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1. Introduction  
The Government of Saskatchewan recognizes that a comprehensive FASD prevention 
approach includes secondary prevention (i.e., targeted harm reduction/treatment services 
for women struggling with alcohol use during pregnancy, and access to withdrawal 
management and treatment for pregnant women) that is guided by a social determinants of 
health approach. This approach acknowledges that the factors that shape health outcomes 
are largely driven by living conditions and lifestyle, for example, factors such as poverty, 
food, housing, gender, health services, Aboriginal status, and social exclusion (Mikkonen 
& Raphael, 2010). 
  
Access to good nutrition, pre- and post-natal care, safe housing, and a range of practical 
and social supports, are all factors that can help improve outcomes for women and help to 
increase the likelihood of healthy pregnancies and babies.  
 
A review of services within the province also highlighted that existing services were 
potentially not reaching women at highest risk for having a child with FASD.  
Fragmentation of services was one factor that was getting in the way of meeting the 
complex health and social needs of this population.  
 
In 2012, the Ministry of Health in Saskatchewan provided significant enhancements for 
intensive FASD programs; these programs were to be developed in collaboration with 
existing community-based organizations to help ensure development of an effective 
program. Three health regions were called upon to submit proposals for wholistic, 
intensive FASD prevention programming aimed at high-risk pregnant women. The projects 
were to bring together a range of services including: active outreach, prenatal and 
postnatal care, social support, addictions and mental health services, early childhood 
development, and paediatric rehabilitative therapies in a central location that was easily 
accessible to the target population.   
 
The Ministry subsequently provided $1.2 million for three model targeted FASD 
prevention projects in Saskatoon, Regina and Prince Albert. The projects all provide 
intensive FASD prevention programming to at-risk pregnant women until their children 
reach two years of age. The three sites all engaged other agencies and service delivery 
partners to plan and/or help deliver the program so that all three programs are a 
combination of new programming and enhancement of existing services.  
 
In June 2013, the Ministry contracted with Nota Bene Consulting Group (NBCG)1, to 
conduct an evaluation of the three projects. NBCG has developed an evaluation 
framework for evaluation of FASD prevention programs that is based on the social 

                                            
1 Comprised Deborah Rutman PhD, Carol Hubberstey, MA, and Sharon Hume, MSW, in partnership with 
Nancy Poole, PhD (cand), (BC Centre of Excellence for Women’s Health)  
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determinants of health (see Appendix A, Mapping Evaluation of FASD Prevention 
Programs).  
 
The requirements of the evaluation contract were to: 

• Develop an evaluation framework suitable for all three sites 
• Gather data overview on program participants provided by health regions 

The evaluation was undertaken between fall 2013 – March 2014. 
 
This report presents early evaluation findings from the implementation phase of the three 
programs. A brief overview of the principles/theoretical framework that guide the 
programs is provided below. Section 2 provides the evaluation’s methodology while 
Section 3 provides a detailed description and formative evaluation findings related to each 
program (in Regina, Saskatoon, and Prince Albert). Section 4 presents participant 
experience and satisfaction findings; Section 5 provides summative findings, i.e., reports 
on outcomes for program participants and community partners. Finally, Section 6 provides 
a discussion of the findings.  
 
 

Guiding Principles/Theoretical Framework 
A program’s philosophical underpinnings are key in guiding the program activities and 
approaches. The three sites all expressed some or all of the following principles:  
 
Harm reduction – helping women reduce harms (associated with substance use) and 
make plans to create safety for themselves and their children; viewing abstinence as a 
potential goal if women choose this.  
 
Woman-directed/client-focused – starting where women are at, accepting them where 
they are at, and having them say what they need in terms of services  
 
Relationship-based - emphasizing respectful, non-judgemental, safe, trusting relationships 

If women don’t feel safe, they’ll drop out of the program. Because women feel safe 
in the program, we’ve been able to have some great conversations. (Program staff) 
 

Culturally safe – based on the notion that people seeking help from services need to feel 
safe, respected, and valued as an individual and for their cultural identity.  

We will continue to build on the strength of these relationships (with Aboriginal 
communities) to offer culturally appropriate programming. (Program staff) 

 
Trauma-informed - appreciating the high likelihood that program participants have 
experienced trauma and thus prioritizing safety in the delivery of programming, including 
through emphasizing participant choice in services and an open-door policy. 
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Wholistic and Recognizing the Mother-Child Connection – appreciating that participants 
may be facing issues and struggles in more than one area of their lives, and thus, services 
need to be coordinated to create a whole circle of support around participants, their 
child(ren) and their families. 

It is essential that we offer free child care on-site, with the mothers nearby yet at the 
same time able to work on their own issues and have time for themselves. (Program 
staff) 
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2. Methodology 
The evaluation of Saskatchewan’s Targeted FASD Prevention Programs included both a 
formative evaluation and a summative evaluation.  
 
Formative evaluation examines issues related to the program’s implementation and 
addresses evaluation research questions such as: What are the program’s activities? What 
are the program’s strengths and challenges? How might the program be improved?  
Summative evaluation examines outcomes of the program for program participants and for 
relevant stakeholders or program partners, and often examines changes over the short- 
term, intermediate, and long term. 
	  
	  

Evaluation Framework  
An initial step in undertaking this evaluation was to work collaboratively with program 
managers and staff at each site to tease out and articulate the underlying assumptions that 
provide a basis for the program and then to develop an individually tailored Evaluation 
Framework and Evaluation Plan. This work was undertaken in early fall 2013. 
 
An Evaluation Framework describes the relationship between a program and its 
anticipated outcomes, as well as the indicators of outcomes and program outputs. The 
Evaluation Plan contains the evaluation questions and proposed study design, as well as 
the proposed data collection methods, instruments and a timeline for the evaluation.  
 
Site-specific Evaluation Frameworks and Plans were reviewed and discussed by each 
program team, and revisions were made based on each team’s feedback. The three 
Evaluation Frameworks, along with the Program Assumptions for the Saskatoon Health 
Region Program (provided as an example of the Assumptions document), are provided in 
Appendix B.  
 
Formative Evaluation Questions  

The overarching formative and summative questions guiding the evaluation of the three 
Targeted FASD Prevention Programs are listed in Table 1. 
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Table 1: Overarching Evaluation Questions 
	  
Formative Questions How are the FASD Prevention programs being implemented? 

How (if at all) do the FASD Prevention programs differ in 
implementation from what was initially planned? 
 
What are the strengths of the programs in providing services to 
pregnant or early parenting women who may have experienced 
violence, abuse or trauma, mental health concerns and/or 
substance use issues?  
 
What have been the challenges in implementing the programs?  
 
What are participants’ perspectives on the programs (i.e., their 
satisfaction, including sense of safety, having voice, accessibility, 
etc.) and ideas for improvement? 
 
What is the perspective of program staff, managers, and service 
partners in relation to the programs’ strengths, challenges, and 
effectiveness? 
 
How can the FASD Prevention programs be improved?  
 

Summative  
Questions 

What difference is the FASD Prevention program making for 
program participants? 
 
What difference is the FASD Prevention program making for the 
sponsoring organization and/or community partners? 
 

	  

Additional formative evaluation questions are provided in Appendix C. 
 
Data collection methods  
The evaluation employed a mixed-methods design; with the exception of several phone 
interviews with community partners and one program manager, data were collected 
during face-to-face sessions in January 2014. Table 2 summarizes the evaluation’s data 
collection methods and informant groups.  
 
A more detailed description of the evaluation’s methods, informants, data analysis, and a 
copy of all interview guides, questionnaires, and the template for reporting output data are 
provided in Appendix C.  
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Table 2: Data Collection Sources and Methods 
	  

Data collection 
method 

Information source Content 

Semi structured 
interviews 

Program managers  
Program team 
Program participants 
Community partners 

Funding, staffing, training, program 
strengths, challenges and suggestions for 
modifications. 
 

Focus Groups Program participants 
Experience, satisfaction with program; 
outcomes of program 

Participant 
Questionnaires 

Program participants 
Experience, satisfaction with program; 
outcomes of program 

Output data 
September 2013 to 
January 2014 

 
Participant demographics, number of 
participants attending groups, etc. 
 

Documentary review 
Materials supplied 
by three sites and 
Provincial Manager 

Project proposals, Program Managers’ 
reports, committee meeting minutes, 
program promotional materials 

Site visits & 
observation 

Program managers, 
staff, partners, and 
program participants 

Observation of physical and social 
environment and group activities: 
SHR - Fire Within session; PAPHR - 
Evening Group session 

 
Evaluation Participants  
A total of 67 people took part in the evaluation of the three programs, including:  

• 35 program participants;  
• 26 program staff/managers; and  
• 6 community partners.  

 
Table 3, following, provides the breakdown of the participant groups per site. 
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Table 3: Evaluation Participants x Site 
 

Data Saskatoon Regina Prince Albert 
Individual 
Interviews / 
Questionnaires 

Program participants 
(n=5) 
Program Manager (n=1) 
Community partners 
(n=2)  

Program partics (n=8) 
 
Social Services Coord 
(n=1) 
 

Program participants 
(n=4) 
Program managers (n=3) 
Program staff (n=6) 
Community partners (n=4)  

Focus Groups  
    

OASIS participants (n=9) 
Fire Within participants 
(n=6) 

Program partics (n=3) N/A 

Small group 
interview with 
Program staff 

Program Coordinator 
(n=1) 
Case managers (n=2) 
Trauma therapist (n=1) 

RQHR staff  (n=5) 
RQHR Managers (n=2) 
SWAP staff (n=2) 
SWAP Coordinator & 
Executive Dir. (n=2) 

N/A 

Total # of 
informants 

27 23 17 

 
Of the 35 program participants, all were women with the exception of one man who 
participated in the OASIS focus group. Of the 20 women who were interviewed and/or 
completed questionnaires2, 19 self-identified as being First Nations.  
 
Figure 1 shows evaluation participants’ breakdown by age. 

                                            
2 Demographic information was not collected from the focus group participants in Saskatoon.  

2	  

10	  

3	  

2	  

Figure 1: Age of Evaluation Participants 
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3. Program Site Descriptions 

3.1 Regina Qu’Appelle Health Region 
The Raising Hope Moving Families Forward (RHMFF) is a new program that was 
established in 2013 by Regina Qu’Appelle Health Region (RQHR).  
 
It is a collaborative undertaking between the RQHR, Ministry of Social Services (MSS), and 
Namerind Housing Society that has two components: outreach and supported housing.  
 
The target population is high-risk women - primarily but not exclusively Aboriginal. High-
risk is defined as: 

• Substance using 
• Pregnant or early postpartum 
• Child at risk of apprehension 
• Lack of stable/safe housing 

	  

Program History 
The genesis of the program was an interdisciplinary group of health and social service 
managers and practitioners who had been meeting for a couple of years in search of better 
ways to address the needs of high-risk pregnant and/or early postpartum women. A talk at 
a conference by Dr. Ron Abrahams from the Fir Square Maternity Unit, BC Women’s 
Hospital and Health Centre, provided additional impetus to create a program in Regina to 
better serve the needs of this population.    
 
Creation of the RHMFF program was made possible by the following opportunities and 
events: 

• Targeted funding for FASD prevention programming via the Ministry of Health; 
• A desire by key RQHR staff/managers to enhance existing services and supports by 

providing program support for high-risk pre/post natal women; 
• A desire by a key MSS manager to reduce apprehensions of children by working 

with high-risk pre/post natal women; and 
• A connection between MSS and the Homelessness Partnering Strategy that brought 

Namerind Housing Society into the conversation (Namerind was able to apply for 
federal funding for supportive housing). 

 
RHMFF is a combination of new programming and augmentation of existing 
programming, – i.e., enhancements to outreach programs offered at the Four Directions 
Health Centre, and the addition of transition planning and intensive supportive care in 
safe housing. The health region wanted the opportunity to stay involved longer with 
women they knew to be high-risk and struggling with a number of issues, including 
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substance use and being pregnant or parenting. To illustrate, public health nurses would 
typically visit a new mother and baby twice, which was viewed as being insufficient for 
this group of women. The additional funding allowed the RQHR to provide longer and 
targeted intensive support.  
 
Originally the health region was to be responsible for outreach and transition planning 
while MSS was to be responsible for provision of 24/7 support services/programming and 
peer mentoring for women living in the supported housing. In turn MSS issued an RFP for 
a contract for a community agency to provide these services. Street Workers Advocacy 
Project (SWAP) was the successful proponent. SWAP was seen as having the skills to 
engage with high-risk women due to the trusting relationships and connections they had 
built from years of working in the community, from having an experiential Board of 
Directors, and from their adherence to trauma informed practice. As it turned out, the 
budget wasn’t sufficient to cover all of the costs associated with funding 24/7 
programming, thus SWAP’s role was modified to provision of evening (i.e., after 5pm), 
overnight, and weekend activities/programming, and RQHR took over responsibility for 
daytime programming.  
 
Program goals and objectives 

 
Broadly speaking, the RHMFF partners wanted to address: homelessness, pregnancy and 
addiction issues (FASD), and child protection concerns for high-risk women. More 
specifically, the goals are to: 

• Help mothers retain custody of their newborn and/or reunification of families (i.e., 
mother and babe) 

• Provide intensive supportive housing for high-risk, substance using pregnant and 
early postpartum Aboriginal women 

• Improve outcomes for babies, including reducing potential for FASD 
 
Based on the evaluation interviews, additional goals and objectives noted by SWAP in 
relation to the supported housing component of the program included: 

• Families where children are at risk of coming into care will have access to supports 
to keep the family unit intact and safe. 

• Families successfully transition to a longer term residential setting in the 
community 

• Children can live safely with their parents rather than coming into the care of MSS 
• Parents who have alcohol and drug addiction issues will remain alcohol and drug 

free. 
• Families are able to identify and use formal and informal community resources. 
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Guiding principles/theoretical framework 
In addition to the guiding principles/theoretical framework noted in Section 1, the RHMFF 
uses a Stages of Change model that employs motivational interviewing in its work with 
women, to help them to give voice to and identify their motivation and readiness for 
change.  
 
 

Program administration and implementation 
Three organizations  - RQHR (Alcohol and Drug Services), MSS, and Namerind Housing 
Society – were partners in bringing the RHMFF project to fruition. Namerind Housing 
Society applied for and received funding to acquire and renovate a 12-suite apartment 
building for use for supported housing.    
 
On a day-to-day basis, RQHR and Social Services are the key partners with responsibility 
for programming and management of the apartment. As of January 2014, details related to 
operation of the apartments, such as who would be responsible for cleaning apartments 
when tenants move out, are continuing to be sorted out.   
 
Outreach services were introduced in January 2013, and the apartment building was 
opened for residents as of November 2013. Prior to November, the RHMFF staff were 
located at the RQHR Four Directions Clinic where they provided outreach services. Once 
the apartment building was ready, the RHMFF team re-located into the building. The 
SWAP Coordinator began in September 2013 and is also located at the apartment.  
 
A Stakeholders Group comprised of the three partners as well as other key community 
agencies, has met regularly (i.e., monthly during the planning and early implementation of 
RHMFF, but less frequently now that the apartment/supported housing is opened) to 
provide guidance on a range of practical items such as funding, rental agreements, and so 
forth. The plan is to bring successes and struggles to the group for input and help in 
resolving. 
 
A Working Group, comprised of the SWAP and RHMFF Coordinators, the Executive 
Director from SWAP, manager from RQHR, and manager from MSS, meets monthly. The 
Working Group is where differences between program partners and staff can be 
addressed. 
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Funding 

The annual budget submitted by RQHR to the Ministry of Health for funding for the 
program is provided in Table 4. In addition, RHMFF also receives the following funding: 

• $422,000 from Social Services for 24/7 support workers 
• $1.2 million federal funding via the Homelessness Strategy to purchase and 

renovate the apartment building  
 

Table 4: RHMFF Program Funding 
 

Cost Category FTE RQHR MSS Health Total 
Amount 

Addiction community support worker 
onsite (salary, benefits, travel) 

1 44,800   14,500 59,300 

Public health community support 
worker (salary, benefits, travel) 

2     110,000 110,000 

Peer mentoring – personal services 
contract 

    50,000   $50,000 

Public Health Nursing  (4 Directions) 
(salary, benefits, travel)  

0.5     $60,000 $60,000 

Program Coordinator (salary, benefits, 
travel) 

1     100,000 100,000 

Child Life Worker (4 Directions)  
(salary, benefits, travel) 

0.5     26,000 $26,000 

Elder Support (estimate)       20,000 20,000 

Recreation (estimate)       21,500 21,500 

Food (estimate)       24,000 24,000 

Transportation (estimate)       24,000 24,000 

Total   44,800 50,000 400,000 494,800 

 
No issues were raised regarding funding, although evaluation informants noted that 
RHMFF staff were stretched to meet the needs of both outreach and housing participants. 
 
Other resources 
The health region has approval for the purchase of a van so that staff can more readily 
help women and their children get to important appointments and groups. MSS has 
assigned two social workers to work with the women and staff at the apartment, one day 
per week. 
 
Additional resources include: 

• Donations for the apartments from the community. 
• A teacher from SWAP delivers on-site GED Preparation. 
• Traditional support people deliver traditional wellness information to residents and 

provide staff with training and mentorship.   
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Staffing  

The RHMFF is staffed by: 
	  

Staff Work with participants accessing: 
1 Coordinator 
2 Community Health Support Workers  
½ time Public Health Nurse 
½ time Addictions Counsellor (in-kind 
contribution from ADS) 

Outreach and Supported Housing 
Primarily outreach, but also Supported 
Housing  
Outreach and Supported Housing 
Outreach and Supported Housing 

 
A half time Child Life Worker (CLW) position is currently not filled. 
 
All positions are paid for through RQHR and the FASD Prevention funding. In addition, 
The SWAP contract with the Ministry of Social Services funds the following positions: 
 

Staff Work with participants accessing: 
1 Coordinator 
5 F/T Program Support Workers  
3-4 P/T Peer Mentors 
2 Social Workers (salary covered by MSS) 

Supported Housing 
Supported Housing 
Supported Housing 
Supported Housing 

 
The SWAP Coordinator has a background in developing programming for First Nations 
women and in FASD. She also has training in PRIMA (Pregnancy-Related Issues in the 
Management of Addictions) and PCAP (Parent Child Assistance Program), Stages of 
Change and Centering Pregnancy. The RHMFF Coordinator has several years as an 
addictions counsellor at RQHR and in the Addictions and Mental Health department/field. 
 
Training  
The RHMFF staff are all employees of the RQHR and had various roles with the health 
region prior to responding to posted positions for the RHMFF program. Training took place 
via the Four Directions clinic; staff shadowed the outreach workers at the clinic where 
they were able to observe outreach in action and how to chart/record their work with 
clients and manage their time. In addition, staff have attended several workshops and 
conferences, such as: Attachment and bonding; FASD; Suicide Intervention; and Food 
Safety. 
 
The SWAP Coordinator assisted with the proposal to MSS and then was asked to stay 
involved with the project due to her intimate knowledge of the proposal and of the agency 
as a former employee and volunteer. In turn the Program Support Workers were hired 
based on their experience working with the population – i.e., one staff has considerable 
experience fostering addicted babies, one has an extensive background working with 
inner city, high-risk women, one has experience as a psychiatric ward aide, one worked 
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as an addictions worker and one had strong parenting skills. The peer mentors are 
experiential women who can be role models for women living in the supported housing. 
 
Additional training that both groups thought would be useful included: 

• Crisis intervention 
• First aid/CPR 
• Parenting 
• Cultural competency 
• FASD 
• Group facilitation 

 
In November and December 2013, the evening/weekend staff at the supported housing 
apartment complex took part in the following: Circles of Support; Motivational 
Interviewing; Support Plans; Safety Planning; HIV/Hepatitis C; Harm Reduction; Standard 
Precautions; Violence Prevention; Employee Safety; Occupational Health and Safety; 
Right to Enter (a rental unit); Problematic Substance Use; Substance Use (in pregnancy); 
Trauma; Counselling; Coaching; Traditional Support; Impacts of Colonization. These are 
primarily in-house sessions facilitated by SWAP, but some are with outside trainers and 
every two weeks or so, outside trainers meet with on duty staff.  
 
Staffing issues 

Based on the interviews with evaluation informants (program managers/staff and program 
partners), some issues emerged in relation to staffing RHMFF. These mostly have to do 
with balancing the demands between the two components of the program – i.e., outreach 
and supported housing. RHMFF staff reported feeling stretched to keep up with the intense 
support needs of program participants in both components of the program while also 
developing groups and other types of programming for participants. For example, the 
RHMFF Coordinator has to remain in the apartment building during the day for safety 
reasons (i.e., at least one staff has to be present) and is expected to respond to participants’ 
emotional and practical support needs – e.g. helping them with transportation, checking 
on their babies or responding to support requests for parenting assistance or respite, 
providing one to one support, arranging appointments, checking on the women in the 
apartments to ensure they are not having problems, etc., while also balancing her roles as 
Coordinator and Facilities Manager. For these roles she is expected to develop group 
programming, connect with community resources, buy food for the weekly informal 
residence meals, and coordinate responses to maintenance problems. 
 
As well, the program originally included a Child Life Worker (CLW) position to work with 
the children of women in supported housing. A CLW was hired but there was no space 
available to house childcare, making it difficult for the CLW to do her job. The CLW 
subsequently resigned and the position has not been filled.     
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Program Partners 
RHMFF is primarily a partnership between the MSS and RQHR. For MSS to be involved 
there has to be an open child protection file; this means that the women who reside at the 
apartment are at risk of having their child apprehended and/or already have children in 
the child protection system and are potentially working towards reunification. Two social 
workers, in addition to the SWAP Coordinator and staff, are assigned to the program to 
help the program participants address these issues.  
 
According to evaluation informants, the overall treatment plan for the women is the 
responsibility of the RQHR/RHMFF staff. However, it was not clear that this was a 
universally understood or a shared perception. 
 
Issues between the partners have emerged, in terms of coordination and communication 
between the two staff teams (i.e. RHMFF and SWAP) and between the outreach and 
supported housing components of the program. These are described below: 
 

• Both partners - RQHR and Social Services (via the contract with SWAP) - have staff 
and a coordinator on site but they have differing responsibilities, budgets, and 
contractual obligations. The RQHR is responsible for the building, and the RHMFF 
Program Coordinator has overall responsibility for the outreach and residential 
components of the program including development of a case management plan for 
each woman in the supported housing/residential component. The SWAP Co-
coordinator reports to the Executive Director of SWAP and is accountable for 
fulfilling the terms of the contract with Social Services – i.e., providing 
afternoon/evening/weekend activities and support services including cultural 
supports for the women residents. SWAP has no direct involvement with the 
outreach program or clientele. 
 

