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07 DEC 2023 / 1-4PM / ONLINE

Attendees
	Organization
	Representative(s)

	PHSA
	Heather Pedersen, Blake Stitilis, Elaine Chan, Teddy Consolacion

	FNHA
	Jill Rusen

	PAN
	Simon Goff, Janak Bajgai

	BCHN
	Kate Fish

	CINHS 
	Jennifer Hoy

	CBRC 
	- 

	OPTIONS 
	Julia Morris, Flo Ranville 

	PIVOT
	Eva Ureta

	YOUTHCO
	-



Agenda
	Item
	Description

	1. 
	Territorial Acknowledgement



	2. 
	Welcome and Introductions


	3. 
	Check-in


	4. 
	CIN Business
· Regrets received from Marc Seguin, Evin Jones, Jessy Dame, Deb Schmitz
· Ratified September 2023 draft minutes. 
· Adopted December 2023 draft agenda.  No other business.



	5. 
	HEALTH AUTHORITY UPDATES

PHSA – RFP 2024 (Heather)
· At the last meeting there were talks of a contract extension by a year, or maybe to start fresh. Instead, we've ended up extending by 3 months and then starting our 3-year cycle and that's a result of staff turnover at all levels. But Carmen and I have been working on the contracts in the background the whole time so there's more continuity. Also, there is a large amount of the funds that are currently under-utilized and the BCCDC and our BC Women's partner really felt like we didn't want to wait another year.
· Also, the budgets have not changed for 7 years but everything is more expensive now. So even though our total funding envelope has not changed, we wanted to take this opportunity to make the necessary adjustments to update the contract so that they're more reflective of the current kind of landscape and context. 
· Our goal is not to totally ‘flip the table’ - we really are looking at it as some necessary adjustments. 
· We're still planning on posting the RFP in Mid-January (week of 12th ideally), and then the application deadline would be March 8th right now. The announcements would be in early to mid-April. 
· Now we're finalizing the RFP, and we're needing to have it sent off to legal to review by the holidays for us to meet the deadline.
· We've tried to simplify the proposal piece itself just to make it easier to follow and work with.

Harm Reduction at BCCDC (from Blake, delivered by Heather)
· BCCDC/BCCSU/FNHA Safer Supply Framework 
· Policy work at the moment is focused on maintaining the current system of prescribed safer supply but opportunities to expand prescribed and non-prescribed safer supply will be considered in the future.
· We are actively exploring opportunities to submit the framework or a portion of the framework to government.
· The framework will remain internal to government.
· WorkSafeBC/BCCDC/HA Steering Committee on Controlled Substance Exposure Concerns 
· The purpose of this committee is to develop standardized provincial guidance on mitigation of risks associated with exposures to controlled substances in a variety of settings.
· The committee will start with revisions to existing outdoor inhalation OPS guidance.
· Other settings for review: 
· Acute health care 
· Overdose Prevention Services (OPS)
· Emergency Shelters and Supportive Housing 
· Accidental/incidental exposures in community settings (e.g. quick-serve restaurant washrooms)
· Decriminalization 
· Bill 34, which is currently awaiting regulatory confirmation and may receive an injunction, would further criminalize public substance use (no matter how little you have) in parks, beaches, and sports fields as well as within 6 metres or 20 feet (the length of four park benches) from transit stops and entrances to buildings.  Law enforcement is meant to first ask people using non-prescribed substances in these spaces to move or stop using. If they do not, law enforcement may seize their substances or arrest them.
· BCCDC is working with Pivot on wallet cards and a one-pager once this new legislation has been finalized.
· Decampment Evidence Review 
· This evidence review will focus on the health impacts of decampment and has been guided by PEEP.  The review is being led by a medical graduate pursuing her MPH.  Will share when complete. 

FNHA (Jill)
Indigenous AIDS Awareness Week (IAAW):
· FNHA has been Celebrating Indigenous AIDS awareness week- a national campaign aimed at fostering collaborative efforts to address HIV in Indigenous populations. Our team has been providing information and educational materials to all FNHA nurses this week, with the goal of not only raising awareness but also actively working to reduce the stigma surrounding HIV/AIDS within our communities.

Syphilis updates:
· We are also actively engaged in ongoing educational initiatives aimed at addressing syphilis clusters in FNHA communities. Additionally, we've collaborated with the BCCDC to support Cheemamuk in creating culturally safe and animated infographic promotional materials. These resources are designed to encourage testing within communities and are anticipated to be available in the spring.

16 Days Against Gender-Based Violence:
· The FNHA is commemorating the annual global campaign against gender-based violence that runs from November 25 (International Day for the Elimination of Violence against Women) to December 10 (International Human Rights Day).
· This campaign is a designated time to call out and speak up on gender-based violence and to renew our commitment to ending violence against women, girls, and 2SLGBTQ+ individuals.


