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EXECUTIVE SUMMARY 

1

         The relationship between substance use and experiences of homelessness is complex. The rates

of substance use are disproportionately high among those experiencing homelessness, however that

being said, homelessness cannot be explained by substance use alone (Canadian Observatory on

Homelessness, 2022). Similarly, the use of substances alone does not necessarily signal addiction or

a harmful/problematic lifestyle. A variety of underlying economic and social factors including a lack

of adequate income, access to affordable housing and health supports, as well as experiences of

discrimination can influence homelessness and substance use. Transitional housing is frequently

recognized as an approach to addressing substance use problems and is often provided through

emergency shelters and supportive recovery facilities (Canadian Observatory on Homelessness).    

       Within London, ON, overdoses and overdose-related deaths have rapidly increased over the past

few years, disproportionately amongst the precariously housed population, having a direct impact on

agencies in London which serve and support this population.

       In the summer of 2021, these London agencies established common ‘wise’ practices in order to

support everyone involved in overdose responses. This led to the partnership of Youth Opportunities

Unlimited (YOU) and Unity Project for this Social Science in the Community (3895E) course at

Western University. The goal of this partnership was to gain a deeper understanding of the problem

at hand and to provide some insight into potential future directions. This was executed through

evaluating literature, policies, and survey results from surveys we developed, to identify themes,

issues, and gaps in current policies to be addressed. After a review of the policies provided by the

community partners, it was clear that there are inconsistencies and gaps among the policies/best

practices of the agencies in London, ON. Therefore, extensive research was conducted on critical

components of a holistic overdose response; harm reduction, critical incident response, coping

strategies, compassion fatigue, debriefing, grief, and mourning. 
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Thank you to our community partners Jason Manseau (Youth
Opportunities Unlimited) and Chuck Lazenby (Unity Project).
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We admire the work you do for our community daily.
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          The findings from the policy review and literature research guided the survey development for

both staff and managers at these agencies within London, ON, who respond in some way to these

overdoses. For the manager survey, there were 21 responses from 11 different London agencies. The

staff survey received 55 responses, for which agencies were not disclosed. Based on findings from

the results, six major themes were extracted in relation to the overdose response including: the need

for more support, a focus on training, staff trauma, systemic barriers, as well as high stress and

burnout rates. These six themes are evidently very closely linked to one and another. This report

elaborates on specific findings from each section of the survey. Ultimately, there is a lack of

standardization and policies across London agencies to support staff and managers in their overdose

response. Types of training and frequency vary across all agencies, generally staff and managers

require more support and policies to deal with coping strategies, debriefing, as well as grief and

mourning. In addition, respondents are well aware of the systemic barriers their organization's and

participants face which contributes to the lack of standardization and attention the overdose response

receives. The report also discusses how the pandemic has increased stress amongst staff and

managers, as well as feelings of isolation, and inevitably an increase in overdoses and overdose

related deaths. 

           Importantly, our group also recognizes the small sample size which these findings are based

on as well as other challenges we've had to face. In the future, we encourage more work and

interviews to be done with participants in order to gain a more holistic understanding of this

complex problem. It is our hope that we have laid the foundation for potential future research and

studies to gain the perspective of community participants in order to then make policy and best

practice recommendations for these agencies. 
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STATEMENT OF THE PROBLEM

        The number of overdoses and overdose-related deaths in the homeless and precariously housed

London population has been rising rapidly. Since 2018, the number of reported overdoses by London

agencies has increased by 890%, from 22 reported overdoses in 2018 to 196 reported overdoses in

2021. Additionally, there has been a 66% increase in opioid-related deaths within London in 2020

compared to 2019 (Richmond, 2021). With the increasing cases it is getting harder and more

challenging for everyone involved to provide the support and services necessary to keep everyone

safe and healthy. Therefore, the agencies in London that work with this population want to establish

consistent and comprehensive best practices for responding to overdose and overdose-related deaths

to support those involved at all levels. Currently, London agencies have policies surrounding the

overdose response which are inconsistent and lack research based support. This is due to the fact that

agencies are limited in their capacity to implement and execute certain policies due to systemic

structural barriers that exist. 
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AIM OF THE PROJECT & DELIVERABLES

       The aims of the project are to aid in the development of policy guidelines to aid these agencies 

in reducing the number of overdose-related deaths and enhancing their response to these tragedies in 

order to best support the afflicted individual, other participants, and staff working at these agencies. 

Initially, our goal was to provide policy recommendations and best practices for Youth Opportunities 

Unlimited (YOU) and Unity Project with respect to both the immediate and aftermath response to an 

overdose. However, we soon realized that the scope of this project went beyond providing policy 

recommendations for just two agencies and instead involved several other agencies within London 

such as; Addiction Services of Thames Valley, St. Leonard’s London Cares, Salvation Army, 

Mission Services, Atlohsa Family Healing Services, and CMHA. As a result, we decided it would be 

more feasible to perform a comprehensive review of the existing literature and policies within these 

agencies, setting the stage for future students to provide policy recommendations. 



      In order to achieve the goals of this project, a final deliverables have been developed. A written

report will be developed to present the results of our research, including the analysis and

presentation of data obtained from the manager and staff survey, and an analysis of key themes and

issues. A section of this report referred to as future directions will help craft potential interview

questions for participants as well as provide any information that will help in the future, in order to

ensure the successful continuation of this work. It is our hope that an extension of this project

moving forward could be to interview participants and then provide policy recommendations

pertaining to participants. Due to the need for ethics approval and the limitations imposed on us by

the pandemic, this aspect of the project is put towards possible future projects. 
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DESCRIPTION OF THE PROJECT

Frequent communication with our community partners 

Biweekly meetings with our community partners 

Manager and staff surveys disseminated to various agencies in the London community 

       In order to provide our community partners with informed and useful deliverables, we

continuously centered our focus and subsequent work on their needs and the details they provided

us. Namely, we took a community-based participatory research approach. Community-based

participatory research is a method in Community Psychology that emphasizes the equitable and

involved partnership between researchers and community members. Throughout the project, we

engaged in and encouraged frequent, open discussions with our community partners. It was very

important to us to ensure that the voices of those on the frontlines and at the heart of the problem

were heard and amplified. Furthermore, we wanted to ensure community members were involved in

decision-making and had the ability to provide us with feedback. We accomplished these goals in

multiple ways:
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METHODS

In order to get our footing and better understand the topic at hand, each member of the 

student team conducted a literature review on a topic pertaining to our project. The topics 

were: harm reduction, compassion fatigue, coping and debriefing, grief and mourning, the 

use of qualitative methods, and hermeneutics. 

Each of these topics addressed a different area of our project from the point at which an 

individual overdoses to the effects on the participant who overdosed, their peers, and the 

staff who serve them, to the process if the individual passes, and to methods used to prevent 

overdoses from happening. 

We used the information gathered in these literature reviews to inform our project tasks, 

timeline, and the approach we wanted to take with our project. It allowed us to get a better 

understanding of the issue and the best ways to provide assistance to the community 

partners. We also used this information to inform our future research and the areas we 

needed to focus on, elaborate on as well as identify areas we had yet to explore. 

As we finalized our literature reviews, our community partners provided us with policies 

from six London agencies: London Cares, The Salvation Army, CMHA Thames Valley 

Addiction and Mental Health Services, St. Leonard’s Community Services, Unity Project, 

Youth Opportunities Unlimited, and Atlohsa Family Healing Services. 

