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Executive Summary 

In November 2019, Hotel-Dieu Grace Healthcare (HDGH) announced its plans to launch an e-

learning software, Breaking Free Online (BFO), to support clients and persons in the Windsor-

Essex community who are seeking support for their mental health and substance use health. 

Shortly after, HDGH contracted the Homewood Research Institute (HRI) to conduct an 

implementation evaluation to address three objectives: 

1. To document and learn from the implementation of BFO within HDGH and across 

partnering organizations in Windsor-Essex, including barriers and facilitators to 

implementation. 

2. To document and understand how BFO is being delivered and/or integrated within and 

across existing programs and services, including barriers and facilitators to its delivery 

and use from the perspective of clinicians and practitioners. 

3. To document and understand which clients are using BFO and what their experiences 

are. 

HRI worked closely with HDGH’s Implementation Team to co-develop evaluation planning tools, 

including an evaluation framework, theory of change, and logic model. In the first phase of the 

evaluation, HRI met with HDGH’s BFO Implementation Team, Program Leads, and clinical staff 

to better understand: how BFO is being implemented and delivered at HDGH, and to gather 

examples of client experiences. The same participants were invited to participate in a second 

interview 6 months later to offer any new insights into program delivery and client uptake.  

The second phase of the evaluation focused on capturing HDGH’s efforts to introduce BFO to 

other publicly-funded community organizations, which began in March 2021. To understand the 

degree to which these community organizations have implemented BFO in their own settings, 

feedback was collected using a survey and follow-up interviews. In addition, quantitative data 

from the Breaking Free Online Limited research database were analyzed to examine the 

characteristics of clients who were using BFO and provide some preliminary findings on client 

outcomes. 

Noteworthy evaluation findings include: 

HDGH implementation and delivery 

 Nine of the 11 mental health and addictions programs at HDGH had implemented BFO 

to some extent, representing inpatient (n=1), outpatient (n=6), and withdrawal 

management services (n=2). 

 Key considerations for implementing BFO within HDGH programs included: nature of the 

program (i.e., structure, length); clinicians’ capacity to deliver BFO and integrate it with 

existing treatment approaches; availability of technology and supports for clients; and, 

clients’ capacity to use technology. 
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 BFO was most commonly introduced to clients as a tool for independent use with some 

support provided by staff; other programs (particularly addiction assessment and referral 

and withdrawal management services) introduced clients to BFO, but no further support 

was provided; only one program (inpatient) reported offering BFO to clients in a semi-

structured group format. 

 Internal and external characteristics that likely influenced implementation of BFO at 

HDGH included strong organizational leadership, pandemic-related disruptions and 

policies, staff knowledge and beliefs, and fit with existing workflows. 

 Other facilitators and barriers to implementation and delivery reflected external factors, 

program/clinician-related factors, intervention-related factors, and client-related factors. 

Windsor-Essex implementation and delivery 

 Eight of the 25 community organizations who responded to our survey indicated they 

had implemented BFO within their organization to some degree. 

 Of the 8 community organizations who had implemented BFO, approximately half were 

introducing it to clients as a tool for independent use, and one third were using it as a 

tool during one-on-one sessions. 

 Key facilitators to HDGH’s implementation in the community included: having a 

comprehensive plan, existing networks/channels for communication, one-on-one check-

ins with HDGH’s Implementation Team, presentations from HDGH’s Clinical Champion, 

and the initiation of a Community of Practice. 

 From the perspective of community organizations, facilitators to delivery included: 

provision of free tablets; HDGH’s emphasis on ‘offer, offer again’; internal champions; 

and HDGH’s leadership role. Identified barriers included: limited staff capacity, and 

varying levels of comfort with or access to technology. 

 Overall, community organizations appreciated having an additional tool to offer to clients, 

particularly those who had a high level of motivation and commitment to using BFO with 

supports, as they benefited the most. 

Client use and experiences 

 From December 25, 2020 to April 14, 2022, a total of 171 BFO accounts were created in 

Windsor-Essex, with 110 of them using a HDGH service code (44 in inpatient, 35 in 

outpatient, and 31 in withdrawal management services) and 61 of them using a service 

code from a community organization. 

 BFO client characteristics: 57% across all Windsor-Essex services identified as male; 

mean age was approximately 35 years; the majority typed ‘Canadian’ as their ethnicity; 

in most programs, more than one third selected ‘alcohol and drugs,’ with the majority of 
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them selecting ‘Drugs’ as what they were/are having the most difficulty with; the most 

commonly used drugs among this group were cocaine and other stimulants. 

 Approximately 38% of BFO clients who completed an initial assessment also completed 

a follow-up assessment, most within 50 days of creating their accounts. The greatest 

proportion of clients who completed at least one follow up assessment were in inpatient 

services compared to those in other HDGH and community programs. 

 BFO clients equally engaged in the ‘Action’ and ‘Information’ strategy types that are part 

of BFO’s cognitive-behavioural therapy component, as well as the different areas on ‘My 

Diagram’ (e.g., emotion, negative thoughts, lifestyle, etc.) The majority of BFO clients 

completed one strategy or none, with the greatest proportion of those completing at least 

one coming from inpatient services. 

 Overall, respondents to the client survey (n=13) had a mixed response to BFO. 

Approximately 34% found BFO ‘very easy’ to use; 42% found it ‘somewhat helpful’ in 

supporting their treatment plan and/or goals for progress and recovery. 

Preliminary look at client outcomes 

 Although the sample was limited to individuals who had completed follow-up 

assessments (n=64), overall results demonstrated significant improvements in client 

outcomes, including changes in quality of life, depression and anxiety, severity of alcohol 

and drug dependence, and recovery progression. 

HDGH’s investment in and commitment to implementing and delivering BFO has provided a rich 

case study for understanding the benefits and challenges associated with a digital intervention 

addressing substance use health, as well as the importance of taking a stepwise approach to 

implementation that is informed and shaped by the experiences of clinical staff and clients. 

While overall client receptivity to BFO as a digital intervention was mixed, preliminary analyses 

on client outcomes suggest that engaging with BFO has had a positive effect on client 

outcomes. Notably, these preliminary findings represent only the small proportion of BFO clients 

who repeatedly engaged with the BFO strategies/cognitive-behavioural therapy intervention. 

Future work should focus on clarifying how ‘engagement’ with a digital intervention is defined 

and characterized, in addition to gaining a deeper understanding of the contexts that shape a 

BFO client’s experience and their outcomes.  
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Acronyms and Abbreviations 

ACT Assertive Community Treatment 
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1. Background 

Breaking Free Online (BFO), developed by a UK-based digital health and behavioural science 

company called Breaking Free Online Limited, and owned by LifeWorks as of January 2022, is 

an e-learning software designed to support its clients in improving their mental health and 

substance use health. BFO’s effectiveness is supported by 36 research studies published in 

peer-reviewed journals, with reported outcomes including: reduced drug and alcohol use, 

reduced substance dependence, improved mental health, improved quality of life, improved 

social functioning, and improved recovery progression.1 BFO is qualified by Ontario Health as a 

Vendor of Record for the provision of addictions solutions; provincial scale-up efforts were 

launched in June 2021 to provide Ontarians with free access to BFO.2  

BFO addresses over 70 substances and provides three models of delivery (i.e., self-directed, 

one-to-one, group-based).3 BFO delivers Cognitive Behavioural Therapy and incorporates 

approaches such as mindfulness, relapse prevention, motivational enhancement and harm 

reduction. 3 The online tool also provides organizations with access to real-time user data that 

can help maximize program reach and clinical impact.4 In addition, the Breaking Free 

Companion app, which syncs with the web-based BFO, can be used alongside BFO. The app 

includes additional features such as georeferencing to trigger alerts when they approach high-

risk areas. 

BFO Implementation in Windsor-Essex 

In November 2019, Hôtel-Dieu Grace Healthcare (HDGH) announced a partnership with Ontario 

Telemedicine Network (now Ontario Health) to offer BFO (as an evidence-based, digital 

intervention to address problematic substance use) to clients accessing HDGH’s existing mental 

health and addiction services, as well as provide leadership to a community wide roll-out across 

Windsor-Essex, Ontario (Appendix A).4 The initiative was funded by the philanthropic Solcz 

Family Foundation.  

Substance use is a pressing issue for many residents in Windsor-Essex. In 2017, the most 

common cause of substance use-related visits to the emergency department in Windsor-Essex 

were alcohol-related and disproportionally among residents from impoverished areas.5 With 

respect to illicit drug use (i.e., cocaine, methamphetamine), rates of related visits to the 

emergency department in Windsor-Essex have increased by 1.5 times since 2007 and are 

                                                

1 Breaking Free Group. (n.d.). Research. https://www.breakingfreegroup.com/research 
2 Breaking Free Group. (n.d.). International. https://www.breakingfreegroup.com/international 
3 Breaking Free Group. (n.d.). Solutions For: Specialist Alcohol and Drug Services. 
https://www.breakingfreegroup.com/solutions-community 
4 Bellacicco, Bob. (2019, November 7). Online tool launched to help people overcome substance abuse addictions. 
CTV News Windsor. https://windsor.ctvnews.ca/online-tool-launched-to-help-people-overcome-substance-abuse-
addictions-1.4674536 
5 Windsor-Essex County Health Unit. (2019, June). Community Needs Assessment 2019 Update Report. 

https://www.wechu.org/reports/community-needs-assessment-2019-update-report 
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significantly higher than the provincial average.5 Similarly, the rate of cannabis and opioid-

related visits to the emergency department in Windsor-Essex are significantly higher than the 

provincial average.5 There were 2.5 times more opioid-related emergency department visits in 

2017 in Windsor-Essex compared to 2007.5 

The timing of HDGH’s implementation efforts coincided with the COVID-19 pandemic, which 

only heightened the urgency to provide timely access to evidence-based treatment options in 

order to address increases in problematic substance use in Canada.6 

BFO Implementation in Ontario 

Following HDGH’s decision to implement BFO across Windsor-Essex and in response to the 

COVID-19 pandemic, the Ministry of Health and Long-Term Care provided funding to Ontario 

Health to procure BFO to help address problematic substance use among Ontarians. The 

provincial scale-up was launched in June 2021; Ontarians can currently access BFO for free in 

two ways: 1) through a health service provider via a service code, or 2) through direct-to-

consumer via a postal code. 

The following organizations have been leading the provincial rollout: 

 Health Sciences North and St Joseph’s Care Group (North Region) 

 Addiction Services for York Region and Peel Addiction Assessment and Referral Centre 

(Central Region) 

 CMHA Thames Valley Addiction and Mental Health Services (West Region) 

 Ontario Shores and The Royal, Ottawa (East Region) 

 Renascent (Toronto Region) 

While HDGH has been actively engaged in the West Region’s BFO Community of Practice 

(CoP) from the start, it maintained its own plan for BFO implementation in Windsor-Essex until 

the pilot officially concluded on May 9, 2022. 

  

                                                

6 Dozois, D. J. A., & Mental Health Research Canada. (2021). Anxiety and depression in Canada during the COVID-
19 pandemic: A national survey. Canadian Psychology/Psychologie canadienne, 62(1), 136–142. 
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2. Purpose of this Evaluation 

Given the need to better understand how digital solutions like BFO can be effectively 

implemented and delivered alongside existing clinical services, the objectives of this evaluation 

were: 

1. To document and learn from the implementation of BFO within HDGH and across 

partnering organizations in Windsor-Essex, including barriers and facilitators to 

implementation. 

2. To document and understand how BFO is being delivered and/or integrated within and 

across existing programs and services, including barriers and facilitators to its delivery 

and use from the perspective of clinicians and practitioners. 

3. To document and understand which clients are using BFO and what their experiences 

are. 

Findings from this evaluation will help inform decisions regarding BFO’s future implementation 

at HDGH and beyond. Documenting HDGH’s implementation strategy will also serve as an 

example for community organizations across Ontario using BFO. This final report includes the 

evaluation planning and data collection tools that HRI developed to address the above 

objectives, as well as findings. All tools shared within this report were developed with input from 

HDGH’s Implementation Team. 
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3. Evaluation Design 

3.1 Evaluation Framework 

An Evaluation Framework (Appendix B) was developed to help identify, organize, and link key 

evaluation questions with appropriate indicators, data sources, and methods that can be used to 

address them.  

3.2 Theory of Change 

To help solidify our understanding of how BFO, as an intervention, is expected to work, we 

developed a theory of change. A theory of change (or program theory) is the rationale for why 

an intervention might lead to desired outcomes.7 Being able to articulate the theory of change 

helps determine reasonableness (e.g., inputs must support activities) and reveals assumptions 

behind the intervention.6 A theory of change is also important for assembling and assessing 

claims of contribution when you cannot test for causation (i.e., through a Randomized Control 

Trial).6 

The theory of change for HDGH’s implementation of BFO in Appendix C was modeled using 

the structure and definitions by Mayne (2015).8 The theory of change should be read from 

bottom to top, with the central boxes in purple (left) and pink (right) interpreted as what is 

expected to happen within HDGH and in the community, respectively. As time progresses, and 

as each step of the intervention (i.e., activities to outputs, outputs to reach and reaction, etc.) 

takes place, we can have greater confidence that the intervention is having its desired impact 

(i.e., capacity changes, behaviour changes, and direct benefits are observed), with the ultimate 

goal of improved wellbeing. At each step of the intervention, there are also relevant 

assumptions to consider, which are on the right most side of the theory of change, in yellow. On 

the left most side of the theory of change are the external influences, which include the 

concurrent implementation of BFO across the rest of Ontario. 

Some notable elements of the BFO theory of change include: 

 Bidirectional arrows between capacity changes to behaviour changes and behaviour 

changes to direct benefits. While solid arrows represent causal links, dotted arrows show 

the cyclical relationship between capacity and behaviour where changes in either 

capacity or behaviour reinforce the other. 

 Reach Assumptions, which can also be interpreted as the appropriateness of fit. BFO 

was developed and tested by Breaking Free Online Limited with a specific audience in 

                                                

7 Gugiu, P.C., & Rodriguez-Campos, L. (2007). Semi-structured interview protocol for constructing logic models. 
Evaluation and Program Planning, 30(4), 339-350. 
8 Mayne, J. (2015). Useful Theory of Change Models. Canadian Journal of Program Evaluation, 30(2), 119-142. 
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mind. The key assumption here is that HDGH and community organizations are reaching 

that specific audience, given the limitations that come with a technological solution. 

 Similarly, BFO as a technological solution, is being implemented as an “add-on” or 

“enhancement” to HDGH’s existing mental health and addiction services. Any changes 

and benefits observed will be the result of multiple casual pathways working in 

conjunction (as described under Behaviour Change Assumptions). 

Put another way, any effort to determine the impact of BFO implementation within any setting 

must include the views of as many stakeholder groups as possible. Successful implementation 

largely depends on how BFO is perceived as an appropriate solution to the determined problem 

or need; hence, the design of this evaluation which prioritizes the inclusion of stakeholder 

perceptions and experiences using a qualitative approach. 

3.3 Logic Model 

Similar to the theory of change is the logic model (Appendix D)—a visual diagram that 

illustrates linkages between an intervention’s resources, activities, and expected outcomes.9 

Logic models are useful for planning, management, communication, and evaluation purposes. 

Unlike the theory of change, a logic model includes measures and indicators designed to 

monitor outcomes. 

Some notable elements of the HDGH-BFO logic model include: 

 Decision to organize activities by audience (HDGH Team, HDGH Clients, and the 

Windsor-Essex Community), with a greater emphasis on what is within HDGH’s control 

(also represented spatially) 

 The inclusion of long-term outcomes (3-4 years, 5+ years) even though the long-term 

funding commitment from HDGH (supported by the Solcz Family Foundation) and at the 

provincial level are to be determined 

Developing a logic model is not a one-time activity. As BFO implementation progresses, HRI 

recommends that HDGH use the following questions to prompt future discussions around 

progress and impact10: 

1. Is reasonable progress being made along the different paths to outcomes? And what 

information is (or can be made) available to measure this progress? 

2. Which activities are critical to achieving outcomes? 

                                                

9 W.K. Kellogg Foundation. (2004). Logic Model Development Guide. Retrieved from: https://www.wkkf.org/resource-
directory/resources/2004/01/logic-model-development-guide 
10 Questions adapted from: Millar, A., Simeone, R. S., & Carnevale, J. T. (2001). Logic models: A systems tool for 
performance management. Evaluation and Program Planning, 24(1), 73–81. 

https://www.wkkf.org/resource-directory/resources/2004/01/logic-model-development-guide
https://www.wkkf.org/resource-directory/resources/2004/01/logic-model-development-guide
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3. Do any existing activities require modification? Who will be responsible for these 

changes? How long will they take? 

Reflecting on these questions can support decision making in the situation that conditions for 

implementation have changed and/or if plans to support implementation require modification 

because outcomes are not being observed as expected. 
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4. Methods 

The data collection methods and tools described in this section were reviewed and approved by 

the University of Windsor Research Ethics Board. 

Phase I 

4.1 Document Review 

HRI collected documents for review on an ongoing basis. Documents reviewed included: 

internal and external HDGH program information records, BFO publications and training 

materials, and internal implementation plans, meeting minutes, and notes/observations. The 

content of these documents informed the presentation of findings in Section 5. 

4.2 Participant Interviews 

HRI conducted online, semi-structured interviews from May – June, 2021 via Zoom with three 

stakeholder groups from HDGH: 

 Implementation Team - Project Manager and Director of Mental Health and Addictions at 

HDGH 

 Program Leads - Program Leads from HDGH’s outpatient, inpatient, and withdrawal 

management services who were invited to incorporate BFO into their existing program 

and services 

 Program Clinicians and Practitioners - Clinical staff from HDGH programs who have 

been using BFO with clients 

The first set of interviews with the BFO Implementation Team focused on the early planning and 

implementation of BFO, considerations made along the way, and lessons learned (Interview 

Guide A1, Appendix E), while interviews with HDGH Program Leads, Program Clinicians, and 

Practitioners focused on understanding the HDGH program contexts (including program goals 

and clients served), experiences with early implementation and delivery of BFO, and first 

impressions of BFO from both their own perspective as well as that of their clients’ (Interview 

Guides B1, C1, Appendix E). 