	6. 
	BCCDC Presentation - STIBBI Surveillance Update: Syphilis & HIV (see Presentation)


Syphilis Key Messages–2023Q3 (slide 19)
1. The number of infectious syphilis cases reported in BC remains high
a. Projecting ~2,000 cases for 2023 -> projected annual incidence 37.0 per 100,000 population 
i. In comparison, the 2022 annual incidence was 37.1 per 100,000
b. Males account for the majority (64%) of cases for 2023 YTD; however, the male-to-female case ratio continues to decrease 
2. Spread of infectious syphilis into more rural/remote areas and regions outside of Greater Vancouver
a. NHA has the highest HA-specific rate of infectious syphilis in BC for 2023 YTD
3. Continued spread of infectious syphilis in the heterosexual population and decreasing number of infectious syphilis cases reporting as gbMSM
a. For 2023 YTD, of all infectious syphilis cases with information on gender of sexual partner(s): 66% were male or female cases reporting heterosexual partners only; 32% were gbMSM (male cases reporting either male partner(s) only or male and female and/or transgender partners)
b. For 2023 YTD, the number of male cases reporting as gbMSM was 40% lower than the same time period in 2022
4. Continued occurrence of cases of congenital syphilis and syphilitic stillbirth

Discussion:
Julia – re: the trend in the Northern health authority around having a higher level of heterosexual people with syphilis. Do you think there, there's an impact in terms of stigma there around heterosexual people who would be perhaps more likely to define or report their sexual orientation versus people who are reporting otherwise?  Elaine – it is a potential factor.
Simon – are there interventions that have been directed at the heterosexual population that have been evaluated for their effectiveness?  Elaine – not aware of any.  Really haven’t had time – outbreak in gbMSM then COVID made it difficult.
Janak – is there more granularity in the geographic data?  yes, and HAs get that in their report.  

NOTE: new updated resource: http://www.bccdc.ca/health-professionals/data-reports/sti-reports - The Q3 syphilis indicator report now posted will also include additional indicators (e.g., age group, time to initial treatment, stage of infection) not highlighted in this presentation.

Simon – is Indigenous data included?  Teddy – yes, but we can’t report out.   The governance of this data will be purely at the FNHA, and Metis Nation, under Dr. Behn Smith at Provincial Health Office (PHO), Indigenous Affairs.
Janak- what are the barriers to getting complete data?  Teddy – safety?  Feeling empowered and connected to community?

NOTE: Clinical Prevention Services Interactive Dashboard (Coming in 2024)



	7. 
	CAP 3 - Guiding principles, policies and practices for employers to engage PWLLE in community-based organizations (see Presentation)


· PROJECT UPDATE 
· Including the recent work on the Annotated Bibliography – how this will be organized as a stand-alone resource. This blog describes the process used for the AB. https://paninbc.ca/2023/11/29/rigor-and-relevance-in-literature-reviews/?utm_source=rss&utm_medium=rss&utm_campaign=rigor-and-relevance-in-literature-reviews
· Online resource - There will be an executive summary, ToC, keywords, 1-2 sentence summary and link to full review.
· ACTION: Janak to connect with Julia about 3 tier systems – ways to prioritize search results etc.
· Thanks to all the PWLLE who have been part of consultations and the survey
· Jenn Cusick is now working on the first draft of the CBO resource.
· ACTION Next steps for CIN
· Commitment from CIN table and PWLLE to review draft of resource
· Finalize resource
· Knowledge mobilization
· Action-oriented Ideas from the PWLLE consultations added to slides
· See categories in slides

Jen – what happens if the funding finishes for this?
Simon - There will be a commitment from PAN to roll-out this project even after year-end, but possible extra funding may increase scope.


	8. 
	Break 


	9. 
	CAP (Collective Action Plan) 1 – PIVOT-led opportunities

DRUG POLICY 

Bill 34: BC’s recently-passed law, bans drug consumption in a range of public places, including parks, beaches, workplaces, and building entrances. Bill 34:
· promotes hidden or isolated drug use.
· drives the displacement of people who use drugs, especially those who are unhoused.
· relies on services that do not exist: 
· Most communities do not have safe consumption services, meaning that the law will force people into alleyways, public washrooms, and other unsupervised spaces, rather than connect them with supports.

Know Your Rights Cards (KYR) and community follow-up, consultation, and train the trainer program protecting people against Bill 34.

Pursued a court case in which Caitlin Shane, Staff Lawyer for Drug Policy, along with Sarah Runyon of Marion and Company, sought to challenge the constitutionality of Canada’s drug possession laws. 

ACTION: Contact Eva if you would like cards.

Julia – is there a Rights card in the work for those in the healthcare system?
Eva – definitely on our list.

ANTI-STIGMA

The Anti-Stigma Campaigner will work to identify key municipal bylaws that discriminate against people based on their social condition, namely, those which routinely criminalize people who use drugs, people who do sex work, and people who rely on public space for shelter and work. The goals of this project are to:
 
1. Demonstrate the power that municipalities have in controlling and criminalizing marginalized communities through their bylaws. 
2. Demonstrate why social condition should be added to the BC Human Rights Code by providing concrete examples of rights violations through the enforcement of municipal bylaws.
3. Develop a tool that communities across BC can use to audit their own municipal bylaws and practices for stigma.


	10. 
	CAP 2 - Impactful provincial policy change work and advocacy re: drug poisoning crisis (SUBMITTED IN WRITING AFTER THE MEETING)

SURR Project update: 
https://paninbc.ca/surr/ 
· The SURR HR project has been meeting for about a year to set research and advocacy priorities for harm reduction in small communities in BC. The SURR met with The Minister of Mental Health and Addictions, Minister Whiteside September 25th to share what SURR team has determined as key priorities. 
· This month a huge amount of work went into submitting a CIHR Team Grant under the “Strengthening the Health Workforce for System Transformation” call with the purpose being to move the first priority forward – and evaluate the implementation of peer-led health services in Small Urban, Rural, and Remote locations in BC. 
· Darryl Sturtevant, Assistant Deputy of the MMHA who was at the September meeting provided a letter of support for this application. 
· The next meeting is happening later this December, and we will determine the next steps in terms of follow-up with the MMHA regarding: advocacy priorities, and if/how we want to move other research priorities forward while we await the CIHR grant decision. 