We divided the policies amongst our student team. 

We extracted key themes, identified inconsistencies within agencies and between agencies, 

determined areas/topics we might need further information on, and established gaps between 

the policies and the literature. 

LITERATURE REVIEW

LONDON POLICY REVIEW 
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Suggestions for questions to ask participants in the next phase

MANAGER AND STAFF SURVEY
     Two surveys were created to obtain information from managers and staff working, to help

facilitate our understanding of the overdose response. The surveys were created on Qualtrics.

Qualtrics is an online platform used for various research purposes. For example, survey creation

and survey analysis. The design of these surveys was informed by a wide range of research

conducted through extensive literature reviews, as well as information gathered from reviewing

existing policies at seven different agencies in London. Based on our research and findings, we

created survey questions centered around the following topics:

    The questions were generated through a rigorous process of back and forth deliberation with our

community partners that aimed to ensure that questions were clear and appropriate. While most of

the questions were original, some questions in the staff survey were taken from published

questionnaires. We did this to ensure our data was research-informed and using reliable and trusted

measures. Two specific questionnaires were used, one to measure compassion fatigue and the other

to measure coping mechanisms. 
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MEASURES & INSTRUMENTS



Measuring Compassion Fatigue 
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      Compassion fatigue among staff was measured using the Professional Quality of Life Scale

(ProQOL) developed by Beth Hudnall Stamm (Stamm, 2009). This is the most commonly used

measure of the positive and negative effects of working with people who have experienced

extremely stressful events in the workplace (Stamm, 2010) and is commonly used in the compassion

fatigue research literature. The entire measure contains 30 items with 3 subscales that address the

three factors of compassion fatigue: compassion satisfaction, burnout, and secondary traumatic

stress. Each factor has 10 items dedicated to its measurement. 

Measuring Coping Mechanisms

      The coping mechanisms used by staff members were measured using the Brief-COPE

questionnaire. It is an abbreviated version of the 60-item Coping Orientation to Problems

Experienced Inventory (COPE) (Carver et al., 1989). The Brief-COPE questionnaire was developed

by Carver (1997) and has been used in numerous contexts (Garcia et al., 2018). It is a 28-item

questionnaire that addresses 14 subscales. Each subscale had two questions. The subscales addressed

in the questionnaire are: self-distraction, active coping, denial, substance use, use of emotional

support, use of instrumental support, behavioural disengagement, venting, positive reframing,

planning, humour, acceptance, religion, and self-blame. The Brief-COPE questionnaire presents

each question on a four-point scale (0 to 3) from “I haven’t been doing this at all” to “I’ve been

doing this a lot”. However, in an effort to limit the number of questions that respondents needed to

answer, we presented these options in a “Select all that apply'' style of question. The answers were

coded based on whether respondents selected one or both of the options pertaining to a subscale.

Lastly, an “Other” option was provided in case respondents did not feel that any of the options suited

their preferred way of coping. Here, they were given space to write their own coping mechanisms.

This was done to get a bigger picture of the mechanisms that staff members use to cope with the rise

in overdoses. 
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Survey Analysis 
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      To comprehensively analyze the responses, a three-stage process was used to ensure information

extraction was consistent and reliable (refer to Figure 1). The pool of questions was

methodologically split three times. First, questions were categorized based on whether they could be

analyzed on the Qualtrics platform or not. These included any questions that did not take on a short

answer format. Following this, we divided questions based on whether their answers required

quantitative or qualitative responses. Lastly, as a group, we deliberated whether the remaining

questions required a basic or advanced analysis. The criteria for basic and advanced analysis are

described in Figure 2.

Figure 1
Survey Analysis Criteria 

Note. This figure depicts the criteria used to distinguish questions that required
basic or advanced analysis.  

9
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     For the questions analyzed on Qualtrics as well as the quantitative questions, the data was used to

create graphs and figures. 

     For questions requiring basic analysis, they were categorized based on whether questions were

quantitative or qualitative. Quantitative questions were analyzed by counting the number of

responses to a given question. For example, for questions asking about training, the number of

different training responses were counted. We used these counted answers to calculate averages

where necessary. Qualitative questions were analyzed for themes, inconsistencies, and consistencies. 

     For advanced analysis questions, a reflexive and critical methodology was used, with themes

extracted from our data using thematic and narrative analysis methods. As outlined by Crowler and

Thomson (2020), reflexivity is, “our capacity to reflect on how the influences (e.g., political, social,

cultural, gender, sexuality, class, ethnicity) influence our research.” By engaging in a reflexive and

critical methodology where we examined our presuppositions as researchers, we were then able to

acknowledge what we brought to our data as well as some of the influences which could impact our

data. 

Figure 2
Survey Analysis Categorization 

Note. The three-step process used to divide up the questions from manager
and staff surveys. The blue circles indicate that data was analyzed and
presented using the qualtrics software or a very basic level of data cleaning
and presentation was used. The yellow circle represents an analysis based
on counting as well as analyzing themes, inconsistencies, and
consistencies. The pink circle indicates the use of a reflective and critical
methodology. The grey circles present categories. 

1 0
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FINDINGS

GENERAL
      The manager survey received a total of 21 responses from 11 different agencies in London. The

staff survey received a total of 55 responses, however we did not require staff to disclose the agency

they worked for in order to maintain anonymity. Based on responses from the manager survey, 10 to

142 people work for each organization/program with an average of 45 people per

organization/program, but the majority have less than 40 members. Overall organizations have 1 - 6

staff members per 2 - 50 participants. Additionally, managers from six out of the eleven agencies

which participated in the manager survey experienced overdoses in the past 12 months and of those

six, the majority experienced less than 15 with two experiencing more than 85. 

 

TRAINING

Crisis aversion
/De-escalation

Naloxone 
administration

CPR/First Aid

Suicide 
prevention

Coping
by staff

Debriefing 
strategies

Coping
by participants

Other

Note. This shows the training managers reported being offered to staff (N = 21).

Staff Training According to Managers
Figure 3

     Based on results from the staff and manager survey we were able to understand the range and

extent of training received and offered amongst different agencies within London. Figure 1 indicates

the type of training managers report being offered to staff. 

     Based on Figure 3, 81% of managers (17

out of 21 respondents) report that their

organizations offer CPR and Standard First

Aid, naloxone administration, and crisis

aversion/de-escalation training. While only

42% of managers indicated training available

for coping mechanisms and debriefing. An

even lower number (24%) reported being

trained on how to help residents with coping

strategies after encountering an overdose.

Figure 4 highlights managers' responses to

how adequately trained they feel to respond to

an overdose. 

Number of Responses

Ty
pe

 o
f T

ra
in

in
g



     On average, managers indicated they feel 79% adequately trained to deal with an overdose. We

also asked managers how well they feel they are able to support staff based on the training they’ve

received. We found that managers who had received prolonged grief training felt better able to

support staff (see Figure 4). 

Figure 5
Staff Training Accordina to Staff 

CPR/First Aid

Naloxone administration

Crisis aversion/De-escalation

Suicide prevention

Debriefing strategies

Coping by staff

Coping by participants
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Note. This figure shows the type of training staff reported receiving at their agency. 