Participants were invited to a second interview approximately 6 months later, based on the date 

of their first interview. The second round of interviews were used to capture experiences and 

perspectives related to BFO delivery (Interview Guides A2, B2, C2, Appendix E), particularly if 

anything had changed over the past 6 months, such as new barriers encountered, new 

strategies introduced to encourage uptake, or any observations made related to BFO’s impact 

on programs and services provided or on clients. Participants were also asked to reflect and 

share any advice they have for other organizations looking to implement BFO. 
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4.3 Data Analyses 

With participant consent, interviews were recorded and transcribed for thematic analysis. HRI 

Research Associates worked together to apply an inductive and deductive approach to 

developing a set of coded themes using 2-3 interview transcripts. Once an initial set of themes 

were coded, the Research Associates independently applied it to the remaining interviews. The 

Research Associates refined the set of themes with each interview that was coded and 

emerging themes were added until no new ones emerged. Quotations from participants (de-

identified) that support each theme were also added to provide a comprehensive overview of 

results. Coding and categorizing data were done with the assistance of qualitative data analysis 

software NVivo 10. 

Phase II 

4.4 Community Rollout Survey 

HDGH began its efforts to introduce BFO to relevant and publicly-funded community 

organizations in March 2021. Their launch involved an invitation to attend an online training 

session, opportunity to receive a tablet for using BFO with clients, and access to the BFO 

Toolkit with resources and access codes. 

To understand the degree to which community organizations have implemented BFO in their 

setting, data were collected through a survey (Appendix F). The survey included questions 

about which clients the organization had been offering BFO to, which mode of delivery (e.g., 

self-directed, one-to-one, structured group) they used, how helpful BFO had been to their 

organization so far, and how beneficial they perceived it to be for their clients. Consenting 

survey respondents were contacted by HRI for a follow-up interview. In September 2021, HRI 

met with community stakeholders to share preliminary findings from the evaluation and to 

encourage survey participation during a CoP meeting facilitated by HDGH. 

HRI conducted follow-up interviews with survey respondents who indicated their organization 

was delivering BFO to clients using a strategy that was not limited to ‘client self-directed.’ 

During these interviews over Zoom, participants were asked to elaborate on how their 

organization was using BFO with clients, staff interaction with BFO (e.g., staff preparation for 

delivery, use of BFO outcomes dashboard), facilitators and barriers to delivery, and any benefits 

or impacts they had observed as a result of BFO delivery (Appendix G). The same procedures 

for data analyses (Section 4.3) were followed for these interviews. 

4.5 Secondary Data Analysis of Client-level Data 

Breaking Free Online Limited maintains a research database with key variables from clients 

who have consented to having their BFO data used for research purposes. Clients can withdraw 

their consent at any time by accessing settings within the BFO program or by contacting 

Breaking Free Online Limited directly. Clients can also use this setting to remove their data from 

the BFO databases.  
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HRI received approval for a retrospective data request from Breaking Free Online Limited to 

examine clients’ baseline assessments as well as their most recent assessments (i.e., from 

progress check or a final assessment post-treatment). The measures of interest included: 

 Select demographics (gender, age, and ethnicity). 

 Drug/alcohol consumption and drug/alcohol consumption goals, i.e., ‘How many days in 

the past week did you use drugs/alcohol?’ and ‘How much drugs/alcohol did you use on 

a typical day?’ 

 Severity of Dependence Scale (SDS)11: 5-item scale measuring severity of substance 

dependence, e.g., cravings and substance-related cognitions, etc. Internal reliability: α 

=.81 – .90; test-retest reliability ICC = .89. 

 Patient Health Questionnaire (PHQ-4)12: 4-item scale that measures severity of 

depression and anxiety. Internal reliability, α = .81. 

 Five items (1, 2, 17, 18, 20) from the World Health Organization Quality of Life measure 

(WHOQOL-BREF)13. Items selected were those deemed to be generic enough to 

measure general quality of life as opposed to specific aspects of quality of life. Internal 

reliability of these five items, α = .84. 

 Recovery Progression Measure (RPM)14: a 36-item scale measuring functioning in six 

biopsychosocial domains implicated in problematic substance use and recovery. Internal 

consistency, α = .89; test-retest reliability, ICC = .73. 

The access codes provided to clients at sign-up were used to help segregate the data by HDGH 

service type (e.g., in-patient vs. outpatient programs) and by community organization. Data 

included in the research database were de-identified. 

To examine within-person changes from the initial assessment to the most recent follow-up, we 

estimated a series of linear mixed models using the lme4 package in R15. This approach 

accounts for non-independence among the repeated measurements for each individual—that is, 

it controls for the fact that measurements from the same individual tend to be more similar than 

measurements from different individuals. It also allowed us to control for both the service 

                                                

11 Gossop, M., Darke, S., Griffiths, P., Hando, J., Powis, B., Hall, W., & Strang, J. (1995). The Severity of 
Dependence Scale (SDS): Psychometric properties of the SDS in English and Australian samples of heroin, cocaine 
and amphetamine users. Addiction, 90(5), 607–614. 
12 Kroenke, K., Spitzer, R. L., Williams, J. B., & Löwe, B. (2009). An ultra-brief screening scale for anxiety and 
depression: The PHQ–4. Psychosomatics, 50(6), 613–621. 
13 Skevington, S. M., Lotfy, M., & O’Connell, K. A. (2004). The World Health Organization’s WHOQOL-BREF quality 
of life assessment: Psychometric properties and results of the international field trial. A report from the WHOQOL 
group. Quality of Life Research, 13(2), 299–310. 
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provider (HDGH vs. community) and the amount of time that had elapsed between the two 

assessments. For each outcome, we fit a multi-level model regressing the outcome on 

assessment time (initial vs. follow-up), the two covariates, and included a random intercept for 

the individual. 

4.6 HDGH Client Experience Survey 

An online survey was administered to HDGH clients to gather insight into clients’ experiences 

using the BFO program and/or Companion app (Appendix H). The HDGH Project Manager, 

program clinicians and practitioners assisted with the recruitment and administration of the 

online client experience survey. Having the support of program clinicians and practitioners was 

necessary, as many HDGH clients using BFO have complex, and often severe, cases of mental 

illness such as extended psychosis (e.g., schizophrenia, bipolar disorder). 

In situations where clients had severe mental disorders, a HDGH program clinician or 

practitioner would help the client review information about the survey (e.g., purpose, potential 

risks and benefits of participating) before asking if they wanted to participate. Survey 

participation was completely voluntary and had no influence on the care the clients received at 

HDGH. The recruitment poster was created to promote the survey (Appendix I). At the end of 

the survey, participants had the option of receiving an electronic or physical gift card in 

appreciation for their time. 
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5. Findings 

The findings are organized below as they relate to each of the evaluation objectives listed in 

Section 2 and evaluation questions outlined in Appendix B. Where possible, findings were 

triangulated across multiple methods and/or stakeholder groups.  

5.1 HDGH Implementation and Delivery 

A timeline of HDGH’s implementation process is shown in Table 1. For more details on HDGH’s 

early decision to use BFO, and how it was first introduced into HDGH’s Mental Health and 

Addictions programs, please refer to HRI’s BFO Evaluation Interim Report (October 13, 2021). 

Table 1. Implementation timeline for BFO at HDGH and organizations across Windsor-Essex 

 Event Description 

2020 

July BFO reviewed by 
HDGH leadership 

HDGH’s Leadership Team reviewed several digital solutions to 
address gaps in mental health and addictions before deciding 
on BFO. With input from clinical staff, BFO was chosen for 
being cost-effective, accessible to clients, and appropriate for 
HDGH’s programs and services.  

September Preparation for 
BFO 
implementation at 
HDGH 

Leadership Team allocated administrative and project 
management support to implementation. Program Leads were 
onboarded. Additional technological equipment (e.g., printers, 
tablets) were acquired to support activities. 

December BFO is officially 
launched at HDGH 

Launch involved a 2-hour training session for clinical staff from 
11 Mental Health and Addictions programs. Staff were given 
access to test accounts and learning resources. 

December  – 
March 2021 

Check-ins with 
Implementation 
Team 

Implementation Team had a minimum of two check-in meetings 
with Program Leads to discuss progress with introducing BFO 
to clients and to address any challenges. 

2021   

January HRI contracted to 
conduct evaluation 

HRI’s proposal to HDGH outlined evaluation objectives, 
questions, methods, and timeline. HRI began preparing 
evaluation tools and application to research ethics board. 

March Launch of monthly 
BFO updates via 
email 

Implementation Team shared tips, updates, and reminders with 
clinical staff through a monthly email that would also include 
the BFO Dashboard Report, which provides aggregate metrics 
on number of clients enrolled, engagement patterns, and key 
clinical outcomes. 

Presentation to 
Ontario Health 

Implementation Team and HRI reported on progress with 
implementation and evaluation to Ontario Health. 

Preparation for 
community rollout 

Implementation Team reached out to publicly-funded 
organizations in the community that could potentially use BFO 
to augment their programs and services. 

May BFO community 
rollout begins 

Implementation Team delivered online training on BFO to 
community organizations and distributed individualized access 
codes and tablets to them. Several waves of recruitment 
followed. 

June BFO Community of 
Practice meets 

Implementation Team initiated virtual CoP for all interested 
community organizations. Organizations shared how they were 
delivering BFO and any challenges encountered. 
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 Event Description 

October HRI evaluation 
interim report is 
completed 

HRI presented findings to Implementation Team and clinical 
staff. Implementation Team puts report recommendations into 
action. 

November Poster presentation 
at CCSA’s IOS 
Conference 

Implementation Team and HRI presented a poster on early 
evaluation findings at a conference hosted by the Canadian 
Centre on Substance Use and Addiction (CCSA). 

HDGH presents at 
community 
organizations  

Implementation Team and Clinical Champion offered support to 
all community organizations. For the 7 interested organizations, 
the Clinical Champion made a virtual or in-person presentation 
explaining how to use a persistent re-approach method to 
introduce BFO, how BFO can be integrated into daily activities, 
and types of support/identified facilitators for encouraging BFO 
client use. 

2022   

February HDGH launches 
BFO marketing 
campaign 

Campaign included “Experts on Call” radio broadcast, mail drop 
to 50,000 households, and ads on local radio, buses, websites, 
and magazines. 

May BFO pilot phase 
ends 

Project management support ended. HDGH’s Decision Support 
Team became responsible for data reporting moving forward. 
HDGH transitioned from program-specific BFO access codes to 
a single new access code. Leadership over participating 
community organizations transitioned to Ontario Health’s West 
Region Lead. 

 

5.1.1 To what degree has BFO been implemented at HDGH? 

From May to June 2021, the HRI evaluation team held a total of 14 interviews with HDGH staff 

involved in BFO implementation and delivery. Participants included the BFO Implementation 

Team (N=2), and Program Leads, Clinicians, and Practitioners (n=12). Program Leads, 

Clinicians, and Practitioners were from outpatient (n=8), inpatient (n=2), and withdrawal 

management services (n=2). 

At the time of the interview, 9 out of the 11 identified Mental Health and Addictions programs 

had implemented BFO to some extent. The Mood and Anxiety Treatment program reported no 

implementation since they wanted to keep their program focused on anxiety rather than 

substance use. With respect to the Regional Children’s Centre, BFO was not being offered; 

however, interviewed staff saw potential for uptake, especially for parents with substance use 

issues that may not be diagnosed or even recognized as a potential concern. For more context, 

a brief overview of the 11 programs and their client characteristics can be found in Table 2. 

The 9 participating programs were all considered to be in the early implementation stage, which 

for some involved continued discussions on how to integrate BFO into programming. For 

example, clinical staff from an Assertive Community Treatment (ACT) Team described continual 

planning on how to use BFO with clients with concurrent disorders, and the need to 

continuously change how BFO would be introduced to clients given their varying levels of 

readiness to use a digital intervention. 
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Following up 6 months later 

From November to December 2021, the HRI evaluation team followed up with HDGH staff to 

learn if any changes had been made to how they were implementing BFO within their respective 

programs. A total of 14 interviews were held at this time, with minor variation in participants and 

represented programs. Participants included the BFO Implementation Team (N=2), and 

Program Leads, Clinicians, and Practitioners from outpatient services (n=8), inpatient services 

(n=3), and withdrawal management services (n=3). 

All repeat participants reported that no major changes had been made in how they were offering 

BFO to clients or how many clients showed interest in BFO compared to 6 months previously. 

However, some clinicians noted that their more recent clients were presenting with more severe 

mental health and addiction challenges, requiring more time for stabilization, and thereby 

making BFO more challenging to introduce. 
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Table 2. Programs in Mental Health and Addictions at HDGH 

Program name and brief description Client characteristics 

Outpatient 

Addiction Assessment and Referral 
- Entry point into publically funded addiction services, including high intensity services such as 
residential treatment 
- Clients are screened to determine their needs, assessed by a Social Worker skilled in using the 
Global Appraisal of Individualized Needs (GAIN) Assessment Tool, and participate in developing 
their own treatment plan 
- Walk-in clinic is self-referral service 
- # of clients enrolled: 545* 
- Avg. length of enrollment: 95 days* 

- Avg. age: 36* 
- Gender: 62% female, 38% 
male* 
- Clients are concerned about or 
experiencing problems and/or 
negative consequences related to 
substance use 

Assertive Community Treatment (ACT) Teams (3 sites) 
- Provides a single point of access – one door to comprehensive treatment, rehabilitation, and 
support, at any time or day of the week 
- Clients are an active participant in their own care with the goal of promoting independence and 
stability, having better control of mental health symptoms, decreasing the likelihood of 
hospitalization, and achieving an overall improved quality of life 
- Clients are typically onsite anywhere between once a day to once a month; majority of home visits 
are once a week, but can be up to three times a day for others 
- # of clients enrolled: approx. 110 per site* 
- Avg. length of enrollment varies between sites; can be anywhere from 45 days to 10 years or 
longer 

- Avg. age: 40-43 across 3 sites* 
- Gender: 34-45% female, 55-
66% male across 3 sites* 
- Many have severe and 
persistent mental illness, with 
schizophrenia being the most 
common 

CMHA Coordinated Access 
- Provides assistance to individuals seeking support or referring them to appropriate services within 
CMHA-WECB or the community when they are uncertain of the problem and/or the service options 
available 
- While waiting for services, Coordinated Access staff will provide in-person and virtual mental 
health support 
- # of clients enrolled: unknown 
- Avg. length of enrollment: several months 

- Avg. age: unknown 
- Gender: unknown  

Concurrent Disorders Treatment Program 
- Works with highly complex clients to develop a personalized treatment plan that facilitates 
recovery from substance related misuse and dependency in the client’s natural environment 
- Clients are typically onsite 2x per week 
- # of clients enrolled: 30* 
- Avg. length of enrollment: 144 days* 

- Avg. age: 38* 
- Gender: 55% female, 45% 
male* 
- Reasons for treatment can 
include: Substance Use, Anxiety 
Disorder 

Mental Health Outpatient Wellness Program 
- Daily education program held over three weeks with the objective to prevent inpatient admissions, 
support early discharge, allow for phased stages of recovery, and support crisis response services 

- Avg. age: unknown 
- Gender: unknown 
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 Participants learn about their illness and medications, coping strategies, community resources, 
stress management, socialization skills, relapse prevention, positive thinking and healthy lifestyles 
through group presentations and discussions, written exercises, videos and direct skill teaching- 
Clients are referred from inpatient mental health, the Crisis Workers, PAN's or other Emergency 
Department staff 
- # of clients enrolled: 284* 
- Avg. length of enrollment: 94 days* 

Mood and Anxiety Treatment Program 
- Intake involves an assessment based on current diagnosis, length of illness, disability caused by 
illness, and risk 
- Once assessment is completed, team meets with the client to discuss a treatment plan; if the client 
is admitted to the program they are assigned to a social worker for counselling 
- Clients are referred from another hospital, psychiatrist or physician, or community mental health 
provider 
- # of clients enrolled: 70* 
- Avg. length of enrolment: 218 days* 

- Avg. age: 34* 
- Gender: 58% female, 42% 
male* 
- Reasons for treatment can 
include: Schizophrenia, Bipolar, 
Personality Disorder, OCD, 
Anxiety Disorder, PTSD, 
Depression 

Regional Children’s Center 
- Counselling Services provides a variety of treatment interventions for individuals, groups, and 
families who are in conflict with the law and are referred by Probation Services 
- Offender Specific Treatment Program works with youth who have committed a sexual offense for 
up to a year to meet specific goals 
- Clients typically have 1-hour weekly appointments with a Social Worker 
- # of clients enrolled: 2228* 
- Avg. length of enrollment: unknown 

- Youth 12-18 years of age 
- Reasons for treatment can 
include: Anxiety Disorder, PTSD, 
Depression, Emotional 
Regulation, Aggression, 
Behavioural Issues, Parent/Child 
Conflict, Anger Management 
Issues 

Wellness Program for Extended Psychosis (W-PEP) 
- Provides rehabilitation services to individuals who are experiencing an extended psychosis 
- Care plan is based on clinical case management with the focus of the treatment being guided by 
individual or family needs 
- # of clients enrolled: 264** 
- Avg. length of enrollment varies widely; can be years of support to nearly a lifetime 

- Avg. age: 41** 
- Gender: 20% female, 80% 
male** 
- Majority with psychosis 
(schizophrenia, schizoaffective 
disorder, or delusional disorder), 
many with substance use 

Inpatient 

Toldo Neurobehavioural Institute (TNI) 
- Specializes in supporting individuals with severe forms of mental illnesses that are complex or 
resistant to treatment 
- Interdisciplinary team offers a range of treatment approaches to assist clients with the symptoms 
of their illness, promote personal growth and enhance quality of life 
- # of clients enrolled: 230* 
- Avg. length of stay: 66 days* 

- Avg. age: 40* 
- Gender: 48% female, 52% 
male* 
- Reasons for treatment can 
include: Schizophrenia, Bipolar, 
Personality Disorder, OCD, 
Anxiety Disorder, Depression 
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* Taken from HDGH records for April 1 – October 31, 2020 

** 2021 data shared through personal communication

Program name and brief description Client characteristics 

Withdrawal Management 

Community Withdrawal Management Services 
- Supports those in our community who prefer to withdraw from substances and/or alcohol at home 
or in another safe, supportive environment 
- Offers a number of support services including: pre-withdrawal planning, active withdrawal 
monitoring, stabilization, aftercare, case coordination and planned admissions with internal and 
external partners to ensure access and continuation of care, Global Appraisal of Individual Needs 
Q3 Motivational Interviewing (GAIN-Q3 MI), assessment, individualized recovery plan of care, 
Acudetox, Naloxone training and distribution 
- Clients typically participate in a 1 hour session 2x per week 
- # of clients enrolled: 222* 
- Avg. length of enrollment: 119 days* 

- Avg. age: 39* 
- Gender: 42% female, 58% male* 
- Reasons for treatment: Substance 
use 

Residential Withdrawal Management Services 
- 20 bed facility (10 for men, 10 for women) 
- Through daily support from Certified Chemical Dependency Counsellors and a Clinical Social 
Worker/Addiction System Navigator, clients are offered short screening assessments, brief 
supportive motivational counselling, case management, and positive client-centered discharge 
planning that supports holistic, positive life changes 
- # of unique individuals enrolled: 433* 
- Avg. length of stay: 3-5 days depending on whether client is connected to existing Rapid Access 
Addiction Medicine (outpatient addiction medicine) services 

- Avg. age: 37* 
- Gender: 33% female, 67% male* 
- Reasons for treatment: substance 
use 
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5.1.2 To what degree is BFO being delivered or integrated at 

HDGH? 