• Each partner has strong relationships with other agencies that are beneficial to the 
program overall. For example, MSS is familiar with income assistance services and 
RQHR, with the hospital, addiction services, and the Four Directions Clinic where 
outreach programs take place. SWAP is an established agency in the community 
and has built trusting relationships with high-risk women. SWAP staff also know 
which community resources the women trust. However, it was not apparent that 
the teams were appreciative of each other’s strengths, expertise, and contributions. 

 
• There may also be different understandings as to what ‘recovery’ means; these 

different understandings may be borne in part from the differing approaches and 
backgrounds of the partners (i.e., community based organization, social services, 
health).  
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• The two staff teams/coordinators have yet to develop a common vision for how to 
work with program participants and with each other; they each have their own 
perspective arising in part from their professional training, backgrounds, and 
‘location’. Currently the lack of a common vision along with differing 
professional/agency cultures and language is giving rise to mistrust and judgements 
about each other’s way of working. Both coordinators also expressed concern that 
the women in supported housing were receiving mixed messages as a result of the 
lack of a collaborative approach.  

 
• Apart from the Coordinators, the staffing cohorts have relatively little contact with 

each other due to their different schedules and obligations. A communication 
log/book is used by the evening/overnight/weekend staff to communicate with 
incoming day program staff. 

 
Relationships with community service providers and agencies were still being developed 
and/or were a source for information, referrals, and resource sharing. For example, 
RHMFF staff were beginning to attend a semi-annual regional meeting of Aboriginal 
agencies, in order to get to know that sector better. The RHMFF Coordinator is a member 
of the Prenatal Partnership Committee, which is a venue for sharing ideas and resources.  
 
The community has strongly supported the program through donations for the apartments 
that exceeded expectations, as well as offers from community service providers to provide 
free services related to pregnancy.  
 
 

Program activities 
Program activities are wide-ranging and reflective of the needs of the program 
participants. For example, staff provide program participants with: 

• Transportation to appointments, e.g., doctor, income assistance, parenting groups 
(at Four Directions Clinic)  

• Immunizations for participants’ children 
• Advocacy and counselling support 
• Connection to other community-based programs 
• Assistance with practical life skills, e.g. paying bills, cooking, budgeting 
• Help ensuring children get into school – and to school on time 
• Housing 
• Finding and applying for day care 
• Respite 
• Addictions counselling (a limited amount) 
• One-to-one support and information (e.g. parenting, reproductive health, 

addictions information) 
• Prenatal and post natal support 
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• Case conferencing 
• Peer mentoring 
• Social activities 
• Cultural program activities 

 
As well, at the apartment, weekly group meals are held; staff find that the residents 
respond well to the group meals as many have little to no experience with basic meal 
preparation. The mealtime provides staff with another more informal way of connecting 
with the program participants and their children.  
 
 

Key milestones 
Program staff and managers identified some major milestones. The first had to do with 
completion of the apartment and that it was full with a wait list of four women for the next 
available apartment (likely at the end of February 2014).  

Just being here for one another has been an awesome experience; I wouldn’t have 
imagined this type of place opening up and I’d like to see more places in the future. 
(Peer Mentor) 

 
Another milestone is the presence of the social workers and the engagement of a harm 
reduction approach by MSS. 

The harm reduction approach is a stretch for MSS. It is a journey for MSS to 
embrace this. (Program partner) 

 
Several milestones have to do with the observed progress for the women in the apartment. 
Specifically: 

• The birth of the first drug-free baby to a woman who was going to have her child 
apprehended at birth, but after moving into the apartment she was able to keep her 
baby with no child protection file opened for her. 

• One woman had her child returned to her care in a very short time.  
• Three pregnant women were having healthy pregnancies with limited substance 

use (and safer substances when using); one has taken small steps toward sobriety 
since being involved with the project. 

• Families have been able to access supervised visits in their homes. 
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Program participants 
The target set for RHMFF by the Ministry of Health is for the program to provide service 
for 30 outreach participants and 10 women in supported housing.  
 
Who are the Outreach Participants? 

 
At the end of February 2014, there were 20 outreach participants and 11 women in the 
residence for a total of 31 RHMFF participants. A breakdown of participants per each 
component follow: 
 

Table 5: RHMFF Participant Summary 
 

Outreach Participants Residential Participants 
20 participants 
• 16 as of 

October 2013 
• 1 new per 

month, Nov/13 
to Feb/14 

 

Under 20       = 1 
20-29 yrs old = 15 
30-39 yrs old = 3 
40+               = 1  
 

11 residents 
• 7 as of November 

2013 
• 2 in December 

2013 
• 2 in February 2014 
1 resident stopped was 
discharged in February, 
2014  

Under 20       = 1  
20-29 yrs old = 7 
30-39 yrs old = 2 

1 woman in 1st 
trimester upon 
entry 
 
5 women in 3rd 
trimester upon 
entry 
 
This was not the 
first pregnancy 
for any woman 
 
1 woman had 
no prenatal care 

80% Aboriginal 
/Métis 
20% non-
Aboriginal 

100% Aboriginal/Métis 
 

2 women in 1st 
trimester upon entry 
 
2 women in 2nd 
trimester upon entry 
 
1 woman were in 3rd 
trimester upon entry 
 
3 residents were 
pregnant for the first 
time 
 
2 women had no 
prenatal care 

 
Supports requested and accessed by RHMFF participants: housing, food, addictions, 
prenatal, post natal, transportation, advocacy. 
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The women in the outreach component of RHMFF had 54 children between them, and as 
seen in Figure 2, over half (57%) were living in care. As well, 75% of participants have 
involvement with child welfare. 
 

Figure 2: Outreach Participants: Number of Children & Number living in care 

 
  

With respect to housing, the majority of women reported having adequate market based 
housing, though at the same time six had no fixed address (Figure 3). 
 

Figure 3: Types of housing – outreach participants 

 
In relation to income: 

• 19 received income assistance 
• 1 had no fixed income 
• 1 was in school or training program 

 
The majority of women had a high school education but had not completed high school: 
 
 

14	  

19	  
21	  

32	  

23	  

Under	  2	  yrs	   2	  to	  5	  yrs	   5	  yrs	  and	  
older	  

Children	  in	  
care	  

Children	  
living	  with	  
parent	  

13	  

6	  

1	  

Adequate	  housing	  

No	  :ixed	  address	  

Shelter/supported	  
housing	  



 

http://www.notabeneconsulting.ca  RQHR 19 
2014	  

Figure 4: Education 

 
The women living in the apartment had similar characteristics. As seen in Figure 4, there 
were 20 children altogether and the majority were living in care. Five women were 
pregnant at the time of moving into the residence. Several children lived with their mother 
at the apartment and nine children visited regularly. The children’s visiting was a 
component of assessing their mother’s readiness for reunification of the family. 
 

Figure 5: Residential Participants: Number of Children & Number living in care 
 

 
Two thirds of the women had no fixed address prior to residing in the supported living 
residence (Figure 6).  
 

Figure 6: Types of housing – outreach participants 
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In relation to income, 100% of the residents received income assistance; 10 had less than 
grade 12 and 1 had some post secondary education. 
 
Referrals for RHMFF came from a number of sources: Healthiest Babies Possible, Babies 
Best Start, Ministry of Social Services, SWAP, and Addiction Services 
 
In November 2013, seven apartment residents were actively seeking support from the 
evening/weekend staff; in December this increased to nine.  
 
Some of the areas of one-to-one support that residents requested and accessed included3: 

• Traditional Supports (i.e. traditional programming) 
• Spiritual (i.e. explores self-purpose) 
• Nutrition (i.e. prenatal, breastfeeding) 
• Health (i.e. prenatal care; children’s health; substance use) 
• Child Care (i.e. parenting; at home) 
• Safety (i.e. household; physical, personal boundaries) 

 
There were also requests for Elders, pow wows, ceremonies, but for reasons that were not 
provided, residents had not yet accessed these types of supports. 
 
 

Program strengths 
The evaluation revealed unanimous agreement amongst informants (program 
staff/managers and partners) on the strengths of the program. These were described as: 
 
The partnership 

• The impact of the partner relationship between MSS, housing, health, and 
community agencies, including SWAP, that brings together child protection, health, 
addictions, and social supports, cannot be underestimated. While improvements 
could be made to the partnership structure, evaluation interviews revealed 
considerable good will and recognition that working together to serve high-risk 
pre/post natal women was a positive step in the right direction and was making a 
difference for program participants. 

 
One strength is creation of the partnership between MSS, housing, health, 
and a community agency – we are all working together. (Program Partner) 
 

• Through the collaboration, problems typically caused by differing systemic rules 
and regulations could be more easily resolved, thereby creating less disruption in 

                                            
3 Information provided by evening/weekend staff; does not include supports requested during the daytime. 
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the lives of highly marginalized women and their families. It also means that as 
situations or opportunities emerge, the relationships are already in place that can 
lead to collaborative decision-making.  
 

A strength is that through the creation of the partnership, we don’t have to 
disrupt family dynamics through apprehension of children. (Program Partner) 

 
Supported housing 

• The supported housing component was highlighted as working well. The presence 
of 24/7 staffing in the apartment gives MSS staff more confidence about working 
within a harm reduction framework, knowing that women and their children are in 
a safe place. Moreover, MSS is able to assess program participants’ ability to care 
for their children in a natural environment, which may in turn enable earlier 
reunification and/or reduce the need to open a child protection file. MSS staff are 
hoping that RHMFF will become a model for other programs. 
 

We have confidence that the apartment is a safe environment so we don’t 
have to intervene. (Program Partner) 

 
Increased understanding of partners’ perspectives and ways of working 

• The working relationship between RQHR and MSS also helps the partners to better 
understand each other’s mandates and expertise. For example, MSS staff have a 
better understanding of addictions and RQHR’s harm reduction approach while 
RQHR staff have a greater understanding of child protection issues.   
 

The harm reduction approach is a stretch for MSS. it has been a journey for 
MSS to embrace this, so lots of trust building is needed, but this program 
and setting have paved the way for other programs that we might want to 
create. (Program partner) 
 
The partnership has given us a better understanding of each other. (Program 
partner) 
 

• Having designated social workers on-site at the apartment to work together with 
the residents to try to avoid the need for intervention or removal represents a new 
way of working for MSS. Two social workers are assigned so that there is 
consistency for program participants in the residence as well as for other staff 
members of RHMFF. As well, having two social workers assigned to the program 
means that should one leave, the program participants are able to carry on with an 
established relationship with the remaining social worker who, in turn, can 
introduce a new social worker.  
 

It is new for MSS to have social workers on site at the apartment. We didn’t 
want different staff to be a barrier so two staff were assigned to work with 
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the program. The staff were chosen specifically to work here – they are 
parents, have a wealth of child protection experience, and wanted to work 
with this population. (Program partner) 

 
Committed, dedicated staff 

• RHMFF staff are passionate about their work, the program, and the women in the 
program. Their commitment and dedication were seen as vital to achieving positive 
outcomes with program participants and to resolving some of the implementation 
challenges noted elsewhere. 
 

• Another strength noted was the inclusion of peer mentors who are experiential to 
act as role models and supports for program participants in the supported housing 
component 
 

I am here as a mentor – relating my stories and how I’ve been through it all 
and look at me now. I know a lot of the women from my old lifestyle and it 
is such a blessing to see them grow and blossom into young confident 
women and handle their struggles in a good way. (Peer mentor) 

 
Participants’ engagement in the program and development of trusting relationships 

• For the outreach component of the program, the fact that participants continue to 
return and to seek help was seen as positive. This is a first and crucial step in 
establishing a connection and basis for developing trusting relationships between 
staff and program participants, which is the foundation for change.   

 
Program participants are accessing a range of key services 

• In keeping with comments that working together was making a difference for 
program participants, evaluation informants (program staff/managers) noted that 
participants were seeing doctors and pre/post natal services that they would not 
otherwise attend. Moreover, previously program participants would have had to go 
to multiple appointments in order to obtain much needed services (e.g. financial 
aid, child protection, addictions counsellor), whereas now all of those service 
providers met with them at the apartment.  
 

There are no barriers to new mothers receiving services because it is in- 
house. Compare this to what it would cost to contract for all these services 
piecemeal - for what would be disjointed delivery. (Program partner) 

 
 

Program challenges 
Evaluation informants identified several challenges. Some had to do with program 
management and development – i.e., communication between the key partners and 
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development of a common vision for working with program participants and with each 
other – while others are related to practice and program development. The key challenges 
are described below: 
 

Program management/development issues 

Management of the outreach and residential program components 
• According to interviews with program staff/managers and partners, there is no 

connection between the outreach and supported housing program participants. In 
fact there were differing views as to whether outreach was ever intended to be part 
of the original plan/proposal. Some evaluation informants regarded the outreach 
component as a distraction that was continuously stretching RHMFF staff and 
drawing them away from development of (daytime) programming and activities for 
the women. Some regarded co-location of the outreach and residential program 
components as an unworkable model – at least in the current facility.   

• Administrative processes such as discharge planning or guidelines for transitioning 
women out of the program have yet to be developed, in part because of the 
demands on the Coordinator’s time from the outreach component. (It should also 
be noted that the supported housing had only been operational for 2 months at the 
time of the evaluation interviews, whereas outreach had been operational for 12 
months.)  

• A related challenge has to do with program management; there were differing 
views as to who is responsible for what and whether there is one overall Program 
Manager. For example, the SWAP team has no connection with or responsibility for 
the outreach participants whereas the RHMFF Coordinator and staff are responsible 
for both.  Flowing from this were questions as to what the boundaries were with 
respect to supervision of staff and what level of program input could be reasonably 
expected or was desired from both groups of staff and/or Coordinators. 

 
Agreement on roles and responsibilities 

• The Coordinators come from different organizations, each with its own values, 
perspectives, and cultures and differing conceptualizations of the goals and 
objectives of the program. This was giving rise to questions such as whether the 
SWAP coordinator was required to be on site during the day, whether the RHMFF 
coordinator was able to devote enough time to the supported housing program 
component, and what level of input could be reasonably expected or was desired 
from each. The lack of a common vision and understanding of the respective roles 
and responsibilities is contributing to confusion, frustration, and resentment.  

 
Building management 

• Each partner has an investment in the apartment in terms of funding and other 
resources but neither was familiar with running a housing program. As such, there 
was a lot for both partners to learn and work out together. Operational 
management is shared between MSS and RQHR. Finding space for the program 
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and for staff within the building was a challenge initially and necessitated removal 
of two units from the rental pool for conversion into meeting and office space. 
From a revenue/funding perspective, this adds to the cost of the program. As well, 
as the partners worked together to bring the program to fruition, they also 
encountered various regulations that led to adjustments in terms of how the 
building is being managed. Given that this is a supported housing program, they 
both wanted to avoid having the apartments treated as market rental units and 
under landlord-tenancy regulations. Hence, MSS issues a cheque to the housing 
society each month for unit rentals and property upgrades while the RQHR is 
responsible for day-to-day management of the building.  

 
Practice issues  

Engaging program participants and case management 
• Program participants – all of whom are high-risk - were described as being 

challenging in terms of relationship development. Many do not have working 
phones; hence missed meetings and appointments are common as well as time 
consuming. Program participants living in the supported housing were reported to 
be experiencing isolation and loneliness and needing considerable support; they 
were not used to the quiet of the building and living in the spaciousness of their 
own apartments. At the same time, from program staff’s perspective, they were also 
slow to respond to overtures to take part in groups, and only a couple regularly 
attended group sessions.  
 

• Building trust takes an investment of time. RHMFF staff are finding this challenging 
given the multiple demands on their time in terms of responding to expectations 
from the outreach participants and facilities management. At the same time, 
working with this population (i.e., women dealing with poverty, child welfare 
issues, problem substance use, substandard housing, violence and abuse, and/or 
mental health issues) was something that SWAP had a reputation for doing well, 
and while there was some desire to learn from SWAP’s knowledge of community 
engagement with high-risk women, there is also no opportunity for this to happen 
without a commitment to working collaboratively and respectfully together.  
 

• Case management planning could provide an opportunity for collaboration but this 
has been slow to get off the ground, and as of January 2014, only one case 
conference meeting had taken place. Without a plan there isn’t a shared 
understanding of women’s support needs and goals, thereby increasing the 
likelihood that program participants receive mixed messages about what they could 
expect from staff and the program.  
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Suggestions for program improvements 
During the evaluation interviews, the following suggestions for improvements to the 
program were made: 
 

• Hold regular Working Group meetings to come to agreement about the roles, 
contractual obligations, and expectations for the two coordinators and to establish 
a mechanism for resolving disputes. This group could also address program policies 
and procedures related to intake, discharge, and ground rules for apartment living. 
 

• Have a van available for transportation of program participants. Being able to 
help program participants get to appointments is very important. Many would not 
be able to commit to or arrive at parenting groups, medical appointments, and so 
forth, without this assistance. Staff are currently using their own vehicles to provide 
transportation, which is not ideal. The RQHR recently received permission to 
purchase a van for this purpose. 

 
• Hold regular case management/case conferencing meetings. 

 
• Increase daytime staffing in the apartment in order to address the needs of 

participants, create daytime programming, and for overall program coordination.  
 

• Explore the option of having one overall Program Manager to whom all staff 
would report. 

 
• Expand and/or build connections with community agencies to build awareness of 

the program, for referrals, and to facilitate collaboration with other service 
providers/agencies.  

 
• Additional programming during the day in supported housing, would help 

residents begin to develop relationships with each other and a sense of community 
as well as provide them with healthy activities and structure.  
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3.2 Saskatoon Health Region 
In early spring 2013, the Saskatoon Health Region (SHR) received funding from the 
Government of Saskatchewan for an Intensive FASD Prevention Program entitled the 
IFASDPP.  
 
The Intensive FASD Prevention Program employs a collaborative delivery model, 
involving an interdisciplinary team of professionals providing case management, one-to-
one support, outreach including evening and after hours crisis support, group-based 
programming, and psychological services specializing in trauma and addictions. The 
program includes access to childcare, nutritional food, transportation, and supports to 
assist in acquiring safe and affordable housing.  
 
The team consists of a number of service providers from Mental Health and Addiction 
Services (Saskatoon Health Region), working in close partnership with health service 
providers employed by community-based organizations and independent service 
providers. Services are delivered primarily at a centralized site (Westside Community 
Clinic), within the ‘core’ high-risk West Side neighbourhood. 
 
 

Program History 
The Intensive FASD Prevention program represents a combination of new programming 
and the enhancement of existing programming geared to the target population.  
 
An example of the latter is the OASIS drop-in group, which was established in 2011 and 
now is a key component of the program. OASIS was created as a result of SHR Mental 
Health and Addiction Services managers and staff, along with partners from other related 
SHR programs such as Kids First, recognizing the need for group-based, drop-in 
programming for adults living in the West Side neighbourhood. The idea behind OASIS 
was to offer a welcoming space for women in the local community to experience safety 
and a sense of belonging in a place other than the street (i.e., that offered a supportive 
community and an alternative to the pull toward street life, intravenous drug use and/or 
sex work). Although OASIS has always been open to men and women, program planners 
developed OASIS with women in mind.   
 
Within its first couple of years of operation, OASIS established itself as being very 
successful, as evidenced by the regular attendance of a growing number of participants 
and by participants voicing their strong sense of ownership over the group (including 
naming the group OASIS, an acronym for Opportunity Acceptance Support Invitation 
Safe). OASIS also was highly responsive to participants’ needs and priorities, with topics 
for discussion being identified and selected by the group.  
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In fall 2012, the IFASD Prevention Program funding enabled the hiring of a dedicated 
Program Coordinator who also works as one of OASIS’s co-facilitators. With this added 
staffing, one person can facilitate the OASIS group while another staff either works one-to-
one with program participants who request individual support or is available to make 
referrals for participants to other services or programs.  
 
The IFASD Prevention Program funding also provided an opportunity for SHR program 
managers, staff and partners/stakeholders to engage in reflection about who attended 
OASIS and whether there were additional needs in the community that could be 
addressed though the new funding. At the same time, the team took time to engage in 
systematic program planning, including conducting a scan of best practice programming, 
and participating in the September 2012 FASDLive conference workshop on “Principles of 
FASD Prevention Practice” delivered by two members of the evaluation team.  
 
Program goals and objectives 

According to the program’s proposal, the overarching goals of the program are to enhance 
prevention activities and to provide a range of targeted services to women at risk of 
drinking and becoming pregnant, pregnant women consuming alcohol, and high-risk 
women with children up to age two.   
 
In the evaluation interviews, program managers, staff and partners framed the program’s 
primary goals as being:  

• To help women reduce their substance use during pregnancy by offering 
programming that is safe and addresses their needs from a wholistic perspective- 
i.e., to provide women with support and a circle of safety for themselves and their 
children; and 

• To create programming that provides women with a place where they can use their 
voice and feel a sense of ownership over services.  

 
As one community partner stated: “The program is less about services and more about the 
intentional sharing of power, giving women some say in how services are provided.” 
 
Guiding Principles/Theoretical Framework  
The 2012 proposal for the Intensive FASD Prevention Program stated that: 
 

Engagement, accessibility, responsive services and continuity of care are the 
cornerstones of the program. 

 
In keeping with the proposal, program managers/ staff and partners identified the 
principles listed in the Introduction as guiding the program’s implementation and 
development. For example, in speaking about the importance of being participant-centred, 
for example, one informant stated: 
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A lot of participants have never been comfortable in a group, so the fact that 
there is a sense of ownership over the group is important. (Program partner) 

 
Importantly, the Westside Community Clinic has a highly similar philosophy as the 
Intensive FASD Prevention program. The Clinic’s guiding principles include being: 
relationship-based and respectful; client-centred; and wholistic. As stated by the Clinic’s 
Director: “We won’t have a program run in this building that does not have funding for 
food and child care.” 
 
 

Program administration and implementation 
 
The knowledge gained through the team’s reflections led them to affirm that they “were on 
the right track” with OASIS, yet there was a need for both OASIS and a more intensive 
group geared specifically to pregnant and/or parenting women with substance use, mental 
health or violence/abuse issues. A key focus of this new group, to be named the Fire 
Within – Finding Our Voice, would be to support women to reduce any harms that they 
were living with, including harmful substance use, and find safety and belonging for 
themselves and their children. 
 
Another new component of the program was offering intensive psychological counselling 
for women who were ready to explore issues (e.g., violence, trauma) in their lives. A PhD-
level psychologist with specialization in trauma counselling and EMDR techniques was 
hired and provides weekly psychological services to up to eight women at any given time. 
 
An additional component of the program that was reconfigured and augmented through 
the FASD Prevention program funding was case management/one-to-one support to high-
risk pregnant and parenting women. One-to-one support had been provided by Outreach 
Workers on an outreach (i.e., not regularly scheduled) basis. With an aim to build on the 
supportive relationships that the Outreach Workers had established, the FASD Prevention 
program funding enabled hiring two Case Managers and a shift to a case management 
approach, which included regular, scheduled one-to-one support, individualized goal-
setting and planning, as well as ongoing review and follow up.  
 