     In the staff survey, we asked similar questions. Figure 5 shows the types of training staff reported

to receive. As expected, the trend in results aligned with managers’ responses. The majority of staff

said they received training for CPR, naloxone administration, and crisis aversion techniques and

infrequently reported being trained to provide debriefing or coping resources to participants/other

staff. We then asked staff if they are trained to recognize a range of negative psychological effects

and if they are trained on coping mechanisms (see Figure 6).
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Figure 4
Prolonged Grief Training vs. How Well Managers are able to Support Staff

Note. This figure shows the managers who have and have not received prolonged grief training compared to
how well they feel they are able to support staff (N = 17; 2 respondents selected "Not Applicable"). 

1 2



     A large proportion of staff reported receiving training to recognize and/or deal with negative

psychological events such as burnout, whereas the least reported was how to deal with prolonged

grief. Lastly, Figure 7 highlights the staffs’ response to the question “do you feel you need more

training to appropriately respond to overdoses?”. 
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Figure 7
Subjective Need for Training to Respond to Overdoses

Note. This figure shows staffs' opinion on whether they need more 
training to respond adequately respond to overdoses (N = 55). 

     As shown in Figure 7, 69.09% of staff

reported feeling they needed more training to

appropriately respond to overdoses. In other

areas of the survey, staff identified a number of

areas requiring more or improved training

including naloxone training, identifying an

overdose, identifying narcotics, training on

procedures post overdose, recertification for first

aid/CPR on-site, and 

debriefing / follow-ups (encouraging self-care). 

     Overall, these results suggest that managers and staff at some organizations may be receiving a

diverse amount of training but may need more additional or varied training to improve their abilities

to deal with the circumstances of facing overdoses. Specifically, in areas such as responding

immediately to overdoses, additional or more recurrent training may be required to increase staff’s

self-efficacy during overdose response. Specific areas that are not offered as training may need

consideration in the future to address whether staff feel that resource allocation to training in

something like prolonged grief would be beneficial.

Figure 6
Staff Ability to Recognize Psychological Effects

Burnout

Stress and anxiety

Compassion fatigue

Prolonged grief

Coping strategies

Other

Not applicable

Note. This figure shows the number of staff members who reported being able to recognize various 
psychological effects.
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Provision of Drug Paraphernalia 
     The provision of drug paraphernalia decreases the health risks associated with drug use but in and

of itself is not a comprehensive method of harm reduction (Center for Disease Control and

Prevention, 2018). Drug paraphernalia should be made readily available without a limit per

participant at all agencies that interact with PWUDs. The provision of safe drug paraphernalia needs

to be supplemented with instructions for safe use, and de-stigmatization in order to allow safe drug

use to be realized (Pauly, 2020). 

     The survey results demonstrated that there is a significant gap in the provision of drug-safe drug

paraphernalia. It is noteworthy that 68% reported providing safer disposal for drug paraphernalia yet

more than half of the respondents indicated that their agencies provided no safer injection kits, safer

inhalation kits, or needle-exchange program (refer to Figure 8). Safer disposal of drug paraphernalia

without access to safe drug paraphernalia or any opportunity to exchange used drug paraphernalia for

new ones is quite contradictory to harm reduction principles and can be considered a gap in the

policy. This can be addressed by supplementing existing safer disposal systems with needle-

exchange programs or by providing safer drug paraphernalia. 

     Harm reduction is an evidence-based, multidisciplinary approach to reducing the negative

impacts of drug use on the well-being of individuals with its end goal not being abstinence but

rather encouraging people who use drugs (PWUDs) to take charge of their health (Pauly et al.,

2011). Research has shown that harm reduction strategies are an effective means of preventing

overdoses, increasing access to health services, and decreasing stigma around harm reduction

(National Harm Reduction Coalition, 2021).

HARM REDUCTION

Figure 8 
Harm Reduction Resources Provided by Agencies 

Note. Percentage of respondents that reported their agency provided the following harm reduction resources. 
These results were obtained from different questions across the two surveys hence why N is not indicated. 1 4



      Zero-tolerance shelters require participants to be clean and stay clean in order to receive housing.

This approach has proved ineffective, especially amongst youth who feel further alienated from drug

support services in this process (LaMarre et al., 2012). Low barrier shelters are those that do not

require individuals to abstain from using drugs but do not permit drug use at the shelter (Barber et

al., 2018). While this is an improvement compared to zero-tolerance shelters, low-barrier shelters are

inconsistent with the harm reduction philosophy as residents are faced with two high-risk choices;

(1) use drugs outside of the shelter, (2) use drugs secretly in the shelter. Research has shown that

those injecting in public places or covertly in agencies that serve them are more likely to rush

injection and fail to first test drugs due to fear of legal and organizational consequences, hence, are

more likely to overdose and not be found until it is too late (Dovey et al., 2001; Barber et al., 2018,

p.86).

     Amongst the nine agencies that participated in the manager survey, 67% did not allow illicit or

non-illicit substances on site. However, the majority of agencies reported no consequence for

participants being found using drugs or overdosing on the property other than having a conversation

centered around harm reduction principles. 

     The results of the manager and staff survey support the predictions made by the literature with the

top three most common overdose sites being reported as private rooms in agencies, directly outside

of the agency and washrooms or showers at the agency (Figure 9). This clearly demonstrates the

flaws present in zero tolerance or low barrier agencies as they push individuals towards using

independently in covert areas. This can be potentially addressed through the creation of unofficial or

official safe spaces that individuals can use. 

Advocating for No Barrier Agencies
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Figure 9
Location of the Majority of Overdoses

Note. This figure shows the location of the majority of overdoses as reported by staff
and managers (N = 55).

1 5



     Naloxone, also called Narcan®, is an opioid overdose antidote that reverses the fatal effects of a

drug overdose. Naloxone distribution programs are most effective when kits are provided to people

who use drugs since they are most likely to witness an overdose, with 80% of overdose reversals in

the US being carried out by PWUD (Center for Disease Control and Prevention, 2018). It has been

demonstrated that PWUDs can be trained in appropriate naloxone use and exercise competency and

responsibility in saving their peers’ lives (Neale et al., 2018). Results from both the staff and

manager surveys showed that most responders reported their agency providing participants with both

naloxone access and naloxone training (Figure 10) and most staff felt that participants had adequate

access to naloxone (64% reported yes). This is most encouraging considering drug use

disproportionately affects the precariously housed and that many overdoses occur in shelters, the

distribution of naloxone kits among shelter residents, especially previously identified PWUD, is

critical in the reversal of death. 
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     No-barrier shelters take on a housing first rather than a housing ready philosophy and often have

injection rooms on-site which act as safe spaces for residents to use drugs while being supervised by

peer workers. A study that interviewed residents at the RainCity no-barrier shelter in Vancouver

found that having a space that you feel is yours plays a critical role in shaping safe drug practices,

feeling understood, not judged, and a sense of community responsibility (Bardwell et al., 2018a). It

should be noted that the role of peer workers became routinized amongst residents, many taking

turns checking on high-risk overdose areas, which also demonstrates the willingness of PWUDs to

engage in overdose response (Bardwell et al., 2018b).

