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through forms and signatures. When consent is handled in this way, counseling interactions may
inadvertently reflect relational patterns linked to abuse, especially if the impacts of trauma,
coercion, and mistrust are not addressed with active support for choice, pacing, and
comprehension.

Objective: This article presents relational consent as a trauma-informed, ethically grounded
framework that views consent as an ongoing, relational process rather than an administrative
event.

Methods: This conceptual paper reviews ethical and legal standards for valid consent in Canada
and applies them to CEIPV contexts. Relational consent is described through three interconnected
pillars (protection, repair, and alliance) and illustrated with practical examples.

Results: Relational consent reframes consent as an ongoing dialogue that reduces the risk of
retraumatization, helps restore maternal authority, and affirms children's voices. Protection fo-
cuses on safety, pacing, and clear communication about rights and boundaries. Repair tackles
relational ruptures caused by violence by restoring caregiver authority and empowering chil-
dren's agency within consent discussions. Alliance emphasizes the collaborative trust that de-
velops when consent is revisited over time and agreements are consistently honoured.
Conclusions: By reframing consent as protection, repair, and alliance, this paper advocates that
consent is a vital ethical practice rather than merely an administrative formality. In CEIPV
contexts, relational consent functions both as a safeguard and an intervention, exemplifying
dignity, choice, and relational safety for mothers and children affected by violence.

Consent in counseling, although vital for ethical practice, can be reduced to a mere formality: a lengthy document, a brief
explanation, and a signature that supposedly indicates understanding. In cases of childhood exposure to intimate partner violence
(CEIPV), this simplification is not only inadequate but also harmful. Children may comply without truly understanding. Mothers may
sign while distressed, fearful of legal repercussions, or under pressure to meet deadlines. Perpetrators may exploit consent to request
notes, insist on joint sessions, or use updates to exert control. When consent is regarded as just paperwork, the coercive dynamics of an
abusive household can reemerge in the therapeutic setting.

CEIPV also raises dilemmas regarding legal authority. Parents usually hold guardianship and the right to consent to their child's
counseling unless a judge has removed these rights. This paper focuses on situations in which a parent (often the mother, as the non-
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offending caregiver) seeks services for her child through a shelter or community agency, even if the alleged perpetrator still has legal
consent rights. The aim is not to review or interpret provincial or territorial laws, as rules around consent and guardianship differ
across Canada. Instead, the focus is on practice: how to manage consent when both parents are involved, and there is a history of
intimate partner violence (IPV). At a minimum, workers should verify who has the legal authority to give consent before services begin,
especially if the child does not already have the independent right to consent.

Relational consent provides an alternative approach (McBride, 2026). Although informed consent is meant to be an ongoing
process, it can often be treated as a one-time event in practice. Relational consent reestablishes continuity and incorporates trauma-
informed care into consent discussions by ensuring information is provided gradually, tailored to clients' learning needs (e.g., using
props to promote meaning and recall), checked for understanding and recall, and revisited as circumstances change (McBride, 2008,
McBride, 2026). The goal is to prioritize safety over speed, understanding over mere compliance, and alliance building over formality.
Key relational consent practices involve being transparent (explaining what will happen and how), preventing surprises (e.g., clari-
fying privacy boundaries before disclosures), respecting rights and autonomy (e.g., affirming choices), and maintaining accountability
(e.g., recording consent as an ongoing agreement rather than just a signature). By starting with clarity about who the client is, what
counseling will and will not involve, and how information will be shared, relational consent exemplifies stability, predictability, and
respect for choice, standing in stark contrast to abuse.

Although this framework is based on Canadian CEIPV practice contexts, its core relational principles can be adapted to other
settings, including under-resourced or community-based environments. In various contexts, the framework assumes that, as early as
possible and in a manner that is safe, clear, and meaningful, agreements are made about what information will be shared, what will
remain private, and with whom, guided by the roles and legal authorities of those involved. In different legal, cultural, or service
settings, these agreements may need careful negotiation and adjustment, especially concerning youth participation, consent processes,
and documentation practices, while prioritising relational safety, client agency, and protection from harm.