	11. 
	PAN Updates - SPARTA Project; Self-testing
(SUBMITTED IN WRITING AFTER THE MEETING)

HIV self-testing Updates:

Distribution data: 
HIV self test kits distribution through the Community Link program. 
· 187,000 kits ordered from Biolytical/REACHNexus for distribution  
· 340 organizations participating across the country. 
· More than 44,000 kits distributed across Canada.  

It’s Cold Outside, Test Inside! - Winter is coming! HIV self-test kits need to be stored between 2-30°C and avoid extreme cold temperatures. That means, store them indoors, or if distributing at events, keep them inside! Tests can be kept and used safely at home at room temperature. Remember to never leave your kits outside or leave them behind in a vehicle! Always wait until the kit reaches room temperature before using it! Finally, check each kit before use to make sure it hasn’t been damaged or gone past its expiry date!

If you are organizing an outdoor event: Help keep your HIV self-test kits safe by using our cold warning label stickers. Order label stickers here

Care pathways by Health Authority for self-testing are finalized, and currently under translation in French. 

HIVST brochures in Spanish 

Follow up from last M&A meeting - Grinder initiative: The Grinder initiative (pop-up advertisement for ordering HIV self-test kits) was launched marking the World AIDS Day – December 1st. This notification will invite users to order HIV self-test kits, directing them to a landing page that will also provide local information on STBBI and other related resources. 

HIV self-test distribution data: Coordinating agencies (REACH, CATIE, Get a Kit program, CAAN, CBRC) are currently having discussions to tease out the data-sharing process for all CBOs. Once they outline the process, we should be able to get a complete picture of HIV self-test kit distribution (with their demographics) for the province. 

Unintended consequences of HIV self-tests: Remind folks that as of now the nondisclosure of HIV transmission is still the reality, even though we have not heard about any criminalization lately, but there are real chances for people to step on that legal entity to trouble people who might be getting self-testing. You can do a couple of things – train people who are involved in the distribution including volunteers so that they have a good idea of HIV testing, relevant resources, legal implications, and other information. Here are some of the resources: 

SPARTA project update
https://paninbc.ca/sparta-project/ 
The SPARTA Project aims to create a draft engagement framework for STIBBI public health data through the engagement of patients, people with lived and living experiences (PWLLE), and community. 
The project is currently in Phase 3, 
· Community Leadership Council has contributed to the co-development of a Data Request form and User Guide while establishing the pilot data request process. 
· The SPARTA team has conducted Discussion Circles and administered surveys to engage community members for additional feedback surrounding the proposed Community Engagement framework and Data Request process.
· BCCDC and SPARTA is currently working to finalize an interactive STBBI dashboard. 
· We have submitted pilot data request, we have not yet received the data. I will update the group on the data analysis and visualization, would love to get some feedback from you at that point.
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	12. 
	Collective Impact – Shared Measurement and Evaluation (see Presentation)


Highlights:
· What is Collective Impact in 2023?  How does it differ from collaboration.
· Conditions for CI
· Equity Practices, needed for success
· Importance of shared measurement, within CI evaluation
· CIN Survey 2024

ACTION: Question for CIN members - Please share your perspectives on one or two critical indicators from your organization’s work that could contribute to a shared understanding of our collective impact.



	13. 
	Any Other Business


	14. 
	Next meetings 

· Changed to Feb 29 as there was a clash with HIV CIC Testing Working Group on March 14.  Presentation on Hep C and Test Now
· We will check on June 13 again at the next meeting.


	15. 
	Check Out


	16. 
	Adjourn





https://ottawacitizen.com/opinion/opinion-this-world-aids-day-we-need-to-stop-criminalizing-people-with-hiv

Strengthening BC’s collective action on HIV, hepatitis C, and harm reduction.
2

image1.emf
STIBBI_UPDATE_CIN _20231207_combined.pdf


STIBBI_UPDATE_CIN_20231207_combined.pdf


PHSA Collective Impact Network (CIN)


STIBBI Surveillance Update: Syphilis & HIV


December 7, 2023


Elaine Chan & Teddy Consolacion
on behalf of the BCCDC Clinical Prevention Services (CPS) Epidemiology & Surveillance team







2


We are gathered on the traditional, 
ancestral, and unceded territory of the 
Coast Salish peoples–Sḵwx̱wú7mesh 
(Squamish), Səl̓ílwətaʔ/Selilwitulh
(Tsleil-Waututh) and xʷməθkʷəy̓əm
(Musqueam) Nations
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Syphilis Update







Notes


Data were extracted from Intrahealth Profile EMR on November 10th, 2023 and include infectious syphilis 
and congenital syphilis cases reported up to the end of September 2023 (2023Q3).


Year to date (YTD) = January to September


Case data: All case counts and proportions should be considered preliminary and are subject to change 
as more information is gathered or due to reporting delays.


Gender and sex values:
• Gender of cases is based on the gender variable values collected in Intrahealth Profile EMR and is structured 


as male, female, transgender, and unknown. This variable is separate from the sex variable.


• Gender of sexual partner is based on the questions on gender of sexual partners collected in Intrahealth
Profile EMR, with responses structured as male, female, transgender and unknown.


We acknowledge that the gender values reported do not reflect the full spectrum of gender identity and 
continue to work towards improving the data collection and reporting of sex and gender.


Data are preliminary and subject to change 5







Infectious syphilis case reports in BC, 2011-2023*


Data are preliminary and subject to change 6







Infectious syphilis cases in BC by quarter, 2014 to 2023Q3


Data are preliminary and subject to change 7







Infectious syphilis cases in BC by gender, 2011-2023*


*Projected case counts.