Naloxone Access and Training for PWUDs

Figure 10 
Naloxone Access and Training

Note. This figure shows the number of responses indicating access to naloxone and training for
participants. Responses were accumulated from both the staff and manager surveys (N = 68). 1 6
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     Overall, a striking majority of respondents indicated that their agency fosters a culture that

encourages harm reduction (refer to Figure 11). This can be accredited to the widely available safer

disposal of drug paraphernalia, buddy-system for use, access to naloxone and naloxone training for

participants, a large number of HR posters, and a lack of severe consequences for failing to abide by

the agency's substance use policies. The five staff members who believe their agency does not foster

a culture emphasized that there is not a culture encouraging harm reduction because of an abstinence-

based mindset, not condoning use or safe opioid supply programs, and reports of participants’

substances taken away. This is an area that should be looked into for further improvement since it is

important that all staff and managers are promoting similar principles of harm reduction. This could

be implemented by demonstrating the utility and value of harm reduction in this environment

Figure 11
Do You Believe Your Agency Fosters a Culture of Harm Reduction?

Note. This figure shows the number of staff who believe their agency fosters a culture of
harm reduction. Those who answered "No" were asked to provide an explanation (N = 52). 
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COMPASSION FATIGUE
Overview
     Although harm reduction is essential in minimizing negative outcomes, trauma and overdoses still

occur. The negative psychological consequences of these events may impose risks to staff well-

being. One key negative phenomenon regarding overdose trauma is compassion fatigue. The

continuous exposure to suffering may be elevated for those who work in London agencies who work

with the homeless and precariously housed, as the individuals who are overdosing may be well

known to staff, possibly imposing an even more significant emotional toll. Overdoses are traumatic

events, with even a single exposure to either fatal or non-fatal overdose being able to cause stress,

burnout, and overdose-related compassion fatigue (Winstanley, 2020).

1 7
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     Compassion fatigue (CF) is distress or reduction in empathy that results from exposure to other

individuals’ traumatic experiences. It is composed of secondary traumatic stress, burnout

(Winstanley, 2020), and compassion satisfaction which is the positive, combative factor of CF

(Delaney, 2018) that decreases a person’s risk. Burnout (BO) results from prolonged exposure to

demanding interpersonal affairs, which leads to emotional fatigue, depersonalization, and reduced

personal accomplishment (Delaney, 2018). Secondary traumatic stress (STS) is trauma and suffering

resulting from clients' trauma (Delaney, 2018). Both BO and STS are risk factors that increase an

individual’s risk for CF. Compassion satisfaction (CS), on the other hand, is a protective factor and

decreases the likelihood of a person experiencing CF. CS involves feelings of gratitude, fulfillment,

or pride resulting from helping people (Winstanley, 2020). 

     CF research has mainly focused on healthcare providers such as nurses, however, literature has

demonstrated key influential factors, interventions, and preventative measures that may be

applicable to London agencies when addressing issues regarding CF and the aftermath of overdose.

Some key issues that our group targeted which address whether staff are experiencing risk factors of

CF include feelings of grief and a sense of failure in response to trauma (Laor-Maayany et al., 2020),

feelings of support (Hunsaker et al., 2015), and self-care strategies (Alkema, Linton, & Davies,

2008).

     According to research, staff exposed to overdose-related trauma are at risk of developing CF

which can severely impact their well-being and quality of work (Delaney, 2018). Understanding the

factors that influence CF and possible methods to combat it allowed our group to identify themes

that suggest CF is an important issue that is experienced by staff or staff are at risk for during the

aftermath of overdose.

Results

     During the analysis of compassion fatigue levels in staff, only 31 of the 55 total responses were

used for the survey. Ineligible participants were removed based on incomplete responses which

would affect the final subscale scores and the accuracy of the results. The Professional Quality of

Life Scale (ProQOL), a common tool utilized in research, was used to measure CF amongst staff.

According to this measure, the best possible results which would indicate low levels of CF are high

scores on the CS subscale and low to moderate scores on both the BO and STS subscales. 

1 8
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1 9

      Our findings suggested that 42% of staff reported moderate CS while 58% reported high CS (see

Figure 12A). These results are promising as higher levels of compassion satisfaction serve as

protective factors against compassion fatigue. The results also suggested that 58% of staff reported

moderate workplace burnout (See Figure 12B) and 48% of staff reported moderate levels of

secondary traumatic stress (See Figure 12C). These are the key risk factors that contribute to

compassion fatigue. Moderate levels of both these factors may suggest that some staff experience at

least some degree of compassion fatigue or are at increased risk. 

Figure 12
Compassion Satisfaction, Burnout, and Secondary Traumatic Stress of Staff

Note. This figure displays the results from the Professional Quality of Life Scale (ProQOL). The bar graphs display how many individuals
scored as having low, moderate, or high levels of the different factors of CF. The pie graphs display relative proportions of individuals who
scored on the same three levels of CF. All proportions were based on a total of 31 complete responses. (A) Displays the compassion
satisfaction results. (B) Displays burnout results. (C) Displays the secondary traumatic stress results (N = 31). 

      Beyond simply measuring CF levels using a scale measurement, we also investigated

components that are suggested by the research literature as possible risk factors or are related to

higher levels of CF. Higher feelings of support from management are predictive of increased CS and

decreased CF and BO (Hunsaker et al., 2015). Our findings (see Figure 13) indicate that staff, on

average, feel between moderately and very well supported by managers/team leaders.

Feelings of guilt are suggested to be related to the development of compassion fatigue. According to

our findings, 60% of staff (27/45 responses) reported they experience guilt at not being able to do

more regarding participant overdoses. 



Figure 13

Staff Experience of Guilt
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Number of Responses

Note. This figure displays the total number of respondents that reported experiencing guilt regarding not being able
to do more to support participants who experience overdoses. A total of 45 responses were recorded for this
question. 27 of those responses suggested that staff members experience guilt which is 60% of responses on this
survey question.
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       Based on these results, staff may be at risk for developing CF or may experience it to a moderate

degree. However, there does not seem to be an extremely high prevalence of compassion fatigue

based on the staff who completed this survey. The best way to prevent worse outcomes for staff who

are already at risk and to reduce the prevalence of CF is prevention. One possible method is to

increase staff knowledge and resources on self-care methods. Self-care is associated with higher

levels of compassion satisfaction and lower overall levels of compassion fatigue (Alkema, Linton, &

Davies, 2008). The website and researchers who created the Professional Quality of Life Scale

(PROQOL) also offer free online resources to improve self-care as well as free access to completing

the scale which could be provided to staff (see Appendix X for resources and access to the

Professional Quality of Life Scale; PROQOL). The scale has been shown to be a good measure

across research studies, but it is also not a diagnostic tool. Staff may use it as a method to assess their

current state and identify whether more support and resources may be needed to help prevent CF. It

is also important to note that these resources have often been designed without our population of

interest in mind. 

     Most research literature on CF does not explicitly address those exposed to overdoses, which calls

to question the generalizability of proposing resources that have not been used to support addictions

works and workers who assist the homeless and precariously housed. 

Implications
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Future research explicitly targeting CF in this population is needed. Although most compassion

fatigue research focuses on healthcare providers such as nurses, the findings and experiences of staff

suggest that these resources and current literature (Winstanley, 2020) are still relevant to workers

exposed to overdose trauma.  