When clinical staff were asked to describe their early considerations for BFO integration, the 

following themes emerged: program structure and fit, clinicians’ capacity to deliver BFO, 

HDGH’s availability of technology and supports, clients’ capacity to use BFO, and fit with 

existing treatment approaches. These themes were consistent with what was discussed during 

follow-up interviews with clinical staff 6 months later. Each of these themes are explored below. 

Program structure and fit 

The chosen method for BFO delivery was dependent on the length of client enrollment, whether 

that was typically for a short time period/transient or if care would be received over an extended 

time period. For example, programs with shorter enrollment lengths felt that they had very 

limited opportunity to integrate BFO into clients’ day-to-day activities. In most cases, clinical staff 

were only able introduce BFO to clients for independent use.  

Clinical staff also considered the time point at which introducing BFO would make the most 

sense to clients given their cognitive state. Clinical staff felt that clients would be more receptive 

to BFO if in a healthy mindset (as perceived by the clinician), compared to, for example, a stage 

in their treatment where they were undergoing many changes. 

Clinicians’ capacity to deliver BFO 

Another consideration for programmatic integration was the clinical staff’s capacity and degree 

of flexibility in both program operations and their role within that. For highly structured programs, 

clinical staff were more likely to recommend independent use of BFO due to existing treatment 

priorities and requirements of the program. With respect to capacity, some clinical staff felt 

better suited to use BFO with clients than others. For example, in one program, having an 

Addictions Counsellor that could use BFO with clients was a facilitator to implementation; the 

Addictions Counsellor’s knowledge and familiarity with approaches to substance use naturally 

led to conversations around BFO as a viable tool. 

Clients’ capacity to use BFO 

Clinical staff also discussed how BFO was challenging to integrate in programs where the 

majority of clients have complex mental health and addictions needs or with tertiary mental 

health populations (e.g., ACT Teams). When considering whether to introduce clients to BFO, 

clinical staff would look to the clients’ wellness and their available supports (e.g., housing, 

technology, family support). 

Similarly, clinical staff would try to gauge the client’s level of comfort with and access to 

technology, simply by asking if they used a smartphone or based on the program itself if clients 

had allocated time in HDGH’s computer lab. 
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Fit with existing treatment approaches 

Finally, clinical staff considered BFO’s areas of overlap with their existing treatment approaches 

and activities. Some clinical staff felt that the BFO modules were similar to the work they were 

already doing with clients, so they did not formally incorporate BFO into the program (e.g., as 

structured computer assisted therapy). Clinical staff expressed that they saw BFO as a more 

appropriate tool for clients during discharge, when clients would no longer be enrolled in more 

intensive treatment.  

 “It’s definitely a tool. I think it’s useful. We definitely need to figure out what our 

approach is going to be for [program name]… none of it seems to work fantastic 

… pull what’s useful, disregard what isn’t working, just keep in mind that just 

cause it didn’t work doesn’t mean it can’t be tried again when the person is in a 

different stage of readiness or a different point in the illness journey.” – Staff 

During the second round of interviews that took place six months later, it was confirmed that 

most programs at HDGH had integrated BFO into their program activities with varying degrees 

of success. Identified facilitators and barriers to delivering BFO are discussed in Section 5.1.3. 

BFO delivery format to clients 

Based on the considerations above, clinical staff had different options for implementing and 

delivering BFO. These included: 

 Independent use (no support) – Clinical staff would offer BFO as an option to every 

client who showed interest. For example, in Community Withdrawal Management 

Services, information on BFO was included in a support package given to all clients 

upon discharge.  

 Independent use with support – After a client shows interest and starts using BFO, 

clinical staff would use BFO to initiate or even guide follow-up conversations. For 

example, in the Mental Health Outpatient Wellness Program, clinical staff working with 

clients could log into the client’s account with them to review progress and answer any 

questions they may have.  

 Semi-structured group – For inpatient clients at the Toldo Neurobehavioural Institute, 

clinical staff would use allocated time in the computer lab to introduce clients to BFO 

modules and to provide support in a group setting. 

 Semi-structured individual – In ACT, clinical staff would use BFO during one-on-one 

time with clients as computer-assisted therapy. In some cases clinical staff would follow 

up with clients between key working sessions. 

Table 3 provides an overview of the different forms of delivery that HDGH programs are 

currently using to provide BFO to clients. Of note, in the Regional Children’s Centre programs, it 

was determined that BFO would not be an appropriate fit for their clients. However, clinical staff 

saw potential in being able to offer BFO to family members if they thought it could be useful.  
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Table 3. Delivery formats of BFO at HDGH 
 

Independent 
use 

(no support) 

Independent 
use with support 

Semi-structured 
group 

Semi-structured 
individual 

Outpatient 

Addiction Assessment and 
Referral 

✓ 
   

Assertive Community 
Treatment Teams 

 ✓  ✓ 

CMHA Coordinated Access 
 

✓ 
  

Concurrent Disorders 
Treatment Program 

✓ ✓ 
  

Mental Health Outpatient 
Wellness Program 

 
✓ 

  

Mood and Anxiety 
Treatment Program 

Not implemented 

Regional Children’s Center Not implemented 

Wellness Program for 
Extended Psychosis 

 ✓   

Inpatient 

Toldo Neurobehavioral 
Institute 

 ✓ ✓  

Withdrawal Management 

Community Withdrawal 
Management Services 

✓    

Residential Withdrawal 
Management Services 

✓    

 

Table 4 provides a more detailed description of how clients in each program get introduced to 

BFO.
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Table 4. Approaches for introducing BFO to clients at HDGH  
Method of introduction Client characteristics 

Outpatient 

Addiction Assessment 
and Referral 

 Handout given to clients about BFO in the crisis information 
package received at the end of intake 

 Clinicians may also show more information about BFO with 
some clients using a video or PowerPoint presentation 

 All clients 

Assertive Community 
Treatment Teams  

 Addiction Counsellor or primary worker introduces BFO to 
client based on perceived benefit 

 Other ACT staff refer clients to the Addiction Counsellor to 
follow-up with BFO information 

 Method of use/format depends on the client and their 
preferences 

 Anyone with a documented history of addiction or 
substance use challenges; also offered to client with 
suspected substance use disorder 

CMHA Coordinated 
Access 

 Staff member providing introduction and access code to 
clients over the telephone as a resource or potential tool 
while they wait for access to other services 

 If in-person, client would be invited to use BFO on a 
provided tablet 

 

Concurrent Disorders 
Treatment Program 

 Psychiatry resident would use a provided tablet to show 
BFO to a client and to gauge interest 

 Client would try BFO independently 

 

Mental Health Outpatient 
Wellness Program 

 Case worker introduces client to BFO 

 BFO is downloaded onto case worker’ phone/iPad to show 
clients directly 

 Case worker provides support to account set up and follow-
up as part of their treatment plan 

 All clients where addiction is identified in the initial 
meeting with a case worker 

Wellness Program for 
Extended Psychosis 

No details provided 

Inpatient 

Toldo Neurobehavioral 
Institute 

 Addiction Counsellor and Recreation Therapist introduce 
BFO to clients; nurses may refer clients to these staff to get 
more details about BFO 

 Follow-up after two weeks for all clients regardless if they 
previously expressed no interest in using BFO 

 Usually introduced at 4-5 days after client is referred 

 Clients with substance use disorder diagnosis 

Withdrawal Management Services 

Community  Case worker introduces clients to BFO using phone or 
computer that client has access to 

 Introduced to clients with smartphone or computer; 
technologically savvy 

Residential No details provided 
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5.1.3 What are some characteristics of HDGH that may have 

influenced implementation and delivery of BFO? 

Organizational leadership 

HDGH took a stepwise approach to its implementation and delivery of BFO, which included 

investing dedicated resources to carry out the project, seeking input from clinical staff along the 

way, and drawing from past experience with implementing new tools. 

For example, HDGH leadership reviewed several providers of digital solutions before choosing 

BFO. Their goal was to find a solution that was practical, resonated with clinical staff and would 

be easy for clients to understand and navigate. As described by the Implementation Team, BFO 

was also cost effective and could be easily trialed in the HDGH environment prior to any 

significant commitment. With positive feedback from the clinical staff, BFO was deemed to be a 

good approach within the HDGH context and funding was secured to support its 

implementation. In the early stages of implementation, acquiring dedicated administrative and 

project management support was critical. Initial planning also included onboarding leadership in 

each of the HDGH programs, as well as acquiring technological equipment (e.g., tablets, colour 

printer) to support activities. 

Early planning for BFO implementation was also informed by the BFO Implementation Team’s 

previous experiences in implementing other initiatives at HDGH, such as the Global Appraisal of 

Individual Needs (GAIN) screening and assessment tools. Their first step was to create a 

project charter with HDGH stakeholders, the funder, and stakeholders from Ontario Health. 

Next, the BFO Implementation Team initiated meetings with all Program Leads in Mental Health 

and Addictions to introduce BFO as a potential solution and to discuss appropriateness of fit. 

The BFO Implementation Team also secured evaluation support from HRI. 

Pandemic-related disruptions and policies 

To date, the planning, implementation, and delivery of BFO at HDGH and Windsor-Essex 

community agencies has occurred within the context of the COVID-19 pandemic. It is important 

to recognize that HDGH and the participating programs experienced various changes in 

programming, resources, and demand, in order to comply with public health’s COVID-19 

restrictions. For example, there were periods of time when services that were traditionally in-

person had reduced capacity and/or were made available through phone/video conferencing. In 

some programs, there were also restrictions to the number of clients participating in treatment 

sessions. The participating inpatient program did not report changes that would have affected 

BFO delivery; however, they noted that all programs underwent changes to comply with 

infection control measures and the increased demand placed on health care workers during the 

pandemic. 
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Staff knowledge and beliefs; fit with existing workflows 

Clinical staff who were interviewed unanimously agreed that the BFO intervention was a helpful 

addition to available treatment approaches for clients. As noted by the BFO Implementation 

Team and Program Leads, uncertainty amongst staff centered on having the capacity to 

implement and integrate BFO into programming, and not the BFO platform itself.  

“I think openly everyone recognized that it’s a great resource. My impression … 

was that they were open to hearing about it, but they just wanted to figure out 

how it would fit into their current workload.” - Staff 

Clinical staff expressed excitement for having a new resource for clients, especially a tool 

that addressed substance use. They believed that BFO would work well for certain clients who 

are in a particular stage of their recovery and are motivated to change. Clinical staff from the 

ACT Teams, in particular, stressed the importance of matching expectations of BFO uptake and 

use to the specific context of their clients: 

“I think an overall summary is that it looks to be a good program, I think there is a 

place for it. It's just a matter of kind of where exactly it fits in the toolbox ... I think 

it’s always going to be a long term approach with a lot of ACT clients … It takes 

people sometimes 6 months to get them to come to bowling so to actually get 

them to do something like this, it wouldn’t be unusual to have something in a 

treatment plan where like the goal is 18 months from now.” - Staff 

Staff were also asked to provide feedback on their use of the aggregate BFO data. In the 

implementation of BFO at HDGH, program staff did not have log-in access to the BFO 

Outcomes Dashboard to view client outcomes in real-time. Instead, aggregate data on client 

engagement and outcomes were shared through the monthly summary sent via email by the 

Implementation Team. At the time of the initial interview, most clinicians had not viewed the 

monthly summary. Some clinicians were not aware of the details of these summaries and 

communicated that they often did not have the time to review results in detail. 

When clinical staff were approached 6 months later to speak about their overall experience with 

BFO, and that of their colleagues, responses were more mixed. While some programs viewed 

BFO as a great resource, having received positive feedback from clients who used it, others felt 

that the program was too cumbersome for clients to use and that there was still some resistance 

from staff to introduce it. 

Facilitators and barriers to implementation 

When the Implementation Team was asked to reflect on what worked well in encouraging 

implementation and uptake of BFO, several facilitators were described. These included: 

 Regular monitoring of data and follow up with program staff to reinforce continuous effort 

 Providing personalized feedback to program staff whenever possible 
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 Rewarding staff/internal recognition for staff who made an extra effort to make BFO 

accessible to clients 

 HDGH’s Director of Mental Health and Addictions’ active involvement as project 

sponsor; his presence at all training sessions, follow up meetings, etc. and effort to 

monitor how all programs were engaging with BFO made a difference in uptake 

With respect to observed barriers, the Implementation Team noted that the BFO program was 

considered a “side of desk” initiative. During the pilot, the Implementation Team provided 

dedicated leadership and project management skills to implementing BFO. However, once 

the pilot ended, HDGH’s Decision Support Team became responsible for data reporting moving 

forward. Leadership over participating community organizations also transitioned to Ontario 

Health’s West Region Lead. With this less “hands on” approach moving forward, the BFO 

program will continue being offered at HDGH, but the same level of growth and traction in the 

first year of implementation within HDGH and the community may not continue. 

Facilitators and barriers to delivery 

When clinical staff were asked to reflect on facilitators to delivering BFO, the themes that 

emerged included: 

• Having multiple avenues/ strategies to introduce BFO to clients, whether its education 

during a session, pamphlets and posters, word of mouth from people they trust, etc. 

• Introducing BFO to clients at a time when they are most alert, engaged 

• Having a “point person” within the program so that other clinicians could refer client to 

them for follow up 

• Offering one-on-one sessions with a clinician who knew how to adapt BFO to meet their 

goals and/or supplement it with other resources  

In addition, clinical staff mentioned several potential facilitators to delivery that may influence the 

use of BFO in the future when COVID-related measures could be lifted. These included the: 

• Introduction to BFO in groups, when restrictions are no longer necessary – groups can 

alleviate work for clinicians and encourage interest if group dynamic is positive 

• Ability to book appointments and have face to face interactions with clients to support 

navigation of BFO 

With respect to observed barriers to delivering BFO, the themes that emerged from clinical staff 

were organized into external, program-level, intervention-related, and user-related factors: 

External factors 

• Pandemic exacerbated issues for the precariously housed, making it much harder for 

them to cope with substance use and addiction issues  
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• More recent clientele have been more sick, less stable  

Program-level factors 

• Rotation of shift workers and part time workers make it challenging to have BFO 

messaging consistently presented to clients, especially during the times of day that tend 

to be more hectic 

• Staff can forget to include BFO when talking about discharge  

• Due to COVID, the majority of follow up with clients continues to be over the phone, 

which makes it more challenging to explain the BFO program  

Intervention-related factors 

• Content in BFO is not accessible for clients with learning disabilities or intellectual 

disabilities  

• App is too complicated for clientele in an acute setting or when they are going through  

psychotic symptoms of various types and severity  

User-related factors 

• Clients were not interested in looking at an electronic app or computer as they had other 

priorities  

• Clients not having access to technology/Wi-Fi/precariously housed, etc.  

Lessons learned from the perspective of clinical staff 

After 6 or more months of offering BFO and using it with clients, clinical staff were asked to 

reflect on what advice they would give to other organizations, program implementers, and 

clinicians on using BFO. 

Suggestions to organizations or program implementers included: 

• Provide guidance to clinicians on how to establish whether or not BFO might be a good 

fit for the clients 

• Remind clinicians of importance of active offering 

• Provide classes for people/ the general public in areas of the hospital or community to 

attend to learn how to use BFO 

• Target clients who have completed a course of treatment or are in partial or full 

remission 
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Suggestions to clinicians included: 

• Be prepared to supplement the material in BFO, especially if clients have been through a 

lot of programming before 

• Use visuals whenever possible and make it fun; take this approach when introducing the 

tool, when facilitating discussions, etc. 

• Walk through the tool with clients, helping them to understand what’s being asked as the 

language used may not be familiar to them 

• Plan to follow up with clients to ask about how they’re using the tool, identify where they 

need further support, etc. 

• Be patient and offer the tool consistently 

Some supporting quotations for this advice include: 

“Be patient, consistent, you know. Despite initial resistance they may eventually 

be more interested in it. If they push then you back off.” - Staff 

“As long as you take the time to do it with them step by step, I think… the advice 

would be to print off some PowerPoint slides on how to use the app, give them a 

copy, and go through it with them. And then if they have questions they can ask 

you right there and then. Rather than them going home and struggling, having 

questions and no one there’s to answer, they give up. We don’t want to put them 

in a position where they get frustrated or confused. We want them to be able to 

take it and run with it on their own – start their recovery journey.” - Staff 

In addition, much of the advice on how to use BFO successfully with a client was captured in 

this experience from one staff in ACT:  

“For the client who had been using it consistently, the format changed a bit after 

we worked through everything. We kind of set up these ongoing meetings to use 

a review. The parts of the tool he liked the best, or what he reported to me, was 

using it as a check in, just to see where he was at and then assessing his needs 

based on that. So if there was something we could pull from Breaking Free we 

might set up a session for a review, such as the diagram that BFO provides, or I 

would supplement with other resources.” - Staff 

5.2 Windsor-Essex Implementation and Delivery 

5.2.1 To what degree has BFO been implemented by 

community organizations in Windsor-Essex? 

As shown in Table 1, the HDGH Implementation Team took a stepwise approach to inviting 

publicly-funded organizations in Windsor-Essex to participate in its community rollout of BFO. In 
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total, the HDGH Implementation Team invited 25 organizations (see ‘Partnering Services’ in 

Appendix A) in Windsor-Essex to join them in making BFO available to their clients. 

Facilitators to implementation  

When asked to reflect on facilitators to rolling out BFO to community organizations, the HDGH 

Implementation Team cited their good familiarity and existing connections in the community as 

an important factor. If, for example, they were responsible for a community rollout in a larger 

city, the implementation process would be more complex and require greater resources to 

coordinate.  

