha and Phoenix were “visiting friends”™. The
worker left a business card with a requesi that Ms Kematch call the Agency. The
Agency leamed on this dale that Phoenix had been added to Ms Kematch's famlly

budget.

The worker sent a letter fo Ms Kematch on May 17, 2004 requesling that they meet. An
unsuccessful home vislt was made on June 2, 2004 and another letter was sent on
June 15, 2004. Ms Kematch contacted the Agency on June 21 and an arrangement
was made to meet on June 28, Whan the worker went out as arranged, the apartment
block was not accesslble to a visitor. On July 8, the worker obtained a new address for
Ms Kematch. The worker received a telephone call from Ms Kematch on July 13 and
amranged to visit her home within 10 minutes. With the assistence of her family and
through her own efforts, Ms Kemalch had avoided Agency scritiny for iwo months after
the income assistance worker's call to the Agency.

The worker notad the condition of the home as satisfactory. Phoenix was present “and
she appeared, dean, healthy and well cared for.” Samantha also looked to be In good
health. She advised that Phoenix had come inio her care in Novembsr 2003 {when the
worker closed the file noting that Pheenix was in her father's care) and had gone to stay
with the Stephensons for “a month” while she was "travelling”. The worker queried her
about this disruption In care but Ms Kematch did not feel that there were any resuiting
problems in her relationship with Phoenix. (it must be noted that Ms Kemalch's previous
parenting of Phoenix was interrupted and short term, at best.) Ms Kematch advised that
her main support was her *bayfriend” who was a "trucker” and fived with her when he
was in Winnlpeg. When asked I she needed any assistance from the Agency, Ms
Kematch—not surprisingly—denied that she needed anything but did accept an offer of
information on parent and child focused programming in her area of the city. She told
the worksr that she would be registering Phoenix for nursery school in the falt.

The worker's assessment was that mother and daughter appseared healthy, suggesting
that Ms Kematch was not abusing drugs. Ms Kematch denied having any difficuity
coping with Phosnix. The worker noled, “Given there are no apparent child protection

concerns, this file can be closed.”
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Once agaln, Ms. Kematch’s avoldance of the Agency worked in her favour—the
" Agency was satisfied with the most superficial of contacts and the history of

concerns faded Into the background agaln.

Richard Gelles, a wel-known academic, writer and researcher of famlly violence, in
wiiting about the drcumstances feading to the death of a child left in a dysfunctional
home despite earlier Indicatlons of concem, noted that workers often make an “olfactory
risk assessment” judging clean homes as low risk and dirly homes as high risk.*® He
goes on to state that “the best possible predictor of future behaviour [is) past
behaviour.™™® The bast Indicator of risk is how parents have treated their chitd in the
past. Based on this, the sxpressed concems of several workers about Samantha’s
abandonment of i, her ambivalence toward Phosenix at birth and subsequent
abandonments (multiple) of the child should have resulted In a much more vigilant
stance toward her resumption of care In 2004. Using the same standard, Mr. Sinclair’s
care of Phoenlx on her return in October 2003 also required vigliant ronitoring.

Another factor for consideration In a risk assessment, Gelles assests, Is whether the
child protection service has made any “meaningful or effective intervention” after the
first identification of concems. In the case of Phoenix, the involvement of the Famiily
Support Worker was Intended to fix’ their parenting. The history of both parents, the
fimited family support outcome information in the file, the parents’ ongolng avoldance of
contact, thelr resistance to treatment or intervention coupled with denial of any
concemns, their sporadic Interest in parenting Phosnix and the Agency’s own statements
of the difficulty involved in malntaining contact with them and obtalning current, in-depth
information about their circumstances, all point to the inabllity to assert with confidence
that there wers "no child protection concerns.” When Mr. McKay's contact with the chiid
welfare system s reviewed, his own resistance to intervention due fo the denial of any
issues, coupled with a history of domeastic violence and reports of abuse of his own
chidren, elevate the level of nisk. Gelles Is dear that valld, comprehensive risk
assessment coupled with the ability to provide intervention appropriately matched to
whers Individuals are In the stages of change needed to eliminate dangerous
behaviours offers the only hope for reducing fatal child abuse. Resistance to

' Galles, R, (1996). A Book of David: How preserving familles can cost children’s lives. Harper Collins

Pubiishers: New York, p. 73
® \bid. p. 74
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intervention {denial of concerns) may be inaccurately categorized by the child welfare
systsm as anger, rather than as a significant risk factor in itssif, ¥

Issues of altachmsnt and parenting capacily usually require more than one visit to
pssass—ithey require observation and In-depth interviewing, Ms Kematch's history as a
parent—up to July 13, 2004—had not been distinguished by consistsncy of care or
sustained periods of care. The information about Ms Kematch’s functioning as an aduft
was fimited and her presentation made it difficult to acquire more—as an earlier
assessment had indicated. This was a problem that the Agency needed to solva before
deciding that there were no child protection concems. When the timeline of Ms
Kemalch's care of Phoenix Is constructed, the gaps suggest a lack of attachment to

Phoenix.

April 23, 2000
Septemnber 5, 2000
April 29, 2001

July 2 & 3, 2001
SJuly 15, 2001

February 23, 2003

June 22, 2003
October 2, 2003

November 13, 2003
November 2003
January 2004
March 2004

May 2004

July 13, 2004

Phoenix was bom and apprehended

Phoenix was retumed to her parents with a support agreement
TR Sinclair was bom after “minimal [Agency] contact” with her
parents (the pregnancy was concealed from the Agency)
Agency leamed from Mr. Sinclair that Ms Kematch left the glris
with him approximately two months earfier: ,

@R died in her father's care from natural causes. Phoenix
remained with her father. -
Phoenix was seen at hospltal with a “godfather” for treatment
due to medical neglect by her father; object in nose.

Phoenix was apprehended from her father.

Phoenix was returned to her father; mother had occasional visits
while Phoenix was in cars; father visited regularly. -

Father's flle closed without a recorded visit to Phoenix at home.
Mothar said that she took Phoenix from father who Isft her alone.
Kim Edwards reported that she took over care of Phoenix.
Mother resumed care of Phoenix

Mother applied for custody of Phoenix and for social allowance
to be transferred to her from father. Karl Wesley McKay is with
Ms Kemalch as her pariner.

Phoenix was sean by a worker during a2 home visit.

File was closed as mother and child appeared physically wali.

