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DESCRIPTION OF THE CASE

What is the KnowledgeTranslation Problem?
At a time when the pandemic caused by Sars-CoV2 (COVID-19) affects
most continents, populations living in subnormal settlements, especially in
developing countries, appear as an additional concern. This unprecedented
public calamity is affecting the economy and politics, aggravating the lives of
Brazil's most marginalized citizens, namely, black and indigenous communities.
Although the reasons are multiple and must be located in their proper
political-economic context. In Brazil, there is important misinformation coming
from the federal, state and municipal governments. While most state and local
governments impose social distancing along with other public health measures
to control the spread of the virus, the president constantly opposes such
measures, comparing COVID-19 to a "small flu".1
Perhaps some people in the world don't know that part of the Brazilian
population lives in subnormal settlements and that Brazil's mortality rate from
COVID-19 is the second highest in the world. To date, around 600,000 Brazilians
have died due to COVID-19. 2,3

We will have, as a scenario for our case study, the largest urban "favela"
in Brazil, known as Rocinha and located in the city of Rio de Janeiro. "Favelas"
or subnormal clusters are a set of at least 51 housing units, arranged in a
disorderly and dense manner, lacking essential public services, and occupying
land owned by third parties. In Brazil, these areas house 11.425,644 people or
6% of the Brazilian population, according to the 2010 population census, the last
carried out in the country.4
In these favelas, social distancing becomes almost impossible because
residents must coexist, in quarantine, in a space that does not bring together all
the residents at the same time. Isolating sick individuals in multigenerational
households, in which two, five or more individuals share the same bedroom and
bathroom, is impractical. The precarious conditions of basic sanitation in the
houses mean that there is a lack of potable water and a minimum of hygiene.
Poor socioeconomic conditions do not allow adequate availability of sanitizers
and disinfectants, not even soap.
The risks and grievances of the pandemic are not only conditioned by
poverty or lack of health services, but, above all, by the unequal conditions of
risk, protection and care in all dimensions of life. They reveal the perversity of
selectivities that generate inequalities and injustices. 5
Although the impact of the dissemination of COVID-19 in these clusters is
perceived, little is discussed between the government and the population about
these communities. There are few proposals to address COVID-19 in these
communities, lacking differentiated strategies, considering their particularities
and their spatial distribution.

Who Does it Affect?
Residents include men, women, and children who live and work in the
community. People who live and work in Rocinha, their families and workplaces
frequently move back and forth in and out of Rocinha. These include, for example,
cleaning women, street sweepers, delivery men, maids, drivers, supermarket
workers, and gas station attendants. The most vulnerable populations are those
that are older and younger, and those with comorbidities and have difficulty
accessing the health system. The most uninformed people are also targets of
health problems and possible lethality.

How Does it Affect Them?
The people who live in the Rocinha favela, the majority, have a low socioeconomic-cultural level. Although access to educational training is precarious,
currently, with the advance of telecommunications, access to smartphones and
the internet, education does take place in large Brazilian centers. Thus, this
population has access to different types of information, mostly from social
networks, where the reliability of the content is dubious and often even malicious,
which leads to false information on prevention and treatment for COVID-19 in
these communities.

What do we know about the social projects in Rocinha?
In Rocinha there are a great number of social projects regarding children,
young people, people of different ages. These projects promote human
development and social integration through sport and education. They also
include art projects for residents to watch projections on large rock walls from
their rooftops or windows with the audio being streamed through speakers along
the streets.
In terms of public health, community health agent teams take vaccinations
to the highest parts of the favela, including those who are bedridden and those
with mobility restrictions. The health agents speed up some vaccination
appointments by scheduling through Whatsapp.
An important project called, Compassionate Community, coordinated by
university professors from Rio de Janeiro e Minas Gerais, provides healthcare to
people in need, with terminal illnesses, as well as training for residents who
volunteer for this project. The professionals and volunteers with this project
provide help through health education, proper nutrition and emotional support.
What do we think we don’t know?
Through the presence of health professionals, the spread of useful
information on how to prevent and take care of commúnicable diseases, such as
COVID-19 takes place. Bringing information about access to correct information
can lead to a new reconfiguration in health and education. To listen to the
population in Rocinha through sensitive listening, their doubts and health

problems, with empathy and compassion, may be an alternative for us to
understand their daily difficulties, which sometimes permeate all living spaces.
Poverty not only makes a person more vulnerable in Rocinha, but also
perpetuates a vicious circle. Sources of poverty, inequality and risks for health
and the environment are factors when combined increase challenges for
residents. The inequalities, and risks to urban health and the environment need
to be considered in policies and procedures by local authorities. 6

What are the greatest gaps?
Organizations and institutions, especially public ones, can and should
make their contribution to improving the quality of information and containing
Fake News. In Brazil, in 2018, before the pandemic, the Ministry of Health created
a space on an electronic website and on social networks to fight Fake News, and
proposed to clarify the facts based on scientific evidence and its sources.
Reflecting on Fake News in contémporary times, is thinking about
publications not based on scientific evidence. These, in technical terms, specífic
to the centers of research, need to be decoded to the population for better
understanding, which refers to the application of the communication technique
with – Attention, Interest, Desire and Attitude – to be used by journalists for the
social press. It is necessary to teach people to verify the accuracy of the
information before replicating it. The speed of própagation through social
networks is frightening; the faster it is possible to break the chain of
dissemination, the greater the chance of limiting the effects.7
What is received in good intentions, even if from a dubious source, gains
an exponential progression through social networks, in which trust between
participants grows over time in the virtual coexistence and a certain familiarity,
which does not resemble reliability.

SYNTHESIS FROM THE LITERATURE
The report Poverty and Shared Prosperity 2018: Piecing Together the
Poverty Puzzle indicated that almost half of the world's population, that is, about
3.4 billion people still live in poverty, making the search for basic needs part of
everyday life, such as sanitation, clean and potable water, electricity, education
and health.8

In Brazil, this scenario is no different. This country is one with the highest
number of inequities in the world, with the sum of the vulnerable population and
those living in extreme poverty amounting to 100 million people, that is, almost
50% of the country's population9 (Silva et al, 2020). This result is influenced by
barri.ers to accessing education, health, basic sanitation, employment and
income.10
Face with this scenario, with the onset of the COVID-19 pandemic, one of
the initial measures to confront the public health problem was related to the
restriction of people's movement, but this confinement had a direct impact on the
financial support and survival of their families. Furthermore, school activities were
suspended, which compromised access to food for low-income children and
adolescentes.10
The need to contain the spread of the virus did not consider the
specificities of the most vulnerable populations, who do not have housing, income
or work conditions to carry out restrictions and/or isolation at home. Thus, groups
that experience the daily lives of greater poverty are more exposed to COVID-19,
as they use public transport more frequently, have a greater number of residents
per household, have less access to basic sanitation and health, in addition to the
difficulties to maintain social isolation due to their employment and income
characteristics.10
This population, slum dwellers, still have greater exposure to the virus, as
they are part of the professionals considered "essential" during the pandemic
(workers who could not start doing remote work during the pandemic), but unlike
health workers, they do not receive social recognition or prestige to perform their
work (e.g., cleaning women, street sweepers, delivery men, maids, drivers,
supermarket workers).11
Faced with these social and economic difficulties, an additional challenge
in confronting the pandemic is “infodemia”, which consists of an excess of
information on the same topic. This excess of information, associated with
different sources, resulted in disorientation on the part of people, who reduced or
minimized their ability to recognize reliable sources or content, becoming more
likely to accept what corresponds to their values or beliefs as absolute truth.12
Uncertainties regarding COVID-19 were also added to the post-truth
context, where the crisis of confidence in institutions is its greatest expression

through Fake News. The so-called Fake News gained space12, as it circulated
quickly through social media (especially Whatsapp), and due to the lack of
verification of the facts they advertised, facilitated its dissemination. Groups of
family, friends, members of a church or any other group that people are part of or with which they identify - consolidate themselves, in this way, as sources of
practically unquestionable and reliable information, even if walking in the opposite
direction to the discourses of Science.12-13
Still, given all the challenges related to social vulnerability issues,
dissemination of fake news about the pandemic in Brazil, the population still faces
a denial in government, which minimizes the effects and the seriousness of the
disease, which makes facing the pandemic even more difficult along with
adherence to measures to prevent and reduce cases.12-13,1 This knowledge
translation project sought to find ways to allow the population to differentiate false
information circulated in social media from scientific evidence.

Promising Practices - Recommendations from the community
A survey was conducted with healthcare workers from a social project at
Rocinha, on what were their perspectives on ways that could spread trustful
information about COVID-19 and evidence-based preventive measures. Among
the answers were, WhatsApp messages with focus on prevention; the
development of a solidarity network and stable partnerships for donation of
hygiene supplies and food, distribution of hand sanitizer among workers
(especially early in the morning); and educational videos created by children in
the community for their families, to be posted on social media. Also, it was pointed
out that some measures that are community-based should be reinforced, such
as methods/ treatments to improve immunity (lemon, ginger, saffron teas and
sunbathing - vitamin D) and grated soap and mixture stored in reused oil canes.
Furthermore, valuing women’s roles as they carry out and manage many
initiatives at the Favela was needed as they are barely recognized or mentioned
as community leaders. The co-design of sustained initiatives and extending
existing ones was essential along with; eradicateing the stigma and prejudice
towards the community.