1. Outline

This article develops a CEIPV-specific framework for relational consent and applies it to the realities faced by counselors working in
shelters and community agencies. It begins with a review of consent theory, examining the ethical and legal standards for valid consent
(intelligent, knowing, and voluntary), and explains why signatures alone cannot satisfy these requirements (Crowhurst & Dobson,
1993; Robinson et al., 2015; Shah et al., 2024). Relational consent then translates these standards into practice through three inter-
connected processes: protect (the most central, focusing on safety, clarity, cultural humility, and assent), repair (restoring maternal
authority and affirming children's voices), and build alliance (building collaborative trust through ongoing, transparent dialogue). A
separate section on mothers and youth highlights how relational consent functions both as a safeguard and an intervention, showing
how mothers can be repositioned as protectors while children experience voice and choice in practice. This article also considers
limitations and suggests future research and practice directions, before emphasising key implications for counselors, shelters, and
community practitioners. Throughout, the core message remains clear: consent is not simply a formality but an opportunity to uphold
safety, dignity, and voice. When counselors incorporate relational consent in CEIPV contexts, they do more than simply obtain consent;
they exemplify it. This modelling, often the first experience of rights and choice after coercion, can serve as the beginning of healing
and repair.

1.1. Consent theory

Consent in counseling has traditionally been viewed both as a legal obligation and an ethical safeguard. In Canada, valid consent
requires decisions to be made intelligently, knowingly, and voluntarily (Robinson et al., 2015). While these criteria may seem
straightforward in theory, they become more complicated in practice, especially in cases of CEIPV, where trauma, fear, and power
imbalances can interfere with meaningful decision making.

o Intelligent consent depends on a client's capacity to understand and recall consent information. However, it is well-known that
trauma can impair memory and concentration (Fan & Kang, 2025; Scott et al., 2015). In a counseling setting, a mother fleeing
violence may struggle, in the first meeting with the worker, to absorb a lengthy list of agency policies and rules while still in crisis
and shock. Similarly, a child beginning therapy after experiencing coercive dynamics might be too dysregulated to recall what was
explained about their counseling and the limits to their privacy. Without appropriate pacing, scaffolding, and comprehension
checks, counselors risk obtaining agreement and signatures without ensuring meaningful understanding.

Knowing consent requires that clients receive sufficient information about the nature of counseling services, the associated risks and
limits, and available alternatives before they disclose information that might have legal or ethical consequences, such as mandatory
reporting. In CEIPV contexts, knowing consent also involves (but is not limited to) checking that clients understand how their own
information and their children's information will be documented, that counseling records are retained for a legally specified period
that varies by jurisdiction, and that these records can be accessed through a court order. These realities should be communicated in
plain language and revisited as needed, especially before disclosures or when asking sensitive intake or assessment questions. When
confidentiality and documentation limits are not clearly explained and regularly reviewed, families may share information based
on false assumptions about privacy, which can cause distress, erosion of trust, or feelings of betrayal of the helping system when
those limits are later revealed.
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e Voluntary consent relies on freedom from coercion. In cases of IPV, this condition is delicate. Mothers might agree due to pressure
from child protection measures or court orders, while children may say “yes” to please adults, mirroring compliance strategies
learned in unsafe environments. In such situations, what seems to be agreement might actually be a survival mechanism rather than
an expression of authentic choice.

Together, these conditions highlight a key limitation of signature-based consent: a signature alone does not prove that consent is
valid (Crowhurst & Dobson, 1993). A form might indicate that information was provided, but it does not confirm that the person
understood, retained the details, or consented voluntarily. In CEIPV contexts, relying solely on signatures may risk recreating coercive
dynamics by bypassing a person's right to meaningful choice.

Canadian realities reinforce this challenge. Unlike in some jurisdictions, Canadian counselors do not have therapist—client privi-
lege; courts can compel counseling records. File-retention rules require that counseling files be kept for years, sometimes decades,
increasing the likelihood that today's disclosures will resurface in future disputes, such as child custody and insurance claims.
Mandatory reporting laws oblige counselors to breach confidentiality when a child's safety is at risk. These are not side issues; instead,
they are central to what clients must “know” for consent to be valid.

Consent also serves a protective role (Bester et al., 2016; Shah et al., 2024). It safeguards society by supporting professional
standards and fostering public trust. It protects counselors by providing ethical guidance in complex decision-making situations. Most
importantly, it protects vulnerable clients by reducing the risk of being misled, coerced, or silenced. In CEIPV contexts, this protective
function becomes particularly salient. These mothers and children often come from environments in which consent was absent,
routinely dismissed, or overridden through coercion within abusive intimate relationships. When counselors approach consent as a
form of protection rather than mere compliance, they may disrupt power-over dynamics established by abusive partners and support
relational repair through transparency, choice, and respect (Barstow, 2008). Building on these foundations, relational consent seeks to
bridge the gap between legal and ethical requirements and their practical application through trauma-informed, collaborative dia-
logue. Where consent theory identifies the limits of signature-based practices, relational consent offers a method for addressing them in
practice.