Lastly, the FASD Prevention program funding enabled the SHR to enhance the provision of 
after hours crisis intervention services offered to Saskatoon residents in need; the SHR is 
contracting with the Saskatoon Crisis Intervention Service, a community-based 
organization, which was able to hire additional staff to provide augmented crisis 
intervention services. 
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Situating the Intensive FASD Prevention program within the Westside Community Clinic 
enabled the program to build on well-established partnerships (i.e., with the Westside 
Community Clinic and its interdisciplinary health providers) and on well-utilized group 
and individual client-directed programming.  
 
Funding  

In its first year of operation (2012-2013), the SHR’s Intensive FASD Prevention Program 
received $200,000 from the Saskatchewan Ministry of Health’s Targeted FASD Prevention 
program funding, with an understanding that as of 2013-2014 and in subsequent years, 
the program would receive an annual total of $400,000 from the Ministry of Health.  
 
Table 6 provides a breakdown of the SHR’s annual budget (2013-2014). 
 

Table 6: SHR’s Intensive FASD Prevention Program Funding 
 

Item Annualized Cost 
Addiction Counsellors (3 FTE) 
2 Case Managers; 1 Program Coordinator 

$197,259 

Program Coordinator and Program Manager 
Supervision-related support 

$ 27,000 

Psychologist / Trauma Specialist (.20 FTE) $ 21,141 
Medical Office Assistant: (.50 FTE) $ 19,900 
Crisis intervention services $ 80,000 
Child Care Providers $ 18,000 
Travel $ 11,000 
Food $ 13,000 
Space Lease $   6,200 
Program Supplies $   6,500 
TOTAL $400,000. 
 
In addition to the funding from the Ministry of Health’s Targeting FASD Prevention 
Program funding, the program has been receiving additional funding from the Saskatoon 
Health Region. This funding is being used to make up the rest of the Program 
Coordinator’s annual salary/benefits costs.  
 
To date, program managers and staff have not identified any issues or challenges 
associated with program funding. 
 
Staffing  

The program team is comprised of: 
• Full-time Program Coordinator who also provides supervision to the two Case 

Managers, outreach, and knowledge exchange activities, The Program Coordinator 
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has a background as a mental health therapist. Prior to implementation of the 
Intensive FASD Prevention program, this staff person worked at the SHR as a part-
time Outreach Worker and Facilitator of the OASIS program but wasn’t funded to 
provide program coordination.  

 
• Two full-time Case Managers (trained as Addiction Counsellors). Prior to 

implementation of the Intensive FASD Prevention program, these staff were SHR 
Outreach Workers; both Case Managers have longstanding relationships with their 
clients, many of whom are ‘at risk’ pregnant or post-natal/early parenting women.  

 
• Psychologist with PhD level training/expertise in trauma and addictions, as well as 

in Eye Movement Desensitization and Reprocessing (EMDR) - 1 day/week 
 
Based on interviews with program managers and staff, to date there have been no staffing 
issues or challenges. Staff stated that there was strong communication and collaboration 
amongst team members, and that they all employed the same philosophical and 
theoretical lenses in program delivery.  
 
Training 
The staff training that has taken place since the FASD Prevention Program started has 
focused on Motivational Interviewing and FASD-related training. In turn, several team 
members have partnered with the Saskatchewan Prevention Institute to deliver 
community-based knowledge exchange events on FASD. No issues or challenges 
regarding staff training were identified by program managers or staff. 
 
Supervision 
Program staff meet monthly as a team for program coordination, i.e., “to make sure that 
everyone is on the same page” regarding emerging issues. In addition, the Program 
Coordinator and the Case Managers meet weekly for case-related supervision and to 
discuss any participant-related issues. The Program Coordinator and team also typically 
meet daily to plan and problem-solve program-related issues, as needed. No issues or 
challenges regarding staff supervision were identified by program managers or staff. 

 

Program Partners 
The SHR’s FASD Prevention Program has several key partners, each of whom has played a 
pivotal role in the program’s development and early implementation. Key partners and 
their role(s)/relationship(s) with the FASD Prevention Program are described in Table 7. 
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Table 7: Key Partners and their Role within the SHR Intensive FASD Prevention Program 
 

Partner & 
Type of Org’n 

Description of services/activities Role(s)/relationship(s) to IFASDPP 

Westside 
Community 
Health Clinic 
 
 
Community-
based orgzn  

The Westside Community Clinic offers services by doctors, nurse 
practitioner; nurse; physical therapist, occupational therapist, 
Aboriginal Outreach worker, and Aboriginal counsellor. Lab testing 
(e.g., STI, HIV, pregnancy) is also available, along with referrals to 
specialists. Visiting specialists (e.g., psychiatry, obstetrics, infectious 
diseases) also come to the Clinic. Groups run out of the Clinic include 
OASIS, the Fire Within, SWITCH (clinical counselling, outreach and 
wellness focus), Homework Club, Fitness Food and Fun, and Food for 
Thought.  Participants can access on-site free child care. 

Provides integrated program space 
for OASIS and Fire Within, as well 
as office space for Program 
Coordinator; child care run on-site  
Referral source to IFASDPP  
IFASDPP is referral source for 
Clinic’s care providers and programs 
Partner in collaborative practice 

Central Urban 
Métis 
Federation Inc 
 
Community-
based orgzn  

CUMFI aims to improve the social, economic and cultural well-being 
of urban Metis people, and runs a number of family-focused, 
educational, economic development, recreational and housing-related 
programs, including supported housing for women and children, which 
is where a number of program participants live. 
 

Provides office space for the 
Program Manager and Case Mgrs 
Referral source to IFASDPP  
IFASDPP is referral source for 
CUMFI’s (housing) programs 
Partner in collaborative practice 

Kids First 
 
Healthy 
Mother, 
Healthy Baby 
 
Government/ 
SHR 

Kids First is a free, province-wide Early Childhood Development 
program; services including home visiting, counselling, early learning 
and childcare, and family support. Healthy Mother Healthy Baby aims 
to promote optimal pregnancy outcomes for pregnant teens and women 
with high-risk conditions. Many participants of both programs are 
dealing with poverty, low education, lack of social supports, family 
violence, problem substance use, substandard housing, limited coping 
skills, and under-employment.  

Kids First Manager was co-creator of 
OASIS in 2011 
 
Referral source to IFASDPP  
IFASDPP is referral source for Kids 
First and HMHB 
Presenters at OASIS/FW groups 
Partner in collaborative practice 

Saskatchewan 
Prevention 
Institute 
 
Community-
based orgzn  

Saskatchewan Prevention Institute is a non-profit organization that 
works to raise awareness and educate others about the prevention of 
disabling conditions in children. SPI has long been a national leader in 
awareness building and knowledge exchange related to FASD. 
 

Provided staff training on FASD 
Partner in co-facilitating 
training/education re: FASD for 
schools, community organizations 
and broader community 
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Additional stakeholders are involved in the Intensive FASD Prevention program as referral 
sources and as agencies to which program staff refer participants for services or with 
whom program staff work collaboratively in case-related planning/support. These partners 
include: 

• HIV, Detox and Methadone Clinics (SHR programs) 
• Adult Community Mental Health (SHR program) 
• YWCA supported housing and programs (Community-based organization) 
• Saskatchewan FASD Support Network  (Community-based organization) 
• Ministry of Social Services – Family Division (Government) 

 
Based on interviews with program staff, managers and partners, partnerships are viewed as 
going quite smoothly and are in keeping with the relationships envisioned when the 
program was in development.  
 
 

Program activities 
A point-form description of each of the FASD Prevention program’s primary activities 
follows. 
 
Fire Within – Finding Our Voice Group 

• Group was created following the success of OASIS, and began running in January 
2013 with funding from the FASD Prevention Program funding  

• Group is geared to pregnant and parenting women with substance use, mental 
health and/or violence and abuse-related issues 

• Runs as a ‘closed’ (i.e., registered, not drop-in) group, by referral from a variety of 
sources including Westside Clinic, Methadone Clinic, YWCA, Ministry of Social 
Services, KidsFirst and Healthy Mother Healthy Baby programs 

• Approximately 10-15 people attend each group; group’s maximum size is 15 
• Group runs in cycles of 8-9 week sessions. Each cycle of the group has a specific 

topic, which is selected by group participants 
• Current topic/focus is Parenting; previous cycles have focused on ‘Coping with 

stress’, ‘Lifeskills’ (including eating well, yoga and exercise, setting boundaries, 
vision boards and healing), ‘Budgeting and Employment Readiness’ and 
“Parenting/Nobody’s Perfect’. 

• All sessions begin with a circle check-in, which provides participants with an 
opportunity to express any thoughts, feelings, issues they are currently having. The 
group facilitators have learned from experience that having a theme to the check-in 
works well, as it provides a focus yet allows for reflection. 

• Participants receive a certificate when they complete the cycle of sessions, which 
shows each session that they attended. This has been well-received by the group. 

• Participants in need of other services, e.g., counselling, crisis intervention, housing, 
alcohol or drug services, can be referred/connected by staff, often immediately. 
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OASIS (Opportunity Acceptance Support Information Safe) group 
• Group started running in March 2011 with funding from SHR 
• Runs as a drop-in group; open to women and men 
• Approximately 15-25 people attend each OASIS group session 
• There are 2-3 Co-facilitators of OASIS at each session: one facilitates the group; 

one typically provides one-to-one support to group participants; and one may be 
on hand to oversee logistical arrangements for the group  

• Topics are chosen by the group (with ideas provided by the facilitators); Nobody’s 
Perfect has run for 6 weekly sessions, due to popular demand 

• FASD is an ongoing topic for groups, as is life skills, healthy recreation, community 
resources, parenting and child development, culture and spirituality 

• OASIS participants developed a set of Group Rules, which are: Respect; Privacy; 
Sobriety; Honesty; Breaks; Cell phones to vibrate; Child care; Have fun! 

• Ideas for topics and group activities come from group members, and then a 
calendar for the month is created by the Program Coordinator.  

• Topics/activities have included: volunteering (at the Food Bank); goal setting; 
budgeting; resume building; yoga, recreation and fitness; information about other 
programs or community resources, e.g., food bank, detox, social services; 
traditional Elders lead Circles, beading, crafts; movie days; circle check-ins 

• Having some of the sessions be opportunities for participants to volunteer has been 
very well-received and allows people to give back to community. 

• Participants in need of other services, e.g., counselling, crisis intervention, housing, 
alcohol or drug services, can be referred/connected by staff, often immediately. 

 
Intensive Case Management/One-to-one support  

• Referrals for Case Management come from a variety of sources, including the 
Methadone Clinic, Detox, Westside Clinic, Public Health, supported housing 
programs such as Baby Steps, and Social Services); participants also are women 
participating in the Fire Within or OASIS groups  

• The program/service is voluntary and cannot be mandated (e.g., by Social Services) 
• The Program Coordinator has about 10 clients whom she sees actively on a one-to-

one basis; the two Case Managers each have 10-15 clients on their caseload 
• One-to-one support often leads to referrals (and transportation and 

accompaniment) to other health and social services, including substance use 
treatment, prenatal and postnatal visits to health care providers, court, income 
assistance, child welfare social workers, and supported housing geared to early 
parenting women with substance use issues (e.g., EGADZ Baby Steps) 

• Currently, there is no timeframe or time limit for Case Management services 
 
Psychological (Trauma Intervention Specialist) services 

• Psychological services were deemed to be a priority component of the Intensive 
FASD Prevention Program in view of staff and managers’ observation that many of 
the OASIS and Outreach participants needed to address the trauma in their lives in 
order to deal with their substance use problems.  
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• Psychologist is Aboriginal and incorporates traditional healing/ceremony into her 
work with women 

• Psychological services began as a component of the program in October 2012  
• Clients have to be women and participants of the Fire Within or OASIS groups; this 

is important since it ensures that the women have a(nother) source of support 
• Clients involved with EMDR typically receive up to six months of intensive therapy 
• After they are referred for intensive psychological services, women typically are 

connected with and see a counsellor (often one from the Westside Clinic) while 
they wait to see the psychologist. This helps women get prepared for the trauma 
work and also provides them with someone else who can be a support to them. 

 
Child care, food and access to transportation  

• OASIS and Fire Within participants are able to access free child care on a drop-in 
basis while they are attending groups; child care is provided at the Westside Clinic  

• There currently is no limit to the number of child care spaces available nor are 
there rules regarding the ages of the children  

• A meal and coffee/snacks is provided during OASIS and Fire Within groups 
• Participants can obtain bus tickets to enable participation in program activities 

 
 

Program participants 
Demographic information is provided below for the program participants who have 
accessed Case Management services, as well as for the participants of the Fire Within 
group (many of whom may also be receiving Case Management services)4. 
 
Case Management participants 
When the Case Management component of the program began in fall 2012, the two Case 
Managers opened files for a total of 24 participants; these were women with whom the 
Case Managers had pre-existing relationships based on their prior counselling/support.  
 
During the timeframe of this evaluation (September 2013 – January 2014), an additional 
eight participants began receiving Case Management services. At the same time, over this 
five-month timeframe, six participants were discharged from the program. Thus, as of the 
end of January 2014, a total of 26 participants are accessing Case Management services 
through the FASD Prevention program. 
 
All participants accessing Case Management are women. In addition, of the 32 
participants who have received Case Management services during the evaluation 
timeframe:  

                                            
4 Given	  that	  OASIS	  is	  a	  drop-‐in	  group	  and	  registration	  is	  not	  required,	  it	  is	  not	  possible	  to	  generate	  demographic	  
information	  about	  these	  participants.	  	   
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16 (50%) are age 20-29 
13 (41%) are age 30-39 
2 (7%) are age 40-49; and  
1 (3%) is < age 20 

 
Twenty-eight of the 32 women (88%) who have accessed Case Management services are 
Aboriginal/ Métis, and four (12%) are Caucasian. 
 
Two of the 32 women accessing Case Management services were pregnant, and of these 
two, one had not accessed any prenatal care (i.e., before Case Management services). 
Neither of these pregnant participants was in their first pregnancy. Five participants (16%) 
are HIV+. 
 
Fire Within Participants 
Output data provided by staff indicated that a total of 17 women participated in the 8-
week Fire Within group sessions running in September – October 2013. During the next 
round of Fire Within sessions (November – December 2013), there were a total of 21 
women that participated, and 14 of these were new – that is, had not participated in the 
previous cycle of the Fire Within. 
 
As previously noted, some of the women participating in the Fire Within also accessed 
Case Management services through the program, and the demographic profile of the Fire 
Within participants were comparable to that of women involved in Case Management 
(i.e., the majority of participants were First Nations, and most were between the ages of 20 
and 40. Three women self-reported as being HIV+. 
 
 

Program strengths  
Based on interviews with program staff, managers and program partners, the Intensive 
FASD Prevention program had a number of strengths; the main program strengths 
identified by informants were: 
 
Participants’ engagement in the program and development of trusting relationships 
Staff, managers and program partners were unanimous in emphasizing that women’s 
engagement in the program – the fact that they come regularly to the program and to 
appointments and that they keep on coming – was a significant program strength. This was 
particularly noteworthy given that many program participants hadn’t previously had 
positive experiences with services and/or group programming. Informants also noted that 
participants’ experience of the program as safe and welcoming was an important factor in 
their development of relationships and connections.  
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Sometimes the women fall off, but they come back – that is one of the program 
strengths. (Program staff) 
 
Participants feel comfortable and safe. It’s incredible that the women are so 
attached. (Program partner) 

 
 
Program’s flexibility and client-directed service delivery model 
As a related theme, informants believed that another program strength was its client-
centred approach; this was perceived as contributing to participants’ engagement in the 
program. Illustrating this theme, informants stated: 
 

Women feel heard and have a say in the topics that get offered within the groups. 
(Program staff) 

 
Committed staff and their genuine caring, respectful approach 
A number of informants emphasized that the program staff and in particular the 
Coordinator were a key program strength. They stated:  
 

[The Program Coordinator] has a lovely way of engaging and having people feel 
they've been heard. She’s got a gift – she’s a facilitator in the most elegant way 
possible. She’s responsive to people’s needs and desires in terms of learning more. 
(Program partner) 
 
The relationships that the Case Managers have developed with the women. The 
women continue to come back. They have a trusting relationship. (Program 
manager) 

 
Partnering and co-location with Westside Community Clinic 
Another program strength identified by informants was the partnership between the SHR 
and the Westside Community Clinic and the FASD Prevention Program’s co-location at 
the Westside Clinic. Informants believed that situating the groups within the Clinic 
promoted participants’ sense of comfort and community.  Moreover, having child care on-
site – and providing food and access to transportation - were recognized as important 
factors in participants’ sustained engagement in the program. As informants told us: 
 

People feel comfortable at the Clinic. To go upstairs to the groups thus isn’t so 
much of a stretch. (Program partner) 
 
Having child care on-site, as well as meals and access to transportation – these are 
all huge factors in the success of the groups. (Program partner) 
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Participants receive support and provide peer support to each other  
A theme that emerged as a program strength - and one that is also a participant outcome - 
is that the program enabled participants to experience support and to provide one another 
with peer support. As noted by a program manager:   
  

The support that the women experience: They have a safety net. They share in 
good times and also in bad times. They know that we’re there for them when they 
need it. There’s real trust there. (Program manager) 
 

Program is becoming increasing known and sought out 
As a final key theme, program staff, managers and partners noted that community 
awareness about the FASD Prevention program was growing, largely due to word of 
mouth from program participants. This was viewed as an important strength as it spoke to 
participants’ positive experiences with the program and to its accessibility. 
 

The program is well known in the city – I’m struck by this. (Program manager) 
 

The program is growing in size due to word of mouth – it’s attracting more clients 
and clients to the Clinic. (Program partner) 

 
 

Program challenges 
According to evaluation informants (program staff, managers and partners), to date there 
have been very few challenges in implementing the SHR FASD Prevention Program. 
Indeed, the only challenge that was identified concerned the costs of the on-site childcare, 
which is an item in the program’s annual budget. According to the program team, 
childcare costs were high; nevertheless, all informants appreciated that childcare was an 
invaluable and essential component of the program. In one informant’s words: 
 

Childcare (is a challenge). It’s really expensive for us.  But, if we don’t have 
childcare, the women won’t come. (Program manager) 

 
 

Suggestions for program improvements 
Program staff, managers and service partners identified several ideas for ways to improve 
the Intensive FASD Prevention program. These suggestions included: 
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• Offering intensive cultural / traditional healing activities on a regular basis 
 

I would love to take the women to a sweat or to have monthly sweats available. 
Similarly, it would be great to have opportunity for participants to go to a powwow 
and/or take part in other intensive cultural activities. Costs are currently a barrier to 
this. (Program staff) 

 
• Convening team and community-wide reflective practice discussions regarding 

trauma-informed service delivery, including ways to prevent vicarious trauma  
 

It would be good to meet as a larger group – program team and the community of 
service providers - and reflect on whether we are truly trauma-informed. We might 
look at whether people are not coming, and how we work with people who are 
difficult to accommodate. Also, what can we do to build a support network for staff 
to help prevent vicarious trauma? (Program partner) 

 
• Exploring opportunities to enhance after hours support for participants 

 
It would be helpful to have another worker, and we’d like to see more weekend 
support. It would be good to discuss how to stretch the resources we have. 
(Program manager) 
 

• Encouraging linkages with other community-based programs, so that participants 
can extend their networks of support 

 
It would be nice for the Fire Within group to link more with other programs in the 
community to ensure that women can participate in other programming that is 
known to be trauma-informed and safe. We may want to resurrect community-wide 
planning that used to exist. (Program partner) 

 
	  
	  
	  
	  
	  
	  
 



 

www.notabeneconsulting.ca  PAPHR 
2014 

39 

3.3 Prince Albert 
In the spring of 2012, Prince Albert Parkland Health Region (PAPHR) received funding 
through the Saskatchewan Ministry of Health’s Intensive Fetal Alcohol Spectrum Disorder 
(FASD) Prevention Program (IFASDPP) to promote community collaboration and to 
increase outreach, comprehensive case planning, and pre- and post-natal primary care for 
high-risk women served by the PAPHR. The PAPHR Harm Reduction Initiative is a 
partnership between the Health Region and Family Futures, a community-based 
organization.  
 
Similar to the projects in Regina and Saskatoon, the target population for the PAPHR 
initiative is high-risk women. The PAPHR Initiative recognizes of the reality that women 
who may have experienced poverty, violence, abuse, trauma, racism, and isolation or 
insufficient social support (i.e., poor social determinants of health) and who have 
substance use issues often will not seek out prenatal care because of fear of child 
apprehension, stigmatization, and mistrust of service providers.  
	  

Program History 
The timing of the provincial funding was fortuitous because it enabled the community to 
implement aspects of a plan that began in 2010 when an obstetrician and hospital 
managers in the obstetrics ward at the Victoria Hospital in Prince Albert began working to 
improve pre- and post-natal care for at-risk women, especially those using alcohol and 
drugs. As part of the planning, this group organized a conference in February 2012 that 
brought together a comprehensive range of service providers who worked with at-risk 
women in the surrounding communities to hear Dr. Ron Abrahams from the Fir Square 
Maternity Unit, BC Women’s Hospital and Health Centre. Immediately following this 
conference, three committees were struck to develop a plan for how the community could 
move forward with improving services and outcomes for highly marginalized women who 
were pregnant and/or had recently given birth: 
 One committee or ‘team’ set about investigating the creation of a primary care clinic in 

a user-friendly environment; 
 A second team explored “rooming in” as an option to provide more compassionate 

care to substance-using women and their newborns during and after delivery; and 
 A third team explored how to improve the overall pre- and post-natal care for at-risk 

women through outreach and a more collaborative referral and discharge planning 
process.      

 
The maternity ward managers were committed to “rooming in”, whereby women with 
newborns requiring extended hospital stays due to their mother’s substance use, thus it 
was implemented shortly after Dr. Abrahams’ presentation at the conference. Women are 
encouraged to remain in the hospital and participate in the care of their infant regardless 



 

www.notabeneconsulting.ca  PAPHR 
2014 

40 

of what the ultimate plan is for the child, i.e., to remain with the mother and family, or 
placement out of the home. The aim is to improve mother-child attachment and reduce 
stress while supporting the mother to plan for herself and her child upon discharge.  
 
The Intensive FASD Prevention Program funding enabled the community to implement the 
remainder of its plan, with the primary care clinic starting operations in the spring of 2012 
– a physician sees patients one half-day per week in a community-based clinic located in 
the Family Futures building. Hiring of two additional outreach staff at Family Futures 
occurred in August 2012, followed by the Nurse Practitioner in September of the same 
year. The hospital social worker, who leads the community collaboration meetings 
(Healthy Mothers, Healthy Babies and Their Circle of Care) and referral and discharge 
planning aspects was hired in January 2013. Since September 2013, the social worker has 
moved from her former position as a patient care social worker and has been able to 
dedicate 100% of her time to building community capacity and planning with women 
who deliver babies at Victoria Hospital in Prince Albert.  
 