Having a comprehensive implementation plan and existing networks/channels for 

communication were also important to a smooth community rollout. The Implementation Team 

aimed to provide consistent and reliable support to community organizations, which was made 

possible with one-on-one check-ins and in-person meetings with HDGH’s Clinical Champion. 

On a related note, the Implementation Team intentionally sought out their Clinical Champion, 

given their background and experience in addictions, as well being someone relatable given 

their experience with BFO. The Implementation Team worked closely with the Clinical 

Champion to develop a presentation based on frequently asked questions, with concrete 

examples from the withdrawal management services, which was the Clinical Champion’s area 

of expertise. 

Overall, the Implementation Team saw the opportunity to provide BFO to the community as a 

win for everyone. The implementation process, including the HDGH’s initiation of a Community 

of Practice, helped foster greater collaboration between community organizations, rather than 

competition: 

“We do a lot of looking towards others for solutions. That’s how we normally 

operate, you know. What are other communities doing to address this? But really 

refocusing that dialogue to like ‘how can we participate in that? What can others 

learn from us?’ And shifting that thinking away from others are doing better than 

we are, and more focus on developing what we’re doing and doing that well. So 

that shift away from siloed thinking or thinking that things will never change. 

We’re together for the greater good and showing that through evidence I think is 

a great way to do it. Let’s show people the success we can create when we 

come together.” – Implementation Lead 

Finally, the Implementation Team cited that having a planned evaluation conducted by an 

external group such as HRI encouraged uptake in the community. Planned evaluation activities 

and supports demonstrated HDGH’s commitment to ensure that this initiative would be 

documented and that feedback from partners would be used to inform future changes. 

Barriers to implementation 

Competition for resources in the local mental health and addictions sector can stifle efforts to 

work collaboratively. The Implementation Team noted that the ability for clients to use BFO 
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regardless of their service provider, even as they transitioned from one to another, is a benefit of 

the digital intervention. However, some community organizations may have been more 

concerned with how their BFO enrollment numbers compared to others. 

The other barrier described by the Implementation Team was the amount of time and effort 

required to plan and carry out a thoughtful community rollout. While having a dedicated team 

with project management support was key to the implementation process, the time and attention 

that HDGH could continue to give to support BFO uptake in the community was limited after the 

pilot period ended. 

Observed impact 

Overall, the BFO community rollout, from the perspective of the Implementation Team, was a 

positive experience. It allowed HDGH to engage or re-engage with community organizations 

that they had not worked with much in the past, if at all. Existing partnerships were said to be 

strengthened as a result: 

“The overall goal of HDGH was to strengthen partnerships – we were able to do 

that, I think – because as I mentioned, [BFO] can really help a client with 

planning, mindfulness. I think if everyone’s name is attached to it, it shows we 

really care for our clients across Windsor Essex. We want to care for every 

individual. We want the individual to succeed to the best of their ability.” - Clinical 

Champion 

HDGH’s partnership with Essex-Windsor EMS is an example of a strengthened partnership that 

coincided with the introduction of BFO in the community. The two parties have introduced a co-

response model where a HDGH health worker, social worker, and EMS staff member work 

together to follow up with a client with an addiction-related issue or whom had recently 

overdosed. As part of the follow up, staff introduce BFO to these clients. More information on 

how Essex-Windsor EMS is using BFO is shown in Figure 1 below. 

5.2.2 To what degree is BFO being delivered by community 

organizations in Windsor-Essex? 

In early 2022, the same 25 community organizations were invited to participate in the evaluation 

process as a way to understand which organizations had: introduced BFO to their clients, who 

they have been offering it to (e.g., select groups of clients or all clients), which mode of delivery 

they use (i.e., self-directed, one-to-one, structured group), how helpful BFO has been to their 

organization, and how beneficial they perceive BFO to be for their clients.  

In total, 9 participants/organizations responded to the HRI-HDGH evaluation survey between 

January 20 and March 15, 2022, 8 of which said that their organization was using BFO with 

clients. With respect to the types of programs that BFO was reportedly being used in, these 

included community outreach initiatives, programs for at-risk youth (ages 12-21), primary care 

services, and mental health services. Staff who were introducing BFO to clients included 
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volunteers with lived experience, substance use counsellors, clinical social workers, and nurse 

practitioners. 

When asked in what ways BFO was being delivered in their organization, 45% of respondents 

selected “self-directed by clients,” 33% selected “one-on-one intervention,” 11% selected 

“structured group work program,” and 11% selected “other.” Respondents who selected “other” 

included a description of how they were promoting BFO through their organization’s social 

media accounts and local media accounts, or specified that while the majority of use was “self-

directed by clients,” assistance would still be offered to them by the organization. 

Respondents were also asked to rate how helpful BFO has been to their organization for 

augmenting their programs and services on a scale of 1 to 5 (n=8). Their responses were 

evenly split four ways; 25% selected “2: A little helpful,” 25% selected “3: Somewhat helpful,” 

25% selected “4: Very helpful,” and 25% selected “Unsure.” When asked to elaborate on their 

response, respondents wrote that they liked being able to offer an additional service to clients. 

However, it was also stressed that BFO, as a digital health intervention, is not suitable for 

everyone. 

“The timing of BFO was very strategic for [our agency] because of significant 

changes in the delivery of our case management services and increasing the 

capacity of all frontline staff … in supporting clients with addiction.” – Community 

organization 

“We will continue to promote the offering and in principle it is absolutely helpful to 

have a new or additional service to offer patients. I'm not sure if the patients or 

clinicians value the additional service.” – Community organization 

“BFO is not for everyone and nor is technology.  Some clients struggle with 

electronics.  It is beneficial for tech savvy clients and ones that want to work on 

their addictions in a proactive manner.” – Community organization 

In addition, respondents were asked to rate how beneficial BFO has been to their organization 

for improving client outcomes on a scale of 1 to 5 (n=7). While 38% of participants selected 

“Unsure” because their organization had not collected any information from clients about their 

experience, 25% selected “2: A little beneficial,” 25% selected “3: Somewhat beneficial,” and 

12% selected “4: Very beneficial.” Respondents elaborated on their response by sharing that 

client engagement using the self-directed format had been poorer than expected (n=2). 

However, for those organizations who indicated higher commitment among their clients to using 

BFO (and usually involved BFO delivery with staff supports) respondents acknowledged how 

BFO could assist a client’s progress towards their goals (n=2).  

Finally, participants were asked to rate how easy it was for their organization to deliver BFO on 

a scale of 1 to 5 (N=9). While 45% of participants selected “Unsure,” 22% selected “3: 

Somewhat easy,” 22% selected “4: Very easy,” and 11% selected “5: Extremely easy.” Some 

common themes that emerged from participants’ written response to this question were that: 

BFO is well-designed and intuitive to use (n=3), BFO is patient-driven (n=3), staff had been 
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instrumental to delivery (n=1), staff found BFO challenging to use (n=1), and that BFO was not a 

good fit for their clients (n=1). 

Examples of community organizations delivering BFO 

To get a more in-depth understanding of how organizations were using BFO with clients, 3 

follow-up interviews, with 4 participants, were conducted with organizations who were delivering 

BFO using a format that was not limited “self-directed by clients.” The three organizations who 

agreed to participate in these interviews included: Essex-Windsor Emergency Medical Services 

(EMS), CMHA Windsor-Essex County, and Aegis Community. An overview of these 

organizations and their approach to delivering BFO is shown in Figure 1: 

 

Figure 1. How three community organizations are using BFO 

Facilitators and barriers to delivering BFO in the community  

During the follow-up interviews, participants were asked to identify facilitators and barriers to 

delivering BFO within their organization. Identified facilitators included: the provision of free 

tablets either being given to clients to keep, to use at the agency, or on a borrowing basis; 

HDGH’s emphasis on ‘offer, offer again’ in their training; having internal champions, staff or 

volunteers with lived experience involved in delivery; and creating handouts for internal use on 

how to set up a BFO account, use the service code, etc. Participants also noted the important 

leadership role that HDGH’s Implementation Team had played in the community, which was 

demonstrated through their training efforts, ongoing communication with organizations, and 

support provided by presentations from the HDGH Clinical Champion and formation of a CoP. 

 

“I think [HDGH’s Implementation Team has] done a terrific job of trying to build 

community collaboration … I know that internally we did not have the resources 

… they’ve taken it much further than we could have.” – Community organization 

With respect to barriers to delivery, notable themes included the challenges of introducing a new 

program when an organization’s staff are already stretched in their capacity; the fact that not 

Essex-Windsor EMS

•BFO is used in new program 
(est. May 2021) in 
partnership with HDGH

•Paramedic and social 
worker collaborate to follow 
up with individuals flagged in 
EMS system

•Team walks through BFO 
with client in their home

CMHA Windsor-Essex 
County

•BFO is used in variety of MH 
programs where clinicians 
meet regularly with clients 
one-on-one or in groups

•BFO also gets introduced to 
clients through Safe Beds 
(homeless shelter program)

Aegis Community

•Outpatient RAAM 
designated clinic with 
diverse client pop.

•BFO is used in counselling 
program, which includes 
one-on-one and group 
sessions

•BFO also gets introduced to 
clients through a booth run 
by students, volunteers
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everyone is good or comfortable with technology; and that BFO is an unsuitable intervention for 

members of the homeless population who do not have access to technology. 

“You have to have some sort of technology. We have a large homeless 

population so it’s hard to introduce it to somebody in that situation. We have 

tablets that we’ll lend out … So one challenge is definitely having access to the 

technology and who will be responsible with it.” – Community organization 

Overall, community organizations shared either mixed or mostly positive experiences with 

delivering BFO. These perceptions and experiences were largely influenced by a client’s access 

to stable housing and their level of interest or motivation in using a digital intervention. 

“I think it gives them the autonomy when they need it … It’s not like ‘you need to 

make this appointment on this day, this time.’ It allows them to do it in the privacy 

of their own home, their comfort zone.” – Community organization 

“These patients are very motivated; they’re doing these things on their own time. 

So that’s why it’s been a good setting to introduce them to BFO. They’ve been 

very excited about it.” – Community organization 

“I think it has been very positively received and that clients find it straightforward 

from a technical perspective. They like the way that there’s reinforcement and the 

opportunity to consider beforehand, you know, ‘if I’m going to be in this area that 

is potentially triggering for me, how am I going to deal with that?’ … Those are 

pieces they have found particularly useful and helpful.” – Community 

organization 

5.3 Client Use and Experiences 

5.3.1 To what extent is BFO reaching the target population? 

From December 25, 2020 to April 14, 2022, a total of 171 BFO accounts were created in 

Windsor-Essex, with 110 of them using a HDGH service code and 61 of them using a service 

code from a community organization. A more detailed breakdown of the enrollment numbers is 

shown in Figure 2. 
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Figure 2. BFO enrollment in Windsor-Essex by service/organization 

Notes for Figure 2:  

 ‘Detox’ in the figures below refer to withdrawal management services. 

 Enrollment numbers exclude BFO accounts created from the House of Sophrosyne, as 

they independently implemented BFO in their organization. In total, there were 179 

accounts created through House of Sophrosyne. Of those, 143 were created before 

December 25, 2020 and 36 were created after. The last account was created on July 22, 

2021. 

With respect to client characteristics, 57% of BFO clients across all Windsor-Essex services 

identified as male and 43% identified as female (see Figure 3). The mean age for BFO clients 

across all Windsor-Essex services was approximately 35 years. The majority of BFO clients 

typed ‘Canadian’ as their ethnicity, with some variation in other represented ethnicities between 

HDGH clients and those served by community organizations (see Figure 4). 
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Figure 3. BFO enrollment in Windsor-Essex by gender 

 

 
Figure 4. BFO enrollment in Windsor-Essex by ethnicity 

When creating a BFO account, clients were asked to identify what difficulties they were getting 

help with, with ‘Alcohol,’ ‘Drugs,’ and ‘Alcohol & Drugs’ as their options. Figures 5-6 show that 

in most programs, more than one third of BFO clients in Windsor-Essex selected ‘alcohol and 

drugs,’ with the majority of them selecting ‘Drugs’ as what they were/are having the most 

difficulty with. Figure 7 shows that the most commonly used drugs among this group were 

cocaine and other stimulants. 
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Figure 5. Substance difficulty among BFO clients in Windsor-Essex 

 
Figure 6. Substance of most difficulty, if 'Alcohol & Drugs' was selected, among BFO clients in 

Windsor-Essex 
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Figure 7. Types of drugs used among BFO clients in Windsor-Essex 

Notes for Figure 7: 

 Categories without a percentage label represented < 5% of the total 

 Clients could list up to 3 substances; this graph presents only the primary substance 
reported 

 Cocaine and other stimulants includes cocaine, Adderall, amphetamines, crack, and 
methamphetamine 

 Opioids include codeine, fentanyl, hydromorphone, morphine, and OxyContin  

 Sedatives and sleep aids include Ambien, diazepam, lorazepam, and Xanax 
 

5.3.2 To what extent are clients accessing and engaging with 

BFO at HDGH? 

Initial and follow-up assessments completed 

When a BFO account is created, clients are asked to complete an initial assessment. In addition 

to questions regarding select demographics, drug/alcohol consumption, and drug/alcohol 

consumption, goals, measures of interest to this evaluation included the: SDS, PHQ-4, five 

items from the WHOQOL-BREF, and the RPM. See Section 4.5 for more details about these 

measures.  

Across all Windsor-Essex services, a total of 169 BFO clients completed the initial assessment. 

At HDGH alone, 44 initial assessments were completed in inpatient services, 33 were 

completed in outpatient services, and 31 were completed in withdrawal management services. 

For BFO clients from community organizations, 61 initial assessments were completed. See 

Appendix J for BFO client data sorted by service type. 

After BFO clients had completed the initial assessment, they could also complete a ‘check-in’ or 

follow-up assessment at any time by answering the same set of questions. The database 
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provided by Breaking Free Online Limited only provided responses from the most recent follow-

up assessment completed. Across all Windsor-Essex services, a total of 64 BFO clients 

completed the follow-up assessment. At HDGH alone, 33 follow-up assessments were 

completed in inpatient programs, 11 were completed in outpatient programs, and 7 were 

completed in withdrawal management services. For BFO clients from community organizations, 

13 follow-up assessments were completed. 

As shown in Figures 8-9, the majority of BFO clients completed their most recent follow-up 

assessment within 50 days of creating their accounts. Within this time frame, the majority of 

clients completed anywhere between one and four follow-up assessments. It is important to 

note that the responses from three individuals were excluded from the follow-up assessment 

data presented in this report, as their follow-up assessments were completed on the same day 

as their initial assessment. 

 
Figure 8. Number of days between initial assessments and follow-up (or most recent) 

assessments completed by BFO clients in Windsor-Essex 
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Figure 9. Time between initial assessments and follow-up (or most recent) assessments by 

total number of follow-up assessments completed 

Table 11 in Appendix J includes characteristics of clients who completed a follow-up 

assessment vs. those who did not. A client’s setting (i.e., inpatient vs. outpatient vs. withdrawal 

management services vs. community) was the only characteristic that was significantly 

associated with their likelihood of completing a follow-up assessment. Notably, the greatest 

proportion of clients who completed at least one follow up assessment were in inpatient services 

compared to those in outpatient or withdrawal management services and community programs. 

Engagement with ‘My Diagram’ and six strategies 

When BFO clients complete the initial assessment, they are presented with a personalized, 

colour-coded diagram showing different areas impacting their life. BFO clients navigate ‘My 

Diagram,’ a cognitive-behavioural therapy intervention, by choosing the area they want to 

address, although it is recommended that they prioritize areas that are coloured red. They then 

select ‘Action’ or ‘Information’ as the strategy type. As BFO clients progress through the 

strategies at their own pace, the coloured area will change from amber to green.  

Figure 10 shows the six areas that BFO clients can address, by frequency of use and total 

number of strategies completed. BFO clients in Windsor-Essex equally engage in the ‘Action’ 

and ‘Information’ strategy types, as well as the different areas on ‘My Diagram.’ The majority of 

BFO clients represented in Figure 8 either completed one strategy or none; only a few BFO 

clients completed more than two strategies. 
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Tables 12 and 13 in Appendix J include characteristics of clients who completed at least one 

action strategy, and one information strategy, respectively. A client’s setting (i.e., inpatient vs. 

outpatient vs. withdrawal management services vs. community) was the only characteristic that 

was significantly associated with their likelihood of completing at least one of these strategies. 

Notably, the greatest proportion of clients who completed at least one follow up assessment 

were in inpatient services compared to those in outpatient or withdrawal management services 

and community programs. 

 

Figure 10. Frequency and type of strategies completed by BFO clients in Windsor-Essex 
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5.3.3 What is the clients’ experience using BFO at HDGH? 

Client perspective 

With the support of program clinicians and practitioners, HDGH clients were invited to complete 

an online survey about their experience with the BFO program and/or Companion app. The 

survey was open from October 22, 2021 to January 14, 2022. During that time, 32 individuals 

clicked the survey link; 13 participants completed the full survey. 

Of the 32 individuals who clicked the survey link, 16% were accessing services from the Toldo 

Neurobehavioural Institute, 10% were from Addiction Assessment and Referral, 6% were from 

Community Withdrawal Management Services, 4% were from the Mental Health Outpatient 

Wellness Program, 4% were from the Mood and Anxiety Treatment Program, 3% chose ‘Other,’ 

and 57% did not respond. Further, 37.5% (n=12) of these individuals had accessed BFO 

through an internet browser on a computer, tablet, or smartphone, and 9.38% (n=3) of them had 

used the Breaking Free Companion app that had to be downloaded on a tablet or smartphone. 

Figures 11-13 below summarize client responses to questions about the BFO program (and not 

the Companion app): 

 

Figure 11. How long have you been using the Breaking Free Online program? (n=12) 

Less than 
a month

25%

1-2 months
25%3-4 months

25%

More than 
5 months

8%

Response 
missing

17%
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Figure 12. On a scale of 1 to 5, how easy has it been for you to use the Breaking Free Online 

program? (n=12) 

 

 

Figure 13. On a scale of 1 to 5, how helpful has the Breaking Free Online program been in 

supporting your treatment plan and/or goals for progress and recovery? (n=12) 

Clients were also asked to respond to several open-ended questions related to their user 

experience. The themes that emerged from these questions are summarized in Tables 5-6. 