Some joint ventures with private and foreign universities are already in
place, such as the one with the MIT: Remotely Piloted Aircraft to screen the
Rocinha territory for better management.14

https://youtu.be/zFLFH9m_yBs
https://senseable.mit.edu/favelas/

Adaptations for Low-Resource Setting
The respondents highlighted the importance of promoting health
campaigns that focused on COVID-19 prevention, continuing home vaccinations
and providing home care for individuals in the community recovering from
COVID-19. Educational campaigns focused on teaching hand hygiene to children
in daycare centers and schools near Rocinha were also a common theme.
In addition to identifying recommendations from community members in
Rocinha, our group found it imperative to identify practices in low and middle
income countries (LMICs) that have been effective in curbing the spread of
COVID-19 in communities similar to Rochinha. One such country that found an
innovative solution to contact tracing was Kenya. A research article done by the
World Health Organization (WHO) found a group of innovators in Kenya who
created a free app that prompted passengers who use public transportation
regularly to input their contact details to better implement contact tracing of
COVID-19 within Nairobi. This screening technique adopted by public

transportation systems allowed for crucial contact tracing data to be sent to the
Kenyan Ministry of Health in efforts to curb the spread of the vírus. 15
One solution to the COVID-19 ‘infodemic’ can be found in Sri Lanka, where
a 24/7 hotline provided in three different local languages was available to the
public for inquiries they had regarding the vírus.16 The efforts to provide risk
communication in this format not only allowed for experts to provide locals with a
clear understanding of the COVID-19 virus and appropriate safety measures, but
it also addressed the infodemic in Sri Lanka in an inclusive and accessible way.15
This practice follows closely with the recommendations made in an article written
by Izumi et al. (2020), which suggested the deployment of community-based
health apps that can connect community members to evidence-based information
and can be used to cross-check the credibility of information received through
word of mouth or through social media sites.17

Conclusion
This work contributed to confirming with the authors how important and
unique it is in today's world, a world marked by social inequality, access to health,
access to quality food, access to correct and authoritative information, the
inherent responsibility that it is also up to those who produce the “knowledge”.
It is not enough just to close our eyes to rulers and policy makers, it is
necessary that each one of us takes responsibility in our daily lives to practice,
teach and translate knowledge.
As long as each one of us does not have the dignity and awareness of the
responsibility to assume our place of speech and how we can allow everyone,
without distinction, to be heard and also occupy their speaking spaces, there will
be no equanimity and social justice.
For small actions to become sustainable changes, it is necessary to
combine practical knowledge and recognize that the best knowledge is the one
that is built together.
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1. What is the KTA problem?
Water, sanitation, and hygiene (WASH) are gendered. In many cultures, women
and girls bear the responsibility of caring for WASH at home, which includes water
collection, cooking, cleaning, and childcare (MacArthur, Carrard & Willets 2020).
Women and girls also have biological particularities related to WASH, that encompass
urination, defecation, and the periods of menstruation and pregnancy (MacArthur,
Carrard & Willets 2020). Limited or unsafe access to WASH has serious health
implications. Water-related diseases can be contracted in ways that affect entire
communities, such as through the ingestion of contaminated water or through water
scarcity in general. On the other hand, water-related diseases can occur in ways that
affect women and girls in particular (White et al. 1972). Being responsible for fetching
water, women and girls are more exposed to water-based and water-related insect
vectors, transmitted respectively through a host that lives in the water or through an
insect that breeds in or bite near water sources (White et al. 1972). Additionally, women
could face psychological distress and social anxiety related to the risks of accessing
hygiene facilities outside of the household, and motor health issues resulting from
carrying water for long distances (Bisung and Elliott 2017).
A recent systematic review of the WASH sector noted that there has not been
enough focus on bridging practical gender needs with strategic gender interests from
academics in the area (MacArthur, Carrard & Willets 2020). The Empowerment in
WASH Index (EWI) is a recently-developed tool that tries to address this gap by
measuring gender-sensitive empowerment outcomes and processes in WASH
interventions and expanding the technical approach that is mainstream in the field (Dery
et al. 2020). EWI is based on the idea that empowerment is a desired end result in itself,
but also a means to improving access to WASH by empowering the end beneficiaries,
particularly women (Dery et al. 2020). However, the definition of empowerment that
guides EWI is based on literature review rather than on consultations with the
knowledge users - i.e., community members, more specifically women and girls. This
raises the question of how can empowerment in WASH be measured and fostered if
women are not contributing to its conceptualization? This gap is reflected in the
perceived limitations of the index, indicated by its proponents. As noted, in one of the
case studies in which EWI was applied, in Ghana, women were not present at the
project meeting in Asufiti North District, which highlights the importance of having a
knowledge translation approach to the index and making sure that it can be used as a
tool by knowledge users to advance access to WASH in ways that are relevant to them.
Our case study aims at addressing this knowledge to action gap through the proposition
of a ground-truthing companion that can expand the definition of empowerment
embedded in the Empowerment in WASH Index according to women’s and girls’ needs.
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2. Who does it affect and how?
Inadequate access to WASH affects low-income communities everywhere in the
world, but more strikingly in the Global South. To put it in numbers, in 2017, around
three quarters of the populations of Least Developed Countries (LDC) lacked
handwashing facilities with soap and water; half of those lacking basic drinking water
services lived in LDCs; nine out of ten of every person without basic sanitation services
lived in Central and Southern Asia, Sub-Saharan Africa, and Eastern and South-Eastern
Asia; and Sub-Saharan Africa was the region with the lowest rates of access to
improved water sources globally, ranging from 40 to 80% of households (UNICEF &
WHO 2019; Ritchie & Roser 2019). That of course affects women of all ages, but also
men and boys in different ways. As stated before, women and girls have peculiarities
related to their interaction to WASH that further complicates this scenario. Taking
pregnancy as an example, we see that 1 million deaths yearly are due to unclean births.
Circa 26% of neonatal deaths and 11% of maternal deaths are caused by infections.
Additionally, around 44 million pregnant women experience health complications
caused by sanitation-related hookworm infection (United Nations, n.d.). Women are also
disproportionately afflicted by psychosocial stressors caused by inadequate access to
WASH. A scoping review conducted by Bisung and Elliott (2017) showed that women
and girls are commonly concerned with sexual assault near defecation and water
collection points, aside from experiencing shame, restrictions to their freedom in
accessing WASH services, and fear of facing punitive action where open defecation is
discouraged by local leaders.
Despite women’s traditional role in caring for WASH in the household, they often
have less of a say in the decision-making processes related to WASH resources, both
within the house and within the community (Dery et al. 2019). Case studies undertaken
in Burkina Faso and in Ghana using the Empowerment in WASH Index showed that
male residents in WASH-deprived communities are more empowered in WASH than
female ones. In Ghana, 63% of women were considered empowered versus 76% of
men (Bori et al. 2019). According to this study, input in decisions about involvement in
community WASH activities and group membership are the two main contributors to
women’s disempowerment. These indicators reveal that, in these communities, women
have less say in community WASH activities and are participating less frequently as
active members in group decision-making processes related to WASH. To a lesser
degree, the studies indicated that men are also disempowered, especially when it
comes to personal decisions related to WASH and household WASH roles and
responsibilities (Bori et al. 2019). These inequities reinforce the idea that a gendersensitive perspective is much needed in the WASH sector, and transformative research
should promote changes to gender roles and power dynamics in order to offer a useful
tool of empowerment to knowledge users themselves (MacArthur, Carrard & Willets
2020).
2