Thus the PAPHR initiative is a combination of new programming, i.e., the social worker 
assigned to the Obstetrics Ward, the community clinic and the nurse practitioner, and 
augmentation of existing programming, i.e., additional outreach workers at Family Futures 
and “rooming in” at the hospital.  
 
Program goals and objectives: 

Overall, the goals as identified in interviews and from documents related to the 
community meetings are as follows: 

 To improve and increase the prenatal care of women at risk in the Prince Albert 
area, especially those who used drugs and alcohol during pregnancy  

 To improve outcomes for babies including reducing potential for FASD 
 To improve post-natal experience for at-risk women, especially in relation to child 

protection   
 To help mothers retain custody of their newborn and/or plan for the care of their 

newborn and reunification of families (i.e., mother and babe) 
 To promote collaborative practice with at-risk women who are pregnant or have 

recently had a baby 
 
In addition, Family Futures, the community-based organization that is funded to provide 
outreach services to at-risk women, states that its goals are to: 

 Promote and support healthy pregnancies among at-risk mothers to achieve 
positive outcomes 

 Promote personal growth and healthy lifestyle choices for at-risk parents to 
strengthen the family and create healthier environments for raising children 

 Promote and support healthy development for infants and children and to reduce 
risks to their physical, social, spiritual and emotional well-being 

 Improve the quality of nutrition for children, pregnant women and families 
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 Contribute to building community capacity to address needs of families at risk 
(http://www.familyfuturespa.ca/about.php)  

 
	  

Program administration and implementation 
 
The PAPHR and Family Futures, a community-based organization, are responsible for the 
delivery and management of the initiative in Prince Albert and surrounding communities. 
The two organizations operate independently in delivering the different aspects of the 
initiative, with the PAPHR assuming overall responsibility for the project and delivery of 
the primary care clinic, the social work services through Victoria Hospital and the nurse 
practitioner services, which are offered part-time in Prince Albert and part-time in the 
health centres at Big River First Nation and in the community of Shellbrook. Family 
Futures (FF), through a contract with the PAPHR, provides outreach services to at-risk 
women in the community and collaborates with the hospital social worker, Ministry of 
Social Services and other community based organizations in planning and advocating for 
the women and their infants.   
 
Both Family Futures and the PAPHR have engaged with community partners including the 
child and family services agencies serving Prince Albert and outlying communities, as well 
as numerous community based programs as they have moved forward with implementing 
the community’s plan to improve services and outcomes for high-risk women who are 
pregnant or have recently delivered a baby.  
 
As mentioned above, some community-based planning had taken place in early 2012. 
Nevertheless, some key players reported that they were surprised when they were 
informed that the funding was in place and the plan formulated by the community would 
be implemented. According to some evaluation informants, there was little or no 
consultation about the budget and staffing allocations, which has led to ongoing tensions, 
especially between Family Futures and the Health Region. From the perspective of the 
Health Region, the funding allowed it to support the community planning that had 
occurred in early 2012 and it didn’t feel further consultation regarding the funding was 
needed since the initiatives in the proposal submitted mirrored the planning process noted 
in the Program History section. 
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Funding 

Base funding for the program includes the following, shown in Table 8. 
 

Table 8: PAPHR FASD Prevention program funding 
 

 Year One 
[September 2012 
– March 2013] 

Future Years 

Staffing 
 
Detail 
 Sessional Physician 
 Social Worker 
 Nurse Practitioner 
 FF Outreach Support 

Workers (2 FTE)  

$187,345 
 
 

$374,693 
 

Detail  
 $35,000 
 $87,353 
 $134,340 
 $118,000 

Supplies $12,750 $25,500 
Total  $200,095 $400,199 

 
In addition to the funding provided through the Ministry of Health, Family Futures 
provides in-kind support to the initiative in the form of office space for the primary care 
clinic and a staff person to act as a part-time medical office assistant for the primary care 
clinic, i.e., booking appointments, ordering supplies, maintaining clinic space.  
 
While no one took issue with the overall amount of the funding, Family Futures 
respondents stated that they would like to see more funding allocated to Family Futures in 
order to increase the salaries and benefits for the outreach workers and the funding for 
administrative costs of the program within their agency. Furthermore, there were 
differences in perspectives about the allocation of the staffing (and subsequently the 
funding) for the initiative, which will be discussed further in the next section on staffing.    
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Staffing 

Staff for the project have been hired by each of the organizations to deliver the key 
components of the initiative.  
 
 

Family Futures (FF) 2 full time Outreach Workers  
In-kind Medical Office Assistant for clinic  

PAPHR  4 hours /week Sessional Physician for clinic 
1 full time Social Worker based at Victoria Hospital 
1 full time Nurse Practitioner - 1 day per week at FF, 
1 day per week at Big River First Nation and 2 days 
at Health Centre in Shellbrook, Sask. 

 
Family Futures  
Family Futures hired two additional Outreach Workers to complement their existing 
Outreach staff. At the time the funding began, the Outreach Workers had extremely high 
caseloads and there was a waiting list. The new funding has enabled the agency to reduce 
the waitlist, to reduce staff caseloads and subsequently stress levels, and to provide an 
increased level of service to the women who seek services, ensuring pregnant women 
receive sufficient support throughout their pregnancy and postpartum period. An 
additional Family Futures employee acts as the medical office assistant for the primary 
care clinic located in the Family Futures’ facility (in-kind support). She books 
appointments, orders supplies, and assists the physician as needed. All staff at Family 
Futures have professional degrees or certificates/diplomas in social and/or health service 
fields and are hired because of their education, experience and ability to create safe, 
respectful relationships with highly vulnerable women. 
 
PAPHR 
Both the Social Worker position dedicated to the obstetrics ward in the hospital and the 
Nurse Practitioner position are new positions to the Health Region. Both positions are full 
time and are supervised by Health Region Directors. The social worker previously worked 
in the hospital as a patient care social worker and comes with a background and training 
in child protection. She applied for and was he successful candidate for the new position 
in the obstetrics ward. The nurse practitioner is a former nurse with the PAPHR who has 
recently completed her nurse practitioner’s training. The physician, who provides primary 
care in the community clinic four hours per week, is hired and paid on a sessional basis 
by the Health Region. He is deeply committed to offering substance-using women primary 
health care that is patient-directed and that takes into account their lives and situations.  
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Staffing issues 

 
According to interviews with program managers/staff and community partners, there is 
considerable tension between the Initiative’s two partners directly related to staffing. From 
Family Futures’ perspective, there was little consultation regarding the funding allocation, 
decisions regarding staffing and how the project could/should unfold. As reported during 
interviews, the funding offer from the Health Region for the Outreach positions came as a 
surprise and the agency was caught off-guard and not able to give thoughtful input. As a 
result, the agency maintains that it did not ask for enough money, especially in 
comparison to what is received by the Health Region for salary and benefits. Others 
reported that:  

There was lack of direction related to the funding and expectations. It was a 
surprise how it rolled out.  

 
The discrepancy in salaries and benefits between the Health Region and Family Futures 
was raised several times as a sticking point and reflects to some extent the different 
organizational experiences and budget issues for non-profit and government 
organizations, i.e., salaries and benefits within the Health Region are determined by 
collective agreement whereas no such agreement is in place within Family Futures where 
salaries are dependent on available funding – a situation that is typical of most non-profit 
organizations.  
 
Moreover, as a partner, Family Futures believed they should have been consulted about 
the allocation of positions, specifically the Social Worker and the Nurse Practitioner role. 
Family Futures’ view is that because of their longstanding, successful work with high-risk 
women, their knowledge of the issues facing the women, and the trusting relationships 
they have developed over the years, that their agency would have been the best location 
to house all the services related to the FASD prevention program. In particular, Family 
Futures was unclear about the role of the Nurse Practitioner, and it has struggled to use 
that position effectively in the community. In interviews, Family Futures suggested that 
because the Nurse Practitioner position is “under-utilized”, not all of her salary should 
come out of the FASD Prevention funding and that any funds not earmarked for the Nurse 
Practitioner should go to Family Futures in order to increase staff salaries and benefits to 
bring them more in line with those of the Health Region.  
 
From the perspective of the Health Region, the funding was designed to improve 
outcomes for substance using women and their children through implementing the 
community plan developed in early 2012. Promoting and increasing access to pre-natal 
care was of primary concern not only for the women living in Prince Albert but also for 
those living in the smaller, remote communities served by PAPHR. The Health Region 
viewed the Social Worker and Nurse Practitioner roles as ways to increase services to 
those underserved communities. As well, the Health Region believed they had listened to 
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the community by funding a position in the hospital that would facilitate a more positive 
birthing experience for women who were coming in with significant challenges related to 
substance use and the social determinants of health, e.g., poverty, poor nutrition, poor 
housing and lack of pre-natal care.  
 
The Social Worker role assigned to the hospital was intended to promote greater multi-
disciplinary collaboration amongst service providers through facilitation of the Healthy 
Mothers, Healthy Babies Working Group, reduce the number of crisis oriented child 
apprehensions taking place at the hospital at birth and work with the professionals in the 
outlying communities to increase access to pre-natal care and post-natal follow up. In 
addition to carving out a new role within the hospital structure including developing 
accompanying policies and procedures, it has been challenging for the Social Worker to 
respond to the immediacy of the demands that arise in a very busy maternity ward with a 
high number of at-risk mothers and to maintain the momentum of the community capacity 
building through her role as facilitator of the Health Mothers, Healthy Babies Working 
Group.  
 
The Nurse Practitioner role was intended to support health promotion and prevention with 
women accessing Family Futures and in the Big River First Nation, but from the beginning, 
there was lack of clarity about what the role with Family Futures would entail. 
Furthermore, the Nurse Practitioner delivers primary care to the general population 
through the health centre in Shellbrook, Saskatchewan rather than services targeted 
specifically to pregnant women.  
 
Despite these issues and tensions, there has been consistent staffing in all the positions, 
and the programs involved are able to work together for the benefit of the women and 
their children. Nevertheless, at the time of data gathering for this evaluation, we learned 
that the physician providing primary care at the clinic would be leaving the position at the 
end of March 2014 and it was unclear what the process would be to fill that position.  
 
Supervision 
Staff members interviewed for this evaluation reported that they did receive one-to-one 
supervision, with managers acknowledging the importance of good supervision when 
working with highly vulnerable women and children. Nevertheless, one staff member 
reported that she would like more formalized supervision and support from her manager 
to implement work expectations, and that currently she receives “passive support” from 
her supervisor.   
 
Training  
There has not been any specific training for the staff in these newly funded positions but 
some of those who were new to the positions did spend some time gaining an overview of 
FASD. Staff and managers reported that staff avail themselves of the regular training and 
professional development opportunities that are offered through their organizations and 
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the community. However, for some staff, particularly those in the Health Region, getting 
away for training is difficult because there is no backfill for staff while away. 
 
While not “training” in the strict sense of the word, several evaluation informants (both 
staff and community service providers) mentioned the value of the information sharing 
session offered early on through the Health Mothers, Healthy Babies community meetings. 
In particular, sessions about the new child protection safety assessment process employed 
by the Ministry of Social Services, freedom of information and privacy, and group 
presentations on the HIV Clinic, Methadone Program, Family Treatment Centre, were 
noted as being particularly helpful.  
 
Evaluation informants suggested additional training in trauma informed practice, more 
current information and approaches related to FASD, and anything related to high-risk 
mothers would be helpful.  
 
 

Program Partners 
While the primary partners in the PAPHR initiative are the Health Region and Family 
Futures, child protection social workers from both the Ministry of Social Services and First 
Nations Child and Family Service organization are important community agencies that 
regularly collaborate and refer pregnant women to the both the hospital, Family Futures 
and the clinic.  
 
Prior to the implementation of the PAPHR Harm Reduction Initiative, relationships with 
the child protection agencies were described as “frosty”. Family Futures was reluctant to 
involve Child Protection Workers in their work with pregnant or parenting women 
because they didn’t trust that the Child Protection staff would be respectful and proactive. 
As well, nurses in the hospital were reluctant to involve Child Protection workers in the 
lives of women who had come to the hospital for the birth of their child because they too 
believed that the work was reactive and contributed to a negative birthing experience for 
women and their children.  
 
Thus, in keeping with the original vision, significant amount of work has been done 
through the Healthy Mothers, Healthy Babies Working Group to provide information and 
to build relationships amongst not only the child protection staff and the primary partners, 
but also amongst other community programs serving vulnerable women, including the 
HIV clinic, the methadone clinic, substance use treatment programs, infant development 
programs, justice system officials and so on. Several Working Group committees 
participated in developing community-based referral and assessment processes and 
clarifying roles, responsibilities and information sharing related to referrals and integrated 
case management. This includes the assignment of specific child protection workers to 
work with Family Futures staff and participants so that trusting relationships can be built 
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amongst staff and with program participants, which in turn is expected to lead to more 
positive outcomes for the women and their children. Despite the antagonistic relationship 
between the Health Region and Family Futures, this aspect of overall collaboration has 
been positive and resulted in more proactive approaches amongst the agencies.  

	  
Unlike the other projects in Saskatoon and Regina, the project partners in Prince Albert, 
especially managers and key staff, do not meet to discuss ongoing planning or challenges.  
	  	  

Program activities 
Key activities  

Family Futures 
Similar to the Regina and the Saskatoon programs, program activities offered through 
Family Futures are wide-ranging and based on needs of the program participants who are 
for the most part residents of Prince Albert. For example, Outreach Workers provide 
program participants with: 

• Transportation and accompaniment to appointments, e.g., doctor, income 
assistance, parenting groups  

• Nutritional supplements during pregnancy and post-partum 
• Immunizations for participants’ children 
• Information, referrals and advocacy 
• Connection to other community-based programs 
• Assistance with practical life skills such as paying bills, cooking, budgeting 
• Accessing safe housing 
• Accessing day care 
• Addictions counselling (a limited amount) 
• One-to-one support and information (e.g. parenting, reproductive health, 

addictions information) 
• Prenatal and post natal support 
• Goal setting and planning in relation to the care of their children 

 
As well, Family Futures participants can attend four different weekly groups offered at 
Family Futures.   
 
PAPHR 
Obstetrics Ward Social Worker   
The social worker sees as her primary role to assess, support, advocate and refer women 
and their babies, especially in relation to child protection. In addition to this direct 
service, she has also been working on developing the policies, procedures and protocols 
related to her roles, and providing education to hospital staff about child protection and 
working from a harm reduction, strength-based, and woman-directed perspective. As well, 
she is responsible for facilitating the Healthy Mothers, Healthy Babies group that brings 
together community service providers to build community capacity in working 
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collaboratively with high-risk mothers. Originally the social worker role was designed to 
provide more of a community-based education and case planning function and to work 
closely with the clinic and Family Futures, but there has been a shift to work more in the 
hospital because there is such a demand for support and planning for women coming in 
from the smaller outlying communities. As a result, it has evolved that the hospital-based 
Social Worker focuses on women from the outlying communities and Family Futures tends 
to work mainly with women living in or close to Prince Albert.  
 
Nurse Practitioner 
The Nurse Practitioner activities include  
 Generalized primary care within her scope of practice, which includes pre-natal care 

up to 36 weeks in Big River First Nation and in Shellbrook 
 Some outreach and home visits with participants at Family Futures  
 Contraceptive counselling, 
 Working more as a “health consultant” to Outreach Workers and other Kids First5 

workers in Prince Albert who also refer women and children to her. 
 
 

Program participants 
Demographic information is provided below for the FASD Prevention/Harm Reduction 
Initiative participants who have accessed services through Family Futures and from the 
Obstetrics Ward Social Worker.  
 
Family Futures  
Demographic information about Family Futures participants has been taken from their 
2012-2013 Annual Report. More recent participant output information has been provided 
by the program for the timeframe of the evaluation (September 2013 – January 2014), thus 
the participant information below is a mix of data from different time periods.6  
 

                                            
5 KidsFirst is designed to enhance existing community-based services to vulnerable families. Families receive  

• Support from a home visitor who provides assistance regarding child development, parenting and 
connecting to the community; 

• Help to access services such as childcare and parent support groups; 
• Early learning opportunities for children; and 
• Help regarding literacy, nutrition, transportation and specialized counseling services 

http://www.education.gov.sk.ca/kidsfirst 

 
6 It should be noted that Family Futures received funding for two additional Outreach Workers to increase 
the number of staff members delivering outreach services to five. All Outreach Workers carry a generalized 
caseload and there is no way to accurately assign those caseload numbers to any one source of funding, 
thus the numbers provided in this section are for the whole of the outreach program at Family Futures. For a 
rough estimate of output number for the two additional Outreach Workers, one could assume that their 
caseloads comprise 40% of the overall caseload and calculate the numbers accordingly.  
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During the timeframe of this evaluation (September 2013 – January 2014), a total of 69 
new participants received services from Family Futures. At the same time, over this five-
month timeframe, 94 participants were discharged from the program. During this same 
period the Outreach Workers served an average of 167 women per month.  
 
All participants accessing Family Futures are women. According to Family Futures 2012-
2013 Annual Report of the 305 women served by the Outreach Workers:  

  3% (n=9) were < age 16 
59% (n=180) were age 17-25 
34% (n=104) were age 26-35 
  4% (n=11) were age 36-46; and  
<1% (n=1) was > age 46 

 
The cultural backgrounds of the 305 women served during 2012-2013 were as follows:  

91% (n=278) Aboriginal/ Métis 
6% (n=19) Caucasian, Canadian-born 
3% (n=8) Immigrant 

 
In addition, of the 69 women who accessed Family Futures during the timeframe of the 
evaluation:  

55% (n=38) were in their first trimester of pregnancy 
23% (n=16) women were in their second trimester 
19% (n=13) were in their third trimester  
  3% (n=2) were postpartum.   

 
Lastly, during the five-month time frame of the evaluation the primary care clinic saw 65 
women and the nurse practitioner saw 25.  
 
Victoria Hospital Obstetrics Ward 
 
The evaluation did not track demographic information for the participants receiving 
services from the Obstetrics Ward Social Worker. Nevertheless, some output data are 
available regarding the number of participants receiving assessment and referral support 
from the Social Worker during the evaluation timeframe, September 2013 - January 2014.  
 
The Social Worker provided support, assessment and referral services to 324 women who 
were giving birth at Victoria General Hospital in Prince Albert. This number reflects 
approximately 50% of the women attending the hospital to deliver a baby.  
 
Of the women seen by the Social Worker, for the three-month period between September 
2013 and November 2013 (n=184), 79% (n=146) were identified on the intake form as 
having child safety concerns. Of these women who were identified as having child safety 
concerns, 54% (n=79) retained custody of their children. During this same time period, 
only seven infants were apprehended at birth.  
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Key milestones 
According to interview with managers, staff and community partners, important 
milestones of the Initiative have been:  
 The creation of a collaborative, pre-planning and referral process for pregnant women 

with potential child protection concerns before the women arrive at the hospital for 
delivery of their baby.  

 Improved communication and willingness to work together amongst service providers 
working with high-risk pregnant and postpartum women 

 Formalized working relationship initiated between the Family Futures and the Ministry 
of Social Services whereby two child protection social workers have been designated 
to work with Family Futures staff and their caseload as necessary 

 Improved communication between Family Futures, the hospital and the Ministry of 
Social Services child protection staff and supervisors that has collaboration and 
cooperation on behalf of mutual clients/patients/participants 

 “Rooming in” at the hospital that promotes attachment, safety planning, learning and 
harm reduction 

 More women are seeking prenatal care earlier on at the medical clinic 
	  
	  

Program strengths 
Evaluation informants identified several strengths of the Initiative as described below: 
 
Increased understanding of each other’s perspectives and ways of working 

• Community partners including the Ministry of Social Services, Family Futures and 
the Obstetrics Ward and other community service providers have gained a better 
understanding of each other’s mandates and expertise through participation in the 
Health Mothers, Healthy Babies meetings. 

 
Collaboration - “Working together” 

 Closely related to the previous strength has been a reported increase in service 
providers’ willingness to refer to one another and work collaboratively with high-
risk women and their children. In many ways this has been facilitated by a 
collaboratively developed referral process, which has helped create “more 
consistency in responding to high-risk women and their children”. Moreover, staff 
reported that through collaboration they have better information about the women 
and their concerns and thus are able to “prompt the women the right way”.  
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“Rooming In”  

 The willingness of the Health Region’s management to support rooming in, which 
allows women to stay in the hospital until their infant is discharged, was cited as 
another strength. Rooming in encourages attachment, enables staff to see how 
mothers interact with their newborns, offers opportunities for women to learn from 
staff about caring for their babies, and time to plan for treatment and the safe care 
of the newborn upon discharge. 

 
Harm Reduction Approach 

 Putting harm reduction “on the table” has opened up the discussion about 
substance use and according to one respondent “helps us focus on the women”. 
While there are still some tensions between the harm reduction and child 
protection focus, service providers have a better understanding of the differing 
perspectives and are working together to address them.  

 
Committed staff and their genuine caring, respectful approach 

 Similar to Regina and Saskatoon, some informants emphasized that the program 
staff were a strength. All the informants were passionate and committed to offering 
the women safer, more women-directed, and trauma-informed services. 

 
Our staff ‘get it’ (i.e., the lives of the women they work with and how to 
develop trusting relationships)  

 
	  

Program challenges 
Several challenges were identified during the evaluation interviews.  The key challenges 
are described below: 
	  
Program management/development issues 

 Difference in perspectives about the allocation of staffing positions and funding 
between the Health Region and Family Futures continues to be challenge. While 
the issue resides at the management level, staff in both organizations feel the effects 
of the conflict. Currently there is no process in place for conflict resolution, nor are 
there regular management meetings that include key project team members.  
 

 The Obstetrics Ward Social Worker is challenged to complete assessment and 
planning work with patients and to facilitate the community capacity building and 
networking aspects of the role. As a result, the developmental work with the service 
providers in the outlying communities has not been implemented. Thus movement 
toward the goal of working with those communities so that women come to the 
hospital having had pre-natal care and with a plan for aftercare for themselves and 
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their babies has not been realized. As well, the Healthy Mothers, Healthy Babies 
meetings have not taken place since summer 2013 due to the in-hospital workload.  
 

 The physician providing primary care at the clinic is leaving at the end of March 
2014, and at the time of data collection it was unclear if a replacement would be 
found. Evaluation informants expressed that they thought it would be difficult to 
find a to find a physician who understands the needs of high-risk women and can 
work with them in a supportive manner. Nevertheless, Family Futures has been 
proactive in filling the gap in communication with physicians by creating a new 
process whereby, it shares information, with permission from the program 
participants, about the woman’s involvement with Family Futures as well as some 
of the Determinants of Health that may affect her and her prenatal care. The 
program participant delivers this letter to her doctor.  

