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Goals

ÅTo explore the ways families are affected by 

and respond to addiction and mental health 

problems

ÅTo describe the Partnering With Families 

Project, including research findings and 

materials and tools that were produced 

ÅTo promote the application of resources and 

services for families affected by addiction 

and mental health problems 



Outline

Part I ðFrom Practice to Research

ðResponding to the identified needs of family 

members

Part II ðFrom Research to Knowledge Exchange

ðCreating a Community of Practice

Part III ðFurther adventures in practice -based 

research

ðSupporting families through online education and 

peer support groups
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An interconnected process

Practice

Research

Knowledge

Mobilization



Why Involve Families?

ÅFamilies AREinvolved

ÅFamily members may need help

ÅFamily can be a resource in the helping 

process

ÅResearch supports family involvement 

being associated with improved 

treatment retention and outcome

Skinner & OõGrady, 2007



How do we involve families?

What are your observations about how 

members of families affected by 

concurrent disorders are engaged by 

addiction and mental health services?

Skinner & OõGrady, 2007



How do services é

ÅWelcome

ÅInclude

ÅInvolve

ÅInform 

ÅInviteé 

family members?





How do we involve families?

ÅWelcome

ÅInclude

ÅInvolve

ÅInformation

ÅPsychoeducation

ÅSocial & Peer support

ÅConsultation

ÅCounselling 

ÅTherapy

Skinner  & OõGrady  2007



How could we involve families?

ÅWelcome

ÅInclude

ÅInvolve

ÅInformation

ÅPsychoeducation

ÅSocial & Peer Support
ÅConsultation

ÅCounselling 

ÅTherapy

Skinner  & OõGrady  2007



An interconnected process

Practice

Research

Knowledge

Mobilization



Partnering With Families (PWF)

ÅFocus:

ðPsychoeducation

ðFacilitating Peer Support

ÅFamily Input and Feedback:

ðFocus group & pilot group

ÅLiterature



Support & Education 

for Family Members

ÅFamily education models differ in format, 
duration, consumer participation, location, 
degree of emphasis on instructive 
components and techniques

ÅImpressive research base

ÅConsidered an evidence-based practice

OõGrady & Skinner 2006



Support & Education 

for Family Members

ÅResearch mainly conducted on longer term
family groups (9 months or greater) with 
positive results

ÅLess research conducted on shorter -term
family groups or interventions based on 
different models

ÅVery little research on family CD 
interventions

OõGrady & Skinner 2006



Methodology & Methods

ÅMethodology: Relativism / Interpretivism

ÅMethods (Tools): Mixed Quantitative & 
Qualitative 

ÅConceptual Framework for Mixed 
Method Evaluation Designs (Greene & 
Caracelli, 1989)

ÅPurposes of Methods Integration: 
ÅExpansion

ÅDevelopment

ÅInitiation



INCLUSION CRITERIA

ÅAdult family member (self -defined e.g. 

relative, friend, partner, significant other, 

etc.) of someone with both a mental health 

and a substance use disorder

ÅIll person may or may not have official 

diagnoses

ÅIll person may or may not be in treatment 

currently or may or may not have been in 

treatment in the past.



SAMPLE

Å80%  of participants - Female, Parents

Å52 ðmean age of participants

Å75% of ill members ðMale

Å32 ðmean age of ill family member

Å75% - polysubstance use disorders

Å40% - multiple psychiatric diagnoses

Å53% - daily contact with ill family member



Support  / Educational Group

Sample Size

N=20

Gender: 

Å80% female, 20% male

Mean Age of Family Member Participant:

Å50.8 years

Mean Age of Ill Family Member:

Å31.8 years



Support  / Educational Group
Marital Status : 

ð60% married

ð20% living with significant other 

ð10% separated

ð5% single / never married

ð5% divorced

Relationship to Ill Person : 

ð65% parents, 

ð15% spouses, 

ð10% siblings

ð10% partners



Support  / Educational Group

Gender of Ill Family Member : 
ð25% female, 75% male

Mental Health Diagnosis : 
ð25% > one psychiatric diagnosis (including 

MDE, BAD, Schizophrenia, Anxiety, PTSD, 
Personality Disorder), not including the 
Substance Use Disorder

