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Abstract

Background The Compassion, Inclusion and Engagement initiative (CIE) was a social contact intervention that oper-
ated in British Columbia between 2015 and 2021. The primary objective of CIE was to increase the participation

of people with lived experience of substance use (PWLE) in the planning, design, implementation, and evaluation

of harm reduction supports and services.

Case presentation CIE used the developmental evaluation methodology outcome mapping to define and measure
progress towards its goals. Developmental evaluation emphasizes learning in contrast to other forms of evaluation
which are often more focused on determining the value or success of a project or programme based on predeter-
mined criteria. Outcome mapping is a relational practice which acknowledges that change is achieved by an initia-
tive's partners and the role of the initiative is to provide access to resources, ideas and opportunities that can facilitate
and support change.

Conclusions Through the implementation and evaluation of CIE, it became clear that directly supporting PWLE facili-
tated more meaningful and lasting change than solely working to improve the health and social services that sup-
ported them. The impacts of the CIE initiative extend far beyond the outcomes of any of the dialogues it facilitated
and are largely the result of an increase in social capital. CIE engagements created the opportunity for change

by inviting people most affected by the toxic drug supply together with those committed to supporting them,

but their ability to bring about systemic change was limited. Both PWLE and service providers noted the lack of sup-
port to attend CIE engagements, lack of support for actions that came from those engagements, and lack of PWLE
inclusion in decision-making by health authorities as limiting factors for systemic change. The lack of response

at a systemic level often resulted in PWLE carrying the burden of responding to toxic drug poisonings, often with-

out resources, support, or compensation.
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Ilicitl drug toxicity was the leading cause of death for
people between 19 and 39 in BC between March 2020
and October 2021, causing more loss of life than heart
diseases, stroke, diabetes, or COVID-19 across all age
groups [2].

British Columbia is using various strategies to address
the emergency including the rapid distribution of Nalox-
one, the expansion of safe consumption and overdose
prevention sites, increasing access to opioid agonist ther-
apies [3, 4], and decriminalization of small amounts of
illicit drugs for personal use [5]. It is estimated that harm
reduction interventions averted 3030 deaths between
April 2016 and December 2017 in BC [6].

There is a growing body of evidence supporting the use
of harm reduction strategies for the pragmatic purposes
of saving lives and preventing disease [7—9]. Harm reduc-
tion can also be justified as a means of relieving human
suffering through acts of compassion [10], as a tool of
social justice [11], a mechanism to address inequities
and an effective means of countering stigmatizing beliefs
about PWLE [12]. Harm reduction has been endorsed
by the Canadian Nurses Association [13], Doctors of BC
[14], and the Canadian Public Health Association [15].

The Compassion, Inclusion and Engagement initia-
tive (CIE) was a collaboration between the First Nations
Health Authority (FNHA) and the BC Centre for Disease
Control (BCCDC) that operated in BC between 2015
and 2021. The FNHA and the Provincial Health Services
Authority, which houses the BCCDC, are the two provin-
cial health authorities that support and collaborate with
the provinces five geographically defined regional health
authorities. The primary objective of CIE was to increase
the participation of people with lived experience of sub-
stance use (PWLE) in the planning, design, implemen-
tation, and evaluation of harm reduction supports and
services across the province. CIE was based on the core
principles of harm reduction, equity, social inclusion, and
Indigenous cultural safety, which are embodied in the
three tenets of the initiative: Compassion, Inclusion and
Engagement.

Compassion

Compassion describes the ability to understand, and
desire to alleviate the suffering of others. It is sometimes
conflated with pity, empathy, or sympathy, but these
terms fail to acknowledge the agency that is conveyed
through the concept of compassion and lack an orienta-
tion towards action [16].

Compassion is a concept that is embedded in medical
codes of ethics [17, 18] and recognized as a key com-
ponent of effective care [19]. Healthcare practitioner
training and structural issues within the healthcare
system can result in a reduced capacity for compassion
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[20, 21]. Compassion fatigue resulting from repeated
vicarious trauma and the need for care exceeding a pro-
vider’s ability to provide it has gained attention because
of the COVID-19 pandemic [22]. When associated
with illicit drug overdoses, compassion fatigue within a
community can erode support for evidence-based harm
reduction services and increase stigma against PWLE
[23].

Inclusion

PWLE are often included in efforts to disseminate
information within their communities [24], support the
uptake of harm reduction practices [25] and contrib-
ute to research projects as research assistants [26, 27].
Peer support workers are also often employed at harm
reduction sites and for community outreach [28, 29]. It
is less common, however, to include PWLE as advisors
or decision makers in the design and planning of harm
reduction services [30, 31]. PWLE advocates have been
calling for greater PWLE inclusion in decision making
and service provision for many years. A national gath-
ering of PWLE organizations in 2014 identified respect-
ful partnerships with service providers and regulators
where allies play supportive but not leadership roles
as key facilitators for meaningful PWLE participation
in the design and delivery of harm reduction services
[32]. When included in evaluations of harm reduction
or other health services, PWLE are generally only con-
sidered the clients, patients, or consumers [33]. The
indicators of programme success are rarely defined by
PWLE, as they are generally only consulted about out-
comes and impacts defined by providers, researchers,
or administrators.

PWLE experience social exclusion, discrimination,
stigma, and even open hostility in their communities, in
their interactions with police and when trying to access
healthcare services [34-37]. PWLE can experience
stigma even when accessing harm reduction services
intended specifically for them [38]. The prohibition of
some drugs in Canada and around the world has often
led to the social exclusion of PWLE and diminished their
participation in social and political structures where
decisions are made that affect their lives [39]. Inclusion
health is a relatively new concept that seeks to address
and prevent health and social inequities among people
experiencing poverty, marginalisation, and intersecting
health issues [40]. Taking an inclusion health approach
acknowledges inclusive processes as part, or even the
primary purpose of an intervention. Facilitating inclu-
sive processes and building capacity for those processes
to continue was as important to CIE as the more tangible
outcomes that immediately resulted from them.
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Engagement

Indigenous PWLE can experience social exclusion even
more acutely. Settler colonialism, informed by white
supremacy and perpetuated by settler privilege [41],
has socially excluded Indigenous people in BC since the
late eighteenth century. The social privilege of settlers
in BC is the result of centuries of inherent benefits and
protections that have not been granted to First Nations
and Indigenous Peoples [42]. In 2020, First Nations Peo-
ple died as a result of the toxic drug supply at more than
five times the rate of other BC residents and First Nations
women died at nearly ten times the rate of other female
BC residents [43].

Engagement in health care often refers to collaborative
clinical decision-making with patients but can also mean
involvement in service development and delivery, policy,
and strategic planning [44]. BC’s Ministry of Health’s
2018 Patient, Family, Caregiver and Public Engagement
Framework [45] includes three domains of engagement:
individual care, bringing in community and system rede-
sign. CIE supported engagement primarily at the com-
munity level, although changes in service design, delivery,
and the inclusion of PWLE often required the develop-
ment of enabling policies and advocacy for harm reduc-
tion as a strategic priority at the health systems level.