1.2. Relational consent

Relational consent, as articulated in this article, aligns with broader scholarship that views consent as ongoing, relational, and
shaped by context, including work in relational ethics, ethics of care, and personalised informed consent. The framework also builds on
the author's (McBride, 2026) broader body of applied work on consent.

If consent theory explains why signatures alone are insufficient, relational consent demonstrates how the process can be rethought
to be protective, empowering, and healing (McBride, 2026). In my earlier work (McBride, 2008), I first introduced relational consent,
which reframes consent not as a one-time transaction but as a living agreement; a continuous dialogue that is transparent, paced, and
responsive to trauma. In CEIPV contexts, where families have lived without voice or choice, this approach is especially important.
Relational consent bridges the gaps of traditional methods through three overlapping functions: protect, repair, and build alliance.

1.3. Protect

Instead of reducing consent to mere signatures and scripted statements about privacy limits, relational consent aims to protect,
repair, and build trust (McBride, 2013). Among these functions, protection stands out as the most vital. In CEIPV contexts, protection is
clear, specific, and immediate, shaped by a mother seeking counseling for a child who has witnessed violence. For these families,
consent through protection means more than just following standards and avoiding legal liability; it involves respecting their dignity
and fostering early experiences that help them learn that trusting the counselor to support their autonomy is possible.

Protection starts with gentle pacing. Mothers and children coming from violent homes often arrive in crisis or disarray. Rushing
through long forms or scripted explanations risks overwhelming them and may recreate feelings of coercion or silence. By slowing
down, scaffolding the consent process, and focusing on immediate safety, such as learning about medical and allergies, clarifying who
can pick up the child from a counseling session, and learning who to contact in an emergency, counselors show that safety takes
precedence over disclosure. This mindful pacing helps reduce the risk of retraumatization and communicates to both mother and child
that their readiness, not the agency's schedule, guides the process.

Protection also requires that rights and limits be clearly communicated from the start. Privacy rules, mandatory reporting obli-
gations, and the fact that counseling notes can be subpoenaed in Canada need to be explained in straightforward, accessible language.
When mothers and children understand these boundaries early on, they are less likely to feel blindsided later by unexpected infor-
mation sharing. In this way, transparency helps protect trust. A counselor might say, “There may be times I need to share your in-
formation. For example, if someone's safety is at risk or if a judge requires it. I want you to know this now, so you are never surprised
and can decide what you want to tell me.” To ensure consent is informed, voluntary, and intelligent (Robinson et al., 2015), counselors
can state limits at the beginning and use teach-back strategies to confirm recall and understanding (Truscott & Crook, 2021).

Protection extends beyond legal requirements. It includes cultural humility, ensuring that counselors do not impose their own
values but instead adapt consent processes to cultural traditions, kinship roles, and community expectations. For a Cree child, this may
involve inviting a Kokum (grandmother) into consent conversations. For a newcomer family, it may mean working with an appro-
priately selected interpreter. It also means asking, “Are there cultural or family practices you would like included in these conver-
sations before you decide whether to work with me?” These practices convey that counselors are communicating respect for the
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family's values and signalling that these are not secondary to professional norms.

Protection also requires clear role boundaries. Mothers and children exposed to IPV often encounter professionals who hold
multiple roles, which can blur role expectations and contribute to mistrust. Relational consent makes explicit that the counselor's role
is to stay “in their therapeutic lane”, and not shift into an investigative or mediative role. Clarifying these boundaries helps prevent role
confusion, protects the counseling relationship, and reassures both mother and child that the therapeutic space remains free from
competing agendas.

Finally, protection involves ensuring that the child's assent is sought in every session. In this article, consent refers to legally valid
authorization to proceed with counseling, whereas assent refers to a child's developmentally appropriate, ongoing expression of
willingness to participate. Assent guides the pacing and engagement process but does not replace the need for parental consent. While
mothers (or guardians) provide legal consent, children must be given regular opportunities to say “yes,” “no,” or “not yet” at each
session. Relational consent incorporates assent through simple practices: reminding youth of their choices, clarifying how privacy is
and is not protected, using metaphors or props to make rights tangible, and confirming understanding through teach-back. These
practices help protect children from silence and compliance by demonstrating that they have a choice. Protection is the first layer of
relational consent, as it creates safety and sets boundaries that affirm voice and dignity. Once safety is established, relational consent
can move into repair, which restores trust fractured by violence, and into alliance-building, which fosters a collaborative partnership
that models healthier ways of relating.