  

Not at all easy
8% Not very easy

0%

Somewhat 
easy
25%

Very easy
34%

Extremely 
easy
0%

Response 
missing

33%

Not at all 
helpful

9%
Not very 
helpful

8%

Somewhat 
helpful

42%

Very helpful
25%

Extremely 
helpful

8%

Response 
missing

8%
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Table 5. What do you like about using Breaking Free Online? (n=12) 

Theme # Quotations 

Navigation 4 “Easy navigation” 
“It is easy to use and follow along” 
“It’s easy” 
“It’s a very supportive site and easy to use” 

Program content, 
organization 

4 “Good information” 
“The knowledge of different strategies you can use” 
“The way it organized your information and put together” 

Helpful, supportive,  
motivating 

3 “It’s a very supportive site and easy to use” 
“Fast, simple, organized, progressive surveys. ” 
“Reminds me of how good it is to be free from drug habit” 

Nothing 1 “Not anything” 

 

Table 6. What do you dislike about using Breaking Free Online? (n=12) 

Theme # Quotations 

Program content 3 “Further information for patients needed” 
“Maybe offer more options” 
“Extremely short videos, limited knowledge, self-explanatory 
suggestions. Also there was zero focus on important recovery 
values such as gratitude, acceptance, hope, or attachment.” 

Not helpful, 
motivating; not for me 

3 “Not that motivating to use” 
“Felt it was not for me” 
“It makes me think about the substances i have a problem with” 

Navigation 2 “it’s very difficult and confusing to use” 
“Some of the navigation” 

Too long to access 
information 

2 “Takes too long to access information” 
“snail's pace delivery” 

Nothing  2 “Nothing at all” 
“Nothing really; it has everything you need” 

 

Finally, with respect to the Breaking Free Companion app, the 3 participants who had used it 

provided both positive and negative feedback. Overall, participants did not find the app user 

friendly, describing it as “very complicated to learn initially.” On the other hand, participants 

appreciated the visuals provided in the app and called it “forward thinking.” 

Staff perspective 

Clients’ early experiences with BFO 

During the first round of interviews, program staff had limited feedback to provide on behalf of 

their clients who used BFO. Programs where the BFO delivery format was independent use did 

not provide client feedback during the interviews. In the inpatient program, staff reported that 

clients’ interest in BFO varied greatly from those who were engaged and responded positively to 

others who only participated in BFO programming because it gave them a chance to move off 

the program unit and interact with computers.  

Multiple program staff indicated that the lack of interest in BFO was likely due to clients feeling 

overwhelmed with all the other program activities and demands on their time during treatment. 

In one of the withdrawal management services, staff believed that clients would be more 
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positive and receptive to BFO if staff had the opportunity to do one-on-one sessions with clients 

to build confidence with the tool. Staff reported that clients in the Mental Health Outpatient 

Wellness Program (whom received more regular check-ins from staff) seemed to enjoy the BFO 

program more. Clinical staff also reported that clients said it gave them instant 

gratification/feedback and a sense of control over their recovery. In the ACT program, some 

clients reported the BFO tool was “too cumbersome” and overwhelming.  

“The feedback staff have reported that when they have had the conversations 

with the clients that the clients said that it just wasn’t for them right now or they 

found it too cumbersome right now that it was a bit too much, “ah I don’t know 

how I am going to do it on my own so I am not going to do it at all” is what the 

staff reported at some of our check ins” – Staff 

Expected benefits and impacts of using BFO with clients 

Towards the end of their interview, participants were asked to reflect on anticipated benefits 

from using BFO. The Implementation Team saw BFO as a good opportunity to provide people 

with more tools to support recovery from addiction, recognizing that there is no one-size-fits-all 

solution. 

“Our approach with addiction is that everybody experiences it differently, and the 

types of treatments and supports and services that resonate with each person is 

very personal and individualized. Perhaps it works for one person, but not 

another.” – Implementation Lead 

Clinical staff raised a number of expected benefits, which included: 

 Better outcomes for clients, which are measured through the BFO Dashboard (and go 

beyond enrollment numbers) 

 Improved continuity of care within and outside of HDGH, as BFO can be used 

throughout a client’s care journey, from treatment to aftercare to maintenance in the 

community 

 Being able to offer BFO as a support tool for individuals on waitlists, as it is common for 

them to have to wait between 6 months to a year to get individualized support 

 An addition to their “tool box” for supporting clients 

Clinical staff explained that BFO was a useful tool, because it both helped with education and it 

gave clients a way to have a greater sense of control over what was happening to them. 

“I found that BFO was really good for those folks who just needed that ‘more,’ 

they need more face time, they need more love. This is something they can have 

in their hand and have that instant gratification that way … they have it in their 

hand, it’s something that they are doing to manage the situation. It’s a sense of 

control and I think that is really good for people.” – Staff 
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“There has been positive feedback from the individuals who have used it. A lot of 

the people who have used it liked the fact that they could self-navigate. They 

have the option of connecting with us if they want additional support. They found 

it intuitive, so it’s self-led. They could do as much or as little as they needed or 

wanted.” - Staff 

Similarly, one staff appreciated that BFO supported clients in reaching goals they set for 

themselves. BFO allows for: 

“purposeful engagement and it makes clients feel good … they are contributing 

to their wellbeing … It adds a lot of avenues … I am more about what goals does 

the client have for themselves. It’s not always about stopping substance use. It’s 

not always about cutting back. It's about managing their lives better, managing 

their lives in a way that they are content or that maximizes their happiness. So I 

think that is a worthwhile thing.” – Staff 

Finally, one staff saw the benefit of BFO firsthand while interacting with a client. The client had 

difficulty expressing himself verbally, but had much more success in conveying his thoughts 

when having the option to write them down. BFO was a suitable tool for him, as it allowed him to 

point out what he wanted to learn and it gave him time to process the material at his own pace. 

Clients’ experience with BFO 6 months later 

During the second round of interviews, clinical staff were able to provide more concrete 

examples of how BFO had supported their clients. For example, in the ACT program there were 

clear differences in experience based on staff roles. Staff who did not work with clients on a 

regular, one-on-one basis observed a higher percentage of clients declining BFO. They had 

also observed a high turnover within their client population, with many more new and younger 

clients being enrolled. Despite these challenges, one staff still felt strongly that the re-approach 

and re-offer strategy was appropriate. 

“I feel strongly that it should still be offered to [the ACT] client population [despite 

low uptake]. I think even within the program it was a unique time. We had 

unusually high turnover … a lot of younger clients. I think over the next few years 

as those younger clients come in that grew up with cell phones and make it a 

priority to keep the priority they’ll probably be more likely to use something like 

Breaking Free … that coupled with the pandemic lifting, I think there will be 

greater uptake … it’s the kind of tool that’s worth having, even if it’s only helping 

2 or 3 of them.” – Staff 

Another staff from ACT had multiple positive experiences using BFO with clients during one-on-

one sessions. The staff had found BFO to be a useful tool that could be easily tailored for clients 

who had reached a more stable state. 

“I like the idea of having another tool there, especially for people who are a little 

more stable you can participate in something ongoing, that’s when I see the 

biggest impact … I think you do have to adapt it and make it more flexible for the 



Evaluation of the Implementation and Delivery of BFO 51 

people you’re engaging with. So even they come into the office just like once or 

twice it can be considered a success … Change for a client can often times just 

be as simple as getting them in the door and using the program, even if nothing 

else really comes from that.” – Staff 

Staff from TNI also supported the re-approach and re-offer strategy, although they had more 

difficulty with introducing clients to BFO in more recent months because clients were presenting 

with more severe substance use concerns. Staff from TNI agreed that it was ultimately up to the 

clients to decide if they wanted to try BFO. 

“Overall it has been positive … I approached a patient today and he said ‘I’m not 

really sure.’ Indecisive. But I said ‘Look, while you’re admitted here it’s once a 

week that I’ll meet you with about this.’ So it was just taking that small step, like 

I’m not making you commit, but just give it a try. Just being able to offer 

something, it maybe almost opens a door for somebody.” – Staff 

“Yeah it’s just like everything we do. You can offer a program, but ultimately it’s 

up to them to choose to do it … I think [BFO] should stay here, because even if 

you help one [person] it’s worth it.” – Staff 

In the CMHA Coordinated Access program, staff continued to find it challenging to introduce 

BFO to clients over the phone (a COVID-related measure). However, the CMHA team had 

received two tablets for people who came on site and believed it possible to do more from their 

end to make BFO more accessible.  

“I think it’s a great resource and I hope that we’re able to continue to offer it. As 

we evolve and move into different services, since we’re really focused on that 

staged service delivery, this definitely has a place in that staged treatment 

approach. It’s just a matter of finding the right client population. And from those 

who have been able to use it we’ve heard that it’s valuable.” – Staff 

Finally, and in contrast to other participants, one staff from the Concurrent Disorders Treatment 

Program felt strongly that the re-approach and re-offer strategy could be more harmful than 

helpful to clients. Although this staff did not have experience with using BFO with a client in a 

one-on-one setting, they thought that persistently offering BFO to a client could make the client 

feel worse about their situation if they had not followed through. Furthermore, the staff believed 

that BFO was too complicated for their client population to use. 

“I just don’t think this patient population is going to be the one. Like I have a 

craving I gotta pull out the app. To make that connection? That’s like a 

connection you make after getting better, right? … And if anything, this is my 

opinion, it hinders progress, because patients feel embarrassed that they didn’t 

do what they were told to do. We call it homework. And for them it’s like ‘oh I 

failed to do my homework.’ If anything that hinders them initially.” – Staff 
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Observed facilitators to client use 

After having up to one year’s worth of experience with BFO, clinical staff had observed a 

number of noteworthy facilitators to delivering BFO to client. 

First, staff described how strong relationships between programs helped to facilitate use and 

encouraged follow-up as clients moved through programs. For example, connections between 

the three types of services made it easier to introduce BFO at multiple points in the client’s 

journey and at different stages of client readiness to use a digital intervention. 

Another facilitator was using a persistent re-approach, re-offer method to introduce BFO to 

clients. For the tertiary mental health population, in particular, approaching clients more than 

once about BFO was necessary; staff explained that their clients needed time to feel ready 

enough to pursue an offered treatment tool.  

One staff discussed the importance of explaining to clients that BFO could be part of their daily 

activities. They helped the client, using BFO, to focus on creating positive habits while in 

treatment, so that they would be more likely to continue building those habits after treatment. 

For example, BFO could be used as a tool to improve mindfulness or adding structure to a 

client’s day through the habit building/scheduling features. 

Some staff talked about the importance of one-on-one sessions to help clients in accessing 

and using BFO. Clients seemed to value support in the form of frequent check-ins to discuss 

modules they were working through, as well as technological support. One-on-one sessions 

also gave clinical staff more flexibility with how they were using BFO, with observed success as 

an effective conversation starter that could then facilitate the use of additional resources. 

Clinical staff felt that BFO training should cover these two aspects of support for clients. 

“A big pro of the whole program is that initial check in piece. It’s a nice structured 

way of reviewing where they’re at with their substance use, their goals and, most 

importantly, how this week’s stressors and triggers have been. I really like that. I 

really like the colour-coded diagram with the triggers outlined … The feedback 

I’ve gotten from clients is that he enjoys looking back on that, because often 

times it’s an opportunity to think about stressors in that way.” – Staff 

Similarly, in one program where BFO was offered in a structured group-based format, the staff 

expressed the importance of creating follow-up activities to help reinforce the lessons learned 

and increase comprehension. This included activities like meditation sessions or incorporating 

discussions centered on the BFO content (e.g., triggers) from the module into other aspects of 

programming.  

“Once we kind of got into the swing of it and we had 8 patients and they were 

involved it was kind of exciting but that’s when I started the follow up because I 

felt like a lot of them weren’t getting it.” - Staff 

Another suggestion related to training was to provide all HDGH staff with a basic orientation to 

BFO. Clinical staff thought that it was possible that clients might interact with program staff 
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without BFO training, and that in those situations staff should have some familiarity with BFO to 

support continued use. 

Finally, the most frequently mentioned facilitator to client use was BFO’s alignment with a 

client’s readiness/motivation, capacity, and treatment goals. Identified influences on a 

client’s readiness, from the staff perspective, included: reliable access to food and housing and 

active contemplation about changing habits. Staff talked about how clients needed to feel ready 

to take action in order to benefit from participating in the BFO program:  

“You have to be a person who is at the right stage in recovery .. someone who's 

a little more invested in prolonged recovery … who would likely be ready to go to 

treatment and then actually put [BFO] in after treatment or who has gone to 

treatment and maintained sobriety for a while and just had a relapse. And they're 

using [BFO] to help them get back on track and stay on track. That would be a 

higher ratio of success than somebody who is maybe at a stage where they're 

coming in to a short treatment or to withdraw management because of legal 

reasons. Family pushing them. They say yes and then they just disappear out of 

the service.” - Staff 

Staff felt that having well defined treatment goals and aligning the benefits of BFO with them 

would improve clients’ interest and willingness to use BFO: 

“Any intervention can’t be something that you just jump into or even have a 5 

minute preamble, you need to do a values clarification with people and lay out 

the breadcrumbs of ‘by completing this program it’s going to help you achieve the 

goals you are looking for.’ But if you don’t even have well defined goals for a 

person they are probably not going to get too engaged, it's just not important to 

them.” – Staff 

Observed barriers to client use 

With respect to observed barriers to clients use, some staff felt that BFO was not suitable for 

clients presenting with more severe mental illnesses (i.e., severe psychosis, schizophrenia) 

and/or symptoms related to substance use that made it difficult to have focused attention during 

computer assisted therapy sessions with BFO. A staff member described a lack of motivation for 

clients to use computer time going through the BFO modules.  

“Depending on the demographics of who is in our group, lately they just want to 

rush through it and say “can I have free time now and go on YouTube?” And it's 

difficult because that’s what they want to use the computer for.” - Staff 

On a similar note, staff mentioned that the lack of technical skills among their clients made 

uptake difficult. If clients were not confident in their abilities to use BFO independently or staff 

were unable to offer the level of technological required, using BFO could be a frustrating 

experience, particularly in a setting such as a structured group BFO session: 
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“Yesterday I ran a group and it was hand over hand how to use the computer so 

it's difficult in that group setting when three of them are done and they want to go 

and this guy hasn’t even logged in fully. I find that difficult because they are all at 

different levels and different points in their lives.” – Staff 

“They have to be what we consider as higher functioning, able to navigate the 

technology, has access to data on their phone, or Wi-Fi. So that’s always kind of 

hard, too. A lot of our clients just don’t have that, so that is a challenge.” - Staff 

Staff described that some clients had a distrust of technology and were concerned about the 

BFO application monitoring them. Also, some clients did not have an email address (necessary 

to access BFO) and staff needed to create email accounts for clients. In one program, a staff 

member described how some clients were deterred from using BFO at the time of the initial 

assessment because some of the questions pertaining to substance use were irrelevant or 

difficult for them to answer. The questions in the assessment were not always appropriate 

depending on when in the client’s treatment they were introduced to BFO so clients questioned 

the utility of the software.  

“So it's hard to gauge, you know, their feelings and their cravings and ‘how much 

have you used within the last 2 weeks?' is one of the questions. They all say they 

haven’t. So it’s hard, like, because they’re coming into the hospital when they’re 

using a high capacity, and then once they log in for that assessment they are all 

down at zero…” - Staff 

The most commonly mentioned barrier to client use was not having access to Wi-Fi or 

technology (e.g., not owning a smartphone or computer). In particular, for the outpatient 

programs, lack of access to a device or Wi-Fi impacted the staff’s desire to introduce BFO to 

most clients. Clients who lived in the county also had less reliable Wi-Fi, impacting their use. In 

addition, in the inpatient program, some clients would lose access to Wi-Fi and a device once 

they left the program, reinforcing this as a barrier to using BFO:  

“If a person doesn't have a phone or a computer, there's no point in offering them 

the app, you know they don't have any computer tech … a lot of times with street 

people … Often times when I'm dealing with them, they're withdrawing, so their 

patience and their tolerance to do anything like this isn't very good.” – Staff 

“The person didn’t have access to a data plan or home internet. They did have a 

phone, so they would try to tap into free Wi-Fi at Tim Hortons, McDonald’s, etc. 

But even that was challenging for that individual because they’d have to arrange 

or orchestrate that, getting there. They couldn’t just use it in their time of need … 

In the county, too, the plans that our clients can afford, if they are able to, 

coverage is spotty. There are dead zones and connectivity issues. So yeah that’s 

kind of been our experience, unfortunately.” – Staff 

During the height of the COVID-19 pandemic and accompanying lockdowns, the issue of 

accessible technology was exacerbated. Clients who did not have access to personal devices 
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and would normally have been able to access these resources through public Wi-Fi or 

computers at the local library could not do so. 

“So then a lot of our intake and assessment moved to telephone-based, because 

the problem was that even with the clientele, they didn’t have the capability with 

the technology. We couldn’t even do our assessments through OTN. So we’re on 

the telephone trying to explain this resource to see if they knew anyone or had 

family with some Wi-Fi. The libraries were closed, so was Tim Hortons. It was 

just – I don’t know, I think that was frustrating for us. We really thought it was a 

great resource that they’ve done, but getting connected online was the biggest 

challenge.” - Staff 

Staff had also observed that many clients preferred talking in person and that their interest in 

reading and/or level of reading skills could make it challenging to use BFO. BFO was perceived 

as too complicated for clients: 

“I used it with some clients with mixed – a lot of our clients aren’t readers. Some 

express – the best rating I could get was about a 7/10 with a couple clients. I 

encouraged them to go on. Some say that they will, but they don’t.” – Staff 

“I think as far what the app is trying to do, it’s just too complicated. They’re trying 

to involve too many things. You can see how it’s very clinical, that there is 

science behind it. There’s a statistical difference in what you’re asking, but from 

a clinical aspect it just doesn’t make sense.” – Staff 

Lastly, staff mentioned that competing priorities related to treatment could be a barrier to 

getting started with BFO. 

“Just that I have them doing other things. Some of those things take precedence. 

People only have the ability to do so many things. So when I’m “you need to 

follow up with your doctor to talk about your medication.” They are more focused 

on that, than creating a BFO account… it kind of gets left to the wayside. It just 

feels like – and I don’t make it sound like this, but it just feels like one more thing 

they have to do that. They are already so overwhelmed a lot of the time when 

they come in here. It kind of just gets put on the backburner.” – Staff 

For example, in the CMHA Coordinated Access program, clients would come for support in the 

midst of a crisis. Staff found it challenging to introduce BFO at point of entry because clients 

would often feel overwhelmed with their situation and the amount of information provided. 

