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This Tool Kit is dedicated to the many persons who have championed the fight
against opioid addiction in their communities: the women who held vigils outside
the homes of drug sellers, the NNADAP worker who singularly worked day and
night to build a withdrawal management program, the Chiefs who inspired their
members to believe that a community could take action, the public servants with
the persistence to move these initiatives through government channels, and
finally those individuals caught in the scourge of additions who shared their
experiences and hopes. Without the resolve of these individuals, this work would
not have been possible.
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PREFACE

COMMUNITY WELLNESS DEVELOPMENT TEAM

The concept of Community Wellness Development Teams (CWDT) originated in
response to widespread illegal use and abuse of prescribed pain Kkillers,
principally OxyContin, in the remote First Nation communities of Northwestern
Ontario. The team was initially conceived in 2010 as the “Addiction Referral
Specialist Team” (ARST) after considerable concern was expressed about the
widespread opioid addiction in the north. It was a concern that treatment
centres and community-based workers had competence in addressing alcohol
abuse, but lacked sufficient knowledge to approach drug abuse. The vision was
that a mental health, a substance abuse and a community specialist would visit
a community and work with individuals to assist them with their addictions,
possibly assist in setting up support groups and possibly refer to treatment
centres those who wanted further help. The idea was presented to leaders in
the health-care field from the communities. Numerous communities came
forward requesting visits from the team, which at that time consisted of 2
practitioners with extensive experience: a community mental health consultant
for the northern communities, and an addictions specialist.

What was thought to be a problem that would respond to conventional
approaches such as individual counselling and possible referral to an outside
treatment program, would soon reveal itself to be much broader, more far
reaching, and more debilitating than anything that was originally conceived.
The team had many concerns: the extensive use of more than one opioid, the
widespread injection use, the high tolerance level, and the length of time
people had been addicted. The social disruption in the communities was
extreme: children were not attending school, adult education courses had few
attendees and grandparents were assuming responsibility for caring for their
grandchildren.

It would be safe to say that many young people in any society experiment with
and occasionally abuse substances such as alcohol and marijuana. Some do so
because it is a common peer activity and the need for acceptance takes hold.
Perhaps the euphoria is the attraction. For others substance use is a relief from
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feelings of despair and depression that often accompany young adulthood.
Some of these young people become dependent on these substances for
psychological or even physiological reasons, but most, with maturity, develop
healthier habits after a few episodes of imbibing too much and a few
uncomfortable days in the aftermath.

The situation is no different in the northern remote First Nations. However,
when the substance is a highly addictive drug for which the pain of withdrawal
is far worse than the state of mind at the roots of vulnerability to addiction, it is
a different scenario. Added to this scenario is the propensity for depression
and despair that grips many of these northern First Nations, the isolation, the
intergenerational effects of trauma from Residential Schools, the enormous
number of suicides in First Nations, the boredom and the unemployment.

Visits to the communities, revealed that almost an entire generation of young
adults, ranging in ages from 17 to early 40s was struggling with opioid
addictions. In one community, at least 60% of the age group between 15 and
50 was addicted, with the largest group of users being in the young adult, early
parenting years. Possibly 80% of this latter demographic alone were addicted.
Nursing staff in some communities reported that half of the women who were
pregnant were using opioids.

There were reports of young children having no food to eat, grandparents
preoccupied with feeding their grandchildren, empty stores, houses without
furniture that had been sold to pay for drugs, increased birth defects and
infants of mothers who used opioids born with withdrawal symptoms. One
community reported in the course of a few months, dozens of incidents of
break-ins, arsons, homicides and suicides. Virtually no generation and no
individual went unaffected.

Community members were organizing marches, petitions, vigils outside the
homes of drug sellers, protesting the drug abuse in the communities,
demanding that councils take action.

Numerous users were consulted in the attempt to understand the
phenomenon. Many users were ordinary citizens, many with good jobs and no
notable history of trauma or abuse as is often seen with those addicted to
opioids. Every drug-user consulted desperately wanted off drugs but found

iv
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that severe withdrawal symptoms, cravings after withdrawal and pressure from
peers and sellers blocked attempts to recover from addictions. Some had left or
planned to leave the community to obtain help away from this pressure.

A problem of such magnitude affecting the generation that is bearing and
caring for the future generation, as well as constituting the workforce, could no
longer be the sole purview of the addictions field. Opioid addiction and its
effect on the entire community amount to a public health emergency. It has
the potential for far-reaching health and social consequences greater than that
of a pandemic infection. It is more than just a disease of individuals: it is a
disease of an entire community. It became evident that only an approach that
included the entire community, and that was carried out in the community,
could possibly make a dent in the problem. The approach needs to encompass
more than curing an addiction, but must involve the efforts of everyone from
the Chief and Council to the teachers in the school. For this, a pan-community
approach had to be devised.

Often people leave the communities for treatment and relapse soon after their
return. The reasons are usually cited as lack of community supports and peer
pressure. The Addiction and Mental Health Specialists assisted several
communities to set up Suboxone community-based withdrawal-management
programs that would enhance community support and decrease peer pressure
to use drugs by establishing new relationships with peers on the same journey.
The positive outcomes of the programming occurring within the communities
were overwhelming. One of the most effective aspects of holding these
sessions in the communities was found to be the bonding and peer support
that took place with those in the program. It was becoming increasingly clear
that treatment in community for any problem could be superior to anything
that could be offered outside. It was then decided that the team needed
renaming to reflect what it was all about. The name was changed to the

“Community Wellness Devel opment Tean

First and foremost, to assist a community as an outsider, trust must be
established. From there, a process of engagement would result in the ability to
plan in partnership with the community. The passion to address the addictions
situation and to address the roots of the issues that led to it, were impressive.
From there, and with support, many things were possible.

v
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X THIS TooL KIT IS BASED ON THE EXPERIENCE WITH 30 VISITS TO 12 FIRST
NATIONS STRUGGLING WITH WIDE SPREAD OXYCONTIN ADDICTION.

X IT1S A GUIDE FOR COMMUNITY WELLNESS DEVELOPMENT TEAM’S ON HOW
TO SUPPORT COMMUNITIES IN THE ASSESSMENT, DEVELOPMENT AND
IMPLEMENTATION OF A COMMUNITY-DRIVEN PROGRAM.

X |IT DOCUMENTS HOW A COMMUNITY CAN BE ENGAGED IN SUCH A
PROCESS, AND DESCRIBES THE TOOLS THAT HAVE BEEN DEVELOPED TO DO
SO.

vi
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INTRODUCTION

PHILOSOPHY

THE PHILOSOPHY OF THE COMMUNITY WELLNESS DEVELOPMENT TEAM
(CWDT) APPROACH IS BASED ON THE BELIEF THAT FIRST NATIONS THEMSELVES
ARE IN THE BEST POSITION TO ADDRESS THE PROBLEMS THAT AFFECT THEM, IN
PARTICULAR, PROBLEMS THAT IMPACT THE ENTIRE COMMUNITY IN THE WAY
THAT OPIOID ADDICTION HAS IMPACTED ENTIRE COMMUNITIES.

Each community is unique in its factors such as history, structure, strengths,
culture, demographics and economic and employment opportunities. Many
First Nations are small in number, closely knit and may consist of perhaps one
or a few extended families. Further, First Nations are in various stages of
isolation, from urban settings, to those on major highways adjacent to service
centres, to remote fly-in communities several hours by plane from the closest
town. These factors render it difficult if not impossible for outsiders to impose
solutions on community-wide problems. Aside from the ethics of imposing
solutions from the outside, it makes sense that those who are most intimately
affected are best positioned to propose solutions.

Yet, it is not realistic to expect a community to tackle the problem of
widespread opioid addiction on its own. Although outside expertise is
necessary, the role of outsiders must change. The outsider, who might
otherwise provide services from afar, becomes a facilitator, a teacher, a
consultant and a coach. The philosophy of the CWDT is that the answers will
come from within by the assuaging of community strengths that will lead to a
plan that is drive from within.
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GUIDING PRINCIPLES

X COMMUNITY-BASED — The community plan is developed and
implemented from within the community with the involvement of
community resources.

X COMMUNITY STRENGTHS — Communities have a rich set of skills that are
fundamental to developing the response.

X  COMMUNITY-DRIVEN — Community participation and control is
fundamental.

PUTTING PRINCIPLES INTO ACTION

1st. THE COMMUNITY DECIDES WHERE TO BEGIN

The decision regarding which action is a priority and what substance to focus
on is a community decision. There may be a primary substance that is being
abused in the community, but the community may decide to begin by focusing
on what may be seen from the outside as a secondary substance-abuse issue.

FOR EXAMPLE, there may be significant rates of alcohol addiction in the
community and a lesser amount of OxyContin addiction. However, the
community may decide to begin with the OxyContin addiction if they believe
that this strategy would have more community support.

2nd. THE CoMMUNITY DECIDES WHEN ITQ READY TO BEGIN

The community members are best able to decide the issue of community
readiness. The willingness to come togeth e r as a team or
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we @nd to be flexible, are useful criteria. Outside perceptions of readiness
are based on different reference points and can lead to missed opportunities.

3rd. THE COMMUNITY DECIDES THE RESPONSE

The community decides the nature of the response. Will the focus be on
education? Will there be a day program or a residential approach? Will
individual referrals to outside treatment be the preferred priority and therefore
the focus? The community identifies and recruits both the people and the
resources required to respond. There are a rich set of skills and knowledge
within the community that those within the community are best able to
identify.

4th. THE OUTSIDERSCSUPPORT

The role of the CWDT is often one of encouraging, building confidence and
support for community staff — either through demonstrating how something is
done, e.g., aftercare group, or providing the training necessary to help staff feel
they have the information to do the task, e.g., addiction training.

The CWDT can also advise the community of other possible approaches to
consider if the necessary funding and the personnel are not available for the
response that the community desires, or if a less intensive response would
suffice for the extent of the problem.

FOR EXAMPLE, a residential program may be considered optimal but a day
program might be sufficient for the level of addiction present. The CWDT serves
to present and explore with the community all the options it can consider.
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THE MODEL
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The basic CWDT model is as follows:

T

After a request from the community to Health Canada for assistance,
the CWDT begins the process of community engagement and trust
building by initial conversations with the key stakeholders in the

community and an on-site visit;

The needs, resources, capacity and direction of the community are

assessed;
An action plan is devised with the community;
The plan is implemented;

The initiative is evaluated.
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THE COMMUNITY WELLNESS DEVELOPMENT TEAM

The CWDT will be associated with a First Nations treatment centre or mental
health organization within the designated provincial Local Health Integrated
Networks encompassing the organization. They will provide mental health and
addiction expertise and planning supports to First Nations seeking assistance in
taking a community- development approach to addressing prescription drug
abuse (PDA).

The CWDT consists of 3 people:

x 1 Team Coordinator
x 1 Mental Health Specialist
x 1 Addiction Specialist

CWDT SERVICES

At the request of local leadership, teams will assist in developing community-
specific assessment and action plans to respond to high rates of prescription
drug abuse. The team works with the community to:

obtain a perspective on the scope of the PDA issue;

determine what resources/strengths are available in the community to
address some of the issues;

determine what gaps exist in the treatment continuum;

develop ideas for reconfiguring existing or identifying needed
resources.

ACTIVITIES CAN INCLUDE

U ASSESSING with the community the nature of the need and readiness to
develop a program;
U ASSISTING the community in developing a community-action plan;

5
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U TRAINING of local workers in model and program development, group
facilitation, dynamics of addiction and relevant mental health issues;

U CoNDUCTING individual addiction and mental assessments when
requested by the community;

U ESTABLISHING linkages to existing mental health and addiction treatment
services;

U COMMUNITY-BASED PROGRAM DESIGN, planning (pre-treatment, detox and
treatment, aftercare, group healing and development of psycho-social
supports);

SUPPORTING the community in implementing its approach;
ASSISTING the community with the evaluation of the approach.