2. Repair

Once protection is established and safety is prioritized, repair involves the deeper relational work of consent (Barstow, 2008;
McBride, 2026). Intimate partner violence disrupts trust on multiple levels. Children may question their mother's ability to protect
them after witnessing her being overruled or silenced, while mothers may feel stripped of authority by both perpetrators and the
systems meant to offer support. In this context, consent conversations are not neutral administrative tasks; they become opportunities
to start repairing ruptures in trust, dignity, and parental authority.

Repair can happen when counselors involve mothers in decision-making, treating them as collaborators rather than silent signa-
tories. This includes asking questions such as, “What kind of updates would help you feel confident your child is safe?” and “Which
parts of your child's counseling would you like to keep private between your child and me?” These questions can help restore the
mother's voice and clearly affirm her authority in the counseling process. For the child, seeing a counselor listen to their mother's input
may boost caregiver credibility (Haiyasoso, 2017). It directly challenges the perpetrator's message that the mother's voice is weak,
irrelevant, or untrustworthy. For the mother, having her perspectives actively sought and documented as part of the consent process
can help rebuild a sense of agency that has often been eroded through coercive control.

Repair also occurs when children are explicitly asked what they want to keep private or share. A counselor might say, “As we talk, if
there is anything you would like me to keep private, just between us, we can figure that out together. I will let you know what I can
keep private and what might need to be shared with my team or your mom. If you tell me someone is being hurt, or could be hurt, I will
need to talk with your mom or other helpers like me, as safety is something we take care of together.” This not only respects the child's
agency but also models healthy boundary-setting, a skill often absent in abusive households. When mothers witness their child's
privacy being respected in this structured way, it reassures them that the counseling space is safe and protective, rather than another
arena where the child's voice can be overridden.

At the systemic level, repair challenges structures that have historically marginalized non-offending mothers. Many women leaving
IPV report that courts, schools, or child protection agencies often prioritized the rights of the abusive parent over their protective
instincts (Reeves et al., 2025). Relational consent offers an alternative narrative: in this counseling space, the mother's authority is
acknowledged, and the child witnesses this validation. Every time the mother's voice is respected, and each time the child's voice is
affirmed, relational consent helps heal the relational ruptures caused by violence and systemic failures that mirrored that violence.

3. Build alliance

The third process of relational consent is alliance building (McBride, 2013). While protection offers safety and repair restores trust,
alliance strengthens the therapeutic relationship to promote healing. In the context of IPV, alliance is not created through efficiency or
paperwork; it develops from repeated, genuine acts of respect, pacing, and collaboration (Lynch et al., 2022).

For children, alliance strengthens each time they say “no” or “pass” and see that their boundaries are respected without punish-
ment. These small but consistent experiences of agency build a sense of safety: “This adult won't force me.” For mothers, alliance
deepens when counselors affirm their protective role while creating space for their child's autonomy. For example, a counselor might
say, “Your mother and I will meet briefly to discuss safety updates, for me to share what you have asked me to share with her, and to
answer her questions. If I agreed to keep something you told me private, I will honour that unless there is a safety concern. You can also
ask me questions about what your mom and I discussed, and I will do my best to answer in a way that is helpful and appropriate for
you.” This balance shows that the counselor is dedicated to honouring each voice.

Alliance can also be strengthened by revisiting consent over time. As mentioned earlier, relational consent is not a one-time dis-
cussion but an ongoing conversation. counselors can revisit earlier agreements by asking check-in questions such as, “Does what we
agreed I would share about your child's counseling still feel like the right balance of privacy and updates for you?” Reassessing consent
this way helps prevent a gradual return to patterns of assumed compliance or silence and shows both mother and child that they
continue to influence how the counseling process develops.
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Building an alliance requires moral courage to uphold core therapeutic values despite opposing forces (Lachman, 2010). In shelters
and agencies, staff are often pressured to “get the form signed” quickly for efficiency. Relational consent resists this pressure. A rushed
signature might create the illusion of consent, but alliances built on compliance are fragile. Meanwhile, alliances based on trans-
parency, connection, and shared power form the foundation for therapeutic work that can endure (Barstow, 2008). Together, pro-
tection, repair, and alliance form the core of relational consent. Protection aims to prevent retraumatization by emphasising choice,
rights, and boundary-setting. Repair restores voice to mothers and children, countering silencing by perpetrators and systems. Alliance
fosters the trust necessary for therapy to be a space of healing. In CEIPV contexts, these are not abstract ideals; they are urgent
processes that influence whether families feel coerced once again or experience counseling as the first place where voice, dignity, and
safety genuinely belong to them.

The following section shifts from theory to practice. It explores how these functions operate in the lived realities of mothers and
children, including how five words can offer simple tools for autonomy, how mothers are redefined as protectors, and how shelters and
agencies can develop consent conversations even when perpetrators retain parental rights.