3. What do we know about it?
Improvements in WASH have important consequences for all individuals but
perhaps even more significant ones for women and girls (MacArthur et al. 2020).
Emerging literature suggests that inadequate access to WASH affects women and girls
in several ways, including through low participation in economic activities, adverse
biomedical outcomes, psychosocial stress, and poor educational outcomes (Bisung &
Dickin 2019).
Despite the significant linkages between WASH services and gender equality,
measurements of empowerment related to WASH have so far been limited, especially
when compared to other sectors such as agriculture and reproductive health (Bisung &
Dickin 2019). There is increasing recognition that bridging practical gender needs such
as access to water with strategic gender interests such as changes in power and roles
is critical to achieving transformational changes in gender equality (MacArthur et al,
2020). The literature in the field conceptualizes equity and empowerment as pathways
to equality (MacArthur et al. 2020)
Empowerment is commonly viewed as the process of achieving gender and other
social equality outcomes. It offers a broader framework for understanding the synergies
and interactions between agency, capabilities and institutional opportunities (Dickin et
al. 2021). The concept of empowerment is personal, meaning that each person has a
unique definition of what it means to be empowered, based on their life experiences,
personalities and aspirations (Alkire et al. 2013). WASH infrastructure is often argued to
empower women, particularly through pathways associated with reducing the time spent
on collecting water. However, while these pathways contribute to improved access, they
do not address inequalities in control of resources or the transformation of unequal
power relations (Dickin et al. 2021). To generate better evidence on the relationship
between empowerment and WASH and health outcomes, more systematic approaches
are needed to track changes, such as those developed in other sectors. For example, in
the agricultural sector, the Women’s Empowerment in Agriculture Index (WEAI) is a tool
that was developed to measure the empowerment, agency, and inclusion of women in
the Agricultural sector (Alkire et al., 2013).
To address the lack of tools to measure empowerment in the WASH sector, the
novel Empowerment in WASH Index (EWI) was created such as the WEAI, to measure
agency, participation and empowerment in the water and sanitation sector (Bisung &
Dickin 2019). It is made up of indicators to assess empowerment in relation to WASH
roles and responsibilities, and in relation to broader society (Bisung & Dickin 2019). The
approach for constructing EWI was adapted from the WEAI mentioned above, and
calculates who is empowered and how much they are empowered in order to create a
comparable index (Alkire et al. 2013).
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4. What do we think we don’t know?
Although tools that measure empowerment in WASH are emerging in research,
the question of whether improvement in WASH acts as a source of empowerment for
women and girls in different contexts, is still lingering. It is often difficult to attribute
causality between an intervention and empowerment because gender relations are
embedded and mediated by other cultural and social norms that are difficult to account
for, such as ethnicity (Bisung & Dickin 2019). For instance, research performed in
Eastern India suggests that most women with subsidized latrines indicated preferring
going out to openly defecate in the evenings even if they did not feel the need to. This
was a time for them to chat with others and disconnect from household chores, relax,
and socialize (Routray et al. 2015). In light of this, empowerment through WASH might
not be sustainable without attention to other areas of life, including entrenched cultural
gender norms and social norms (Bisung & Dickin 2019). How then can we incorporate
context-specific definitions of empowerment in EWI tailored to each local community, as
they might differ? Also, if WASH is not a priority, or if different components of WASH are
of interest in a community than those captured by the index, how can it effectively
measure empowerment?
The majority of studies in the sector of WASH and gender has thus far been
performed in Sub-Saharan Africa and South Asia, indicating a research gap and
opportunity to explore the WASH-gender nexus in other cultural contexts within the
Global South (MacArthur et al. 2020). There has also been a more prominent focus on
women of reproductive age than on adolescent girls, indicating a knowledge gap on the
effects of gendered WASH on the lives of a diversity of female categories such as girls,
elderly women as well as boys and men (MacArthur et al. 2020).

5. What are the biggest gaps to understanding the KTA challenge?
Progressively, the concept of empowerment has become a common component
for many WASH interventions. However, the concept itself is complex and multidimensional (Dery et al. 2020). While empowerment is seen as a transformative
outcome that can arise from different WASH interventions, there is a need to
understand what empowerment means to the recipients of interventions in real life
practice settings (St-Cyr Tribble et al. 2003). Through a scoping review, the work from
Dery (2020) explores how the concept of empowerment has been utilized in the WASH
sector. While the review provides greater understanding of the dimensionality of
empowerment in WASH interventions, it does not present the understanding of
empowerment from a community or individual perspective in a local context. In this
sense, there is a need to go beyond the literature and explore ways in which the
concept of empowerment could be understood from a local perspective.
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The aim of our case study is to address the limitations of the term empowerment
currently embedded in the Empowerment in WASH Index. In this sense, one of the
biggest barriers identified is the translation of the term empowerment into a local context
that captures the needs of women, girls and gender minorities accordingly and without
‘imposing’ Western values. One of our colleagues in the Knowledge Translation course
highlighted this issue as a very practical one. As noted by her, some languages don’t
even have a word that is equivalent to ‘empowerment’. This further stresses the need
for dialogues with knowledge users when implementing the Empowerment in WASH
Index. This latter issue should be further discussed as how to prevent a westernized
interpretation of the term empowerment and the right of “outsiders” to exert change in a
culture that is not theirs (Luttrell et al. 2009).

6. Promising practices and recommendations for the KTA challenge
As we have made the case above, factors that contribute to empowerment can
vary from one community to the other, and characteristics of empowerment can be
unique to local contexts. We therefore suggest a ground-truthing protocol in order to
verify components of EWI with the local knowledge of practitioners and knowledgeusers. Ground truthing or verifying with local practitioner knowledge can serve to ensure
that the index reflects the local context and that what it measures is meaningful to the
community of study.
The objective would be to ground-truth the EWI with local key informant
knowledge and perceptions of empowerment. In a future study, focus groups of
knowledge users and practitioners can be asked for their input on empowerment
perspectives as experienced in their field of work. Alternatively, these focus groups
could be asked to provide feedback on the EWI and participate in a survey that will be
used to assign weights to the variables in the index (Lavoie et al. 2018; Oulahen et al.
2015).
According to Oulahen et al. (2015), studies that create an index to measure
social vulnerability to hazards often conclude that the index should undergo some type
of review or validation to ensure that it makes sense. Lacking are studies that create an
index and then present it to local practitioners for validation and incorporation of their
feedback (Oulahen et al. 2015). The exercise of ground truthing thereby advances an
understanding of empowerment by testing a research/literature-led statistical
methodology against the local knowledge of practitioners working in the study area.
In this sense, we recommend the use of ground- truthing practice in combination
with the implementation of studies that leverage both technical and social data through
participatory data collection. An example of this could be transect walk, participatory
mapping, daily routine charts and matrix ranking. Such types of studies can capture
valuable insights into the social relations within the technical sector and could provide
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researchers and practitioners with a better understanding of the power dynamics in the
community (MacArthur et al. 2020).
Additionally, we suggest the use of transformative studies and scoping reviews
of gendered WASH which look at both the connections between practical aspects of
WASH interventions and the power dynamics between different social groups in
different social contexts (Macura et al. 2020). Such transformative approaches often
engage across disciplines and methodologies to explore and transform the lived
experiences of participants through participatory or mixed methods. The engagment of
transformative studies with feminist concepts such as agency, relations, and structures
can enhance a better understandig of the power dynamics in the home, community, and
broader public sphere. Finally, in all of these attempts, it is important to remember that
gender-transformative research has to promote the inclusion of different voices,
recognising different groups related to age, class, gender, and economic status
(MacArthur et al. 2020).
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Synthesis
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TALK THE TALK AND WASH THE WASH: A
KNOWLEDGE TRANSLATION APPROACH TO
THE EMPOWERMENT IN WASH INDEX
WHAT IS THE KTA PROBLEM?
There are substantive gender inequities in access to water, sanitation,
and hygiene (WASH) worldwide. Newly developed tools, such as the
Empowerment in WASH Index are trying to measure that, aiming to
advance gender equity in the sector. Nonetheless, there has not been
enough focus on bridging practical gender needs in the WASH sector
and the application of EWI has seen limited engagement of women and
girls themselves.

WHO DOES IT AFFECT?
Gender inequities in access to WASH affect entire communities, but
more strikingly women of all ages in the Global South. WASH-related
infections cause millions of deaths that could be avoided if women and
girls had improved access to water, sanitation, and hygiene.
Additionally, structural gender-based violence deepens health
inequities related to WASH, exposing women and girls to risks that
range from sexual violence to general feelings of shame and fear when
using inadequate sanitation facilities

WHAT DO WE KNOW ABOUT IT?
Despite the significant linkages between WASH services and gender
equality, measurements of empowerment related to WASH have so far
been limited, especially when compared to other sectors such as
agriculture and reproductive health (Bisung & Dickin 2019). There is
increasing recognition that bridging practical gender needs such as
access to water with strategic gender interests such as changes in
power and roles is critical to achieving transformational changes in
gender equality (MacArthur et al, 2020).

WHAT DO WE THINK WE DONT KNOW ABOUT IT?
The question of whether improvement in WASH acts as a source of
empowerment for women and girls in different contexts, is still
lingering. It is often difficult to attribute causality between an
intervention and empowerment because gender relations are
embedded and mediated by other cultural and social norms that are
difficult to account for, such as ethnicity (Bisung & Dickin 2019).

WHAT ARE THE BIGGEST GAPS?
The Empowerment in WASH Index is one of the most promising tools
currently available to measure gender inequities in WASH. Nonetheless,
it is based on a definition of empowerment that stems from literature
review. In its application in Burkina Faso and Ghana, EWI has not seen
enough engagement from women and girls. For this reason, the biggest
gap in this KTA problem is understanding the definitions of
empowerment in WASH for women and girls in different cultural
contexts, as well as their priorities in the sector.

TOOLS AND PRACTICES
Factors that contribute to empowerment can vary from one community
to the other, we therefore suggest a ground-truthing protocol in order to
verify components of the EWI with the local knowledge of practitioners.
Ground truthing can serve to ensure that the index reflects the local
context and that what it measures is meaningful to the community of
study.
we recommend the use of ground-truthing practice in
combination with the implementation of studies that leverage both
technical and social data through participatory data collection.
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CASE STUDY NAME
WHAT IS THE KTA PROBLEM?
The COVID-19 pandemic has had negative consequences on the overall well-being of Canadians (1, 2).
Infection control strategies, such as physical distancing and lockdown regulations, have led to reduced
physical activity and poorer mental health (1). During the COVID-19 pandemic, an estimated 38.2% of
survey respondents in Canada have reported a deterioration in their mental health (3). Respondents were
most likely to identify emotions related to anxiety and worry (46.0%), stress (37.5%), and loneliness (30.5%).
In addition, financial instability, food insecurity, and social isolation induced by COVID-19 have contributed
to poorer mental health and wellbeing (3).
More than the general population, persons with disabilities face even greater barriers to well-being and
physical activity. Populations who have increased vulnerabilities due to existing disability are more likely
than their counterparts to indicate mental health challenges during COVID-19 (3). A decline in mobility and
physical activity during the onset of the COVID-19 pandemic among persons with physical disabilities and
chronic diseases have also been noted in the literature (4). As such, the knowledge-to-action gap exists in
supporting the exacerbated needs of persons living with disabilities in the context of COVID-19.