5.4 Preliminary Look at Client Outcomes 

Although the primary objectives of this evaluation were to examine the implementation and 

delivery of BFO, as well as client use and experience using BFO, we also took a preliminary 

look into how clients’ outcomes changed following their use of BFO. More specifically, we 

examined changes in quality of life, depression and anxiety, severity of alcohol and drug 
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dependence, and recovery progression as it relates to six domains. Overall, results 

demonstrated significant improvements at follow up in each of these client outcomes (n=64). 

Measured change in quality of life 

To measure changes in quality of life, BFO clients answer seven quality of life-related questions 

in their initial and follow-up assessments. The first five questions, which measure general quality 

of life (e.g., satisfaction with health, personal relationships, capacity for work, etc.), are from the 

WHOQOL-BREF (Figure 14). The last two questions are 11-point Likert scale measures for an 

individual’s ability to cope with life’s difficulties (Figure 15) and overall life satisfaction (Figure 

16). BFO clients in Windsor-Essex reported improvements in each of these three areas during 

their most recent follow-up assessment when compared to their initial assessment. 
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Figure 14. Change BFO clients’ quality of life 

 
 

 
Figure 15. Change in BFO clients' ability to 

cope with difficulties 

 
Figure 16. Change in BFO clients' overall life 

satisfaction 
 

Measured change in depression and anxiety 

In their initial and follow-up assessments, BFO clients also answered questions from the PHQ-4, 

which measures severity of depression and anxiety. The decrease in overall score shown in 

Figure 17 means that BFO clients were bothered less often about problems such as 

nervousness, anxiety, hopelessness, etc. over the last two weeks. 
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Figure 17. Change in BFO clients’ severity of depression and anxiety 

Measured change in alcohol and drug dependence 

In the initial and follow-up assessments, the SDS is used to understand BFO clients’ severity of 

dependence on alcohol and drugs. Lower scores indicate lower substance dependence. As 

shown in Figure 18, BFO clients scored lower on their alcohol and drug dependence between 

the times that they completed their initial and follow-up assessments. 

 

Figure 18. Severity of alcohol and drug dependence among BFO clients in Windsor-Essex 



Evaluation of the Implementation and Delivery of BFO 59 

Note for Figure 18: 

 Predicted means are estimated controlling for service provider (Hotel Die Grace 

Healthcare vs. Community) and time between initial and follow-up assessments. *p < 

.05; **p < .01; ***p < .001 

Recovery Progression Measure 

The RPM is a 36-item scale measuring functioning in six biopsychosocial domains implicated in 

substance misuse and recovery. The RPM assesses the overall degree of impact that various 

negative behaviours or experiences have on the individual. As shown in Figure 19, decreases 

in these measures are a positive outcome; they indicate that the impact of a problematic 

behaviour or experience has lessened between the times that the BFO user completed their 

initial and follow-up assessments. 
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Figure 19. Impact of Recovery Progression Measures between BFO clients’ initial and follow-up 

assessments in Windsor-Essex 

Note for Figure 19: 

 Predicted means are estimated controlling for service provider (Hotel Die Grace 

Healthcare vs. Community) and time between initial and follow-up assessments. *p < 

.05; **p < .01; ***p < .001 

* 

* 

*** 

* 

** 
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6. Recommendations and Conclusion 

Over the past two years, HDGH’s investment in and commitment to implementing and delivering 

BFO has provided a rich case study for understanding the benefits and challenges associated 

with a digital intervention addressing substance use health, as well as the importance of taking 

a stepwise approach to implementation that is informed and shaped by the experiences of 

clinical staff and clients. Despite a number of challenges to implementation and delivery, many 

of which were related to the coinciding COVID-19 pandemic, HDGH facilitated good reach with 

BFO in its services and was effective in building stronger partnerships in the community by 

offering and supporting BFO. 

Our findings suggest that, within HDGH, clinicians’ receptivity and ability to deliver BFO was 

heavily influenced by their specific role and flexibility in that role, level of client interactions, 

severity of clients’ mental illness and/or substance dependency, and other competing demands. 

Given that clinical staff were responsible for introducing BFO to clients, their perceptions and 

experiences with BFO could influence clients’ receptivity to BFO as well. For this reason, it was 

not surprising that within HDGH, BFO was most effectively used during one-on-one sessions, 

where clinical staff had the expertise and flexibility to use BFO in conjunction with clinical 

strategies and tools. In contrast, in settings where clinical staff offered BFO for independent use 

or with limited support or follow-up, client engagement appeared to be low. 

With respect to client experiences with BFO, our findings were consistent across HDGH and the 

community organizations who participated in the evaluation. Overall, client receptivity to BFO as 

a digital intervention was mixed—BFO was perceived as user-friendly to some and complicated 

or inaccessible to others, often due to issues related to access to required technology. 

Nonetheless, preliminary analyses on client outcomes suggest that engaging with BFO has had 

a positive effect on client outcomes, including improving quality of life, lessening the severity of 

dependence on drugs and/or alcohol, and the impact of negative behaviours. Notably, these 

preliminary findings represent only the small proportion of BFO clients who repeatedly engaged 

with the BFO strategies/cognitive-behavioural therapy intervention. 

Limitations of this evaluation 

On a related note, a sample size of 64 clients is small for the use of multivariate models, and a 

larger sample size would be required in order to analyze changes in client outcomes over time 

by the organization/provider with confidence. In addition, the scope of this evaluation did not 

allow for a comparison or control group. Finally, this evaluation did not capture individuals in 

Windsor-Essex who made BFO accounts using their postal code, even though they may have 

learned about BFO through HDGH’s promotional efforts. 

Recommendations for those seeking to implement BFO 

Throughout this evaluation we have seen the importance of having dedicated resources to 

support BFO implementation, including formally appointed leads and champions with 

experience in introducing new, evidence-based practices in clinical settings. For those seeking 
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to implement BFO in their own organization as part of the provincial rollout, we recommend a 

close review of the identified facilitators and barriers in this report in order to understand some 

of the nuances and complexities that may influence BFO delivery, uptake, and outcomes among 

clients. The evaluation tools included in this report can also be adapted for use in other settings 

to determine organizational priorities and goals related to BFO. 

Recommendations for researchers and evaluators 

There remains a need to study implementation of digital interventions, particularly those that are 

to be integrated within existing services and programs, so as to identify the key factors or 

ingredients for successful implementation and sustainability. 

For researchers and evaluators who are looking to further our understanding of BFO’s impact, 

we think it will be important to provide clarity around how ‘engagement’ with a digital intervention 

is defined and characterized. In the sample of HDGH’s clients and community organizations, 

there was wide variability in the number of BFO accounts/initial assessments completed 

(n=169) and the number of follow-up assessments completed (n=64), thereby limiting the 

analyses of client outcomes to a smaller sample than previously anticipated. With a broader 

evaluation planned to understand Ontarians’ use of BFO and their outcomes comes the 

opportunity to explore BFO’s impact on shaping their substance use health in a more in-depth 

way. 

In addition, future work should continue to focus on implementation facilitators and barriers and 

gaining a deeper understanding of the contexts that shape program and clinician-level uptake 

as well as a BFO client’s experience and their outcomes. As demonstrated in our case study at 

HDGH, decisions around who gets introduced to BFO, by whom, at what point in their care 

journey, and how uptake and use is supported and sustained are all influential in shaping both a 

clinician’s and client’s receptivity to and experience with BFO.  
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Appendix A. Stakeholder Diagram 
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Appendix B. Evaluation Framework 

Evaluation Question Method Data Source Timeline 

1. To what degree has the 
Breaking-Free Online (BFO) 
digital intervention been 
implemented at Hotel Dieu? 
(Objective 1) 

1.1 Which programs/ services/ 
organizations have implemented the 
Breaking-Free digital intervention? 
 
1.2 What are their characteristics? 
 
1.3 What are the reasons for not 
participating in BFO implementation at 
this stage? 
 
1.4 Who was involved in the 
implementation (i.e., key stakeholders) 
and to what degree? 
 
1.5 To what degree has BFO been 
implemented as planned (e.g., 
conformity to the first version of the logic 
model)? 

Document review 
(including data request 
to HDGH) 
 
Semi-structured 
interviews with (A1) 
Implementation Leads, 
(B1) Program Leads 
 
Development of 
Evaluation Planning 
Tools 

Implementation context 
inventory 
 
2 interview guides (A1, 
B1) 
 
Logic Model, Theory of 
Change, Evaluation 
Framework 

Ongoing data 
collection as 
programs implement 
BFO (approx. May - 
Dec 2021) 

2. What are the characteristics 
of HDGH, internal (e.g., 
culture, readiness for change) 
and external (e.g., policies, 
COVID-19), that may affect the 
BFO implementation and 
delivery? 
(Objectives 1 & 2) 

2.1 Which characteristics are considered 
barriers to implementation and delivery 
of BFO? 
 
2.2 Which characteristics are considered 
facilitators to implementation and 
delivery of BFO? 

Document review 
 
Semi-structured 
interviews with (A) 
Implementation Leads, 
(B) Program Leads, (C) 
Practitioners and 
Clinicians 
 
Development of 
Evaluation Planning 
Tools 

Implementation context 
inventory 
 
3 IMPLEMENTATION 
interview guides (A1, 
B1, C1) 
 
3 DELIVERY interview 
guides (A2, B2, C2) 
 
Logic Model, Theory of 
Change, Evaluation 
Framework 

Ongoing data 
collection as 
programs implement 
BFO (approx. May - 
Dec 2021) 
 
Delivery interview ~ 
6 months after first 
implementation 
interview 
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3. To what degree has the 
Breaking-Free Online (BFO) 
digital intervention been 
delivered or integrated at Hotel 
Dieu? 
(Objective 2) 

3.1 How is the BFO program being 
incorporated into practices within the 
program? 
 
3.2 What are the variations of BFO 
delivery methods across programs? 
Have these changed since initial 
implementation? 

Document review 
 
Semi-structured 
interviews with (B2) 
Program Leads, (C2) 
Practitioners and 
Clinicians 
 
Reflection using 
Evaluation Planning 
Tools 

2 DELIVERY interview 
guides (B2, C2) 

Delivery interview ~ 
6 months after first 
implementation 
interview 

4. What is the clinician/provider 
experience with delivery 
(and/or integration) of BFO at 
Hotel Dieu? 
(Objective 2) 

4.1 What are their perceptions of their 
clients' experiences with BFO? 

Semi-structured 
interviews with (B2) 
Program Leads, (C2) 
Practitioners and 
Clinicians 

5. To what extent is BFO 
reaching the target population 
at Hotel Dieu? 
(Objective 3) 

5.1 Which clients are accessing BFO? 
 
5.2 What are their characteristics? 

Secondary analyses of 
BFO Limited Research 
Database by service 
access code 
 
BFO Dashboards 

Data analysis plan and 
request to BFO Limited 

Feb - Mar 2022 

6. To what extent are clients 
accessing and engaging BFO 
at Hotel Dieu? 
(Objective 3) 

 

7. What is the client experience 
with using BFO at HDGH? 
(Objective 3) 

 Online survey Clients Oct 2021 – Mar 2022 

8. To what degree has BFO 
been implemented by HDGH's 
partner organizations in 
Windsor-Essex? 
(Objective 1) 

8.1 Which partner organizations have 
implemented BFO? 
 
8.2 What are their characteristics? 
 
8.3 How is the BFO program being 
incorporated into practices within the 
partner organizations? 
 
8.4 For those organizations that did not 
implement BFO, why? 

Online survey with 
phone follow-up 
 
Review of partner 
organization websites 
 
Secondary analyses of 
BFO Dashboards at 
community level 

Community partners Nov - Dec 2021 
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Appendix C. Theory of Change 
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Appendix D. Logic Model 
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Appendix E. HDGH Interview Guides 

(A1) Interview guide for BFO Implementation Leads 

Theme Question Probe 

Introduction What is your role at HDGH? How have 
you been involved in the implementation 
and delivery of BFO? 

 

Introduction of BFO 
to HDGH 

To the Director: Can you provide a bit of 
context for me about when and how 
HDGH first decided to implement BFO? 

 

To the Director: Who were the HDGH 
leaders involved in the decision-making 
process?  
 
What about champions or anyone outside 
HDGH that had an influential role? 

Can you expand on the specific role 
each of these people played in 
identifying and selecting BFO? 

To the Director: Do you know why these 
individuals thought BFO would be a good 
fit for HDGH’s needs (as opposed to other 
programs)? 

 

Although it may be too soon to comment 
on BFO’s impact on its clients, what 
impacts or added benefits are you hoping 
to see? 

 

Early 
implementation of 
BFO at HDGH: 
-Stepwise 
implementation 
-Setting 
-Reception to 
implementation 
-Early challenges 

Can you describe the steps you’ve taken 
so far in order to implement BFO at 
HDGH? 

To the Project Manager: Can you 
describe some of the tools and 
processes you’ve used to support 
implementation? (E.g., 
communication plan, regularly 
scheduled check-ins, etc.) 
 
Quarterly meetings with BFO 
Group? 

What kinds of considerations have you 
had to make along the way in order to 
implement BFO given your knowledge 
and experience of: 

 Existing programming in mental 
health and addictions in Windsor-
Essex? 

 HDGH’s infrastructure? 

 HDGH’s methods of 
communication? 

 HDGH’s culture? 
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 HDGH’s network of community 
partners? 

How receptive have HDGH staff been to 
BFO so far? 

 

Are there any programs that have already 
decided that they will not be participating 
in BFO implementation?  

What are their reasons? 

Have you asked Program Leads for 
feedback on implementation so far? What 
have been their impressions of BFO? 

If Program Leads haven’t been 
asked for feedback yet, have you 
made plans to do so in the future? 

Have you encountered any challenges to 
implementation so far? (E.g., impact of 
COVID-19, other competing priorities, 
etc.) If so, please describe. 

How are you working to address 
these challenges? 

Current stage of 
implementation 

How would you describe your current 
stage of implementation across HDGH 
and the community? 

What are your main objectives or 
priorities in the coming months? 

Do you anticipate further challenges to 
implementation? If so, please describe. 

How do you plan to mitigate these 
potential challenges? 

Service delivery to 
the community 

We understand that BFO has been 
piloted in the Windsor-Essex community 
before, but that it wasn’t a good fit. How 
will this influence your plan for community 
rollout? 

What considerations will you make 
in introducing BFO to other 
community organizations? 

Lessons learned If another healthcare organization was 
looking to implement BFO, what advice 
would you give them based on your 
experience so far? 

Do you have recommendations with 
respect to: 

 Program leadership? 

 Program capacity and staff? 

 Securing adequate 
resources? 

 Planning process? 

 Training? 

 Building 
awareness/outreach? 

Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
 
Does that summary accurately reflect 
what we’ve discussed today? 

 

Do you have any final or additional 
comments you would like to make? 
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(B1) Interview guide for HDGH Program Leads 

Theme Question Probe 

Introduction What is your role at HDGH? How have 
you been involved in the implementation 
and delivery of BFO? 

 

Program 
characteristics (see 
Context 
Implementation 
Table) 

We have some information about your 
program that we’d like to verify with you. 
[Insert summary of known details.] Is 
there anything from that summary we’re 
missing or should be changed? 

 

We would like to know a few other details 
about your program. [Choose from list 
based on information needs.] Can you 
please comment on: 

 Who are your program clients 
(i.e., age, severity of illness, 
other characteristics)? 

 How often do clients attend? 

 Program LOS? 

 Staff supporting this program? 

 

How has COVID-19 affected the delivery 
of your program? 

What changes have you had to 
make? Are these changes temporary 
or permanent? 

Engagement with 
Implementation 
Team and other 
supports 

We are aware that Patrick Kolowicz and 
Rachel Gough have been leading the 
BFO implementation effort. What types of 
implementation activities have you 
engaged in with them (e.g., training, 
check-in meetings)? 

Has anyone else been supporting 
implementation in your program? 

BFO orientation 
and training 

Can you please tell us about how you 
were first introduced to BFO?  

How well-equipped or confident did 
you feel about implementing BFO 
after these sessions? 

Have you received any support or 
training on BFO since the initial 
orientation? If so, please explain. 

 

Have you had the opportunity to get 
more familiar with BFO on your own? If 
so, what resources have you used? 
(E.g., BFO test account) 

How well-equipped or confident did 
you feel about implementing BFO 
after using these resources? 

First impressions of 
BFO 

What have been your impressions of 
BFO so far? 

From your perspective, how 
essential is BFO to meeting the 
needs of your clients? 

Although it may be too soon to comment 
on BFO’s impact on your clients, what 
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impacts or added benefits are you hoping 
to see? 

Early 
implementation 

How is BFO being integrated into your 
program? Which model of delivery are 
you using? Please explain your choice. 

Does BFO interact or conflict with 
any of your pre-existing program 
activities? 
Choice of technology? 
Were practitioners/clinicians involved 
in the planning process? 

[Insert a description of mentioned model 
of delivery.] Is this an accurate 
description of how you’re using BFO?  

Have you had to adapt it for your 
clients in any way? 

What kinds of considerations have you 
had to make along the way in order to 
implement BFO given your knowledge 
and experience of: 

 Available resources/capacity 

 Client needs, client functioning 

 Other Priorities (program level) 

 Other treatments/services 
offered 

What resources are you counting 
on? Are there any other resources 
that you received, or would have 
liked to receive? 
 
What is the priority of getting BFO 
implemented relative to other 
initiatives that are happening now? 

Client engagement How are clients being made aware of the 
BFO opportunity? How often? 

 

If you have clients who are currently 
using BFO, can you comment on their 
experience? If so, how do you think they 
are finding it so far? 

 

Is BFO being offered to all clients 
enrolled in your program? If not, what are 
the characteristics of the clients you are 
offering BFO to? Please explain your 
choice.  

 

What might be some barriers for clients 
trying to access/participate in BFO, if 
any? 

 

Challenges to 
implementation 

Have you encountered any challenges to 
implementation so far? (E.g., impact of 
COVID-19) If so, please describe. 

How are you working to address 
these challenges? 

Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
 
Does that summary accurately reflect 
what we’ve discussed today? 

 

Do you have any final or additional 
comments you would like to make? 
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Request for contact 
information 

“I’m going to turn off the record function 
now.” 
 
As part of our evaluation process we will 
be requesting interviews with Program 
Clinicians/Practitioners. Can we follow up 
with you to get the names and contact 
information for these individuals? 

Is there anyone else we should be 
speaking to about BFO? 

Planning for Phase 
II 

We plan to ask for feedback from clients 
on their experience with using BFO. Do 
you have any thoughts on whether this 
would be done more effectively through 
survey or interview? 