4. Mothers and youth: Relational consent as protection and repair

Relational consent takes on particular importance in CEIPV work because the consent process itself can function as an early practice
context for protection and repair. Here, the emphasis moves from outlining the pillars to illustrating how mothers and children may
experience consent as a lived encounter with voice, choice, and predictability.

4.1. Five words

At the heart of this rebalancing are five words of relational consent: no, yes, pass, I don't know, and goodbye (McBride, 2008). Each
word serves a specific purpose. No refers to not wanting to say or do something. Yes communicates consent. Pass indicates a wish to
pause or skip a question. I don't know conveys uncertainty without pressure to respond. Goodbye affirms the right to end participation,
whether stepping away from a topic, ending a session early, or discontinuing counseling altogether. These words can be displayed on a
pillow in the therapy room, posted on a wall, printed as the first line on a consent form, or introduced at each session. They serve as
constant reminders that all clients have the right to use their voice and highlight that participation is always a choice, never an
obligation. From multiple perspectives, the power of these five relational consent words becomes clear:

e For children, they provide simple, memorable language for asserting agency when they may come from a space where coercion was
once the norm. Saying “pass” or “goodbye” without consequence models that choice is respected. These words become anchors of
choice in every session, reminding children they can pause, delay, or refuse without penalty. In counseling, children are told
directly that they are the drivers in the room: their voice sets the pace, and their right to say “no” will be honoured. At the same
time, relational consent acknowledges the reality that outside of therapy, parents (and courts) may still “control the car.” By
naming this tension openly, counselors prevent false promises of autonomy while affirming that within the session, the child's voice
holds genuine authority.

e For mothers, the five words show that their children are protected, while also signalling that mothers can also say “no” or “goodbye”
if something feels unsafe. This reinforces their position as protective allies, not passive signatories. Watching their child exercise
this agency can be equally healing. It shows them that professionals can be allies rather than another authority that silences or
overrides. It can also reassure mothers that their child's dignity and safety are protected and affirms the mother's protective role.

e For counselors and systems (e.g., shelters, schools, agencies), the five words can function as accountability anchors and support a
shared relational language across different settings. They can help interrupt habitual practices of rushing, imposing, or prioritising
procedure over the process, reminding professionals that consent should remain relational rather than transactional. When families
experience the same relational consent framework across multiple contexts, it can foster predictability and reduce the “no sur-
prises” anxiety associated with system or institutional-involvement.

Relational consent also makes explicit that the counseling space belongs to everyone present. For instance, children are directly
told, “This is your space.” They are supported in deciding what to share, when to pause, and when to withhold information. The
counselor does not pursue information or pressure children to disclose, unlike police or forensic settings, where the main goal may be
to elicit details. Instead, sessions focus on attunement: building coping skills, focusing on what is within the child's control, and
providing space for emotions related to what is outside the child's control.

The pillars of transparency and the avoidance of hidden rules are essential when counseling mothers and children after CEIPV.
Hidden policies or unexpected disclosures should never catch clients off guard. Relational consent involves counselors clearly
explaining boundaries, revisiting them regularly, and confirming understanding through teach-back, including age-appropriate, direct
discussions with children (McTavish et al., 2022). For example, a counselor might ask, “Just to be sure I explained it clearly, can you
tell me in your own words when I might need to share your information with X?” These practices not only ensure valid consent but also
show a commitment to honesty, predictability, and collaboration.

Ensuring the child's voice is heard involves more than just using these consent tools. It requires slowing down consent discussions,
using clear, simple consent language, and being transparent about professional roles. counselors must work within their scope, rather
than acting as investigators, mediators, or advocates, unless these roles are part of the agreed-upon services. Unlike practices that may
undervalue children's perspectives (Flam & Handegard, 2015), children should be explicitly invited to help decide how information is
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shared and reminded that their choices matter. Even when parental rights or consent authority are unclear or contested, being open
with families about the limits and uncertainties of confidentiality is itself an act of relational consent. This transparency helps prevent
misunderstandings and models the “no surprises” principle that is key to relational consent processes (McBride, 2026).

Healing also happens through repetition. Each time the counselor checks in about what the mother recalls regarding the consent
agreement, each time a child's “no” is respected, and each time a mother's voice is affirmed, trust can gradually be built and restored.
These moments offer corrective emotional experiences that sharply contrast with what they experienced at home - coercion, secrecy,
and dismissal.