 
 The Nurse Practitioner role is under-utilized in Prince Albert. While efforts have 

been made to explore the role and have the Nurse Practitioner more engaged with 
women at Family Futures, this has not been overly successful.  

 
 Lastly, a key management person at the hospital have been absent for lengthy 

periods of time during the time of project implementation and thus communication 
and leadership with the PAPHR may have suffered as the person filling in was 
unfamiliar with the project and the concerns of the community agency.  

 

Practice issues  

 While the harm reduction approach being utilized was seen by many to be a 
strength of the Initiative, it is also seen as a challenge both within the medical 
community and child protection as “not everyone agrees about using a harm 
reduction philosophy”. This difference in philosophical perspectives can impact 
professional relationships and ultimately outcomes for the women and children. 
Nevertheless, program managers, senior staff and the community based 
organizations are committed to this approach and continue to work with individual 
colleagues and staff to facilitate a better understanding about why harm reduction 
is a best practice when working with highly vulnerable women.  
 

 Getting individual staff to make the shift to being involved in a collaborative 
process earlier on with families and to focus on safety assessments is also seen as a 
challenge.  
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Suggestions for program improvements 
 
During the evaluation interviews the following suggestions for improvements to the 
program were made: 
 
 Resurrect the Healthy Mothers, Healthy Babies meetings, in part as a means to talk 

about practice and program philosophy, e.g., harm reduction. It is important in 
collaborative/multidisciplinary work that practitioners have an opportunity to explore 
and come to agreement about the foundations of their work together. Wherever 
possible it would helpful to encourage family medicine practitioners to join these 
conversations.  

 
 In addition, monthly Healthy Mothers, Healthy Babies information sharing meetings 

could be held so that line staff and managers can attend and learn about the other 
agencies and how they work. Staff have a lot of assumptions about other agencies and 
the one way to address these assumptions is to meet face to face. This would also help 
to build relationships amongst the staff at the agencies and continue to the momentum 
that has been started from the earlier meetings.  

 
 The Nurse Practitioner could become a member of the pre-natal care team and could 

accept referrals from the hospital when women leave with their infant.  
 
 Include the Nurse Practitioner in monthly staff meetings at Family Futures. 
 
 Offer mediation or conflict resolution between the two principal partners of the 

Initiative. 
 
 Backfill for the Obstetrics Ward Social Worker in order to free up time to implement 

the community capacity building and education components of the position, 
especially the work with the outlying communities.  

 
 Have an Elder available at regular times for the initiative, especially at the hospital. 

The Elder could see the women and bring information and teachings about traditional 
practices and ceremony especially related to birthing and parenting. The Elder would 
be someone who could pay attention to the spiritual needs of the women – to “be 
there for the moms, not for planning, referrals and so on”.    
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4. Participant Experiences and Satisfaction 
In this section we present findings regarding participants’ perspectives on the program. 
Findings related to several key formative evaluation questions: How do participants 
experience the program, what do they like best, what don’t they like, and what would 
they change about the program. 
 
Findings are based on interviews, questionnaires, and focus groups with participants. In 
view of the commonalties in participants’ responses across sites, we have synthesized the 
data from the three programs (Regina, Saskatoon and Prince Albert); findings that are 
specific to participants at one program are noted.  
 
What aspects of the program do participants take part in? 

 
Participants were asked about which aspects of the program they took part in or had taken 
part in; Figure 7 shows their top five responses.  
 

 
 
Other program areas that were mentioned frequently were: 

• Prenatal clinic visits 
• Post natal services 
• Outreach 

 
Some of the (brief) comments from participants, listed below, serve to illustrate the 
activities that comprise some categories: 

• Re transportation 
o Program provides bus tickets 

• Re: Housing 

16	  

16	  

16	  

13	  

12	  

Figure 7: Top Five Program Areas Identified by 
Participants  

Food	  &	  Nutrition	  

Transportation	  

Ind.	  Counselling	  

Housing	  

Life	  skills	  
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o Program helped find housing – am currently at the Y, seeking safer housing 
that is away from drugs 

o Program helped me get my apartment – when Saskatchewan Housing 
Authority comes into the program and they did housing applications here 

o Helped me fill out low income housing applications 
• Re Individual counselling 

o Counselling support  
o Helped with evening crisis intervention re: social services; early/premature 

delivery of last baby. 
• Re: food and nutrition and transportation 

o Grocery shopping - staff take the women once a week  
 
 What do participants like best about the program? 

 
Program staff/atmosphere: safe, non-judgemental, caring, supportive, helpful  
The strongest theme to emerge in response to ‘what participants liked best’ was the 
program staff and atmosphere: staff were non-judgemental, caring, supportive, and 
participants felt safe with staff and in group activities. In participants’ words: 
 

You can tell that they really care. They will do whatever they can to support us. 
 
The people – they feel warm. They’re not judgemental. In some places, I don’t like 
how they look at you. 

 
A number of participants noted that staff were extremely helpful and were “always there 
when you need them”; participants could trust they would get the help they needed. 
Another participant stated that she valued the program’s flexibility in terms of not 
penalizing her for being late: 
 

I like that it is so flexible. I won’t be kicked out if I am late. I struggle to get to places 
on time. 

 
Information provided through individual and/or group activities  

 
Another strong theme was that participants liked having opportunities to learn practical 
information about topics that were relevant to them, including about how to access 
community programs and resources such as housing, employment, parenting, education, 
alcohol and drug counselling, and other health and social services: 
 

I like when social services and the Board of Education people come, and the 
parenting programs. 
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Along these lines, one participant noted that she liked that the program’s social worker 
presented service options in ways that the participant had not considered before: 
 

The social worker helped us (participant and her partner) to look at our situation in 
a different way by looking at all the options.  

 
Accessible one–to-one support, including transportation and accompaniment to meetings 
Similarly, participants liked having access to one-to-one support that is tailored to their 
self-identified issues. Being able to access support individually, as needed, strengthened 
participants’ sense of trust. Participants also viewed staff as potential advocates who could 
assist with important issues such as interacting with housing or child welfare authorities. 
As well, several participants noted that they appreciated being able to access 
transportation and accompaniment to appointments. 
 

I can call her whenever I need her. I know that other women would really benefit 
from that support. She’s given me life skills.  

 
Access to housing, child care and/or an array of health services 

 
A number of participants commented that they liked that the program enabled them to 
access other key services, such as pre- and post-natal health services, child care, and safe, 
stable housing. 
 

Everything! It’s close to [safe housing facility for women and their children]; the 
clinic is here; the baby doctor is here; there is child care, programs, lunch. 

 
Peer support 
Finally, several participants of the Saskatoon Health Region’s program stated that what 
they liked best was the peer support they found through the groups: 
  

Being with other people who have a common goal. Everyone wants to stay sober 
and get their kids back. I can really see a difference when new people enter the 
group; I can see how I have changed and grown. It really helps to be with other 
people with similar goals. Otherwise it’s boring and lonely trying to do it alone. 
 
It’s like a family. 

 
Mirroring these open-ended comments, Table 9 presents Participant Questionnaire 
findings demonstrating that a large majority of participants across the three sites viewed 
the program/staff as: respectful of culture; safe, strengths-focused, trustworthy, and 
collaborative, giving them voice and choice in services.  
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Table 9: Participants’ experience of the program 
 

Indicator/Questionnaire item 
 

% Agree / 
Strongly 
Agree 

I have opportunities to tell the team about my beliefs and traditions. (n=19) 
 

100 

When I come to [program], I feel physically safe. (n=19) 
 

94 

[Program] recognizes that I have strengths and skills as well as challenges 
and difficulties. (n=18) 

94 

The people who work here at [program] act in a respectful and professional 
way toward me. (n=19) 

90 

I trust the people who work here at [program]. (n=19) 
 

90 

When decisions about my services are made, I feel like I am a partner with 
the staff, that they really listen to what I want to accomplish. (n=19) 

89 

When I come to [program], I feel emotionally safe. (n=19) 
 

85 

The staff are as sensitive as possible when they ask me about difficult 
experiences I may have had. (n=18) 

83 

I trust that people here will do what they say they are going to do, when 
they say they are going to do it. (n=19) 

84 

[Program] offers me a lot of choices about the services I receive. (n=18) 
 

74 

People here at [program] really listen to what I have to say about things. 
(n=19) 

69 

 
Only two statements were rated notably lower than the others; however, further probing of 
responses wasn’t possible, making it difficult to know what was associated with these 
results. It may be worthwhile to repeat the questions again in another few months to find 
out if there has been a change.  
 
What, if anything, don’t participants like about the program? 

 
There was very little that the participants didn’t like about the program. Indeed the most 
common response to the question of what they didn’t like, was “nothing”.  
 
That said, in Regina, two participants did not like the rules of the apartment that they had 
to abide by, specifically the need to sign in and out and the rule against allowing non-
residents to sleep over. The few comments expressed by program participants in the other 
two sites concerned supplies (“better diapers”) or food, and, in one program site, staff 
attitudes that were sometimes perceived to be judgemental.   
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What, if anything, would participants change about the program?  

 
In keeping with the previous question, the majority of program participants stated that 
there wasn’t anything that they would change about their program.  
 
With respect to what they would change about the program, again, the majority of the 
responses were “nothing”.  As before, there were some specific responses, which are 
summarized by theme:  
 

• More groups, increased frequency of groups and/or more activities during the day 
• The food could be better; would like extra cooking classes; Christmas dinner 
• More materials for crafts 
• More staff; access to addictions workers 
• Give a certificate for completion of life skills group 
• Safe housing that doesn’t require having an open child protection file 

 
Would participants recommend the program to a friend?  

 
Finally, participants were asked if they would recommend the program to a friend. The 
majority of all participants responded affirmatively. In participants’ words: 
 

Yes – because I never thought I’d change this much. Others talk about how 
responsible I have become. 
 
Yes, to someone in need like me – someone struggling with an addiction who is 
pregnant – I’d let them know that there is hope, it is not the end of the world. 
 
I recommend [the program] to a lot of people because my friends are where I was. I 
know what it can do. Everyone – drunk, sexually assaulted – I have been there. 
With no one to love you. I turned all that around with help from the program.  
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5. Summative Outcomes 

Participant Outcomes 
In this section, we present early findings relating to the summative research questions:  

• What difference is the FASD Prevention program making for program participants? 
• What difference is the FASD Prevention program making for the sponsoring 

organization and/or community partners? 
 
Findings are based on interviews, questionnaires, and focus groups with program 
participants, as well as evaluation interviews with program staff and partners. As with our 
presentation of participant satisfaction findings, we have synthesized the data from the 
three programs unless otherwise noted. 
 
Most Significant Change for Program Participants  

 
Program participants who took part in individual interviews were asked “What has been 
the most significant change for you or your family?”  
 
The two strongest themes to emerge were: 

• Reducing or stopping use of alcohol or drugs 
• Getting my child(ren) back 

 
Moreover, for most participants, these two outcomes were intertwined: as a result of the 
program’s support in assisting participants to reduce their substance use, and, in some 
situations, in supporting them in their interactions with child welfare workers, participants’ 
child(ren) were returned to their care. In participants’ words: 
 

[The program] has made me stay clean and away from drugs. I haven’t used drugs 
since before Christmas. It keeps you busy and motivated. 

 
I didn’t want to be a crackhead with nothing to eat. Now I am drug-free have a place 
to live and have my children back. 

 
Just keeping me grounded. I have four children at home. Through the process of 
coming here, I got my teenager back in 2012 and another one. It keeps me focussed 
on sobriety. Otherwise, I’d be hanging out with people who would not support me, 
who’d be taking me backwards. 

 
They helped me keep my baby. I believe Social Services would have taken my baby 
like they did my previous three children. The [program] worker advocated for me and 
I now can advocate for myself. I really want to do what it takes to keep my baby.  
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Output data from all of the program sites echoed these findings and revealed that during 
the evaluation timeframe, a number of participants from each program had: 

• reduced their substance use; 
• given birth to infants with no alcohol use exposure; and 
• had their children return to their care. 

 
Additional themes relating to participants’ “most significant change” included: 

• Feeling supported - receiving practical and emotional support from staff and peers 
• Improving my housing  
• Felling more responsible and in charge of my life; having greater self-confidence  
• Co-creating a plan for the care of my child; having more time with my children 
• Learning new information 
• Participating in a program on regular, ongoing basis 
• Having access to transportation 

 
Nearly all participants’ comments indicated that positive changes had occurred in 
multiple areas of their life, and that change in one area had ripple effects in other areas. 
For example, one participant contrasted her life prior to the program with her current 
positive situation, resulting in greater self-esteem: 
 

Last year I was homeless, no income, no supports, no family. Now I have my 
daughter, a place to live, my self-esteem.  

 
Similarly, a number of participants commented on the benefits of having practical and 
emotional support from staff and peers, and of developing friendships with people in 
similar situations. The support received reduced their social isolation, helped to build trust 
and enabled participants to feel in charge of their life. 
 

I’ve changed so much since I got here. I stopped drinking, feel more responsible. I am 
making it to my appointments; I am making appointments and waking up on time. I’m 
communicating with staff, opening up more. I feel comfortable talking to women here. 

 
The hospital social worker sent me to employment programs, which I went to, and 
now I am submitting resumes for jobs. 

 
Another important change for several participants was that they were more involved in co- 
creating the plan for their child(ren)’s care and/or the amount of time they could visit with 
their children had increased.  
 

The social worker tries to make me feel comfortable, and now that I know what the 
plan is for my baby I feel a lot better.  
 
I see my children more and more. 
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Finally, one participant stated that her participation in the program on a regular, sustained 
basis was, in itself, the most significant change in her life. She said: 
 

Me attending the program! Because I never came to groups before. I’ve been coming 
steadily for 7 months. 

 
What made change possible? 
As a follow up question participants were asked why the change was important and who 
or what made it possible.  
 
Nearly all participants stated that it was the program staff’s support that enabled them to 
make the significant change in their life. Staff made a difference either by providing 
guidance to make a needed life change (e.g., exiting an abusive relationship) and/or by 
being a support person/advocate in situations relating to child protection issues.  
 

I got out of the abusive relationship. Talking with [program staff] three days a week 
and in the two groups helps. 

 
I think my kids would have been removed if the worker wasn’t here. That’s huge. The 
worker was good. The social workers would have thought that I was a bad parent. I 
get anxious when talking to social workers. The [program staff] will do role-playing 
with me to prepare for meetings with the social workers.  
 
[The program worker] is the #1 person I call. 

 
Connecting these findings with those relating to participants’ experience of the program, 
participants noted again that having a trusting relationship with staff was key to the 
positive changes that took place within their lives.   
 
As well, participants’ comments in relation to these “most significant change” questions 
reinforced the inter-connections between women’s wellness outcomes (including their 
reduced substance use) and mothering-related outcomes (e.g., retaining or regaining 
care/custody and having greater involvement in the creation of the safety plan). As this 
participant stated: 
 

Keeping my baby is top of the list. I have a belief in my ability to keep my baby and 
to parent. Social Services didn’t open a file on me. It was a beautiful feeling. 

 
 
What difference is the program making? 

As a parallel means of gathering information regarding program outcomes, in Saskatoon, 
participants of the OASIS and Fire Within groups were asked: “What difference did the 
program make for you?” The themes that emerged were consistent with the findings 
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reported above; additional key themes were that the program resulted in improved well-
being, a positive outlook and sense of purpose, and participants’ children’s socialization: 
 

I feel so much better coming here; it’s good for depression. 
 
Coming here gets me out of the house; it gives me a purpose and something to look 
forward to. 
 

 
Participant Outcomes relating to Self-confidence, Self-efficacy and Hope 

 
A set of fixed-choice Likert-type items on the Participant Questionnaire asked participants 
to rate how helpful the program had been to them in terms of a number of self-efficacy 
related outcomes.  
 
Table 10 shows that a strong majority of participants indicated that the program was “very 
helpful” in terms of most of the questionnaire items and in particular in aiding participants 
to ‘appreciate their own value’, ‘strengthen their comfort level with service providers’ and 
stand up for themselves’.  
 
(It may be noted that, had the response categories of “somewhat helpful” and ”very 
helpful” been combined in our analyses, nearly all participants would have reported that 
the program was helpful in terms of all of these indicators.) 
 
 
Table 10: Participant Questionnaire Findings related to Self-efficacy and Self-confidence 

 
Please indicate how helpful the program was in: Not 

helpful 
Somewhat 

helpful 
Very 

helpful 
Appreciating my own value (n=17) 
 

0% 12% 88% 

Strengthening my comfort level with service providers (e.g. 
public health nurses, doctors, social workers) (n=17) 

0% 18% 82% 

Strengthening my ability to stand up for myself (n=16) 
 

6% 13% 81% 

Strengthening my ability to problem solve (n=16) 6% 19% 
 

75% 

Strengthening my ability to deal with difficult situations (n=18) 
 

0% 33%  67% 

Strengthening my ability to handle conflict with others (n=18) 6% 
 

28% 
 

67% 

 
Lastly, in an effort to get at participants’ sense of hopefulness, and using a linear scale (i.e., 
marking an X on a line that ran from 0% hopeful to 100% hopeful), participants were 
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asked on the Questionnaire to indicate: “How hopeful are you that you can successfully 
make the life changes needed, to recover from problems with alcohol and drug use?” 
 
In keeping with their comments about the program in general and about what they 
believed they are gaining from it, their responses showed a strong degree of confidence 
that they would be able to sustain the path they were on: 

• 71% (n=12): 100% chance “I think I definitely will make the needed changes” 
• 18% (n=3):     75% chance “of making the needed changes” 
• 6% (n=1):       60% chance “of making the needed changes” 
• 6% (n=1):   50% chance “of making the needed changes” 

 
Please note that two participants did not complete this scale because they were not 
currently using substances. 
 

Outcomes for Participants – Staff and partners’ perspectives 

 
Program staff, managers and partners were also asked what difference they believed the 
program was making for participants. Overall, their responses mirrored those of the 
participants themselves; at the same time, program staff identified several additional 
outcomes. Participant outcomes, from the perspective of staff and partners, included: 
 

• Women are engaged; they are choosing to stay connected to the program 
• Women have improved relationships and trust, both with their peers and with staff  
• Women have gone back to school for upgrading or higher education  
• Women seem less stressed, “lighter” 
• Women have improved self-confidence; ”; they make eye contact  
• Women are getting employment 
• Women are ‘giving back’/volunteering and better integrated in the community 
• Women are relapsing less, and/or when women do relapse, they are getting back 

on track relatively quickly 
• Women’s children are developing social skills and connections with other children 
• Women are becoming comfortable with child care, which makes space for their 

self-development 
• There are fewer pre-term babies and fewer birth complications 

  
In informants’ words: 
 

Women’s engagement is seminal to bigger changes in their lives. Yet these changes 
take time. We need to be patient and loving. The fact that women are coming and 
continue to come is important. Previously, many women had been invisible and 
underground. (Program partner)	  
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With the support of the program, the women are getting jobs, getting their education; 
they’re integrating in the community, volunteering. That has given then so much 
confidence. And it gives them a sense of purpose, when they help and volunteer. They 
know they’re needed. (Program manager) 
 
 

Agency/Community Outcomes 
While evaluation informants had less to say about outcomes at an agency or community 
level – relative to client/participant outcomes – a number of informants reported that 
agency and community-level outcomes had emerged, most notably in the area of 
collaborative practice. For example, a program manager at one site stated: 
	  

There is Improved collaboration amongst service providers: Workers are being 
brought together, e.g.: Kids First, social services, other players in the community. 
Relationships are being formed amongst service providers – from professional to 
professional. We know this is very important. 

 
Similarly, a community partner noted that she was actively informing the participants in 
her program about the FASD Prevention program and its activities as a means to “create a 
community-wide circle of support” for women. 
 
These informants also emphasized that building collaborative relationships between 
organizations takes dedicated time, requires active listening, “putting egos aside”, and 
recognizing that all organizations have a role to play to improve services and community 
wellness. A lesson learned, one that was reinforced by the experience of implementing the 
FASD Prevention program was that: 
 

When we (at the Health region) are working with community-based organizations, 
we need to say that we don’t have all the answers. We are now stopping and 
listening, and jointly ask ‘How can we do a better job?’  Relationships are the key, 
as is having the right people in the right places. As is making sure that everyone 
feels heard. Another important factor is jumping on issues right away. It’s not about 
“you” and “me” but about “us” as a team. 
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6. Discussion & Recommendations 
The targeted FASD prevention programs in Saskatoon, Regina, and Prince Albert are in 
their early phase of implementation, with some components of the programs operational 
for just a few months, while other components commencing in fall of 2012. During this 
time, lessons have been learned, relationships have been forged, and the programs have 
begun to make a difference for program participants. 
 
The programs are grounded in a social determinants of health approach that recognizes 
the impact of a variety of well-documented social, physical, and environmental factors on 
health outcomes. As well, all of the programs are guided by theoretical frameworks that 
are in keeping with this approach and also are recognized as promising/best practice in 
working with this population of program participants – i.e., disadvantaged women, 
disproportionately Aboriginal, who have experienced impacts of racism and colonization 
including violence, abuse, trauma and/or problematic substance use, who may be 
pregnant or early postpartum, perhaps living with FASD, involved with the child 
protection system, and who have had negative experiences with service systems and thus 
are not likely to trust service providers. The principles and theoretical frameworks guiding 
the program include: harm reduction, trauma-informed, relationship-based, woman-
directed/client-focused, culturally safe, and wholistic and recognizing the mother-child 
connection. 
 
Evaluation findings have demonstrated that all three programs are being implemented in 
ways that are very much in keeping with their guiding principles and theoretical 
frameworks. The service models in each program are flexible, outreach oriented, and 
designed to provide intensive, individualized supports for women, based on their needs 
and goals. As well, the programs are creating a positive environment where women feel 
welcome, in part due to collaborative working relationships between three sectors that 
make a significant difference in their lives: child welfare services, health (including 
prenatal and postnatal care, mental health, and alcohol and drug services), and 
community agencies. 
 
Saskatchewan’s FASD Prevention Programs - Strengths 

Program-specific strengths identified by evaluation informants at each site have been 
reported in preceding sections of this report. In the discussion that follows, we synthesize 
the findings and identify strengths and achievements of Saskatchewan’s three FASD 
Prevention programs collectively. 
 

• Funding has been allocated as part of base funding 
The targeted funding for the FASD prevention programming has been included as 
part of the government’s base funding for the health regions. This offers a distinct 
advantage in terms of staffing, program development and implementation, and the 
ability to track what difference the programs are making over the long run. 
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• The programs are reaching the intended population of high-risk women  

All of the participants in the three sites met the criteria for being high-risk. Being 
able to build on pre-existing services and relationships has likely helped to reduce 
the challenges often encountered by new programs that are trying to establish 
themselves. To illustrate, in Saskatoon and Prince Albert, the partners already had 
relationships with the communities in which many of the potential clientele resided 
and knew how to connect with them and/or were known to the target population.  
 