7 tbid, pp 86-89
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in addiion o a sparse history as- Phosnix’s caregiver, Ms Kematch had just
acknowiedged that 2 new man was playing the part of a parent to Phosenix. Given the
disruption in the child’s experiences of parenfing, more Information about Mr. McKay

was needed.

From this tmeline—based on the file notes—It is evident that by July 13, 2004, Ms
Kemaich had Phoenix in her joint or exclusive care for approximately 16 months of 2
possible 51 months of the child's life. The question of her attachment to Phoenix must
be raised—as it was by earller workers who were cognlzant of her history as a
teenager, her earfier attempt to parent JJjjjii and her ambivalence toward Phoenix.
These workers recommended that the parents’ attachment 1o Phoenix be assessed as
part of the case management process. Mr. Sinclair's-abandonment of Phoenix in favour
of drugs and alcohol In 2003 provided a graphic illustration of what interfered with his
care of her. Ms Kematch's attachment to her daughter was more difficult to gauge as
the Agency had little contact with her when she was parenfing on her own and was
accessible to the Agency for monitoring. This lack of information demanded that the
" Agency obtain more information about the mother-daughter relationship before
pronouncing the relationship safe for Phoenix. The presence of an unknown man in the
family home was not seen as worthy of further investigation. Any addition of a person to
a family consteliation requires a new assessment of how relationships Impact on the
care of children.” By July 2004, Phoenix had experisnced substantial disruption and
movement between alternate caregivers during her life. Some of these caregivers—
such as the Edwards-Staphenson famiiy—appear 1o have provided Phoenix with good
physical care. The guality of emotional care she was receiving cannot be determined

from the Infarmation avallable.

The question that remains unanswered Is ‘What meaning did Phoenix Sinclair have for
Samantha Kemaich?" Her reaction at the tme of Willls death suggests that Ms
Kemaich may have regarded Phoenix as property—she demanded that Phoenix be
brought to her immediately. When Ms Kematch began a relationship with Mr. McKay,
did she become an unwanted reminder of a previous relationship? Was there a lack of
attachment belween mother and daughter related to Ms Kematch's amblvaience at the
{ime of Phoenix’s birth and her absence in most of Phoenix's first four months of life?

* The death of SRNESIEENEES provides an example of what happens when an Agency fails to identify
new males in the family, pariicularly those residing with the custodial parent end having access to the

children,
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Did this absence make it easler for Ms Kemaich sither to abuse Phoenix herself or to
- acquiesce o abuse perpstrated by others? Without the assessments recommended

sarly In the Agency’s involvemant with Phoenix Sinclalr and her family, the role that

attachment and parenting capacily played can only be inferred from the history.™

The gueslion of what meaning Phoenix had for Karl Wesisy McKay, her ‘stepfather’,
must also be considered in light of the Agency's fallure 1o locate information about his
history until after Phoenix’s death. Reder and Duncan (1998)* write:

“Clearly 1t is equally relevant to understand the meaning for men of caring for
children in the light of thelr own background and personal relationships and for
non-biological fathers of caring for a child from the mother's previous Haison. For
example, cohablters or stepfathers may be jealous of the mother's previous
intimacy with ancther man and may experence the child as a constant reminder

of this.* {p. 74)

On Decamber 1, 2004, the CRU passed along a referral from a local hospital to the
Agency’s Intake unit as Ms Kematch had defivered her fourth chlld, a daughter who had
been named @il The hospital advised that Ms Kematch was living with Wes McKay
who was the father of her child. Mr. McKay's date of birth was not known 1o the hospltal.
The CRU supervisor agreed that the Intake unit should be reguested to follow up and
assass the home environment within 48 hours. The file summary noted that Samantha
had been in care but did not Include Information on her functioning in care.

The CRU worker received the file back from the supervisor with direction to follow up
and complete the needed assessment including offsring supports. if mandated services
were not required, the file was to be closed to the CRU. Attempis were made on
Dacember 2 and 3 to contact Ms Kematch but were unsuccessful. The supervisor
directed that the Public Health Nurse (PHN) shouid bs contacted and, If there were no
concems ldentified by the PHN, the Agency file would be closed.

The assigned PHN was identified and contacted about the family. The PHN had been to
the home but wantad to know why the Agency was contacting Public Health for
information and whether Ms Kematch was awars that Public Health had been called.

* The brief assessment of Ms Kematch on Seplember 13, 2000 had no information on her functioning

as a parent.
¥ Rader, P. and Duncan, S. (1898) Lost Innocents: A follow-up study of fatel child sbuse. Routledge:

London.
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Desplie the worker's efforts to explain that the CFS Act iook precedence In this
shuation, the PHN refused to provide information or to agree to call If there were
concerns. The worker referred the matier to her supervisor with a recommendation that
the PHN's supervisor be called about the misunderstanding about the Personai Health

“ Information Act. The outcome of this was not recorded on CFSIS. An emall message
was sent to the former CFS supervisor on April 25, 2006 with a request for Information
and an interview with the staff invoived was conducied by the writer.

The concems about Ms Kematch’s ability to parent over time had not been addressed
nor had past issues Including her inabiity to care for {8 and her ultimate
abandonment of him. Her new partner was not known (beyond gresting workers at the
door in May 2004) and the Agency, despite Ms Kemalch's previous known partners
having issues with criminal activity (IR ch0 substance abuse (Mr. Sinclair)
did not inquire further to determine if “Wes® was & safe choice. As “Wes” was nearly 20
years older then Ms Kematch, it would have been reasonable to assume that he had life
experisnces—possibly with other pariners and other children—that would have
provided the Branch with reassurance or raised concemn after he joined Phoenix’s
family. It Is not evident from this recording that the presence of "Wes” in Ms Kematch's
home on May 13, 2004 was linked with her statements about a trucker bdyﬁiend who
lived with her sporadically-—-the file does not indicate that "Wes” was questioned about

his identlty.

So little was known about Ms Kemaltch’s functioning that it is concerning that her
outward apparent physical well-being was used as a measurement of her cognitive
abilities and functioning as well as her parenting capacily. As neither Ms Kematch nor
Mr. Sinclair had parented Phosnlx consistently—this was known to the Agency—it was
incumbsnt on the Agency to understand how the disruptions in parenting had affected
Phoenlx. Was she socially indiscriminate? Was she developmentally on target? Who
did she idemiify as her main caregivers? Did she have a relationship with Ms Kemestch
or was Samantha just ancther in a procession of female caregivers that included
Ganevisve Sinclair, Angie Sinclair, Shella Sinclair and Kim Edwards?