In this way, relational consent functions on two levels at the same time. It aims to prevent invalid consent by supporting decisions
that are intelligent, knowing, and voluntary (Robinson et al., 2015). Additionally, it acts as an early step in healing, modelling dignity,
empowering mothers, and giving children a real experience of consent that exposure to violence previously denied them (Lynch et al.,
2022; McTavish et al., 2022). Just as children gain when their voices are affirmed through five words, mothers gain when their
protective authority is restored. The next section examines how relational consent reaffirms mothers as protectors in front of their
children.

5. Mothers as protectors of their children

Affirming maternal authority within relational consent extends beyond decisions about therapeutic content and includes process-
level choices such as how consent is structured, how information flows across systems, how files are managed, and how professional
roles are defined in relation to the family. IPV often strips mothers of their authority. In dynamics often characterized by significant
relational “asymmetry” (Flam & Handegard, 2015, p. 82), perpetrators may override mothers' decisions, belittle them in front of
children, or manipulate children to doubt their mother's ability to protect them. At the same time, systems such as courts or schools
sometimes reinforce this erosion of authority by undermining the legal rights of non-offending mothers (Reeves et al., 2025). The result
is that many mothers arrive in counseling not only traumatised but also doubting their capacity to act as protectors.

Relational consent offers a chance to repair this loss. When counselors actively involve mothers in consent discussions, they show
that consent is more than just signing; it is about giving choice. For example, a consent talk might involve asking the mother questions
to confirm her authority, such as: “What kinds of updates would reassure you that your child is safe when working with me? What
information do you feel is important for you to know about what your child tells me? What would you prefer I keep private between
your child and me?” Sharing the mother's responses with the child also helps to restore the mother's authority, as her voice is valued.
Overall, before counseling begins, agreements are established about what will and will not be shared with parents, ensuring children
understand which matters will remain confidential. This supports the relational consent pillar of no surprises and helps prevent
children from feeling betrayed later.

The pillars of relational consent, namely autonomy and dignity, come to life in these moments. By involving mothers as collab-
orators in decisions about privacy, updates, and file management, counselors reinforce that consent is more than just a formal rule; it is
an act of protection. This mutual understanding safeguards children while openly reaffirming the mother's protective role in front of
them, laying a strong foundation for repair and healing. With children's voices recognised through the five words and mothers
repositioned as protectors, the next section explores how these principles are applied in real-world settings within shelters and
community agencies.

6. Applications in shelters and community settings

Shelters and community agencies are often the first points of contact for families seeking help with IPV. In these settings, urgency
and instability are common: mothers may be relinquishing their homes to find safety, navigating court orders or child protection
interventions, while children arrive anxious, dysregulated, or unsure whether they can trust the adults around them. In such situations,
consent cannot be reduced to paperwork-driven consent. It must be rethought as a relational practice that fosters safety, builds trust,
and models dignity from the very first conversation.

Abuse depends on secrecy, sudden rule changes, and a lack of transparency. Relational consent, on the other hand, seeks to do the
opposite. By engaging in detailed, predictable conversations before any therapeutic work begins, counselors demonstrate stability,
choice, and informed decision-making. This role modelling can be protective: it teaches children and mothers what consent looks like
when it is voluntary, intelligent, and informed (Robinson et al., 2015).

To support this, counselors are encouraged to scaffold consent rather than frontload it. Families arriving in crisis are often too
overwhelmed to absorb complex consent information.

Here, phased disclosure involves intentionally pacing consent-related information over time, ensuring understanding and safety
before introducing additional details. Rushing through privacy policies or charting rules risks undermining valid consent because
clients cannot meaningfully understand what they are agreeing to (Bester et al., 2016). counselors should introduce information
gradually, initially focusing on protection and parental rights before discussing the limits of confidentiality and documentation
practices. Using a pacing statement clarifies that information will be layered rather than dumped. For example: “We do not have to
cover everything in this consent form today. Let's focus on how my role is to ensure you have choices, and that you understand how I
can and cannot protect your privacy. We will revisit these topics as we go, so you always know what to expect. My goal is to support
your right to make informed choices.”
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6.1. Practice illustration

In a shelter-based counseling program with high intake volumes and limited session availability, a counselor might be expected to
complete consent documentation within a single appointment. Instead of rushing through all consent elements, relational consent
allows the counselor to explicitly acknowledge these constraints: “We have limited time today, so I want to focus first on what affects
safety, privacy, and choice. We will return to the rest together.” The counselor prioritises discussing confidentiality limits, information
sharing, and the child's right to assent, documenting what was covered and what remains to be revisited. This is reflected both in the
clinical record and, where applicable, in supervision, such as through brief notes indicating which consent elements have been
addressed so far and which are planned for future sessions. Some practitioners may find it helpful to use a short checklist or tracking
note to record which consent topics have been discussed and understood, supporting continuity across sessions and accountability
within the team, especially in high-volume settings. In this way, relational consent is maintained not by extending time but by pro-
tecting what is ethically essential, pacing information, and relying on supervision and documentation practices to keep consent
ongoing rather than a one-time task.