For interviews, do you have 
feedback on the appropriateness of 
one-on-one vs. group interviews? 
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(C1) Interview guide for HDGH Program Clinicians/Practitioners 

Theme Question Probe 

Introduction What is your role at HDGH? How have 
you been involved in the implementation 
and delivery of BFO? 

 

BFO orientation 
and training 

Can you please tell us about how you 
were first introduced to BFO?  

How well-equipped or confident did 
you feel about implementing BFO 
after these sessions? 

Have you received any support or 
training on BFO since the initial 
orientation? If so, please explain. 

 

Have you had the opportunity to get 
more familiar with BFO on your own? If 
so, what resources have you used? 
(E.g., Breaking Free E-Learning 
Platform, BFO test account) 

How well-equipped or confident did 
you feel about implementing BFO 
after using these resources? 

First impressions of 
BFO 

What have been your impressions of 
BFO so far? 

From your perspective, how 
essential is BFO to meeting the 
needs of your clients? 

Although it may be too soon to comment 
on BFO’s impact on your clients, what 
impacts or added benefits are you hoping 
to see? 

 

Early 
implementation 

If unknown/unclear: How is BFO being 
integrated into your program? Which 
model of delivery are you using? 
 
If already described by Program Lead: 
[Insert a description of mentioned model 
of delivery.] Is this an accurate 
description of how you’re using BFO?  

Does BFO interact or conflict with 
any of your pre-existing program 
activities? 
Choice of technology? 
Have you had to adapt it for your 
clients in any way? 

Client engagement How are clients being made aware of the 
BFO opportunity? How often? 

 

If you have clients who are currently 
using BFO, can you comment on their 
experience? If so, how do you think they 
are finding it so far? 

 

Is BFO being offered to all clients 
enrolled in your program? If not, what are 
the characteristics of the clients you are 
offering BFO to? Please explain your 
choice.  
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What might be some barriers for clients 
trying to access/participate in BFO, if 
any? 

 

At a later stage in our evaluation we 
would like to get client feedback as well. 
Do you have any thoughts on whether or 
not this would be done more effectively 
as a survey or interview? 

 

Challenges to 
implementation 

Have you encountered any challenges to 
implementation so far? (E.g., impact of 
COVID-19) If so, please describe. 

How are you working to address 
these challenges? 

Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
 
Does that summary accurately reflect 
what we’ve discussed today? 

 

Do you have any final or additional 
comments you would like to make? 

 

Planning for Phase 
II 

We plan to ask for feedback from clients 
on their experience with using BFO. Do 
you have any thoughts on whether this 
would be done more effectively through 
survey or interview? 

For interviews, do you have 
feedback on the appropriateness of 
one-on-one vs. group interviews? 
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(A2) Interview guide for BFO Implementation Leads 

Theme Question Probe 

Introduction Since we last interviewed you, what have 
been some of the major milestones 
you’ve reached in delivering BFO within 
HDGH? And to the community? 

 

Part I: Delivery of 
BFO at HDGH 

In our interview with you 6 months ago we 
discussed the following: 
[Insert summary] 
 
What steps have you taken to implement 
and deliver BFO at HDGH since? (E.g., 
check-ins with Program Lead, further 
training, meetings with HDGH leadership, 
etc.) 

 

Barriers to delivery In the last 6 months have you 
encountered any barriers to implementing 
and delivering BFO at HDGH? 

In our interview with you 6 months 
ago we discussed: 
[Insert mentioned potential barriers]  
Has anything changed since? 

Facilitators to 
delivery 

In the last 6 months what has helped you 
get to your current stage of BFO delivery? 

Facilitators could include the 
involvement of champions, specific 
project management tools, 
organizational culture, etc. Would 
any of these apply to your 
experience? 

Staff experience In our interview with you 6 months ago 
you described staff receptivity as: [Insert 
summary] 
Has anything changed since? 

If so, what staff experiences can you 
share that explain this change in 
receptivity? 

Observed impact of 
BFO 

When reflecting on HDGH’s 
implementation of BFO as a whole, what 
are some observations you’ve made 
about its impact with respect to: 

 Staff knowledge and ability to 
meet client needs 

 Equitable access to treatment 
and recovery programs and 
services 

 HDGH’s understanding of their 
clients and recovery progression 

 Computer literacy and/or 
confidence in technology use 

 Other? 
Please provide specific examples if you 
can. 

(Note to self: Listed bullet points are 
taken from the short-term outcomes 
in our logic model.) 

Have you observed any adverse or 
unintended impacts from implementing 
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BFO at HDGH? If so, please provide 
specific examples. 

Part II: Delivery of 
BFO in the 
community 

In our interview with you 6 months ago we 
discussed the following: 
[Insert summary] 
 
What steps have you taken to support the 
roll-out of BFO to community partners 
since? (E.g., WECOSS meetings or 
check-ins with key contacts, further 
training etc.) 

 

Barriers to roll-out In the last 6 months have you 
encountered any barriers to supporting 
the roll-out of BFO to community 
partners? 

Barriers could include competing 
priorities, lack of resources, lack of 
interest, etc. 

Facilitators to roll-
out 

In the last 6 months what has helped you 
get to your current stage of the roll-out? 

Facilitators could include 
communication opportunities with 
key contacts, additional resources, 
etc. 

Receptivity to 
implementation 

How receptive have community partners 
been to using BFO? 

Have you received any feedback 
about how they have implemented 
BFO? 

Observed impact of 
BFO 

Have you received any feedback from 
community partners on whether or not 
BFO has contributed to any meaningful 
changes, positive or negative? If so, 
please provide specific examples. 

 

Lessons learned If another healthcare organization was 
looking to implement BFO, what advice 
would you give them based on your 
experience so far? 

Do you have recommendations with 
respect to: 

 Program leadership? 

 Program capacity and staff? 

 Securing adequate 
resources? 

 Planning process? 

 Training? 

 Building 
awareness/outreach? 

Future of BFO at 
HDGH and beyond 

Under the assumption that BFO will 
continue to be a funded program, how 
would you like to see BFO grow and 
evolve in its use and reach over the next 
few years? 

What other programs and/or clients 
might benefit from having access? 
 
What other resources or supports 
would you want to see in place 
(within HDGH and in the broader 
community)? 

Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
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Does that summary accurately reflect 
what we’ve discussed today? 

Do you have any final or additional 
comments you would like to make? 
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(B2) Interview guide for HDGH Program Leads 

Theme Question Probe 

Introduction Since we last interviewed you do you 
have any updates related to how BFO is 
being offered and used with clients? 

 

Intervention 
characteristics 
(BFO) 

Based on your experience over the last 
6-months, how would you describe your 
overall experience in offering BFO to 
your clients and/or embedding BFO as 
an additional treatment component within 
the program? 

Can you elaborate on BFO’s utility to 
the program, or ability to meet client 
needs, its added benefits, etc.? 

Delivery of BFO at 
HDGH 
-Facilitators 
-Barriers 
 

In our interview with you 6 months ago 
you told us that you were delivering BFO 
in the following way: [Insert summary] 
 
Has anything changed since? If so, 
please explain the rationale behind these 
changes. 

 

In the last 6 months have you 
encountered any barriers to 
implementing and delivering BFO in your 
program? 

In our interview with you 6 months 
ago we discussed: 
[Insert mentioned potential barriers]  
Has anything changed since? 

In the last 6 months what has helped you 
get to your current stage of BFO 
delivery? 

Facilitators could include further 
supports provided such as tech, staff 
capacity, training opportunities, 
creation of a CoP, etc. Would any of 
these apply to your experience? 

Use of BFO Data Since we last spoke, have you had the 
opportunity to use the data from the 
Breaking Free Outcomes Dashboard that 
is presented in the monthly updates from 
Rachel Gough? 
 

If so, how did you use them? How 
helpful did you find it? Did you use it 
to inform practice or programming? 
 
If not, do you have any plans to use 
it to inform your practice in the 
future? 

Client engagement 
and feedback 

In our interview with you 6 months ago 
you told us that you were using BFO with 
clients in the following ways: [Insert 
summary] 
  
Has anything changed since? If so, 
please explain the rationale behind these 
changes. 

(Note to self: In summary include 
information about how clients are 
being made aware of the BFO 
opportunity, how often) 

For the clients who were or are currently 
using BFO, can you comment on their 
experience? Please provide specific 
examples. 

What kind of feedback have you 
received from clients using BFO? 
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Has client feedback informed your 
delivery of BFO, in any way? 

In our interview with you 6 months ago 
you told us that BFO was being offered 
to the following clients: [Insert summary 
about whether BFO is offered to all 
clients, or a select few] 
  
Has anything changed since? If so, 
please explain the rationale behind these 
changes. 

 

Barriers to client 
use 

Have you observed any barriers for 
clients trying to access/participate in 
BFO, if any? 

 

Observed impact When reflecting on HDGH’s 
implementation of BFO as a whole, what 
are some observations you’ve made 
about its impact with respect to: 

 Your knowledge and ability to 
meet client needs? 

 Equitable access to treatment 
and recovery programs and 
services? 

 Your understanding of clients 
and recovery progression? 

 Client understanding of their own 
status and progress towards 
recovery? 

 Computer literacy and/or 
confidence in technology use? 

 Other? 
Please provide specific examples if you 
can. 

(Note to self: Listed bullet points are 
taken from the short-term outcomes 
in our logic model.) 

Have you observed any adverse or 
unanticipated impacts from implementing 
BFO at HDGH? If so, please provide 
specific examples. 

 

Lessons learned If another healthcare organization was 
looking to implement BFO, what advice 
would you give to other program leaders 
based on your experience? 

Do you have recommendations with 
respect to: 

 Program capacity and staff? 

 Training? 

 Engaging with clients? 

 Using the BFO dashboard 
data? 

Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
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Does that summary accurately reflect 
what we’ve discussed today? 

Do you have any final or additional 
comments you would like to make? 
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(C2) Interview guide for HDGH Program Clinicians/Practitioners  

Theme Question Probe 

Introduction Since we last interviewed you do you 
have any updates related to how BFO 
is being offered and used with clients? 

E.g., # of clients now using BFO, 
changes made to delivery, use of 
technology, etc. 

Based on your experience over the last 
6 months, how would you describe your 
overall experience in using BFO? 

 

Delivery of BFO 
-Barriers 
-Facilitators 
 

In our interview with you 6 months ago 
you told us that you were delivering 
BFO in the following way: [Insert 
summary] 
 
Has anything changed since? If so, 
please explain the rationale behind 
these changes. 

 

In the last 6 months have you 
encountered any barriers to using BFO 
with clients? 

In our interview with you 6 months 
ago we discussed: [Insert 
mentioned potential barriers] Has 
anything changed since? 

In the last 6 months what has helped 
you get to your current stage of BFO 
delivery? 

Facilitators could include further 
supports provided such as tech, 
staff capacity, training 
opportunities, creation of a CoP, 
etc. Would any of these apply to 
your experience? 

Use of BFO Data Since we last spoke, have you had the 
opportunity to use the data from the 
Breaking Free Outcomes Dashboard 
that is presented in the monthly 
updates from Rachel Gough? 
 

If so, how did you use them? How 
helpful did you find it? Did you use 
it to inform practice or 
programming? 
 
If not, do you have any plans to use 
it to inform your practice in the 
future? 

Client engagement 
and feedback 

In our interview with you 6 months ago 
you told us that you were using BFO 
with clients in the following ways: [Insert 
summary] 
 
Has anything changed since? If so, 
please explain the rationale behind 
these changes. 

(Note to self: In summary include 
information about how clients are 
being made aware of the BFO 
opportunity, how often) 

For the clients who were or are 
currently using BFO, can you comment 
on their experience? Please provide 
specific examples. 

What type of clients are these? 
(Specify age, gender, substance 
use, severity, etc.) 
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What kind of feedback have you 
received from them? 
 
Has client feedback informed your 
delivery of BFO, in any way? 

In our interview with you 6 months ago 
you told us that BFO was being offered 
to the following clients: [Insert summary 
about whether BFO is offered to all 
clients, or a select few] 
 
Has anything changed since? If so, 
please explain the rationale behind 
these changes. 

 

Have you observed any barriers for 
clients trying to access/participate in 
BFO, if any? 

 

Observed impact 
of BFO 

When reflecting on HDGH’s 
implementation of BFO as a whole, 
what are some observations you’ve 
made about its impact with respect to: 

 Your knowledge and ability to 
meet client needs? 

 Equitable access to treatment 
and recovery programs and 
services? 

 Your understanding of clients 
and recovery progression? 

 Client understanding of their 
own status and progress 
towards recovery? 

 Computer literacy and/or 
confidence in technology use? 

 Other? 
Please provide specific examples if you 
can. 

(Note to self: Listed bullet points 
are taken from the short-term 
outcomes in our logic model.) 

Have you observed any adverse or 
unintended impacts from implementing 
BFO at HDGH? If so, please provide 
specific examples. 

 

Lessons learned If another healthcare organization was 
looking to implement BFO, what advice 
would you give to other 
clinicians/practitioners based on your 
experience? 

Do you have recommendations with 
respect to: 

 Program capacity and 
staff? 

 Training? 

 Engaging with clients? 

 Using the BFO dashboard 
data? 
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Reflection and 
conclusion 

As we come to the end of our interview, 
I’d like to summarize what we’ve 
discussed so far. [Insert summary.]  
  
Does that summary accurately reflect 
what we’ve discussed today? 

 

Do you have any final or additional 
comments you would like to make? 
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Appendix F. Community Rollout Survey 

Online Survey on HDGH’s Community Rollout of Breaking Free Online 

By entering this survey, I indicate that I have read the information letter and agree to participate. 

o Yes 

o No (Software will redirect user to a survey close out page with a thank you) 

Please answer the following questions to help us gain a better understanding of how BFO is 

being used in community organizations and any impacts that have been observed. 

Q1. Which community organization do you represent? 

Q2. Have you been introducing or using Breaking Free Online (BFO) with clients at your 

organization? 

o Yes 

o No 

→ If No (Q2): Please describe any plans you have for using BFO in the future OR why your 

organization has decided not to use BFO: [open text] 

(Direct to Q8) 

→ If Yes (Q2): Please describe how BFO is being implemented into program delivery or how it 

is being offered to clients for independent use by answering the following questions. 

Q3. Is BFO delivered in certain programs and/or to certain clients?  

o Yes, please describe: [open text] 
o No 
o N/A 
o Unsure 

 
Q4. Is BFO delivered by certain staff/roles within your organization? 

o Yes, please describe: [open text] 
o No 
o N/A 
o Unsure 

 
Q5. In what ways is BFO being delivered in your organization? Check all that apply. 

o Self-directed by clients 

o One-to-one intervention  

o Structured group work program 

o Other, please describe: 
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Q6a. On a scale of 1 to 5, how helpful has BFO been to your organization, with respect to 
augmenting your programs and services? 

o 1= Not at all helpful 
o 2 = A little helpful 
o 3 = Somewhat helpful 
o 4 = Very helpful 
o 5 = Extremely helpful 

 
Q6b. Please describe your answer: [open text] 

Q7a. On a scale of 1 to 5, how beneficial has BFO been to your organization, with respect to 
improving client outcomes? 

o 1= Not at all beneficial 
o 2 = A little beneficial 
o 3 = Somewhat beneficial 
o 4 = Very beneficial 
o 5 = Extremely beneficial 
o Unsure 

 
Q7b. Please describe your answer: [open text] 

Q8a. On a scale of 1 to 5, how easy has it been for your organization to deliver BFO? 

o 1= Extremely difficult 
o 2 = A little difficult 
o 3 = Somewhat easy 
o 4 = Very easy 
o 5 = Extremely easy 

 
Q8b. Please describe your answer: [open text] 

Q9. Do we have your permission to contact you if we would like to follow up with more questions 
about your experience with BFO?  

o Yes 
o No 

 
→ If No (Q9): You’ve reached the end of the survey. Thank you! 

→ If Yes (Q9): Please provide contact information for the person(s) best suited to speak about 

your organization’s experience with BFO. 

Contact (1): 

Work Title: 

Email: 

You’ve reached the end of the survey. Thank you!  
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Appendix G. Interview Guide for 

Community Organizations 

Good morning/afternoon. Thank you for completing our survey and for giving us permission to 

contact you to ask some follow-up questions. I have a series of questions for you to which there 

are no wrong answers. If there’s a question you do not wish to answer, please let me know, and 

we can skip it. If you would like to end this interview early, please let me know. You may be 

assured of complete confidentiality. 

Do you have any questions for me before we begin? 

Do I have your consent to record this conversation? (If a participant says “No,” the HRI 

Research Associate will take notes.) 

Domain Question Prompts 

Verifying client 
and program 
characteristics 

Based on your survey response, we understand 
that BFO is being used in your organization in 
the following way(s): 
 
[Summarize client and program characteristics] 
 
Is this an accurate summary? Are there any 
details you’d like to add? 

 

Client delivery Ask for further details about delivery only if 
relevant: 
Can you provide me with some more details 
about: 

 

● How your clients are introduced to 
BFO? 

How is BFO being 
shared/referred/promoted to clients? 

● At what point clients are offered access 
to BFO? 

E.g., Clients are offered BFO at 
referral, assessment, during 
treatment, etc. 

● How clients are supported by your 
organization’s staff or other resources 
when using BFO? 

Are peer mentors or volunteers 
involved? 

Staff interaction 
with BFO 

How did the staff in your organization prepare to 
deliver BFO to clients? 

E.g., They used the BFO Toolkit, 
created a test account, met with 
Rachel from HDGH, etc. 

Were any changes or additions in staff required 
to support BFO delivery? 

 

Were any changes or additions in technology 
required to support BFO delivery? 

Did HDGH provide any tablets to your 
organization? 
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Is your organization using the BFO outcomes 
dashboard?  
 
 

If Yes, please describe how you are 
using it. 
 
If No, please describe any plans you 
have for using the BFO dashboard in 
the future OR why your organization 
has decided not to use BFO 
dashboard. 

Are any of the staff in your organization 
participating in the BFO CoP? 

What has their experience in the CoP 
been like? 

Facilitators to 
delivery 

Is there anything we haven’t already discussed 
that has helped your organization and its clients 
use BFO? If so, please describe. 

 

Barriers to 
delivery 

Have you or your clients encountered any 
barriers to using BFO? If so, please describe. 

 

Impacts Can you please describe any benefits or 
impacts you’ve observed from your 
organization's use of BFO? 

