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BACKGROUND 
The Women’s HIV Empowerment Through Life Tools for Health (wHEALTH) Intervention, a community-
based research project, involved developing and evaluating a peer case management (PCM) 
intervention for HIV-positive women living in the Greater Toronto, Hamilton and surrounding areas. The 
wHEALTH project aimed to provide appropriate and meaningful social supports for HIV-positive women 
through an intervention-based research study that was grounded in a community-based research 
(CBR) framework. The wHEALTH intervention was developed drawing from women-centered and PCM 
models. The wHEALTH intervention integrates the strengths perspective with peer-delivered case 
management. Together, the client and peer case manager assess and prioritize issues and strengths 
related to daily living; housing; financial supports; social supports and relationships; vocation, 
employment and education; leisure and meaningful activities; and other issues identified by the client. 

The multi-stakeholder wHEALTH team was established as a partnership between community leaders, 
academic researchers and front-line service providers. All team members worked together to establish 
guiding principles, solve logistical and feasibility issues, and guide coordination and execution of the 
study to ensure that the research addressed community needs and reflected the community’s vision of 
social change in both social policy and practice arenas.  

From June 2008 to August 2010, HIV-positive women from Toronto and Hamilton were randomized to 
receive either: (1) PCM: 12 bi-weekly, one-hour, individual sessions with a trained, HIV-positive peer 
delivered over 6 months; or (2) support from existing community-based programs: participants 
established or maintained a connection with their local AIDS service organization (ASO) and engaged 
in health promotion activities, group sessions, meetings with community-based support workers, etc. for 
a total of 12 contacts. In August 2010, for ethical and practical reasons, the wHEALTH team decided to 
assign all new participants to PCM. Prior to participant enrollment, peer case managers completed 
seven days of training to build an understanding of the philosophical underpinnings and practical 
elements of delivering the wHEALTH intervention. All members of the research team shared the task of 
orienting the peer case managers to the project including developing the content and facilitating a 
component of the training. The study design was approved by the Hamilton Health Sciences / 
McMaster University Faculty of Health Sciences Research Ethics Board. 

The wHEALTH Research Team includes the 
following investigators: 

• Dr. Adriana Carvalhal 
• Louise Binder 
• Dr. Saara Greene 
• Dr. Patricia O’Campo 
• Shari Margolese 
• Marvelous Muchenje 
• Uitsile Ndlovu 
• Wangari Tharao 

The wHEALTH case management and research 
staff included:  

• Esther Guzha 
• Allyson Ion 
• Gladys Kwaramba 
• Mary Mwalwanda 
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INTRODUCTION 
This report provides an overview of the proceedings of the research dissemination and uptake event 
called “Supporting Women in Ways That Work,” held at the 519 Church Street Community Centre 
(Toronto) on June 1, 2012.  

This one-day meeting brought together researchers and representatives of community-based 
organizations, ASOs, health centres, and public health departments from across Ontario. The list of 
participants and their affiliations are included in Appendix A.   

 

OBJECTIVES 
The objectives for the meeting were to: 

• Share findings from the Women’s HIV Empowerment Through Life Tools for Health (wHEALTH) 
community-based research study. 

• Develop strategies to respond to the support needs of HIV-positive women across Ontario. 
• Discuss ways to optimize peer support programs for people living with HIV in Ontario. 
• Network with service providers working with HIV-positive women. 

 

AGENDA 
Supporting Women in Ways That Work 

Friday, June 1, 2012 ~ The 519 Church Street Community Centre, 519 Church Street, Toronto 
 

Time Agenda Item Presenter / Facilitator 

8:30 – 9:00 a.m. Registration and Light breakfast wHEALTH team 

9:00 – 9:10 a.m. 
Welcome and Introduction 
Objectives of the day 

San Patten, Facilitator 

9:10 – 9:40 a.m. 
Keynote Speaker: Intervention Research 
Presentation, Q&A 

Dr. Sean Rourke 

9:40 – 10:05 a.m. 
wHEALTH Background and Rationale 
Example of intervention study 

Wangari Tharao 

10:05-10:15 a.m. Q&A for wHEALTH Background presentation San Patten, Facilitator 

10:15 – 10:30 a.m. Break  

10:30 – 11:00 a.m. wHEALTH Study Findings  
Adriana Carvalhal  
Saara Greene 

11:00 – 11:15 a.m. Q&A for wHEALTH Study Findings presentations San Patten, Facilitator 

11:15 – 12:00 p.m.  Panel: Peer Case Managers and Study Participants  
Mary, Esther, Tina, 
Rashida, Gladys, Joanne 

12:00 – 1:00 p.m. Lunch  

1:00 – 1:15 p.m. Introduction to World Café Format San Patten, Facilitator 
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Time Agenda Item Presenter / Facilitator 

1:15 – 2:30 p.m. 

World Café Discussions: 
1) Implementation 
2) Assessment of the Model 
3) Unpacking “Peer” 
4) Limitations 

Adriana  
Saara 
Mary 
Allyson  

2:30 – 2:45 p.m. Afternoon break  

2:45 – 3:45 p.m. 
Large group discussion; formulation of 
recommendations  

San Patten, Facilitator 

3:45 – 4:00 p.m. Closing Remarks, Wrap-Up, Evaluations Allyson  

 

PRESENTATIONS 

Sean Rourke – Ontario HIV Treatment Network 

Interventions – The Possibilities, Creating Solutions and Solving Problems 

Dr. Sean Rourke provided an overview of intervention research, emphasizing its value for adapting 
interventions from one context to another, as well as trying new innovations. He also provided an 
update of the OHTN’s new research policy to focus on “solution-focused” research with real-world 
impact.  The CIHR Centre for REACH has been working to develop and advance a research agenda 
that is strongly focused on interventions, in response to the strong need in Canada to provide an 
evidence base for programs, practices and policies.  

Sean also noted the need to restructure funding programs in order to support intervention research, 
perhaps through a joint initiative between CIHR and the Public Health Agency of Canada (PHAC). He 
noted that it is important for funders with limited resources to know what evidence exists, and what the 
gaps are, so that funding decisions can be made strategically. Sean reminded participants of the new 
Evidence-Based Practice Unit at the OHTN. This Unit is able to provide research briefs about evidence 
for specific interventions, and how they’ve been applied with specific populations. Another useful 
resource is the website www.effectiveinterventions.org – a US-based collection of biomedical, public 
health, behavioural, structural, social marketing interventions that have evidence of efficacy. Sean 
posed the question: Is there an obligation on PHAC to make this kind of information available and 
accessible to organizations working in Canada? 

Sean went on to focus on one example of dearth of research:  mental health interventions for women 
living with HIV. Another example is efficacy of motivational interviewing in the field of HIV. He 
highlighted some similar interventions to wHEALTH – WILLOW, the Future is Ours, Sister to Sister, 
SISTA, RAPP – which have evidence of efficacy.  

Sean Rourke’s slide presentation is provided in Appendix B.  

 
Wangari Tharao – Background and Rationale of wHEALTH Project 

Wangari provided an overview of the history and early conception of the wHEALTH project, 
acknowledging Louise Binder’s commitment to the project and help to secure funding. The project was 
a response in recognition of the need for more evidence needed around mental health supports for 
women living with HIV. While HIV service providers had a general understanding of the value of the 
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peer-based case management model to provide these supports, the wHEALTH project set out to test 
and provide an evidence base for such an approach. Wangari described the study objectives, values, 
community-based research design, strengths-based approach, the roles of the peer case managers, 
participant recruitment, data collection, and functioning of the wHEALTH team.  

Wangari Tharao’s slide presentation is provided in Appendix B.  

 
Saara Greene and Adriana Carvalhal - Highlights of Findings from wHEALTH 

Drs. Saara Greene and Adriana Carvalhal co-presented the key findings from the wHEALTH project. 
They noted that qualitative data amplified the quantitative data and provided additional richness through 
stories of women and their experience with the peer case management model. They explained the 
randomization process for wHEALTH participants to the intervention versus standard support models.  