ð25% Bipolar Disorder

ð15% Depression, 15% Schizophrenia

ð10% Other

ð5% Anxiety, 5% Unknown



Support  / Educational Group

Classification of Substance Abused or 

Dependent Upon:

ð80% Polysubstance Abuse / Dependence

Å(including > 1 of a substance classified as a 

depressant / stimulant / hallucinogen / OTC)

ð15% Depressant only

ð 5% Stimulant only



Support  / Educational Group

Living arrangement

Å35% of ill persons with family

Å30% living in own house or apartment

Å15% supportive housing

Å10% living with another family member

Å10% living on street

Frequency of Contact With Ill Person :

50% Daily; 30% Weekly, 15% Bi-Monthly; 5% 
Bi-Weekly



Manual Only Group
N=18

Gender: 

Å77.8% female, 22.2% male

Mean Age of Family Member Participants:

Å54.6 years

Mean Age of Ill Family Members:

Å32.3 years



Manual Only Group

Marital Status : 

ð61.1% married

ð11.1% separated, 11.1% widowed,

ð5.6% living with significant other, 11.1% 

divorced

Relationship to Ill Person : 

ð66.7% parents, 16.7% siblings, 11.1% spouses, 

5.6% partners



Manual Only Group

ÅGender of Ill Family Member : 
ð38.9% female, 61.1% male

ÅMental Health Diagnosis : 
ð55.6% > one psychiatric diagnosis (including MDE, 

BAD, Schizoprenia, Anxiety, PTSD, Personality 
Disorder), not including the Substance Use 
Disorder

ð22.2% Bipolar Disorder

ð11.1% Schizophrenia

ð5.6% Depression

ð5.6% Unknown



Manual Only Group

Classification of Substance Abused or 

Dependent Upon:

Å72.2% Polysubstance Abuse / 

Dependence

ð(including > 1 of a substance classified as 

a depressant / stimulant / hallucinogen / 

OTC)

Å22.2% Depressant only

Å5.6% Stimulant only



Manual Only Group

Living Arrangement:

Å27.8% of ill persons currently living with 
family

Å27.8% living in own house or apartment

Å16.7% living with friends

Å11.1% currently in mental health or addiction 
treatment setting

Å5.6% supportive housing; 5.6% living with 
another family member; 5.6 unknown

Frequency of Contact With Ill Person:

55.6% Daily; 38.9% Weekly; 5.6% Bi-Monthly



Procedure ð
How we set up the study

Manual Only

N=18

Family Support 

Group

N=20

ÅCAMH, Toronto

ÅElmgrove, Brockville

ÅCAMH, Toronto

ÅElmgrove, Brockville

Skinner  & OõGrady  2007



OUTCOME VARIABLES (Quantitative)

Empowerment:

Å Self-efficacy Scale (Hatfield, 1983) 

Å Mastery Scale (Pearlin and Schooler, 1978)

Coping:  

Å Adaptive coping scale (Carver, Schier and Weintraub, 1989)

Hope: 

Å 12-item scale measuring family membersõ appraisal of personal 
hopefulness.

OõGrady & Skinner 2009



STUDY OUTCOME VARIABLES 

(Quantitative)
Perceived Stigma:

Å Family Experience Interview Schedule (Tessler and Gamache, 
1995) 

Caregiver Burden:

Å Caregiver Burden Inventory (Novack and Guest, 1989)

Satisfaction With Life:

Å Satisfaction with Life Scale (SWLS) (Pavot & Diener,1993)

Social Support

Å ISEL (Interpersonal Support Evaluation List): 40 item scale 
broken down into 4 components: Appraisal Support; Belonging 
Support;Tangible Support;Self-Esteem Support

OõGrady & Skinner 2009



What did we find?

Resultsfor 

(a) family CD support / educational group and 

(b) manual-only intervention 

showed significant improvements 

from baseline assessment 

to completion of the intervention

OõGrady & Skinner 2006



Results (continued)

ÅAlthough results from manual-only intervention 
did not show as much improvement across the 
variables studied, there were no significant 
differences between interventions.

ÅCould not conclude that one was superior to the 
other.