Have you observed any benefits 
among your clients? Staff? 
Organization as a whole? 
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Appendix H. HDGH Client Experience 

Survey 

HDGH Client Experience Survey on Using Breaking Free Online and Breaking Free 

Companion app 

By entering this survey, I indicate that I have read the information letter and agree to participate. 

o Yes 

o No (Survey software will direct them to the termination page with a thank you.) 

 

Please answer the following questions to help us gain a better understanding of your experience 

with Breaking Free Online, which may include one or both of: 

o Breaking Free Online program that is accessed through an internet browser on a 

computer, tablet, or smartphone 

o Breaking Free Companion app that is downloaded on a tablet or smartphone 

Q1. What program or service at Hôtel-Dieu Grace Healthcare are you currently accessing? 

o Addiction Assessment and Referral 

o Assertive Community Treatment (ACT) 

o CMHA Coordinated Access 

o Community Withdrawal Management Services 

o Concurrent Disorders Treatment Program 

o Mental Health Outpatient Wellness Program 

o Mood and Anxiety Treatment Program 

o Regional Children’s Center 

o Residential Withdrawal Management Services 

o Toldo Neurobehavioural Institute 

o Wellness Program for Extended Psychosis (W-PEP) 

o Other, please specify: 

Q2. Please check all the boxes that best describe your engagement with Breaking Free Online. 

o I have used the Breaking Free Online program that is accessed through an internet 

browser on a computer, tablet, or smartphone → Direct to Part A 
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o I have used the Breaking Free Companion app that I have downloaded on a tablet or 

smartphone → Direct to Part B 
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Part A. Tell us about your experience with the Breaking Free Online program (that is 

accessed through an internet browser on a computer, tablet, or smartphone) 

Q3. How long have you been using the Breaking Free Online program? 

o Less than a month 

o 1-2 months 

o 3-4 months 

o More than 5 months 

Q4. On a scale of 1 to 5, how easy has it been for you to use the Breaking Free Online 

program? 

o 1= Not at all easy 
o 2 = Not very easy 
o 3 = Somewhat easy 
o 4 = Very easy 
o 5 = Extremely easy 

 
Q5. On a scale of 1 to 5, how helpful has the Breaking Free Online program been in supporting 

your treatment plan and/or goals for progress and recovery? 

o 1= Not at all helpful 
o 2 = Not very helpful 
o 3 = Somewhat helpful 
o 4 = Very helpful 
o 5 = Extremely helpful 

 
Q6. What do you like about using Breaking Free Online? [open text] 

Q7. What do you dislike about using Breaking Free Online? [open text] 

Q8. Is there anything else you would like to tell us about your experience with the Breaking Free 
Online program? [open text] 

 

Part B. Tell us about your experience with the Breaking Free Companion app (that you  

have downloaded on a tablet or smartphone) 

Q3. How long have you been using the Breaking Free Companion app? 

o Less than a month 

o 1-2 months 

o 3-4 months 

o More than 5 months 

Q4. On a scale of 1 to 5, how easy has it been for you to use the Breaking Free Companion 

app? 
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o 1= Not at all easy 
o 2 = Not very easy 
o 3 = Somewhat easy 
o 4 = Very easy 
o 5 = Extremely easy 

 
Q5. On a scale of 1 to 5, how helpful has the Breaking Free Companion app been in supporting 

your treatment plan and/or goals for progress and recovery? 

o 1= Not at all helpful 
o 2 = Not very helpful 
o 3 = Somewhat helpful 
o 4 = Very helpful 
o 5 = Extremely helpful 

 
Q6. What do you like about using the Breaking Free Companion app?[open text] 

Q7. What do you dislike about using the Breaking Free Companion app? [open text] 

Q8. Is there anything else you would like to tell us about your experience with the Breaking Free 
Companion app? [open text] 

 

OPTIONAL: To thank you for completing this survey, you are eligible to receive a gift card. To 
receive a gift card you will need to provide your contact information in a separate survey here: 
[insert link] Please note that any information collected through this link will not be connected to 
the feedback you’ve provided in this survey. 

You’ve reached the end of the survey. Thank you! 
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Appendix I. Client Experience Survey 

Recruitment Poster 
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Appendix J. Data from BFO Clients in 

Windsor-Essex 

Table 1. Initial Assessment – All Services (n = 169): 

Variable Mean SD Min Max 

WHO Quality of Life Total  14.17 4.40 5 25 

Ability to Cope with Difficulties 4.30 2.39 0 10 

Overall Life Satisfaction 4.11 2.54 0 10 

Recovery Progression: Difficult Situations 6.43 2.63 0 10 

Recovery Progression: Negative Thoughts 6.68 2.74 0 10 

Recovery Progression: Physical Sensations 6.45 2.65 0 10 

Recovery Progression: Unhealthy Behaviours 6.18 2.71 0 10 

Recovery Progression: Lifestyle 6.48 2.75 0 10 

Recovery Progression: Emotions 7.19 2.73 0 10 

Patient Health Questionnaire-4 Total 7.00 3.81 0 12 

Severity of Alcohol Dependence Total 6.57 4.84 0 15 

Overall Life Impact - Alcohol 5.63 3.56 0 10 

Severity of Drug Dependence Total 7.63 4.76 0 15 

Overall Life Impact - Drugs 6.70 3.36 0 10 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

 

Table 2. Follow-Up Assessment – All Services (n = 64): 

Variable Mean SD Min Max 

WHO Quality of Life Total  15.95 4.68 7 25 

Ability to Cope with Difficulties 5.47 2.50 0 10 

Overall Life Satisfaction 5.50 2.58 0 10 

Recovery Progression: Difficult Situations 5.36 3.00 0 10 

Recovery Progression: Negative Thoughts 5.36 2.97 0 10 

Recovery Progression: Physical Sensations 4.75 3.01 0 10 

Recovery Progression: Unhealthy Behaviours 5.33 3.10 0 10 

Recovery Progression: Lifestyle 5.23 2.83 0 10 

Recovery Progression: Emotions 5.47 3.02 0 10 

Patient Health Questionnaire-4 Total 4.72 3.57 0 12 

Severity of Alcohol Dependence Total 4.82 4.11 0 14 

Severity of Drug Dependence Total 5.41 4.70 0 15 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively.  
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Table 3. Initial Assessment – HDGH Inpatients (n = 44): 

Variable Mean SD Min Max 

WHO Quality of Life Total  15.16 4.76 5 25 

Ability to Cope with Difficulties 4.70 2.25 1 9 

Overall Life Satisfaction 4.77 2.50 0 10 

Recovery Progression: Difficult Situations 5.59 2.89 0 10 

Recovery Progression: Negative Thoughts 5.59 3.14 0 10 

Recovery Progression: Physical Sensations 5.66 2.96 0 10 

Recovery Progression: Unhealthy Behaviours 5.45 3.01 0 10 

Recovery Progression: Lifestyle 6.02 3.07 0 10 

Recovery Progression: Emotions 6.57 2.95 0 10 

Patient Health Questionnaire-4 Total 6.25 4.15 0 12 

Severity of Alcohol Dependence Total 5.25 4.69 0 15 

Overall Life Impact - Alcohol 4.95 3.44 0 10 

Severity of Drug Dependence Total 7.68 4.72 0 15 

Overall Life Impact - Drugs 7.22 3.06 0 10 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

 

Table 4. Follow-Up Assessment – HDGH Inpatients (n = 33): 

Variable Mean SD Min Max 

WHO Quality of Life Total  17.94 4.18 10 25 

Ability to Cope with Difficulties 5.97 2.28 0 10 

Overall Life Satisfaction 6.21 2.20 3 10 

Recovery Progression: Difficult Situations 4.82 3.21 0 10 

Recovery Progression: Negative Thoughts 4.52 3.00 0 10 

Recovery Progression: Physical Sensations 4.52 3.07 0 10 

Recovery Progression: Unhealthy Behaviours 4.36 2.98 0 10 

Recovery Progression: Lifestyle 4.61 3.14 0 10 

Recovery Progression: Emotions 4.58 2.96 0 10 

Patient Health Questionnaire-4 Total 3.33 3.15 0 11 

Severity of Alcohol Dependence Total 4.38 4.03 0 14 

Severity of Drug Dependence Total 4.36 4.52 0 15 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively.  
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Table 5. Initial Assessment – HDGH Outpatients (n = 33): 

Variable Mean SD Min Max 

WHO Quality of Life Total  12.85 5.04 5 22 

Ability to Cope with Difficulties 3.94 2.42 0 9 

Overall Life Satisfaction 3.55 2.77 0 10 

Recovery Progression: Difficult Situations 7.41 2.01 2 8 

Recovery Progression: Negative Thoughts 7.66 2.19 1 9 

Recovery Progression: Physical Sensations 7.41 1.90 2 8 

Recovery Progression: Unhealthy Behaviours 7.00 2.53 0 10 

Recovery Progression: Lifestyle 6.91 2.45 0 10 

Recovery Progression: Emotions 8.00 2.48 0 10 

Patient Health Questionnaire-4 Total 9.00 3.34 0 12 

Severity of Alcohol Dependence Total 9.17 4.55 0 14 

Overall Life Impact - Alcohol 6.91 3.45 0 10 

Severity of Drug Dependence Total 8.12 5.14 0 15 

Overall Life Impact - Drugs 5.80 3.44 0 10 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

 

Table 6. Follow-Up Assessment – HDGH Outpatients (n = 11): 

Variable Mean SD Min Max 

WHO Quality of Life Total  14.91 4.64 10 25 

Ability to Cope with Difficulties 6.09 2.55 3 10 

Overall Life Satisfaction 5.91 2.39 1 10 

Recovery Progression: Difficult Situations 5.45 2.98 0 9 

Recovery Progression: Negative Thoughts 5.73 3.00 0 9 

Recovery Progression: Physical Sensations 5.18 3.12 0 9 

Recovery Progression: Unhealthy Behaviours 5.55 3.05 0 10 

Recovery Progression: Lifestyle 4.82 2.36 1 7 

Recovery Progression: Emotions 6.64 3.07 1 10 

Patient Health Questionnaire-4 Total 4.82 3.43 0 11 

Severity of Alcohol Dependence Total 6.14 3.02 0 9 

Severity of Drug Dependence Total 6.62 5.04 0 12 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively.  
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Table 7. Initial Assessment – HDGH Withdrawal Management (n = 31): 

Variable Mean SD Min Max 

WHO Quality of Life Total  12.81 3.18 7 23 

Ability to Cope with Difficulties 3.32 2.20 0 9 

Overall Life Satisfaction 3.26 2.42 0 9 

Recovery Progression: Difficult Situations 7.29 2.38 1 10 

Recovery Progression: Negative Thoughts 7.58 2.42 1 10 

Recovery Progression: Physical Sensations 7.42 2.36 1 10 

Recovery Progression: Unhealthy Behaviours 6.84 2.35 1 10 

Recovery Progression: Lifestyle 7.77 1.91 1 10 

Recovery Progression: Emotions 7.77 2.18 1 10 

Patient Health Questionnaire-4 Total 7.57 3.54 0 12 

Severity of Alcohol Dependence Total 7.84 5.26 0 14 

Overall Life Impact - Alcohol 5.74 3.68 0 10 

Severity of Drug Dependence Total 9.05 4.46 0 15 

Overall Life Impact - Drugs 7.82 3.19 0 10 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

 

Table 8. Follow-Up Assessment – HDGH Withdrawal Management (n = 7): 

Variable Mean SD Min Max 

WHO Quality of Life Total  12.86 5.70 7 22 

Ability to Cope with Difficulties 5.00 3.21 2 9 

Overall Life Satisfaction 4.71 3.55 1 10 

Recovery Progression: Difficult Situations 5.71 3.25 1 9 

Recovery Progression: Negative Thoughts 5.86 3.24 1 10 

Recovery Progression: Physical Sensations 5.71 3.04 1 9 

Recovery Progression: Unhealthy Behaviours 5.71 4.15 0 9 

Recovery Progression: Lifestyle 6.14 2.73 1 9 

Recovery Progression: Emotions 5.57 3.55 0 9 

Patient Health Questionnaire-4 Total 6.57 4.39 0 12 

Severity of Alcohol Dependence Total 7.60 6.11 0 13 

Severity of Drug Dependence Total 6.67 5.86 0 11 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively.  
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Table 9. Initial Assessment – Community (n = 61): 

Variable Mean SD Min Max 

WHO Quality of Life Total  14.85 4.04 7 25 

Ability to Cope with Difficulties 4.70 2.45 0 10 

Overall Life Satisfaction 4.38 2.36 0 10 

Recovery Progression: Difficult Situations 6.08 2.62 0 10 

Recovery Progression: Negative Thoughts 6.51 2.57 0 10 

Recovery Progression: Physical Sensations 6.03 2.65 0 10 

Recovery Progression: Unhealthy Behaviours 5.93 2.62 0 10 

Recovery Progression: Lifestyle 5.95 2.83 0 10 

Recovery Progression: Emotions 6.93 2.83 0 10 

Patient Health Questionnaire-4 Total 6.21 3.54 0 12 

Severity of Alcohol Dependence Total 4.91 4.05 0 14 

Overall Life Impact - Alcohol 5.11 3.55 0 10 

Severity of Drug Dependence Total 6.74 4.68 0 15 

Overall Life Impact - Drugs 6.28 3.49 0 10 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

 

Table 10. Follow-Up Assessment – Community (n = 13): 

Variable Mean SD Min Max 

WHO Quality of Life Total  13.46 3.20 8 19 

Ability to Cope with Difficulties 3.92 2.14 1 9 

Overall Life Satisfaction 3.77 2.39 0 8 

Recovery Progression: Difficult Situations 6.46 2.26 1 9 

Recovery Progression: Negative Thoughts 6.92 2.14 3 10 

Recovery Progression: Physical Sensations 4.46 2.96 0 10 

Recovery Progression: Unhealthy Behaviours 7.38 1.76 5 10 

Recovery Progression: Lifestyle 6.69 1.84 3 10 

Recovery Progression: Emotions 6.69 2.29 3 10 

Patient Health Questionnaire-4 Total 7.15 2.70 3 12 

Severity of Alcohol Dependence Total 2.62 2.67 0 6 

Severity of Drug Dependence Total 6.75 4.65 0 14 

Note. Sample size is smaller than listed for alcohol and drug-related measures because they were only 

assessed for people who reported having difficulty with alcohol or drug use respectively. 

  



Evaluation of the Implementation and Delivery of BFO 98 

Note: For the three tables below, the three individuals who completed a follow-up on the same 

day as their initial assessment were not included in either of the two groups. Frequency counts 

and chi-square test statistics are presented for categorical variables; mean scores and t-test 

statistics are presented for continuous variables. For sex, the ‘other’ category was omitted due 

to the low observed frequency. 

Table 11. Characteristics of BFO clients who completed a follow-up assessment vs. 

those who did not 

Characteristic Total 
Follow up 

data 
No follow 
up data 

Test 
statistic 

(Chi-
Square/ T-

test) 

P-value 

Sex    1.56 .21 

Male 93 39 54   

Female 71 23 48   

Age    1.29 .26 

<35 85 28 57   

>=35 77 32 45   

Severity of alcohol dependence 6.64 6.79 6.55 0.24 .81 

Severity of drug dependence 7.66 7.14 8.00 1.02 .31 

PHQ-4 6.97 6.56 7.23 1.08 .28 

WHOQOL 14.20 14.33 14.12 0.29 .77 

Recovery Progression      

Emotions 7.16 6.77 7.41 1.41 .16 

Negative thoughts 6.66 6.31 6.88 1.26 .21 

Difficult situations 6.40 6.47 6.36 0.26 .79 

Lifestyle 6.45 6.27 6.57 0.66 .51 

Unhealthy behaviours 6.17 6.08 6.23 0.34 .73 

Physical sensations 6.44 6.44 6.44 0.00 1 

Setting    35.50 < .001 

Inpatient 44 33 11   

Outpatient 34 11 23   

Withdrawal Management Services 30 7 23   

Community Organizations 60 13 47   
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Table 12. Characteristics of clients who engaged in at least one action strategy vs. none 

Characteristic Total 
At least 

one action 
strategy 

No action 
strategy 

Test 
statistic 

(Chi-
Square/ T-

test) 

P-value 

Sex    2.55 .11 

Male 93 51 42   

Female 71 30 41   

Age    1.96 .16 

<35 85 37 48   

>=35 77 42 35   

Severity of alcohol dependence 6.64 6.34 6.92 0.59 .56 

Severity of drug dependence 7.66 7.32 8.03 0.84 .40 

PHQ-4 6.97 6.48 7.47 1.67 .10 

WHOQOL 14.2 14.65 13.75 1.32 .19 

Recovery Progression      

Emotions 7.16 6.77 7.56 1.85 .07 

Negative thoughts 6.66 6.28 7.05 1.82 .07 

Difficult situations 6.40 6.29 6.51 0.54 .59 

Lifestyle 6.45 6.39 6.52 0.31 .76 

Unhealthy behaviours 6.17 6.16 6.18 0.06 .95 

Physical sensations 6.44 6.33 6.55 0.54 .59 

Setting    48.00 < .001 

Inpatient 44 41 3   

Outpatient 34 11 23   

Withdrawal Management 
Services 

30 7 23   

Community Organizations 60 24 36   
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Table 13. Characteristics of clients who engaged in at least one information strategy vs. 

none 

Characteristic Total 

At least 
one 

informatio
n strategy 

No 
informatio
n strategy 

Test 
statistic 

(Chi-
Square/ T-

test) 

P-value 

Sex    1.25 .26 

Male 93 54 39   

Female 71 35 36   

Age    3.18 .08 

<35 85 40 45   

>=35 77 47 30   

Severity of alcohol 
dependence 

6.64 6.71 6.56 0.15 .88 

Severity of drug dependence 7.66 7.04 8.40 1.64 .10 

PHQ-4 6.97 6.56 7.48 1.56 .12 

WHOQOL 14.20 14.62 13.69 1.36 .18 

Recovery Progression      

Emotions 7.16 6.85 7.55 1.66 .10 

Negative thoughts 6.66 6.45 6.92 1.11 .27 

Difficult situations 6.40 6.32 6.50 0.45 .66 

Lifestyle 6.45 6.31 6.63 0.75 .46 

Unhealthy behaviours 6.17 6.07 6.30 0.55 .58 

Physical sensations 6.44 6.31 6.59 0.71 .48 

Setting    37 < .001 

Inpatient 44 41 3   

Outpatient 34 12 22   

Withdrawal Management 
Services 

30 13 17   

Community Organizations 60 25 35   

 