On Saturday, March 5, 2005, the Agency received a tslephone call from an Agency
foster parent who advised that a “former foster child® had passed on Information about
Samantha Kematch's daughter, Phosnix. The person suspscled that Ms Kematch was
abusing Phosnix and aiso that she was locking the child in a bedroom. The foster
mther refused to provide the worker with the name of the person expressing tr}ese
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concemns. When the foster mother was unable to provide an address but did provide a
location, "apartment one beside the Maryland Hotel", the worker “explained that without
an address we wili be unable to follow up.” The referral was passed from the Afier
Hours Unit to the Crisis Response Unit “for consideration”,

The assigned worker contacted Employment and Incoms Assistancs (EIA) and leamed
that there was no fisting for the family. The school division was contacted and advised
that Phoenix fast registered for school in Septsmber 2004. The school division referred
to her status as “Inactive”. The last known address was provided o the worker who
went to that address and could not enter the bullding. Afier another call to EJA, the
worker leamed that Ms Kemaich had an aclive file. Another visit was made to the home
less than three hours afier the first visit but it was aiso unsuccessful. The worker
recommended that the Intake Unit open the file for further service. Instead, the file
retumed to a worker in the Crisls Response Unit on Monday, March 7, 2005. The
worker went out fo the home again on Wednesday, March 9 and gained entry to the
building when another tenant was entering. :

The worker described Ms Kematch as having "a somewhat shy demeanour”. She
refused to let workers-entsr, stating that she had a visltor. The television was on and the
worker did not belleve that any adult other than Ms Kematch was in the home. The
reason for the vislt was explalned; Ms Kematch acknowledged that she had “yeiled at
Phoenix a few days ago”. She was also advised of the report that Phoenix was bsing
locked in her bedroom. Ms Kematch stated that she and Phoenix shared a bedroom
and confirmed thers was a lock on the door. She was wamed not to lock Phoenix in the
room due to the danger of fire. “Samanthza agread.”

There is no Indication in the file that Ms Kemalfch was asked directly if she had ever .

focked Phosnix in the bedroom.

The worker noted that Ms Kematch brought @i out into the haliway as the chlid was
*upsslt”. The child was “content, healthy, clean, and well-dressed.” Ms Kematch advised,
in response to a question, that Phosenix was not in daycare and would not attend school
until next September. Ms Kemaich was asked If she nheeded suppori—and as she had
every time this guestion had been asked in the past, Ms Kematch denied needing

service from the Agency.
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"Waorkars did not note any protection concems and so this matter can be closed to the
" Crisls Response Unit at this ime.”

Although the Agency had sent workers out to investigate a complaint of
maltraatment of Phoenlx, the chlid was not seen nor was ber location requested.
Y s condition was accepted as a proxy for Phoenix’s condition.

The problems with this approach are obvious; if one child in the family Is used as a
proxy for the health, condition and developmental progress of other children In the
family, a sick child can be missed and an abused or neglected child overlooked. This
phenomenon and other scenarios are described in Reder, Duncan and Gray's study of
chiid maftreatment fataiiies, Beyond Blams. In the chapter titted “The Familly-
Professional Systems”, Reder et al. describe the dual roles camied by social workers in .
child welfare work; the controliing role of a.police officer and the role of community
helpericaring professional. They cite cases in which workers are drawn into
rolationships or interactions with famllies in which the focus is on the parents, rather
than the chiidren, leaving the children without the monitoring and protection that the
sysiem Is mandated to provide.?! In other cases, the family tightens the boundary
around itself 1o reduce contact with the extemal world. Reder et al. refer to this as
*closure™ and define It as an issie of control over who is admitied into the family circle.
Not surprisingly, child weifare workers are not among the few (if any) admitied by
familles evoking closure as a means of discouraging or redirecting child welfare
workers. They state,

“Only in retrospect was It possible to know that the closure was terminal. it
mariifested itself In the same way as other episodes and we bslleve that all
closure shouid be consldered as Indicative of Increased risk of fatal
abuse. The length of time of such closure varied across the cases, ranging
from a few days or weeks to ten months.” p. 101 (Emphasis added.)

When parents are persistently difficull to locate, refuse o provide information when
asked, do not answer the door or put off the social worker who is visiting to view a child,
the danger of a negative cutcome is Increased. A further concem In the case of Phoenix
Sinciair Is the way In which the “system” re-interpreted the familly’s lack of visiility to
reducs the ievel of risk. This Is done by stating in the file that a lack of contact by the

# Rader, P, Duncan, Syivia and Gray, Moira. (1693). Beyond blame: child abuse tragedies revisfied.
Brunner-Routledge; Essex, UK. Chaptler 9, p. 95-102 -
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family or by communlty members expressing concem about what they have seen
indicates that all is well; that there are “no child protection concems.” In fact, the lack of
contact may signal that the family’s functioning Is deteriorating or that there is an
increase in violence and control within the family. This Is further exacerbated when the
Agency does not press for information on a child’s location and seek out the child.

in faimess o the Agency, it must be stated that there were other occaslions when
workers did press for more information. When told by Karl Weslsy McKay In May 2004
that Ms Kematch and Phoenix were at her mother's homs, the worker attempted to
locate Ms Kemaich there. R dofiscted the worker by stating that Ms
Kematch was *visiting friends” but simulated compilance by promising 1o pass on a
message asking her daighter to contact the Agency. In her contacts with the Agency In
the spring and early summer of 2004, Ms Kemaich employed 'disguised compliance’ fo
neutrallze the workers authority and protective stance®. By refusing service but
accepling program information, Ms Kematch deflected the Agency sufficiently that she
was able to avold contact or monitoring. In 2005, Ms Kematch's semi-apan stance
(speaking with the workers at her door but denying them entry to the sulte) was a
further example of disguised compiiance. For familles with a history of child welfare
Involvement, this Is an affective way to hold the systemn at bay until there is a crisis.

Following the Iast Agency coniact, in March 2005, the Kematch-McKay household
adopted another strategy usad by abusive or neglectful parents; that of flight.

“Flight was a varlant of closure In which families closed thelr boundaries and
retreated from contact with the extemal world by moving elsswhere. The famliiss
repeatedly withdrew to other temporary homes whare they were not known or
else said that they intended to do so. They usually moved “anonymously”,
leaving no forwarding address and not registering with helping agents in the new
area. The effect was the same as tiosure, since they created an emotional and
physical distance between themselves and professionals, seemingly as a way 1o
control the relationship. Indeed, some cases Involved episodes of both flight and
closurs.” p. 102

Periods of Phoanix’s life typified the pattem of closure and/or flight. Mr. Sinclair avoided
scrutiny at fimes by placing Phoenix with the Edwards/Stephenson family or his sister,
" Genevieve, thereby distracting the Agency from focusing on his activiies. The flie
revealed that Mr. Sinclair resided, for a period of time, with GiEEEENREEN. The

2 Ibid. p. 106
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coincldence of Mr. Sinclair living with = SEESEIIER whle his daughter lived with a Ms
Edwards warranted a closer look at the relationship befween Rohan Stephenson,

Staven Sinciair and Kimberly Edwards.