Data are preliminary and subject to change 8


Gender
Proportion 


YTD 2023


Proportion 


YTD 2022


Female 35.3 26.4


Male 64.0 72.9


Transgender 0.5 0.6


Unknown 0.3 0.1







Annual rates of infectious syphilis cases in BC, females and males, 2013-2023*


Data are preliminary and subject to change 9







Infectious syphilis cases in BC by regional health authority and by quarter - Counts


Data are preliminary and subject to change 10







Infectious syphilis cases in BC by regional health authority and by quarter - Rates


Data are preliminary and subject to change 11







Infectious syphilis cases in BC by regional health authority and by year - Rates


Data are preliminary and subject to change 12







Infectious syphilis cases by reported gender and gender of sexual partner(s) - Proportion


*Other gender of partner category includes: transgender cases with information on gender of sexual partner(s); female and male cases who reported the 
gender(s) of their sexual partners as transgender or female and transgender; and female cases who reported the gender(s) of their sexual partners as 


female, male and female, or male, female and transgender.


Data are preliminary and subject to change 13


65% 
MSW/
WSM


33% 
gbMSM


2023Q3:







Infectious syphilis cases by aggregate gender of sexual partner categories - Proportion by RHA


gbMSM (gay, bisexual, and other men who have sex with men) includes male cases who reported having male partners only, male and female partners, male and transgender 
partners, and male, female, and transgender partners. MSW/WSM (men who have sex with women only/women who have sex with men only) includes male cases who 


reported having female partners only and female cases who reported having male partners only. Other includes all other cases for whom there was information on gender of 
partner(s): transgender cases with information on gender of sexual partner(s); female and male cases who reported the gender(s) of their sexual partners as transgender only 


or female and transgender; and female cases who reported the gender(s) of their sexual partners as female, male and female, or male, female and transgender.


Data are preliminary and subject to change 14







Infectious syphilis cases by aggregate gender of sexual partner categories - Counts


gbMSM (gay, bisexual, and other men who have sex with men) includes male cases who reported having male partners only, male and female partners, male and 
transgender partners, and male, female, and transgender partners. MSW/WSM (men who have sex with women only/women who have sex with men only) includes male 
cases who reported having female partners only and female cases who reported having male partners only. Other includes all other cases for whom there was information 
on gender of partner(s): transgender cases with information on gender of sexual partner(s); female and male cases who reported the gender(s) of their sexual partners as 


transgender only or female and transgender; and female cases who reported the gender(s) of their sexual partners as female, male and female, or male, female and 
transgender. Unknown includes cases for whom there is currently no information on gender of sexual partner.


Data are preliminary and subject to change 15


From January to September 2023, the number of male cases 
reporting as gbMSM was 40% lower than the same time 
period in 2022 (n=352 for 2023 YTD vs. n=582 for 2022 YTD).







Infectious syphilis cases in BC among females 15-49 years, 2011-2023*


*Rate projected based on current year’s case counts up to and including 2023 Q3.


Data are preliminary and subject to change 16







Infectious syphilis case reports in BC among females 15-49 years diagnosed during 
prenatal screening by quarter


Note: Includes maternal infectious syphilis cases aged 15-49 years from STI-IS (cases prior to March 13, 2018) and female infectious 
syphilis cases aged 15-49 years who were indicated as being pregnant at their time of diagnosis in Intrahealth Profile EMR (cases from 


March 13, 2018 onwards).


Data are preliminary and subject to change 17







Congenital syphilis case reports in BC by stage, 1998-2023 YTD


Data are preliminary and subject to change 18


Between 2019 and 2023 YTD:


• 5 cases of confirmed early congenital syphilis resulted in either stillbirth or early neonatal loss (death of infant within 7 days of live birth)







Key Messages – 2023Q3


1. The number of infectious syphilis cases reported in BC remains high


• Projecting ~2,000 cases for 2023 → projected annual incidence 37.0 per 100,000 population 


• In comparison, the 2022 annual incidence was 37.1 per 100,000


• Males account for the majority (64%) of cases for 2023 YTD; however, the male-to-female case ratio continues to decrease 


2. Spread of infectious syphilis into more rural/remote areas and regions outside of Greater Vancouver


• NHA has the highest HA-specific rate of infectious syphilis in BC for 2023 YTD


3. Continued spread of infectious syphilis in the heterosexual population and decreasing number of 
infectious syphilis cases reporting as gbMSM


• For 2023 YTD, of all infectious syphilis cases with information on gender of sexual partner(s):


• 66% were male or female cases reporting heterosexual partners only


• 32% were gbMSM (male cases reporting either male partner(s) only or male and female and/or transgender partners)


• For 2023 YTD, the number of male cases reporting as gbMSM was 40% lower than the same time period in 2022


4. Continued occurrence of cases of congenital syphilis and syphilitic stillbirth


Data are preliminary and subject to change 19
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http://www.bccdc.ca/health-professionals/data-reports/sti-reports



http://www.bccdc.ca/health-professionals/data-reports/sti-reports
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HIV Testing and Percent Positivity (2010-2023*)
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*2023 data: based on cases up to October 31, 2023. Data are preliminary and subject to change. 
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HIV Cases and Rates by Sex in BC (2010-2023*)


*2023 data: projected rate based on cases up to October 31, 2023. Data are preliminary and subject to change. 
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Rate of HIV Diagnoses by Age Groups in BC (2010-2023*) 


*2023 data: projected rate based on cases up to October 31, 2023. Data are preliminary and subject to change. 
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Rate of HIV Diagnoses by Health Authority (2010-2023*)


*2023 data: projected rate based on cases up to October 31, 2023. Data are preliminary and subject to change. 
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HIV Diagnoses by Gender (2019-23) and Race/Ethnicity (2018-22)
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Based on cases up to October 31, 2023. Data are preliminary and subject to change. 