Engagement can occur at many levels. BC’s public
engagement framework is based on the International
Association for Public Participation’s (IAP2) spectrum
of engagement [46] which includes five levels: informing,
consulting, involving, collaborating, and empowering.
Different levels of engagement require different processes
and can lead to very different outcomes. A 2017 review
of the spectrum by IAP2 practitioners found that, though
it is seen as a valuable tool, the spectrum still centres
power with the convener or decision maker who then can
choose to transfer power to participants and suggests a
second framework that supports participants to lead the
processes [47]. CIE intentionally centred PWLE in its
facilitated dialogues, planning and evaluation. The use of
developmental evaluation methodologies and outcome
mapping in particular was well suited for the initiative
because it intentionally decentres the influence of the
evaluator, allowing the initiative’s partners to define its
success.

Case presentation

CIE was a social contact intervention [48] aimed at
increasing the uptake of harm reduction philosophies
and principles by service providers and the inclusion of
PWLE in harm reduction planning, implementation, and
evaluation. It was not a singular curriculum, but an inten-
tional process designed around the principles of equity,
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and social inclusion. The process included capacity build-
ing sessions with PWLE and service providers followed
by a collaborative dialogue. The content and desired out-
comes of each engagement were co-created with partners
in the regional health authorities, local PWLE groups and
drug user organizations, community services and Indige-
nous communities. As CIE became more established, the
planning and consultation processes became more inclu-
sive and were often driven by PWLE. CIE also provided
small community-based grants to establish and maintain
new and emerging PWLE groups.

Evaluation was embedded in the initiative from the
beginning. CIE chose to adopt a developmental evalua-
tion (DE) approach. DE is well suited for initiatives that
are innovative, early in their development, and approach-
ing complex issues with little agreement on solutions
among stakeholders [49, 50]. DE emphasizes learning
in contrast to other forms of evaluation which are often
more focused on determining the value or success of
a project or programme [51]. Unlike other evaluation
approaches, DE evaluators are embedded within the pro-
ject team and actively participate in planning and devel-
opment of the project [52-54].

CIE used outcome mapping (OM) as the basis for the
evaluation. OM is a DE methodology that centres an ini-
tiatives’ partners in defining the desired outcomes and
ultimate learning of the project or programme. It focuses
on the contribution of an initiative to an outcome rather
than the attribution of an outcome to the initiative itself.
It is a relational practice which acknowledges that change
is achieved by an initiative’s partners and the role of the
initiative is to provide access to resources, ideas and
opportunities that can facilitate and support change [55].

Boundary partners in the OM methodology are indi-
viduals or groups that the initiative works closely with,
who will be the change agents in their communities.
Communities can be defined in terms of geography,
social connections, professional networks, communities
of practice, or spheres of influence. CIE’s primary bound-
ary partners were PWLE, and health and social service
providers. Harm reduction co-ordinators within the
regional health authorities were instrumental in provid-
ing CIE access to frontline service providers and con-
necting CIE to harm reduction champions.

Over the course of two years, CIE worked with its
boundary partners to define a set of progress markers
(PM). PM in the OM methodology describe changes in
relationships, attitudes, actions, and behaviours that
would bring boundary partners closer to the initiative’s
vision. It is important that PM be drafted collaboratively
with boundary partners because they understand what
the vision would look like in the context of their commu-
nity. One of the defining characteristics of OM is that it
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recognizes the importance of an initiative aligning efforts
with boundary partners priorities rather than compelling
or coercing boundary partners to align with the goals of
the initiative. The flexible, participatory, and adaptable
nature of PM were particularly well suited to CIE because
of the variability between regional health authorities,
unique nature of each community and inclusive develop-
ment process.

During the second or third visit to a community, the
CIE team worked with PWLE and service providers sepa-
rately to understand what it would look like if the goals
of CIE were brought to fruition in their community. CIE
was able to gather responses from 110 PWLE and 130
service providers from 13 communities across the prov-
ince. Members of the CIE team themed and consolidated
the responses from PWLE and service providers sepa-
rately, resulting in 24 PWLE PM (Fig. 1) and 30 service
provider PM (Fig. 2).

Data collection

Evaluation data were collected throughout the six-year
initiative through participant feedback, meeting notes
and ad hoc, informal interviews that informed the plan-
ning, development and implementation of CIE. CIE
received ethics approval from the Community Research
Ethics Office for the last phase of its evaluation in
December 2020. All 255 PWLE and 206 service providers

People with Lived Experience of Substance Use
Progress Markers
Access to education, training and leaming opportunities
Understanding the basics of the health system
Learning how to move ideas to action
Developing skills in overdose prevention
Learning to cope with trauma and triggers
Understanding the im pacts of colonization
Taking on leadership roles
Feeling safe and supported
Developing better relationships with service providers
0. Developing better relationships with the broader
community
11. Being heard
12. Encouraging, motivating, and supporting other PWLE
13. Being present and engaged in conversations
14. Being accountable to each other as PWLE
15. Feeling more in control
16. Being proactive and positive
17. Believing in ourselves
18. Establishing supportive groups of PWLE
19. Being paid for PWLE work
20. Being involved in public campaigns and educating the
public
1. Being part of decision-making processes
. Updating and changing policies to reflect the priorities of
PWLE
. Being invited to share PWLE experiences
4. More safe spaces to use substances and access services
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Fig. 1 Progress Markers for PWLE

Page 4 of 11

Service Provider Progress Markers
1. Working with PWLE to define processes, standards of practice
and competencies for PWLE engagement and employment
Articulating key challenges and barriers to PWLE engagement

[ ]

3. Seeking opportunities for skills development, mentorship, and
capacity building

4. Understanding health and harm reduction systems and
organizations

5. Willingness to collaborate, listen and leam

6. Making and leaving space for others in conversations and
planning

7. Identifying, supporting, and investing in allies and champions

Staying connected to PWLE

9. Hearing PWLE confirmation that changes are happening and
going in the right direction

10. Establishing and maintaining networks for collaboration
across and between agencies

11. Working to find resources to support PWLE engagement

12. Being accountable

13. Working toward Indigenous cultural safety and humility

14. Personally committing to the work of PWLE engagement and
the process of change

15. Engaging in critical self-reflection

16. Including PWLE on committees

17. Actively looking for opportunities to increase PWLE
engagement

18. Initiating more conversations about PWLE involvement

19. Acknowledging the value of PWLE work and knowledge

20. Identifying opportunities for PWLE employment

21. Health authorities are supporting PWLE organizations

22. PWLE are at decision-making tables

23. Standards of practice include PWLE engagement

24. Broad community support and understanding of harm
reduction practices and principles

25. Discussions and events to reduce stigma and bias against
PWLE

26. Acknowledgement and support from leadership for PWLE
engagement

27. Dedicated PWLE engagement staff and paid PWLE positions

28. Service providers and systems are responsive to PWLE input

29. Being an active part of the co-ordination and integration of
structured PWLE involvement

30. Modeling commitment to equity and inclusion in daily work

i

Fig. 2 Progress Markers for Service Providers

who had participated in the CIE initiative were invited
to participate in an online survey and semi-structured
interview in December 2020. A PWLE and service pro-
vider specific survey link was sent to all CIE participants
who could be reached via email along with an invitation
to participate in an interview. PWLE who were not able
to receive emails or who were more accessible through
phone or social media were contacted through the most
appropriate means. CIE recognized that connecting with
PWLE through these means was not as equitable as meet-
ing in person in their own communities and may have
created barriers to their participation. Those that did not
have a current email address and were reached through
other means, were also invited to participate in the online
survey and offered support to access the internet when-
ever possible. Only twenty-eight people responded to the
online surveys. Given the low response rate, the survey
results were not used to inform the findings of the CIE
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evaluation and did not inform the analysis or conclusions
that follow.