Reder st al. describs another contributing factor in the family-professional system as
“fragmentation™® In which the famlly grants seleclad information to some agencies while
withholding information from others. This was typical of Ms Kematch and Mr. Sinclair’s
reaction to attempts to ensure PhoeniX’s safety as a very young Infant. They were
uncommunicative and Mr. Sinclair denied the worker’s request to review his- ward file.
This lsft the Agency with a strongly worded waming on lts file but with fittle historlcal
information and limited opportunities to determine the source. The movement of
Phosnix betwesn caregivers is also a varant of fragmentation as the child’s history was
hald by multiple care providers. (The Issue of what thesa moves did to her ability or
- opportunity 1o attach to a primary caregiver was not explored In the notes reviewed.)

in some circumstances an Agency contributes to the problems of fragmentation by
falling to make inqulries about new people In the family’s inner circle. In the case of
Samantha Kematch and her new pariner, Karl Wesley McKay, the Agency's reluctance
to press for confirmation of Mr. McKay's identity was a 'tipping point In the case. The
Agency was remarkably incurious about Ms Kematch's new five-in pariner. Reder and
Duncan (1999) state:

Professionals In the child protection neiwork also need io give egual
consideration to the child's father or father substitute, including being aware of
his personal history, functioning and caretaking role, as well as the nature of the

couple relationship.2*

The combination of Ms Kematch's troubled past and her generalized lack of cooperation
with the Agency should have resulted in Mr. McKay belng regarded with some curiosity.
Further, asking for identification would have provided Mr. McKay’s coreclt name and
date of birth—as a trucker he would have had a driver's license—and aliowsd the
Agency to obtain a criminal risk assessment. The writer requested one as part of the
review process and was provided with a list that, as of May 2004 would have shown
convictions dating from 1991 for assault and faliure to comply with orders of the court in
addition to a series of stays of proceedings. Some searching of child welfare records in

2 1bid, p. 104.
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Manitoba would have estabilshed his history of; abusive relationships. The writer
believed that this would have encouraged the Agency to be more asserfive in its
monitoring of Phoenix Sinclair's condition or to frack her after the family left Winnipeg.

In concluding their chapter on family-professional systsms, Reder et al. describe the
*not exist double bind” process.? In this process, the parents refuse access to the child
the workers have come to visit but the workers leave the home satisfied that ali is well
and that the chlld is elther safe elsewhere in the house or staying with frlends or

- relatives. In the case of Phoenix, this was exempified in the "no child protection
concems” comments at the file closings. Reder et al. befiave that workers’ mistaken
satisfaction about the child's safety Is the rasult of being caught up in a double binding
interaction with the parents.”

The “not exist” part of the process Involves workers accepting assurances that the chiid
in question Is well 'but without seelng the child themselves in order to know that this Is
true. An example glven by Reder et al. is that of Malcolm Page, a child whose death
while unseen by the systems Intended to safeguard his welbeing Is simllar to that of
Jeffrey Baldwin in Toronto and, to a less dramatic exiant, that of John Erlk Demery in

Maniltoba,

“During the final weeks of Malcoim Page's life, the social worker made a number
of home visits and found the downstairs of the house warm and clean. However,
she did not see Malcolm upstairs, who was starving in a cold and fiithy room, as
though he had ceased {o exist.” p. 108

‘itis not possible at the time of writing fo know what the Agency would have found H
Phoenix had been seen In March 2005. Would the Agency have met a happy child, well-
nourished and showing signs of living In a home where she was loved and wanted?
Would the abuse she is alleged to have suffered once her famlly isft Winnipeg have
besn svident at that time, allowing the Agency fo intervens to protect hsr? By not
insisting on seeing 2 chiid alleged to have been abused and to have been locked In a
bedroom, In effect a “child In nesd of protection”, the Agency was caught in the *not
exist double bind”. Being reassured that Phoenix was vislting elsewhere (2004) or being
distracted by the presence of another chlid who appeared weli tended (2005) provided

* Reder, P. and Duncan, S. (1999) Lost innocents: A follow-up study of fatal child abuse. London:

Routladge. P. 60. ‘
Z ibid. p. 107
? ibid. p. 107
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mnﬁnmaﬁc;n to workers that even If they had not seen Phoenlx, she continued to axist
and was well. it was not recordsd In the file If the workers asked where Phoenix was at

the time of the 2005 visiL.

in cases of this type, Reder et al bellsve, the relationships dominated by issues of care.

and control within the farnily were repeatad in interactions with the Agency workers. This
can be seen In the relationships between the Agency, Ms Kematch and Mr. Sinclalr.
The couple evaded Agency monitoring except where It was impossible to achieve their
goals without some contact. In 2003, Mr. Sinclalr did not paricipate In any programming
for substance abuse yet received Phoenix back In his care with the workar's note that
he had needed a “time out"®. Ms Kematch avoided serious scrutiny by the Agency in
2004 and agaln In 2005 while offering minimal compliance and drawing the Agency into
a double bind by appearing compliant and distracting the Agancy from past issues and
present referrals—as in March 2005,

Events Leading to the Death of Phoenix Sinclalr

Sometime after March 2005 Phosnix Sinclalr is belisved to have moved, with Mr.
McKay, Ms Kematch and (@il io Fisher River First Nation, Mr. McKay's home. In
December 2005, Ms Kematch gave birth to another child (Sl The circumstances
surrounding his blirth did not resuilt In any recorded referral to a child welfare agency.