Adapting consent processes to a child's age and developmental level is best practice across all counseling settings. In CEIPV en-
vironments, the presence of trauma can increase the need for these adaptations, as trauma may interfere with attention, memory, and
comprehension (Fan & Kang, 2025). Therefore, counselors should tailor their consent strategies based on different ages and stages of
development. This could include slowing down the pace, offering breaks during consent discussions, using metaphors and visual aids,
such as a zipper pouch to represent privacy or a traffic light to signal when to stop, pause, or go, and employing teach-back techniques
instead of simple yes-or-no questions. For instance, asking, “Can you tell me, in your own words, who can read your counseling file?”
helps confirm understanding and recall. Children can be reminded of their rights using the five-words before beginning an activity,
reinforcing that counseling is not imposed. Overall, these practices aim to minimise the risk of retraumatization, address the silence
related to abuse, and demonstrate respect for clients' voices and choices.

Shelters and agencies can also promote structured collaboration between mothers and children. counselors are encouraged to use
relational consent to turn moments into opportunities for protection and healing. Joint goal-setting can help ensure both perspectives
are acknowledged. For example, a mother might focus on school success, while her child prioritises safety at night. The counselor can
support both: “If we work on bedtime coping skills, it may help your child feel safer and more rested for school.” Additionally, privacy
agreements made with the mother and child together may reduce secrecy and triangulation. For example, the counselor might ask the
child, with the mother present, “Which things do you feel your mom needs to know, and which things would you prefer to keep
private?” The mother is then invited to respond and provide her input, such as saying to her child: “Okay, I get that. I want to know if
you are not safe or have been hurt, but I do not need to know about your friendships. And, if you really do not want me to know about X,
then unless it involves you being hurt, I will wait for you to tell me.” Negotiated updates can reassure parents that they will be kept
informed while respecting the child's privacy.

These collaborative strategies can enhance safety, but consent becomes even more complicated when abusive partners retain
parental rights. In such cases, setting clear boundaries is crucial. counselors should clarify these expectations before therapy starts,
explaining in simple, practical terms who the client is (the child or, in some cases, the mother—child dyad); the purpose of the sessions
(healing and coping, not investigation or mediation); what will be documented (themes such as safety planning, coping, and regu-
lation, not transcripts of disclosures); how updates will be provided (one-on-one, focused on agreed-upon themes); and how records
will be managed (the child's therapeutic record kept separate from parental correspondence). Parents should also be informed that
each session depends on the child's right to express their five words, and that if the child wishes to leave, they are free to do so. No one
will be kept against their will.

As part of informed consent, counselors need to clarify that, in their role as change agents, they do not investigate or seek dis-
closures unless they have the appropriate training. Recognising whether a meeting is therapeutic rather than investigative is a key part
of the consent process. These discussions should also clearly outline professional roles and documentation procedures, especially in [PV
contexts where counseling records might later become part of legal proceedings.

When speaking with a mother, a counselor in this role might say, “My role is not to investigate, as that responsibility belongs to
other professionals. If your child talks about violence, my focus is on helping them process their feelings and addressing safety. My file
notes document safety-related considerations and include limited details about disclosures. They are not intended to establish who is
right or wrong, or to determine what happened. This is one way I work to reduce the risk of your child's therapy records being pulled
into legal conflicts.” When working with children, this is rephrased using simpler, relational language: “I am not a judge or a police
officer. My job is to help you feel safer and better able to cope, not to collect stories about who did what. You can tell me what you
want, knowing that, as we talked about, there are times when I may need to let a parent know or ask other helpers for support so that
people can stay safe.” This distinction is key to relational consent in IPV contexts.

This approach does not mean avoiding thorough documentation. Instead, it differentiates between charting for therapeutic pur-
poses and recording for investigative or legal reasons, while recognising that counseling notes may later be subpoenaed and must
remain accurate and professional. Charting practices should also be clearly explained to clients before therapy begins. Parents may be
informed, “Your child's counseling file will largely focus on the themes of our sessions, safety considerations, coping skills used to
support their thoughts and feelings, and their progress. Any emails you send me about your child or your situation will be placed in
your file, not theirs. The way records are organised is intended to reflect your child's own work and experiences rather than details of
parental conflict, so that if your child chooses to request access to their own therapy records as an adult, the focus is on their ther-
apeutic experience rather than accounts of violence.”