WHO DOES IT AFFECT?
In 2017, an estimated 6.2 million Canadians had one or more disabilities (5). Public health recommendations
in the context of a pandemic like COVID-19 assume populations are homogenous. Prior to the outbreak,
persons with disabilities have been able to live independently with regular access to adaptive services and
supportive communities. Public health restrictions, such as the quarantine requirements and the closure of
recreational facilities, have constrained access to resources for persons living with disabilities.
The COVID-19 Disability Survey is a nationwide ongoing project to collect information about experiences,
needs, and concerns of Canadians with disabilities during the COVID-19 pandemic. Between June 2020 –
December 2020, a total of 713 respondents completed the survey. The findings showed that 82% of
respondents indicated that their mental health was negatively impacted by COVID-19. Moreover, 80% of
the respondents experienced greater social isolation compared to the general population average. In
addition, over 50% of respondents reported that they have become less physically active and that their diet
has worsened since the start of the pandemic (6).

HOW DOES IT AFFECT THEM?

DESCRIBE THE “K”
WHAT DO WE KNOW ABOUT IT?
Published research since the start of the pandemic in 2020 has rarely addressed the physical activity and
mobility needs of persons with disabilities (4, 7). Previous reviews have noted that persons with physical
disabilities or chronic diseases across the world have experienced a decrease in physical activity, wellbeing, social support, and professional assistance due to lockdown restrictions and the closure of facilities
(4, 7). Furthermore, other reviews focusing on general population found that participating in physical
activities during the pandemic was associated with less anxiety and depression (8)
In Canada, initiatives have been launched to respond to the challenges experienced by persons with
disabilities in the context of COVID-19. An example is the Get in Motion program, a phone-in coaching
service for all Canadians living with a physical disability (9). This evidence-based physical activity
counselling intervention was initially established in June 2008 by the Spinal Cord Injury Canada and
evaluated through previous randomized controlled trials (10). In the context of the COVID-19 pandemic, Get
in Motion has allowed persons living with physical disabilities to connect with a volunteer coach through
phone or online conferencing to work on at-home physical activities together.

WHAT DO WE THINK WE DON’T KNOW?
The purpose of this project was to research how Canadian organizations are working to address physical
and mental health needs among persons with disabilities during the COVID-19 pandemic. We did not know
what programs existed or how effective these programs were at adapting to restrictions put in place by
COVID-19.
What did we do?
Focusing on initiatives that aimed to address the needs of persons living with disabilities during the COVID19 pandemic, the objective of our case study was to understand how well these services were able to support
this population. More specifically, we looked at the reach, perceived outcomes, and relevance of these
services in ensuring that persons living with disabilities are able to maintain healthy lifestyles and wellbeing.
In order to gain a better understanding of how the needs of persons living with disabilities are being
supported during the COVID-19 pandemic, we met with and interviewed program coordinators and health
coaches of the Get in Motion program. During the interviews, Get in Motion staff members were able to
provide their perspective on the strengths and gaps of the program, and provided recommendations for
future initiatives.

PROMISING PRACTICES
What did we find?
Strengths of the program
Overall, program coordinators and health coaches found that a great strength of the program was the
promotion of social connection and the formation of social networks, especially during the COVID-19
pandemic. Beyond promoting healthy physical activity, program coordinators indicated that “Social connection, some participants are keen to make physical activity goals but experiencing
benefit from the social connection”
Regularly connecting with a health coach allowed participants to maintain physical activity goals, have a
positive outlook, and have a sense of accountability and ownership of their health and wellbeing.
Additionally, having a virtual coaching program was an effective mechanism for sharing resources. For
example, the health coach we interviewed indicated that, to support their client’s interest in dancing, they
sent them links to dancing videos that they could follow during their own time.
To reach clients, Get in Motion partnered with Special Olympics Canada to offer services to both persons
experiencing mobility and cognitive disabilities. The program aimed to target people from 18 to 65 years of
age, with a total of 112 participants composed of half Special Olympic athletes and half adults with mobility
impairments.
“Nice that it is telephone-based initiative so the need for technology isn't there, if you have access to
a telephone of any kind we can reach them and help them reach their physical activity goals.”
Challenges of the program
Interviews indicated that the program experienced difficulties with staffing because of the ongoing changes
over the past year. While there was a large influx of volunteers in the beginning of the program, volunteer
applications have since slowed down. In addition, there was a lack of structured monitoring and evaluation,
resulting in a lack of knowledge around why some clients have since dropped out, and how training for
volunteers could be improved. Moreover, while the program was able to address social isolation by bringing
clients and coaches together, coordinators found it difficult to build a broader sense of community because
clients and coaches arranged sessions on an individual basis.
Another gap identified in the program is its reach towards other vulnerable groups. For example, it was
noted that there could be challenges with accessibility and reach among persons living with disabilities in
Indigenous populations who do not have cellular or internet service to connect with a health coach remotely.
In addition, providing relevant coaching and recommendations to clients in Indigenous populations were
also potential challenges. For example, in rural areas, physical activity could involve going hiking and
hunting, whereas going to the gym would be more relevant for urban contexts.

PROMISING PRACTICES
LESSSONS LEARN AND SUGGESTIONS FOR IMPROVEMENT
The program coordinators and health coaches also provided insight into improvements that could be made
on the implementation of the Get in Motion program.

1: Improve the accessibility and inclusivity of the program
Since the Get in Motion program is a virtual service, network and user accessibility should be considered.
A possible way to improve the reach of the program is to ensure the service is accessible to different groups
within the target population, including elderly, remote communities, and Indigenous populations. One of the
coaches mentioned:
“The reach can always be higher, especially for marginalized groups. For example, some Indigenous
communities may not have internet or cell service. So automatically those groups aren’t able to
participate in the Get in Motion program.”

2: Provide additional training to health coaches
Additional training to health coaches focusing on exchange efficient strategies may help improve quality of
support service as well support community building. Furthermore, the program may be improved by
providing coaches additional training on how to work with specific marginalized groups, such as Indigenous
and elderly communities. For example, a better understanding of the trauma held by Indigenous populations
may help coaches to provide better and more relevant support to their clients.

3: Broaden the service by focusing on supporting a healthy lifestyle
The program may be improved by providing support on multiple lifestyle behaviours instead of physical
activity only. The COVID-19 pandemic has also shown to have a negative impact on different types of
lifestyle behaviours, including smoking, alcohol, nutrition intake and sleep. Broaden the service on
supporting a healthy lifestyle may enhance clients’ overall health and wellbeing.

SUMMARY
The findings of this project illustrate that the COVID-19 pandemic has a negative impact on the health and
well-being of Canadians with disabilities. We provide examples of services to support people with disabilities
during the pandemic and provide possible directions to further improve the support.
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CASE STUDY DESCRIPTION
INTRODUCTION
Traditionally, abortion rights activism has been framed as a (cisgender) women’s issue. Cis women are often
seen as the sole gender who gave the capacity to become pregnant and, therefore, the only ones who requires
abortion-related services. Movements for abortion decriminalization and increased access have been viewed
as spaces exclusively for cisgender women. However, there is a growing recognition to include transgender
people in these conversations and within abortion spaces more generally. By recognizing the sexual and
reproductive health needs of trans people, the need to access safe abortion services becomes important for
all with the capacity to become pregnant, including trans men and nonbinary people.
In the Canadian context, there are no criminal laws restricting access to abortion. However, due to systemic
barriers, such as lack of providers and trans-inclusive practice, many people are not able to access the services
they need. This report highlights some of the knowledge translation issues that trans people face in the context
of abortion care and access. The findings of this report was informed by a literature review and by an
interview conducted with A.J. Lowik and Joyce Arthur from the Abortion Rights Coalition of Canada
(ARCC), a grassroots advocacy organization dedicated to supporting abortion rights and access from a transinclusive perspective.
This report focuses on the experience of trans individuals. We utilize the term “trans” as a short-hand,
umbrella term that includes a variety of identities, including transgender, nonbinary, genderqueer, genderneutral, and other gender diverse experiences. We recognize that this term can be reductive and is not without
its own issues. Further, we take an intersectional lens, recognizing trans peoples’ identities that intersect and
that may affect their access to abortion, including, but not limited to income status, age, ability, and race.
Through this approach, we recognize that trans Indigenous and people of color have different experiences
than white trans people, particularly in terms of violence (Lowik, 2016).

WHAT IS THE KNOWLEDGE-TO-ACTION (KTA) PROBLEM?
Trans people have diverse sexual and reproductive health needs, including the need to access safe abortion
services. However, their needs are often overlooked in policy and planning across all levels: from global
health conversations to local clinics' policy implementation. The abortion rights movement historically has
been framed as a cisgender women’s issue, leaving out those with the ability to become pregnant who are
not women (Light et al., 2018; Jones et al., 2020; Cipres et al., 2017). These inequities exist across Canada,
despite equitable access to safe abortion being considered a human right (Human Rights Watch, 2021) and
a decriminalized health service across the country. This situation occurs on top of pre-existing inequities
between different political and social contexts, such as a history of forced sterilization as a condition of legal
gender recognition on official documents (Lowik, 2016; Sharpe, 2007).
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Studies reveal that trans people face a range of additional systemic barriers, yet due to a lack of
comprehensive data and the denial of trans people’s lived experiences, health systems, policy makers, and
abortion providers frequently fail to inclusive policies aimed at ensuring equitable abortion services for all
people (Lowik, 2015). Trans people are often neglected in policy and planning due to limited provider
knowledge and a habitual focus on cisgender women that leads to consistent misgendering and/or other forms
of discrimination (Lothstein, 1988; Grant et al., 2011; Mosenson et al., 2021). The lack of inclusive policies
serves to perpetuate discrimination and can cause people to delay or avoid necessary care, to the detriment
of their health.