STRUCTURE OF THE INITIATIVE

The CWDT is ideally attached to a host treatment centre that has completed

the NNADAP renewal process'. The CWDT acts as a community-outreach

program of the host organization. The teams would enhance the host
organization’ s c ap a tnetdyalofigthe tregmsepto n d
journey, including assessment, pretreatment readiness, stabilization, and
aftercare, while providing the CWDT with access to skills and resources within

the treatment centre. The Teams work within designated catchment areas,
providing a variety of services to communities within these areas.

The CWDT job descriptions are included in this chapter as Appendix 1.

! Honouring Our Strengths: A Renewed Framework to Address Substance Use Issues Among First Nations
People in Canada, 2011

t
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APPENDIX 1.1 JoB DESCRIPTION: COORDINATOR

PosITION: COORDINATOR, Community Development Wellness Team (CWDT)

ACCOUNTABILITY: Host Organization Director

QUALIFICATIONS

T

= =4 4 4

DUTIES

T

Graduate level training in social work, psychology, nursing or a related
profession;

Minimum of 5 years in the addiction and/or mental health field;
Experience in First Nations communities with community-based health
programs;

Knowledge of matters specific to determinants of First Nations health,
mental health and addictions;

Skills in research, facilitation, consultation, budget preparation, training
and information analysis;

Knowledge of community development and applications to the social
milieu of First Nations;

Sensitivity to and ability to work with community-driven aspirations;
Ability to work under pressure and within tight timelines;

Ability to work in an interdisciplinary healthcare setting;

Flexibility and ability to apply unconventional strategies;

Previous positive working history with the communities would be a
decided asset.

Provide overall leadership for the CWDT team in community
engagement, clinical issues and program development and planning;
Supervise a mental health specialist and an addiction specialist who will
make up the remainder of the CWDT and act as spokesperson of the
team.
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9 Provide clinical and community engagement guidance for other CWDT
team members in assisting communities to address addictions;

I Serve as liaison between First Nations communities, and other entities
such as treatment centres, other team members, Health Canada;

I Coordinate logistics of visitations to communities requesting services;

9 Assist communities with budget and proposal-preparation for program
development;

 When required, provide training to communities in mental health,
addictions, and relevant-to-program development to address
addictions;

9 Gather baseline data for community-needs assessments including
community demographics, social and health indicators;

1 Provide guidance to community personnel in gathering information
concerning the extent of substance abuse in the community, soliciting
the broad spectrum of community views of substance abuse and ways
to address it;

9 In consultation with other CWDT members and the community served,
prepare reports on community assessments and follow-up visits;

9 Develop an evaluation strategy for each community receiving services
from the CWDT.

Work Hours: In community, the Coordinator must be able to work
evenings and possibly week-ends as required by the community to
accomplish the tasks required for community planning.
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APPENDIX 1.2 JOB DESCRIPTION: MENTAL HEALTH SPECIALIST

POSITION: MENTAL HEALTH SPECIALIST, Community Development Wellness Team

(CWDT)

AccounTaBILITY: CWDT Coordinator

QUALIFICATIONS

T

DuUTIES

1

Graduate level training in social work, psychology, nursing or a related
profession;

Minimum of 5 years in direct service in the mental health field;
Experience in First Nations communities with community-based health
or mental health programs;

Knowledge of matters specific to determinants of First Nations health
and mental health issues;

Sensitivity to cultural matters pertaining to mental health problems in
First Nations;

Sensitivity and ability to work with First Nations cultural-specific
approaches in mental health programming;

Skills in doing clinical assessments and community mental health
strategies;

Teaching abilities in settings that employ personnel with a variety of
expertise in addictions;

Ability to work in an interdisciplinary heath-care setting;

Flexibility to support community-based strategic approaches to mental
health matters;

Previous positive working history with the communities would be a
decided asset.

Serve as the overall advisor and resource person to the CWDT,
communities or entities such as the respective treatment centre, LHIN

9
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or Health Canada representative in matters pertaining to mental health
with communities served;

As requested provide training to community-based workers in matters
related to mental health that would impact on addictions;

If required, conduct clinical assessments of mental health status on
individuals seeking assistance with addictions;

Serve as principal advisor with program development pertaining to
mental health issues with communities served;

Provide clinical and community engagement guidance for other CWDT
team members in assisting communities to address mental health
problems;

Serve as liaison between First Nations communities, and other entities
such as treatment centres, other team members, Health Canada;
Assist with interpretation of mental health data for community needs
assessments;

Provide guidance to community personnel in gathering information
concerning mental health problems;

In consultation with the CWDT Coordinator and Addiction Specialist,
provide input into community assessment reports;

Work with the coordinator in developing an evaluation strategy
pertaining to mental health issues for each community receiving
services from the CWDT.

WORK HOURS

In the community, the Mental Health specialist must be able to work
evenings as required by the community to accomplish the tasks
required for community assessments and planning.

10
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APPENDIX 1.3 JOB DESCRIPTION: ADDICTION SPECIALIST

POSITION: ADDICTION SPECIALIST, Community Development Wellness Team
(CwDT)

AccounNTaBILITY: CWDT Coordinator

QUALIFICATIONS

9 Graduate level training in social work, psychology, nursing or a related
profession preferred or graduation from an accredited College level
addiction program;

' Minimum of 5 years direct service in the addiction field;

9 Experience in First Nations communities with health or addiction
programs;

9 Experience in working with a biopsychosocial model of addiction and
recovery;

9 Experience in addiction treatment centres an asset;

9 Knowledge of matters specific to determinants of First Nations health
and addictions;

9 Sensitivity to cultural matters pertaining to addictions in First Nations;

9 Sensitivity and ability to work with First Nations cultural-specific
approaches to addictions;

9 Skills in conducting assessments of addictions in individuals;

9 Teaching abilities in a setting that employs personnel with a variety of
expertise in addictions, such as paraprofessionals;

9 Ability to work in an interdisciplinary health-care setting;

9 Flexibility to support community-based strategic approaches to
addictions;

9 Previous positive working history with the communities would be a
decided asset.

11




CWDT-

TOOL KIT

DuUTIES

l

Working closely with the CWDT Coordinator and Mental Health
Specialist, serve as the overall resource person to the CWDT,
communities or entities such as the respective treatment centres, LHIN
or Health Canada representatives in matters concerning addiction with
respect to the communities served;

9 When required and requested, provide training to community-based
health workers in matters related to addiction;

9 If required, conduct assessments of addictions-status on individuals
seeking assistance with addictions;

9 Serve as principal advisor in program-development relating to
addictions with communities served;

9 Provide clinical and community engagement guidance for other CWDT
team members in assisting communities to address addictions;

9 Assist with interpretation of data related to addictions for community -
needs assessments;

9 Provide guidance to community personnel in gathering information
concerning addictions;

9 In consultation with the CWDT Coordinator and the Mental Health
Specialist, provide input into community assessment reports;

T Work with the Coordinator in developing an evaluation strategy
pertaining to addictions for communities receiving services from the
CWDT.

WoORK HOURS
' While in the community, the Addictions Specialist must be able to work

evenings and possibly week-ends as required to support the
community.

12
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APPENDIX 1.4 JOB DESCRIPTION: ADDICTION AFTERCARE WORKER

PosITION: ADDICTIONS MENTAL HEALTH AFTERCARE WORKER

AcCCOUNTABILITY: Health Director

QUALIFICATIONS:

T

= =4 4 A

DuUTIES

= =4

== =4 =4

A minimum two-year addictions or social work diploma or a diploma in
a related field is preferred;

A minimum two years experience in the field of addictions and work
experience in mental health, or a combination of training and
experience is required;

Experience in working with a biopsychosocial model of addiction;
Flexibility to support community-based strategic approaches;
Experience in providing individual counselling and group facilitation;
Ability to work in an interdisciplinary health-care setting.

Serve as the principal contact for clients in need of aftercare support;
Support clients in developing and implementing aftercare and relapse -
prevention plans;

Provide aftercare follow-up to clients within the community;

Work in partnership with community services to develop and offer
aftercare programs and support;

Act as the main contact for clients completing a treatment program;
Facilitate relapse - prevention group sessions;

Provide individual addictions counselling as required;

Arrange referrals to counselling resources either within or outside the
community.

WoRK Hours: Must be able to work flexible hours according to the needs of

client.

13




CWDT-

TOOL KIT

UNDERSTANDING ADDICTION

The following information is a brief synopsis of frequently-used key concepts in
addictions and is not intended to be comprehensive. Team members will come
from a variety of backgrounds and the intention of this chapter is to create a
common language amongst the team.

Information regarding two of the more frequently-abused substances in
communities, opioids and alcohol, are included in this chapter. Additional
resources regarding other substances and related issues are listed at the end of
the chapter.

KEY CONCEPTS

ADDICTION

Many Factors Influence The Development Of An Addiction.

There are numerous theories regarding the nature and development of
addictions. However a widely-accepted definition is:

Addiction is a primary, chronic, neurobiological disease

with genetic, psychosocial and environmental factors that

influence its development and manifestations.  *

% Centre for Addiction and Mental Health, Exposure To Psychotropic Medications And Other Substances
During Pregnancy and Lactation: A Handbook For Health Care Providers. 2007

14
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It is characterized by tolerance, dependence and behaviours that include one or
more of the following:

loss of control over drug use —amount or frequency;
continued use despite harm;
compulsive use;

= =4 =4 =4

craving for the drug.

TOLERANCE: occurs when more of the drug is needed to obtain its effects. The
time it takes to develop tolerance and to lose tolerance varies with the drug
taken. Tolerance diminishes over time once the drug has been discontinued.

DEPENDENCE: occurs with repeated taking of a drug as the body adjusts the
way it functions to the changes the drug creates. When the drug is stopped,
the body needs to readjust to the absence of the drug.

WITHDRAWAL: is the body’ eaction and readjustment to the absence of the
drug.

15
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OPIOIDS

Opioids Are Powerful Drugs

Opioids are often used to treat pain and sometimes other health conditions.
They affect the brain by increasing pleasant, euphoric feelings. These pleasant
effects make the potential for abuse and addiction high.

Some examples of opioid drugs are:

. Codeine

. Hydrocodone - Vicod'n®

. Oxycodone - Percocet®, OxyContin®, or Percodan’
. Hydromorphone - Dilaudid”

J Morphine - MSContin

. Methadone

Opioids slow down a  p e rbseathing and heartbeat and when combined
with other depressants (like alcohol) increase the risk of overdose that could
result in death.

OrI10OID ADDICTION

Opioid addiction is a chronic disease, like heart disease or
diabetes. A chronic disease is a medical condition for life.

It cannot be cured, but it can be managed. A person with
addiction can regain a healthy, productive life .2

Sus. Department Of Health And Human Services, Substance Abuse and Mental Health
Services Administration Center for Substance Abuse Treatment

16
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The brain produces natural opioids, which can make a person feel relaxed or
euphoric, or reduce pain. When a person uses opioids over a period of time,
the body stops making its own natural opioids. It relies on the drug to create
feelings of euphoria or pleasure, or to compensate for pain.

Repeated administration of opioids over time leads to changes in

the brain .