Forty-three semi-structured telephone interviews were
conducted between December 2020 and March 2021
with respondents from 17 of the 20 communities CIE
had worked in. This sample represents approximately
10% of CIE dialogue participants. PWLE were compen-
sated $25/hr for their time if they chose to take the sur-
vey, participate in an interview or both. CIE had hoped to
integrate data gathering into its engagement activities by
conducting in person interviews and focus groups while
in communities in 2021. COVID-19 severely restricted
CIE’s ability to travel and made in person interviews and
data collection unsafe and impractical.

Analysis

CIE team members used the PM as an analytical frame-
work to code the transcript data, PWLE PM were used
to code PWLE transcripts and service provider PM were
used to code service provider transcripts. An exter-
nal analysis team, including PWLE and an Indigenous
researcher, was created in December 2020 to provide
additional analytical perspectives. The external analysis
team used an inductive method, with patterns discerned
from interview transcripts used to make inferences about
the experience of CIE participants. The analyses of the
embedded evaluator and external analysis team were
then compared.

PWLE—progress markers
The PM that appeared most often in the transcripts of
PWLE were one, 11, 12, 15, 17, and 18.

PWLE accessed education, training and learning
opportunities through CIE sessions as well as workshops
provided by PWLE groups using grant funds. Respond-
ents commented most frequently about increasing their
confidence in communicating and collaborating with
service providers and community leaders. This came
primarily through learning about key concepts such as
equity, non-violent communication, harm reduction
and articulating the meaning of PWLE and PWLE work.
The external analysis found similar themes with PWLE
reporting the success of peer groups depending partly on
access to funding to be able to provide and attend train-
ing and employment programmes, improving their skills
and enabling them to gain paid employment. One PWLE
commented

I learned ... that there was a gap between people
who hadn’t done drugs and I had done drugs. Trying
to bridge that gap between the people I worked with
that didn’t come with that experience, helped me
to understand that they didn’t understand me, and
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also I had to learn from you guys that it takes work
to become inclusive and to keep trying to collaborate
with people. PWLE, Fraser region

The most salient PM was being heard both from the
evaluation transcripts and through CIE’s rapid evalu-
ation cycles after each engagement. It was often con-
nected with the idea of feeling safe and supported and
developing the skills to effectively communicate and
collaborate. The validation that came from being heard
was transformative in some cases and made PWLE feel
fully human, spurred some to find employment and
helping to create and nurture new connections and col-
laborations with other PWLE, service providers and
the broader community. The external thematic analysis
found that experiences of speaking up in CIE sessions
and at community action tables boosted self-confidence
and improved relationships between service providers
and PWLE as well as between PWLE groups.

One PWLE commented about the CIE engagement

“It means a lot to us. It was nice to be involved in.
People picked up off the ground and people realiz-
ing no matter what they’re human, they still have a
voice and just to see lights go back in their eyes...it
means the world, it meant the world” PWLE, North-
ern Region.

Both analyses found that being heard did not always
evolve into meaningful inclusion. Some PWLE were not
recognized for their contributions or felt their presence
was no more than tokenism when no action came from
their ideas, or they were not recognized for their con-
tributions. There were also communities where PWLE
inclusion did not improve. One PWLE commented:

“One of the things I really noticed is that I felt that
the voices of people with lived and living experience
was actually being valued. I have come to feel that
some of that was tokenism, straight up, and some of
it was genuine” PWLE, Northern Region

Encouraging, motivating, and supporting other PWLE,
feeling more in control and believing in ourselves were
often intertwined. By feeling more confident and believ-
ing in themselves, PWLE often began to feel more in con-
trol and were increasingly able to encourage, motivate
and support other PWLE. PWLE expressed repeatedly
how meaningful their work was in harm reduction, over-
dose prevention and outreach. While it is essential that
PWLE are paid equitably for their work and some PWLE
were able to access housing, car ownership and other
opportunities through paid employment, the most com-
mon incentive to engage in advocacy and community-
based work was altruism and a desire to give back. Doing
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this work made PWLE feel like they belonged in their
communities. Comments included:

“I've felt like I was someone that was not part of the
community, or society, I wasn’t giving back. And now
I actually feel like I'm part of the community, and
I feel there are people that appreciate just a brown
bag of lunch on Sunday. So yeah, that's what it’s
meant to me, it made me feel human again” PWLE,
Northern Region.

Between 2018 and 2021, CIE distributed over half a
million dollars in grant funding to 32 PWLE groups in 20
different communities. This and other sources of fund-
ing were instrumental in supporting PWLE to establish
and maintain supportive peer groups across the prov-
ince. The purpose of these groups ranged from providing
social support and a sense of community, to advocating
for PWLE priorities, representing PWLE on committees
and at decision-making tables, and providing outreach,
harm reduction and community services. Being part
of establishing and participating in a PWLE group was
extremely impactful for many PWLE. It provided many
PWLE with opportunities to develop leadership skills and
access employment opportunities. The external analy-
sis found that funding was instrumental to the success-
ful formation and continuation of PWLE groups. PWLE
commented:

“We were tenting it at one time as well, and between
having a house, a home to live in, and the [PWLE]
group, and ...it's just given us a sense of direction
again and some confidence to go forward, and a
giant help for people that are coming up behind us.
If we do the hard work now, it won’t be so hard for
them, right?” PWLE, interior region

“Now that we've had that space, we're going on our
fourth month now being open, seeing the light in
[PWLE] eyes. They're like ‘man, we needed this for so
long, you folks have done amazing!’ the community
has changed...you can see hope in their eyes, you can
see self-worth in their eyes” PWLE, Northern Region

Working with health authorities, community agen-
cies and municipalities was often a positive experience
for PWLE. There were also tensions when PWLE were
simultaneously advocating for their priorities and trying
to collaborate with partners who had different or oppos-
ing priorities. The external analysis revealed themes of
disconnection between PWLE and some service provid-
ers at a health authority or municipal level, specifically
when it came to decision-making by PWLE. There were
power dynamics that continued to play out with health
authority and agency staff and community leaders who
were perceived to withhold support, tokenize PWLE,
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provide inconsistent support and sometimes be blatantly
hostile and oppositional.