HIV Diagnoses by Exposure group (2018-2022)28
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Stage of Infection at Time of Diagnosis in BC and by Exposure (2018-2022)
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And Now for Something Completely Different


Clinical Prevention Services Interactive Dashboard (Coming in 2024)







Questions?


elaine.chan@bccdc.ca | theodora.consolacion@bccdc.ca



mailto:elaine.chan@bccdc.ca

mailto:theodora.consolacion@bccdc.ca
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Researching, creating and disseminating a new resource(s): Guiding principles, policies and practices for employers to engage PWLLE in community-based organizations

CIN Project 2023-24





Project Objectives

Create new resources to help scale up meaningful involvement of people with lived or living experience(s) (PWLLE) in CBOs, including developing overarching guiding principles, and emerging/best practices.

Complement and in turn reinforce the work of the CIN and the current CAP3 focus on “More PWLLE into programming and employment, and/or centering PWLLE voices in advocacy”.

Expand the reach of the resources to a wider audience via knowledge dissemination tools and opportunities.







Deliverables 





Partner with Luminate Wellness, and use existing materials for organizations to employ peer support workers as the foundation from which to broaden scope into a new public resource, including:

all classifications of involvement (employee, contractor or volunteer);

all roles/ job categories, including advocacy;

multiple/intersecting lived/living experiences (e.g. HIV, hepatitis C, substance use, mental health, disability etc.) 

Lessons learned from coaching sessions with CBOs

Collect, review and organize emerging/promising/best practices for engaging PWLLE under this wider scope into an Annotated Bibliography.

Develop collectively-agreed guiding principles that best support PWLLE working in CBOs.

Consult with PWLLE and CBOs outside of the CIN to inform resources.

Deliver webinars/knowledge products on resources content, to support organizations in their PWLLE engagement, advocacy and policy work, and conversations with funders.











Project Parts & Timeline – Updated





Define Project

March 2023





Create Principles and Practices Resource

Nov 2023 – Feb 2024





Knowledge Mobilization
Mar –June 2024





Annotated Bibliography

April-Sept 2023





Guiding Principles

May-June 2023





Peer consultation

Sept-Oct 2023





Resource creation

Process:

Gather and incorporate feedback generated from CIN meeting; Annotated Bibliography and Principles work

Draw information from previous webinar sessions and 1-on-1 coaching experiences

Consult PWLLE

16 people involved in 2 virtual advisory group meetings and an online extensive survey.  Also Power Assessment grid.

Luminate to create draft

Review and Finalize content

Graphic design
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Bibliography





Principles





Previous work 





NEW RESOURCE(S)





REMINDER: This is a list of citations of literature accompanied by a brief description of that literature, also known as an annotation. 









Approach:



Purpose: to synthesize knowledge that accelerates the process of conducting a traditional review through streamlining or omitting specific methods to produce evidence for CIN in a resource-efficient manner.

















CIN members

Subject matter experts

Authors of key articles

CIN CAP 3 subcttee

Literature scan









Annotated Bibliography - update
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Annotated Bibliography - update



Structure: 

Executive Summary 

Table of contents 

Introduction (purpose, goal, process)

Strength and limitation of the literature review methods

One or two line summary of the document 

Clickable links that opens up the specific AB 
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NEXT STEPS

Commitment from CIN table and PWLLE to review draft

Finalize resources

Knowledge mobilization









Knowledge Mobilization

From the PWLLE survey…

Turn this into a highly specific workplan

Can be used as an organizational tool for safe and meaningful engagement



This Photo by Unknown Author is licensed under CC BY





This Photo by Unknown Author is licensed under CC BY-SA-NC



Workshops – mandate organizational participation if they are going to hire peers 

Workshops at workplaces and schools





Outreaching to Organizations at conference, health fairs etc. 

Online forums 

Turn these into policy rather than guidelines (as guidelines may not come up same level of implementation) 

Orientation document to all new hires  (PWLLE/non-PWLLE) roles

KT in workshops similar to PLDI but open to all sorts of lived experience





NABWU gets tossed around so many times without any real intention
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Training HR or Informing HR policies in CBOs

Summary of UNDU, CINHS, CLSC experience 

Emerging practices and principles document 

+ standalone annotated bibliography

Blog posts

Trauma informed care leaders in engaging people with lived and living experiences 

Experience and learning from UNDU, CINHS, and CLSC

Emerging practices and principles document 



Advocacy & or Engagement:



Webinars





Knowledge products



Identifying/creating funding bodies or streams to support PWLLE in programming, employment, and centering PWLLE voices 

Knowledge Mobilization
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7. Introducing Peer Workers Into Mental Health Services: An organisational toolkit

National Association of Peer Supporters (2019). National Practice Guidelines for Peer Specialists and Supervisors.

Washington, DC: N.A.P.S. Retrieved from: httn://pesrstostic. d/wp-content/uploads/2016/10/5t-Gearges-Pesr-
Worker-Organisational-Toolkit-Engelsk.pdf

‘Summary of Document: Developed 3 set of tools designed to bring key stakeholders together - existing peer
workers, the people that wil benefit from peer support, the staff peer workers will work alongside and managers
atalllevels in partner organisations - to engage in the planning and decision-making that willgive rise to that
crucial sense of shared expectation of the peer worker role. The tools are 3 resource that can be used as part of 3
consultation process, within peer support working groups or partnership boards, or in any other forum where a
range of stakeholders come together to consider, plan and make decisions about the introduction of new peer
worker roles.