Ori0iID WITHDRAWAL

The duration and severity of withdrawal can be affected by:

9 the type of opioid used —long- or short-acting;

9 how much of the drug is being used;

1 how long the drug is being used;

1 p er sphyicalhealth;

9 how rapidly the drug is being decreased.
Generally, the more a person uses, the greater the severity of their withdrawal
symptoms.
RiIsKs

Opioid withdrawal in healthy individuals is not life-threatening. However there
are risks to be aware of:

a) OVERDOSING

The individual has lost tolerance (see definition page 15) and this places
him/her at greater risk of overdosing on a much smaller amount of drug than
they normally would take.

17
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Overdosing is one of the biggest concerns associated with
opiate withdrawal.

b) INCREASE RISK OF SUICIDE AND DEPRESSION

When the drug is stopped it takes time for the brain to begin to produce its
own chemicals to create feelings of euphoria or pleasure. An individual may
experience depression and be at increased risk for suicide.

c) DEHYDRATION

Dehydration can happen during withdrawal as a result of loss of body fluids
from diarrhea, vomiting, and sweating.

Pregnant women addicted to opioids should not abruptly stop taking the drug.
This can lead to complications including increased risk of miscarriage or
premature birth. It is important to consult a physician to determine the best
plan for both mother and fetus.

Pregnant women addicted to opioids should not abruptly
stop taking the drug .

18
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ALCOHOL

Alcohol is the most commonly abused substance in most parts of the world and
when combined with opioids, poses significant risk.

Like opioids, alcohol is a central nervous system depressant. But unlike opioids,
al cohol doesn’t appear to have dspeci
rapidly absorbed from the stomach and small intestine, passes into the
bloodstream, and is then distributed throughout the body.

Alcohol can interact with other drugs in ways that can intensify the effect of
alcohol, of the other drugs, or both. Sometimes a person will use alcohol to
help cope with the withdrawal from opioids. The combining of two
depressants, alcohol and opioids, increases the risk of death.

ALCOHOL ADDICTION

There are notable gender differences in the way alcohol is metabolized and the
physical effects of regularly drinking alcohol. The physical health of women is
affected more severely and in a shorter period of time by heavy drinking. In
addition, women with alcohol problems are at high risk of suicide ideation and
completion.*

ALCOHOL WITHDRAWAL

Depending on the individual’s level of alcohol dependence, withdrawal can vary
from mild discomfort to severe, possibly life-threatening symptoms such as
extreme mental distress, including hallucinations and depression, and a
dangerous increase in blood pressure.

* Health Canada, Best Practices Treatment and Rehabilitation for Women with Substance Use Problems,
2001

19
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Many people who withdraw from alcohol experience only mild or moderate
symptoms, but a small percentage of people experience severe withdrawal.
People who experience severe alcohol withdrawal should only withdraw from
alcohol with medical support. An alcohol assessment is important in helping
determine an individual s | eveeédedof

Risks

Individuals who experience severe withdrawal from alcohol are at risk of
experiencing life-threatening symptoms:

a) DELRIUM TREMORS (DTs): the most severe alcohol withdrawal symptom.
Symptoms can include extreme anxiousness, paranoia, confusion and

hallucinations. DTs can occur 2 to 5 days after the last drink;

b) HALLUCINATIONS: seeing, hearing, or feeling things that are not really there;

c) SEIzuRes: can begin 8 to 24 hours after the last drink but can start as late
as 72 hours after the last drink.
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ADDICTION AND RELAPSE

Addiction is a chronic, relapsing brain disorder that is

affected by environmental factors. It is as legitimate a

condition as any psychiatric diagnosis.  °

Relapse is frequently part of the change process.

Relapse rates associated with drug addiction are similar to the rates associated
with other chronic medical conditions, including Type | diabetes, hypertension,
and asthma.®

In managing any chronic medical condition, relapse does not mean that
treatment is not effective. For example, if diabetics requiring medication take
it as prescribed, and eat well, their diabetes remains under control. If they
don’t foll ow t hisgnptems of thewiseasé reappeaa p s e )

The majority of smokers make more than one attempt to quit. The average
number of quit attempts is 3.4 before succeeding, but the average number of
quit attempts among those making more than one attempt was 6.1.’

Relapse indrug addicciond oesn’t demonst i atu&dsftuh at
but rather the importance of continuing to provide support, encouragement

and at times, additional treatment. Relapse is better viewed as an opportunity

to explore issues and needs rather than a failure to change.

® Centre for Addiction and Mental Health, Discontinuation of OxyContin: Key Facts, 2012
® National Institute on Drug Abuse, Principles of Drug Addiction Treatment, 2006
’ Health Canada, Quitting Smoking Among Adults. 2001
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POLY-SUBSTANCE USE

A pattern of poly-substance use is common for people who struggle with
addictions. Issues such as:

using more than one substance at a time;
using one drug to help with the withdrawal of another drug;
developing a dependency on multiple drugs.

Cocaine, alcohol, cannabis and benzodiazepines are commonly used by
individuals in methadone maintenance programs.® Combining drugs can
produce varying effects and create new risks. A detailed drug history will help
determine the safest treatment plan.

RESOURCES FOR FURTHER INFORMATION

Source: www.camh.ca
Information regarding a wide variety of substances, effects, risks etc.;
What is Addiction?
Addiction and Mental Health — extensive resource listing.

Source: http://www.csamasam.org
Stages of Change — A Summary of Treatment Needs and Strategies.

Source: http://addictions.knet.ca/
Prevention and Intervention resources for First Nations in Ontario.

Source: http://nnapf.com
Healing at Home — A First Nations Guide to Home Detox.

. Centre for Addiction and Ment al Heal t h, Met hado
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ENTERING AND ENGAGING A COMMUNITY

THE COMMUNITY REQUESTS ASSISTANCE FROM THE CWDT

INITIAL CONTACT

Prior to visiting, an initial teleconference between CWDT, community

leadership and Health Director is recommended, to help to set the framework

for the visit. The following topics will need to be discussed:

f

il

community perspective on issue;
the purpose and role of CWDT;

input from community on who should be interviewed and process
for involving these parties (initial meeting with leadership is a must);

dates for the visit;

housekeeping issues, accommodation, transportation to and from
the airport if necessary, working area for CWDT;

report — who should review it first, need to follow up information,
distribution of information, using sensitive information;

community’ S  Vof tBeinextrsteps after the assessment has been
completed —for example are they likely to want further involvement
of CWDT in training, support?
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COMMUNITY ENGAGEMENT

ASSET MAPPING

PURPOSE

Asset mapping encourages community members to take an inventory of
the resources within the community including agencies and programs
providing services to the community. Participants are asked to develop
a profile o f t he C O mespuuces,i and sersides related to
developing a community plan to respond to substance- abuse issues.

SETTING THE STAGE

CoMMUNITY DECISION

The community decides who should be invited to the mapping exercise
such as Elders, community workers, Chief and Council, interested
citizens, and representatives of community organizations providing

services to the community.

COMMUNITY INVITATION

The community sets the time, date, secures a location and issues the

invitations.

THE ACTIVITY

SuPPLIES NEEDED: markers, index cards, flip chart, and masking tape
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1°" STEP

CWDT facilitator posts two separate sheets of flipchart on the wall with
the following text:

Your Name?

Your Role? you provide?

a) Facilitator hands out 2 Index cards per person and markers;

b) Asks people to write on one card their name and their role;

c) On the second card asks them to list the services they provide.
You may want to give an example:

FirstCardY | NBY { YAGKZI 22YSyQa 2StfyS§
Second CardServices: mom and babies group, beading group,
individual support around issues of housing, income.

Give people a few moments to complete the task.

d) Then go around the room and have people introduce themselves,
and explain their role and services they provide. The Facilitator
may take the cards one at a time when the participant is finished
speaking and post them on the flipchart, or the participant may do it
as part of their introduction.

[25]
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This exercise creates a visual picture of who is in the room, role and
position (e.g. supervisor, chief, frontline) and the resources they
represent. These are all key issues in creating a community plan. Are
the people who are in the room able to make the commitment? Are the
people who will need to do the client work in the room, etc.?

The results of a community mapping exercise might enable participants
to:

1. understand the potential connections among supports and
services in addressing the issue;

2. redefine local service needs or delivery models i.e. shifting focus
from one issue to another;

3. identify ways to increase interagency collaboration;

4. use the community map to demonstrate possible connections
that may not otherwise have been as obvious;

5. identify community strengths and gaps in addressing the issue.

[26]
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CAPACITY-BUILDING

COMMUNITY SELF - ASSESSMENT

Determining who is affected by the issue is important in identifying who
may be able to be part of the action plan. Possible areas to explore are:

1. Influential Community Members
1
1

2. Elders
1
1

3. Service providers (mental health, child welfare, developmental,
disability services, etc.)
1
1

4. School faculty and staff actively involved in informal and formal
organizations or with unique skills to share

T
T

5. Individuals who are affected by the issue (in recovery or
currently addicted)

T
1

6. Other stakeholders who tend not to be involved in community
planning

T

[27]
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ASSESSING COMMUNITY NEEDS

The needs of the community initiating a community-based addictions recovery
program may be different from the needs of a program conducted in other
settings. Much will depend on informal sources of information and the size of
the community (First Nations vary in size from as few as 40 persons to
approximately 15,000). It will depend on the model of service-delivery in the
community, which can vary, and may consist of any combination of the
following:

whether services are received by community members
traveling to outside services;

whether services come into the community;

whether services are delivered by persons who are from and/or
live in the community.

DEMOGRAPHICS, ECONOMIC, SOCIAL DATA

There are several sources of demographic information that should be consulted
prior to laying the groundwork for a community needs assessment:

I Statistics Canada Census data;

9 Aboriginal Affairs and Northern Development Canada (AANDC, formerly
INAC, Indian and Northern Affairs Canada);

I Website of the First Nation;

Y Band documents.

Some notes on government sources of data are included here for clarification.

[28]
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STATISTICS CANADA: COMMUNITY PROFILES

Statistics Canada publishes profiles on every community in Canada on its

website, www.Statcan.gc.ca. Enter the name of the community in the search

box.

Data for 2011 provides basic demographics such as age groups, gender,

household numbers, family constellations.

Data for 2006 from the Long Form census (no longer mandatory) provides a

wealth of information. The list is long but the following are some areas that

may be useful for the needs assessment:

1
T
T

Median income for the community;

Sources of income;

Number of full time, year-long jobs held by the people in the
community;

Types of jobs available (social services, industrial, business);
Comparisons of the community to all of Ontario (or the province where
the community is located) for the above;

Numbers of single-parent and two-parent households and incomes of
these respectively;

Condition of the housing in the community.

The limitations of Census data is as follows:

1
1

Some First Nations do not participate in the Census;

In communities that have participated, it is widely believed that
numbers are extremely underestimated due to isolation of the
communities, residents that are widely spread out from each other,
inability of Census Canada to provide wide surveillance on the census
process and language barriers to name a few.

[29]
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' Numbers include members of the First Nation and others working and
living, often temporarily, in the community such as teachers, nurses,
technicians, although these numbers are not thought to be large.

ABORIGINAL AFFAIRS AND NORTHERN DEVELOPMENT CANADA: COMMUNITY
PROFILES

This department documents data through its own methods and also borrows
from Statistics Canada. Its website, www.aanda-aadnc.gc.ca profiles every First
Nation in alphabetical order.

It is advisable to search different names that a community may have, as some
have been changed but may not have yet been changed by these departments.
for example, Eabametoong First Nation was known and is still often referred to
as ' Forltappddm @ €3abametoong by Statistics Canada and AANDC,
whereas, Nibinamik was formerly known as Summer Beaver but is still listed as
Summer Beaver by Statistics Canada but as Nibinamik by AANDC.

AANDC data is updated regularly. The following information can be useful from
this source:

' Members living on reserve;
' Numbers living off reserve;
' Members living on other reserves.