     There are also some possible prevention methods and interventions suggested by literature that

may be considered during future resource recommendations to agencies to prevent and limit

experiences of CF. These include Critical Incident Stress Debriefing (Pickett et al., 1994) and the

ARP or Accelerated Recovery Program (Sinclair et al., 2017) if these are feasible options for

agencies. More cost-effective options to discuss with agency leaders include: ensuring adequate

debriefing protocols are in place, recommending self-care measures, and regularly discussing and

educating staff about CF so they feel equipped to recognize the symptoms and seek help as needed.

Other effective ways to reduce the negative experiences of staff may include increasing staff

appreciation from managers and team leaders to foster stronger feelings of support and methods to

reduce staff experiences of guilt.

     An essential aspect to prevent compassion fatigue and other negative psychological outcomes is

to use methods to minimize negative emotional outcomes. These methods may come in the form of

evidence-based coping methods and debriefing practices utilized by staff and managers.
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       The coping process involves constantly changing cognitive and behavioural efforts undertaken

to deal with situations that are challenging, exceed resources, and take a toll on the individual

(Garcia et al., 2018). There are three components of the coping process: the stressor, cognitive

appraisal of the stressor, and the coping mechanisms themselves (Garcia et al., 2018). Coping

mechanisms are adaptive or maladaptive personal techniques used to handle stress and respond to

critical and traumatic events (Smallwood et al., 2021). Researchers have proposed multiple

dichotomies to categorize coping mechanisms. For example, problem-focused versus emotion-

focused, functional versus dysfunctional, approach versus avoidance, and more (Garcia et al., 2018).

However, Lazarus and Folkman’s (1984) emotion-focused coping versus problem-focused coping is

one of the most influential models of the coping response (Garcia et al., 2018). We have focused on

this model in order to better understand the experiences of staff working at London’s agencies and

responding to the devastating rise in overdoses. Problem-focused coping involves addressing the

stressor head-on. On the other hand, emotion-focused coping is used to minimize or avoid the

emotional impact of the stressor. There is an increasing understanding that the classification of

coping strategies may depend on the impact and type of the stressor. For example, in situations

where the stressor is controllable, problem-focused coping may be most appropriate, and emotion-

focused coping may be most appropriate when the situation is uncontrollable (Park et al. 2004).
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COPING

Overview
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      Another classification of coping strategies is whether they are adaptive or maladaptive. Adaptive

coping is related to positive outcomes such as psychological well-being (Meyer, 2001). Maladaptive

coping is related to negative outcomes. For example, mental health problems such as depression

(Meyer, 2001). Similar to emotion- and problem-focused coping, the adaptivity or maladaptivity of a

coping strategy also seems to depend on the situation (Garcia et al., 2018). 

 Numerous questionnaires have been developed to better understand the coping strategies used by

individuals in different situations. The questionnaire used for our purposes was the Brief-COPE

(Carver, 1997). It is an abbreviated version of the Coping Orientation to Problems Experienced

(Carver et al., 1989). The questionnaire has 28 questions that pertain to 14 subscales. Thus, each

subscale has two questions:

      Carver’s (1997) initial categorizations of these subscales were acceptance, emotional social

support, humour, positive reframing, and religion as emotion-focused. Problem-focused strategies

were active coping, instrumental support, and planning. Lastly, behavioral disengagement, denial,

self-distraction, self-blaming, substance use, and venting were labeled as dysfunctional coping

strategies. 
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      Furthermore, Meyer (2001) classified these subscales based on whether they were adaptive or

maladaptive strategies. Maladaptive coping included venting, denial, substance use, behavioral

disengagement, self-distraction, and self-blame. On the other hand, adaptive coping included

positive reframing, planning and seeking social support, active coping, use of emotional and

instrumental support, acceptance, religion, and humor. As we can see, the dysfunctional coping

strategies identified by Carver (1997) are the same as the maladaptive strategies identified by Meyer

(2001). The adaptive strategies identified by Meyer (2001) can be divided into problem- or emotion-

focused based on Carver (1997) classifications. 

     An understanding of these classifications is important for understanding the coping strategies

identified by staff who completed the staff survey as well as identifying areas for improvement. 

Results

      41 respondents completed the adapted Brief-COPE questionnaire. Responses were removed if

they were incomplete in order to provide clear and useful data. Our findings suggested that staff

members are using a wide variety of coping mechanisms. For example, 90% of respondents reported

using at least one form of adaptive and maladaptive coping (i.e., selected at least one option

pertaining to a subscale). Furthermore, 40 of the 41 respondents indicated using at least one form of

emotion-focused coping. This is intuitive as the situation these staff workers have been faced with is

uncontrollable in many ways. Consequently, taking a problem-focused approach may be less feasible

or approachable. In addition, these mechanisms may be those that work best given the horrible

circumstances. 88% of respondents also reported using at least one form of maladaptive coping. 

     When taking a look at the coping strategies for which respondents selected both options for a

given subscale, we can see the numbers change slightly. 20 respondents reported using both coping

strategies from at least one of the dysfunctional/maladaptive subscales. 20 respondents reported

using both coping strategies from at least one of the problem-focused coping subscales. Lastly, 25

respondents reported using both coping strategies from at least one of the emotion-focused coping

subscales.  

     Figures 14 through 16 demonstrate the number of respondents who selected both options for a

given subscale across the three classifications of the Brief-COPE. Furthermore, only two responses

were given in the “Other” option. These responses fell in line with adaptive coping mechanisms of

emotional support and problem-focused coping. 
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Figure 14

Emotion-Focused Coping Among Staff

Figure 15

Problem-Focused Coping Among Staff

Note. This figure displays the number of respondents who
selected both options for a Brief-COPE subscale classified as
emotion-focused (N = 41). 

Note. This figure displays the number of respondents who
selected both options for a Brief-COPE subscale classified as
problem-focused (N = 41). 

Figure 16

Maladaptive/Dysfunctional Coping Among Staff

Note. This figure displays the number of respondents who selected both
options for a Brief-COPE subscale classified as
maladaptive/dysfunctional (N = 41). 

      This information gives us a general idea of the coping strategies being used by staff members at

London agencies. It is excellent that there are so many individuals using adaptive strategies (i.e.,

emotion-focused and problem-focused) as these are associated with positive outcomes. However,

there are still numerous individuals using maladaptive/dysfunctional strategies. In order to limit the

number of questions we were asking respondents, we did not obtain data pertaining to the amount

individuals use these coping strategies. Nonetheless, this data provides a starting point for areas that

may need further exploration. 
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      It is also important to understand whether staff members feel these coping mechanisms are

working. As a result, we asked staff how well they felt they were coping with the rise in overdoses

(Figure 17) as well as how well they felt their coping strategies were working (Figure 18). The

majority of respondents do feel that their coping strategies are working well. In further work, it

would be valuable to explore the strategies they feel are working best. Furthermore, the perceived

coping abilities of staff are normally distributed with 18 respondents who feel they are coping

moderately well. Although it is great that the majority of respondents feel they are coping

moderately to extremely well, there are still numerous respondents who do not feel they are coping

well. Further research is needed to understand why some individuals feel they are coping well

whereas some feel they are not. The goal is to have most or all staff members feeling as though they

are coping well with the rise in overdoses. 

Figure 17

Staff Members Perceived Coping Abilities

Figure 18

Helpfulness of Coping Strategies

Note. This figure displays how well staff members feel
they are coping with the rise in overdoses (N = 47). 

Note. This figure displays whether staff members feel
their coping strategies are effective (N = 37). 