They provided some highlights of the demographics of the Toronto and Hamilton participants:  

• 41 years of age average 
• 57% of African descent, 11% Aboriginal, 9% Caribbean 
• current income source: ODSP 63% and 31% employed 
• 33% living alone with children and 25% living alone 
• Around 20% had been receiving treatment for mental illness, and around 42% had been 

diagnosed with a mental health issue  
• Only around 13-20% had been engaged in ASO services, and around 30% were receiving some 

kind of mental health care. Of the 17 interview participants, it was notable that 56% did not 
identify with or attend programming at a local ASO 

Saara highlighted some major themes from the interviews regarding barriers to accessing support:  

• limited gender-specific programming from ASOs 
• experiences of stigma, reluctance to disclose HIV status to non-ASOs 
• ASOs don’t have programs geared to women (especially outside Toronto) 
 

Adriana highlighted some survey results, highlighting:  

• Quality of life (QoL)– at baseline, PHAs have lower QoL than average, experienced no change 
in physical QoL, but experienced a 3-point increase in mental QoL for PCM clients versus 2-
point increase for standard of care, and the increases were sustained over time in both groups. 
However, there was no statistically significant difference between groups.  

• Depression: at baseline, participants of both groups had mild symptoms of depression. After 
receiving support, PCM clients had no depressive symptoms, and this result was sustained after 
9 months. However, there was no statistically significant difference between groups.  

• Perceived social support – was moderate at baseline, with a 4-point increase in PCM clients 
and sustained over time, but no significant difference between groups 

• Coping strategies – no significant difference between groups 
• Results may have been affected by immigration status, time in Canada, social support at 

baseline, marital status, living arrangement, ASO contact 
• More satisfaction of services from PCM clients (84% vs 67% rating of excellent or very good), 

and higher satisfaction with amount of help received 

In terms of the benefits of the PCM model, the wHEALTH team didn’t look for specific measures, but 
pulled out features highlighted by the women in the interviews: 
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• Individual support – described as more valuable than group-based support, by providing safe 
and accessible HIV-related support without having to disclose in a group setting, on their own 
time and without any pressure from case manager. The women felt safe sharing all the 
challenges of living with HIV with someone who understands from her own experience and can 
connect because she “gets it” and has been through the same challenges, rather than coming 
from a professional role 

• Mentorship with case managers – building a partnership with case managers, as someone who 
“had been around the block” and supporting someone who is just starting their journey, talking 
to someone who has “been there,” and demonstrates that there is a full and exciting life ahead. 
It was also noted that the women providing peer case management also benefited from their 
mentor role (mutual support, reciprocal relationship). 

• Place and space – the women valued getting professional and confidential support in informal, 
relaxed settings. The women accessing services and the case manager mutually decided on the 
most comfortable meeting place, outside clinical settings (e.g., Tim Hortons, park bench) – 
where someone would be most relaxed in sharing information about herself, without 
compromising the same level and depth of professional support as in a clinical setting. 

• Connecting women with services that they hadn’t known about or didn’t feel comfortable 
accessing – start off slowly accessing one kind of care or support. The peer case manager was 
often the starting point for identifying and navigating other services available, opening access to 
a whole world of other professionals that could help in other ways  

• Moving forward with their lives – common themes were hope, motivation, freedom, 
transformation and empowerment, coming “out of a cage” – learning how to advocate for 
themselves, not relying on somebody, feeling stronger in themselves and having more self-
reliance 

• wHEALTH was not for everyone – it is not an ideal model for women who are transient or in 
unstable housing, those with communication difficulties, or have trouble communicating with 
their peer case manager by phone or email. [Communication barriers need to be 
accommodated, and a key learning from this project was the need to improve accessibility.] This 
is not a crisis management model but is better for regular and ongoing support rather than for 
“on-call” crises. Also, it can be physically difficult for some women to attend sessions and may 
not have been possible for the peer case manager to attend client’s home (e.g. disclosure 
issues). 

• Defining “peer” – what qualifies someone as a “peer” and what matters with respect to 
characteristics such as age, race, culture, ethnicity, etc. Some felt these characteristics were 
very important, while others felt they didn’t matter. More important is “chemistry” and feelings of 
safety and comfort.  

Conclusions from survey data: While the wHEALTH’s PCM model resulted in increases in mental 
health related QoL and perceived social support and decreases in symptoms of depression, there was 
no effect on coping behaviours or strategies over time. Overall, there was no statistically significant 
difference between groups, and this may be due to a number of factors, such as sample size 
considerations, and limitations of the outcomes that were measured.  

Conclusions from interview data: there are many barriers to accessing to HIV-related support from 
mainstream service providers, and numerous reported benefits from PCM model. More work is needed 
to consider hard-to-reach groups, and defining “peer” is complicated.  

In the discussion session after the presentation, the following questions were raised: 

• How did the wHEALTH team account for the vast variance in “standard of care” provided by 
ASOs?  Ongoing contact with the participants throughout their involvement reminded them to 



7 

 

attend at least 12 contacts with an ASO and referrals were made to Voices of Positive Women 
(before the agency closed).  

• Disclosure issues and stigma are the biggest barrier to women accessing community-based 
support and care. Even though many ASOs have programs for women living with HIV, it can be 
a big and scary step for women to go to an ASO to access services. 

• What kind of ongoing support between peer case managers and women was available after the 
project concluded? The wHEALTH team recognized the need to provide support amongst peer 
case managers, such as through debriefs. Enhanced training was provided for PCMs and 
monthly meetings for support. The McMaster University Research Ethics Board and the CIHR 
wanted the team to ensure care for PCMs, including mutual support and case load limits. 
Adriana was on 24-hour on-call support (however, there was only one contact over the course 
of the project). Most important was the ongoing support and sessions for PCMs to debrief and 
share information.  There was no expectation that PCMs be heroes. There can be triggers for 
the PCM – issues that she herself experienced and hasn’t dealt with or are dredged up again, 
and these triggers can come much later after a contact with a client, and therefore debrief 
opportunities may be needed much later. If the PCM model is offered in CBOs or ASOs, they 
need to consider supports to be built in for PCMs on an ongoing and long-term basis.  

 
The slides from Saara and Adriana’s presentation of wHEALTH findings are included in Appendix B.  
 

Panel: Peer Case Managers and Study Participants  

Mary: Was a PCM in the wHEALTH project. She has been living with HIV for 21 years.  When Mary 
joined the project she wanted to have an opportunity to help other women. She initially came into the 
project thinking that she needed to be very professional and act as the ‘expert,’ but quickly realized that 
every woman is the expert in her own life.  wHEALTH’s strengths-based model differs from a crisis 
intervention model by putting the emphasis on the need for women to have someone listen to their 
story, this includes disclosing lots of information/feelings which she may never have discussed 
previously with anyone.  Many times there was a heaviness and weight felt in their stories, but Mary 
saw her role as helping these women to recognize the strength that they have demonstrated by 
overcoming the many issues/obstacles that they have already faced and to provide empowering 
feedback.  Mary described the PCM experience as getting reciprocal support: “To hear the clients talk 
about their victories was uplifting. As PCMs, we don’t have all the answers. The answers lie within each 
of these women, our job as a PCM is to help them take control of their lives, their HIV status and set 
goals for themselves, even if these are small goals.” Most of the women were anxious to meet again, 
and were excited to plan for future meetings. Many of the case management meetings took place in a 
busy coffee shop or park that was conveniently located for the women.  Without ever having to say the 
words “HIV” all the “disclosure stuff” could be skipped, and there could be a natural conversation 
between Mary and the client. Every woman longs to share her story with someone, to have it accepted 
or ‘normalized’, to be reassured that she’s okay and not the only woman living with HIV.  It is powerful 
to be able to share her experience of living with HIV and to be encouraged to be the best she can be. 
Women value being heard and having someone listen to them. Mary noted that she and the clients felt 
some sadness about coming to the end of the sessions.  Many of the clients expressed their desire to 
‘give back’ to other women by being involved with reaching out to assist other women experience the 
benefits of PCM. Mary added that she felt very privileged to be a PCM and to have been part of the 
team that helped develop a PCM manual.  This manual was developed to pass on hands-on knowledge 
of the experience of being a PCM; it deals with issues such as triggers, boundaries, crisis intervention, 
developing guidelines that will help HIV-positive women.  It is a tool to help PCMs to reach out to 
women living with HIV and continue the ‘empowerment’ experience. 
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Esther:  Used to work for Voices of Positive Women (VPW), and was contracted into the wHEALTH 
project in 2011 as a PCM. Four of the clients that were referred to Esther were former clients from 
VPW. Although Esther recognized some of the women and felt that they had already covered important 
issues through supports at VPW, she quickly recognized that it was like meeting them for the first time. 
The women still had to make some “major disclosures” and deal with many difficult issues that they had 
internalized and stuffed down. Esther recognized that the clients wanted to discuss many issues that 
they had not raised before even when they had met Esther at VPW. She noted that there was a 
different dynamic: “Now you are working just with me, not with all those people.” This individual focus 
made a big difference and clients felt more comfortable discussing certain issues. Esther advocated the 
PCM model to be made more widely available as a service option in ASOs, to accommodate women 
from different backgrounds and with many different issues.  