Key

indings related to emerging/promising principles for engagi

g PWLLE:

The sharing of lived experience is 3 very personal process - ultimately each individual peer worker s in control of
how they use their lived experience in their work. The function of the peer worker role should be sufficiently and
clearly different from other roles in mental health service teams in order that the distinctiveness of the role is not
eroded over time. Differential knowledge and skills peers bring to their work should be respected and actively
‘enabled to flourish - this includes wage parity. New peer worker roles should be developed in partnership by the
full range of stakeholders involved so that expectations of the function and values underpinning the role are.
shared. Itis especially important that colleagues and managers in multi-disciplinary teams share expectations of
the role (teams need training and preparing too).

indi

s related to emerging/promising practices for engaging PWLLE:

At the heart of the peer worker role is the building of relationships based on shared lived
Experience. Working in this way is demanding and potentially impacts on peer worker wellbeing. Training,
supervision and support for peer workers should be tailored to the specific

function, expectations and setting of each peer worker role (and should be sufficiently

funded to be effective). The provision of reasonable adjustments in peer workers' working terms and
conditions should serve to ensble access to the workplace for people with lived experience of mental health
problems.

Key Findings Related Implementation Approaches:

Peer workers should be employed within services and teams to prevent isolation and to provide opportunities for
peer support. This should include formal provision of peer support spaces. Remuneration for the peer warker role -
3nd provision of opportunities for career development - should properly reflect the value of the work that peers
do. Provider organisations employing peer workers should be sufficiently flexible and open to change to work with
the challenge to organisational culture that the introduction of peer workers invites.
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Background 


The Small Urban, Rural, and Remote Harm Reduction Project is about bringing together harm reduction 
leaders from rural and remote communities in BC, with the understanding that challenges look very 
different outside of Vancouver. Recognizing that solutions to end the drug poisoning crisis will not be 
achieved in siloes, this team was brought together to share knowledge, experience, set research and 
advocacy priorities, and build a network to support harm reduction leaders in our province.   
 
Small urban, rural, and remote (SURR) communities in BC remain disproportionately impacted by high 
rates of overdose and drug-poisoning related deaths. Recent research has shown fatal overdose as being 
20% higher in rural areas of BC as compared to larger urban centres, with increased odds reaching 50% in 
some rural communities.1 The circumstances surrounding substance use in small urban, rural, and remote 
communities vary substantially from large centers and include cultural differences, decreased anonymity 
accompanied by experiences of stigma and discrimination, differences in access to harm reduction 
services, and challenges related to geographic isolation.2-4 Even given these additional challenges, less 
attention is being paid to the drug poisoning crisis in small communities in BC.5 
 
We brought together a team of experts from SURR communities in BC including people with lived and 
living experience, representatives from health authorities and community-based organizations, and 
academic allies (see appendix A for team bios). With backbone support from PAN and funding from CIHR 
and the Vancouver foundation, this team has been meeting online for 10 months and came together for a 
1.5 day in-person planning meeting in June 2023. Online working group meetings focused on sharing 
innovative practices in SURR harm reduction and current research, and time for networking, mutual 
support and discussing priorities faced by rural and remote communities. The in-person meeting allowed 
us to explore themes that arose during online meetings, identify research and advocacy priorities, and 
determine next steps as a group. 
 
Throughout this process we learned about the lack of services, high amount of stigma and public backlash 
against lifesaving harm reduction services, and the challenges people who use drugs have accessing 
medications (e.g., opioid agonist treatment, safer supply) in their communities. We also learned about 
resilience, strength, and innovation that small communities employ to care for people who use drugs – 
peers and drug user organizations mobilizing to provide lifesaving and community-building programs, peer 
medication delivery in rural communities, programs to reduce stigma in healthcare and community 
services, and other creative and flexible solutions that respond to emergent needs of their communities. 
We learned that in the context of the ongoing drug-poisoning crisis, SURR communities continue to 
respond and advocate for human rights while shouldering grief and trauma and being under-resourced. 
The heavy lifting of this work is being done by minimally funded drug user groups and community-based 
non-profit organizations. 



https://doi.org/10.1186/s12954-022-00725-2

https://doi.org/10.17269/s41997-021-00504-9

https://paninbc.ca/





 


 


Advocacy Priorities Identified  
 
1. Resourcing peers to do this work & improved accountability for the provincial response. 
 
Peers/people with lived and living experience are an essential and under-resourced response to the drug 
poisoning crisis in our province. Much of the hard work of keeping people safe is falling on drug-user 
organizations while people continue to lose friends, partners, family, and community. An extreme amount 
of loss and trauma is held by peers, while at the same time they are not being paid fairly or employed 
securely – a problem that is exacerbated for those working outside of Vancouver. The provincial funding 
stream from MMHA to OERC to CAI is inadequate for the funding of approximately 30 peer led groups and 
funding available is inequitable across the province (i.e. less available in Northern Regions).   
 
Inadequacies in funding, burdensome administration and reporting, and lack of provincially applied 
policies and standards of services being funded require review and action by the province. Peers, and 
notably Indigenous peers need to be better supported to do this work and to continue their essential 
leadership roles.  
 