Implications
     Based on these results, we can see that staff members are using multiple coping strategies to

handle and respond to overdoses and overdose-related deaths. Almost all of the respondents are

using at least one form of adaptive coping. This is excellent as these coping mechanisms are

associated with positive outcomes. However, numerous respondents are also using maladaptive

coping mechanisms. Although we do not have information on the coping strategies respondents are

using most frequently, these data point in the direction that education on coping mechanisms may be

useful. For example, the differences between adaptive and maladaptive coping as well as the

differences between emotion- and problem-focused coping. 
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     On top of understanding what coping strategies are, it may be valuable for staff members to know

how to put these coping strategies into practice and what they look like in different situations. The

information staff learn may be filtered down to participants who may also need assistance with their

coping. It might also be useful for this information to be easily accessible for anyone who might

need a reminder. 

     Furthermore, it would be valuable to better understand the coping strategies used by those who

feel they are coping well and not well. As the experiences and coping of shelter staff are not well

researched or well-understood, our understanding of the proper classification of these coping

strategies and what would be best in the unique situation of these staff members is limited. It is

important that we are sensitive to the nature of these situations. Consequently, using other staff

members as a guide may be effective. Staff members may be able to learn from one another and use

each other as a resource. 

     Nevertheless, each individual is unique and their experiences differ. Coping strategies that work

for one individual may not for another. Moreover, coping strategies are most likely habitual and

ingrained in an individual’s behaviour and response. As a result, providing staff with the ability to

assess their own coping strategies may be beneficial. This may allow them to better understand

themselves and how they are responding. In addition, they might be able to use this information to

use educational resources to their advantage. For example, if an individual finds that they are using

predominantly maladaptive coping mechanisms, they might be able to educate themselves on using

more adaptive mechanisms. 

     Effective coping mechanisms serve as a preventative barrier against the traumatic experiences

staff and participants are being faced with daily. Further research and discussion with staff members

and participants in the form of interviews are necessary to better understand coping mechanisms

used, what is working and what is not, and what they feel they are missing. Another mechanism that

may be useful in mediating the negative outcomes associated with exposure to overdoses and

overdose-related deaths is debriefing. 
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      Furthermore, a meta-analysis found that single-session debriefing did not improve trauma-related

symptoms and may put individuals at increased risk of developing PTSD (post-traumatic stress

disorder) post-intervention (van Emmerik et al., 2002). Conversely, a later study by Jacobs and

colleagues (2004) found that debriefing might help secondary victims (i.e., emergency service

personnel). Staff members working at agencies in the London community may be classified as

secondary victims. Despite the mixed findings, the World Health Organization (WHO) made a

strong recommendation in 2012 that psychological debriefing should not be used after a CI to reduce

the risk of PTSD, anxiety, or depressive symptoms. It is unclear whether the recommendation

applies to primary victims, secondary victims, or both. As a result, great discretion is required when

proposing best practices.  

     Similar to compassion fatigue and coping research, there is a lack of research looking at the

impact of debriefing on homeless shelter staff. As a result, we asked staff members and managers

several questions pertaining to their debriefing training, methods, and effectiveness. This may allow

us to better understand whether debriefing is working both in the short-term and long-term. It may

also inform the methods that are working best, that are not working, and what may be lacking.
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     Debriefing is a common method used in various situations to assist individuals through traumatic

events and prevent negative outcomes such as PTSD. Psychological debriefing is a general term for

emotional and psychological intervention following exposure to trauma (Tuckey & Scott, 2014).

However, the impact of psychological debriefing is highly debated and questioned. For example,

poor debriefing, or simplified defusing sessions may contribute to the risk of PTSD and other

psychological disorders (Bohstrom et al., 2017). 

Overview 

DEBRIEFING
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Figure 19

Debriefing Sessions

Figure 20 

Who Provides the Debriefing?

Note. This figure displays whether debriefing sessions are
single-session or multiple-sessions (N = 43). 

Note. This figure displays who provides the debriefing session(s)
following an overdose. Some agencies had debriefing sessions
provided by multiple different individuals (N = 47). 

      The results of these questions showed us that 32 out of 45 respondents were provided debriefing

following an overdose. Slightly less than half of the debriefings were one session (see Figure 19).

The majority of this debriefing is provided by managers (see Figure 20). However, 11 out of 16

managers stated they did not receive debriefing training. 

Results 

APRIL 2022FINAL REPORT //

Implications 

      Although the data we collected is limited, we can get a good idea of the debriefing processes at

agencies in London. The debriefing methods being used by London agencies may not be the most

effective because those providing the debriefing are not trained to do so. However, our data did not

provide any information on what happens during these debriefing sessions and whether staff feel

they are effective/ineffective. Future research and interviews with staff and managers may provide

us with this missing information. 

 Despite the fact that these debriefing sessions may not be based on specific training, they may

provide staff with emotional support, the opportunity to discuss with co-workers, and an

environment to learn from one another. This means that for some people, the debriefing methods

currently used may be very effective. However, it is also possible that the debriefing methods are not

effective for others. Further training and access to information on how to debrief, and who truly

needs debriefing may be very beneficial for how supported staff members feel and how equipped

they feel to handle an overdose. 
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      In addition, Van Emmerick et al.’s (2002) meta-analysis found that single-session debriefing was

ineffective and may be harmful. Based on survey results, single-session debriefing is most common

among London agencies. This requires further investigation. It is possible that single-session

debriefing works for staff at these agencies due to their unique situation. However, it may also be the

case that these sessions are ineffective. 

 Similarly to self-assessments previously mentioned for other purposes, it may be beneficial to

provide staff members with the ability to identify whether certain methods are working for them and

whether they are in need of debriefing. This will allow them to select the resources that would be

most beneficial for their needs. 

     As our data did not provide us with information as to what debriefing looks like at the agencies, it

is difficult to comment on the areas that need to be improved. Debriefing can be very effective for

supporting staff in the wake of an overdose. However, it may also cause more harm than good. This

is a topic that needs to be addressed by future students and a conversation that may be important for

managers to have within and among agencies. This way, adequate training may be employed and

staff can feel more well equipped and supported when responding to overdoses and overdose-related

deaths. 
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GRIEF & MOURNING
      When experiencing a death in the workplace, people experience many difficulties in order to

process their grief and mourn effectively. Assisting individuals through the grief process and

providing methods of mourning is essential because when grief and mourning are not handled

appropriately it can lead to further issues such as physical, mental, and social impairments. Training

and proper treatment resources have been found to greatly impact someone who has experienced a

death in the workplace. For example, bereavement groups have shown to be successful preventative

interventions both socially and economically, because a group setting can be less intimidating than

individual psychiatry appointments and costs are lower with staff or volunteers running the group

sessions (Näppä, 2016). However, there are limitations to bereavement groups because some

agencies may lack a space to carry out this option. 
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      Metacognitive Grief Therapy (MCGT) is another treatment option, which consists of educating

patients on grief and the importance of self-monitoring, exploring links between emotions and

behaviors, utilizing detached mindfulness, worry postponement, attention training, and maintenance

planning (Wenn, 2019). Limitations to MCGT are that it requires a trained professional, such as a

psychologist, and demands more time and effort from the patient. Additional options are traditional

mourning rituals such as funeral services and ceremonies. Some theorists believe these rituals can

relieve mental illness symptoms due to their sense of community and way of increasing

consciousness (Quack, 2010). Similarities in these treatment methods for grief and mourning are that

they emphasize having an environment where people can open up about their experiences. In

incorporating feasible aspects of these treatment options, community agencies can decrease grief

symptoms for their staff and provide appropriate methods of mourning.