Esther also commented on the benefits that she experienced: “It was very interesting and fulfilling even 
for me. I benefited a lot even though I’ve been diagnosed 24 years. When talking with someone newly 
diagnosed, you really re-live your own story again. Even though the case management was about the 
other woman, indirectly it did really help. And I got to see places that I’d never known before, wherever 
the women felt comfortable.” Esther noted that even though there is case management service 
provision in the standard services, PCM is highly complementary to the traditional services. She noted 
that one challenge is that PCM is not designed or intended for crisis management, “but you can’t avoid 
it.” One woman, for example, needed extra help and needed to be referred to other help, but she didn’t 
want to tell anyone else. In this case, Esther encouraged clients to enroll in the clinic where she could 
provide additional support in the clinic, “but I could see the difference between acting as a PCM and 
working in the standard clinical setting.”  

Tina:  Was a participant of the PCM program. “I went into the project as a very confident person but 
had fallen into the trap of isolating myself, and I didn’t even realize I was there. Until one day I tried this 
program. The physical action of having to get out of my bed and out of my home to talk to Mary was 
what opened up the freedom door. Talking in public was a little daunting, but after the first time, when 
she didn’t judge me or look at me like I had an eye in the middle of my forehead, after the first session I 
felt okay and couldn’t wait for the next session. I had to account for my actions in the last two weeks, I 
tried to research a few things and my confidence grew. I had many health issues and towards the end, I 
no longer cared about what people think of me when I go out the door. My quality of life has improved, 
the world is going to know about me and I’m writing a book now.”  

Statement from Rashida (read by Allyson): “My name is Elizabeth Rashida Kagabe. First, I apologize 
for not being there in person. I am proud to let you know that I am a mother of five children. I received 
my youngest child (10 years old) from Africa last Sunday on the 27th of May. Unfortunately, she is a 
child with special needs, that’s why I could not attend in person. But, I just wanted to share with you 
how amazing this program is. I learned about this program through Voices of Positive Women where I 
met Gladys and she asked me if I want to join as a participant. From that day my life changed a lot. 
Gladys referred me to Esther and my life never turned back. I faced many challenges, but side-by-side 
she helped me through them. This is one amazing program that helped me to open up more about the 
challenges that was going on in my life, especially personal and private issues that I never managed to 
share before because of the environment other meetings are conducted. One-on-one and in a private 
setting helped me to open up and get help that I needed. I enjoyed every appointment I met Esther and 
I was always looking forward to meet her because that is where I always sat down with someone to talk 
to just about me. Through this program, I have managed to get back my self-confidence, which enabled 
me to finish school, knowing more about my rights as a PHA, and fighting back to negative feelings I 
used to feel because I am a woman. Through this program, I was empowered to fight for who I am as a 
PHA and not to let anyone put me down because I am HIV-positive. I don’t have much to say, and I 
would not change a thing in this program, only I just wish that it didn’t end with me. I will always need 
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someone like Esther to talk to because challenges and issues are still ahead coming. I would also 
suggest that you shouldn’t put an end on following your clients/people because you will miss the 
outcome/fruits of what this program has done to people like me. My wish is that all HIV-positive women 
can be reached in such private settings/way. The HIV will be second to none. Women can start a new 
life and live life to their fullest instead of leaving in constant fear. No women deserve that, reach out to 
more women. Special thanks to organizers and Esther, Gladys and Allyson. Thank you all.”  

Gladys: “I was initially hired as a PCM and then I became a peer research assistant. I didn’t get to 
meet as many women one-on-one but in the process of explaining to women what the project was 
about, I learned a lot, and met women who were also very inspiring to me. It was amazing to hear about 
their stories and see the improvement 9 months later. I really admire those women. The women always 
looked forward to meeting with their peer case managers and didn’t want to see the project end.” 

Joanne: “I was a participant in this program, connected through a poster in a naturopathic clinic. It was 
delightful to hear back from somebody because I wasn’t even sure that the poster was current. It was a 
pleasure to meet other HIV positive women because there aren’t many opportunities. It was a unique 
opportunity, and also very good for me to meet with women who had been living with HIV longer than I 
had, and could speak with them about their transitions.  They had lived experience of HIV both in 
Toronto and in Africa, they also had been involved with ASOs and we could exchange stories and how 
those involvements could have been made more positive. We became friends and learned more about 
each other, how we could move on from some of those experiences, and do things together. For 
example, PWA Toronto has a membership to the Art Gallery of Ontario, and we met there. It was a very 
nice social context, a very non-institutional environment that made the things we were talking about 
much more normal. I never had enough time with Esther and always wanted more. Now that it’s over, I 
keep trying ways to find that kind of contact again. It was a breath of fresh air and such a drastic 
change from some of my interactions with ASOs that it’s made me understand clearly the limitations of 
ASOs and not to be very happy with some of the experiences I’ve had there and want to make changes 
so that they aren’t such negative experiences for other women. I’ve been inspired to ensure that other 
women don’t have these similar negative experiences.” 

In the discussion session after the panel speakers, one participant asked:  Were issues discussed in 
the PCM meetings practical or psychosocial in nature?  Esther replied that practical issues always 
came up, and she was able to refer and provide advice about how to overcome practical barriers such 
as accessing a family doctor, how to change doctors, and make recommendations for family doctors. 
She also handled questions around the immigration process. As a PCM, she was able to give 
information but also referred to organizations that have more complete information. Tina noted that in 
her circumstance, she wasn’t eating or taking her meds very well, so she needed help about “how to 
eat” but discussing this with her PCM motivated her to eat well between visits.  

 

WORLD CAFÉ  
The World Café is a small group conversational process that allows participants to rotate between 
various topics. These conversations link and build on each other as people move between groups, 
cross-pollinate ideas, and discover new insights into issues specific to the meeting theme.  
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As a process, the World Café evokes the 
collective intelligence of the group and 
ensures that all participants are able to 
contribute. The figure below depicts the 
principles behind the World Café method 
(www.theworldcafe.com):    

The World Café was conducted over a period 
of 2.5 hours. Four facilitators were seated at 
tables with eight chairs at each table. The 
facilitators guided discussions for their 
assigned topic using the Facilitator Guides 
included in Appendix C. There were four 
topics discussed, with participants spending 
about 20 minutes discussing each topic:  

1) Implementation 
2) Assessment of the Model 
3) Unpacking “Peer” 

4) Limitations 

Below is a summary of the discussions for each World Café topic. Detailed lists of inputs from the 
World Café discussions are included in Appendix D.  

 

Topic #1 – Implementation 

Staffing has to be considered, such as overall coordination of a peer case management program by a 
manager. This may require a new staff position or use of an existing staff member, so an important 
consideration is the funding necessary and available space in the office. Also, work is needed to 
identify peers who have experience, a training program needs to be provided to PCMs, and the host 
organization needs to have same values as the wHEALTH model.  

 

Topic #2 – Assessment of the Model  

Convinced?   

• The PCM is a very practical model that has the potential to impact mental well-being. 
Participants benefited strongly from this model, as we heard during the panel. Fortunately, there 
is a manual that is available to support this practical work.  

• Many have seen this type of peer support model in other environments and sectors – youth, 
abilities, seniors, with HIV-positive women in other countries; it is a great example of 
GIPA/MIPA at work.  It didn’t take much convincing that peer support works! 

Skeptical? 

• Who will own the model and how would it be implemented within an ASO, within a clinical 
setting, etc. keeping in mind its framework, core values, the model itself (ensuring it is “peer” 
work)? 

