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PCHS - Who We Are?
• Health Services Provider: August 2009
• Accredited: CARF International, June 2016-201

Imagine Canada, 2014
• Integrated Holistic Service Delivery Model – 2000
• Family Centered Approach: - 2000
• Catchment Area: CW-LHIN Boundaries and GTA
• Number of Staff:  50 Full and Part-time
• Date Commenced Work: July 5, 1990
• Date of Incorporation: October 25, 1995
• Board of Directors: Minimum 7 and Maximum 9 members
• Charitable Organization: 2010 
• CRA Registration: 883090409RR0001



PCHS Mandate
• Provide culturally appropriate social, health 

and settlement services to the South Asian 
community, using an Integrated Holistic 
Service Delivery Model. 

• This can be achieved by partnering with 
agencies and communities. 

• We rely on asset (strength) based model of 
community building. 
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Definition of Family

• Family – enduring relationships where all family 
members share a connectedness through culture, 
tradition, shared experiences, emotional commitment 
and mutual support. We leave it up to each family to 
define their family constellation. 

• PCHS definition: ©1995



IHSD MODEL
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Definition of Family-Centered Care
• Family Centered Care assures the health and well-being of families through a respectful 

family-professional partnership.  It honors the strengths, cultures, traditions and expertise 
that everyone brings to this relationship.

• A philosophy and approach to health care that places the “family” at the center of the 
institutional and  professional purposes rather than the client and the family 

• The entire families are involved in all aspects of planning, implementation and evaluation of 
health services

• It involves the entire family in the  polices, programs, facility design, and staff day-to-day 
interactions.  

• Family Centered Care facilitates collaborative  relationships between and among 
consumers and health providers.  

• Family-Centered Care is the standard of practice which results in high quality services.



• Thus orientation, intake and care plans incorporate rapport 
building with the client and the family. We believe these 
culturally competent services are needed to address service 
delivery from an equity perspective, by increasing the 
accessibility and the quality of services for diverse populations, 
thereby producing better outcomes
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Example

• In mainstream culture the violence is often perpetuated by the 
partner but in South Asian culture the abuse can be perpetrated 
by extended members in the family. 

• Therefore, becomes important to work with the entire family 
rather then just the individual. 

• Example: when working with women I also found that many 
wanted their families involved in the process as their families 
may have been involved in arranging the marriage. Decision 
making is often a collaborative process in South Asian culture. 
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Principle #1
Work together based upon equality, trust and respect

A. Create a family friendly environment
• Practitioners are from the community 
• Structure activities compatible with the family’s 

availability and accessibility
• Demonstrate genuine interest in and concern for families



Principle #1 continued

B. Create opportunities for formal and informal feedback 
and act upon it; ensure that input shapes decision 
making

C. Encourage open, honest communication
D. Maintain confidentiality, being respectful of family 

members and protective of their legal rights 



Principle #2
Support the growth and development of all family members; 
encourage families to be resources for themselves and others

• Encourage family members to recognize their strengths
• Help families identify & acknowledge informal networks 

of support & community resources
• Create opportunities to enhance the interaction between 

families and client(s)



Principle #3
Affirm, strengthen & promote families ties

• Create opportunities for families to identify areas of common 
ground and to accept and value differences between them

• Strengthen family & staff skills to advocate for themselves 
with institutions & agencies

• Maintain staff who reflect the cultural and ethnic experiences 
and languages of the families with whom they work and 
integrate their expertise into the entire program

• Provide ongoing staff development on diversity issues



Principle #4
Programs are flexible and responsive

• Be accessible for families
• Engage families as partners
• Develop a collaborative, coordinated response to 

community needs
• Community engagement – minimum once per year



Principle #5
All Family Centered Practice principles are embedded in PCHS 
overall operations
• Provide ongoing staff development/training on the Family Centered 

Practice
• All staff work as a team, modeling respectful relationships of 

equality
• Establish an effective, consistent supervisory system that provides 

support for all staff members and ensures accountability to 
participants, funders, and the community

• Establish supervision as a collaborative process with mechanisms, 
which support staff in difficult situations or disputes 



Principle #5 continued

• Build a team of staff who is consistent with program 
goals, whose top priority is the well being of families 

• Structure governing bodies so that they reflect the 
diverse constituencies of the community and are 
knowledgeable about community needs

• Evaluation is a collaborative, ongoing process that 
includes input from staff, families, program 
administrators, and community members



Scenario 1: Immigration/Deportation

• Heavy drug user and drug trafficking charges
• Family unaware of his drug abuse
• Legal problems and facing deportation
• How was the Family involved to support client 
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Scenario 2: Isolated and Alone

• Heavy drug user ran away from home 18 years ago
• Client feeling alone and low self esteem
• Hasn’t seen family in a long time
• Case manager involves client family
• How did the Family help support the client
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Basic Skills

• Solicit and use family input in a meaningful way in the design or 
delivery of clinical services, program planning and evaluation. 

• Operationalize the “family-centered care” philosophical constructs 
(e.g., families and professionals share decision-making; 
professionals use a strengths-based approach when working with 
families) and use these constructs to critique and strengthen 
practices, programs, or policies that affect PCHS operations.