“And we don’t get the same voice, we don’t have the
voice that’s amplified the same way. We're in the
work of social justice ...I need to put quotations
around progress or progressive because we’re not
included in that. Where it is to a degree, but it’s a
bunch of people from the outside who are making
sure that you have enough women or enough people
of each different ethmicity, but it’s not about experi-
ence. They don’t understand that this is a group of
people that don’t have anything. And then people
come from an academic background and try to use
superficial differences to dictate a diverse group, but
it does not take into account ... voices from people
on the ground who have actually been ignored while
they're standing in line at the soup kitchen. They've
been through all of these things and they had to fight
for whatever they had, it’s different work for some-
body” PWLE, Island Region.

Service provider - progress markers

Service provider is an umbrella term that includes
frontline harm reduction workers, managers, and sen-
ior leaders in regional health authorities, municipali-
ties, and community-based organizations. PM two and
seven appeared most frequently in the service provider
responses. Several of the PM were present in clusters.
PM one, eight and 22 appeared together as did PM 21, 27
and 29; and PM 15 and 30.

There were a wide range of responses that varied con-
siderably from region to region depending on the start-
ing point for PWLE inclusion and engagement when
CIE began, the connections between the health authori-
ties and community agencies, the commitment of indi-
viduals to the work and the support they received from
leadership.

The PM that was coded most frequently was articulat-
ing key challenges and barriers to PWLE engagement.
Including PWLE in service planning, provision and
evaluation was a new concept in some regions in 2015.
Champions of PWLE inclusion experienced several chal-
lenges. Within health authorities, service providers cited
lack of support from leadership; lack of employment and
payment standards for PWLE; lack of understanding of
equity, trauma-informed practice and harm reduction
principles among staff and colleagues; stigma against
PWLE; rigid structures that were not adaptable; and lack
of resources to address the overdose crisis as barriers to
action. Within community agencies service providers
cited lack of funding; high staff turnover; lack of capac-
ity among staff; and community resistance. The external
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thematic analysis identified structural issues such as
power inequalities between service providers and PWLE
and a lack of funding for harm reduction services in the
system. Chronic underfunding would often lead to staff
burnout, understaffing and challenges with staff reten-
tion. These issues impacted PWLE as they would form
trusting relationships with staff ‘champions’ but then
have to continuously work with new staff or no longer
work with staff who prioritized CIE work.

Identifying, supporting, and investing in allies and
champions was also an important outcome of CIE for
service providers. The capacity building and collaborative
dialogue sessions provided opportunities for network-
ing across agencies and participation in CIE served as an
indicator of co-workers’ orientation toward equity and
harm reduction. Those working in harm reduction felt a
sense of community among others who shared some of
their difficult and emotionally challenging experiences.
One service provider commented:

“There’s an emotionality to it, there’s a gravity to this
work that is not easily forgotten. And it only takes
one person in the room to go, "Were you at that?"
And then you could just see people percolate right
up. It’s legacy type work” Service Provider, Island
Region.

Service providers were able to identify allies in other
sectors such as community agencies, municipal govern-
ment, police, businesses, and legal advocacy. CIE created
a loose-knit, informal community of practice that became
a support network for innovators and harm reduction
champions who often faced resistance in their communi-
ties and workplaces. Many harm reduction workers and
champions felt burned out after five years of struggling to
get attention and resources to address the overdose crisis.
One service provider commented:

“I wonder as the overdose crisis continues and then
whatever mental health crisis sort of implodes upon
us post-COVID, that we feel as though we've been
doing this for so long, maybe we don’t need this any-
more. I hope that none of that ever happens and that
we recognize that we can’t just become complacent.
And dialogues and engagement sessions, sometimes
even if they don’t result in what might initially be
perceived as a massive change, they may have pro-
vided a vitally important space to just feel connected
or loved or heard, and I don’t think that those should
be... I think they need to be equally recognized for
what theyre worth. And we need to still create
spaces where that safety can happen and where we
can come together at a time that otherwise feels just
quite overwhelming and often very alone” Service
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Provider, Interior Region.

Working with PWLE to define processes, standards of
practice and competencies for PWLE engagement and
employment, staying connected to PWLE, and PWLE are
at decision-making tables often appeared together. Those
service providers that were able to create opportunities
to work collaboratively with PWLE were able to maintain
relationships and connections and often advocated for
additional opportunities for PWLE. They identified many
challenges with PWLE inclusion such as a lack of pay-
ment mechanisms and standards; expectations of other
service providers; and difficulty maintaining personal and
professional boundaries particularly when PWLE were
also clients. The external analysis team found that organi-
zational policies like PWLE payment guides and guide-
lines for working with PWLE emerged in communities
where there has been long-term engagement with organ-
ized PWLE groups.

There was a wide range of support from health authori-
ties for PWLE organizations, but where it was present,
service providers were an active part of the co-ordination
and integration of structured PWLE involvement. This
was often facilitated by the presence of dedicated PWLE
engagement staff and paid PWLE positions. Health
authorities and community agencies had different chal-
lenges creating paid PWLE positions. Health authorities
often had more rigid structures that made it difficult to
create innovative and appropriate hiring and payment
policies for PWLE. Community agencies often did not
have enough funding to support paid PWLE positions.
The external analysis identified the lack of structured
funding for harm reduction positions, including PWLE,
impeded PWLE from moving to a place of meaning-
ful decision-making. The inherent power differential
between health authorities who provided services and
PWLE as former of present service users was often dif-
ficult to deconstruct within decision making and working
relationships between PWLE and health authority staff.

CIE provided the opportunity for service providers to
engage in critical self-reflection. Most service providers
worked in very demanding, stressful, and fast paced envi-
ronments that do not allow for moments of self-reflec-
tion on their work. Being given the time to reflect and
connect with other harm reduction champions inspired
many to recommit to modelling equity and inclusion in
their daily work. CIE also provided a model for PWLE
inclusion that service providers could use in other set-
tings, particularly if they continued to collaborate with
PWLE who had also attended CIE sessions. For example,
the deliberate and thoughtful planning of the CIE gath-
erings fostered and strengthened relationships between
PWLE and service providers. Intentional seating plans
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where service providers and PWLE were seated together
and preparation with each group before collaborative
dialogue sessions supported respectful communication
and increased understand of each other’s perspectives.
One service provider noted,

“It was more interactive, more focused, more of a
focus on reducing the power differentials between
everyone who was participating and... So that was
good learning, in terms of modelling ways that we
can be together’. Service Provider, Interior Region.

A PWLE participant echoed the theme,

“I found that having that big meeting and being
at the tables with [PWLE] and service providers
together at every different table was very helpful on
that, cause we had those conversations together as
a group. And they had an idea at every table that
they were working with, so there were many differ-
ent ideas that were being talked about at different
tables, and we forged partnerships doing those meet-
ings" PWLE, Northern Region.