• Funding: who will fund this model and where? 
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Topic #3 – Unpacking “Peer” 

There was no major agreement on how to define the word “peer” but some areas of consensus were 
reached:  

• Peers must be at a place in their lives that they are able to disclose their status. An individual 
needs to self-define as a “peer” but when it becomes a label experience not everyone wants to 
take on the label. Being identified as a peer would mean having to disclose their own HIV 
status; maybe it identifies them incorrectly because of what can be attached to that label. 

• Each client must be able to identify for themselves who they would consider to be a peer 
• Need to acknowledge intersectionality of identities and diversity in recruiting PCMs 
• The concept of “peer” can change depending on how the role is positioned within an agency - 

e.g., paid or volunteer? 
• Funding of PCMs is essential, and ASOs need to avoid not paying PCMs for their worth of work. 

Need to get more creative on seeking funding, for example through partnership with the CAMH.  

Topic #4 - Limitations 

The boundary lines between PCMs and their clients are never going to be clearly distinct, and there 
needs to be attention paid to issues of self-care for PCMs. There is lots of evidence that peer models 
can work. To move this model into practice, CBOs and clinics can make referrals to a PCM program 
which would be hosted at ASOs but remain a mobile program. It was also noted that mentors should be 
paid to acknowledge the expertise and important role that they play in supporting women living with 
HIV.  

 

FOLLOW-UP ACTIONS 
Participants were asked to write down three things: 1) one follow-up action that they would commit to 
as individuals; 2) one follow-up action that they would commit to at an organizational level; and 3) 
recommendations to the wHEALTH team for supporting next steps. Their individual and organizational 
follow-up commitments and recommendations for the wHEALTH team are provided below.  

 

Individual follow-up actions:  

• give feedback and info to supervisor about this model 
• learn more about PCM – used with other populations? 
• Literature review about Canadian context, other sub-populations (e.g., ACB communities) 
• Discuss model with staff to determine fit and willingness to adopt all or portions of model 
• Use ideas within my peer program 
• Keeping this program going and get those peer CMs paid so they will be available full time 
• Learn more about how peer mentorship has been used in other fields with other populations 
• I want to dialogue with my ASO – discuss what can be done to consider implementation 
• Take back to my ASO to present to ED and Support Team as both a tool to enhance existing 

programs and a model for the development of a women-centered Peer Case Management 
Program 

• I will create more opportunities to meet with people outside the ASO facility to make them more 
comfortable 

• Share/present to management 
 



12 

 

Organizational follow-up 

• discuss model with staff to see what components would fit, evolve peer support program to be 
more sophisticated 

• make PCM available virtually, e.g., through existing website 
• explore the evolution of our peer support program to a more sophisticated model as this 
• encourage more peer programming 
• Get more funding to hire a coordinator that is a PHA and start from there. My recommendation 

is that all ASOs should work on doing case management that will help with working with peers 
and their training 

• Partnerships between wHEALTH PCM program and women-serving agencies (e.g. women’s 
centre of Hamilton) to recruit women who do not affiliate themselves at all with ASOs 

• Assess current “peer” programs  
• Seek funding and resources to create infrastructure to implement a PCM program 
• I will go back to the case management team and share this model with them with the hope that 

they will be implemented 
• Implement it on SHE (www.shexchange.net) 
• Staffing/peer case manager positions: use peers with previous training and previous experience 

 

Recommendations to wHEALTH Team to Support Next Steps: 

• Provide formal and standardized peer training for organizations (ASOs)  (x5) 
• look at other peer models available already in agencies, compare how the PCM model fits, and 

assess how to re-structure or create complementary models, rather than insert brand new PCM 
model – integration (x2) 

• Present this model to EDs/ASO management to encourage uptake of the model (x2) 
• Create an online “peer portal” to be inclusive of and extend support to women living in rural and 

remote areas and those who aren’t ready to meet face-to-face. (x2) 
• develop a roll-out plan (implementation strategy) for the PCM model, next phase of the project? 

(x2) 
• Summarize advice that wHEALTH team would give to organizations about components that 

work well or not so well, how to adjust delivery to optimize impact 
• If an organization showed keen interest, team would help implement a pilot to demonstrate how 

the PCM model can be integrated. Ideally, base in a small centre (not just Toronto) 
• Is the wHEALTH team married to the model or can agencies adopt it depending on their 

clients/needs? 
• if team helped to get program start in one ASO as a pilot project 
• provide advice on potential funding sources and give ASOs access to experienced PCMs to 

train staff and PCM to create a PCM program 
• continue to share information from your research on this subject or other research on women 

and HIV 
• continue to advocate for wHEALTH implementation, contact management at ASOs and present 

this finding to team. Management may be more willing to listen to project coming from 
researchers and doctors.  
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CONCLUSION 
The objectives for the meeting were achieved. Specifically, the wHEALTH team was able to share 
findings from the wHEALTH community-based research study with a wide variety of stakeholders from 
across Ontario, and gathered detailed input about if and how the PCM model could be integrated in 
order to meet the support needs of HIV-positive women across Ontario. The participants engaged with 
wHEALTH team members to discuss ways to optimize peer support programs for people living with HIV 
in Ontario, and participants were able to network with other service providers working with HIV-positive 
women. 

The participants appreciated the opportunity to learn about the wHEALTH project, its rationale, delivery 
and findings, and were able to provide some valuable real-world considerations for the wHEALTH 
team’s KTE and implementation phase. [A summary of the meeting evaluation results from the 
participants is provided in Appendix E.] 
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APPENDIX A:  PARTICIPANT LIST 
 

Last Name First Name Agency Position 

Attakora Dorothy 
Women's Health In Women's 
Hands 

Community Health Educator, HIV 
Prevention Program 

Barry Fatimatou APAA Support Services Coordinator 

Baynham Bonnie 
Regional HIV/AIDS Connection 
(London) 

Women's HIV Community 
Development Coordinator 

Binder Louise  wHEALTH Research Team 

Bremner Racquel 
Women's Health In Women's 
Hands 

Community Health Educator, HIV 
Prevention Program 

Carvalhal  Adriana St. Michael's Hospital wHEALTH Research Team 

Creal Liz Casey House 
Social Worker, Community 
Program 

Garland Devorah 
AIDS Committee of Durham 
Region 

Women and HIV/AIDS 
Community Development 
Coordinator 

Greene Saara 
McMaster University School of 
Social Work 

wHEALTH Research Team 

Griffith Camille AIDS Committee of York Region 
Women's Health Promotion and 
Community Development 
Coordinator 

Guzha Esther 
Women's College Research 
Institute 

wHEALTH Peer Case Manager 

Haze April 
AIDS Committee of Durham 
Region 

Harm Reduction Outreach 
Coordinator 

Idems Tiff 
AIDS Committee of Durham 
Region 

Program Manager of Support 
Services 

Ion Allyson  
McMaster University School of 
Social Work 

wHEALTH Research Coordinator 

Islam Shazia ASAAP 
Women's Health Support 
Coordinator 

Kennett Tina  Panelist 

Kwaramba Gladys 
McMaster University School of 
Social Work 

wHEALTH Research Assistant 

Lindsay Joanne  Panelist 
MacKay Amy AIDS Committee of York Region HIV Engagement Coordinator 

Mateus Ana ACT 
Women's Community 
Development Educator 

Mbulaheni Tola ACCHO Research Coordinator 

Muchenje Marvelous 
Women's Health In Women's 
Hands 

wHEALTH Research Team 

Murombedzi Winnie AIDS Niagara Support Coordinator 

Mwalwanda Mary 
Women's College Research 
Institute 

wHEALTH Peer Case Manager 

Ndlovu Uitsile  wHEALTH Research Team 
Njeri Rose BlackCAP Support Coordinator 
O'Leary Bill Casey House Social Worker, Community 
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Last Name First Name Agency Position 
Program 

Osagie Stella ACT 
Women's Community 
Development Educator 

Owino Maureen CAAT Program Coordinator 
Schoffel Laura SIS Clinic wHEALTH Summer Student 
Sin Eva Toronto Public Health Sexual Health Promoter 

Tharao Wangari 
Women's Health In Women's 
Hands 

Programs and Research 
Manager, wHEALTH Research 
Team 

Thomas Keba Toronto Public Health Sexual Health Promoter 

Vaccaro 
Mary-
Elizabeth 

Interdisciplinary HIV Pregnancy 
Research Group 

Summer Student 

Walker Glen AIDS Niagara Executive Director 

Whitebird Wanda OAHAS 
Women's Outreach and Support 
Worker 

Wiles Martha 
Special Immunology Services 
(SIS) Clinic 

Social Worker 
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APPENDIX B: SLIDE PRESENTATIONS 

Sean Rourke – Intervention Research 
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Wangari Tharao – wHEALTH Project Rationale and Background 
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Saara Greene and Adriana Carvalhal - wHEALTH Study Findings 
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APPENDIX C: WORLD CAFÉ FACILITATORS GUIDE 
Introduction to World Cafés:  

World Cafés are described on the website www.theworldcafe.com as “an innovative yet simple 
methodology for hosting conversations about questions that matter. These conversations link and build 
on each other as people move between groups, cross-pollinate ideas, and discover new insights into 
the questions or issues that are most important in their life, work, or community.”  