During the summer of 2005, two of Mr. McKay’s chlidren had stayed in the Kematch-
McKay housshold in Fisher River. These youths were from Winnipeg and were in the
home when a Probation Officer called on another matter and the youths told this parson
that they wanted to retum to Winnipeg. The Probation Officer naotified the local Intertribal
Chlid and Famlly Services office and arangements were made to transport the youths
back to thelr mother in Winnipeg. They had not been, as far as was known, in need of
protection. instead, they said they were unhappy about being In the care of their non-
custodial parent and wantad 1o retumn home to thelr mother. Intertribal enlisted Peguls

7 The Agency's iegal counssl arranged for transcripts of the procesdings In order to address the

writer's Inquiry sbout the plan consented 1o in court. The mother consented. to parenting assessment

andfor programming. The Agency placed no conditions on the father.
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First Natlon CFS to facllitate the transport of the children as thelr mother Is a member of
that First Nation. 2

In March of 2008, the Agency became involved with the family of Phoenix Sinclair in an
attempt by pelice {o locate Phoenix. When-Ms Kematch appearad with another younger
child whom she attempted to pass off as Phosnix, the pofice acted and the child in Ms

Kematch's care QR was apprehended. @l who was in Mr. McKay's care, was
apprehended several hours later when Mr. McKay was taken into custody by police.

Events After the Death of Phoenlx Sinclalr

Since March of 2008, there has been extensive media coverage and speculation about
what happened to Phoenix Sinclair In Fisher River. Her mother and Mr. McKay have
been charged with first degree homicide. SIS and il &re In the care of West
Region Child and Family Services. What is generally accepted as trus is that Phosnix
moved to Fisher River with the famlly and is belisved to have died there as a
consequence of foul play. A search is underway for her remains.

The Minister of Family Services and Housing announced thres service reviews on
March 20, 2008, These included a review of the death of Phoenix Sindair by an out-of-
province constitant and an intemal revisw under Saction Four of the Child and Family
Services Act An extemal review was also planned. The intemal and external reviews,
are jointly under the direction of the Children’s Advocate, the Ombudsman and others.
Other related reviews have also been described; In a newsletter of CFS of Westem
Manitoba (2008), an arlidle referred 1o five reviews resulting from Phoenix’s death.

The Special Investigator leamed that the ROMP investigation included an interview with
a person who stated that this Individual had telephoned Intertribal Child and Family
Services’ Fisher River First Nation office to report concemns about the care of Phoenix
Sinclair at a fime when Phoenix was belleved 1o be allve. The call reporiedly was made
at the end of the week and the Agency employee taking the call reportedly Indicated
thal it was unllksly that any action would be taken at that fime due to vacation staffing
levels and the time of the call. The cafler reporied being contacted Iater by Mr, McKay

2 The sources of this information are reports from Intertribal Chiid end Famlly Services to the Southern

Authority and that Authority's communlication with the Chlid Protection Branch of Manltoba Famlly
Services and Housing.
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and wamed that nothing would come of the report due to his relationship to staff
employed by that Agency. The RCMP advised that. other members of the communlty
have mada similar claims of caliing to repori concemns about the child.

Based on this Information, a letter was sent fo the malin office of intertribal Child and
Family Senvicas on May 23, 2006 requesting Information on any contact between this
family and the Agency'’s office in Fisher River. The Agency and the Southern Authority
have advised the Branch that there is no record of the cali in the Agency’s lelephone
logs or file material. The Agency’s Involvement with the Karl McKay housshold was
imited to the July 2005 contact during which Karl McKay's twe teenaged sons were
removed from the home and retumed to their mother after stating.that they did not want

to stay with their father.

On August 1, 20086, the writer sent an inquiry to the RCMP conceming the witness
statement about a call in June 2005 requesting Agency intervention to protect Phoenix.
A reply was received on August 15, 2006 from a member of the RCMP that supports
the assertion by Intertribal CFS that there was no cail about Phoenix from the individuel
in question in June 2005,

On August 2, 2006, the OCME recelved a copy of case notes written on May 5, 2006 by
a worker with Anlmikii Czoson Child and Famlly Services in which a Protection services
dient disclosed to a warker that she had expressed concern about Phoenix’s situation to
her former worker. The client alleged that her former worker had not responded to her
concems. The client stated that she knew of one occasion on which "CFS" had
attended the Ksmatch home and had no concems as “...Samantha was very good at
presanting well and keeping a clean house,..." She referred to an Incident involving a
friend who had visited Samantha Kematch's home and later spoke of hearing Phoenix
in the home. The friend discounted her own remarks, stating that she had been drinking
at that time and did not trust her memory. The client's husband, with whom she was
involved In a custody dispute, had previously disclosed to an Animlkii Ozoson worker on
Thursday, April 13, 2006 that he had witnessed mistreatment of Phoenix. Recordings of
this Interview were included and revealed that the client’s husband and his mothsr had
made .allegations that the family’s former worker had not responded appropriately to
their expressions of concern about Phoenix. The cllent was definlte that her husband
had never been to the Kematch home and had no first hand knowledge of any abuse.
The dient's husband has a history of viclence toward his own chlidren. .
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No recordings by the former worker were included with these recordings which were
provided by the Child Prolection Branch at the writer's request. The matter had been
referred to the Chief Executive Officer of the Southem Authority by the Agency's
Executive Director with assurances that the file was being reviewed for any other
information conceming Phoenix Sinclair. The RCMP had interviewsd the former
worker's supsatvisor in March 2006 to obtain information about how to contact the former
worker and to obtain information about the allegations that the cllent family had
attempted to alert the former Animiiii worker to their concemns for Phoenix’s safety. The

Executive Director wrote that the supervisor indicated that the client family was .

frequently untruthftl and that the former worker would not have known if thelr reports
ware true. Consequently, “she didn't follow up.” The Executive Director underiook to
review the files in question personally and contact the Authority If further information
was found. ‘

An Inquiry to the Child Protection Branch (September 18 and 19, 2006) revealed that no

further information was provided to the Southem Authority or to the Child Protection
Branch. Given the elapsed time, thls would indicate that Animikii Ozoson found no
further information related to the allegations.
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CONCLUSIONS AND RECOMMENDATIONS

The service provided to Phoenix Sindlair and her parents can be characterized as uneven In lis
quality. The file contained skilled and perceptive assessments of the difficulties she faced and
the notable shoricomings In the parenting she recelved. The plans assoclated with these
assessments demonstrated an understanding of what is needed to profect and nurture chiidren.
The fie assessments Indicated that the histories of both parents ware conceming and both
parents' attachment (or lack of it) to Phoenix was understood to be a source of danger.