Our Asks: 


Resourcing and sustaining peer work: Peer user groups require consistent core funding and 
procurement processes to be able sustain our work - the Ministry of Health and Ministry of Mental 
Health and Addictions should work hand in hand to develop new funding models to support the front-
line response to the drug poisoning crisis - we need a better way of resourcing the work on the ground 
to BC’s #1 health crisis.  


Improved funding accountability for the provincial response: We are interested in understanding the 
detais of funding for the provincial overdose response. Where can we access a public accounting of 
the funds?  


 


2. The need for expanded harm reduction services (e.g., safer supply, education, overdose 
prevention sites) in SURR communities. 


 
We need to provide people who use drugs with true alternatives to the poisoned drug supply and related 
harm reduction services to where they are needed. 
 
Many challenges exist with the current safe supply program in BC, many of which are exaggerated in SURR 
communities. There are a lack of prescribers and prescription options to meet people’s needs including 
inhalation options, people being cut off safe supply with the explanation that it was temporary in the 
context of COVID-19, lack of resources for overdose prevention sites and witnessing. Huge amounts of 
stigma, backlash, and interference exist in SURR communities including from policing and municipalities. 
These introduce barriers to life-saving services. Community and drug user groups need more support for 
public education regarding safe supply, including reaching Indigenous communities. Lastly, there is 
growing concern with political and media discourse and the potential effect this may have on existing 
programs should the province respond to political pressure.  
 
 
 
 
 


 







Our Asks: 


Now is the time to strengthen and expand the medicalized solutions and expand what prescribed 
options are available, including inhalation.  


• Can we look at creative ways to better engage community pharmacies in SURR communities for
DAM (diacetylmorphine) and other prescribed safe supply options?


• We need to engage more prescribers including nurses and nurse practitioners.


• We need to scale up options for virtual prescribing (telehealth, Zoom) esp. Important for rural and
remote regions.


We, as people with lived and living experience, call for, and request to be authentically and 
meaningfully involved in the process of an audit of treatment and detox services in BC. As well as any 
and all matters pertaining to our determinants of health and social equity.  


Research Priorities Identified 


1. The role of peer-led organizations and services in small urban, rural, and remote communities in BC.


As described above, peer-led organizations shoulder much of the response to the drug-poisoning crisis
in SURR communities. They do so without being properly resourced and while experiencing extreme
trauma, loss, and burnout. It was identified as a priority throughout the past 10 months of working
group meetings, to identify the social, economic, physical, and mental health impacts on peers doing
this work. Additional goals include understanding the systemic impact of these services for people
who use drugs and showcasing the value and impact on members of the community.


2. The role of pharmacies/pharmacists in supporting people who use substances in small urban, rural,
and remote communities in BC.


The second priority research area was focused on the role that pharmacies in SURR communities can
play in supporting people who use drugs. There is interest in understanding the barriers for people
accessing safer supply through pharmacies as well as highlighting innovation and best practices in
partnerships between pharmacies, people who use drugs, and other community and clinical health
care providers in rural and remote communities.


In addition, the team identified how essential leadership by people with lived and living experience and 
Indigenous People is in developing policy, services, research, and anything that impacts people who use 
substances.  


Next Steps 


This team is uniquely positioned to gather further information on the challenges faced by rural and remote 
communities in BC. Our team has the ability to connect to populations of people in rural and remote 
communities and gather information essential to inform solutions and policy directions. People with lived 
and living experience of unregulated substance use are experts and leaders who are essential in asking and 
answering questions that are relevant and responsive to health issues that affect them. In putting together 
this working group we focused on highlighting the experiential knowledge of this group, and pairing this 
expertise with allies from health authorities, community-based organizations and researchers to work on 
priority setting for harm reduction in small urban, rural, and remote communities in ways that matter.  







Providing the space for mutual support, relationship building, information sharing, and brainstorming is a 
successful way to harness the strength, resilience, and wisdom amongst this group of harm reduction 
leaders from small communities. This working group would like to keep meeting together as a place to 
learn and share from each other, a place for mutual support, and to operationalize the research and 
advocacy priorities that we have identified as a team.  


Both research priorities described above will be developed into participatory projects with members of 
this working group. This research, done in partnership with health care providers, health authority 
representatives, community-based organizations and policy makers will be designed to directly inform 
solutions and policy directions to impact the priorities identified by this working group and address the 
public health crisis affecting communities in BC.   


This team is made up of leaders from around the province who are experts in rural and remote harm 
reduction. With the support of PAN and academic leadership from Dr. Bardwell, this team is well 
positioned to support harm reduction work in small urban, rural, and remote communities across BC 
through information sharing, research, mutual support, and collective action. We are actively seeking 
funding opportunities including backbone support for this active and engaged team, and funding for the 
two research projects identified above. 
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PHSA Collective Impact Network: 
Approaching Shared Measurement


Janak Bajgai, CIN Evaluations Specialist
Simon Goff, CIN Project Coordinator
Dec 7, 2023
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There are several types of problems 


Simple


Making a cookie


Complicated


Sending Chandrayaan to the moon


Complex


Raising a child


The social sector often treats problems as simple or complicated.







Traditional approaches are not solving our 
complex social problems
Isolated impact: 


• Nonprofits work separately and compete


• Evaluation attempts to isolate a 
particular organizations impact 


• Large scale impact by scaling 
organizations 


• Funders select individual grantees 


Collective impact:
• All organizations work towards common 


goal and measure their changes 
similarly


• Cross sector alignment 


• Organizations actively coordinate their 
actions and share lessons learned  


Source: Stanford Social Innovation Review. Collective Impact, Winter 2011. 











What is CI?


Collective impact brings people together in a 


structured way to achieve social change.