ÅBoth interventions produced positive effects for 
participants

OõGrady & Skinner 2006



Family Stories of Recovery :

The Journey Is The Destination

ÅJourney Into Illness

Preoccupation

ÅJourney Through Illness

Renewal

ÅJourneying Oné 



Journey As Destination

Journey Into Illness Journey Through Illness Journeying On

Preoccupation        Renewal
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Resource Development

A Family Guide to Concurrent Disorders

&

Companion Facilitatorsô Guide





Contents

1. Introduction to Concurrent Disorders

» Concurrent disorders: terminology and definitions

» Concurrent substance use and mental health problems

» An Introduction to treatment

2. Substance use problems

» The biopsychosocial approach

» Why do people develop substance use problems?

» Substance use disorders

» Types of substances

3. Mental health problems

» Why do people develop mental health problems?

» Mental health disorders

» Co -occurring substance use and mental health 

problems



Contents (continued)
4. The Impact of Concurrent Disorders on Family Members

» Concurrent disorders and family life

» Behaviour problems

» Preoccupation effect

» The positive aspects of caregiving

5. Family Members and the Importance of Self -care

» Practicing self -care

» Long -term self -care goals

» Building a self -care plan of action

6. Treatment Issues and Approaches

» Traditional approaches to treating concurrent mental 
health and substance use problems

» Integrated treatment

» Motivational approaches to treatment

» What does treatment involve?

» Navigating the treatment system



Contents (continued)

7. Medication

» Drug therapy and mental health problems

» Medication management

» Drug therapy and substance use problems

» Drug interactions

8. Crisis Management

» Being ready for a crisis

» Treatment in a crisis

» Developing an emergency action plan

» Issues for families

9. Stigma
» Experiencing stigma

» Understanding stigma

» Suffering stigma

» Combating stigma

» Burnout



Contents (continued)

10. Relapse Prevention

» What is a relapse?

» Relapse prevention: substance use

» Relapse prevention: mental health

11. Recovery

» The role of hope in recovery

» Establishing and sustaining recovery

» Family membersõ role in recovery

12. Resources



http://www.camh.net/

Publications/

Resources_for_Professionals/

Partnering_with_families/

partnering_families_famguide.

pdf





Facilitatorsõ Guide

I: Overview

II: Evidence base

The case for working with families

The case for psychoeducation

The case for family education and support programs

Supporting Families Affected by Concurrent Disorders

III: Working with families

IV: Preparation

Getting organizational support for family programs

Choosing a delivery method

Adapting the program

Structure

Recruitment

Follow-up

écontinued

OõGrady & Skinner 2007



Facilitatorsõ Guide (continued)

V: Implementation

Checklists and guidelines

Role of facilitators

Challenges

V1: Evaluation

Tools for measuring impact

Qualitative measures

VII: Session outlines

Session goals

Content outline

Activities

Facilitatorsô notes

Glossary

References

Resources OõGrady & Skinner 2007



http://www.camh.net/ 

Publications/ 

Resources_for_Professionals/ 

Partnering_with_families/ 

partnering_families_facguide.

pdf 



Partnering with Families:

Our vision

ÅFamilies are recognized for their knowledge 

& wisdom based on first -hand experience

ÅIn the spirit of collaboration and mutual 

respect, families are accorded the status of 

experts in their own right and valued as 

partners in finding solutions for co -occurring 

addiction and mental health problems



The òJourney óMetaphor

ÅThe client

ðInto, through and beyond illness

ÅThe family

ðExperiencing the journey of the ill family 
member

ðThe impact on family members themselves ð
vulnerability and resilience

ÅThe professional

ðShifting towards a more inclusive helping 
paradigm

ÅThe agency 

ÅThe system





Where Do We Go From Here?

óA little knowledge that acts is worth 

infinitely more than much knowledge 

that is idleô

52





Next Steps

Where did we go from there?

ÅBuilding a community of practice

ÅExtending our knowledge quest



Outline

Part I ðFrom Practice to Research
ðResponding to the identified needs of family 

members

Part II ðFrom Research to Knowledge 
Exchange
ðCreating a Community of Practice

Part III ðFurther adventures in practice -based 
research
ðSupporting families through online education and 

peer support groups



An interconnected process

Practice

Research

Knowledge

Mobilization



ÅWhat could we do to help 

the professional shift to a 

more inclusive paradigm? 