Altamately, the files contained examples of casework that did not demonstrate an application of
sound chiid welfare practice or knowledge and only minimal compiiance with program
standards. During these contacts, stable, nurturing parenting for Phoenix was not a priority and
"no child protection concems” was used to justify premature termination of service, This unsven
quality of practice includes an August 2003 case plan articulated in court by a worker that
should have resulted in protest from an Agency supservisor, Its lawyer or the couris. It Is not
surprising that Mr. Sinclair consented to a plan that placed no demands for change on him. This
plan involved Mr. Sinclair regaining cuslody of his daughtar without any indication he had
changed in any significant way. This was compounded by a fallure to observe how he was
coping with having Phoenix back in hls care—he abandoned her to Ms. Kematch within wesks
of her retum. Despite knowing this and knowing that Ms. Kematch herself had been sporadic in
her parenting of Phoenix, the Agency did not chalienge Ms. Kematch reclaiming Phoenix in
2004. The Agency’s own files contain assessments by workers that neither parent was
cooperative, communicative or inclined to make any lifestyle changes required by the Agency.
- (These reports are unchanged from their presentation while in care as teenagers.) These same
assessments corectly identify the Agency’s own faliure to act to protect Phoenix.

Apart from descriptions of Phoenix as a child in foster care and later in an Agency sheiter, she
remains almost invisible in the files describing service undettaken to ensure that she received
the protection owed her as a child in Manitoba. Neither parent demonstrated any significant
" relationship with her and the file lacked observations of any routines of their care of her—other
than the practice of depositing her with somsone else. The photographs of her first time in
foster care, those offered by the Edwards-Stephenson famlily in thelr interactions with the news
media after her death and the Shalter workers’ notes are the only svidence that she spent time
with peopie who seermed o enjoy her presence. Yet, Ms Edwards and Mr. Stephenson, despite
thelr professed affection for her, acquiesced to her removai from tham without notifying the

Agency that she was gone—agaln.
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The Agency’s final 'contact’ with Phoenix in March 2005 should have resulfed in a demand to
see her, to see her home and to ensure that she was well and living with her mother. The family
history demanded this as a minimurp standard of casework foliowing up on a report of possibie
child abuse~--the cument program standards for chlid protection (2001) specificaily require that
the chikd who'ls the subject of an abuse report be seen by the Investigafing worker. Thers was
no obsarvation of the child or any record of a demand o see her. Considefing that the
allegation involved child abuse and confining a chlld in a locked room, the Agency's willingness
to once more be dismissed by Ms Kematch is desply disturbing. it is, however, when the
litsrature on chiid deaths Is considersd, nof unigue. While the Branch complied by ensuring that
there was a timely follow-up of the ailegation, the remainder of the investigation did not meet

the standards.

The new online Chlid Welfare Standards for Intake services provide direction io workers in
sltuations such as thess. Under “Intake Decislon® on p.3 of the Intake section, the case
management decision at that point (among others) is “Are all children Involved safe?” Based
on this question, the decislon to dlose the Intake In March 2005 without ensuring that Phoenix
was safe was a violation of the newest Provinclal Standards. The report, which Included

allegations of confinement and physical abuse, warranted a Child Protection investigation -

under the Assessment section of the standards. The investigation, under Saction 18.4 of
The Child and Family Services Act, required that the case manager have “face to face
contact with: the chlld alieged to be In need of protection, any other children living in the
household, any caregiver, custodial parent or guardian (other than the alieged offender). (p.5 of
the 2001 Assessment section). '

The current shuation of fragmented standards, some dating from 1888 or 2007 and
others adopted in the past year and avallable oniine make It challenging to determine
precisely which standards are applicable. The existing standards do not provide an easy
to access package for workers under pressure to mest deadlines on caseloads. Further,
the provision of the newest standards onilne may place workers in Agencles without
easy access to the Internet at a significant disadvantage.

The Agency’s acquiescence to muitiple, serlal earegivers for Phoenix, of whom only Ms.
Edwards and Mr. Stephenson might have been adequate is also deeply disturbing. The fallure
of the Agency (now the Winnipeg CFS Branch) to closely scrutinize this couple left Phoenix In
situations thal were both tenuous and.dangerous. These “godparsnis® had no legal ability to
retain control of Phoanix in 2004 If elther parent amived o reclaim her. Desplte knowing that
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both parents had serious shoricomings, the “godparents” were not charged spacffically with
notifying the Agency if either parent asserted their legal right to reclaim Phoenix iike so much
misplaced higgage. Despite an assessment indicating that leaving Phoanlx in the care of either
* parent would piace her at risk, no attempt was made (by means of muliiple observations of their
parenting) to ensure that there had been sustained change In both parents to address elements
of risk identified. As a result, when Ms Kematch reclaimed Phoenix in 2004, the child went to a
home and a iiving sftuation about which the Agency had no direct knowledge, including the
presence in the family of 2 new common-law partner for Ms Kematch.

The confradictions contained within the Agency's file ralse issues about whether the quality of
service within the Agency is consistent. Why would one supervisor accept a worker's detailed
assessment that neither parent was safe yet another would sign off on perfunctory contacts
with little in the way of data yet with an assessment that all was wall and the file could be safely
closed? The constant in this situation was that nelther parent had changed for the better In
any measurable way yet the assessments of their competance as parents varied widely. The
more information referenced in the assassmant, the iess positive the view of their competence
or of the safety lssues involved in leaving Phoenix with elther parent.

The Agency's Inabilty In 2004 and 2005 to gain any understanding of Ms Kematch's
ralationship with Mr. McKay is'another serious flaw in the services provided to Phoenix Sinclalr.
Despite a search for Ms. Kematch In 2004 that was intended to ascertain that she was a safe
caregiver for Phoenix after arriving back in her fife after an absence of some months, litlie
information was found to support the decision to close the file again. Despite leamning that there
was a new man in her life, the scanty information provided by Ms Kematch about Mr. McKay
was accepted. She did not have & history of selecting wsll-functioning partners. The history of
her life as a young person In care did not support an optimistic view of her future In

relaﬁonsﬁjps or parenting. Her relationships with the fathers of her children were neither stable -

nor supporiive and the Agency had clear evidence by 2004 that her relationship with Phoenix
had taken second place to other events in her life for a notabls portion of PhoeniX's existence,
{(In faimess, the same can be said for Mr. Sinclair who was wiliing to allow others to care for

Phoenix.}

The witness report of a call to intertribal Child and Family Services in June 2005 Is most likely
unfounded. interiribal CFS has reported that Its records have been searched and no record of
the call can be found. Without Information such as a date or the name of the person who
received the call, Intertribal has done what It can with respect to this cali. An additional inquiry to
the RCMP was made during the wiiting of this report and the reply was that the call might have
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been made In July 2005 and that it might have been made to the Agency’s toil-free telephone
number.