• Women are actively engaged in the programs  
Program participants, program staff and community partners at all sites noted the 
significance of the fact that women were engaged and participating regularly in 
programming. For a population known to often actively avoid services, including 
pre- and post-natal care, due to bad prior experiences with providers or with child 
welfare authorities, that women were attending the FASD prevention programs and 
had developed positive, trusting relationships with program staff and other 
participants was a huge achievement.  
 

• Leveraging the funding through a combination of enhancements to existing 
services and additional services 
The targeted FASD prevention funding has been used by all sites to expand existing 
services as well as to add new ones. This model seems to be working as it has 
enabled the health regions to build on what they are already doing well. Further, 
through engagement of community partners, the programs were able to leverage 
the additional funding to expand services through the addition of new components, 
such as supported housing in Regina.  
 

• Improved service coordination and reduced fragmentation of services 
Through formation of relationships and partnerships between health, social 
services, and community-based agencies, the programs are laying the groundwork 
for women to access an array of services and resources in different areas of their 
lives; this is especially important for this population of women, all of whom have 
complex lives and support needs that outweigh what one service provider alone 
can offer. Program staff and managers in Saskatoon, Regina, and Prince Albert 
reported that learning how to work together was indeed making a difference; by 
developing and/or delivering a program together, the agencies began to make shifts 
in their practice, which is no small feat given that each sector has its own culture, 
professional language, client base, and focus or way of working.  
 

• Coordinated services means less disruption for program participants 
Having allies and advocates who know how to talk with each other, and who 
understood each other’s perspectives and mandates, and were willing to work 
together meant less disruption in the lives of an already vulnerable group.  
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• Each site has shown leadership in putting into place partnerships that result in 
improved health and well-being for women and their families  
Through the implementation of the FASD prevention programs, each of the three 
communities has created or enhanced partnerships between key service systems 
and sectors with an aim of improving outcomes for high-risk pregnant and 
parenting women and their families. In Regina, program participants are accessing 
safe and stable housing as well as wellness related programming for themselves 
and their children. In Saskatoon, program participants can access a range of key 
health and supportive services through the program’s partnership and co-location 
with the community-based clinic. And Prince Albert has demonstrated leadership 
in involving the hospital as a partner to help improve women’s birth experiences 
and to undertake collaborative planning with women regarding their child(ren)’s 
care.  
 
These examples of leadership are laudable, and collectively they set a benchmark 
for what is possible in terms of partnership development to provide a full spectrum 
of services and resources for high-risk women. As the FASD prevention programs 
enter their next phase of implementation, they may set for themselves the objective 
of engaging additional key partners to increase the sectors involved in program 
delivery within their community site. 

 
• The involvement of child protection working with Health and community-based 

organizations in collaborative service delivery is making a difference for women 
The involvement of MSS in service delivery models that includes a harm reduction 
approach is an exercise in trust and a testament to social workers’ desire to engage 
differently with high-risk women. By working closely together either as partners – 
for example as in Regina, or by proactively developing positive working 
relationships as in Prince Albert, the impact cannot be underestimated. With 
intensive (i.e., wrap around) support and encouragement, some women were able, 
for the first time, to retain custody of their newborns while others were beginning to 
be reunited with their children. Further, when removal of a newborn could not be 
avoided, there was also some early evidence that collaborative pre-planning that 
involved the woman both avoided crisis and resulted in better outcomes in terms of 
women’s wellness and children’s safety.  

 
• There is early evidence that the programs are helping women to: 

• Reduce substance use 
• Retain or regain care of their child(ren) 
• Improve access to housing 
• Feel supported  
• Access an array of needed health and other services in the community 

This is being achieved in numerous ways, and the availability of transportation, 
food, and child care cannot be overstated. In Saskatoon, for example, the 
neighbourhood clinic where the groups are offered will not have any service 
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operating from the clinic that does not include food and child care. For women 
with limited resources and children, these are critical services and can make a 
difference in terms of their willingness to take part.  

 
 
Programs Challenges 

 
Although the programs’ strengths and achievements are evident, there nonetheless have 
been challenges in the programs’ implementation, particularly in two of the sites.  
 
In Regina and Prince Albert, there were observable tensions between partners arising out 
of previous history, differing visions for the program, variable understanding of each 
other’s intentions, and distinct contractual obligations. How the funding was distributed or 
decisions about its use exacerbated some of the inherent organizational differences 
between community-based organizations and the health regions.  
 
It should be noted that this can be a common experience when agencies and systems with 
such different mandates endeavour to work collaboratively as service delivery partners – 
especially in the early stages of program implementation. Nonetheless, these differences 
have the potential to undermine the otherwise positive steps that are being taken and need 
to be constructively and mutually addressed, no matter how difficult this may be. This 
could involve the development of protocols, agreements and/or Memoranda of 
Understanding that outline agreed upon roles, responsibilities and funding formulas.  
 
 
Limitations to the evaluation 

The evaluation was strengthened by its collaborative approach, its multi-methods design 
and the existence of a team of evaluators, which enabled triangulation of researchers as 
well as of data sources.  
 
Nevertheless, the evaluation was limited by a few factors, including a relatively small 
sample size, particularly for community partners at all sites. As well, we believe that the 
evaluation was limited by its relatively compressed timeframe for data collection. The 
programs are all at the stage of implementation (some components more so than others), 
when participant outcomes are just emerging. Thus, it would be optimal for the evaluation 
to be longer in duration (e.g., 18-24 months) to enable documentation of the programs’ 
milestones and lessons learned, as well as a stronger assessment of program, participant 
and community-level outcomes. This would be of tremendous benefit to other emerging 
FASD prevention programs in Saskatchewan and nationally and provide learning for the 
existing programs so they can make adjustments as required.  
 
Finally, completion of output data collection was somewhat problematic as the data 
collection forms that were developed for each site were not well utilized. There are 
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several possible reasons for this, including misunderstanding about how to use the 
templates, multiple reporting requirements, which can cause confusion and additional 
workload pressures, as well as inconsistencies between the partners as to who was 
collecting and recording which information.  
 

Recommendations 
Site-specific suggestions for program improvement are provided in Section 3 and may be 
considered. Overall recommendations stemming from the evaluation are as follow: 
  
Recommendation #1 
That the programs continue to be funded as part of ongoing programming at all sites. 
 
Recommendation #2 
That knowledge exchange opportunities be created so that the three program teams can 
meet together on a regular basis to share program successes, challenges and emerging 
issues; these round table learning events would provide useful ways to promote cross-site 
sharing and support, and exchange of ideas leading to program improvements. 
 
Recommendation #3 
That, in Prince Albert and Regina, the program managers and managers of the partner 
organizations, as well as other key players, meet on a regular basis to address and come to 
agreement about the key issues identified as challenges in this report. In these discussion, 
it may be useful to consider developing Memoranda of Understandings, working 
protocols, and processes for dispute resolution. 
 
Recommendation #4 
That the three programs create and/or resurrect previously existing community-wide 
groups of service providers and other key stakeholders and convene regular meetings to 
discuss practice and policy-related issues of relevance when working with high-risk 
women and their families. These meetings could be opportunities to discuss best practice 
approaches (e.g., trauma-informed practice) and how they are being implemented across 
programs and sectors. 
 
Recommendation #5 
That all three programs be encouraged to find a process for actively engaging program 
participants in defining success and tracking outcomes. For example, an advisory 
committee comprised of program graduates, could be established and this committee 
could assist with helping to define what is important to know from a participant’s 
perspective, about successful outcomes.   This could form the basis for an ongoing quality 
assurance framework for the program. 
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Appendix B: 
 

Evaluation Frameworks for the RQHR, SHR and 
PAPHR FASD Prevention Programs  



 
Assumptions	  
	  
An	  initial	  step	  in	  creating	  an	  evaluation	  framework	  is	  to	  tease	  out	  the	  underlying	  assumptions	  
that	  provide	  a	  basis	   for	   the	  program	  and	  anticipated	  outcomes.	  For	   the	  SHR	   Intensive	  FASD	  
Prevention	  program,	  the	  following	  assumptions	  are	  foundational	  to	  how	  the	  program	  has	  been	  
conceived	  and	  developed:	  
	  
 	  Women’s	  substance	  use,	  including	  substance	  use	  during	  pregnancy,	  must	  be	  understood	  

within	  the	  context	  of	  the	  social	  determinants	  of	  health	  and	  other	  issues	  in	  the	  woman’s	  life,	  
including	  current	  and	  historical	  violence	  and	  abuse,	  trauma,	  effects	  of	  colonization,	  income	  
and/or	  poverty,	  social	  support,	  housing,	  and	  health	  and	  mental	  health	  issues.	  	  

	  
 	  Pregnant	  women	  and	  mothers	  who	  have	  substance	  use	  issues	  often	  are	  afraid	  to	  access	  

health	  services	  due	  to	  fears	  of	  having	  their	  child(ren)	  apprehended	  and	  mistrust	  of	  service	  
providers	  and	  service	  systems.	  	  

	  
 	  Thus,	  having	  prenatal	  and	  other	  health	  services	  be	  easily	  accessible	  and	  located	  at	  a	  site	  

that	  also	  offers	  access	  to	  child	  care,	  nutritional	  food,	  transportation,	  housing	  supports	  
and	  parent	  support	  programming	  may	  be	  an	  important	  way	  to	  increase	  access	  to/use	  of	  
prenatal	  services	  amongst	  women	  at	  high	  risk	  of	  having	  a	  child	  with	  FASD.	  

	  
 	  An	  outreach	  approach	  and	  home-‐based	  services	  are	  important	  ways	  to	  reduce	  or	  remove	  

barriers	  to	  accessing	  health	  and	  perinatal	  services,	  and	  to	  obtain	  parenting	  supports	  and	  
community-‐based	  services	  and	  resources	  -‐	  particularly	  for	  women	  with	  substance	  use,	  
trauma	  and/or	  mental	  health	  issues.	  
	  

 	  Coordinated	  service	  delivery,	  collaborative	  practice	  and	  strong	  partnerships	  amongst	  
interdisciplinary	  service	  providers	  (as	  well	  as	  other	  community-‐based	  service	  providers)	  are	  
extremely	  important	  when	  working	  with	  highly	  marginalized	  pregnant	  or	  parenting	  women	  
who	  have	  experienced	  violence,	  trauma	  and/or	  mental	  health	  issues	  and	  who	  also	  have	  
substance	  use	  problems.	  

	  
 	  Services	  need	  to	  emphasize	  a	  wholistic/comprehensive	  and	  woman-‐directed	  approach	  –	  

tailored	  to	  each	  person’s	  emotional,	  psycho-‐social,	  mental	  health,	  safety,	  intellectual,	  
recreational,	  physical	  and	  spiritual	  needs	  and	  potentials,	  as	  well	  as	  rights	  to	  self-‐
determination.	  	  

	  
 Similarly,	  (intensive)	  case	  management/coordination	  is	  an	  important	  approach	  in	  working	  

with	  women	  with	  substance	  use	  and	  other	  complex	  issues,	  as	  well	  as	  for	  women	  who	  may	  
have	  FASD	  (May	  et	  al,	  2008).	  Intensive/enhanced	  case	  management	  helps	  to	  ensure	  that	  
women’s	  needs	  in	  different	  areas	  of	  their	  life	  are	  identified	  and	  that	  there	  is	  follow-‐up,	  
coordination	  and,	  when	  needed,	  advocacy	  in	  accessing	  services	  and	  resources.	  

	  



 	  Mothers	  play	  a	  key	  role	  in	  their	  child’s	  development;	  thus,	  effective	  programming	  or	  
interventions	  need	  to	  include	  both	  mother	  and	  child	  together.	  Moreover,	  the	  mother-‐
child	  relationship	  is	  a	  primary	  mechanism	  by	  which	  healthy	  development	  in	  children	  is	  
fostered.	  This	  means	  that	  programming	  and/or	  practice	  should	  include	  an	  attachment-‐
based	  framework	  and	  developmental	  guidance	  to	  support	  a	  mother’s	  ability	  to	  be	  sensitive,	  
responsive	  and	  attuned	  to	  the	  needs	  of	  her	  child.	  

	  
 	  Individualized	  one-‐to-‐one	  support,	  combined	  with	  group/peer	  support	  or	  mentoring	  is	  

wise/promising	  practice	  in	  working	  with	  highly	  marginalized	  women	  pregnant	  or	  early	  
parenting	  women	  who	  have	  complex	  issues.	  One-‐to-‐one	  support	  facilitates	  the	  
development	  of	  a	  trusting	  and	  ongoing	  relationship	  with	  a	  service	  provider	  and/or	  peer	  
(mentor)	  who	  can	  provide	  flexible	  support	  in	  keeping	  with	  a	  woman’s	  unique	  needs.	  At	  the	  
same	  time,	  peer	  and	  group	  support,	  when	  overseen	  by	  a	  skilled	  facilitator,	  can	  be	  an	  
extremely	  valuable	  in	  enhancing	  support,	  self-‐confidence	  and	  progress	  toward	  goals.	  	  	  

	  
 	  A	  trauma-‐Informed	  approach	  must	  be	  the	  basis	  for	  service	  planning	  and	  delivery.	  A	  

trauma-‐informed	  approach	  recognizes	  that	  many	  women,	  including	  those	  with	  substance	  
use	  problems,	  are	  survivors	  of	  serious	  violence	  or	  abuse;	  this	  approach	  acknowledges	  the	  
impact	  of	  trauma	  and	  integrates	  this	  awareness	  into	  service	  delivery.	  A	  trauma-‐informed	  
approach	  emphasizes	  the	  importance	  of	  accepting	  where	  a	  woman	  is	  at	  and	  doing	  
everything	  possible	  not	  to	  re-‐traumatize.	  	  
	  

 	  Similarly,	  a	  respectful,	  relational,	  non-‐judgemental	  and	  strengths-‐based	  approach	  is	  
essential,	  with	  a	  focus	  on	  supporting	  participants	  to	  develop	  their	  capacities	  and	  identify	  
their	  readiness	  for	  change,	  and	  assisting	  them	  to	  achieve	  their	  chosen	  goals.	  	  

	  
 	  Cultural	  safety	  is	  an	  essential	  aspect	  of	  the	  service	  model.	  Thus,	  all	  program	  staff	  need	  to	  

have	  training	  related	  to	  cultural	  safety/competence	  as	  well	  as	  knowledge	  about	  the	  history,	  
traditions	  and	  practices/protocols	  of	  the	  local	  Aboriginal	  nation(s)/communities	  served	  by	  
the	  program.	  	  

	  
 	  A	  harm	  reduction	  approach	  is	  used	  in	  recognition	  that	  minimizing	  harm	  and	  promoting	  

safety	  associated	  with	  substance	  use	  are	  of	  pivotal	  importance	  for	  the	  person	  and	  her	  
community.	  A	  harm	  reduction	  approach	  promotes	  access	  to	  supports	  and	  programming	  
related	  to	  health,	  healing	  and	  wellness.	  	  

	  
 	  Finally,	  all	  program	  staff	  need	  to	  be	  well-‐trained	  in	  FASD	  and	  FASD-‐informed	  approaches.	  

Similarly,	  all	  program	  staff	  need	  ongoing	  supervision	  with	  an	  FASD-‐informed	  focus



	  	   	   SASKATOON	  HEALTH	  REGION	  	  –	  	  FORMATIVE	  EVALUATION	  FRAMEWORK	  
Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  

	  
Outputs/Indicators	  

Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
Relational	  

Training	  SHR	  staff	  about	  cultural	  
safety,	  trauma-‐informed	  practice,	  
FASD	  	  

SHR	  program	  team	  
 SHR	  program	  team	  participate	  

in	  training	  about	  relevant	  
approaches	  (e.g.,	  cultural	  
safety,	  trauma-‐informed	  
practice,	  FASD	  etc.)	  

 Staff	  receive	  mentoring,	  
supervision	  &	  support	  	  

SHR	  program	  team	  
 SHR	  team	  apply	  knowledge	  

about	  informed	  approaches	  
(e.g.	  trauma-‐informed)	  to	  
their	  practice	  

#	  &	  type	  of	  training	  sessions	  
offered/attended	  
#	  staff	  attending	  training	  
#	  hours	  of	  training	  per	  staff	  
Staff	  report	  having	  
knowledge/understanding	  of	  
informed	  approaches	  
Freq.	  of	  supervision	  meetings	  

Woman-‐directed	  
Outreach-‐based	  
	  
Culturally	  safe	  
Trauma-‐informed	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  Multi-‐
disciplinary	  

Providing	  accessible	  pre-‐	  and	  
post-‐natal	  health	  care	  
	  
Intensive	  case	  management	  &	  
providing	  home-‐based	  support	  to	  
pregnant	  and	  early	  parenting	  
women	  (and	  their	  families);	  
providing	  transportation;	  
accompaniment	  to	  apptmts	  	  
	  
Providing	  addictions	  counselling;	  	  
Trauma-‐related	  therapy	  
	  
Providing	  group/peer	  education	  
and	  support	  (e.g.,	  re:	  lifeskills,	  
parenting	  and	  child	  development	  
issues,	  etc.)	  

Women/Families	  
 Participants	  feel	  safe	  and	  not	  

judged,	  and	  begin	  to	  develop	  
trusting	  relationships	  w/	  staff	  
	  

 Participants	  are	  informed	  
about	  existing	  services	  and	  
resources	  	  

 Participants	  access	  perinatal	  
and	  primary	  health	  care	  for	  
themselves	  and	  their	  children	  	  

 Participants	  are	  supported	  to	  
get	  to	  appointments	  and	  to	  
access	  needed	  resources	  

 Participants	  attend	  peer	  
education/support	  activities	  

Women/Families	  
 Participants	  have	  trusting	  

relationships	  with	  staff	  
 Participants	  experience	  

services	  as	  culturally	  safe	  
 Women	  engage	  with	  the	  

program	  as	  early	  as	  possible	  
during	  their	  pregnancy	  

 Participants	  stay	  engaged	  
with	  services	  	  

 Participants	  are	  satisfied	  
with	  services	  received	  

 Participants	  do	  not	  
experience	  barriers	  to	  
accessing	  the	  program	  
	  

#/%	  of	  women	  in	  their	  1st	  
trimester	  of	  pregnancy	  at	  intake	  	  
#/%	  of	  women	  served	  who	  
previously	  had	  no	  prenatal	  care	  
#/%	  of	  women	  who	  are	  HIV+	  
#/%	  of	  participants	  reporting	  
that	  program	  is	  accessible;	  	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  respected,	  not	  judged	  
#/%	  participants	  who	  stop	  
accessing	  the	  program	  
#	  receiving	  (1-‐1)	  support	  
#	  hours	  service	  per	  participant	  
Attendance	  in	  group	  activities	  	  
#	  	  &	  type	  of	  group	  sessions	  held	  
(#	  culturally-‐based;	  etc.)	  

Wholistic	  &	  Multi-‐
disciplinary	  
Woman-‐directed	  
	  
Harm	  reduction	  
	  
FASD-‐informed	  
Trauma-‐informed	  

	  
Liaising	  with	  community	  
partners	  and	  resources	  
	  
Providing/facilitating	  
training/support	  re:	  FASD,	  FASD-‐
informed/trauma-‐informed	  
approaches	  

Community	  &	  Systems	  
 Community	  partners	  know	  

about	  SHR	  	  
 Community	  partners	  make	  

referrals	  to	  SHR	  
 Community	  partners	  learn	  

about	  relevant	  informed	  
approaches	  (e.g.	  trauma-‐
informed,	  FASD-‐informed)	  

Community	  &	  Systems	  
 Increased	  collaboration	  

amongst	  service	  providers,	  
and	  bet.	  providers	  &	  partics	  

 Partners	  engage	  in	  open	  
information	  sharing	  	  

 Community	  partners	  apply	  
knowledge	  about	  relevant,	  
informed	  approaches	  

#	  referral	  sources	  %	  self-‐referrals	  
#/freq.	  of	  team	  meetings	  
Program	  team	  &	  partners	  report	  
(enhanced)	  collaboration	  
Examples	  of	  partners’	  practices	  
modified	  to	  improve	  access	  by	  
substance	  using	  women	  
#	  	  community	  KT/KE	  events	  
#	  partners	  at	  KT/KE	  events	  



	  

SASKATOON	  HEALTH	  REGION	  	  -‐	  SUMMATIVE	  EVALUATION	  	  	  FRAMEWORK	  
	  
	  

Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/indicators	  
	  

	  
	  
Woman-‐directed	  
	  
Outreach-‐based	  
	  
Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  	  
Multi-‐disciplinary	  

	  
	  
Providing	  pre-‐	  and	  post-‐natal	  
health	  care	  
	  
Intensive	  case	  management	  &	  
providing	  home-‐based	  support	  
to	  pregnant	  and	  early	  parenting	  
women	  (and	  their	  families);	  
providing	  transportation;	  
accompaniment	  to	  apptmts	  	  
	  
Providing	  addictions	  
counselling;	  	  
Trauma-‐related	  therapy	  
	  
	  
	  
	  
	  
	  
	  
Providing	  group/peer	  
education	  and	  support	  and	  
education	  (e.g.,	  re:	  lifeskills,	  
parenting	  and	  child	  
development	  issues,	  etc)	  
	  

Women/Families	  
	  
 Participants	  develop	  trusting	  

relationships	  and	  feel	  safe	  with	  
health	  professionals	  
	  

 Participants	  have	  knowledge	  
about	  and	  feel	  prepared	  for	  
labour,	  birth	  and	  post	  partum	  	  

 Participants	  have	  regular	  pre-‐	  
and	  post-‐natal	  care	  
	  

 Participants	  feel	  supported	  
during	  pre-‐	  and	  post-‐natal	  
period	  

	  
 Participants	  gain	  knowledge	  

and	  skills	  (e.g.,	  parenting,	  
lifeskills)	  

 Participants/families	  engage	  in	  
healthy	  recreational	  activities	  

 Participants	  develop	  positive	  
connections	  with	  other	  families	  

 Participants	  know	  about	  and	  
begin	  to	  access	  community	  
resources	  

 Participants	  are	  making	  progress	  
relative	  to	  self-‐defined	  
goals/needs	  

Women/Families	  
	  
 Participants	  have	  practical	  and	  

emotional	  support	  (feel	  less	  
isolated)	  
	  