Session Purpose: 

The purpose of the small group discussions is to explore strengths, limitations, feasibility and next steps 
of a peer case management program for people/women living with HIV.  This is also an opportunity for 
the service providers to discuss their interpretation of the morning presentations and study findings.  

Session Description: 

Eight facilitators will be seated at tables with chairs for 8 other people. Each table and facilitator will be 
assigned one of four topics (i.e., there will be 2 tables and facilitators for each of the 4 topics).  Over the 
course of the session (1:15-2:30pm), in four consecutive 20-minute sessions, the facilitators will discuss 
their assigned topic with 4 different groups of people in sequence.  In each of the 15-minute sessions, 2 
tables will be discussing the same topic simultaneously. 

Participants will be asked to visit each of the four topics once, in sequence, with each session lasting 
20 minutes.  Participants move as individuals and do not need to travel from table to table as a group. 
No more than 8 people will be allowed at one table for any ‘session’ to make sure there is an equal 
number of people at every table. Participants are not permitted to move chairs.  

After 18 minutes, San will give a two-minute warning, and then at 20 minutes, individuals will move on 
to another topic at another table.  By the end of the session, each person will have participated in a 20-
minute discussion of each of the 4 topics. 

Facilitator Responsibilities: 

In the 20 minute sessions: Table facilitator will do a brief (2 minute) introduction to the issue, 
summarize key points already discussed in the previous sessions and then facilitate discussion at the 
table using the discussion questions. 

Facilitators will do their best to build on the discussions of their topic from one group to the next, by 
probing on issues that weren’t fully explored in previous groups.  

The facilitator will also take notes on their laptops to capture the content of the discussions. Facilitators 
should do their best to capture discussions as comprehensively as possible. 

Report Back: 

In the last rotation (4th round), each table will identify someone to present on behalf of the topic. During 
the break (2:30-2:45), the two facilitators from each topic will meet along with the topic presenter to 
collate table discussions and confirm the 2 key points the presenter will share during the large group 
discussion.  The report-back presentations of 2 key points will take no longer than 2 minutes per topic. 
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Topic #1: Implementation 

This topic focuses on implementing a peer case management program in community and/or clinical 
spaces. We will discuss practical, logistical and philosophical considerations; think about how to ensure 
that a peer case management program is peer-based and aligns with the wHEALTH core values of an 
anti-oppressive framework, harm reduction, women-centred/inclusive, sex positive and operating from a 
strengths-based approach.  

Guiding Questions: 

Q1: In what ways is the organization you’re representing able to implement a peer case management 
program (i.e. how “ready to go” is your organization?) 

Q2: In what ways does the organization you’re representing need help or additional resources to 
implement a peer case management program?  

 

Topic #2: Assessment of the Model 

This topic focuses on your assessment of the wHEALTH intervention as a peer support model. The 
wHEALTH project sought to evaluate peer-delivered, strengths-based case management to HIV-
positive women in Toronto, Hamilton and surrounding areas. We want to know how convinced you are 
that this is a feasible and/or valuable model of peer support.  

Guiding Questions: 

Q1:  What elements have persuaded you that wHEALTH works? In other words, on what basis are you 
convinced? 

Q2:  What elements leave you skeptical about the wHEALTH intervention? In other words, on what 
basis are you not so convinced? 

 

Topic #3: Unpacking “Peer” 

This topic focuses on unpacking the term ‘Peer’ in Peer-Based Support. As you have heard from our 
experience in the wHEALTH intervention, defining “peer” in peer support can be challenging and can 
complicate what makes a “good match” between client and peer case manager.  

Guiding Questions: 

Q1:  Based on the clients you serve at the organization you are representing, what is the optimal way to 
define “peer”? 

Q2: How would you select peers to act as peer case managers in a peer support program similar to 
wHEALTH?  
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Topic #4: Limitations 

This topic focuses on the limitations of the wHEALTH model. Although the wHEALTH model of support 
was beneficial to women in a number of ways, there are services it cannot provide and needs it cannot 
fill. We want to know if you agree or disagree with this statement.  

Guiding Questions: 

Q1.  What needs and/or issues cannot be addressed by the wHEALTH intervention (e.g., it can’t 
provide technical expertise regarding medication side effects)? 

Q2. What resources/services are currently available in your community that can address 
challenges/needs not addressed by wHEALTH? 

Q3.  What other or additional interventions/programs are needed to support HIV-positive women in your 
community?  Are they currently available? 

Q4. How would an intervention/program like wHEALTH fit with other resources and programs in your 
community?  
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APPENDIX D: WORLD CAFÉ DETAILED NOTES 

 

Topic #1: Implementation 

This topic focuses on implementing a peer case management program in community and/or clinical 
spaces. We will discuss practical, logistical and philosophical considerations; think about how to ensure 
that a peer case management program is peer-based and aligns with the wHEALTH core values of an 
anti-oppressive framework, harm reduction, women-centred/inclusive, sex positive and operating from a 
strengths-based approach.  

Guiding Questions: 

Q1: In what ways is the organization you’re representing able to implement a peer case management 
program (i.e. how “ready to go” is your organization?) 

Q2: In what ways does the organization you’re representing need help or additional resources to 
implement a peer case management program?  

Responses Captured by Facilitator: 

• How would this program be monitored? 
• Having meetings in a public place like Tim Horton’s, how are the clients and/or peers covered 

by insurance? Liability concerns? 
• There would have to be formal written Guidelines – boundaries.   
• What is the time commitment for this case management? 
• Who pays for coffee? 
• Full and proper training for implementation of the program would have to be provided 
• Would it be an existing position or a new position within an ASO?  Need to consider the 

demands on the agency’s existing programs; this would determine whether a peer case 
management program could be sustained by the AIDS service organization 

• Could it be integrated into current programs or would it be independent? 
• This position would require continuing communication with the support staff. 
• Confidentiality is a very huge factor to consider in the implementation of a peer case 

management program. 
• It is important to consider the women who are not accessing services at ASOs – how could they 

access at peer case management program? 
• Implementation of PCM program would be challenging the ASO model; i.e. need to look at how 

many women access services in a clinical setting vs an ASO. 
• Suggest having PCM program affiliated with women organizations. 
• Implementation of a PCM grogram would create a new community resource/service. 
• ASOs are limited in the amount of time spent with one client.  
• The Staff of ASOs have a wealth of talents and resources that would be beneficial to clients 

receiving peer case management. 
• There may be a confidentiality barrier for gathering clients from ASOs. 
• Would there be sustainable funding available – it takes time to recruit, train – implement? 
• Would give opportunities to network with many different agencies and centres. 
• Awareness of the social determinants of health will help PCMs to be most effective.  
• Consideration of what the political climate is? Where is the current funding going (provincial and 

federal HIV funding)? Pairing up with mental health agencies may be a very good thing at this 
time when there is a lot of emphasis on mental health. 

• Must ensure that agencies do not change the values and guiding principles of wHEALTH. 
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• How can we diversify funding, looking not just to government? 
• How do we quantify the value of the data gathered? 
• Increase advocacy.  
• Organizations and agencies may have to get insurance for peers to be engaged as part of the 

service delivery outside the premises, e.g. some funders want protection for all outreach 
personnel, even volunteers.  