WHO DOES IT AFFECT?
Abortion facilities that frame services as “women-only” spaces may not recognize that people in need of
such services may not identify as women and thus reproduce patterns of exclusion that affect access to safe
abortions. These patterns of exclusion affect a wide range of people with the capacity of becoming pregnant,
including those who are not cisgender women.
Little is known about the number of trans people using abortion services or in need of abortion services, both
in Canada and in other contexts. A study in the U.S. estimated that between 462 and 530 trans and nonbinary
people accessed abortion services in 2017; however, only 30% of the abortions occurred in facilities that
provided transgender-specific health services (Jones et al., 2020). Even though this data approximates the
amount of trans people in need of inclusive health services in a similar context, it must be noted that many
facilities do not register the gender identity of their users, leading to underreporting (Jones et al., 2020). As
well, less information is available about trans people in need of abortion care who do not attempt to access
such services. In sum, although little is known regarding the number of trans people that may need to access
abortion services, the barriers faced make it crucial to expand trans inclusive policy in abortion facilities with
the goal of providing safe, accessible abortion spaces for every person in need.

HOW DOES IT AFFECT THEM?
The lack of recognition of trans peoples’ abortion trajectories affects trans individuals in numerous ways.
Health providers often misgender individuals in need of abortion care, creating distress and inadvertently
perpetuating cis-normative healthcare provision (Berger et al., 2015). Unnecessary and problematic
gendering of body parts (e.g. referring to ovaries, uteruses as part of the “female” reproductive system),
perpetuates reproductive capacity as a quintessential “woman” experience and isolates trans individuals in
seeking and accessing care. This bioessentialism logic can also exacerbate feelings of gender dysphoria for
trans people (Lowik, 2016).
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The multiple barriers that trans people face in accessing safe abortion services may lead to delaying or
avoiding seeking professional care, with potentially damaging consequences for both physical and mental
health. A recent study from the U.S. among transgender and nonbinary people revealed that one in three
persons had considered ending a pregnancy without clinical supervision, and one in five had attempted doing
so in the past. Participants in this study also reported using a wide range of unsafe and/or ineffective methods
for attempting abortion (Moseson et al., 2021). These facts reveal the urgent need for expanding transinclusive and safe abortion spaces, as well as the diffusion of accurate information regarding these services.

DESCRIBE THE “K”
WHAT DO WE KNOW ABOUT IT?
There is an astonishingly low amount of peer-reviewed data focusing on trans peoples’ abortion experiences,
with no current studies published in the Canadian context. A small amount of research on abortiontrajectories exists, mostly based in the United States with limited sample sizes. For example, a recent study
showed that 23 percent of U.S. abortion clinics offered transgender-specific health services, while the
majority of transgender patients sought abortions at facilities that did not offer such services (Jones et al.,
2020). Outside of the U.S., studies also showed that trans peoples’ general health were significantly
negatively impacted by marginalization and that trans people were at increased risk of homelessness, low
self-esteem, and suicide. Many in the community were unable to access necessary health and social services
and sometimes avoided seeking services due to previous discrimination (Lowik, 2016).
Outside of peer-reviewed studies, what we do know is mostly through people’s shared lived experiences.
Anecdotal experiences circulate on the internet, through social media, and in other settings can help us
understand some of the barriers that exist for trans people seeking care.
We do know that there are significant barriers to accessing abortion services, especially for people living in
rural areas (Lowik, 2016). Barriers to services are also not experienced equally and disproportionately impact
marginalized communities, especially those who are low-income and people of colour (Lowik, 2016). There
are specific barriers faced by trans people, such as seeking care from providers with “women-only”
frameworks or from health professionals who are ignorant to the needs of clients who do not identify as
women (Lowik, 2016). Abortion is a time-sensitive procedure, and any delays in receiving care can have
dire consequences for people’s physical and mental health.
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Finally, there is considerable evidence that people who face barriers to abortion care may consider ending a
pregnancy without clinical supervision, more likely to result in unsafe care (Lowik, 2016). Therefore, the
need to increase our evidence base while advocating for inclusive spaces is a matter of ensuring public health
and safety.

WHAT DO WE THINK WE DON’T KNOW?
The way trans people navigate abortion in (cis) women-centered spaces
There are still no peer-reviewed articles that explicitly consider trans people’s experiences and needs for
abortion care in the Canadian context. The limited information we have is from anecdotes provided by trans
persons.
The experiences and perspectives of providers in other contexts
Scholarly research is scarce and is almost entirely in English. There is literature coming out of Argentina on
transgender reproductive justice, especially since a Gender Identity Law was passed that recognizes trans
rights (Romero, 2021; Sutton et al., 2018). However, there is very little evidence published in other settings.
Further, stigma and marginalization continues to limit transgender people’s perspectives. These challenges
go hand in hand with legal and structural limitations for providing safe abortions in general, as in many
countries where it is an illegal procedure and societal stigma surrounding abortion prevails.

PROMISING PRACTICES
RECOMMENDATIONS
The idea that trans people should have access to abortion services is not always controversial among abortion
providers, but implementing the necessary changes has its challenges. There are several recommendations
for providers and advocates to ensure that they are creating and replicating inclusive spaces for trans people.
First, there must be recognition that a lack of evidence should not be used as an argument to avoid inclusive
strategies and policies. The gap in knowledge persists due to the structural systems in place that perpetuate
inequities (Lowik, 2016). Public statements and policies should be framed in trans-inclusive ways. Second,
future research itself regarding trans people’s needs and experiences must be prioritized. Research
organizations should incentivize trans-specific and inclusive abortion research while giving precedence to
knowledge produced by trans people. This way knowledge can be translated by members who are themselves
community members (Lowik, 2016). As stated throughout, trans peoples’ experiences are vast and varied
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depending on other intersecting factors and should not be universalized. Finally, outside of these specific
steps, it is critical to rethink the current knowledge hierarchy by considering experiential knowledge from
lived experiences as an important component in contexts of producing policies and health guidelines.