Both census and AANDC data provide a baseline understanding of the
community by looking at the social and economic profile of the community and
combining them with the estimated number of users of opioids. Demographic
and other indicators are important in understanding why an addictions
problem may exist in the community (no work, extreme crowding, family
constellations, brain drain from community). It also may provide insight into
the ability to support the abuse of expensive substances as a result of there
being plentiful work and good incomes.

[30]
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BAND DOCUMENTS

Many communities have produced their own community profiles that include
house counts, head counts, jobs, economic information and often important
historical facts. Often these documents are not current, and this should be
considered when citing them.

EXTENT OF THE PROBLEM

A feature of small communities, as many First Nations are, is that most people
know almost everyone else in the community. While determining the number
of persons addicted to alcohol in a place such as Toronto may depend on doing
some sophisticated estimates based on standardized surveys and statistical
methods, in First Nations there often are persons in each community who can
determine such numbers by a simple head count using the Band list or
community map. Not scientific, but probably as reliable as estimates made for
Toronto!

Once an estimate of the number of users is compiled, determining the age
ranges is important. If there are numerous persons under, for example, the age
of 20 or over the age of 40, this will be important in the assessment. Opioid
users in the northern communities appear to be clustered in the 20-35 age
groups. Exceptions should be noted.

HEALTH AND SOCIAL INDICATORS

Medical and social indicators underscore the impact that an addiction is having
on an entire community. They are important to gather so as to know what
demographic or segment of the community to target and what resources will
be needed. They are useful in evaluating a program by examining later changes
in the value of these indicators.

[31]
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SOCIAL INDICATORS

9 Children in care of a child welfare organization or with other family
members as a result of parental addiction;

9 Children needing to be placed outside the community as a result of
parental addiction, and no family to care for child also because of their
addiction;

9 School attendance: drop in attendance of children, observations of
difficult behaviour of children;

9 Changes in registration at distance education or on-reserve education
programs, community events.

HEALTH DATA

# of accidents reported as result of addiction;
# of cases of withdrawal from the substance;
# of drug or alcohol related deaths;

# of overdoses;

# of complications from poly-substance abuse;

= =4 =4 4 -4 -

# of complications impacting other chronic diseases as a result of
substance abuse (e.g. alcohol abuse aggravating a heart condition;)

=a

# of cases of Hepatitis C and HIV related to substance abuse;

=a

# of prenatal women who are known to be alcohol or drug users;
1 # of suicides and suicide attempts by known substance abusers.

HARM-REDUCTION EFFORTS

9 Needle exchange program — how many participants, needles
exchanged, needles distributed, etc.;

9 Teaching users how to use safely or assisting to reduce use;

' Community understanding and support of harm-reduction programs.

[32]
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COMMUNITY HISTORY

By considering the history of many First Nations, some problems can be traced
back to traumatic events that resulted in periods of unrest and social problems
that create intergenerational effects. For example, a community in
Northwestern Ontario began to experience social difficulties after it was moved
from traditional lands to land that was more amenable for provision of
government services.

RESIDENTIAL SCHOOL HISTORY

It is important to determine the profile of the residential school experience:

 What percentage and of which generation was affected by the
residential school experience?

 Are the members of the affected generation the parents of today or the
grandparents?

I Which schools were most utilized? Were they far from home? What is
their reputation as far as the extent of the abuse suffered?

If there were many users in the 40-50 years age group, it may be worth
exploring if residential school attendance was a factor in many of them, and to
consider how work in this area could be integrated into the action plan.

EXAMPLES OF OTHER COMMUNITY TRAUMA

9 History of evacuation as a result of environmental hazards such as mold;
9 History of homicide, multiple suicides;

I Extreme political unrest.
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THE CHARTS ON THE FOLLOWING PAGES SUMMARIZE THE WHO,
WHAT, WHERE AND WHY of some of the important features of a needs-

assessment in determining the extent and impact of the problems and the
possible model to adopt in the action plan.
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NEeDS ASSESSMENT WORKSHEETS

INFORMATION
SOUGHT

DEMOGRAPHICS

HOUSING,
INcOME, WORK,
FAMILY
CONSTELLATIONS

PERSONS
AFFLICTED - AGE
RANGE OF THOSE
AFFLICTED AND
CLUSTERS OF AGES

CHILDREN OF
PERSONS
AFFLICTED

CHILDREN IN
CARE, OR PLACED
WITH RELATIVES
AS RESULT OF
SUBSTANCE ABUSE

< <<

SOURCE

Statistics Canada
AANDC
Band documents

Stats Canada 2006
Band documents

NNADAP, CHR,
Home and
Community Care
Agencies serving
the community

NNADAP, CHR etc.

Child welfare
worker for the
community

REASON

Base line numbers o]
of persons

Age group

populations
Contributors to o]

substance abuse,

Age groups, (o]

numbers needed to
be planned for

Need to know for o]
other resources
necessary such as

child care for
participants

Need support of
child welfare
authorities and
numbers will justify
this

VALUE OF THE
INFORMATION

Age related
resources to
consider

Focus of
treatments, and
other strategies
such as job
creation,

Resources -
Adolescent
specialists? Child
care needs?

Affect on present
and future social
fabric, program
planning for child
care

Impact on
community and
children of not
being with parents.

NOTES

Necessary for
evaluation of
efforts
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INFORMATION
SOUGHT

CHILDREN NEEDING
TO BE PLACED
OUTSIDE
COMMUNITY AS
RESULT OF
PARENTAL
SUBSTANCE ABUSE

MEDICAL AND
HEALTH CARE
DATA
#Accidents related
to SA
# Cases of
withdrawal
# SA related deaths
#Complications of
other llinesses as
result of SA
Cases of Hep C and
HIV related to drug
abuse
# Suicides and
suicide attempts
related to SA.

HARM REDUCTION
EFFORTS

Needle exchange
use, number of
needled
distributed,
number of users

SOURCE

V  Child welfare
worker for the
community

V  On or off reserve
health service

V  Visiting
professionals
providing these
services

V  Clinic providing

services

public health
authorities in
adjacent towns

On-reserve clinic,

REASON

Determine impact
on health and
safety.

Determine burden
on health care
system

Assess level of

injection usage

VALUE OF THE
INFORMATION

Long term health of
community, and
long term impact
on community of
losing children

Need to establish
level of addiction,
resources needed,

Determine possible
education/
information needs
related to drug use

Evaluation
indicators

Implications for
treatment
approaches,
assessing risk of HIV,
HEP C infection

NOTES

Necessary for
evaluation of
efforts
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INFORMATION SOURCE REASON VALUE OF THE NOTES
SOUGHT INFORMATION
SIGNIFICANT
COMMUNITY v EI'fj‘?r?' C"'llRS_' _ i Determine possible O Need flor d
clinicians living in or factors that led to specialize
TRA[.JMA. visiting substance abuse resources —i.e.
R.eydentlal school communities, and guide areas trauma. Determine
hlsto.ry. Mental health that treatment need for education
Homicides workers in specific areas.

Sensitive issues not

discussed openly

High numbers
of suicides

I Prior presence
of abuser such
as a pedophile
in community

team would need
to address in
treatment.
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ASSESSING STRENGTHS AND READINESS

Communities will be at different stages in their ability to recognize and respond
to the issue. Exploring the following areas and accompanying questions is
helpful in determiningthec o mmu ni t y teslinesst age of

COMMUNITY READINESS

1. What has the community done to date to address the issue?

0 Program
0 Policies
0 Activities

2. How concerned is the community at large? (or is it just the workers/leaders
who are concerned?)

3. How has the community demonstrated its concern? (for example, petitions,
walks, demonstrations)

4. What security measures are in place for preventing the importing of illegal
substances or those prohibited by Band by-laws?

[38]
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CONTD. COMMUNITY READINESS

5. What is the general level of knowledge about the issue?

6. Are harm-reduction strategies permitted, for example needle exchanges in
the community, or methadone clinic? Was/is there community acceptance
or resistance to these strategies?

7. s there an existing working group focused on the issue?

LEADERSHIP

1. Whatis the level of commitment to address the issue?
i.e. Chief, Council involved in a working committee and attending
regularly?

2. Is there formal involvement in addressing the issue?
i.e. is there a council representative on a working group?

[39]
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RESOURCES

1. Are the Elders involved? If yes, in what way?

2. Are the programs or services addressing the issue?

3. Are there self help groups, needle exchanges etc?

4, Health staff, addictions workers:
Are these resources involved in the planning, and if not, what is the
reason?

Are these resources eager to participate in a possible program? If so, at
what level and what skills do they offer?

To what level does the community use these resources? (for direct
service, or referrals only?)

[40]
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PROFESSIONAL SUPPORT

1. What is the principal health care support for the community?

Do nurses live in the community?

Is there a resident or visiting physician, or do people travel to the closest
town to see the doctor?

What level of involvement is required of outside professionals for the
program planned? Is their presence critical to the success of the program
or would their presence serve only to enhance it?

Are these professionals willing to be involved in the program and to what
extent?

If one or more of leadership, local resources, or professionals are not
ready to be involved, is there sufficient strength in other groups that
could make the program feasible?

Are there any legal issues that professionals might face if involved in the
program, for example, lack of certification in addictions?

[41]
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CONCRETE MEASURES TO BE TAKEN

1. Is a separate facility required to operate the initiative?

2. Is afacility available or are the leaderships able to create the space?

3. Have public health measures been considered in holding a program in a
separate facility such as:

0 sufficient numbers of washrooms for the number or participants;
0 adequate food-handling and sanitation practices;
0 adequate supplies such as liquid soap, paper towels etc.

4. Are there financial resources that can be contributed from the band or
is a proposal for funding necessary?
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DEVELOPING A RESPONSE

J— -

COMMUNITY OPTIONS

Depending on the community )/
assessment there are a variety of // SECURITY
areas, one or all of which the /
community can decide to focus on.
They are:

EDUCATION: could include - ! TREATMENT

X providing community members N
with information about the N
risks associated with a specific .

-
~

substance; S~o

-~ -

X teaching strategies for avoiding or lowering risks;
X teaching alternative ways of spending time, coping with feelings.

PREVENTION: could focus on -

X preventing or reducing substance abuse and associated risks by organizing
youth activities, or cultural events. These types of events provide community
members with alternative activities and help to rebuild connection and
community.

SECURITY, LAW ENFORCEMENT: can include —

X putting measures in place to control the flow of substances into the
community;

[43]
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TREATMENT OPTIONS

An addicted person may require or have access to only parts of the continuum.
The following diagram provides a simple example of the addiction-care
continuum envisioned in mainstream addictions services.

Withdrawal
Aftercare Management
("detox")
PreTreatment
Treatment .
Readiness

SHORT-TERM WITHDRAWAL (DETOX)

Physical withdrawal is most often short term, usually about one week. It can
involve taking medications to reduce withdrawal symptoms. Withdrawal
treatment can happen in a community-based day setting or in a residential
setting (such as in a withdrawal unit or a hospital). Combining support from
community services, family members and peers is important and increases the
likelihood that the individual will be able achieve a period of abstinence.

[44]




CWDT- TOOL KIT

PRE-TREATMENT READINESS

An important aspect is helping the individual get ready, by determining their
motivation and preparedness to participate in the type of program they are
entering. This includes such things as:

9 Reviewing with the individual the nature and type of program they are
wanting to enter;

9 Clarifying his/her expectations of the program and the program’s
expectations of them;

9 Reviewing practical issues: child care, transportation etc.;

9 Helping to ensure he/she is physically and emotionally healthy to
participate and if not, what needs to be done prior to entering the program;

If required, arranging for a stabilization period (short-term stay) after
completing detoxification process in a safe, supportive environment. The
purpose is to provide individuals waiting for a treatment slot, time to
address some issues prior to entering treatment.