 Participants	  engage	  in	  self	  care	  
to	  reduce	  harm	  

	  
 Participants	  have	  adequate	  

perinatal	  screening	  and	  care	  
 Participants	  have	  healthy	  

delivery	  
 Infants	  are	  born	  with	  healthy	  

birth	  weights	  	  
 Participants	  initiate	  and	  

continue	  with	  breast-‐feeding,	  
when	  appropriate	  

 Infants	  experience	  minimal	  
medical	  complications	  and/or	  
post-‐natal	  diagnoses	  	  
	  

 Participants	  are	  connected	  to	  
community	  resources	  	  

	  
 Participants	  have	  supportive	  

relationships	  with	  peers	  
	  

 Participants	  have	  confidence	  
in	  their	  ability	  to	  meet	  their	  
needs;	  feel	  hopeful	  

Women/Families	  
	  
#/%	  of	  participants	  reporting	  
that	  program	  is	  accessible;	  	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  respected,	  not	  judged	  
	  
#/%	  of	  participants	  delivering	  
infants	  weighing	  >2500	  grams	  	  
Average	  gestational	  age	  at	  birth	  	  
#/%	  of	  infants	  with	  no	  birth	  
complications	  or	  post-‐natal	  
diagnoses	  	  
#/%	  of	  infants	  w/o	  substance	  
exposure	  
Participants’	  self-‐reports	  of	  
prenatal	  risk	  issues,	  including	  
substance	  use	  	  
	  
Participants	  report	  having	  
emotional	  and	  practical	  support	  
(i.e.,	  feeling	  supported)	  
	  
Participants	  report	  being	  
connected	  with	  a	  person,	  peer(s)	  
and/or	  CBO(s)	  for	  assistance	  
	  
Participants	  report	  increases	  in	  
their	  self-‐confidence,	  self-‐
efficacy	  and	  sense	  of	  hope	  	  



Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/indicators	  
	  

Wholistic	  &	  Multi-‐
disciplinary	  
	  
Woman-‐directed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
FASD-‐informed	  
	  
Trauma-‐informed	  

Liaising	  with	  community	  
partners	  and	  resources	  
	  
Providing/facilitating	  
training/support	  re:	  FASD,	  
FASD-‐informed/trauma-‐
informed	  approaches	  
	  
	  

Women/Families	  
Community	  &	  Systems	  
	  
 Participants	  feel	  supported	  

during	  discussions	  of	  child’s	  
care/custody	  

 Participants	  have	  less	  fear	  during	  
discussions	  of	  child’s	  
care/custody	  

 Participants	  experience	  
supportive	  relationship	  with	  
child	  welfare/social	  workers	  

Women/Families	  
Community	  &	  Systems	  
	  
 There	  is	  collaborative	  

assessment	  and	  planning	  
related	  to	  child’s	  care/custody	  
	  

 Participants	  have	  ongoing	  
connection	  with	  their	  child	  

	  
 Community	  partners	  apply	  

knowledge	  about	  relevant,	  
informed	  approaches	  

Women/Families	  
Community	  &	  Systems	  

	  
Women/families	  report	  being	  
equal	  participants	  in	  meetings	  
	  
Women/families	  feel	  safe,	  
respected,	  and	  feel	  heard	  in	  mtgs	  
	  
#/freq.	  of	  team	  meetings	  
	  
Program	  team	  and	  community	  
partners	  report	  enhanced	  
collaboration	  

 



 
	   	   	   REGINA	  QU’APPELLE	  HEALTH	  REGION	  –	  FORMATIVE	  EVALUATION	  FRAMEWORK	  

Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/Indicators	  

Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Relational	  

Training	  RHMFF	  staff	  about	  
cultural	  safety,	  trauma-‐informed	  
practice,	  FASD	  	  
	  
Engaging	  Elder	  advisors	  	  
	  
	  

RHMFF	  program	  team	  
 RHMFF	  staff	  participate	  in	  

training	  about	  relevant	  
approaches	  (e.g.,	  cultural	  
safety,	  trauma-‐informed	  
practice,	  FASD	  etc.)	  

 Staff	  receive	  mentoring,	  
supervision	  &	  support	  	  

 Elders	  Advisors	  support	  project	  
programming	  

RHMFF	  program	  team	  
 RHMFF	  staff	  apply	  knowledge	  

about	  informed	  approaches	  
(e.g.	  trauma-‐informed)	  to	  their	  
practice	  

	  
 Elder	  Advisors	  continue	  to	  

support	  project	  programming	  

#	  &	  type	  of	  training	  sessions	  
offered/attended	  
#	  staff	  attending	  training	  
Staff	  report	  having	  
knowledge/understanding	  of	  
informed	  approaches	  
Freq.	  of	  supervision	  meetings	  
#	  of	  hours	  Elders	  engaged	  
	  

Woman-‐directed	  
Outreach-‐based	  
	  
Culturally	  safe	  
Trauma-‐informed	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  Multi-‐
disciplinary	  

Providing	  coordinated	  and	  
accessible	  prenatal	  and	  post	  natal	  
health	  care	  
	  
Providing	  home-‐based	  and	  
outreach-‐based	  support	  to	  high	  
risk	  pregnant	  and	  early	  parenting	  
women	  and	  their	  families	  
	  
Providing	  culturally	  relevant	  
program	  activities	  and	  guidance	  
(i.e.	  Tipi	  Teachings;	  Sharing	  Circles,	  
Elder	  Advisors)	  
	  
Providing	  advocacy	  and	  assisting	  
women/families	  to	  access	  health	  
and	  addictions	  services,	  mental	  
health,	  parenting	  supports,	  
housing,	  and	  other	  services	  
	  
Facilitating	  peer	  mentoring/	  
support	  and	  social	  connections	  

Women/Families	  
 Participants	  are	  engaged	  in	  the	  

residential	  or	  outreach	  program	  
	  

 Participants	  are	  informed	  about	  
existing	  services	  and	  resources	  
	  	  

 Participants	  access	  prenatal	  and	  
primary	  health	  care	  for	  
themselves	  and	  their	  children	  	  

	  
 Participants	  are	  supported	  to	  

get	  to	  appointments	  and	  to	  
access	  resources	  &	  services	  

	  
 Participants’	  housing	  needs	  and	  

preferences	  are	  assessed	  
	  
 Participants	  have	  opportunities	  

to	  take	  part	  in	  cultural	  
programming	  
	  

Women/Families	  
 Participants	  develop	  trusting	  

relationships	  with	  staff	  
 Participants	  experience	  

services	  as	  culturally	  safe	  
 Women	  engage	  with	  the	  

program	  as	  early	  as	  possible	  
during	  their	  pregnancy	  

 Participants	  stay	  engaged	  with	  
residential	  &	  outreach	  
programs	  

 Participants	  are	  satisfied	  with	  
services	  received	  

 Participants	  reside	  in	  
supported/adequate	  housing	  	  

 Participants	  access	  peer	  
mentoring	  	  

 Participants	  take	  part	  in	  
healthy	  social	  activities	  

 Participants	  take	  part	  in	  
cultural	  programming	  

	  

#/%	  of	  women	  in	  their	  1st,	  2nd,	  &	  
3rd	  trimester	  of	  pregnancy	  at	  
intake	  	  
#/%	  of	  women	  served	  who	  
previously	  had	  no	  prenatal	  care	  
#	  of	  prenatal	  supports	  accessed	  
#/%	  of	  participants	  reporting	  
that	  program	  is	  accessible;	  	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  respected,	  not	  judged	  
#/%	  participants	  who	  stop	  
accessing	  the	  program	  
#	  receiving	  (1-‐1)	  support	  
#	  hours	  service	  per	  participant	  
#	  of	  women	  residing	  in	  
supported	  or	  adequate	  housing	  	  
#	  referrals	  to	  supported	  housing	  
Attendance	  in	  group	  activities	  	  
#	  	  &	  type	  of	  group	  sessions	  held	  
(#	  culturally-‐based;	  etc.)	  
#	  of	  peer	  mentors	  
#	  social	  activities	  offered	  



Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/Indicators	  

	   	   #/%	  taking	  part	  in	  cultural	  
programming	  	  

	  
Wholistic	  &	  Multi-‐
disciplinary	  
Woman-‐directed	  
Harm	  reduction	  

	  
Partnership	  with	  Namerind	  
Housing	  Corp	  (NHC)	  
	  
Protocols	  established	  between	  the	  
main	  partners	  	  

	  
Community	  &	  Systems	  
 Partners	  are	  engaged	  in	  

developing	  collaborative	  and	  
integrated	  services	  planning	  
and	  delivery	  

 	  
	  

	  

	  
Community	  &	  Systems	  
 Increased	  collaboration	  &	  

integration	  amongst	  service	  
providers,	  and	  between	  
providers	  &	  participants	  

 Partners	  engage	  in	  open	  
information	  sharing	  

	  

	  
#	  of	  referrals	  made	  
#/freq.	  of	  team	  meetings	  
Community	  partners	  report	  
enhanced	  collaboration	  
	  
Examples	  of	  partners’	  practices	  
that	  were	  modified	  to	  improve	  
access	  by	  high	  risk	  
pregnant/parenting	  women	  
	  
Partnership	  agreements	  in	  place	  

	  



REGINA	  QU’APPELLE	  HEALTH	  REGION	  	  	  SUMMATIVE	  EVALUATION	  	  	  FRAMEWORK	  
	  

Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	   Outputs/indicators	  
	  

	  
Woman-‐directed	  
	  
Outreach-‐based	  
	  
Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  	  
Multi-‐disciplinary	  

	  
Providing	  prenatal	  and	  postnatal	  
health	  care	  
	  
Providing	  residential-‐based	  or	  
outreach-‐based	  support	  to	  high	  
risk	  pregnant	  and	  early	  
parenting	  women	  and	  their	  
families	  
	  
Advocacy	  and	  assisting	  
women/families	  to	  access	  health	  
and	  addictions-‐related	  services,	  
parenting	  supports,	  and	  other	  
needed	  services	  
	  
Providing	  opportunities	  for	  
connection	  to	  culturally	  relevant	  
program	  activities	  and	  guidance	  
(i.e.	  Tipi	  Teachings;	  Sharing	  
Circles,	  Elder	  Advisors)	  
	  
Facilitating	  peer	  support	  /peer	  
mentoring	  and	  social	  
connections	  
	  
Providing	  transportation	  and	  
accompaniment	  

Women/Families	  –	  Year	  1	  
	  
 Participants	  have	  knowledge	  

about	  and	  feel	  prepared	  for	  
labour,	  birth	  and	  the	  post	  
partum	  period	  

	  
 Participants	  have	  regular	  

prenatal	  care	  	  
	  

 Participants	  feel	  supported	  
during	  pre	  and	  post-‐natal	  
period	  
	  

 Participants	  have	  self-‐defined	  
goals/needs	  including	  for	  
housing	  
	  

 Participants	  have	  increased	  
sense	  of	  connection	  to	  culture	  

	  
 Participants	  able	  to	  talk	  about	  

their	  substance	  use	  
	  

	  
	  
Women/Families	  –	  Year	  2	  

	  
 Child	  is	  immunized	  	  

	  
 Child	  receives	  ongoing	  

developmental	  assessments	  	  
	  

Women/Families	  –	  Year	  1	  
	  
 Participants	  have	  practical	  and	  

emotional	  support	  	  
 Participants	  engage	  in	  self	  care	  to	  

reduce	  harm	  
 Participants	  have	  healthy	  delivery	  
 Infants	  are	  born	  with	  healthy	  

birth	  weights	  	  
 Participants	  initiate	  and	  continue	  

with	  breast-‐feeding,	  when	  
appropriate	  

 Infants	  experience	  minimal	  	  
medical	  complications	  and/or	  
post-‐natal	  diagnoses	  	  

 Participants	  are	  connected	  to	  
community	  resources	  	  

 Participant’s	  self-‐identified	  needs	  
for	  housing	  are	  addressed	  

 Participants	  make	  progress	  on	  
their	  goals/needs	  related	  to	  
alcohol	  &	  drug	  issues	  

 Participants	  have	  confidence	  in	  
their	  ability	  to	  meet	  their	  needs;	  
feel	  hopeful	  

	  
Women/Families	  –	  Year	  2	  
	  
 Child	  has	  positive	  health	  &	  

wellbeing	  	  
 Participants	  experience	  culture	  as	  

healing	  	  
	  

Women/Families	  –	  Year	  1	  
	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  supported	  and	  respected	  
throughout	  their	  pregnancy	  
#/%	  participants	  delivering	  infants	  
weighing	  >2500	  grams	  	  
Average	  gestational	  age	  at	  birth	  
#/%	  babies	  with	  weight	  gain	  
within	  normal	  range	  	  
#/%	  infants	  with	  no	  birth	  
complications	  or	  post-‐natal	  
diagnoses	  	  
#/%	  infants	  w/o	  substance	  
exposure	  
#	  babies	  requiring	  specialized	  care	  
Participants	  and	  their	  families	  
have	  safe,	  supportive	  housing	  
Participants’	  self-‐reports	  of	  
reduced	  substance	  use	  	  
Participants	  report	  feeling	  
supported	  	  
#	  &	  %	  of	  participants	  at	  each	  stage	  
of	  Theory	  of	  Change	  
#/%	  of	  infants	  remaining	  in	  
mother’s	  care	  
#/%	  of	  infants	  apprehended	  at	  
birth	  or	  2	  months	  after	  transition	  
to	  permanent	  housing	  
	  	  
Women/Families	  –	  Year	  2	  
#/%	  of	  children	  who	  meet	  
developmental	  milestones	  	  



Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	   Outputs/indicators	  
	  

	  
#/%	  of	  children	  with	  up	  to	  date	  
immunizations	  
	  
Participants	  report	  increases	  in	  
their	  self-‐confidence,	  self-‐efficacy	  
and	  sense	  of	  hope	  
	  

Wholistic	  &	  Multi-‐
disciplinary	  
	  
Woman-‐directed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  

	  
	  
	  
Liaising	  with	  partners	  and	  
community	  resources	  
	  
	  

Women/Families	  
Community	  &	  Systems	  
	  
 Participants	  feel	  supported	  

during	  discussions	  of	  child’s	  
care/custody	  

 Participants	  request	  and/or	  
access	  supports	  that	  will	  help	  
keep	  the	  family	  unit	  intact	  and	  
safe	  

	  

Women/Families	  
Community	  &	  Systems	  
	  
 Participants	  experience	  

supportive	  relationship	  with	  child	  
welfare/social	  workers	  

 There	  is	  collaborative	  assessment	  
and	  planning	  related	  to	  child’s	  
care/custody	  

 Participants	  have	  ongoing	  
connection	  with	  their	  child	  

Women/Families	  
Community	  &	  Systems	  

	  
	  
	  #/%	  of	  women	  who	  report	  support	  
re:	  parenting	  
	  
	  



PRINCE	  ALBERT	  PARKLAND	  HEALTH	  REGION	  –	  FORMATIVE	  EVALUATION	  FRAMEWORK	  
Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  

	  
Outputs/Indicators	  

Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
Relational	  

Training	  PAPHR	  staff	  about	  
cultural	  safety,	  trauma-‐informed	  
practice,	  FASD	  	  
	  
Staff	  supervision	  

PAPHR	  program	  team	  
 PAPHR	  staff	  participate	  in	  

training	  about	  relevant	  
approaches	  (e.g.,	  cultural	  
safety,	  trauma-‐informed	  
practice,	  FASD	  etc.)	  

 Staff	  receive	  mentoring,	  
supervision	  &	  support	  	  

PAPHR	  program	  team	  
 PAPHR	  staff	  apply	  

knowledge	  about	  informed	  
approaches	  (e.g.	  trauma-‐
informed)	  to	  their	  practice	  

#	  &	  type	  of	  training	  sessions	  
offered/attended	  
#	  staff	  attending	  training	  
#	  hours	  of	  training	  per	  staff	  
Staff	  report	  having	  
knowledge/understanding	  of	  
informed	  approaches	  
Freq.	  of	  supervision	  meetings	  

Woman-‐directed	  
Outreach-‐based	  
	  
Culturally	  safe	  
Trauma-‐informed	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  Multi-‐
disciplinary	  

Providing	  perinatal	  health	  care	  
	  
Providing	  home-‐based	  and	  
outreach-‐based	  support	  to	  
pregnant	  and	  early	  parenting	  high	  
risk	  women	  and	  their	  families	  
	  
Providing	  advocacy	  and	  assisting	  
women/families	  to	  access	  health	  
and	  A&D-‐related	  services,	  
parenting	  supports	  and	  other	  
needed	  services	  
	  
Facilitating	  peer	  support	  and	  
social	  connections	  
	  
Providing	  transportation	  and	  
accompaniment	  

Women/Families	  
 Participants	  feel	  safe	  and	  not	  

judged,	  and	  begin	  to	  develop	  
trusting	  relationships	  with	  
staff	  
	  

 Participants	  are	  informed	  
about	  existing	  services	  and	  
resources	  as	  part	  of	  transition	  
planning	  
	  

 Participants	  access	  
comprehensive	  pre-‐	  and	  post-‐
natal	  and	  primary	  health	  care	  
for	  themselves	  and	  their	  
children	  	  

	  
 Participants	  are	  supported	  to	  

get	  to	  appointments	  and	  to	  
access	  needed	  resources	  

Women/Families	  
 Participants	  have	  trusting	  

relationships	  with	  staff	  
 Participants	  experience	  

services	  as	  culturally	  safe	  
	  

 Women	  engage	  with	  the	  
program	  as	  early	  as	  possible	  
during	  their	  pregnancy	  

	  
 Participants	  stay	  engaged	  

with	  services	  	  
 Participants	  are	  satisfied	  

with	  services	  received	  
 Participants	  do	  not	  

experience	  barriers	  to	  
accessing	  the	  program	  

#/%	  of	  women	  in	  their	  1st	  
trimester	  of	  pregnancy	  at	  intake	  	  
#/%	  of	  women	  served	  who	  
previously	  had	  no	  prenatal	  care	  
#/%	  of	  women	  who	  are	  HIV+	  
#/%	  of	  participants	  reporting	  
that	  program	  is	  accessible;	  	  
Avg	  #	  of	  services	  accessed	  by	  
participants	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  respected,	  not	  judged	  
#/%	  participants	  who	  stop	  
accessing	  the	  program	  
#	  receiving	  (1-‐1)	  support	  
#/%	  receiving	  advocacy	  services	  
#	  hours	  service	  per	  participant	  
Attendance	  in	  group	  activities	  	  
#	  	  &	  type	  of	  group	  sessions	  held	  
(#	  culturally-‐based;	  etc.)	  
#	  of	  home	  visits	  completed	  

Wholistic	  &	  Multi-‐
disciplinary	  
Woman-‐directed	  
Harm	  reduction	  

	  
Liaising	  with	  community	  
partners	  and	  resources	  
	  
	  
	  

Community	  &	  Systems	  
 Community	  partners	  are	  

engaged	  in	  developing	  
collaborative	  and	  integrated	  
services	  	  planning	  and	  delivery	  
	  

Community	  &	  Systems	  
 Interagency	  team	  members	  

are	  aware	  of	  roles	  and	  
responsibilities	  

 Increased	  collaboration	  and	  
integration	  amongst	  service	  

#	  referral	  sources	  	  
%	  self-‐referrals	  
#	  referrals	  from	  PAPHR	  to	  other	  
services	  
#	  of	  “shared	  care”	  
participants/participants	  with	  



	  
Providing	  training	  and	  
information	  sharing	  about	  FASD	  

 Community	  partners	  make	  
referrals	  to	  PAPHR	  

	  
 PAPHR	  refers	  to	  community	  

partners	  	  
	  
 Community	  partners	  are	  

informed	  about	  FASD	  
	  

providers,	  and	  between	  
providers	  &	  participants	  

 Improved	  communication	  
amongst	  service	  providers	  

 Partners	  engage	  in	  open	  
information	  sharing	  

 Community	  partners	  apply	  
knowledge	  about	  FASD	  in	  
practice	  and	  programs	  

transition	  plans	  (from	  hospital	  to	  
community)	  
#/freq.	  of	  team	  meetings	  
#	  of	  meetings	  to	  formalize	  
collaborative/integrated	  service	  
delivery	  
Examples	  of	  statements	  and/0r	  
documents	  outlining	  
collaborative/	  integrated	  
approach,	  e.g.,	  Partnership	  
agreements	  in	  place	  
Community	  partners	  report	  
enhanced	  collaboration,	  clarity	  
of	  roles,	  communication,	  etc.	  
Examples	  of	  partners’	  practices	  
that	  were	  modified	  to	  improve	  
access	  by	  substance	  using	  
pregnant/parenting	  women,	  
including	  FASD	  informed	  
practice	  
	  

	  



	  
Prince	  Albert	  Parkland	  Health	  Region	  	  	  Summative	  Evaluation	  	  	  Framework	  

Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/indicators	  
	  

Woman-‐directed	  
	  
Outreach-‐based	  
	  
Culturally	  safe	  
	  
Trauma-‐informed	  
	  
FASD-‐informed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  
Wholistic	  &	  	  
Multi-‐disciplinary	  

Providing	  pre-‐	  and	  post-‐natal	  
health	  care	  
	  
Providing	  home-‐based	  and	  
outreach-‐based	  support	  to	  
pregnant	  and	  early	  parenting	  
women	  and	  their	  families	  
	  
Providing	  advocacy	  and	  
assisting	  women/families	  to	  
access	  health	  and	  A&D-‐related	  
services,	  parenting	  supports	  and	  
other	  needed	  services	  
	  
Facilitating	  peer	  support	  and	  
social	  connections	  
	  
Providing	  transportation	  and	  
accompaniment	  

Women/Families	  
	  
 Participants	  develop	  trusting	  

relationships	  and	  feel	  safe	  with	  
pre-‐	  and	  post-‐natal	  health	  
professionals	  

	  
 Participants	  have	  knowledge	  

about	  and	  feel	  prepared	  for	  
labour,	  birth	  and	  the	  post	  
partum	  period	  

	  
 Participants	  who	  have	  high	  risk	  

conditions	  of	  pregnancy	  
understand	  the	  risk-‐related	  
issues	  and	  rationale	  for	  
prescribed	  recommendations	  	  

	  
 Participants	  have	  regular	  pre-‐	  

and	  post-‐natal	  	  	  care	  
	  
 Participants	  feel	  supported	  

during	  pre-‐	  and	  post-‐natal	  	  	  
period	  
	  

 Participants	  know	  about	  and	  
begin	  to	  access	  community	  
resources	  

	  
 Participants	  have	  self-‐defined	  

goals/needs	  
	  

Women/Families	  
	  
 Participants	  have	  practical	  and	  

emotional	  support	  (feel	  less	  
isolated)	  

 Participants	  with	  high	  risk	  
conditions	  in	  pregnancy	  
participate	  in	  self	  care	  to	  
reduce	  harm	  

 Participants	  have	  perinatal	  
screening	  and	  care	  

 Participants	  have	  healthy	  
delivery	  

 Infants	  are	  born	  with	  healthy	  
birth	  weights	  	  

 Participants	  initiate	  and	  
continue	  with	  breast-‐feeding,	  
when	  appropriate	  