Both service providers and PWLE commented on the
persistence of stigma against PWLE, historical and ongo-
ing PWLE experiences of trauma and Indigenous specific
racism, affirming the ongoing need for interventions such
as CIE.

Service providers observed:

“..there’s still so much stigma and blatant, like, lack
of desire to understand and so people judge. And
that further ostracizes people, you know, from, say,
getting a job or volunteering or feeling like people do
support and want the best for you. Because that’s not
been their experience, right. So they’re just missed
opportunities which I think happens far too often’.
Service Provider, Northern Region, PWLE observed:

“There’s a lot of stigma involved around this whole
thing, which was making people die, I feel. I think
the stigma is one of the biggest reasons that we
don’t know when to check on our loved ones. ‘Cause
when they're too scared to tell us that they're using,
because of the stigma, and instead of checking on
them, were finding them dead” PWLE, Interior
Region.

“I know definitely, there's a big divide here between
the Indigenous people and everybody else, which has
gone on forever. That was no different when I grew
up here” PWLE, Northern region.
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Discussion and conclusions

CIE began with the intention of exerting influence on
the health system to increase PWLE engagement where
harm reduction services were newly established or not
serving PWLE well. Through the process of developing
the Progress Markers and successive adaptive planning
cycles, it became clear that directly supporting PWLE
facilitated more meaningful and lasting change than
solely working to improve the health and social services
that supported them. Opportunities for skills develop-
ment, education, funding, and support to self-organize,
and participation in decision-making processes con-
tributed to PWLE’s wellbeing by increasing community
involvement, strengthening social networks, and improv-
ing connections to social supports. The impacts of the
CIE initiative extend far beyond the outcomes of any of
the dialogues it facilitated and are largely the result of an
increase in social capital.

Social capital is a concept that has informed public
health for over 20 years [56]. It refers to the resources
people have access to through their social networks and
the relationships and shared values that connect groups
and individuals, enabling them to work together. If CIE
were to evaluate its success only by the number of meas-
urable policy or practice changes that had resulted from
its work, it would miss the more profound impacts it had
through building and supporting the creation of social
capital among and between PWLE and service provid-
ers. We may not have been attending to these important
shifts if we had not collaborated with our boundary part-
ners in defining the outcomes of the project from the
outset.

Resistance to change and systemic inertia have had
deadly consequences over the past six years. Both PWLE
and service providers expressed frustration at the lack
of action from health authorities amid rising death tolls.
CIE engagements created the opportunity for change
by inviting people most affected by the toxic drug sup-
ply together with those committed to supporting them,
but their ability to bring about systemic change was lim-
ited. Both PWLE and service providers noted the lack of
support to attend CIE engagements, lack of support for
actions that came from CIE engagements, and lack of
PWLE inclusion in decision-making by health author-
ity leadership as limiting factors for systemic change.
The lack of response at a systemic level often resulted in
PWLE carrying the burden of responding to toxic drug
poisonings. Commitment to their community and per-
sonal connections often compelled PWLE to act, often
without the tools, resources and supports to do so and
almost always without compensation.

While almost one-third of PWLE interviewed self-
identified as Indigenous, none of the service providers
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interviewed for this evaluation identified as Indigenous.
The lack of participation by Indigenous service providers
may be indicative of a general lack of Indigenous service
providers in the field of harm reduction. The low number
of Indigenous healthcare workers in BC has been seen
as symptomatic of the systemic racism and marginaliza-
tion experienced by Indigenous Peoples more generally
[57]. Shared experiences of colonization, racism, and an
appreciation of divergent worldviews by Indigenous ser-
vice providers could benefit Indigenous PWLE accessing
harm reduction services. Just as PWLE can relate to and
support other PWLE, Indigenous service providers could
better support Indigenous PWLE.

The arrival of COVID-19 in 2020 had a devastating
effect on PWLE in BC and made the work of CIE much
more difficult. There are several causative pathways that
have been proposed for the correlation between COVID-
19 and increased overdose deaths, including stress, anxi-
ety, despair, and worsening mental health as a result of
social isolation and quarantine [58]. The Mental Health
Commission of Canada reported that in November—
December 2020, 30% of people with a substance use dis-
order diagnosis within their lifetime and 15% of people
reporting current symptoms of problematic alcohol use
had seriously contemplated suicide since the onset of the
pandemic. During the same period, 5% of the general
public had contemplated suicide [59].

Interventions like CIE could be effective at slowing the
ongoing drug poisoning crisis, both during and after the
most acute phases of the COVID-19 pandemic by foster-
ing social connections and building social capital.

Integrating PWLE and Indigenous people into the
planning, provision, and evaluation of harm reduction
services will better serve those accessing services and
provide valuable social connections and employment
opportunities. Harm reduction and overdose prevention
services must prioritize hiring, training, and retaining
Indigenous people to provide culturally appropriate care
and priority should be given to hiring, training, and men-
toring Indigenous PWLE workers.

Service providers and PWLE who participated in CIE
noted the need for consistent employment standards
that recognize the work of PWLE and provide equitable
compensation.

Even in the context of CIE dialogues, PWLE sometimes
felt their unique knowledge and community connec-
tions were not always valued. Training and educational
opportunities for service providers to understand their
own biases towards PWLE and Indigenous people and
the impacts they can have on care could increase social
inclusion and help to address stigma.
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Limitations

This evaluation analysis has several limitations. First, only
10% of CIE participants participated in the evaluation
and most were champions of the project. Peer partici-
pants’ interviews may have been influenced by receiving
grant funding from CIE. No Indigenous service provid-
ers participated in the interviews. Finally, some of these
interviews took place several years after CIE engage-
ments so recall may be limited.

Abbreviations

BC British Columbia

BCCDC British Columbia Centre for Disease Control

CIE Compassion, Inclusion and Engagement initiative
FNHA First Nations Health Authority

oM Outcome mapping
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PWLE People with lived experience of substance use

Acknowledgements

We would like to acknowledge the contributions of all past members of the
CIE team without whom the project would not have accomplished what

it did. This includes Janine Stevenson, James Tigchelaar, Blake Stitilis, Diane
Smylie, Ashraf Amlani and Erin Gibson. We would also like to acknowledge the
community members who contributed directly to the evaluation of CIE, the
generous contributions of the 255 PWLE and 206 service providers who have
participated in and contributed to CIE as well as the priceless contributions of
our health authority partners.

Author contributions

SM designed the evaluation approach utilized over the last 5 years of the
initiative, designed the interview materials, conducted interviews with service
providers, and analysed and interpreted interview transcripts. LM contrib-
uted to the design of interview materials, conducted interviews with service
providers, and analysed and interpreted interview transcripts. CB contributed
to the design of interview materials and conducted interviews with peers. MS
contributed to the design of interview materials and analysed and interpreted
interview transcripts. NL contributed to the design of the analytical approach,
analysed, and interpreted interview transcripts. TM and WS provided analysis
and ND and SM provided review and editorial comments.