In the First Nations communities that are running detox/treatment/aftercare
combined programs, doing pre-detox readiness may be warranted. This would
include a medical assessment. An example of a program intake package, client
information sheet, client agreement and confidentiality forms are included in
Appendix 6, following this chapter.

MEDICATION-ASSISTED TREATMENT
SYMPTOM-RELIEF MEDICATIONS:

Various types of medication can help with withdrawal symptoms. The type of
medication used will vary depending on the substance and the withdrawal
symptom.
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Or101D ADDICTION - SUBOXONE OR METHADONE:

Treatment can involve taking regular medication for several months to several
years, which helps prevent withdrawal and cravings. Examples of this type of
medication are either methadone or Suboxone. Either medication is more
effective when offered in combination with program support and counselling.

Some of the differences between suboxone and methadone are:

a physician can prescribe suboxone without special licensing;

suboxone can be titrated at a faster rate than methadone;

suboxone has a "ceiling effect" which makes overdose less likely —but not
impossible;

it is partial opioid agonist and reportedly the withdrawal from suboxone is
less intense than from methadone which is a full opioid agonist;

suboxone does not carry the same sort of societal stigma as methadone, so
the medication is more acceptable to some of the communities;

ALcoHOL ADDICTION

Two medications sometimes used to help a person addicted to alcohol resist
the urge to drink alcohol are Antabuse (disulfiram) and naltrexone.
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PROGRAM OPTIONS

There are several options that can be considered ranging from a day program
to a residential program or a combination of both options.

OPTION 1: DAY PROGRAM

Day Programming provides services and support for individuals concerned
about their use of alcohol or other drugs.

A range of supports include:

assessments;
individual and group counseling;
education about addictions, relapse prevention;

= =4 4 A

support.

The intensity of a day program can range from a full day to programming
several times a week. A key feature is that individuals do not stay overnight
but return to their own residences.
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Factors to take into account when considering a day program format are:

DAY PROGRAM
ADVANTAGES

DAY PROGRAM
DISADVANTAGES

1. Fewer staff required

2. Client goes home to the
‘“real wor |
utilize skills learned

d

1. May require more
intensive treatment
resources be developed
afterwards

3. Reasonable cost and can
be implemented with
existing resource staff
and agencies providing
services in the
community

2. May not meet the needs

of individuals wanting
more intensive support

4. Minimal disruption to
family situation

5. Can start sooner

6. More accessible to
parents with child care
issues

[48]




CWDT-

TOOL KIT

OPTION 2: RESIDENTIAL PROGRAM

Residential programming offers 24/7 support with individuals residing in the
facility for the duration of the treatment and participating in programming
during the day and at times, into the evening. Factors to take into account are:

RESIDENTIAL PROGRAM
ADVANTAGES

Person allowed time to
let go of personal and

RESIDENTIAL
PROGRAM DISADVANTAGES

1. Sustainability is difficult
over the long term

work responsibilities

Focus only on their
issues and not on needs
of family, children etc

2. Delay in addressing
peopl e’ s r ¢
due to program
development time

Opportunity for
addressing deep issues

4. Higher level of safety

3. High level of resources
required

and support in avoiding
drug sellers

4. Not appropriate for
everyone, may be too
threatening

Safety may be enhanced
by not being with
anyone who is related or

5. Not accessible for
everyone —those with
children etc.

known to client
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OPTION 3: DAY AND RESIDENTIAL C COMBINED MODEL

This combined model offers the first part of the program without providing
overnight accommodation - for example a day detox/treatment program. The
second part of the program provides sleeping quarters - for example a land-
based aftercare program. Factors to take into account are:

DAY AND RESIDENTIAL C DAY AND RESIDENTIAL
ComBINED MODEL ComBINED MODEL
ADVANTAGES DISADVANTAGES
1. Able to respond more 1. High level of resources
holistically and required —number of
simultaneously to staff, counsellors,
i ndi vidual s volunteers, food costs etc.
2. Offers a continuum of 2. Difficulty maintaining
service client attendance over
time
3. Offers alonger period of
support for clients to 3. May be difficult for
learn new coping tools clients to arrange for
and ways of living extended time away from
family, employment
4. Better able to addresses obligations
relapse prevention
issues 4. Requires client to have a
higher level of readiness
for change
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HOW DOES THE COMMUNITY DECIDE whether to offer a residential or a

day program approach? It will depend on resources, skills and a number of
other factors. The next section explores how the decision can be made.
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EXPLORING CAPACITY AND PROGRAM OPTIONS

15STER What Do You HAVE? Areas and questions to help the community decide

the type of programming they are best able to offer are:

1. STAFFING: NOTES:
XILLS

A. WHAT SKILLS DO EXISTING
STAFF HAVE?

B. IS STAFF COMFORTABLE AND
EXPERIENCED IN GIVING
WORKSHOPS, FACILITATING
TALKING CIRCLES?

AVAILABILITY:

C. ISANYONE WILLING TO
COORDINATE?

D. ARE EXISTING WORKERS WILLING
TO BE PART OF PROGRAM, IS
HEALTH STAFF WILLING?

E. Do YOU HAVE THE RESOURCES
AND NUMBERS OF STAFF
REQUIRED FOR THE TYPE OF
PROGRAMMING?
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FACILITY NOTES:

IS THERE A FACILITY THAT
COULD BE DEDICATED TO THE
PROGRAM?

IS IT BETTER SUITED FOR A DAY
PROGRAM OR COULD IT FIT A
RESIDENTIAL PROGRAM

IS IT SAFE, PRIVATE?

DOES IT HAVE ENOUGH
LAVATORIES FOR THE NUMBER
OF PEOPLE IN THE PROGRAM?

ARE THERE SUFFICIENT ROOMS
FOR GATHERING CLIENTS
TOGETHER, EATING, SEEING
CLIENTS PRIVATELY?

IS THERE AN ALTERNATE PLACE
FOR WHEN NUMBERS GROW?

3. PARTNERSHIPS

A.

WHAT AGENCY/PROGRAM ON
RESERVE OR OFFERING SERVICE
TO THE RESERVE IS IMPACTED

BY THE ISSUE?

WHICH OF THESE PROGRAMS
OR AGENCIES MIGHT BE
INTERESTED IN PARTNERING —
PROVIDING A STAFF PERSON,
CONTRIBUTING RESOURCES?
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4. FUNDING NOTES:

A. WHAT FINANCIAL
CONTRIBUTION CAN THE BAND
MAKE TO THE PROGRAM, IN-
KIND OR FUNDS

B. WHAT OTHER SOURCES OF
FUNDING MIGHT BE
AVAILABLE?

2" Step: DEciDING ON A COMMUNITY ACTION PLAN

Once the community has participated in the initial steps the assessment,
and reviewed their assets, capacity and program options, a decision
regarding what type of community response (education, prevention,
treatment) needs to be made. In some cases, it may have already been
made at the outset and that decision will guide the discussion throughout
the assessment. At other times, the initial decision may change as a result
of the assessment process. The worksheet on the following page can aid the
discussion.
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CoMMUNITY ACTION - WORKSHEET

WHAT DO YOU
WANT TO DO?

WHAT AsSsSeTs Do WHAT ARE THE WHAT ARE SOME POSSIBLE
?
You HAVE To DO GAPs? SOLUTIONS? WHO CAN HELP?
IT?

The worksheet summary is a tool to guide the group discussion with community

services and partners. It can help to engage potential partners and identify possible

solutions to the identified gaps.
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Appendix 6.1 Sample Intake Package

After completing each form & explaining the process with an applicapliease check "H off each
of the following forms that has been completed for the client:

n Referral

n Substance Use

I Mental Health

ﬁ Physical Health

A Client Welcome Information Sheet
ﬁ Confidentiality Agreement
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NAME OF THE PROGRAM

Telephone: Fax:
REFERRAL FORM:

FIRST NAME: Date of Referral: ..o
LAST NAME: Type of Referral: ....cooceevviiiiiiiiriieieccece e,
DOB: MM/DD/YEAR AGE: GENDER: ( ) MALE () FEMALE
Suboxone Payment: ODSP( ) BAND( ) HOME PHONE NUMBER:
Ontario Works( ) NIHB( ) (Self) EMERGENCY CONTACT:
Relationship: Are you on any medications? ( )Yes ( )No
Single Single-parent  Married = Common-law For what condition:
Separated Divorced Number of children Name of medication:

Are your children in care?

For what circumstances?

If yes, how many?

Since when?

INTAKE COMPLETED BY:

OUTCOME OF REFERRAL:

WITHDRAWAL MANAGEMENT DATE:

CLIENT CONFIRMED: Y

Client Referred Outside (to where, and who is helping with the referral:
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Client:
D.O.B.
Day/month/year

Worker:

SUBSTANCE USE SCREEN: To be completed by the intake worker with the client:

Drug

Method of use

How much
each time

How often

When did you first
use this drug?

Date you last
used

Alcohol

Cocaine

Cannabis/pot

OxyContin

Percocet

Morphine, Heroin

Other opioids:

Ecstasy

Crystal Meth

Benzodiazepine i.e
Ativan, Valium,
Lorazepam

Inhalants: gas, glue
nail polish

Other:
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1. Have you gone through withdrawal from before? If yes, what
symptoms did you experience?

2. What did you do to deal with the symptoms?
3. Do you have any concerns about your withdrawal?
4. Have you ever had a seizure? If yes, how many times?

5. When was your last seizure and was it related to alcohol or drug withdrawal?

6. Have you recently hurt your head in any way, such as falling down or hitting your
head?

Readiness:
7. Have you been advised to enter the program? If yes, by whom?

8. What do you hope will happen by completing the program?

9. Is there anything or any reason in your life that will help you stay off drugs?
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MENTAL HEALTH SCREEN:

Counselling History

1. Did you ever need to be in a hospital for a mental health emergency such as for
depression, suicide thoughts or attempts? If yes, where?
For how long were you there?

2. Have you ever received counselling from a counselling service? 1 Yes 11 No
If yes, was it in the community?
How many times did you see the counsellor?

Can you please describe briefly what your immediate problem was?

3. Did you ever talk to a psychiatrist (doctor who specializes in mental health)?
N Yes A No If yes, when?

What did he or she say about your problem?

4. Have you ever been to treatment for alcohol or drugs?
If yes, when? Where?

Did it help at all?
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5. Have you ever had prescribed medications for mental health problems such as
depression, anxiety, or post- traumatic stress disorder?

Currently: Yes No Unknown
Within last 12 months: Yes No Unknown
Within lifetime: Yes No Unknown

Name of medication if known:

Suicide History

6. Have you ever had thoughts of hurting yourself to the point of wanting to die?

7. Have you ever made an attempt to end your life?
If yes, when did this happen?

How did you try to end your life?

8. Have you ever made an attempt to hurt yourself, but did not really want to die?
(only feeling desperate)

9. If you have felt suicidal at one time or another, when was the last time you had
such thoughts?

How often do they come now?

What would need to change in your life not to feel suicidal?

Depression

10. Do you have sad thoughts much?

How often? Once aday, twice aweek, allthe time?

[61]




CWDT- TOOL KIT

For how long has this been occurring?
How many times do you wake up at night?

Social Supports

11. Who in your life is the most supportive to you? How do they show their support?

Personal History

12. Is there anything in your life that you consider to be a major life-changing
experience?  (Circle all that apply)

Examples:

Residential School
Being placed in foster care
Death of a parent or caregiver (when you were a child)
Physical Abuse as a child As an adult
Sexual Abuse as a child As an adult
Being a rape victim
Beaten up badly at some time

Other very traumatic thing that happened to you (like an accident)

Other (describe)

13. Did one or both of your parent(s) attend residential school?
Mother N Yes A No A Unknown

Father N Yes A No A Unknown

If yes for one or both parent(s), how do you think it has affected you?
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Grief and loss

14. Has anyone close to you committed suicide?

How was that person related to you? When ?