When communicating with children, use language suitable for their development, such as: “One day, when you are older, you might
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want to read your file. What you see will be what you worked on, like your coping and safety plans and goals, not arguments between
your parents.” Parents are also informed, “You will have access to your own file, but not the other parent's, unless required by a court
order.” Children may also be told, “Your file is about your therapy. If your parents write me something, it goes in their file, not yours.
That way, if you decide to read your counseling record later, you will see your own healing story.”

Finally, when a parent has a history of intimate partner violence, this context should be clearly addressed during the consent
process. Parents need to be informed that updates will be given separately rather than together, as joint updates could be unsafe or
destabilizing in IPV situations. They also need to understand that updates will be limited to specific topics the child is already aware of,
such as practised coping skills or safety strategies that have been developed. For example, a counselor might say to parents, “Updates
will be shared separately. If you request one, I will share information about the counseling goals we have agreed on, such as coping
skills or safety planning. I will not share private session details unless there is a shared agreement in advance between you, me, and
your child, or unless safety or the law requires otherwise.”

By clarifying what parents and children are truly consenting to (e.g., pacing the conversation, naming rights and limits, and
modelling transparency), counselors are encouraged to actively oppose the secrecy, unpredictability, and coercion related to abuse.
For children, being told, “This is your space. You get to choose what to tell me,” may be their first lived experience of real choice. For
mothers, being affirmed as protectors helps to rebuild the authority taken away by violence. Together, these practices role model the
opposite of abuse: stability, respect, and dignity as the foundation for healing.

7. Limitations and challenges

Consent, in any model, is still limited by external systems and legal rules. Sometimes, parental consent cannot be obtained because
a parent may be unreachable, unwilling, or legally restricted. In such cases, child welfare agencies might seek legal authority to order
counseling under statutory authority, a judge may issue orders to determine who can give consent, or schools could provide counseling
to a child under education laws. During emergencies, if a child's dysregulation seriously interferes with daily life or safety, it might be
ethically prudent to offer short-term support to help stabilise the child, without involving broader therapy until valid consent is
secured. While each option has its limits, recognising them helps families and practitioners understand the available pathways when
consent barriers arise.

Consent can also be subject to misunderstandings. An abusive parent might try to exploit agreements to demand records or updates,
while a protective parent could worry that their child's privacy prevents them from staying informed. These conflicts may not always
be resolved in a way that satisfies all parties. counselors can mitigate risk by showing consistency, applying consent agreements fairly
and as written, clearly documenting those agreements, and proceeding with caution. This includes prioritising continuity of care in
session notes over creating a detailed historical record (McBride, 2026).

An additional important boundary to clarify involves the role of offending parents within relational consent processes. Relational
consent can be applied, with clear ethical boundaries, in work involving offending parents. In this context, relational consent is not a
reparative intervention but rather an accountability-oriented practice grounded in transparency, predictability, and well-defined
limits. By clearly outlining roles, expectations, information-sharing boundaries, and the non-negotiable consequences of threats,
intimidation, or disclosures of intent to harm, counselors model responsible use of power and emphasize that consent does not prevent
accountability for behaviour. When presented to offending parents, relational consent communicates that autonomy exists within
defined boundaries and that safety obligations, reporting requirements, and protective measures are non-negotiable. Importantly,
applying relational consent with offending parents must never compromise the safety, voice, or agency of children or non-offending
caregivers. Instead, it affirms that relational transparency and ethical consistency are essential across all roles, with protection
remaining the primary aim.

In contrast, the limitations of relational consent are narrower. Its strengths in slowing the process, emphasising dialogue, and
prioritising safety can be difficult to maintain in systems that focus on efficiency. Practitioners must show moral courage to resist
pressure to “just get the form signed” and instead concentrate on pacing and using creative ways to communicate consent principles,
ensuring the criteria for valid consent are met: intelligent, knowing, and voluntary. Another limitation is that, although relational
consent is grounded in ethical theory, trauma-informed care, and clinical wisdom, there is currently no empirical research on its
impact in CEIPV. Further studies are needed to explore how children experience assent, whether strategies such as phased disclosure
and negotiated privacy agreements improve outcomes, and how mothers feel about being repositioned as protectors through the
process.

In closing, relational consent cannot remove the constraints of law, systemic pressures, or parental conflicts, but it can set a new
standard for how consent is approached: prioritising the protection of rights and dignity in a transparent and paced way. For mothers
and children who have experienced coercion, the moment of realizing, often for the first time, that their voices matter and they have
choices can help make consent a meaningful part of their healing process.
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