• There is need for policies, procedures and good training to be in place around outreach safety 
and protocols. 

• Is there the necessary infrastructure within the agencies = supervision, training, insurance 
coverage, policies and procedures, funding? 

• Agencies need to initiate the recruitment of people living with HIV who have skills, maybe 
develop a partnership with a college for a certificate program that will provide the skills and 
qualifications for peer case managers.   

• But it must be remembered that being a peer case manager isn’t about having a degree – it is 
not meant to replace current case managers or support workers in the agencies, it is meant to 
supplement the ASO staff. 

• PCM gives PHAs the opportunity to listen to their peers, to understand and not judge them – 
this provides extra comfort for their peer case management discussions.  

• If an agency wants to offer a PCM model, would the onus be on the agency to provide the skills 
and training?  Many ASOs have peer support programs already, but this is a level above: “Peer 
Case Managers” 

• Case management traditionally implies following an individual’s file, making notes, tracking that 
individual over time BUT the PCM model isn’t as formal or official as that, no notes are taken of 
a client’s personal details. Information would be shared with the PHA client about the ASO staff 
who would be able to offer additional services or supports, but it’s not a formal case 
management relationship. 

 

Topic #2: Assessment of the Model 

This topic focuses on your assessment of the wHEALTH intervention as a peer support model. The 
wHEALTH project sought to evaluate peer-delivered, strengths-based case management to HIV-
positive women in Toronto, Hamilton and surrounding areas. We want to know how convinced you are 
that this is a feasible and/or valuable model of peer support.  

Responses Captured by Facilitator: 

Q1:  What elements have persuaded you that wHEALTH works? In other words, on what basis are you 
convinced? 

• Results – as described by the pie charts and data; shows that it works 
• Makes sense for peers to provide mentoring, especially women who have not disclosed 
• Case workers cannot always relate to HIV+ clients, especially to women who haven’t disclosed 

their HIV status– they empathize but don’t truly understand 
• Hearing examples in the panel - Stories are always the most powerful 
• Testimonials: it worked for them! 
• Also important and convincing: Benefit to Peer Case Managers expressed during the panel and 

study findings section 
• Women thrive on relationships with others 
• Casual, flexible and mobility of the model: that it can happen where the women are comfortable  
• Seen this model work before in other environments and sectors – youth, abilities, seniors, with 

HIV-positive women in other countries 
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• Very practical – and made such a psychological impact on the women 
• And a manual is available to support the work – need to disseminate to agencies across the 

province 
• Research findings are now available to support funding applications for programming – this is 

something we’ve been waiting for! 
• Training model for PCMs is available: good to incorporate within agencies and when 

implementing a PCM model 
• Has the potential to impact mental well-being  - no intervention currently available to deal with 

this or what is available isn’t working 
• wHEALTH is an example of doing good case management – a person-centered model that 

meets the client where they’re at 
• Cannot expect that the same structure of the original intent/model of ASOs (i.e. were originally 

developed by/for gay men) will work for women 
• Would it be possible to compare the PCM model between HIV-negative and HIV-positive case 

workers? What does the person with HIV bring to the relationship that is different? 
• Opportunity to partner with stakeholders/partners in the community – to ensure 

coordinated/integrated care, e.g. with mental health sector, primary care, etc.  
• Peer component – ensure GIPA/MIPA is there; implementation of GIPA – ensured 

peers/PHAs/HIV-positive women were involved in the entire research/program implementation 
process  

• Peer-to-peer: sometimes we just feel like speaking with someone who’s gone through what we 
have; we are talking as friends; It works because I’m living proof! 

• Set-up program/implementation of wHEALTH model similar to ACCHO prevention strategy: 
PCM is hired and housed by the ASO but they follow the values/model/framework through 
research 

• Opportunity for online interventions: 
• Can enable anonymous participation – don’t have to give real name, or can use an alias 
• Applicable to all types of women: professionals, more marginalized women 
• Would need to consider people who don’t have access to the Internet.  

Q2:  What elements leave you skeptical about the wHEALTH intervention? In other words, on what 
basis are you not so convinced? 

• Aboriginal women were not represented at this KTE event – didn’t have an Aboriginal woman 
represented on the panel. This was an oversight of the workshop planning.  

• There is not one right answer – this model of peer support may not be appropriate for everyone.  
• Need to ensure PCMs are well trained – may bring up issues in the PCMs own life and need to 

put resources and systems in place to support the PCMs as staff/case workers 
• Identifying PHAs who are well-suited to be a peer case manager: need to ensure women are at 

a certain place with their own journey with HIV, i.e. it takes a certain skill set (e.g. personality) to 
work as a peer case manager 

• Who would a PCM be accountable to? Within an organization? What does this mean for their 
own philosophy of care within a larger organization/institution? 

• What about confidentiality – will it be possible to maintain confidentiality within a PCM model? 
Need to consider confidentiality both ways – what about clients? 

• Boundaries between professionalism and “friendship” – phone calls, contact in between 
sessions 

• Don’t always want to go to the ASO for help – is that where this model would be implemented? 
• Outcomes/Results presented – no stat significance on a number of outcomes so may not have 

as great an impact as originally stated/thought 
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• Nobody cares about stories – need economic analyses to show impact/dollars saved in 
healthcare system by responding to mental health concerns of women 

• Can utilize data showing improvements in mental HRQoL and social support and decreasing 
symptoms of depression 

• Contact OHTN and request assistance to quantify impact on healthcare system, e.g. QALYs? 
• Link with mental health programs – don’t take on as a women’s or HIV issue; no $ in HIV and 

women’s health � tap into mental health funding and key stakeholders (business case) 
• Why can’t and why don’t ASOs evolve?? How do they evolve? 
• The HIV sector is sorting all issues that are relevant to women – mental health, food insecurity – 

trying to do all things for all people rather than refer out to other “expert” organizations 
• Disclosure and criminalization: how does that put peers and participants at risk? Based on 

current legal climate – risks, liabilities, duty to report of PCMs, how open will participants be? 
• Sex positive: duty to report, e.g. unprotected sex with partner 
• Case management: once every 2 weeks � is that the correct term? Is that what the peers are 

doing?  
• Resources: who is going to do it? Who will manage/supervise? How many clients can be taken 

on in a program? Spiritual element that’s not often included in traditional case management 
models.  

• Who is going to own it?  
• Time to supervise the peers – when do you find the time?  
• Liability issue: if not owned by an organization, who will supervise it 
• What is the equity amongst the agencies who are involved in it as a collaborative?  
• Management of the program 
• Power brokers and decision makers from agencies were not at this KTE event – how do you 

convince; will EDs work? Will power brokers buy in to this model? 
• E.g. liability of an organization if a PCM meets a client at a coffee shop? 
• Boundaries – how are boundaries defined and maintained between the PCM and client? 
• Everyone who is a peer will be able to learn and understand the model in a certain language.  
• Funding: who is going to fund it? Adding wHEALTH perspective to a job description or a new 

position that will be created? Where will the funding come from? 
• Not sustainable to hire for 2 year contract through ASO: hire PCMs to be placed within a 

number of organizations 
• Buy-in: model works 
• Eligibility of Peer Case Management: is there some way to determine how someone is eligible 

for case management, e.g. people who don’t use ASOs 
 
 

Topic #3: Unpacking “Peer” 

This topic focuses on unpacking the term ‘Peer’ in Peer-Based Support. As you have heard from our 
experience in the wHEALTH intervention, defining “peer” in peer support can be challenging and can 
complicate what makes a “good match” between client and peer case manager.  

Responses Captured by Facilitator: 

Q1:  Based on the clients you serve at the organization you are representing, what is the optimal way to 
define “peer”? 

• Someone who is going through the same thing as you are…could be subdivided within peers 
i.e. PHA with mental illness, mothering…something more or other than women… 
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• Could be a shared experience around something other than HIV because it’s the other thing is 
the most pressing issue. 

• Need to specific as to what peer program is offering.   
• But don’t want to define it too narrowly. HIV is the entry point but it doesn’t determine the 

spectrum of issues that may be talked about or dealt with.  
• Peer support - according to PHAs they feel as if, in a small community, it’s hard because most 

people know each other, they find it hard because of the privacy aspect and because they know 
each other outside the organization. 