Other than from suicide, have you lost any loved one(s)? When?

How was that person related you?

PHYSICAL HEALTH:

1. Do you have any allergies to foods? If yes, to what foods?

What type of reaction(s) did you have?

2. Areyou a diabetic? If yes, how are you managing your diabetes?

3. Are there any challenges/disabilities that we should know about?

Hearing: N Yes n No N Unknown
Eyesight: N Yes N No N Unknown
Mobility: N Yes N No A Unknown
Learning ﬁ Yes ﬁ No ﬁ Unknown
Reading/Writing ] Yes A No A Unknown
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APPENDIX 6.2 SAMPLE CLIENT INFORMATION SHEET

WELCOME TO PROGRAMNAME

Congratulations on having taken this step towards healing for yourself,

your family and the community.

This Is What We Can Offer You:

o Describe your program routines, services available i.e. group
support, individual counse lling,

0 Putin here what m eals you will offer. ~ For example
breakfast, lunch. Are you offering Supper?

o The Program operates from d put in your hours and how many

days the program runs
This Is What You Will Be Asked To Do While You Are Here:

Participate:

1 How long (time and length) a re people expected to be in the

program

What Not To Bring:

1 For Example - | -Pads, lap tops, cell phones, radios, T-shirts with
drug/alcohol/violent/profanity logos , pop, energy drinks or junk
food di.e. chocolate, chips

What to Bring:

1 For example - pictures of family or inspirational reading 0 bible,

traditional bundles
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Testing:

1 Explain any type of drug testing that may be done  e.g. urine
1 Explain what will happen if he/she tests positive for drug use

Relapse:

1 If he/she relapses while inthe  program or is experiencing intense
cravings, what are you asking them to do ?

Counselling:

1 Are clients expected to meet witha  counsellor dif so, how often?

Confidentiality: ~We work as a team with the rest of the staff at the
detox , and the nursing staff , to help ensure you detox safely. We will
need to share some information about you with each other, but only
information that is really necessary. If you are concerned about this,
and things you do not want released, plea se discuss this with a support
worker, d octor, or nurse. Please see the form that we ask you to sign
concerning confidentiality.

No smoking or visitors allowed in the p rogram site.
Medication: Do not bring any medication with you to the program. If you
need medication daily you will be asked to give the name and contact

information of a person who could bring the medication when you need it
and take it back with them.

Safe disposal of used needles for diabetics: Ask one of the staff members
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APPENDIX 6.3 SAMPLE CLIENT AGREEMENT

CLIENT NAME:

D.0O.B:

Acknowledgments:

| understand the following:

1. | may voluntarily withdraw from the program at any time.

2. lam aware that if | begin drug use again after or during withdrawal it can be
extremely dangerous and puts me at greater risk of overdosing on even a small
amount of the drug.

Obligations of Being In This Program:

1. Honesty is a priority.

2. lagree to follow the program schedule.

3. lagree to arrive on time for program every day.

4. |agree to be respectful towards staff member and other clients.

5. Counselling is available throughout the program. | agree to

meet with a counsellor at the beginning and end of the program to help
me develop a personal action plan based on my specific needs and goals.

6. |agree to meet weekly with a support person for follow-up and support.

Commitment:

My signature below indicates that | agree to follow the rules and responsibilities
outlined in this agreement. | understand that, if | fail to meet my responsibilities as
a participant in this agreement, | may be asked to leave the program.
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| have had an opportunity to discuss and review this agreement with the
team and any questions | had have been answered to my

satisfaction.

Date (month, day, year)

Client (print name) Witness (print name)

Client Signature Witness Signature

*A copy of the signed agreement must be given to the client
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APPENDIX 6.4 SAMPLE CLIENT CONFIDENTIALITY AGREEMENT

l, , understand that in participating in

program, matters related to me will be kept confidential and
information about me will not be released to anyone with the following exceptions:

1. If lindicate that | am in danger of hurting myself, in which case health staff will
be notified.

2. If | state that | plan to hurt someone else, in which the person and the police
will be notified.

3. If I state that | have hurt a child, in which case Child Welfare Services will be
notified.

4. If any other emergency or life- threatening condition applies to me.

| understand and agree to, that within the treatment week, general information will
be shared among members of the treatment team for the purpose of helping them
work together. | understand that the members of the team are bound by
confidentiality agreements.

Other than in the above cases, information about me can be shared with other
parties only with my written consent.

| understand that in all of the above cases, the only information that will be
communicated to other parties will be limited to information that is necessary to
the purpose at hand.

Client Witness

Date
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AFTER CARE

Aftercare (sometimes called continuing care) is an essential aspect of
treatment effectiveness.  Aftercare programs are required to provide
individuals with addictions the necessary ongoing care to address their
chronic illness. The goal is to provide the required support to help the
individual build on the gains they have made. According to research (Marlatt
and Gordon, 1985) 66% of all relapses occur within the first 90 days
following treatment. This highlights the importance of providing continuing
care.

THE STRUCTURE OF AFTERCARE

Aftercare support is usually delivered through a combination of group and
individual sessions. The focus and benefits of facilitated group sessions are:

teaching clients to identify triggers (internal and external);
teaching cognitive tools to reduce cravings;

teaching clients the strategies and tools to use to limit relapse;
encouraging ongoing group connection and group support;

vk W N e

providing an opportunity to develop a buddy system.

2 PHASES TO AFTERCARE PROGRAMMING

There tend to be 2 phases within aftercare programming.

PHASE 1 includes a more intensive cluster of programming, often just after
the individual has detoxified form opioids, whether on symptom-relief
medication only, methadone, or Suboxone. It would typically include
providing group support several times a week and individual sessions with a

[69]




CWDT-

TOOL KIT

counsellor once every week or every two weeks. The duration of this phase
ranges from 4 weeks to 3 months depending on the program or community
resources.

PHASE 2 is characterized by less-intensive scheduling, perhaps once or twice
a week, when the participant has returned to his or her normal life at home
and/or work. Including an employment aspect in this phase helps provide
much-needed structure as well as an opportunity to practice healthy ways of
living.

Again, partnerships with community leadership and community services are
important in identifying or creating employment opportunities.

Individual sessions with a counsellor continue and may include more
intensive work to address core issues underlying the addiction.

Phase 2 or Phase 1 programming can be utilized for individuals returning
from treatment facilities outside the community.

Approaches to Aftercare

There are a number of approaches and formats to aftercare. Three that are
commonly used are:

9 group education;
9 individual counselling;
9 peer and group support.
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GRouUP EDUCATION

Addiction is an illness that needs to be managed by those who are afflicted.
A cognitive behavioural approach is effective in teaching individuals ways to
manage their illness.

Topics that are often included are:

9 Dealing with cravings;

 Identifying triggers;

9 Coping with stress;

1 Rebuilding relationships;

9 Self-care;

9 Understanding the physiological aspects of addiction;

1 Learning new life skills to manage addictive behavior;

1 Learning life-skills that were lost as the result of years of addiction:
cooking classes, wilderness skills, traditional practices, effective
parenting.

It is important that group topics be generated from the individuals in
treatment or returning from treatment, as well as from staff and community
elders. This helps to ensure that what is offered matches the needs and
interests of those involved. See Appendix 7.1, 7.2, 7.3 for example of topics
and schedules generated by some communities.

COUNSELLING

The disruption in many First Nations by events such as colonization,
residential schools and dislocation, to name a few, has resulted in situations
such as domestic violence, sexual abuse and loss of children to the child
welfare system. Many persons who are addicted began their use of
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substances to mask uncomfortable memories of such events, or to cope with
an intolerable life situation. Understanding and integrating the impact of
major life events and traumas that may have contributed to the individual
developing an addiction is an important part of the recovery process.

Although not everyone benefits from in-depth therapy, many persons do
well with talking through their problems.

The areas of focus and potential benefits of individual sessions with a
counsellor are that it provides an opportunity:

U for clients to work out personal issues related to their addiction;
U to discuss issues and determine next steps in their recovery;

U for clients to discuss their addiction openly in a non-judgmental context
with the individual attention of the counsellor;

Arranging for or coordinating counselling through privately contracted
counsellors for the purpose of aftercare programs, or through existing
services to the community, will be a major task of a Coordinator or Aftercare
Worker.

GROUP SUPPORT

One of the major challenges for individuals in stopping their use of drugs is
the need to find new social outlets and to have meaningful contact with
others trying to stay clean from drugs. Peer pressure to use drugs is often
present, and having group support is essential.

Group programming can include educational group sessions such those
described above, or can include groups such as Narcotics Anonymous (NA).
NA members in other First Nation communities may be a resource in starting
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up a group through Skype or Telehealth support. Additional information for
nonprofessionals wishing to start a group can be found at
http://www.na.org/?ID=startmeeting.

WHEN TO BEGIN PLANNING FOR AFTERCARE

PROGRAM PLANNING WITH COMMUNITY

If the community decides to offer a community-based program, the
program-planning for aftercare should be included in the initial phase of
developing the community response. As part of the capacity-development
and staff training, it is vital that the following specifics be decided:

U Content, structure —for an example see Appendix 7.1, 7.2;
U Who will offer it: existing staff or other partners?
U Necessary partnerships.

Example of Potential Aftercare Partners:

Community Partners

A Crisis worker, mental health worker;

A Elders, spiritual leader;

A Diabetes worker, NNADP;

A Healthy Babies Maternal Health;

A Community health worker, teachers, nurses.

Coordinator: develops schedules and topics, contacts presenters,
coordinates.
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PLANNING WITH CLIENTS

In providing a community-based detox or treatment, aftercare planning with
clients begins prior to the completion of the program. Staff teaches the
importance of aftercare and meets individually with each person to develop
and review their aftercare plan. This ensures that when the individual leaves
the program they have developed a plan to continue building on the gains
they have made. For examples of aftercare forms see Appendix 7.4, 7.5.
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APPENDIX 7.1 Example of Aftercare Topics

o o Po To Po Do Po Do o Do P Do o Do Io Do Io o o

Coping with Cravings;

Saying No to Dealers;
Developing a Balanced Lifestyle;
Recreation and Recovery;
Dealing with Stress;

Life without Drugs;

Building a Support Network;
Communication;

Life Skills;

Parenting;

Relationships;

Rebuilding Trust;

Loss and Grief;

Relationships, Communications;
Self Esteem;

Effects of Residential Schools;
Sexual Abuse;

History of the area, colonization and effects on mental health;

Families and Addiction.
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APPENDIX 7.2 SAMPLE AFTERCARE SCHEDULE

Time Monday Tuesday Wednesday Thursday Friday Saturday Sunday

9:30-10:30 Medication Medication
(if applicable) (if applicable)

2:00-4:00 Group Group
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APPENDIX 7.3 SAMPLE AFTERCARE TOPICS AND SCHEDULE

Details: How often to offer group:

How long will each group last:

Time: Start Date:
Topics: What supplies are needed How Many Who leads it? What is the
and how much will it cost? Sessions Who else can order of
help? topics?
Family and
Recovery
Gardening:

potatoes, carrots,
corn, turnips

Impact of
Residential School

Making your own
fish net, how to
repair a net

Making
snowshoes

Camping ¢ old
settlement

Learning how to
cut wood properly

Spirituality
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Topics: What supplies are needed How Many Who leads it? What is the
and how much will it cost? Sessions Who else can order of
help? topics?