 Infants	  experience	  minimal	  
medical	  complications	  and/or	  
post-‐natal	  diagnoses	  	  
	  

 Participants	  are	  connected	  to	  
community	  resources	  	  
	  

 Participants	  are	  making	  
progress	  relative	  to	  self-‐
defined	  goals/needs	  
	  

 Participants	  have	  confidence	  
in	  their	  ability	  to	  meet	  their	  
needs;	  feel	  hopeful	  
	  

Women/Families	  
	  
#/%	  of	  participants	  reporting	  
that	  program	  is	  accessible;	  	  
#/%	  reporting	  that	  that	  they	  feel	  
safe,	  respected,	  not	  judged	  
	  
#/%	  of	  participants	  delivering	  
infants	  weighing	  >2500	  grams	  
#/%	  of	  infants	  with	  weight	  gain	  
within	  normal	  range	  
Average	  gestational	  age	  at	  birth	  	  
#/%	  of	  infants	  with	  no	  birth	  
complications	  or	  post-‐natal	  
diagnoses	  	  
#/%	  of	  infants	  w/o	  substance	  
exposure	  
#/%	  of	  participants	  self-‐report	  
prenatal	  risk	  issues,	  including	  
substance	  use	  	  
#/%	  of	  pre-‐natal	  participants	  
with	  participant-‐created	  Care	  
Plan	  
#/%	  of	  mothers	  who	  breastfeed	  
6	  months	  post	  delivery	  
#/%	  of	  participants	  with	  
transition	  plans	  i.e.,	  from	  
hospital	  to	  community	  
	  
Participants	  report	  having	  
emotional	  and	  practical	  support	  
(i.e.,	  feeling	  supported,	  hopeful)	  
	  



Philosophy	   Activities	   Early	  Outcomes	   Intermediate	  Outcomes	  
	  

Outputs/indicators	  
	  

#/%	  participants	  who	  report	  
decreased	  substance	  use	  
	  
Participants	  report	  being	  
connected	  with	  a	  person,	  peer(s)	  
and/or	  CBO(s)	  for	  assistance	  
	  
Participants	  report	  increases	  in	  
their	  self-‐confidence,	  self-‐
efficacy	  and	  sense	  of	  hope	  	  

Wholistic	  &	  Multi-‐
disciplinary	  
	  
Woman-‐directed	  
	  
Harm	  reduction	  
	  
Mothering	  &	  
developmental	  
lens	  
	  

Liaising	  with	  community	  
partners	  and	  resources	  
	  
	  

Women/Families	  
Community	  &	  Systems	  
	  
 Participants	  request	  supports	  

that	  will	  help	  keep	  the	  family	  
unit	  intact	  and	  safe	  

 Participants	  feel	  supported	  
during	  discussions	  of	  child’s	  
care/custody	  

 Participants	  have	  less	  fear	  during	  
discussions	  of	  child’s	  
care/custody	  

 Participants	  experience	  
supportive	  relationship	  with	  
child	  welfare/social	  workers	  
	  

 Reduced	  child	  removals;	  
increased	  number	  of	  participants	  
who	  retain	  or	  regain	  custody	  of	  
infant/child	  	  

	  

Women/Families	  
Community	  &	  Systems	  
	  
 Participants	  access	  supports	  to	  

help	  keep	  the	  family	  unit	  safe	  
and	  intact	  

 There	  is	  collaborative	  proactive	  
assessment	  and	  planning	  
related	  to	  child’s	  care/custody	  
	  

 Participants	  have	  ongoing	  
connection	  with	  their	  child	  

Women/Families	  
Community	  &	  Systems	  

	  
	  #/%	  of	  women	  with	  child	  safety	  
concerns	  (as	  per	  intake	  form)	  
	  
#/%	  of	  women	  with	  child	  safety	  
concerns	  retaining	  custody	  of	  
their	  child	  
#/%	  of	  child	  apprehensions	  within	  
2	  months	  of	  birth	  
	  
#/freq.	  of	  team	  meetings	  
	  
Creation	  of	  PAPHR/Community	  
policy	  that	  provides	  guidelines	  for	  
Referral	  and	  Discharge	  planning	  
for	  at	  risk	  mothers	  
	  
Community	  partners	  report	  
enhanced	  collaboration	  
	  

	  



 

 
 
 

 
 
 

Appendix C: 
 

Supplementary Information regarding Methods, 
including all data collection tools  

 



 

 
Formative Evaluation Research Questions 
 
Detailed formative evaluation questions are shown in the table that follows: 
 
Components Formative Evaluation Research Questions 
Goals & 
Objectives 

What are the goals & objectives of the program? 
Have the goals & objectives changed over time? 

Input: Funding 
& other 
resources 

What funding exists for the program?  
What other resources are available to program? 
Are there any issues that exist regarding funding? 

Input: Staff What is the staffing of the program? 
Are there any issues regarding staffing? 
How well do staff (the program team) work together? 

Input: Staff 
training 

What activities comprise staff training? 
Are there any issues regarding staff training? 

Theoretical 
framework, 
Approaches & 
Activities 

What are the principles/values and/or theoretical framework guiding the 
program? 
What are the program’s key activities and approaches? 
How do the program’s activities and approaches reflect its guiding 
values/principles? (i.e., are the program’s activities consistent with the 
program’s values/principles?) 
What have been the key milestones of the program? 

Outputs Who are the program participants? 
How satisfied are participants? – is the program experienced as 
accessible, safe, welcoming, trustworthy, inclusive/participatory, 
effective, etc.? 

Partnerships & 
community 
capacity 

What other organizations are involved with the program? 
What is the nature of the relationship with other organizations? (i.e. 
collaboration, consultation, referral, information sharing?) 
Are these relationships in keeping with those envisioned when the 
program began? 

Strengths, 
Challenges & 
Improvements 

Overall, what are the program’s strengths and weaknesses? 
What recommendations can be made for improvement? 
 

 
Data collection methods  
The evaluation employed a mixed-methods design involving the following types of data 
collection: semi-structured interviews; participant satisfaction/experience questionnaire; 
focus groups; Program Managers’ reports and updates; site visits/participant observation; 
output data; and documentary review. These methods and data collection instruments are 
described below; a copy of all interview guides, questionnaires, and the template for 
reporting output data is provided as part of this Appendix.  



 

 



 

 
Semi-structured interviews, face-to-face and by telephone were conducted with: 
 

• Program Managers  
These interviews were a primary source of information about topics such as funding, 
staffing, training, program strengths, challenges and suggestions for modifications. 

 
• Program team 
Interviews were conducted with the program team at each site and covered 
implementation topics such as staff training and support/supervision, program 
strengths, challenges and suggestions for program modification. Moreover, the 
interviews explored the team’s perceptions of participants’ satisfaction and outcomes.  
 
• Program participants   
Semi-structured interviews and accompanying questionnaires and/or a focus group 
were carried out by the evaluation team with a sample of program participants. 
Questions focused on participants’ experience of the program and dimensions of 
satisfaction; the interviews also covered perceived outcomes of the program. As a 
means to explore perspective outcomes, the interview included a modified version of 
the Most Significant Change (MSC) technique, which is a process that has been used in 
participatory monitoring and evaluation of Aboriginal family-serving projects (Bennett, 
2012). Using the MSC technique, interview informants are asked to share a story or 
example of ‘the most significant change that happened’ as a result of the project (as 
well as who was involved and where and when the event happened). 
 
The Participant Questionnaire included an 11-item scale that asked participants to rate 
a series of statements regarding their experience and satisfaction with the program. All 
statements, with the exception of the final one, were taken from Fallot, R. & Harris, M. 
(2009).  Creating Cultures of Trauma-Informed Care (CCTIC): A Self-Assessment and 
Planning Protocol. http://www.annafoundation.org/CCTICSELFASSPP.pdf.  

 
The last question was slightly adapted and drawn from: Cailleaux, M. & Dechief, L. 
(2009). “I’ve found my voice”: Wraparound as a Promising Strength-based Team 
Process for High-risk Pregnant and Early Parenting 
Women.  http://journals.ucfv.ca/rr/RR12/article-PDFs/found.voice.pdf  
  
The Participant Questionnaire also included a 6-item scale that asked participants to 
rate how helpful the program was in relation to various dimensions of self-efficacy; this 
scale was developed by the Public Health Agency of Canada and is used by the 
Canadian Prenatal Nutrition Program (CPNP) and the Community Action Program for 
Children CAPC). 

 
Lastly, the Participant Questionnaire included a single question that asked participants: 
“How hopeful are you that you can successfully make the life changes needed, to 



 

recover from problems with alcohol and drug use?” Participant then created an X on a 
line that ran from “0% hopeful” to “100% hopeful”. This unpublished scale was 
created by Nancy Poole and was used in an evaluation of the Aurora Women’s 
Treatment Centre in Vancouver. 

 
•  Community partners 
Working collaboratively with the program teams, a small sample of the community 
partners – e.g. community agency staff, social workers, and so forth, were interviewed 
for the evaluation.  

 
 
Output data 
Output data related to program activities were collected for the evaluation timeframe 
(September 2013 – January 2014). Output data included: participant demographics, 
number of participants attending groups, and so forth.  
 
Documentary review 
A review of relevant program documents was conducted to analyze the process of 
developing and implementing each of the FASD Prevention programs. Relevant 
documents included the project proposal, Program Managers’ reports, promotional 
materials, and so forth. 
 
Site visits / Participant observation 
Visits were conducted at all three FASD Prevention Program sites, which enabled the 
evaluation team to meet face-to-face with program managers, staff, partners, and program 
participants. The site visits also afforded an opportunity to see and ‘feel’ the physical and 
social environment of the program, and, at two sites, to participate in a session of group 
activities. 
 
Data analysis 
Qualitative data analysis techniques were used on the semi-structured interviews and 
focus groups. Written notes from all interviews and from the focus groups were thoroughly 
read by evaluation team members to begin the process of identifying topics, themes and 
issues. In the first read through, we highlighted naturally occurring patterns in the data; 
these patterns formed the basis of the thematic analysis. The thematic analysis was 
reviewed and discussed by the team again to ensure that we had answered each of the 
relevant research questions.  

In addition, descriptive statistics were performed on all relevant quantitative data. 

 



 

 
INTERVIEW GUIDE 

FASD PREVENTION PROGRAM MANAGER 
 

Program History 
What is the history of the program?  
 
 
What are the goals and objectives of the program? Have they changed as the program has 
been implemented?  
 
 
What are the program’s key or underlying theoretical elements – i.e., why this/these 
approach(es) rather that other ways of delivering service? 
 Probe: What makes this program a good fit for Aboriginal women and their families?  
    What makes this program a good fit for community partners? 
 
 
Staffing, training and supervision 
Did you hire staff specifically to work on the program?  
 
 
What type of training was provided? Were there any issues with this? Is there any ongoing 
training? 
 
 
Have there been any changes in staff since the program began?  
 
 
How are the program staff supervised? 
 
 
Funding 
What are the sources, and how much funding did your organization receive for the 
program? 
 
 
Have there been any issues with regard to funding and resources?  
 
 
Project Activities 
What are the key activities of the PAPHR harm reduction program? Have these activities 
changed from the original design?  
 



 

 
How do women hear about and/or become connected to the program? 
 
Have there been any issues regarding the engagement of participants for this program? 
 
 
Community Partners 
What other agencies are involved in the program? How have they been engaged and what 
is the nature of their involvement? 
 
 
Was this in keeping with what you expected and/or envisioned for community 
involvement? 
 
 
Strengths, Milestones and Challenges  
What do you think are the strengths of the FASD Prevention/harm reduction program? 
 
 
What have been some key achievements to date for the program?  
 
 
Overall, what challenges, if any, have you faced in implementing the program? 
  
 
How are these challenges being addressed? 
 
Overall, do you have any suggestions for how the program could be improved? 
 
 
Perceived program outcomes 
To date, do you think the project has made a difference for program participants? Can you 
describe? 
 
 
To date, do you think the project has made a difference for community (service) partners? 
Can you describe? 
 
 
What about impacts or outcomes for your organization: How has the program affected 
your organization and the other programs/services that you offer?  
 
Do you have any other comments to add? 

 



 

Thank you for your time!



 

INTERVIEW GUIDE 
FASD PREVENTION PROGRAM TEAM MEMBERS 

 
Goals and Objectives 
How would you define the goals and objectives the FASD Prevention/Harm Reduction 
program? 
 
Have they changed as the program has been implemented?  
 
 
What are the program’s key or underlying theoretical elements – i.e., why this/these 
approach(es) rather that other ways of delivering service? 
 Probe: What makes this program a good fit for Aboriginal women and their families?  
    What makes this program a good fit for community partners? 
 
 
Hiring/Training 
How did you hear about your job? What was your experience of the hiring process? 
 
 
How is supervision/support handled? 
 
What kinds of training or professional development have you taken part in? Was it helpful 
to you and how have you used the training? OR what difference do you think it has made 
to your practice? 
 
 
What additional support would be helpful?  
 
 
Activities 
What do you consider to be your main activities as a member of the program team?  
 
 
Are these activities consistent with your understanding of the role? Are there ways in 
which the activities have shifted? If so, how? What has prompted the shift(s)? 

 
Program Participants  
How are program participants recruited for the program?  
 
 
Who is getting involved? Have there been any surprises in relation to the women/families 
who have been involved? 
 



 

 
In your opinion, are there any barriers or obstacles that have gotten in the way of women 
participating in the program? If so, please describe. What is being/has been done to 
mitigate these barriers? 
 
 
Perceived satisfaction of and outcomes for program participants 
What do you think participants like most about the program?  
 
 
Is there anything you think participants would like to change about the program?  
 
 
What changes or impacts have you seen for families as a result of this initiative? 

Probe:   Why do you think this change occurred (and what made it possible)?  
Why is this change important?  
Can you tell us a story that illustrates this?  

 
 
Community Partners 
How have you involved community resources in the program? What is the nature of their 
involvement? Was this in keeping with what you expected and/or envisioned for 
community involvement? 
 
 
To date, what difference has the program made for community partners and their 
understanding and practice of working with pregnant or early parenting women who have 
experienced violence, trauma, mental health concerns and substance use issues? 
 
 
What difference has the involvement of community resources made to your practice and 
service delivery? 
 
 
Strengths, Milestones and Challenges  
What do you think are the strengths of the program? 
 
What have been some key achievements to date for the program?  
 
Overall, do you have any suggestions for how the program could be improved? 
 
Do you have any other comments to add? 
 

Thank you for your time!



 

INTERVIEW GUIDE/FOCUS GROUP QUESTIONS:  
PROGRAM PARTICIPANTS 

 
The information from this interview will be used to evaluate the Program and tell us more 
about program participants. You don’t have to answer any question that you don’t want 
to answer. All information will be kept strictly confidential.  
 
 
First, a bit about you…    
 
1. Are you:   ____Female  ______Male            ______Other 
2.  Birthdate:  month_______  year ___________ 
 
3.  How would you describe your ethnic background? 
 

 European/Caucasian 
 First Nations 
 African Canadian 
 Metis 
 Mixed Race 
 East Indian 
 Asian 
 Hispanic 
 Other _______________ (please specify 

 
How did you learn about the program? 
 
 
What were you or are you hoping to get out of the program? 
 
 
Has anything gotten in the way of your being a participant in the program? If yes can you 
tell me about it? 
Probe: Any barriers in accessing the program? 
 
 
Tell me about what you do in the program or with your worker?  
 
 
What parts of the program do you take part in or have you taken part in? 
 

 Access to child care 
 Prenatal clinic visits 
 Post-natal services, e.g., check-up with doctor or NP, immunization 
 Food and nutrition 
 Help with transportation 
 Help with housing 



 

 Outreach  
 Evening crisis intervention 
 Case management 
 Group counselling  
 Individual counselling – mental health, addictions, trauma 
 Life skills 
 Family support 
 Advocacy, e.g. with MSS, income assistance 
 Referrals for treatment 
 Other ________________________ 

 
 
Are there other things that you would like to do with your worker? If so, what are they?  
 
 
What would you say you like best about the program? 
 
 
What, if anything, don’t you like about the program? 
 
 
What, if anything, would you change about the program?  
 
 
Looking back, since you started the program here, what has been the most significant 
change for you or your family?   
 
 
Looking back, why is this change the most significant out of all the changes that have 
happened since you began taking part in this program? What (or who) made it possible? 

 
 

 
Would you recommend this program to a friend?  Why or why not? 
 
 
 
Do you have anything else to add?  
 



 

	  
Please	  indicate	  how	  strongly	  you	  agree	  or	  disagree	  with	  the	  statements	  below	  as	  they	  reflect	  
your	  experience	  with	  the	  project.	  (Circle	  only	  one	  response	  for	  each	  statement.)	  
	  

Indicator/Questionnaire	  item	  
	  

Strongly	  
disagree	  

Dis-‐
agree	  

Neutral	   Agree	   Strongly	  
Agree	  

Doesn’t	  
apply	  

When	  I	  come	  to	  [program],	  I	  feel	  
physically	  safe.	  	  

1	   2	   3	   4	   5	   9	  

When	  I	  come	  to	  [program],	  I	  feel	  
emotionally	  safe.	  

1	   2	   3	   4	   5	   9	  

I	  trust	  the	  people	  who	  work	  here	  
at	  [program].	  

1	   2	   3	   4	   5	   9	  

I	  trust	  that	  people	  here	  will	  do	  
what	  they	  say	  they	  are	  going	  to	  
do,	  when	  they	  say	  they	  are	  going	  
to	  do	  it.	  

1	   2	   3	   4	   5	   9	  

The	  people	  who	  work	  here	  at	  
[program]	  act	  in	  a	  respectful	  and	  
professional	  way	  toward	  me.	  	  

1	   2	   3	   4	   5	   9	  

[Program]	  offers	  me	  a	  lot	  of	  
choices	  about	  the	  services	  I	  
receive.	  	  

1	   2	   3	   4	   5	   9	  

People	  here	  at	  [program]	  really	  
listen	  to	  what	  I	  have	  to	  say	  about	  
things.	  

1	   2	   3	   4	   5	   9	  

When	  decisions	  about	  my	  
services	  are	  made,	  I	  feel	  like	  I	  am	  
a	  partner	  with	  the	  staff,	  that	  
they	  really	  listen	  to	  what	  I	  want	  
to	  accomplish.	  

1	   2	   3	   4	   5	   9	  

	  [Program]	  recognizes	  that	  I	  have	  
strengths	  and	  skills	  as	  well	  as	  
challenges	  and	  difficulties.	  

1	   2	   3	   4	   5	   9	  

The	  staff	  are	  as	  sensitive	  as	  
possible	  when	  they	  ask	  me	  
about	  difficult	  experiences	  I	  may	  
have	  had.	  	  

1	   2	   3	   4	   5	   9	  

I	  have	  opportunities	  to	  tell	  staff	  
about	  my	  beliefs	  and	  traditions.	  

1	   2	   3	   4	   5	   9	  

I	  believe	  that	  staff	  respect	  and	  
abide	  by	  my	  beliefs	  and	  
traditions.	  

1	   2	   3	   4	   5	   9	  

 
	  



 

	  
Please	  indicate	  how	  strongly	  you	  agree	  or	  disagree	  with	  the	  statements	  below	  as	  they	  reflect	  
your	  experience	  with	  the	  program.	  (Circle	  only	  one	  response	  for	  each	  statement.)	  
	  

Questionnaire	  items	  
	  
Please	  indicate	  how	  helpful	  the	  program	  
was	  in:	  

Not	  
helpful	  

Somewhat	  
helpful	  

Very	  
helpful	  

Doesn’t	  
apply	  

Strengthening	  my	  comfort	  level	  with	  service	  
providers	  (e.g.	  public	  health	  nurses,	  doctors,	  
teachers,	  etc)	  

1	   2	   3	   9	  

Strengthening	  my	  ability	  to	  deal	  with	  difficult	  
situations	  

1	   2	   3	   9	  

Strengthening	  my	  ability	  to	  handle	  conflict	  
with	  others	  

1	   2	   3	   9	  

Strengthening	  my	  ability	  to	  stand	  up	  for	  
myself	  

1	   2	   3	   9	  

Strengthening	  my	  ability	  to	  problem	  solve	   1	   2	   3	   9	  
Appreciating	  my	  own	  value	   1	   2	   3	   9	  
	  
 
 
How	  hopeful	  are	  you	  that	  you	  can	  successfully	  make	  the	  life	  changes	  needed,	  to	  recover	  from	  
problems	  with	  alcohol	  and	  drug	  use?	  
	  
Circle	  one	  of	  the	  marks	  already	  on	  the	  line	  to	  show	  your	  level	  of	  hope,	  or	  make	  a	  new	  mark	  on	  
the	  line	  at	  the	  place	  which	  best	  shows	  your	  level	  of	  hope.	  
	  
|________________________|_____________________|_____________________|_________________
______|	  
I	  don’t	  think	   	  I	  have	  a	  25%	  chance	  	  	   I	  have	  a	  50%	  chance	   I	  have	  a	  75%	  chance	  	  	  	  	  	  	  	  	  	  I	  think	  I	  
definitely	  	  
I	  can	  make	  the	   of	  making	  the	  	   	   of	  making	  the	   	   of	  making	  the	   	   will	  
make	  the	  	  
needed	  change	   needed	  changes	   	   needed	  changes	   	   needed	  changes	   	   needed	  
changes	  
	  



 

	  

INTERVIEW GUIDE/FOCUS GUIDE QUESTIONS: 
COMMUNITY PARTNER/SERVICE PROVIDERS 

 
How did you learn about the FASD Prevention program? 
 
 
What is your understanding of what the program is intended to accomplish? 
 
 
How are you, or how have you been involved with the program and/or the Working 
Group for Healthy Moms and Healthy Babies? 
 
 
If you have been involved on the Working Group for Healthy Moms and Healthy Babies, 
what difference has this made to your practice and/or service delivery?  
 
 
Have you referred any women to the program? If so, what was involved in the referral 
process? Has the process of referring women to the program changed in anyway since 
the Working Group for Healthy Moms and Healthy Babies? 
 
 
Have you attended any training or information sharing sessions put on through the 
program, e.g., FASD?  
 
 
In your opinion, what have been the strengths and successes of the program?  

 
 

What have been some of the challenges or barriers to implementing the program? How 
have these barriers been addressed?  
 
 
How do you think program participants perceive the program?  What difference do you 
think it has made to them?  Can you think of an example or story that illustrates how 
participants perceive the program or what difference it has made? 
 
 
Is there anything that you think participants would like to change about the program?  
 
 
Is there anything that you would change about the program?  
 
 
As a result of the program, have you made any changes in the way you handle things 
with women and their families that you work with? Can you give me some examples?  
 
 
Do you have anything else to add?
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