• Peers are PHAs – basic definition.  Must be HIV-positive 
• A PHA who is accessing services – service user who would be supporting another service user 
• Diagnosed with HIV but not necessarily accessing services – could be a 

volunteer…encouraging PHA to apply for positions. 
• Concept of peer changes: non paid peer support and also paid employee 
• Peer positions include facilitation, research, associates, involved in different projects and 

volunteers.  Try to pay even if its just an honorarium.  
• People identify differently and identify with more than one thing…PHA and drug user for 

example or want to talk to someone who is positive and a lesbian…how is that negotiated? 
• Being a peer outside of the org and then get hired…what will the relationship look like with the 

other peers around trust for example.  
• Someone who comes from the HIV community and to outreach to provide support…must be 

familiar with what is happening in the community and get access to the community…and get 
training in facilitation etc… 

• PCM may also change their priorities…having to not provide tokens vs. previously demanding 
tokens… 

• Person with lived experienced 
• Drug users or ex-drug users for street outreach…more important than the HIV component…the 

women take the term PAWS to identify themselves as HIV pos. Aboriginal women 
• Someone who is not full time staff – honorarium based programing…not referred to as a peer 

but are providing support on an honorarium basis… 
• Challenge around the term peer – needs to be self-defined but when it becomes a label 

experience not everyone wants to take on the label, it would mean having to disclose their own 
HIV status; maybe it identifies them incorrectly because of what can be attached to that label. 

• Need to look at power dynamics between the two people – no power barriers. 
• There is an issue with making the PCM ‘too professional’. How do we make the distinction 

between peer and the other support workers? 
• HIV positive but also cognizant that sometimes the term might ‘out’ an individual who is not in 

that place. So does not necessarily need to disclose…affected/infected/ally but Whealth model 
is effective because of the HIV positive element and you don’t want to lose that. 

• HIV has to play a role…gender issues…race….peer needs to reflect intersecting identities.  
• Women need to have choice around what ‘peer’ means to them.  
• Peer support can be a buddy system and then matched up or there can be a more formalized 

system where individuals are trained to provide support. So need consider culture of the 
organization and defining peer. The framework i.e. AOP makes a difference in how peer is 
defined and offered.  

Q2: How would you select peers to act as peer case managers in a peer support program similar to 
wHEALTH?  

• Must be ready to have status disclosed. Must be comfortable for his/her HIV status to be known. 
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• If someone has other underlying issues, coped with lots of challenges…and you are putting 
them in position of being case manager...need to have already gotten support and worked out 
some of their issues before they take on the role.  Putting someone who is more vulnerable in 
this position will be setting them up to fail.  This model should incorporate a self care piece – 
training to support PCM to access tools for self care.  

• Boundaries – moving from being a peer to being in a position of power. How does the PCM 
related to the people they were connecting to differently from this point on?   

• Need to attend to issues re: paid position and friend. Is it better to have a peer friendship 
(unpaid) and can stick around in person’s life vs. paid position where the PCM is no longer 
accessible after program is over. Advantage is that some of the other boundaries no longer 
exist…there is flexibility.  Challenge is power imbalance and impact on service user…. 

• Issue of moving from being a client to a professional – make decisions not to support 
‘friends’…keep friends and client’s separate….I’m the boss syndrome… 

• They have to be in a place where they are comfortable with their own status and expertise to 
provide support. 

• Peer support has become a way to make some additional money when on a fixed income. 
There is a question about how this effects the motivation behind providing peer support.  

• Hard to come up with a terms of reference…lived experience is very diverse…what gets 
counted and what gets discounted when devising what it is you bring to the table as a PCM. 

• Peer mentor program – 1. Info session on program 2. Application process and interviews about 
motivation 3. Some folks opted out and some folks went through… 

• Interview process is critical in making it accessible to become a peer case manager 
• Looking at diversity and accessibility – having enough possibilities in terms of diversity of peers. 
• Language should reflect the community – the term peer can be changed to something else that 

works for the PCM.. 
• Danger of it becoming it cheap labour where because it’s a peer program it may not be equal 

pay for equal work. This is a struggle because of funding issues. 
• Screening: standard volunteer process (paid volunteer vis a vis honorarium). Need to create a 

structure… 
• Me: what is the difference between a volunteer program and peer based program? Can it be a 

bridge to employment?  
• Funders will also determine what PCM can get paid? And there is a question about how can we 

support PHAs to gain experience to become gainfully employed?  Need to have conversations 
with funders and not take advantage of already marginalized communities… 

• Need to look at demographics of who will be accessing the program and to have PCM that 
reflect that demographic.  

• Need to screen potential PCM. Has the PCM worked through their own issues? This would be 
important. Are there issues that the PCM doesn’t feel able to provide support on? Values of the 
PCM are important…align with values of the organization.  

• Who bridges the role between the PCM and other supports being offered in the organization? 
Who is the most important person to oversee the PCM? How do we institutionalize the model? 
How do you offer proper monitoring and support of the peers? 

• The formalization piece….matching peers for example….can’t be so specific… 
• Capacity can be an issue – huge challenge to get women to agree to part of a speakers 

bureau…commitment after training is an issue depending on what is going on in their lives so 
this may not work. The longer term commitment needs to be looked at.  

• Being strategic about the political climate – what will the peers focus on will depend on the 
model…can this be a program partnered with other agencies and then how do we train them 
around PCM.   Yet, need to move to where the money is going.   Women’s programs are being 
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defunded so the big piece is the mental health conclusion because that is where money is going 
so it is recommended to quantify the savings mental health services for hosptials and 
community if we did better work on mental health.  And then get partner with mental health (the 
CMHC, mood disorder clinic etc) and let them have the peers because they have the money.  

• May not be possible to have PCM in a clinic because of liability issues.  
• Funding for recruitment training, monitoring evaluation and ongoing support.  
• Still need a diverse group of women living with HIV. 
• Commitment is an issue – the ability to commit and availability.  
• Need to look at languages.. 
• Location…ie. York is a vast region.  
• Consider new technologies for connecting women to each other – skype.  

 

Topic #4: Limitations 

This topic focuses on the limitations of the wHEALTH model. Although the wHEALTH model of support 
was beneficial to women in a number of ways, there are services it cannot provide and needs it cannot 
fill. We want to know if you agree or disagree with this statement.  

Guiding Questions: 

Q1.  What needs and/or issues cannot be addressed by the wHEALTH intervention (e.g., it can’t 
provide technical expertise regarding medication side effects)? 

Q2. What resources/services are currently available in your community that can address 
challenges/needs not addressed by wHEALTH? 

Q3.  What other or additional interventions/programs are needed to support HIV-positive women in your 
community?  Are they currently available? 

Q4. How would an intervention/program like wHEALTH fit with other resources and programs in your 
community?  

Responses Captured by Facilitator: 

• peer could provide some advice regarding medication, such adherence and refer to the health 
team 

• wHEALTH was not meant for some issues can emerge from the discussion with peer (e.g. 
trauma). We need to create some mechanisms (resources) in the community or in the health 
system  

• issues that emerging needs to be incorporate in training manual – based in the monthly debrief 
sessions 

• boundaries will always blurred  
• self- care and self-disclosure of peers 
• disclosure and criminalization regarding of HIV: needs of peers to get insurance and issues 

liability 
• the existing infrastructure in the ASO are not prepared to this model – ASO were organized to 

serve MSN, not women and for them take it on, they need to rethink their services 
• immigration issues should not be address by the wHEALTH. Peers should always refer to 

resources in the community. Not give advice and resources available, being aware of 
boundaries. 