Fishing: how to
net, clean fish, dry
fish, smoke fish

How to make
pemmican

Traditional
medicine

Roles of women
and roles men

Arts and crafts

Advice from the
teachings on how
to handle negative
emotions C
sadness, anger

Safety in the
woods

Safety in the
water with boats,
repairs, paddles,
properly tying up
the boat,
portaging
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Topics: What supplies are needed How Many Who leads it? What is the
and how much will it cost? Sessions Who else can order of
help? topics?

How to pack for
camping, what to
bring

Partridge hunting,
cooking

Learning how to
use a chainsaw

Learning about
dog team and
sledding

How to make a
toboggan

How to ice fish,
use an ice auger

Geese hunting,
preparing, cutting,
cooking

Beaver, skinning,
cutting, cooking

How to make a
fire in the bush
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flies

Topics: What supplies are needed How Many Who leads it? What is the
and how much will it cost? Sessions Who else can order of
help? topics?
Old ways of
handling
mosquitoes, black

Making a raft

Knowing where
you are in the
bush by the sun
and the stars
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Appendix 7.4 Sample Individual Aftercare Template

Healing from addiction is a journey. You must continue to learn to take care of yourself in
new ways. In the circle below list all the positive things you can do to care for yourself in
the four different areas of the circle by asking yourself the following questions:

1)
2)
3)
4)

What can | do to take care of myself MENTALLY?
What can | do to take care of myself SPIRITUALLY?
What can | do to take care of myself EMOTIONALLY?
What can | do to take care of myself PHYSICALLY?

Your answers will be used to help you develop your aftercare plan.

Mental Spiritual

N

Emotional Physical
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Appendix 7.5 Sample Individual Aftercare Plan

Name:

| have completed the

program, and | know | have to continue to work

towards recovery. For example: meeting with a counsellor once a week or getting a

referral to treatment.

The next steps in, my healing plan is:

1.

1 will

1 will

I will

I will

Signature of Client

Signature of Worker

Date
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WORKING IN PARTNERSHIP

Wor king together i's not al ways eas
having its own mandate, funding source, and accountability structure.
However, with a problem as pervasive as opioid addictions, there is no choice

but to work together, beginning with the leadership. The CWDT model
encourages existing and new local partnerships to actively participate in the
development and implementation of a community-action plan. It provides
community stakeholders with an opportunity to form new partnerships.

LEADERSHIP

DOCTOR/

NURSE
ealth staff

PROGRAM
TEAM
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WE ARE IN THIS TOGETHER

Together We Can Make A Difference

The CWDT partnership model attempts to address the problem of addiction at
the community level through grassroots efforts to enhance community
empowerment and mobilization.

Partnerships are vital because:

of the scope of the issue;

of the interrelatedness of the issue — impacting all areas of community
function and health;

of the need to view health holistically and respond from a multi-
disciplinary framework;

the ability to recover from addictions is linked to social and economical
conditions in communities where the individual with addictions lives;

it is mutually beneficial - addiction affects many of the clients involved
in many of the programs;

it enhances the services to clients in existing services;

it demonstrates community partnership;

it is an opportunity for the community and those offering service to the
community to demonstrate, in a very public and visible way, their
commitment to working in partnership;

it creates an opportunity for informal cross-training and skill-
development.

For some, the idea of developing new community partnerships to actively
participate in a response can be daunting.
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l't's usefuwl to remember
X Thereisnoone “right” way.
X Itis important to try the parts that make sense; if they work, keep going
i n that direction. I f they don

WORKING IN PARTNERSHIP

COMMUNITY REPRESENTATIVES

Seek out community knowledge. People from the community and culture know
more about the community, the options for support and the contributing
factors to harm, than outside staff. They may be more able to pull in informal
supports to participate in the program.

IDENTIFY INTERNAL CHAMPIONS

Look for potential champions in the community, i.e.,, a person who is
passionate about addressing the issue, is enthusiastic and can encourage
others to participate. They also often know members of the community and
are aware of any historical mistrust between families, agencies and community
members.

DEVELOP OR WORK WITH AN EXISTING COMMUNITY WORKING GROUP

Working groups can provide key information such as:

What does the addiction issue look like in the community?
How has it impacted the community (from their perspective)?
How has it impacted their jobs?
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ACKNOWLEDGE EVOLVING COMMUNITY PARTNERSHIPS

Some community people and agencies move to the background and others to
the forefront depending on the stage of implementation of the community
action plan. For example; people involved in the planning or the response may
not be part of the hands-on delivery. Addictions and mental health may be
part of the initial planning but Maternal and Child Health programs might
emerge as major players if the initiative is to work with young mothers or
pregnant women.

NOT JUST ADDICTION SERVICES

Developing partnerships and mobilizing resources through joint initiatives
encourages opportunities for alternative resource allocation that supports the
community response to addiction (be it early intervention or treatment), across
programs and sectors, not just those responsible for addiction services.

THERE ARE MANY OPPORTUNITIES

Possible partners in the development and implementation of a community-
based response to addictions include:

Healthy Babies, Healthy Children;
Brighter Futures;

Ontario Works;

Mental Health, Addictions;

Early Childhood Development;
Community health representative;
Maternal and Child Health;
Nurses, doctors, school staff;
Security;

Elders;

Family Service workers;

X X X X X X X X X X X
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Diabetes workers;
FASD workers;
Crisis workers;
Youth workers;
Spiritual services;

X X X X X X

Businesses.

EXAMPLES OF COLLABORATIVE PARTNERSHIPS

Child Welfare- Prevention Services Worker offering workshops to clients in a
community-based addictions day program that can take a variety of forms from
crafts to workshops on topics such as Medicine Wheel, parenting etc.;

Maternal and Child Health Worker providing educational groups in an
addiction aftercare group for clients in recovery, such as effects on the unborn
child of opioids;

Diabetes Workekr providing an aftercare community kitchen group on healthy
eating for people in recovery.

FUNDING

One important test of community readiness to work together is the
commitment by segments of the community and organizations to share their
resources and time to the project. Resources can be shared in terms of
actual cash donations to an initiative, donations of program supplies such as
crafts, or through in-kind donations such as personnel time from programs
covered under another funding umbrella. Many programs do not have any
extra funds to share or are bound by spending regulations. Such groups can
assist with community fundraising efforts or through offering a service.
Many communities have raised money for these programs from internet
storage war auctions, bake sales and radio-a-thons to name a few.
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In budget-preparation for submission to a government source, donations
from partners, whether actual cash or in-kind, should be included in the
submission. In-kind donations should have a dollar value placed on them in
calculating the total cost. A sample of how a budget can be presented
showing partnerships, is found in Appendix 8.1, following this chapter.
Please note, the numbers and sources of revenue are hypothetical.
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APPENDIX 8.1 EXAMPLE OF PARTNERSHIP FUNDING

TASK (Hypothetical) COST $ (Hypothetical | IN-KIND CONTRIBUTION (Hypothetical) OTHER SOURCES | GOVERNMENT
only) APPLICATION
Program Coordinator $32,000 $32,000

1 Program & facilities support $55,000 NNADAP, Mental Health, Youth, Crisis Worker, Brighter Futures, | Band
worker Child Welfare Agency, Di abe

Health, Healthy Babies, Health Director, Police Officers, Youth

Workers, Community Volunteers,
Counselling, facilitators $100,000 Visiting mental health counsellor contribution in counselling

with clients twice a month.
2 Outside aftercare counsellors $100,000 (half time $100,000

contract for each)
Staff and community workers All social and counselling programs in community Each program put
addiction training $15,000 in $1,000
Rent, heat, hydro $12,000 Band $12,000
Food, cleaning supplies, coffee $5,000 Mining company,
and snacks child welfare
agency
Gifts for Elder speakers $5000 Casino Rama
funds

Outside speakers from other FN $10,000 Casino Rama
e.g. AA, NA
Supplies, crafts, puzzles $2,000 $2000, other programs
Telephone, photocopier, fax $5,000 Ot her progr ams’ excess equ
machine, paper
Rides: clients, Elders $6,000 Band
Furniture $10,000 Community donations, radio campaign Band
TOTAL before admin cost $357,000 $132,000
Administration cost $ 35,700 $13,200
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EVALUATING WITH THE COMMUNITY

Health Canada and other funders usually require that any request for funding
of action plans demonstrate how the initiative will be evaluated.

WHY DO PROGRAM EVALUATIONS

Other than to satisfy funders, we do evaluation to answer the following
questions:

1 Are we doing the right thing to achieve our goal?
1 If so, are we doing the right thing right?
 If not, what needs to be changed?

WHEN DO WE DO THEM?

 atintervalsin the life of the program; or
i after a stretch of time has passed to see if longer- term goals have been
met.

Evaluations will differ according to the approach, the length of the program and
the ability to measure success. Measuring success can be as simple as
determining if the service was used and whether people were satisfied. It can
be as complex as determining whether the service produced any lasting
change.

A combination of approaches can be used: Process and Outcome Evaluation.

PROCESS AND OUTCOME EVALUATION

A PROCESS EVALUATION is conducted throughout the life of the program. The
purpose is to see what works and what changes are needed. It can propose
better ways of operating to further the goals and objectives of the program.
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PROCESS EVALUATION asks the question:

Are we doing what we set out to do? by looking at the
following:

Number of persons participating;

Characteristics of persons served;

Number of hours of service provided to clients;
Number of contacts, workshops, counselling sessions;
Who did what, when and at what cost?

O O O O o

OUTCOME EVALUATION asks the question:

Did our program achieve the results anticipated ? by looking
at the following:

0 Participation —did people show up? Did they participate?

o Participants’ satisfaction
received. What did they think about the program? What would
they like to see changed?

0 Did things change after this program was in place?

OUTCOMES

When looking at outcomes, the question is asked if the activities of the
program actually achieved the goal(s) of the program. That is,

W ere the program activities responsible for the changes?

These can be short-term and long-term outcomes. If the program is a strategy
to reduce or eliminate opioid addiction in a community the community may run

[911]
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a workshop “Effects of Residenti al Sct
Community” as an initial way to bring

SHORT-TERM OUTCOMES
The following might be some short-term outcomes:

9 Did people come to the workshop? How many? Is it a reasonable
number given the number of people in the community?

9 Did the participants say that they benefited from the workshop or
would they have preferred another topic or approach?

9 Supposing very few people showed up, it is worthwhile to ask, why not?
Perhaps it was held when other activities were happening, and the
timing was wrong. Perhaps the topic caused people to shy away. The
first is easy to fix. If the feedback is that people did not show up for the
latter reason, the evaluation can guide organizers to think of another
way to introduce the topic in a less threatening way.

LONGER-TERM OUTCOMES

Longer-term outcomes are more difficult to assess. A more extensive program
might produce outcomes that show more obvious change in the community.

WHO EVALUATES

As evaluation is a structured process with well established tools and
techniques, it is valuable to obtain the advice and assistance of a professional
evaluator who can assist in developing the evaluation plan, developing data-
gathering tools and in analysing the data.
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With the support of an evaluator, program managers and staff are quite able to
carry out the process evaluation. It is generally wise to call in a professional
evaluator to conduct outcome evaluations as they are more complex.

WHEN TO EVALUATE

PROCESS EVALUATION takes place throughout the life of the program.
Outcome evaluation takes place:

1 toward the end of a program ; or
I for on-going programs, when the program is up for review; or
1 at predetermined times such as 6 months.

The decision to evaluate should be made at the outset of the program. The
plan should closely follow your plan.

GATHERING PRELIMINARY BASELINE INFORMATION

Depending on the nature of the program, organizers should keep track of the
information concerning clients that participate in programs. The following is
information that is useful for treatment and withdrawal-management
programs:

CLIENT PROFILES

Number of applicants;

Number of persons who completed;
Number of males;

Age ranges of males;

Average age of males;

Number of females;

Age ranges of females;

Average age of females;
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Single parents;

Children under the age of 16 with each participant;

Children under the age of 16 in care of a child welfare agency or
placed with relatives because of drug addiction of parents.