Our common agenda


Our goal is to facilitate collaboration on priority 


areas that will best support people living with HIV 


and hepatitis C and the frontline organizations that 


serve them.
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Collective Impact Network (CIN)







5 CONDITIONS OF 
COLLECTIVE IMPACT
1. It starts with a common agenda
2. It establishes shared measurement


3. It fosters mutually reinforcing 
activities


4. It encourages continuous 
communications


5. It has a strong backbone







EQUITY PRACTICES


1. Ground the work in data and context, 
and target solutions


2. Focus on systems change, in addition 
to programs and services


3. Shift power within the collaborative
4. Listen to and act with community
5. Build equity leadership and 


accountability


“Equity is fairness and justice achieved through systematically assessing 
disparities in opportunities, outcomes, and representation and 
redressing [those] disparities through targeted actions.”







OUR COMMON 
AGENDA: Priorities
1. Increase involvement of People 


with Lived and Living Experiences 
(PWLLE); 


2. Increase program equity and 
services - a. for HIV and hepatitis C ; 
b. across BC (urban, suburban, rural 
and remote locations);


3. Harm Reduction;
4. Reducing Stigma.







MUTUALLY 
REINFORCING 
ACTIVITIES
CAP 1 - PIVOT-led opportunities
CAP 2 - Impactful provincial 
policy change work/advocacy re: 
drug poisoning crisis


CAP 3 - More PWLLE into programming 
and employment, and/or centering 
PWLLE voices in advocacy.











SHARED 
MEASUREMENT


Shared measurement tools track the 
impact of our collective 
efforts responding to HIV, hepatitis C 
and related conditions.​


• Demonstrates the value of a collective 
effort.
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Shared measurement
System


Collective impact evaluation 
approach


SHARED 
MEASUREMENT







reduction in HIV/hepatitis 
B incidence, PWLLE
engagement, stigma 
reduction, access to 
care and support etc.


Policy change within your 
own organizations, new 
investments, government 
policy changes


# of programs/projects, # of new 
initiatives etc. 


# of people at table, # 
capacity building and 
bridging activities etc.


Process Program


PopulationPolicy


Shared 
measurement







Questions:Discussion questions:


The shared measurement approach aims 
to align individual measurement 
(evaluation/reporting etc.) strategies with 
CIN’s collective goals. 


Please share your perspectives on one or 
two critical indicators from your 
organization’s work that could contribute 
to a shared understanding of our 
collective impact.







This Photo by Unknown Author is licensed under CC BY-SA-NC


PHSA CIN Survey 2024



https://sustainingcommunity.wordpress.com/2019/03/11/what-is-collective-impact/

https://creativecommons.org/licenses/by-nc-sa/3.0/





Purpose
inform the strategic direction of 


the PHSA CIN;


report to the PHSA on progress 
of funded work; and


inform the PHSA's decisions 
around funding and programming


Survey Sections
• Demographics


• Priority Area Workgroups Progress and Impact


• Social Determinants of Health


• Coordination


• Collective Impact Network Health


• Network of PLW HIV and hepatitis C


• Backbone Support Provided by PAN


• CIN Meetings & PHSA Funder Support


2024 PHSA CIN Evaluation







Approach progress towards each priority 
area


Current approach – workgroups 


Fair and equitable contribution to workgroups


Developing workplan was helpful


Work has added value to overall goals 


What worked well and what did not?


CIN’s impact towards each priority area 


Increase involvement of PWLLE


Increase program equity and services across BC 
(SURR) 


Stigma reduction 


How your organization contributed towards it


PHSA CIN evaluation: 
Priority area and working groups







Social determinants of health 


Research and evaluation 


Advocacy 


Building community capacity 


Addressing systemic barriers 


Providing direct services 


Coordination


Understand each other’s work


Identify and address gaps 


Adopted/changed activities to better align with CIN 


Enhanced ability to advocate, influence public 
policy, meet members needs


Work towards collection plan of action


PHSA CIN evaluation 
SDOH and Coordination







Network purpose and 
membership


Members have skills, 
experience and ability to 
respond to the shifting 


needs of the community


Membership is appropriate, 
members check for regular 


feedback, adding value, 
honor their commitment, 


high level of trust, members 
quickly becoming active


Network resources and 
operations 


Sufficient human and 
funding resources, 


members know where 
resources are


Ample shared space, 
addresses conflicts, self 


organized actions


Network leadership, 
governance & Advantage


PWLLE engagement in 
decision-making, shared 


leadership.


Members are contributing 
to network efforts


Achieving more collectively 


Network performance


Making progress towards 
stated goals, creating value 


for members and 
constituents, regularly 


measures and evaluates


PHSA CIN evaluation 
Network health







PHSA CIN evaluation 
Network of PWLLE (HIV, hepatitis C)


Capacity/skills-building opportunities


Provide financial support/compensation 


Provide mentoring support


Create and promote a supporting and enabling environment 


Opportunities in leadership, governance and decision-making roles 


Meaningful engagement in program design and implementation 


Committing to GIPA/MIPA and “Nothing about us without us”







PHSA CIN evaluation 
Backbone support, PHSA and funding support


Backbone support by PAN


Guides CIN’s vision, support 
alignment of partners, identifies and 
supports key activities, advocates to 
align policy, supports the collection 


and use of data, 


CIN meetings and PHSA funders 
support


The usefulness of PHSA CIN meetings, 
presentations at meetings. 


PHSA support – what worked well 
and what can be improved


CIN model 


TRC and final feedback


Steps towards TRC


Capacity building for TRC







Questions!!


Comments!! 


Feedback!!
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