ÅHow could we mobilize 

the information to people 

working with families



ÅHow could we 

support that 

knowledge 

mobilizationé



The Learning Conundrum

ÅTypical approach 

ðGet training

ðGet inspired

ðGo home

ðGood luck! (you are on your own)



The Learning Challenge

From holistic values 

ĄTo effective skills

ĄTo integrated practices



Beyond Workshops

ÅKnowledge mobilization (from knowing 
about to knowing how to actually do)

ðAttitudes, values, beliefs

ðBetter practices

ðSkill development

ÅSupervision, consultation, òtechnical 
supportó

ÅBuilding affinity groups ðlocal, 
regional, provincial



Communities of practice are groups 

of people who share a concern or a 

passion for something they do and 

learn how to do it better as they 

interact regularly . 

(Wenger, 1998)



Basic structure of a community 
of practice

ÅDomain
ðCreates common ground and a sense of 

common identity 

ÅCommunity   
ðCreates the social fabric of learning; fosters 

interactions and relationships; encourages 
willingness to share ideas, ask questions and 
listen

ÅShared practice
ðThe set of frameworks ideas, tools, 
information, stylesé

Wenger, 2002



7 Principles of CoP

1. The group is dynamic

2. The group is built on the collective 

experience of community members 

3. Leadership and participation in the group is 

shared

4. It includes public and private interaction

5. It provides value to its members

6. It is familiar and interesting

7. It has it own rhythm

Wenger, 2002



Building the Family and CD CoP

Community Forums held in 2005-2008 in 

Ottawa, London, North Bay, Kingston, 

Hamilton, Whitby, Thunder Bay and Toronto

Evaluation question:

ÅWhich of the following would be useful to you to 

deliver a concurrent disorder family intervention? 

Response: 

ÅNetworking Opportunities with other family 

intervention facilitators outranked consultation and 

other methods 



Building the Family and CD CoP

ÅOrganizational commitment and buy -in

ÅContracting between CDON/CAMH and 
agencies

ÅExplicit understanding of roles, 
deliverables, resources, supports

ÅPolicy validation and rewards for 
collaboration and formal partnership 
agreements



Building the Family and CD CoP

Commitment:

ÅReceive training in Toronto (2 trainings were 

done)

ÅRecruit and implement 2 full sessions within 

a 2 year  period

ÅAgree to participate in ongoing sharing and 

discussions ie, teleconferences, camh hub, 

and inter agency communication 

ÅParticipate in evaluation component led by 

Dr.Caroline OõGrady



Building the Family and CD CoP

We have 15 teams in Ontario:
(Chatham, Owen Sound, Stratford, Hamilton, St.Catherines, Toronto 

(CMHA), Toronto (CAMH site), Kingston,  Ottawa (French), 
Hawkesbury (French), Cornwall, Bracebridge, Kaspuskasing, 

Bõsaanibamaadsiwin, Sudbury)

EVALUATING THE PROCESS SO FAR:

× Excellent participation

× In some areas recruitment is a challenge but

most have completed or are in the process of     
completing a group (13 out 15)

× Participants have been very collaborative in doing  
pre and post evalutions

× More process evaluation to come  



Building the Family and CD CoP

PRINCIPLES

×That all the COP members have an equal access to 
the COP

×That all the members are ôexperts or experts in 
trainingõ

×That all feedback is appreciated and valuable 

×Each community has its own challenges and 
capacities to help families (some more than others) 



Beyond the event ð

CoP as a continuing process

ÅThe training

ÅFollow-up ðwhatõs different

ÅHub ðportal 

ÅListserv

ÅTelemeetings

ÅFace to face



The Hub - Portal

ÅOnline communication forum

ÅLog in entry to portal

ÅSharing between members of the CoP

ÅFunctions of the Hub:

ðEmail discussions (archived on the hub)

ðFile repository

ðWhiteboard (document development)

ðCalendar

ðParticipant contact page

ðLive chat 





Primary and Secondary Quantitative 
Outcome variables

ÅTwo primary outcome measures:

Å(a) Social Support

ÅEducation (learning personal mastery skills 
and self-efficacy skills) =

Å(b) Empowerment

ÅOne Secondary Outcome Measure:

ÅCaregiver Burden



Results of Dependent Samples T -Tests

ÅPrimary outcomes ðTOTAL SCORES

ÅN = 89

ÅSelf-efficacy scale : (seven items)

ÅPre-group total mean   X = 20.33

ÅPost-Group total mean: X = 22.37 

ÅT=-5.324; df = 88; P = .000 ***