CONCLUSION
Advocacy for abortion rights has often left out trans and nonbinary persons with the capacity to get pregnant.
Due to systemic transphobia and a host of other factors, trans persons’ needs and experiences attaining
abortion-related services are not well known, especially in Canada where zero peer-reviewed studies dealing
with trans persons’ abortion experiences have been published. Lack of research, knowledge, and awareness,
as well as transphobic practices and stigma that prevail in society, may lead to abortion facilities (advertently
or not) systematically excluding trans people from services. Exclusion from these services can lead to
avoidance of care, which may have profound health consequences in the lives of trans people.
Knowledge expansion might be key to counteract this pervasive issue. For this, not only an increase in
specific research regarding trans people’s experiences and needs related to abortion services, but also
incorporating a trans-inclusive approach in all abortion-related research will be essential. In line with this,
implementing participatory research approaches can be an important tool for informing practices in a way
that is aligned with trans people’s needs and priorities.
Beyond expanding research and academic forms of knowledge, recognizing other (non-academic) sources
of knowledge is necessary to shed light into the current gaps in practice and necessary improvement steps.
Moreover, even though knowledge may not always be deemed complete, a lack of sufficient knowledge
should not preclude from taking action and/or creating policy that is aimed at protecting the fundamental
rights of trans people.
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ADDITIONAL RESOURCES
With the purpose of developing the present case study, an interview with two representatives from the
Abortion Rights Coalition of Canada was conducted and recorded with their authorization. This interview
has been edited and is attached alongside this report with the purpose of sharing it with the Canadian
Association for Global Health community and beyond.
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WHAT IS THE KTA PROBLEM?
Despite countless efforts to address the opioid crisis, the number of opioid overdose related deaths have increased significantly in the United
States (US) and in Canada with 134 000 lives lost in the US and more than 12 000 in Canada between the year 2016 and 2018 (Centers for
Disease Control, 2020; Tyndall, 2020). The COVID-19 pandemic has exacerbated the pre-existing opioid overdose situation. Indeed, the opioid
overdose is a national public health emergency and many factors have been contributing to the opioid overdose crisis failure among which
stigma and discrimination against people who use drugs are very present that are embedded in the political and social arrangement of our
world including criminalisation and homelessness (Tyndall, 2020). Moreover, opioid overdose prevention strategies often exclude the
socioeconomic factors of the opioid crisis and remain top-down and individually oriented practices without or very little community
engagement (CE). Community engagement is broadly defined as: “[…] the process of working collaboratively with and through groups of
people affiliated by geographic proximity, special interest, or similar situations to address issues affecting the well-being of those people […]
and it can take many forms with partners from organized groups, agencies, institutions, or individuals. Collaborators may be engaged in
health promotion, research, or policy making.” (National Institutes of Health, 2016). Community engagement is important to collective
action, empowerment, and co-learning (Ahmed et al., 2010; Lavery et al., 2010). Researchers acknowledge that there is a need for more
understanding of: 1) the impact of community engagement as an approach for addressing public health issues like the opioid crisis, and; 2)
best practices for engaging communities in the adoption of opioid treatment and prevention initiatives (Glandon et al., 2017; Huang et al.,
2018). We acknowledge that the role of community in effective evidence informed policies are neglected in the policy making process and
also there is a gap in addressing CE barriers and applying the developed models into practice (Taha et al., 2019; Tyndall, 2020).
Opioid overdose deaths have increased dramatically across North America over the past decade, stemming from a combination of overprescribing of addictive opioid painkillers and fentanyl contamination in the illicit opioid supply. Canada reported 8.8 opioid overdose deaths
per 100,000 in 2016, and increasing to 12.3 per 100,000 in 2018. In total, in Canada, from January 2016 to March 2019, an estimated 12,800
people have died of opioid overdose. The epidemic continues to claim lives despite no official federal declaration of public health emergency,
with Canadian policymakers resistant to institutionalized, large-scale harm reduction interventions. The lack of opioid research focused on
women has only recently begun to receive broader recognition, and this lack is especially felt in Canada.
WHO DOES IT AFFECT AND HOW?
Various stakeholders are affected by the gaps in the effective community engagement (CE) models and the lack of evidence on the barriers
of the community engagements in the prevention of the opioid crisis. First, the most affected population by such gaps are marginalized
populations such as women and Indigenous peoples. The term Indigenous peoples is a collective name for the original peoples of North
America and their descendants. Canada recognizes three groups of Indigenous peoples this includes the First Nations, Inuit, and Metis. In
this crisis, Indigenous people are three times more likely to die from overdose than their non-Indigenous population (Johnston, 2020).
Moreover, the COVID-19 pandemic has caused a 135% increase in opioid related deaths in Ontario during its six month period alone and 17
843 years of life were lost due in comparison with the six month prior to the pandemic (Gomes et al., 2021).
In the prevention strategies of the opioid crisis, the top-down CE approaches create further barriers to engagement of the underserved
communities and can systematically exclude them from the policy making process (Cyril et al., 2015; Snow et al., 2018). In addition,
socioeconomic status of marginalized populations are associated with their lower participation and sustainability throughout the CE process,
where stigma and discrimination, as well as implicit biases in societies adds up to such barriers (Snow et al., 2018). Many of these barriers
are embedded in a system of power in the engagement process, defining the legitimacy of marginalized groups’ participation to inform policy
and healthcare decision-makings. Hence, such systems have created a mistrust between the participants and the policy makers as well as
healthcare providers that result in poor CE, poor knowledge of opioid overdose interventions and health outcomes. As aforementioned, the
crisis has been having a larger burden on the health of Canadians and more specifically women and indigenous communities across the
country and opioid overdose has contributed to a lower life expectancy among those with lower socioeconomic status (Snow et al., 2018).
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WHAT DO WE KNOW AND DON’T KNOW ABOUT IT?
We know that CE is, as defined by many, is a collaborative process of working together with communities to advocate for change and address
the needs of the group. This level of community-based collaboration gives voice to the voiceless and narrowing down health inequities, but
in practice the CE process involves various barriers that require further needs more evidence. Some of main barriers to CE are overt and
bound to systematic racism, as well as colonialistic histories. These factors hamper the use of CE to create meaningful and effective opioid
prevention and treatment implementations. There is an urgent call to decolonize community engagement, and for researchers to recognize
that all persons know more about their own health and wellness than expert researchers or clinicians do. It is acknowledging that diverse
communities have a right to lead research projects in which they choose to participate - to define how research is conducted in their
communities and to define the outcomes that guide research priorities.
WHAT ARE THE BIGGEST GAPS?
Although, several CE models have been developed to curate a meaningful engagement of the community, including the Social Ecological
model, the Active Community Engagement Continuum, Diffusion of Innovations, and community-based participatory, has been reported the
most equitable in addressing power imbalances and improving knowledge exchange; however, they all have implementation barriers for the
in engaging meaningful and sustainable CE to improve opioid crisis (Cyril et al., 2015). Therefore, addressing the gaps in the CE process still
remain complex and unmet. The need for innovative frameworks based on lived experience of opioid users that improve health inequities of
the most disadvantaged through CE in opioid overdose is a national urgency and yet not determined yet. Furthermore, stigma represents a
considerable barrier to research, as well as care, recovery and improved well being among people who use substances. Intersection stigma
refers to multiple and overlapping types of stigma (racial, gender, sexuality, classism). It may be responsible for contributing to an overall
misconceptualization and framing of the epidemic of opioid use as only being among the marginalized, street-entrenched populations, when
in fact substance use is indiscriminate. Stigma interferes with help seeking behaviors and knowing more about this and its effects through
internalized stigma can be a way forward using CE. A better understanding of intersectional stigmas that underlie substance use-related
harms is needed to drive more successful prevention efforts. Therefore, we suggest that the next steps for this framework are to understand
the impact of intersectional stigma related to substance use within Canadian health systems is a large gap that needs to be addressed in
tandem with the development of innovative CE frameworks for involving marginalized persons in this area of study. Moreover, national and
provincial policies in response to opioid have changed throughout the last decade. For instance, British Columbia’s provincial government
has responded to activism related to increasing overdose deaths with a declaration of a public health emergency and a move towards
expanding OPS (BC Centre for Disease Control, 2017; Tait & Woo, 2017). However, the history of OPS is also marked by political interference
and barriers. For example, in Ontario, the June 2018 election of a new provincial government has resulted in increased political pushback
and stalls in relation to continued operation of existing OPS and the opening of new sites Currently, although the federal government in
Canada are more receptive to harm reduction compared to recent history, this very history shows the impermanence of an enabling policy
environment. That is, the National Anti-Drug Strategy created by the former Conservative government removed harm reduction as a key
pillar, while the current Liberal government restored this pillar with the recent Canadian Drugs and Substances Strategy (see Health Canada,
2016). As well, an enabling environment at the federal level does not guarantee the same at the provincial and territorial levels of government
that have much of the authority to determine the structure of health care and social service systems.
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PROMISING PRACTICES
(1 PAGE)

RECOMMENDATIONS
For models to be more successful in improving the engagement of the communities in the prevention of the opioids
crisis, we suggest that collaboration must take part at all levels including government, stakeholders, and communities.
Meaningful engagement starts with addressing the power dynamics amongst all the participants (Taha et al., 2019).
This involves moving beyond tokenism to sharing power and decision-making more equitably to promote
empowerment and develop co-produced models of care, in this case to address the opioid crisis. As well as,
developing frameworks that promote building trusting relationships between academics/researchers and community
members to encourage participation using the CE process to reduce stigma and discrimination towards opioid users.
The completion of cultural sensitivity and CE training is advantageous for researchers at all levels of training. The CE
approaches should include sex, gender, trauma, and must be contextualized and culturally relevant to reduce
socioeconomic inequities to ensure marginalized voices are represented through whole CE process to reduce the
barriers to the engagement. Finally, as there is no one size fits into this crisis, meeting the unique needs of different
communities, particularly most marginalized contexts can improve CE process and the health outcomes of opioid
users (El-Bassel et al., 2021; Taha et al., 2019).

ADAPTATION FOR LOW-RESOURCE SETTINGS
Accounting for low resource settings in CE approaches is vital. Partnering with community-based agencies and
advocacy groups will help to connect with individuals who otherwise may not be reachable due to the transientnature of some substance users. These collaborations can be time intensive, but important to creating trusting
researcher-participant relationships and creating meaningful initiatives to address the opioid crisis. Often these
voices are absent from policy-driven research for this reason and come to bare some of the most important findings
for change practice.
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SYNTHESIS
(2-3 PAGES)

Provide brief synthesis/summary or resource review that people can go to if
they want to learn more.
The opioid crisis had increased significantly in the United States and Canada since the start of the
COVID-19 pandemic; it is in fact exacerbated by many factors such as stigma and discrimination
that are embedded in the political and social arrangement of the system (i.e., poverty and health
inequities) (Tyndall, 2020). Community engagement refers to “the process of working
collaboratively with and through groups of people...to address issues affecting the well-being of
those people” (National Institutes of Health, 2016). Community engagement (CE) offers a vehicle
for increasing community engagement in research and prevention efforts to inform opioid
treatment and prevention initiatives (Glandon et al., 2017; Huang et al., 2018). Community plays
a vital role in addressing CE barriers and applying new strategies and learnings into practice (Taha
et al., 2019; Tyndall, 2020).
Community engagement and its use provide a voice to the voiceless. It has become pivotal for
well-functioning initiatives and moving change forward. Expanding public engagement achieves
long-term and sustainable outcomes, processes, relationships, discourse, decision-making, and
implementation among diverse communities. It is necessary to give voice to the voiceless and
move forward with change as well as address more complex, overt and systematic issues with
the system such as racism and colonialist histories that can hamper meaningful change. There is
an urgent call from Indigenous groups, in particular, to decolonize the political decision-making
structure in this country to acknowledge that all persons have different lived experiences that
come to influence their health outcomes. It is important to recognize that diverse communities
have a right to lead and contribute to research projects on topics of their choosing directly related
to their lived experiences and to define how this work is conducted in their communities.
There is a need for innovative frameworks to inform change among opioid policy and harm
reduction to improve the health outcomes of the most disadvantaged through CE. Studies show
that stigma represents a considerable barrier to research and care, recovery, and improved wellbeing among people who use substances. It may be responsible for contributing to an overall
misconceptualization and framing of the epidemic of opioid use as only being among the
marginalized, street-entrenched populations, when in fact, substance use is indiscriminate.
Efforts in addressing the opioid crisis waned at the start of the COVID-19 pandemic but require
refocus, and a starting point to change practice is using CE. Further research is needed to
understand the intersectional stigmas (i.e., racism, classism) that underlie substance use-related
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harms is needed to drive more successful prevention efforts that are meaningful as well as
sustainable.
For the initiatives to be more successful in their address of the opioid crisis in Canada and to
improve the engagement of the communities in the prevention of the opioids crisis, we suggest
that collaborations at all levels including government, key stakeholders, and communities, need
to take place to ensure that equitable representation is had in decision-making and the
implementation of change practice (Taha et al., 2019). This involves the prevention of tokenism
through sharing power and decision-making more equitably to promote empowerment and
develop co-produced models of care, in this case, to address the opioid crisis. Further, the
completion of cultural sensitivity and CE training is advantageous for researchers at all career
levels. There is no one-size-fits-all in addressing this global crisis and meeting the unique needs
of different communities, particularly most marginalized contexts, which can improve the CE
process and health outcomes of opioid users (El-Bassel et al., 2021; Taha et al., 2019).
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CASE STUDY NAME
DESCRIPTION OF THE CASE (1/2 – 1 PAGE)