     From our manager and staff survey results, we found that the majority of staff members working

in these agencies witness a death due to overdose (45 responses). Of these staff members, 69% of the

staff respondents (13 responses) stated that they experience grief after being exposed to an overdose-

related death. These findings highlight that there is a high chance of experiencing a death due to an

overdose when working in these agencies and that having feelings of grief afterward is highly

probable with the current policies in place. Additionally, survey results illustrate how managers who

had prolonged grief training felt more equipped to support these staff members than managers who

did not have prolonged grief training. This indicates that prolonged grief training can be used to

better equip managers in supporting their staff who are experiencing grief in the workplace.

     The survey analysis also found that only 15% of staff (39 responses) indicated that their agency

has some type of specific team that responds to death due to an overdose. These teams are called

spiritual care teams, critical incident teams, medical care teams, health and safety teams, and victim

services. It was also found that around 55% of managers (11 responses) indicated their agency

having some type of memorial or ritual service after a death due to overdose.  These memorial

services are mostly done in writing or gathering (some in a chapel) according to these managers. 
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Figure 21
Do You Feel Enough is Done to Support Staff Following an Overdose-Related Death?

Additionally, some stated that debriefing was done individually or in a group setting and that staff

could attend the funerals. Other forms of memorials, services, and rituals utilized by these

organizations/programs were, smudging, letting go of bubbles, lighting a candle, use of sparklers,

tobacco put down for the deceased, songs sung, and sharing positive stories. This shows how in the

aftermath of an overdose not all agencies have these types of memorials or services, but the ones that

do show a wide array of possible methods of mourning. 

Note. This figure displays the responses from staff members selecting a response for the question, "do you feel enough is done to
support staff when an overdose results in death?" The five responses to select from were, ‘somewhat’, ‘no’, ‘yes’, ‘not
applicable’ and ‘prefer not to answer’.  0 respondents selected ‘prefer not to say’ (N = 44)
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Figure 22
Do You Feel Enough is Done to Support Participants Following an Overdose-Related Death?
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Note. This figure displays the responses from staff members selecting a response for the question, "do you feel enough is done to
support participants when an overdose results in death?" The five responses to select from were, ‘somewhat’, ‘no’, ‘yes’, ‘not
applicable’ and ‘prefer not to answer’.  0 respondents selected ‘prefer not to say’ (N = 44)

 Further findings illustrate the need for increased support when an overdose results in death, even

with the current policies and procedures in place. Figure 21 shows that when staff were asked ‘do

you feel enough is done to support staff when an overdose results in death?’ 39% of respondents said

‘No’ and 39% of respondents said somewhat, with only 20% saying yes (44 responses).

Additionally, when asked the same question but in regards to support for participants 50% of staff

said that not enough support is given to participants when an overdose results in death (44

responses), illustrated in Figure 22.
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     As health and social issues merge more rapidly, people, their situations, and their surroundings

are becoming more intertwined (Labonté, 2020). In North America, we are experiencing a socio-

political crisis. Within the last few decades, there has been a decrease in social services and an

increase in unemployment, homelessness, and civil unrest (Johnstone et al., 2017), which has led to

an increase in substance misuse and mental health-related complications (Labonté, 2020; Becker et

al., 2021). Here in Canada, studies have shown that homelessness is becoming a more significant

social problem, and our socio-political response has been inadequate in combating the situation

(Johnstone et al., 2017). 

     When discussing socio-cultural and socio-political issues, we must accept that they are complex

and often ever-changing reflections of their particular contexts. While there is too much to discuss

for the scope of this report, I want to highlight one part of the literature which has demonstrated that

dominant ideology/discourse (the most widely accepted way of viewing or thinking about something

in a particular setting) plays a significant role in the shaping of socio-cultural conceptualization of

problems as well as the socio-political solutions to them (Mcconnell, 2018). In Canada, like in many

western countries, neoliberal/capitalist ideology dominates political, academic, and social spheres of

society (Becker et al., 2021), which has contributed to both the problem of homelessness and

substance misuse as well as their current solutions. We see the impact of neoliberal ideology on

homelessness in particular. 
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SYSTEMIC CONSIDERATIONS

When comparing these responses looking at both staff and participant support, it is evident that staff

believe there is more support for them than participants. Therefore, having more policies and

procedures on support mechanisms for both staff and participants would be incredibly useful,

including manager training to carry out certain supports. In addition to this, implementing specific

teams or services in these agencies could help in the mourning aspect of experiencing a death due to

an overdose. 



As Johnstone et al., wrote, “despite the fact that Canada is among the world’s largest economies…a

recent report notes a continuing increase in homelessness in Canada with even more Canadians ‘at

risk’ of homelessness due to declining wages, reduced pensions and social assistance, and shrinking

affordable housing supplies,” (2017, p. 1444), demonstrating the direct impacts of neoliberal

dominance. More people are struggling to “get by,” and so, more people are becoming precariously

housed or homeless. 

     When conducting our surveys, we noticed a mounting frustration at the mention of systemic

barriers and their impact on participants of the shelter as well as staff and managers. As one staff

member wrote when asked about systemic issues, “People can't get off dope because of trauma,

because of a lack of compassion and humanity in socioeconomic and sociocultural systems and

institutions. People overdose and die when they are alone and unsupported and society is built into

[separation,] disconnection and an 'every person for themself' mentality where politics and finance

are based on competition and not cooperation. There is not enough funding/resources or

cultural/political will to address the crisis [appropriately] because frankly, no one with power gives a

shit about people without it. The overdose crisis is a symptom of an even larger sociocultural

collapse.” 

     Demonstrating this, when conducting our surveys, we found that the majority of the staff

involved cited socioeconomic (e.g., funding) related issues as a key barrier in their work (Figure X).

Other issues found were sociocultural (e.g., stigmatization of homeless individuals and/or

stigmatization surrounding substance misuse), and sociopolitical (e.g., government).
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Figure  23

Restrictions Due to Systemic Barriers
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Note. This figure demonstrates the staff responses to whether or not they feel they are restricted
by systemic barriers, and if so, which barriers. There were a total of 29 answers, with 22
indicating one of the three outlined systemic barriers (socioeconomic, sociocultural, or
sociopolitical). 
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COVID 19
       Another important topic which was covered in the survey was the effects of the Covid-19

pandemic on the overdose response. Since the onset of the COVID-19 pandemic in March 2020,

rates of emergency medical services (EMS) for suspected opioid overdose increased by 57%, and

rates of fatal opioid overdose increased by 60% in Ontario. Factors contributing to this increase are

pandemic-related stress, mental illness, and isolation. In our surveys, both managers and staff

reported that in their opinion, isolation, reduced supplies, reduced services, and shelter restrictions

(capacity limits) have increased overdoses. Managers and staff respondents also reported that the

pandemic has led to an unsafe drug supply which has increased the likelihood of overdoses. 

     To go on, when sharing the effects of the pandemic, managers shared how covid-19 has shifted

many training modules to become virtual, some have even suggested that training is less effective

and in many cases training has been postponed or canceled altogether. As a result of the pandemic,

staff have also reported increased stress, longer work hours, and a lack of services and care

available to both staff and participants at organizations. 