The Agency's placemsnt of Phoenix In the Edwards-Stephenson home did not meet Saction
411, Place of Safety of the provincial Program Standards which requires that a placement of
longer than two weeks be studied for a foster home license. Despite Mr. Stephenson indicafing
that the couple were separated, that he lived sisewhere and that they would be co-parenting,
the Agency failed to quesfion this arangement further or to make Inquiries about the
clrcumstances surrounding the separation. Consequently, Mr. Stephenson Is “invisibie™ in the
file although he played a critical role In 2004 when he reportedly allowed Ms Kematch to reclaim
Phosnix despite the Agency’s letter of February 13, 2004, The letter expressed concem about
both parents’ Iffestyles but did not contain a forceful waming about further disruption in
Phoenix’s life. (See Appendix A) The Agency, by condoning a private armrangement between a
parent about whose lifestyle the Agency had “serious concem” and that parent's friends,
afforded Phoenix no protection at all. The godparents had no legal authority to withhold
Phoenlx from elther or her parents'and no legal computslon (as with a fostar home or even a
Place of Safety home) to report her removai from thelr home. The Chief Medical Examiner has
exprassed reservations in the past about the involvement of mandated agencies in so-cailed
“private armangements”. If @ mandated agency Is involved in brokering or informally sanctioning
such arrangements, just how “private” are they—agendles are accountable to the Authorities
which are ultimately accountable to the govemment and the people of Manitoba.

The Child Protection Branch has advised that the process of drafting new standards continues;
the Child Protection Standards are next. The Branch advised the writer that there are two ways
in which an Agency may bs Involved In private arangemants. The first occurs when the Agency
Is aware that a family open for Protaction services is making its own arrangementis for the care
of the children. In such cases, the Branch advises that the typs of assessment needed would
be different from cases in which the Agency is discharging a chiid in care to someone other
than the parent or guardian. There is, the writar would argue, a third situation In which the
Agency would take the child into care if the child remalned with the parent but has allowed the
parent fo seek a placement for the chlid with someone of the parent’s choice. This Is different
from the first situation in that the tisk to the child would be higher due to an imminent
apprehension. This was the situation facing Phoenix In 2004 when she was living with Kim
Edwards and Rohan Stephsnson. The Agency clearly was not confident that either parent
would provide acceptable care for Phoenix. In such cases, the Agency Is more than a
bystander and the arangement—be it known as a private arangement or some other name—
should formalize the Agency’s involvement In some way that affords the child the greatest
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protection. Private arrangements should not be used as an ‘sasy! substiute for altemate care
such as a Place of Safety or a foster homa. By elther acquiescing to or parlicipating in such
arrangements, the Agsncy Is a party to the process and shares responsibliity for the outcome,
just as dedlining to become Invoived would also canry with it the responsibllity for a share in the

outcoms,
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RECOMMENDATIONS

RECOMMENDATION ONE "
| i

THE CHIEF MEDICAL EXAMINER RECOMMENDS THAT THE CHILD PROTECTION
BRANCH DEVELOP A PROGRAM STANDARD TO ADDRESS THE USE OF PRIVATE
ARRANGEMENTS WHEN THERE ARE CHILD PROTECTION CONCERNS SUCH AS
ABANDONMENT, ABUSE OR NEGLECT. FURTHER, THE CHIEF MEDICAL EXAMINER
RECOMMENDS THAT ADULT PARTICIPANTS IN SUCH ARRANGEMENTS BE CLEARLY
ADVISED THAT NO CHILD 1S TO BE PLACED ELSEWHERE, INCLUDING WITH THE
ORIGINAL CAREGIVER(S), UNTIL THE APPROPRIATE AGENCY HAS BEEN ADVISED
AND HAS ASSESSED THE SITUATION IN WHICH THE CHILD WOULD BE LIVING.

The Declaration of Prir)ciples for The Chiid and Famnily Services Act Includes the following
staiemsnt: "Famllles and children have the right to the least interference with their affairs to
the extsnt compatible with the best Interests of children and the responsibilities of soclety.”

C.C.S.M, c. C8D

The child welfare doctrine of least Intrusive intervention should not result in the Province

withdrawing from cases involving the protection of children and entrusting a famlly with a history
of abandonment, abuse or neglect to make choices which further compromise the chiidren’s
safety. This can be the result of choosing a pootly functioning family as altemate caregivers or
choosing alternate careglvers who will defer to the family and surrender the children without
protest or without notifying a child welfare agency to ensure the children's safety. The Agency's
involvement, whethar active (by assessing or completing any checks on the altemate

caregivers) or passive (by not opposing the placement), makes It a part of this process and

should provide the child in question with the protection of the child welfars system.

RECOMMENDATION TWO

THE CHIEF MEDICAL EXAMINER RECOMMENDS THAT THE GENERAL AUTHORITY
ENSURE THAT THE PROGRAM STANDARDS FOR INVESTIGATION OF ALLEGATIONS
OF MISTREATMENT OF CHILDREN ARE FOLLOWED BY AGENCIES UNDER ITS
JURISDICTION, SPECIFICALLY THE REQUIREMENT TO ENSURE THAT THE CHILDREN

™
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INVOLVED ARE SAFE BE FULFILLED BY ENSURING THAT A CHILD ABOUT WHOM A
REPORT OF SUSPECTED ABUSE OR NEGLECT IS MADE IS SEEN BY THE

INVESTIGATING WORKER(S).

The Child and Family Services standards (1.1.1) online list spacify under “iniake Process” that
one of the case management decisions o be made Is “Are all children involved safe?"

Allowing the parent about whom an aliegation of child abuse or negiect has besn made to
deflect the Agency’s inquiries about that child affords the child no protection. It is logically
Inconsistent 1o accept assurances from a parent accused of confining a chiid that the chiid is
not confined, particularly when the child cannot be seen. Falling to see the child after being
denied access to a home after an allegalion of abuse and confinement should result in renswed
efforts to see the chlid in order to ensure that the child is not at risk of maltreatment. This report
from the community required investigafion and an accompanying healthy scepficism about
whothsr a person accused of confining and mistreating a child would readily admit to doing
50.% The 2001 standards require that the child be seen If there Is an allegation of maltreatmsnt.
in this particular case, the Agency’s second line of protection (supervision) also falled to protact
the child.

The lessons leamed In chiid abuse tragedies emphasize the Importance of sesing the child
about whom a report is made.