Funding

This evaluation was funded through the initiative’s operational budget from
the First Nations Health Authority (FNHA). FNHA was not involved in the
design of the study or collection, analysis, and interpretation of data nor in
writing the manuscript.

Availability of data and materials

The datasets generated and/or analysed during the current study are not
publicly available to protect the privacy of participants but are available from
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
CIE received ethics approval from the Community Research Ethics Office at
the Centre for Community Based Research.

Consent for publication
The authors consent to the publication of this article in the Harm Reduction
Journal.

Competing interests

Recipients of CIE grants may have felt they could not answer interview ques-
tions honestly or declined the invitation to participate due to fear of losing
future funding opportunities through CIE. We addressed this as clearly as



Maguet et al. Harm Reduction Journal

(2023) 20:89

possible in our invitation to participate and our consent process, ensuring that
all participants understood that their responses will not affect their ability to
access future funding or participate in CIE activities going forward. We had a
robust consent process including written and oral descriptions of the consent
agreement and emphasized participants right to leave the study at any time
or decline to answer questions if they chose.

Received: 15 July 2022 Accepted: 27 June 2023
Published online: 14 July 2023

References

1.

BC coroners service. lllicit drug toxicity deaths in BC Jan 1,2011 — May
31,2021 https.//www2.gov.bc.ca/assets/gov/birth-adoption-death-marri
age-and-divorce/deaths/coroners-service/statistical/illicit-drug.pdf.

BC centre for disease control. BCCDC Mortality context app https://bccdc.

shinyapps.io/Mortality_Context_ShinyApp/.

BC centre for disease control. British Columbia overdose action exchange
meeting Report http://www.bccdc.ca/resource-gallery/Documents/
BCOAE-Meeting-Report.pdf.

BC centre for disease control. BC Overdose action exchange Il http://
www.bccdc.ca/resource-gallery/Documents/bccdc-overdose-action-
screen.pdf.

Health Canada. Controlled drugs and substances act: subsection 56(1)
class exemption for adults in the province of British Columbia to possess
small amounts of opioids, cocaine, methamphetamine and MDMA.
https:.//www.canada.ca/en/health-canada/services/health-concerns/
controlled-substances-precursor-chemicals/policy-regulations/policy-
documents/exemption-personal-possession-small-amounts-certain-illeg
al-drugs-british-columbia.html.

Irvine MA, et al. Modelling the combined impact of interventions in
averting deaths during a synthetic-opioid overdose epidemic. Addiction.
2019;114(9):1602-13.

Magwood O, et al. The effectiveness of substance use interventions for
homeless and vulnerably housed persons: a systematic review of sys-
tematic reviews on supervised consumption facilities, managed alcohol
programs, and pharmacological agents for opioid use disorder. PLOS.
2020;15(1):0227298.

Gowing L, Farrell MF, Bornemann R, Sullivan LE, Ali R. Oral substitution
treatment of injecting opioid users for prevention of HIV infection.
Cochrane Database Syst Rev. 2011;8:1465-858.

Platt L. et al. Needle syringe programmes and opioid substitution therapy
for preventing hepatitis C transmission in people who inject drugs.
Cochrane Database of Syst Rev. 2017;9.

Christie T, Groarke L, Sweet W. Virtue ethics as an alternative to deonto-
logical and consequential reasoning in the harm reduction debate. Int J
Drug Policy. 2008;19(1):52-8.

Pauly B. Harm reduction through a social justice lens. Int J Drug Policy.
2008;19(1):4-10.

Perera R, et al. Meeting people where they are: implementing hospital-
based substance use harm reduction. Harm Reduct J. 2022;19(1):14-14.
Canadian nurses association. Joint position statement - harm reduction
and substance use https://hl-prod-ca-oc-download.s3-ca-central-1.
amazonaws.com/CNA/2f975e7e-4a40-45ca-863c-5ebf0a138d5e/Uploa
dedImages/documents/Joint_Position_Statement_Harm_Reduction_
and_Substance_Use.pdf.

Doctors of BC. Policy statement - illicit drugs toxicity/overdose crisis
https://www.doctorsofbc.ca/sites/default/files/final_cohp_policy_state
ment_illicit_drugs_toxicity_overdose_crisis.pdf.

Canadian public health association. Decriminalization of personal use

of psychoactive substances https://cpha.ca/sites/default/files/uploads/
policy/positionstatements/decriminalization-positionstatement-e.pdf.
Goetz JL, Keltner D, Simon-Thomas E. Compassion: an evolutionary analy-
sis and empirical review. Psychol Bull. 2010;136(3):351-74.

American medical association principles of medical ethics https://www.
ama-assn.org/about/publications-newsletters/ama-principles-medic
al-ethics.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

38.

39.

Page 10 of 11

Canadian medical association. CMA code of ethics and professional-

ism https://policybase.cma.ca/viewer?file=%2Fmedia%2FPolicyPDF%
2FPD19-03.pdf#page=1.

Fotaki M. Why and how is compassion necessary to provide good quality
healthcare? Int J Health Policy Manag. 2015;4(4):199-201.

Hojat M, et al. The devil is in the third year: a longitudinal study of erosion
of empathy in medical school. Acad Med. 2009;84(9):1182-91.

. Murphy F, Jones S, Edwards M, James J, Mayer A. The impact of nurse

education on the caring behaviours of nursing students. Nurse Educ
Today. 2009;29(2):254-64.

Alharbi J, Jackson D, Usher K. The potential for COVID-19 to con-
tribute to compassion fatigue in critical care nurses. J Clin Nurs.
2020;29(15-16):2762-4.

Winstanley EL. The bell tolls for thee & thine: compassion fatigue & the
overdose epidemic. Int J Drug Policy. 2020;85:102796.

Hussey D, et al. Co-design of harm reduction materials for people
who inject drugs to implement research findings. Harm Reduct J.
2019;16(1):36.

Jozaghi E, Lampkin H, Andresen MA. Peer-engagement and its role

in reducing the risky behavior among crack and methamphetamine
smokers of the downtown eastside community of Vancouver. Canada
Harm Reduct J. 2016;13(1):19.

Closson K, et al. Meaningful engagement of people living with HIV
who use drugs: methodology for the design of a peer research associ-
ate (PRA) hiring model. Harm Reduct J. 2016;13(1):26.

Boucher LM, et al. Expanding conceptualizations of harm reduction:
results from a qualitative community-based participatory research
study with people who inject drugs. Harm Reduct J. 2017;14(1):18.
Greer AM, et al. Peer engagement barriers and enablers: insights from
people who use drugs in British Columbia. Canada Can J Public Health.
2019;110(2):227-35.

Kennedy MC, Boyd J, Mayer S, Collins A, Kerr T, McNeil R. Peer worker
involvement in low-threshold supervised consumption facilities in
the context of an overdose epidemic in Vancouver. Can Soc Sci Med.
2019;225:60-8.