MAJOR THEMES
     Based on our key findings and thematic analysis of survey responses, we've extracted six major

themes in relation to the overdose response including: the need for more support, training, staff

trauma, systemic barriers, as well as high stress and burnout rate. These six themes are evidently

very closely linked to one and another. 

     Throughout the survey both managers and staff indicated a lack of support from their

organizations. Staff and managers repeatedly reported that there is a lack of services available to

them which allow them to cope with the negative psychological effects of responding to an

overdose. Staff feel that there aren't enough resources or opportunities for self care, and need more

strategies to learn how to cope. Further, through our analysis we have found that there is no

standardization for training across agencies in London, this may be due to a number of reasons. We

found that a number of agencies vary in the types of training that they offer, and how frequently

they offer training. To elaborate on staff trauma, there are few to no policies in place regarding

time-off or leaves of absences for staff.  



 Many managers also report that there is no formal training for debriefing and other practices which

deal with the aftermath of an overdose. As a result, staff are at risk for developing maladaptive

coping strategies which can in turn have harmful effects.     

     Additionally, survey responses emphasize that managers and staff are aware of systemic barriers

which have made them feel helpless on many accounts. In a number of responses staff also talk

about the stigma which surrounds homeless populations, those who use substances, and the people

which work with these populations. Staff have indicated that this stigma also prevents them from

seeking additional help, as well as hinders participants from reaching out to supports. All in all, as

a result of systemic barriers, managers and staff have reported a lack of funding, available supplies,

staff, and resources. Through our analysis we were also able to extract that a large proportion of

respondents from both surveys feel overworked and are often under a lot of pressure. 

     We are hopeful that we have laid a solid foundation for future work to be built upon. With the

identification of these major themes, we encourage future students and future work to revolve

around creating best practices and solutions to these complex issues identified. 
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      Despite the year long work our team dedicated to this project, the problem is still far from

being fully addressed. Our surveys were a strong starting point when it comes to understanding the

problem, but future students may choose to conduct interviews with all involved parties, namely

participants, staff, and managers. 

       Participant interviews may be conducted to complete our understanding of this complex

problem. By incorporating this final piece of the puzzle future students will develop a holistic

understanding of the problem that incorporates the perspective of all those involved and use their

experiences to inform policy. Our group also asked staff for their opinions on what questions are

important to explore when interviewing staff, which may be a good starting point for future

students.

       Manager and staff interviews may also increase our understanding of the problem based on the

experiences of the workers who address it. Manager interviews are especially important as there

was a very limited response rate from this group. The use of qualitative methods such as interviews 

FUTURE DIRECTIONS

will also allow future students to address aspects that

are unobtainable using surveys such as delving

deeper into experiences and allowing for a

conversational, more unstructured approach.

Interviews will also allow for a stronger

understanding of context and deeper insight into

individual experiences without the rigid, limited

structure of surveys. Interviews will also allow for a

better storytelling aspect for the findings which are

often more impactful than statistics and figures. It is

also important to note that all involved agencies did 
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not respond to the surveys- both managers and staff. Policies were also not received from all agencies

which prevented our team from contrasting findings to current procedures. 
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 Future students may consider reaching out to the agencies once again to address whether

their policies were received or exist. Further awareness of organization policies, or lack

there-of, will provide a clearer picture of the current state of the overdose response in

London. These pieces of information will allow for a more complete application of

findings which can inform agency policy changes regarding the overdose response. 

         Other important aspects that future students may choose to address include

community resource identification such as creating a repository of sources that

organizations can use to implement policy recommendations and provide support for

their staff and participants. For example, many free onlines resources and training may

be available to help staff and participants with coping after overdoses and these

resources may be gathered and presented as feasible options to integrate into training

and/or policy. 

        Of course, the key element and main end goal may be to provide the London

organizations with policy recommendations based on the research literature and the

results of current and future projects.

       When it comes to interviews or further surveying, beyond asking the right

questions, it is vital to understand what we bring (and why) to the conversation and topic

as researchers. Our team employed several types of qualitative methodology and theory

(hermeneutic philosophy, thematic and narrative analysis, critical theory), which we

encourage future students to also explore. 

      Crowler and Thomson (2020) outlined reflexivity as, “our capacity to reflect on how

the influences (e.g., political, social, cultural, gender, sexuality, class, ethnicity)

influence our research.” This critical and self-involving methodology may help us, as

researchers, understand our subjectivity when approaching complex social problems such

as homelessness or substance misuse. Furthermore, this approach could potentially lead

to a better awareness of biases that could impact data interpretation and diminish type III

error, where there are systemic issues in problem conceptualization (Walsh & Foster,

2020), due to ingrained social norms influencing the research. As cultural outsiders (to

homelessness), appropriate use of reflexive methodologies may serve to help us

understand the perspectives and experiences of participants. 
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What assumptions are we making?  

What past experiences with overdose and homelessness may be contributing to our

current perceptions of the issue? 

What social frameworks could be influencing our conceptualization of the problem

and our potential solutions? 

What would help you feel safe when accessing services/supplies?

When you hear about a bad batch, how/do you communicate it to those around you?

What aftercare and support do you need for coping with overdose?

Do you feel like you will be penalized if you told your worker you were using?

What shows you that you are cared for? How long have you been trying to get

support?

1.

2.

3.

Based on our survey results, below are some questions staff feel should be asked to

participants: 

     As a means of self-evaluation, Moorde-Nadler et al. (2018), examined past experiences that

could influence their interpretation, including experiences with homeless populations. For future

teams, as they continue the development of the project, perhaps they could ask themselves some

reflexive questions, which they could keep in mind as they continue their research: 
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LIMITATIONS

MANAGER & STAFF SURVEYS

The sample sizes for both manager and staff surveys were fairly small. This means that our 

results, assumptions, and implications may not represent and/or generalize to all the 

managers and staff at the various agencies in the London community. 

With the staff survey, we did not know the agency that some respondents worked at to 

protect anonymity. As a result, we were unable to draw connections between the policies 

at a given agency and their responses to the survey questionnaire. Furthermore, we could 

not look for relationships between overdoses and various outcomes examined throughout 

the survey. 

Our questions were based primarily on our preliminary research and discussions with our 

community partners. We hope we asked the right question, however, we may have missed 

valuable information. Furthermore, neither survey has been validated. 

COVID-19 

The pandemic made it difficult for us to conduct interviews with managers, staff, and

participants working at the London agencies. Consequently, we were unable to get more

detailed stories from these individuals. The inability to conduct interviews was also

affected by the need for ethics approval. 

We held all meetings virtually with our community partners. As a result, we were not able

to gain the same valuable live interactions. 
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APPENDIX

PROFESSIONAL QUALITY OF LIFE SCALE (Stamm, 2009)
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Brief-COPE Questionnaire (Carver, 1997)

4 9



APRIL 2022FINAL REPORT //

5 0



APRIL 2022FINAL REPORT //

5 1



APRIL 2022FINAL REPORT //

5 2



APRIL 2022FINAL REPORT //

Additional Resources

Free online resources to improve self-care found at https://proqol.org/self-care-tools-1

including access to the Professional Quality of Life Scale (PROQOL)
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