Advance Skills

• Ensure that family perspectives play a pivotal role at PCHS, 
clinical practice, programs, or policy (e.g., in community needs 
assessments, processes to establish priorities for new initiatives 
or research agendas, or the development of clinical guidelines). 

• Advocate that assist primary care providers, organizations, and/or 
health plans to develop, implement, and/or evaluate models of 
family-centered care. 



Co-Dependency

• Co-dependency is a learned behavior that can be passed down from one 
generation to another. It is an emotional and behavioral condition that affects an 
individual’s ability to have a healthy, mutually satisfying relationship. It is also 
known as “relationship addiction” because people with codependency often 
form or maintain relationships that are one-sided, emotionally destructive and/or 
abusive. The disorder was first identified about ten years ago as the result of 
years of studying interpersonal relationships in families of alcoholics. Co-
dependent behavior is learned by watching and imitating other family members 
who display this type of behavior.
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Codependency Roles
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The Addict 

• The Centre of a codependant family: the “world” of the 
family resolves around this person.

• Behaviour is not limited to alcohol or drug addiction, but 
can include process addictions such as gambling, sex, 
eating, and work as well 
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The Hero

• Often the oldest child who will take on adult roles such 
as cooking, cleaning, caring for young siblings, and even 
caring for the addicted parent

• A high achiever and perfectionist; focused on trying to 
make the family look “normal”.

• Appears to have it all together, but inside feels isolated 
and ashamed. 
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The scapegoat

• Often defiant, angry, or hostile and constantly in trouble 
at school or home

• Poor behavior takes focus away from the addict
• Finds acting out is the only way to get attention from the 

family
• May turn to drugs and alcohol to cope with emptiness 

and anger felt inside
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The Joker

• The family Clown
• Always making jokes to try to improve the atmosphere in 

the family and deflect attention away from the addiction
• Use immature humour to deal with problems
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The loner

• Deals with family dysfunction by withdrawing
• Does not cause trouble and is often ignored and 

forgotten by the family
• Gives up their needs in order not to disrupt others
• May not develop social skills
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The Caretaker

• The chief enabler
• Takes on the addict’s problems and responsibilities 
• Supports the addictive behavior and all other 

codependent roles in the family
• Hides problems from the public and does not mention 

addiction or recovery
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What is a Dysfunctional Family and How Does it Lead to Co-
dependency

• Dysfunctional families do not acknowledge that problems exist. 
They don’t talk about them or confront them. As a result, family 
members learn to repress emotions and disregard their own 
needs. They become “survivors.” They develop behaviors that 
help them deny, ignore, or avoid difficult emotions. They detach 
themselves. They don’t talk. They don’t touch. They don’t 
confront. They don’t feel. They don’t trust. The identity and 
emotional development of the members of a dysfunctional family 
are often inhibited
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How Do Co-dependent People Behave?

• Co-dependents have low self-esteem and look for 
anything outside of themselves to make them feel better. 
They find it hard to “be themselves.” Some try to feel 
better through alcohol, drugs or nicotine - and become 
addicted. Others may develop compulsive behaviors like 
workaholic, gambling, or indiscriminate sexual activity.
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How Do Co-dependent People Behave?

• They have good intentions. They try to take care of a person who 
is experiencing difficulty, but the caretaking becomes compulsive 
and defeating. Co-dependents often take on a martyr’s role and 
become “benefactors” to an individual in need. A wife may cover 
for her alcoholic husband; a mother may make excuses for a 
truant child; or a father may “pull some strings” to keep his child 
from suffering the consequences of delinquent behavior.
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How Do Co-dependent People Behave?

• The problem is that these repeated rescue attempts allow the needy individual 
to continue on a destructive course and to become even more dependent on 
the unhealthy caretaking of the “benefactor.” 

• As this reliance increases, the co-dependent develops a sense of reward and 
satisfaction from “being needed.” When the caretaking becomes compulsive, 
the co-dependent feels choiceless and helpless in the relationship, but is unable 
to break away from the cycle of behavior that causes it. Co-dependents view 
themselves as victims and are attracted to that same weakness in the love and 
friendship relationships.
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How is Co-dependency Treated?

• The first step in changing unhealthy behavior is to understand it. It 
is important for co-dependents and their family members to 
educate themselves about the course and cycle of addiction and 
how it extends into their relationships.

• A lot of change and growth is necessary for the co-dependent and his or her 
family. Any caretaking behavior that allows or enables abuse to continue in the 
family needs to be recognized and stopped. The co-dependent must identify 
and embrace his or her feelings and needs. This may include learning to say 
“no,” to be loving yet tough, and learning to be self-reliant. People find freedom, 
love, and serenity in their recovery. Hope lies in learning more.
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Locations and Contact information
• PCHS has three locations:

– Unit # 241, 2980 Drew Rd, 
Mississauga (Head Office)

– Unit # 219, 2985 Drew Road 
Mississauga, 

– Unit # 201, 50 Sunny Meadow Blvd. 
Brampton

• Program sites:
– 135 McLaughlin Road South, Brampton
– 45 Glenn Hawthorne Blvd., Mississauga
– Unit # 209, 1515 Matheson Blvd., 

Mississauga

• Contact Information:
– Phone No.: 905.677.0889
– Fax Nos.: 905.790.0802, 905.677.9141
– website: www.pchs4u.com
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THANK YOU
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