Taylor H, Curado A, Tavares J, Oliveira M, Gautier D, Maria JS. Prospec-
tive client survey and participatory process ahead of opening a mobile
drug consumption room in Lisbon. Harm Reduct J. 2019;16(1):49.
Altman MR, Busse M, Kim J, Ervin A, Unite M, Kantrowitz-Gordon |.
Community-led priority setting for opioid use disorder in pregnancy
and parenting. J Addict Med. 2021;15(5):414-20.

Canadian association of people who use drugs. Collective voices
effecting change: final report of national meeting of peer-run organi-
zations of people who use drugs https://static1.squarespace.com/
static/53015f40e4b0c6ad9e406a13/t/53972833e4b0240065925810/
1402415155682/CollectiveVoices+Report+FINAL+30May14.pdf.
Hyshka E, et al. Principles, practice, and policy vacuums: policy actor
views on provincial/territorial harm reduction policy in Canada. Int J
Drug Policy. 2019;71:142-9.

Pires R. et al. Engaging users, reducing harm: collaborative research
exploring the practice and results of harm reduction. http://ekonomos.
com/wp-content/uploads/2014/03/Harm-Reduction-Report.pdf.
Ondocsin J, Mars SG, Howe M, Ciccarone D. Hostility, compassion and
role reversal in West Virginia's long opioid overdose emergency. Harm
Reduct J. 2020;17(1):74.

Selfridge M, Greer A, Card KG, Macdonald S, Pauly B."It's like super
structural” - Overdose experiences of youth who use drugs and police
in three non-metropolitan cities across British Columbia. Int J Drug
Policy. 2020;76:102623.

Tzemis D, Campbell J, Kuo M, Buxton JA. A cross-sectional study of
public attitudes towards safer drug use practices in British Columbia.
Can Subst Abuse Treat Prev Policy. 2013;8(1):40.

BC-Yukon association of drug war survivors. The BC-Yukon associa-
tion of drug war survivors provincial priorities. http://www.bccdc.ca/
resourcegallery/Documents/Statistics%20and%20Research/Statistics%
20and%20Reports/Epid/Other/BCYADWSPrioritiesCommunityReport.
pdf.

Room R. Stigma, social inequality and alcohol and drug use. Drug
Alcohol Rev. 2005;24(2):143-55.


https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/statistical/illicit-drug.pdf.
https://www2.gov.bc.ca/assets/gov/birth-adoption-death-marriage-and-divorce/deaths/coroners-service/statistical/illicit-drug.pdf.
https://bccdc.shinyapps.io/Mortality_Context_ShinyApp/.
https://bccdc.shinyapps.io/Mortality_Context_ShinyApp/.
http://www.bccdc.ca/resource-gallery/Documents/BCOAE-Meeting-Report.pdf.
http://www.bccdc.ca/resource-gallery/Documents/BCOAE-Meeting-Report.pdf.
http://www.bccdc.ca/resource-gallery/Documents/bccdc-overdose-action-screen.pdf.
http://www.bccdc.ca/resource-gallery/Documents/bccdc-overdose-action-screen.pdf.
http://www.bccdc.ca/resource-gallery/Documents/bccdc-overdose-action-screen.pdf.
https://www.canada.ca/en/health-canada/services/health-concerns/controlled-substances-precursor-chemicals/policy-regulations/policy-documents/exemption-personal-possession-small-amounts-certain-illegal-drugs-british-columbia.html.
https://www.canada.ca/en/health-canada/services/health-concerns/controlled-substances-precursor-chemicals/policy-regulations/policy-documents/exemption-personal-possession-small-amounts-certain-illegal-drugs-british-columbia.html.
https://www.canada.ca/en/health-canada/services/health-concerns/controlled-substances-precursor-chemicals/policy-regulations/policy-documents/exemption-personal-possession-small-amounts-certain-illegal-drugs-british-columbia.html.
https://www.canada.ca/en/health-canada/services/health-concerns/controlled-substances-precursor-chemicals/policy-regulations/policy-documents/exemption-personal-possession-small-amounts-certain-illegal-drugs-british-columbia.html.
https://hl-prod-ca-oc-download.s3-ca-central-1.amazonaws.com/CNA/2f975e7e-4a40-45ca-863c-5ebf0a138d5e/UploadedImages/documents/Joint_Position_Statement_Harm_Reduction_and_Substance_Use.pdf.
https://hl-prod-ca-oc-download.s3-ca-central-1.amazonaws.com/CNA/2f975e7e-4a40-45ca-863c-5ebf0a138d5e/UploadedImages/documents/Joint_Position_Statement_Harm_Reduction_and_Substance_Use.pdf.
https://hl-prod-ca-oc-download.s3-ca-central-1.amazonaws.com/CNA/2f975e7e-4a40-45ca-863c-5ebf0a138d5e/UploadedImages/documents/Joint_Position_Statement_Harm_Reduction_and_Substance_Use.pdf.
https://hl-prod-ca-oc-download.s3-ca-central-1.amazonaws.com/CNA/2f975e7e-4a40-45ca-863c-5ebf0a138d5e/UploadedImages/documents/Joint_Position_Statement_Harm_Reduction_and_Substance_Use.pdf.
https://www.doctorsofbc.ca/sites/default/files/final_cohp_policy_statement_illicit_drugs_toxicity_overdose_crisis.pdf.
https://www.doctorsofbc.ca/sites/default/files/final_cohp_policy_statement_illicit_drugs_toxicity_overdose_crisis.pdf.
https://cpha.ca/sites/default/files/uploads/policy/positionstatements/decriminalization-positionstatement-e.pdf.
https://cpha.ca/sites/default/files/uploads/policy/positionstatements/decriminalization-positionstatement-e.pdf.
https://www.ama-assn.org/about/publications-newsletters/ama-principles-medical-ethics.
https://www.ama-assn.org/about/publications-newsletters/ama-principles-medical-ethics.
https://www.ama-assn.org/about/publications-newsletters/ama-principles-medical-ethics.
https://policybase.cma.ca/viewer?file=%2Fmedia%2FPolicyPDF%2FPD19-03.pdf#page=1.
https://policybase.cma.ca/viewer?file=%2Fmedia%2FPolicyPDF%2FPD19-03.pdf#page=1.
https://static1.squarespace.com/static/53015f40e4b0c6ad9e406a13/t/53972833e4b0240065925810/1402415155682/CollectiveVoices+Report+FINAL+30May14.pdf.
https://static1.squarespace.com/static/53015f40e4b0c6ad9e406a13/t/53972833e4b0240065925810/1402415155682/CollectiveVoices+Report+FINAL+30May14.pdf.
https://static1.squarespace.com/static/53015f40e4b0c6ad9e406a13/t/53972833e4b0240065925810/1402415155682/CollectiveVoices+Report+FINAL+30May14.pdf.
http://ekonomos.com/wp-content/uploads/2014/03/Harm-Reduction-Report.pdf.
http://ekonomos.com/wp-content/uploads/2014/03/Harm-Reduction-Report.pdf.
http://www.bccdc.ca/resourcegallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/Epid/Other/BCYADWSPrioritiesCommunityReport.pdf.
http://www.bccdc.ca/resourcegallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/Epid/Other/BCYADWSPrioritiesCommunityReport.pdf.
http://www.bccdc.ca/resourcegallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/Epid/Other/BCYADWSPrioritiesCommunityReport.pdf.
http://www.bccdc.ca/resourcegallery/Documents/Statistics%20and%20Research/Statistics%20and%20Reports/Epid/Other/BCYADWSPrioritiesCommunityReport.pdf.