RECOMMENDATION THREE
A4

THE CHIEF MEDICAL. EXAMINER RECOMMENDS THAT THE CHILD PROTECTION
BRANCH ENSURE PROVINCIAL TRAINING FOR CHILD PROTECTION INCLUDES OR
REFERENCES LITERATURE EMPHASIZING THAT THE CARE OR CONDITION OF ONE
CHILD IN A FAMILY CANNOT BE TAKEN AS A PROXY FOR THE CARE OR CONDITION
OF ANY OTHER CHILD IN THE SAME FAMILY.

® Munro, E. (2005) In A systemns approach to Investigating chlid abuse deaths, British Joumnal of Social
Work, Vol. 35, pp 531-546 describes this as “stratagic factors”, tradeoffs among confiicting goals that
may be endemic {o the work or amplified by organizational issues, such as racent changes to the way

work is done.
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THIS POINT SHOULD BE EXTENDED TO ELIMINATE THE USE OF HOUSEHQLD
CLEANLINESS AND ORDER AS A PROXY FOR GOOD PARENTING AND THE ABSENCE

OF ABUSE.

Abuse in families may Involve all the children or the maltreatment may targst one child only.
Using a proxy (another child, an orderly home, abundant food) fo represent the safety of an
unseen child is not a reliable measure of safety.

It is not uncommon for the writer to read comments about the order and cleaniiness of a home
(or a lack of Iit) when a worker vislts a homs. In cases where neglect Is an issue, cleaniiness
and order can provide a worker with & quick means of checking the famlly’s basic functioning at
the beginning of a more thorough assessment of the children’s care. Using this same “ruler” to
measure the presence or absence of maltreatment does not produce the same resuit as
children may be mistreated in ciean homes whiie others may be safe In untidy homes.

RECOMMENDATION FOUR .
. ct®
THE CHIEF MEDICAL EXAMINER RECOMMENDS THAT THE CHILD PROTECTION
BRANCH ENSURE THE PROGRAM STANDARDS CURRENTLY UNDER DEVELOPMENT
FOR CHILD PROTECTION SERVICES INCLUDE A WARNING OR REMINDER TO
WORKERS THAT ONE CHILD MAY BE THE TARGET OF ABUSE OR NEGLECT IN A
FAMILY THAT APPEARS TO BE FUNCTIONING ADEQUATELY.

in addition to teaching this In chiid protection fraining, the material supporting the written
standard should reference the underlying reasons for thorough investigations.

RECOMMEDATION FIVE O

THE CHIEF MEDICAL EXAMINER RECOMMENDS THAT THE GENERAL AUTHORITY IN
CONJUNCTION WITH WINNIPEG CHILD AND FAMILY SERVICES BRANCH ENSURE
THAT FULL NAMES ARE OBTAINED FOR PERSONS ASSOCIATED WITH PROTECTION
CASES UPON THE BRANCH BECOMING AWARE OF THE INVOLVEMENT OF A NEW

178



Dept. Prod. #047

63

INDIVIDUAL IN A CASE. THE CHIEF MEDICAL EXAMINER FURTHER RECOMMENDS
THAT CRIMINAL RISK ASSESSMENTS OF NEW FAMILY MEMBERS OR ASSOCIATES BE
REQUESTED IN CASES INVOLVING FAMILIES WITH A HISTORY OF CHILD

PROTECTION CONCERNS.

A similar recommendation was made in the reviaw of service to the late Amelia Severight. The
Province has made a resource avaliable in the form of the Criminal Risk Assessment unit to
assist child welfare agencies in determining if new {amily members or associates pose a threat

{o the children in a family.

The Special investigator has been made aware that some Agencies ask that identification be
provided In such circumstances.

RECOMMENDATION SIX ' QQ"G

THE CHIEF MEDICAL EXAMINER RECOMMENDS THAT THE CHILD PROTECTION
BRANCH AND THE GENERAL AUTHORITY, IN CONJUNCTION WITH THE WINNIPEG
CHILD AND FAMILY SERVICES BRANCH, REVIEW THE MARCH 5, 2005 INTAKE TO
DETERMINE WHAT CAN BE DONE TO PREVENT SIMILAR INCIDENTS IN THE FUTURE
AND TO ASCERTAIN WHETHER THIS WAS A UNIQUE RESPONSE TO REPORTS OF
ALLEGED MALTREATMENT OF CHILDREN OR RELATED TO SYSTEMIC ISSUES SUCH
AS A SHORTAGE OF RESOURCES.

Despite the requirements of the existing Program Siandards, a refemal alleging confinement
and abuse of a young child did not result in the child being seen. in addition, the Agency
accepted a proxy for the child alieged to have been sbused. The aclions taken by the
mvestigating staff were signed off by a supervisor desplte the shortcomings in practice and the
faliure to meet existing standards. '

The wriler is aware that there is a chronlc shortage of resources in the child welfare system and
that this may impact on the time available to follow up Intake reports. If this shortage impacted

the Investigation of the March 5, 2005 maltreatment report, action is required to ensure that

sufficient resourcas are available to provide service that meets'the provincial standards.

-

179



Dept. Prod. #047

This report was prepared by %)27(' :

Jan Christianson-Wood, MSW, RSW
Speclal Investigator
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APPENDICES
*MEDICAL EXAMINER'S REPORT

_ *AUTOPSY REPORT
APPENDIX A

- *As criminal charges have been laid in this case, these documents cannot be released without
- the permission of the Crown Attomey.
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A PP endix A
@1anitoba | ,. q; )
Family Services Winmipeg Child and Family Services 835 Portage Avenmue
. ang Hounxing ‘Wimnipeg, Manitoba
. . _ " R3GONS
CANADA
(204) 9444200
Fax: (204) 9444250
February 13, 2004
Roban & Kim Stcphcnscm
1331 Selkirk Ave.
Wpeg MB .

R2X0C9

‘Re: Phoenix Sinclair dob:April 23, 2000
Father; Steven Sinclair
1 am writing to follow up with our conversation on Januery 21, 2004. At that time you indicated
that you would be willing to care for Phoenix under a private arrangement for as long as is
necessary, I have now spoken with Steven who has agreed that you can care for Phoenix. Lhave
told Steven that the agency has serious concerns about his current lifestyle, s well a8 .
Samantha’s. He has been advised that he is not to take Phoenix back into his care without
_contacting this agency and having a risk assessment done. So please be advised that the agency
hopes you will continue to care for Phoenix and will contact us should this situation change.

Should you have any ﬁ.nthcr questions pleasc call this writer at 944-4679 or after hours 8t 944-
4050 .

Thank you,
Sincerely, h N

Lisa Mirochnick, BA., B.S.W.
Social Worker
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