• Continuity of the project – be able to sustain the support 
• There is a big gap in models using the empowerment/assertiveness for women in the 

community and wHEALTH could bring it to the community 
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•  There are several support services out there but are not enough 
• there are lack of space/organizations focus  (by and for – comprehensive and holistic) in women 

where wHEALTH could fit in 
• wHEALTH could be incorporate for the ASOs where could organizations could work in 

partnership around women’s needs 
• agencies need to be “in the same page” and should provide proper support for women 
• there is a need for more spiritual approach for women in the community (e.g. faith health 

initiative) – answer to question #2 
• there difficulties for faith groups to take any support for PHAs 
• PCM trained in wHEALTH should be located in different ASO and should be paid for the work 

they do 
• women are not supported in medical marijuana and it needs to be available in the community – 

women should not be judged for their needs 
• in ASO are some supports where women can get support 
• wHEALTH does not address intensive case management (e.g. “call immigration” and be more 

proactive) 
• there are huge lack of support in the health system for support for mental health – health system 

is not addressing mental health problems. It’s not available in most of the communities 
• ASO needs to find funding to have peers available for clients that would be able in the 

community (e.g. mental health system) in a different levels of complexity 
• Take 2 conclusions of the wHEALTH: improvement in mental health/…. and use it as an 

evidence to stakeholders to incorporate in the mental health strategy  
• wHEALTH could be used to improve mild depression in the community level 
• wHEALTH shows evidence-based of a peer model in the community 
• if we are implement it, we need to make sure the sustainability including training and 

supervision as it was done during the study or we are in risk to peer burnout 
• ASO needs to challenge themselves to be able to address specific issues in PHAs  - e.g. 

women 
• Take the feedback from clients for program evaluation 
• social interaction needs to be available for women to get together and decrease social isolation 

– question #2 
• ASO needs to provide stages of support for women, first provide support to disclosure  (e.g. 

wHEALTH) and then women could access to more social support 
• The supervision and support for peer needs to be in place for any implementation of wHEALTH 
• wHEALTH was not for intensive for crisis situations 
• we need to make sure that self-care is I place and it is key for the success and should happen in 

different levels of the organization  
• some organizations traditionally were focus in MSN and some transitions are happening 
• communities are very tight in their mandates so the question is who would host an intervention 

as wHEALTH 
• Take the experience for the study to have the information available in many clinics and CHC 

where women could contact the PCM and organize the support. ASO could host wHEALTH 
(administration and place for the peer) but the PCM would be mobile and provide the support as 
the study did it 

• wHEALTH addressed mental health issues and it is not very well available for ASO or PHAs 
• wHEALTH could be used as online resource or video-conference 
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APPENDIX E: MEETING EVALUATION RESULTS 
Supporting Women in Ways that Work 
EVALUATION FORM RESULTS (n=23) 

 
Please rate the quality of the following: 

TOTAL N = 23 Poor Fair Good 
Very 
Good 

Comments 

Forum Content  

Welcome and 
Introduction 

 1 7 5 
• 10 not completed 

• I was late, Missed, I was not here yet 

Keynote Speaker – 
Dr. Sean Rourke  
(Intervention 
research) 

 2 13 7 

• 1 not completed 

• Couldn’t read many slides 

• Too complicated; Points get missed; some good 
resources 

• Not enough time for Q&A 

• It would have been nice to have his powerpoint 
available in our folder 

• More research needs to be done on mental health 

• Relevant and seemed to align with wHEALTH 
ideology 

• I wish there was more time; it was rushed; I also 
need the presentation to go through. It was great 
material. 

wHEALTH 
Background and 
Rationale 

 1 9 12 
• 1 not completed 

• Very interested in getting the manual 

wHEALTH Study 
Findings 

1 2 7 11 

• 2 not completed 

• Very useful information 

• Info overload. Skip the charts and summarize! I’m 
not a scientist. Skip the “n=” and make info easy 
to grasp. 

Panel: wHEALTH 
Peer Case Managers 
and Study 
Participants 

  5 16 

• 2 not completed 

• Excellent! 
• Very interesting 
• Very good evidence on how impactful and 

meaningful PCM can be.  

• Fantastic, the practical examples very useful 

• Inspiring to hear how the study impacted both 
PCMs and study participants.  

Introduction to World 
Café  

  15 7 
• 1 not completed 

• Fascinating! 

Small Group 
Discussion: World 
Café 

 1 9 12 

• 1 not completed 

• Time went too fast 

• Very informative – fantastic to listen to all the 
other participants  

• Kept my attention  
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Large group 
discussion and 
formulation of 
recommendations 

 2 9 5 
• 7 not completed 

• Would have liked more dialogue/discussion about 
suggestions 

Q&A Sessions   7 3 • 13 not completed 

Forum Logistics  

Length of the forum   12 7 

• 2 not completed 

• The built-in breaks was very good, kept 
concentration high 

• I appreciate the early ending...Friday... 
• A bit long – we should have frequent breaks to 

allow us to stretch our legs 

Location of the forum 1 1 14 7 

• Great – it’s accessible 

• The sound system is not that good. 

• Love “519” – my first time here!! 

• Wet 

• Noise and leaks were very distracting 
• Why have they not fixed the roof? 

Time allotted for 
discussion/Q&A 

1 3 13 5 
• Sufficient 
• Didn’t get my Q answered 

• 1 not completed 

Refreshments and 
Catering 

7 4 6 4 

• 2 not completed 

• Dairy allergy not met. Soy, anyone? Salt and 
pepper? 

• Terrible breakfast & lunch – not enough variety 
• Lunch was not inclusive of non-vegetarians 
• Meat options would be appreciated 

• Food was generally good but lacking flavour! 
• Great food – but I don’t like eggplant 

• Very generous, thank you 
• Fabulous! 

 

Did this workshop meet your expectations? Yes = 22, No = 1 
Did you learn anything new at this forum? Yes = 23, No = 0; Comment: received new tools 
Did you learn new information about intervention research at this forum?  
Yes = 18, No = 3, Not sure = 1, Not completed = 1 
Did you learn new information about intervention research that you can apply to your practice? 
Yes = 18, No = 2, Not sure = 3 
Will you share the information you received at this forum with others? 
Yes = 21, not completed = 2 
How will you apply and/or share the information you learned today? 

• Discussion with clinical leader re: clinic’s role in supporting future peer mentor/CM endeavours 
• I will share w/ management at my agency. I will advocate to have it implemented at my agency. I will 

share it at other trainings/professional development opportunities 
• It is not relevant to my job. But I got some ideas that I could transfer.  
• Feedback with colleagues during meeting time 
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• I’d like to put forward a proposal to implement wHEALTH through our organization.  
• I will discuss with my manager to see how we can include this in our program through a portal we 

are working on developing.  
• Review of peer support program.  
• Apply to my work and put what I learned today into practice.  
• Will share with my organization, women who use our services.  
• Best practice adoption.  
• Implement the peer support program within our centre.  
• Issues that were brought to my attention concerning specific issues that I was not aware of their 

concern/effect will be discussed with my ASO 
• Review research in ‘harder to reach’ populations within Canada. Inquire about potential research 

opportunities/collaborations.  
• By bringing up the model and things learned from it at the organizations I work and volunteer.  

Are there other topics related to peer support and/or women and HIV you would like to learn more 
about? 

• ? 
• Yes, more health impacts on the ACB population 
• Mental health supports/partnerships for women 
• No 
• Lots – most important is training and awareness. Peer support worker needs proper training and a 

very good support infrastructure in order for them to do the job effectively and confidently.  
• I would like to learn more about the training given to the case managers.  
• I would like to see this project being implemented and reach women who are in hard-to-reach areas 
• Tools re: effective interventions. Systemic advocacy. Opportunities re: progressing the agenda of 

supporting effective interventions by and for WLWHA 
• How are peers selected? Are some people more “peer” than others? Are there hidden criteria when 

selecting peers? Does the use of the term “peer” mean “low person on the totem pole?” Can a peer 
ever move beyond this role? 

Additional comments 

• Well organized, Global Café was a great idea. Presenters & panel of experts were excellent at 
relaying the info back to participants. Lunch was absolutely NOT inclusive of people who need 
protein.  

• Too bad more people weren’t in attendance – maybe a Friday isn’t such a good choice 
• Thank you for a wonderful series of discussions! 
• I am very pleased with the way everything was run. I learned a lot and the networking was great.  
• The workshop went well. The presenters were well informed and very informative. Great job team! 
• Thank you so much. It would be great to have more networking time. Thank you very informative 

day! ☺ 
• The lunch was not good at all.  
• Food was terrible – more gluten-free, dairy free option other than salad. No meat or chicken? 
• Great opportunity to network.  
• Aboriginal women were not represented in the peer panel.  
• Thanks for the opportunity to participate in this KTE opportunity! 

 

 