Maguet et al. Harm Reduction Journal

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

(2023) 20:89

Tweed EJ, Popham F, Thomson H, Katikireddi SV. Including ‘inclusion
health'? A discourse analysis of health inequalities policy reviews. Critic
Public Health. 2022;32(5):700-12.

Bonds A, Inwood J. Beyond white privilege: geographies of

white supremacy and settler colonialism. Prog Hum Geogr.
2016;40(6):715-33.

Blume AW, Blume AW. Colonial privilege and COVID-19. Colonialism and
the COVID-19 pandemic: perspectives from indigenous psychology. Int
Cult Psychol 2022:169-201.

First nations toxic drug deaths doubled during the pandemic in 2020
https://www.fnha.ca:443/about/news-and-events/news/first-nations-
toxic-drug-deaths-doubled-during-the-pandemic-in-2020.

Majid U, Gagliardi A. Conceptual frameworks and degrees of patient
engagement in the planning and designing of health services: a scoping
review of qualitative studies. Patient Exp J. 2019;6(3):82-90.

BC ministry of health. Patient, family, caregiver and public engage-
ment planning guide http://www.llbc.leg.bc.ca/public/pubdocs/bcdoc
s2018_2/687539/engagement-planning-guide.pdf.

International association for public participation Canada. IAP2 spectrum
review: summary of engagement process https://www.iap2canada.ca/
resources/Documents/News/IAP2%20Spectrum%20Review.pdf.
International association for public participation Canada. IAP2 spectrum
of engagement https://iap2canada.ca/Resources/Documents/0702-
Foundations-Spectrum-MW-rev2%20(1).pdf.

Kohrt BA, et al. Reducing mental illness stigma in healthcare set-

tings: proof of concept for a social contact intervention to address

what matters most for primary care providers. Soc Sci Med.
2020;250:112852-112852.

Fagen MC, et al. Developmental evaluation: building innovations in
complex environments. Health Promot Pract. 2011;12(5):645-50.

Lam CY, Shulha LM. Insights on using developmental evaluation for
innovating: a case study on the cocreation of an innovative program. Am
J Eval. 2015;36(3):358-74.

Szijarto B, Bradley Cousins J. Mapping the practice of developmental
evaluation: insights from a concept mapping study. Eval Prog Plan.
2019;76:101666.

McConnell foundation. Developmental evaluation primer http://www.
mcconnellfoundation.ca/assets/Media%20Library/Publications/A%20Dev
elopmental%20Evaluation%20Primer%20-%20EN.pdf.

Langlois M, Blanchet-Cohen N, Beer T. The art of the nudge: five practices
for developmental evaluators. Can J Prog Eval 2012;27(2).

Rey L, Tremblay MC, Brousselle A. Managing tensions between evalua-
tion and research: illustrative cases of developmental evaluation in the
context of research. Am J Eval. 2014;35(1):45-60.

Outcome mapping: building learning and reflection into development
programs | IDRC - International development research centre https://
www.idrc.ca/en/book/outcome-mapping-building-learning-and-refle
ction-development-programs.

Moore S, Kawachi I. Twenty years of social capital and health research: a
glossary. J Epidemiol Commun Health. 2017;71(5):513-7.

Lafond M, Johnson H, Charles G In plain sight addressing indigenous-
specific racism and discrimination in B.C. Health care addressing racism
review https://engage.gov.bc.ca/app/uploads/sites/613/2020/11/In-
Plain-Sight-Summary-Report.pdf.

Nguyen T, Buxton JA. Pathways between COVID-19 public health
responses and increasing overdose risks: a rapid review and conceptual
framework. Int J Drug Policy. 2021;93:103236.

Mental health commission of Canada. Mental health and substance use
during COVID-19 https://mentalhealthcommission.ca/wp-ontent/uploa
ds/2021/09/mhcc_ccsa_covid_leger_poll_eng.pdf.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 11 of 11

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://www.fnha.ca:443/about/news-and-events/news/first-nations-toxic-drug-deaths-doubled-during-the-pandemic-in-2020.
https://www.fnha.ca:443/about/news-and-events/news/first-nations-toxic-drug-deaths-doubled-during-the-pandemic-in-2020.
http://www.llbc.leg.bc.ca/public/pubdocs/bcdocs2018_2/687539/engagement-planning-guide.pdf.
http://www.llbc.leg.bc.ca/public/pubdocs/bcdocs2018_2/687539/engagement-planning-guide.pdf.
https://www.iap2canada.ca/resources/Documents/News/IAP2%20Spectrum%20Review.pdf.
https://www.iap2canada.ca/resources/Documents/News/IAP2%20Spectrum%20Review.pdf.
https://iap2canada.ca/Resources/Documents/0702-Foundations-Spectrum-MW-rev2%20(1).pdf.
https://iap2canada.ca/Resources/Documents/0702-Foundations-Spectrum-MW-rev2%20(1).pdf.
http://www.mcconnellfoundation.ca/assets/Media%20Library/Publications/A%20Developmental%20Evaluation%20Primer%20-%20EN.pdf.
http://www.mcconnellfoundation.ca/assets/Media%20Library/Publications/A%20Developmental%20Evaluation%20Primer%20-%20EN.pdf.
http://www.mcconnellfoundation.ca/assets/Media%20Library/Publications/A%20Developmental%20Evaluation%20Primer%20-%20EN.pdf.
https://www.idrc.ca/en/book/outcome-mapping-building-learning-and-reflection-development-programs.
https://www.idrc.ca/en/book/outcome-mapping-building-learning-and-reflection-development-programs.
https://www.idrc.ca/en/book/outcome-mapping-building-learning-and-reflection-development-programs.
https://engage.gov.bc.ca/app/uploads/sites/613/2020/11/In-Plain-Sight-Summary-Report.pdf.
https://engage.gov.bc.ca/app/uploads/sites/613/2020/11/In-Plain-Sight-Summary-Report.pdf.
https://mentalhealthcommission.ca/wp-ontent/uploads/2021/09/mhcc_ccsa_covid_leger_poll_eng.pdf.
https://mentalhealthcommission.ca/wp-ontent/uploads/2021/09/mhcc_ccsa_covid_leger_poll_eng.pdf.

	An evaluation of the Compassion, Inclusion, and Engagement initiative: learning from PWLE and communities across British Columbia
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Compassion
	Inclusion
	Engagement

	Case presentation
	Data collection

	Analysis
	PWLE—progress markers
	Service provider – progress markers

	Discussion and conclusions
	Limitations

	Acknowledgements
	References