WHAT IS THE KTA PROBLEM?
Virtual care is considered a major innovation at multiple levels because of the potential to increase access to and
quality of health care services and lower health system expenditures (Bashur et al., 2000; Hailey et al., 2004;
Klecun-Dabrowska & Cornford, 2001). However, one could argue that this modality is still being used as a
complementary service and has not yet fully realised its capacity to positively impact the delivery of everyday
healthcare (Sevean et al., 2008). The pandemic has forced a shift though, providers have been forced to increase
their utilisation of telehealth services at the expense of traditional face-to-face patient encounters (Chu et al., 2021).
Despite the growth of virtual care options, it is unclear how patients and community members that reside in rural
communities experience the use of virtual care, or how prepared they feel to engage in healthcare encounters in this
way .Small and seemingly geographically isolated areas have become more interconnected through technological
advancements in some areas, while simultaneously being left out of other, often urban-focused, initiatives (LeBlanc
et al., 2020). This duality is visible in health service delivery, where eHealth technologies have the potential to
improve patient services, care, and outcomes, but where technological and systemic barriers can further isolate
patients, caregivers, and providers (Liaw & Humphreys, 2006).

WHO DOES IT AFFECT?
Regarding rural virtual care, there are a diverse range of stakeholders involved. Closest to the issue involve people
living in rural regions and their support systems, healthcare providers and health system decision makers. This
group represents the stakeholders who are most invested either because they are impacted the most or because
they have a higher sphere of influence concerning changes in virtual care.. Those in the outer circle who are
invested in the issues but from more of a distance include IT companies, Telehealth companies, Device
manufacturers and City/Community Planners.

HOW DOES IT AFFECT THEM?
Concentrating on the inner circle of those closest to the issue, virtual care has a range of benefits and challenges for
each stakeholder. In terms of people living rurally, virtual care can help to increase empowerment and improve selfmanagement of one’s own health, as well as reduce barriers due to travelling to appointments (costs, time of work).
Despite these benefits, some challenges that rural residents may face include barriers to learning and accessing
technology, apprehension over privacy and security issues, and the reduced social connection that came with inperson appointments (Granja et al., 2018; LeBlanc et al., 2020). For healthcare providers, the benefits may include
improved quality of care and diversification of skill sets and knowledge. Challenges for healthcare providers may be
related to lack of training in virtual methods and rural awareness, as well more challenging workflow and workload
(Granja et al., 2018; LeBlanc et al., 2020). Lastly, system decision makers may see benefits in reduction of costs
over time and in improved access and service delivery. Conversely, they may face challenges in costs and logistics
of establishing the IT infrastructure, as well coordination amongst healthcare providers and services may prove
difficult (Granja et al., 2018; LeBlanc et al., 2020).
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WHAT DO WE KNOW ABOUT IT?
Virtual care typically consists of interventions that are offered remotely using technology, receiving services not in a face-to-face
manner, and may include varied technologies (telephone, video, text, email) and formats for accessing health information (e.g.,
test results, appointments, health records). Recently, virtual care has proliferated, in part due to the widespread integration of
affordable internet services combined with accessible digital technology. Virtual care provides patients and communities with
increasing access to primary and specialized services (Bashur et al., 2000).
One subset of the population that may be in a position to greatly benefit from virtual care is that of rural populations. However
definitions of rural and remote are diverse yet typically reflect metrics such as population size, density, and distance to
metropolitan areas. Despite the common use of these metrics, the way rurality is experienced can be quite different. For the
context of our KT work, rural is recognized in relation to these geographical factors, as well as the broader contextual, cultural
and access elements of accessing care (for example, transport options, traditional healing) (Campbell et al., 2019; Liaw &
Humphreys, 2006).
Health care access has been a major challenge for rural patients in many jurisdictions, particularly for chronic disease
management and access to specialist care. Therefore, for rural regions, telehealth is considered a tool that could have a
positive impact on several dimensions of health care services delivery including supporting the delivery of specialised services
in a timely fashion, reducing hospital visits, facilitating access to education for clinicians, saving travel costs for patients and
professionals (Sevean et al., 2008; LeBlanc et al., 2020).

WHAT DO WE THINK WE DON’T KNOW?
While many telehealth systems in use are generally successful, they were often developed without assessing patient and
caregiver useability (Foster et al., 2014). Rural residents use technology differently than their urban counterparts (Collins &
Wellman, 2010). If we do not intentionally consider those who have been systematically excluded throughout history, we will
recreate and exacerbate current health inequities between rural and urban residents. Prioritizing these perspectives is
especially important amidst the rapid transitions to virtual care brought on by the COVID-19 pandemic.

WHAT ARE THE BIGGEST GAPS?
How prepared are rural residents and providers to engage in virtual care services?
What supports are needed to assist rural residents and providers to engage in virtual care services?
What changes from the COVID-19 pandemic regarding virtual care can be carried forward?
What were the unintended harms of the fast transition to virtual care within the context of the COVID-19
pandemic?
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PROMISING PRACTICES
(1 PAGE)

RECOMMENDATIONS
Macro
Infrastructure development including reliable broadband connections
Policy development for affordable internet access
Policy development across the nation for integrated virtual care services
Establish an encrypted interface platform
Increased funding and focus to ensure Indigenous communities are included in the process of building and
accessing virtual care
Chu et al., 2021; Gagnon et al., 2006; Jones et al., 2017; Jong et al., 2019; Kraetschmer et al., 2009; Nightbird,
2020; Reilly et al., 2020; Seto et al., 2019)
Meso
Development and implementation of virtual care readiness assessments and processes for communities,
organizations and health care professionals (HCP)
Support and training for HCP to provide telehealth that is responsive to the end users (patients and HCPs)
Collaboration and coordination between HCP and IT Structuring and implementation of virtual care
Sufficient staffing and structuring of telehealth in connection with face-to-face health care
Provision of culturally appropriate community supports for access and use of technology
Development of organizational policies and processes that are flexible, supportive, and responsive to communities
and individuals for inclusivity
Further virtual care studies using knowledge translation in communities not previously included in current and past
studies
(Chu et al., 2021; Dugstad et al., 2019; Gagnon et al., 2006; Gosse et al., 2021; Granja et al., 2018; Jones et al.,
2017; Jong et al., 2019; Kandola et al., 2018; Kraetschmer et al., 2009; Nightbird, 2020; Reilly et al., 2020; Seto et al.,
2019)
Micro
Engagement of rural residents and health care providers (HCP) including readiness assessments and process
development for use of virtual care
Engagement of HCP to support access and use by community members
Provision of supports, resources, and education for rural residents and their families
Establishment of contingency plans when issues arise
(Gagnon et al., 2006; Gosse et al., 2021; Hawley et al., 2020; Jones et al., 2017; Kandola et al., 2018; Lam et al.,
2020)

ADAPTATION FOR LOW-RESOURCE SETTINGS
Collaborative processes between government, health authorities, communities, businesses, and individuals
(patients, families, and HCPs) for shared decision making in regards to supply and types of resources required to
deliver virtual care equitably.
Continued government policies and funding to support multiple platforms and ways of offering virtual care.
Continued consistent and dedicated supports in providing resources for successful implementation of virtual care
(including human, capital, and material resources).
(Chu et al., 2021; Gagnon et al., 2006; Kraetschmer et al., 2021; LeBlanc et al., 2020; & Nightbird, 2020; O’Connell
et al., 2018; O’Sullivan et al., 2020).
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SYNTHESIS
(2-3 PAGES)