DRUG-USE HISTORY

If available and appropriate to the programs (such as treatment):

Average length of use of prescription drugs;

Number of treatment programs attended before this;

Any information that is gathered on application forms may be
useful, depending on the questions on the applications;

ONGOING MANAGEMENT AND EVALUATION

INTENSIVE PROGRAMS

Daily debriefing of staff and review of the day, if program is an in-
community treatment program. Questions to ask:

9 How was today for everyone?

Y What worked?

9 Did anything seem to not work and should we do things
differently?

1 Do you have any suggestions for tomorrow?

Daily checks with clients as to how things are going, taking
suggestions:
9 How was today for everyone?
 Did something seem to not work and should we do things
differently?
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1 Do you have any suggestions for tomorrow?

Check in every few days with other professionals with whom
collaboration is necessary (nurses, teachers etc).

INTERVALS

All programs can be evaluated at the end of a natural cycle, such as:

the end of a 3 day workshop;

the end of an induction week;

the end of a 28-day treatment cycle;

the end of 3 months of an aftercare program;

E N I

note: if you plan to conduct follow up interviews with your clients you
must obtain their written consent to contact them.

Example of a frequently-used 6-day withdrawal-management program
evaluation form that can be given to participants and the community, is
included in the Appendix 9.2, following this chapter.

Whatever the program, the evaluation form should be easy to read and fill in
and not require a lot of efforts by the participants. Appendix 9.3 is an example
of a simple 3-question approach to evaluation.

Appendix 9.4 is an example of a survey that can be given to the community to
provide its input as to the success
perspective.

LONGER-TERM GOALS OUTCOMES (TREATMENT)

Chapter 4 (Assessing Community Needs) outlines the types of information that
is useful in establishing the need for a program to address opioid addiction
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using medical and social data. At a reasonable interval, say 6 months or 1 year,
these same indicators can be measured for comparison. See Appendix 9.5.

THE EVALUATION PLAN

It is best to develop a plan for the evaluation at the outset of the program so
that information is collected for both process and outcome evaluation. The
plan can also help you clarify the relationship between your inputs and outputs.

Using the example of the goal “ R e OxyGoritim Abuse” t h en
Appendix 9.1 shows how we can look at short- and longer-term evaluation
strategies.

RESOURCES FOR FURTHER INFORMATION

The following references can provide further information on evaluations in First
Nations:

Building the Pathway of Change. Angela Matheson. Aboriginal Head
Start Association of B.C. http://fnbc.info/building-pathway-change-
workbook

A guide for First Nations on Evaluation Health Programs. Health
Canada. http://www.hc-sc.gc.ca/fniah-spnia/pubs/finance/_agree-
accord/guide_eval_prog/index-eng.php

Community Action Resources for Inuit, Metis and First Nations. Health
Canada. http://fnbc.info/community-action-resources-toolkit-metis-
inuit-first-nations-0
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APPENDIX 9.1 PROGRAM EVALUATION EXAMPLE: REDUCING OXYCONTIN USAGE IN THE COMMUNITY

GOAL OBJECTIVE (HOW WILL WE REACH INPUTS (WHAT ACTIVITIES, COSTS | OUTPUTS (WHAT INDICATOR OF SUCCESS SOURCE OF DATA
THE GOAL) ETC.) HOW WILL WE MEASURE IF | ACTUALLY OCCURRED?)
WE ARE DOING THE RIGHT
THING?
Numbers of Attendance for entire Evaluation Form given
REDUCE Organize a workshop on how Speaker attendees? How many | time, (you could set a to participants
OXxYCONTIN ABUSE | residential school experience Cost $5,000 stayed whole time? benchmark of 80% for
contributes to drug addiction What did they say attendance)

about the workshop?

Organize a meeting of all
persons requesting assistance

NNADAP worker calls the

How many have
expressed an interest?

If people attended and
participated, and if a plan

Observation

with opioid withdrawal to meeting How many attended was devised.
discuss options. Hall rental of 100. the meeting?
3 FTE, Short Term How many
REDUCE Run a 28-day withdrawal $25,000 people participated? Observations,

OXYCONTIN ABUSE

management program

How many people
completed the 28 days?
What did they say about
the program?

What is the total number
of children involved with
participants? How many
in care?

evaluation form,

Compare base line
indicators before with
those after: Nursing
encounters, children
in care, suicide
attempts etc.




CWDT- TOOL KIT

GOAL

OBJECTIVE (HOW WILL WE REACH
THE GOAL)

INPUTS (WHAT ACTIVITIES, COSTS
ETC WERE PUT OUT) HOW WiLL
WE MEASURE IF WE ARE DOING
THE RIGHT THING?

OuTPUTS (WHAT
ACTUALLY OCCURRED?)

INDICATOR OF SUCCESS

SOURCE OF DATA

REDUCE OXYCONTIN
ABUSE

Longer Term

Changes in number of
children in care

Changes in number of
people seeking help from
clinic for withdrawal
symptoms

After Care

Narcotics Anonymous

.25 FTE

Rent free at the church

How many and
frequency of
meetings?

Short Term: Attendance
Long Term: # Persons
abstinent after 3 months,
6 months, 1 yr

Regular records with
non-identifying
records.
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APPENDIX 9.2 LONGER TERM OR INTERVAL EVALUATION

What was the best part about the program for you?

Please provide your comments about the following parts of the program:
Elders
Food
Facility
Length of the day/session (too long, too short?)
Length of the program (is 6 days enough?)
Presentations — helpful, boring, etc
Do we need evening programs?
Crafts? And activities?
What other activities would help?

Could you have done just as well getting the help in the usual ways such as going out for
treatments, counselling by outsiders, etc.?

Is there anything we need to know to make the program better?

How did you find the ............... . staff?

Did the program help you?

Woul d you come back to the ... . progr a
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8. What changes would you like to see if doing it again?

9. Whatwasthebestpart about the .............. program?

100Woul d you r ec o mmeogran taalfriend, family. membhenor anyone
you know suffering from prescription addiction?

11. If you wanted to attend treatment and counselling services outside the First Nation,
would you prefer other resource available in the community such as NNADAP or Mental
Health?

Or would you rather prefer the First
12. Should the program deliver:
a. Traditional teachings: hunting and trapping, traditional food preparations, etc.;

b. 12-step recovery program. (N.A/A.A or Biblical based);
c. Parenting.

All of the above or

13.Shoul d t pragram.continueinthe community?

14. Any suggestions and additional comments?

[100]
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APPENDIX 9.3 SIMPLE EVALUATION FORM

PROGRAM: e

1. What did you like best about this program (workshop, speakers, training, etc.)?

2. What would you like to see different?

More of the following ...

Less of the foll owing

Add the following ..

3. Any other suggestions that you have to make this program better for you?
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APPENDIX 9.4 COMMUNITY SURVEY QUESTIONNAIRE

FIRST NATION:
Name Withdrawal Management Program/Community Strategy/Educational

Campaign etc.

COMMUNITY MEMBER EVALUATION

1. What do you know orhaveheard about t hmgram?.............. p
2. How did you get the information?

3. What 1 s t he b en erfogramtogolir Cdmmenity overall?...

4. Has anyone close to you participat ed i n trhgeem?............ . p

Circle that which applies:

Friend

Spouse

Parent: Mom - Dad
Son

Daughter

Nephew

Niece

Other: Neighbor -

Too T To Too To o T Do

Has your life changed sinceyourloved-one parti ci pogrdm@d t he
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5. If so, can you please describe in what way?

6. What is/are the worst effect(s) of prescription drug abuse in your community?

7. Do vyou t hi nk prbgha® has.reduced. the.negative effects of the
prescription drug abuse in your community?

8 Woul d you recommend t he (friend, family.memhberroo gr af
anyone you know suffering from OxyContin abuse?

9. What advice would you provide to the Chief and Council about how to address the
drug abuse in your community?

Your Age Group: circle that which applies

Oto15yrs 16to30yrs 31to60yrs 61yrsandup

Member: Non Member:
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APPENDIX 9.5 COMMUNITY CHANGES

INDICATOR
VALUE

BEGINNING 3 MONTHS 6 MONTHS

1 YEAR

ESTIMATED #
USERS IN
COMMUNITY

CHILDREN IN
CARE IN THE
COMMUNITY

NEEDLES
EXCHANGED
MONTHLY

NURSING
ENCOUNTERS FOR
WITHDRAWAL
SYMPTOM RELIEF
(AVERAGE DAILY)

AVERAGE SCHOOL
ATTENDANCE

OTHER:
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PREPARING THE REPORT

Approaches developed in communities to deal with the dire crisis of
widespread opioid addiction will be unique and innovative. It is imperative
that these community initiatives documented.

A report should include important documentation of the process, the
findings, community strengths and capacity, recommendations, and next
steps.

Although the following is a suggested outline/Table of Contents for reports
of CWDT visits to communities, reports need not be limited to these areas.
Most importantly they should reflect the uniqueness of each community
and their unique solutions.

SUGGESTED STRUCTURE

INTRODUCTION

U Dates of visit, the nature of the request of the CWDT by the community;

U Any special circumstances that surrounded the visit and had an impact,
such as a death in the community, travel difficulties, leaders
unexpectedly called away;

U If not the first visit, the introduction could also include an update from
previous visits on matters such as:

o] The community’ sSheprogmgr es s

goals since the last visit;
o] Any new trauma or significant event that could
impact the program;
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CWDT ACTIVITIES/PROCESS IN THE COMMUNITY

U List of meetings, interviews, with whom, and brief summary of

decisions or discussions.

COMMUNITY PROFILE (CHAPTER 4)

c:

Demographics;

U Estimated number of persons afflicted with opioid addiction;

U Social indicators, health indicators;

U Significant historical and current factors in the community to take into

account in planning a response such as:

0 Significant community trauma, such as suicides,
homicides, accidental deaths.

COMMUNITY-IDENTIFIED SOLUTIONS (CHAPTER 5)

U How has the community tried to address the problem? What were the

successes and challenges?
U How does the community want to address the problem now?
COMMUNITY STRENGTHS (CHAPTER 5)

U Positive aspects of the resources in the community , such as a strong
mental health team, interested and involved Elders;

U Positive aspects of approaches already taken to address the problem;

[106]




CWDT- TOOL KIT

U Involvement of healthcare professionals such as nurses and physicians
in working with the initiatives;

U Relationships among resource staff, and relationships between
resource staff and health care professionals.

BARRIERS (CHAPTER 5)

U Factors that have made it difficult to address the issue such as, but not
limited to:

o] Biases against addictions by certain segments of
the community;

o] Lack of security to keep drugs out of the
community;

0 Reasons for any inconsistencies in healthcare
provided to the community.

RECOMMENDATIONS (ALL CHAPTERS)

Recommendations may include those for the community, the Band Council
and for the host organization of the CWDT that might later serve the
community. They can also include recommendations to the provincial and
federal governments concerning broader policy issues that arise as a result
of a community’s experience.

In reports that are subsequent to the first assessment report, it is useful to
provide updates on the status of recommendations made previously, such
as:

NEXT STEPS

In this section include what actions should be taken by whom and when.
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APPENDICES

The type of documentation that can be included as appendices are:

procedures/forms developed;

minutes/notes from significant meetings/ workshops;
protocols developed;

O O o o

supporting articles on related matters that might support
an approach;

0 any other documents deemed important to tell

the story of the process of assisting the

community in developing and initiating their

action plans.
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