Rural and remote communities are diverse in population size, density, and distance to
metropolitan areas with unique cultural and healthcare practices. When developing and
implementing healthcare services and resources for equitable access in rural and remote
communities geographical, cultural, and experiential factors need to be taken into consideration.
With the proliferation of virtual care (telephone, video, text, email) over recent decades and a
surge in uptake and availability during the COVID-19 pandemic, virtual care is one way
increased access to healthcare services can be delivered to rural and remote communities.
However, with virtual care being an option to provide increased access to care in rural and
remote communities questions that arise include:
1. Does virtual care really address equitable access to health care?
a. What factors of virtual health care contribute to further inequities?
b. How is inclusivity and cultural diversity supported?
c. What supports are needed to consistently access, assist, and engage rural
residents and providers?
d. What is required to sustain virtual care, particularly in low resource settings?
2. Is virtual care a government and provider solution?
a. Do the rural residents really want virtual health care services?
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b. How prepared are rural residents and communities to use virtual care?
c. How do we engage rural residents and communities in continuing implementation
of virtual care?
d. Who does virtual care not serve?
3. What are we losing in healthcare provision virtually?
a. Face to face interactions?
b. Physical assessments?
c. Relationship building?
d. Dignity and privacy?
4. What lessons were learned with the increased use of virtual care during COVID-19
pandemic?
a. Positive changes that can be carried forward?
b. Unintended harm(s) that need to be addressed?
Through our review it is clear that continued use of virtual care post COVID-19 in rural and
remote communities requires a collaborative approach between individuals (patients, families,
and healthcare providers), businesses, communities, health authorities, and provincial and
federal governments. There is a need to move forward with intent and inclusivity with rural
residents, their families, and healthcare providers supporting equitable and sustainable virtual
care. Governments and the healthcare system cannot put into place what they think is needed
for virtual care, but instead need to take the time to understand rural and remote communities,
residents, their families, and healthcare providers unique virtual care needs, access, and use.
As well, there is a further need to understand that virtual care is not a miracle solution in
providing healthcare to rural and remote communities, but rather a tool that can help
supplement healthcare provision. Virtual care needs to be an adjunct not a replacement.
Rural residents and health care providers need to be engaged and a part of the dynamic
process of implementation and continued use of virtual care in rural and remote communities
post COVID-19. This includes the use of knowledge translation- “the synthesis, dissemination,
exchange and ethically-sound application of knowledge” (Canadian Institute of Health
Research, para.4). To support rural residents, their families, and healthcare providers the
following two tip guides have been developed. A Rural Resident Tip Guide (Appendix A) and a
Healthcare Provider Tip Guide (Appendix B). These guides are meant to assist the key
stakeholders and users of virtual care in being able to actively participate, inquire, and engage
in obtaining required knowledge and information for informed equitable and inclusive virtual care
access.
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Appendix A - Rural Resident Tip Guide
Accessing Quality Virtual Care:
In Canada, access to health care is a basic human right. Unfortunately, factors such as
where you live or which services are available to you can make it difficult for you to access
high-quality health care. A possible solution for improving access to high-quality health
care is to use virtual options (e.g., telephone, video call), which became popular during the
COVID-19 pandemic. In-person and virtual care are different from one another and require
different preparation to get the most out of your experience. Here are some tips you can
follow to improve your experiences with virtual healthcare.

General Tips:

● Plan ahead. Set aside time for your appointments just as if you were to set aside
time for an in-person appointment.
o Find a quiet and private location
o Make sure your internet connection is working and your device is fully charged
o Write down any questions you have ahead of time
o Have your medications or a list of your medications with you
o Have your Care Card or other personal information you will need

● Work with community centres/buildings. If you do not have access to the internet in
your home, speak with your municipal/city government to see if it is possible to do your
appointments in a private space at a local library or community centre.

● Reach out to friends and family. Connect with your social network to find other
options for accessing the internet and your virtual appointments. For example, a
trusted friend might have a stronger internet connection at their house.
● Be clear with what you want. Advocate for yourself and what you expect to find out
during your appointment. Make sure you do not leave the appointment without expressing
all your concerns and/or setting up a follow-up appointment to further discussion.
●

Advocate for better access. Advocate for better internet and cell service connection in
your community. Virtual health care will remain limited without proper internet connection
available for all.
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Do you have a primary care doctor?
Here are some tips for how you can improve your experiences with virtual care with your
primary care doctor:
Before you meet with your primary care doctor:

● Use virtual health care platforms. Your provider may use a specific health care
application or internet-based website portal. Take time to understand how to navigate the
platform (e.g., ask for training or clear instructions prior to the day of your appointment).

● Plan ahead. Set aside time for your appointments just as if you were to set aside time for
an in-person appointment.
o Find a quiet and private location
o Make sure your internet connection is working and your device is fully charged
o Write down any questions you have ahead of time

● Communicate your needs ahead of time. Advocate for how you want your appointments
to be conducted and what you expect out of your time with your care provider.
o For example: Ask your care provider about their different options for virtual care. If
their current methods do not work for you, propose a solution that does (e.g., if the
clinic does video call appointments and you do not have access to the internet, ask
if you can do your appointment over the phone).
o Also, ask questions ahead of time about the process for sharing your personal
information (e.g., images, scans) with your care provider. For example, do you
share images through an online portal, text, email, etc.?
During your meeting with your primary care doctor:

● Ask questions. Ask your care provider the questions you prepared ahead of time that
relate to your appointment. Also ask questions about your next appointment or any followup testing.

● Have what you need. If you have any medications, test results, or personal information
that your care provider might need to see or have questions about, make sure to have
those beside you while you are in your appointment.
o Have your medications or a list of your medications
o Have your Care Card or other personal information
o Test results
o List of questions

Do you have a primary care doctor?
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Here are some tips for how you can improve your experiences with virtual care if you do
not have a primary care doctor:
Before your meet with a primary care doctor:

● Familiarize yourself with what is available. In response to the COVID-19 pandemic,
many forms of virtual care have emerged. Educate yourself on the different options to see
what works for you. To start you off, here are some virtual care options that are available
in British Columbia:
o https://www.doctorsofbc.ca
o https://www.phsa.ca
o Dial 811 to connect with an available BC healthcare provider

● Use virtual health care apps. There are many Smartphone applications and internetbased websites that are designed to support people to receive 24-hour care from a
certified doctor.
o Examples of Health Care Applications:
● Telus Health
https://www.telus.com/en/health/virtual-care
● Maple
https://www.rbcinsurance.com/group-benefits/plan-member/maple-virtualcare.html

During your meeting with a primary care doctor:

● Ask questions. Ask your care provider questions you have related to your health
concerns. Also ask questions about your next appointment, any follow-up testing, and the
process for connecting with a primary care doctor.

Appendix B - Health Care Provider Tip Guide
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Patient’s top three reservations about virtual care are: privacy and security, lack of relationality,
and gaps in technology or infrastructure.
This document is intended to help improve the virtual appointment experience for you and your
patients. These tips are based on recent literature and stakeholder consultation. While some
may increase the amount of time spent on each patient, the overall impact will improve quality of
care and the practitioner-patient relationship.
Before
Consider multiple ways of sharing this information - mail, email, phone call, text messages
● Ensure you have sufficient training and competency to manage patients through virtual
care
● Clearly communicate the expectations, intentions and limitations of the appointment
● Assess for and find solutions to communication, language or cultural differences.
● Briefly explain how confidentiality and privacy is protected, especially if there are
personal images being shared from the patient to the practitioner.
● Inform patient of what they need to have ready for the appointment (ie medication lists,
symptom logs, updates from other health care practitioners)
● Ask the patient if there is anything they need to make it easier to participate in the
appointment (recognizing your own limitations)
● Create and communicate a plan in case technology fails
○ Alternative phone numbers, how long to wait or how many times to retry,
possibilities for rescheduling, etc.
During
● Take time to check-in about the patient generally - you may need to ask more questions
than in a face-to-face appointment to get a well rounded understanding of the patient’s
condition and to maintain relationships
● Assess/consider the limits of virtual assessment and decide if a physical
assessment/examination is needed
● Allow time for patient to process information and ask clarifying questions, if needed
● Avoid technical or medical jargon
● Listen and watch for verbal, emotional, or behavioural cues that can convey important
patient information (tone of voice, body language, background noise, etc.)
○ If you have safety concerns or if you sense things didn’t go well, explicitly ask if
they need additional support and have resources on hand to give to the patient.
When possible, notify staff where the patient is doing their appointment.
● Explore patient’s self-diagnosis
● Ask open-ended questions to draw out sufficient information for decision-making
● Ask questions in a logical sequence
● Let them know how they can contact you or another resource if additional questions or
concerns arise after the appointment
● Discuss how reports or test results can be shared or accessed (process, timelines)

After
● When possible and appropriate, send a brief appointment summary to the patient
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If you would like to learn more, information can be found in the following links:
● Physicians:
○ https://www.cpsbc.ca/files/pdf/PSG-Virtual-Care.pdf
○ https://www.cma.ca/sites/default/files/pdf/Virtual-Care-Playbook_mar2020_E.pdf
● Nursing:
○ https://www.crnnl.ca/sites/default/files/documents/Virtual%20Nursing%20Practice
%20-%20FINALpublisher.pdf
○ https://www.cno.org/globalassets/docs/prac/41041_telephone.pdf
● Occupational Therapy:
○ https://cotbc.org/wp-content/uploads/COVID-19-Practice-Guidance-Telehealth-inOccupational-Therapy-Practice-March-31-2020-Update_FINAL.pdf
○ https://www.caot.ca/document/3717/T%20-%20Telehealth%20and%20EOccupational%20Therapy.pdf
● Physical Therapy:
○ https://cptbc.org/physical-therapists/practice-resources/advice-to-consider/telerehabilitation/
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