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EXECUTIVE SUMMARY 

The opioid crisis in Toronto continues to intensify during the COVID-19 pandemic and opioid-related deaths 
continue to rise in record breaking numbers. The data and statistics are startling and sombre. The opioid 
overdose crisis remains a public health emergency that requires immediate mitigation and swift action.   

Heart to Heart First Aid CPR Services Inc (H2H), led by owner and CEO, Nick Rondinelli, has spearheaded a 
free specialized overdose response training program called Overdose Prevention & Resuscitation (CPR-
OPR). This new classification of CPR training for lay responders was urgently needed as many critical skills 
required to properly manage opioid poisoning are not covered in basic workplace first aid/CPR courses in 
Ontario. It was conceptualized in October 2020, designed on February 11, 2021, and launched on March 5th, 
2021 through a pilot program. 

CPR-OPR uses a combination of current guidelines and protocols from “lay rescuer CPR” and more advanced 
skills from Basic Life Support (BLS). Using a collection of evidence-based first aid response practices, the 
training provides learners, based on their training and confidence level, with a toolkit of options to safely 
provide a person experiencing opioid poisoning with the recommended first aid response. 

Since opioid poisoning causes respiratory arrest, providing the person with oxygen quickly and safely is 
recommended. This can best be done with two-rescuers performing ventilations coupled with chest 
compressions while using a Bag-Valve Mask (BVM) and wearing 3- to 4-piece PPE. These measures are 
crucial for the safety of the responders and will allow them to provide vital oxygen without fear of cross 
contamination of communicable disease and toxic chemicals.  

Nick took the guidelines and standards from the newly developed CPR-OPR program and created a specific 
course to target those who were on the frontlines of the opioid crisis. Since opioid-related deaths can often be 
averted if the person consuming opioids is in the presence of “peers”, the course was named “Peer Support 
Responder” with the intention to target people who use drugs (PWUD), their friends, allies, and frontline 
workers who are in proximity and can intervene quickly to avert an accidental opioid related fatality.  

The initiative provides a free 2.5-hour “Peer Support Responder (CPR-OPR)” training program and includes 
the provision of relevant protective equipment and PPE supplies directly to the community most impacted and 
likely to provide overdose response. Free supplies were provided to all participants including an emergency 
response backpack containing a one-way valve resuscitation mask, Bag-Valve Mask (BVM) with HEPA filter, 
mini-first aid kit and 4-piece PPE (KN95 mask, gloves, eye protection, gown).  
Three days after the launch of the program (March 8, 2021), a medical statement was released by the American 
Heart Association (AHA). Almost all the additions and recommendations in CPR-OPR were affirmed. The 
AHA report is called: “Opioid-Associated Out-of-Hospital Cardiac Arrest: Distinctive Clinical Features and 
Implications for Health Care and Public Responses."1 It states that providing ventilations and airway 
management coupled with chest compressions and naloxone administration is the recommended approach for 
those most at risk and likely to encounter an opioid overdose. It also stipulates that regular and frequent training 
is required to develop mastery in the skills needed to provide ventilations effectively. Nick and his team were 

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
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overjoyed to learn about this medical statement as it affirms that the training meets the current medical 
standards for opioid response - a program co-created with members of the affected community. 

Between June 1, 2021 to July 17, 2021, Phase 1 of training was completed in Downtown Toronto East. 
Seventy-five (75) Peer Support Responders were trained under the Overdose Prevention & Resuscitation 
(CPR-OPR) program. A pre-course and post-course training survey was conducted to assess the impact of the 
training. Out of the 75 responders, sixty-six (66) responders participated in the pre-course training survey with 
48 questions and sixty-two (62) participated in the post-course training survey with 28 questions.  

Key Data Findings: 

Most participants (94%) work in harm reduction in some capacity. Additionally, 66.6% of 
participants indicated that they are taking the training for work related purposes which mainly includes 
workers in shelter support, outreach, harm reduction and housing. They identified that their employer was the 
source of how they learned about the training.  

More than half of the participants identified as a visible minority (54.4%). Of the group, 41% identified as 
2SLGBTQIA+, 21.7% were Indigenous and 22% were ACB (African, Caribbean, Black). 69.7% of 
participants witnessed an opioid overdose in their lifetime. 48% said they witnessed an overdose in the last 3 
months and 63% within the last year (with 34% seeing more than 5 in just one year).  

A quarter of the participants (25%) had used drugs and experienced an overdose themselves. While many had 
received some form of training either formally or informally (i.e., naloxone training) prior to taking the course, 
most of the participants neither received comprehensive overdose response training (with or without 
ventilations and airway management) nor regular hands-on skills training.  

More than half of the participants (59%) received training on how to check for a pulse, yet less than half (43%) 
were trained to provide assisted breathing (ventilations-only). This was interesting to learn because these two 
skills are often taught together. Only 31% of the participants knew how to ventilate using a one-way valve 
resuscitation mask. Even less participants (26%) knew how to use a Bag-Valve Mask (BVM). Overall, 64% 
of participants did not feel confident or felt unsure if they could provide critical lifesaving ventilations based 
on their previous training.  

More than half of the participants (63%) disagreed with the current recommendations of “compression only 
CPR” for opioid poisoning during COVID-19. Most participants (65.2%) felt that giving oxygen leads to better 
outcomes in cases of opioid overdose, while 31.8% were not sure. Interestingly, when asked in a separate 
question if receiving oxygen to survive an overdose is a health right of the person, almost all the participants 
(97.6 %) agreed.  

Sixty-nine percent (69%) agreed that the use of a Bag-Valve Mask should be the first method of oxygen 
delivery by way of ventilations. More than half of participants (58%) felt that any method of providing 
ventilations poses a risk of cross-infection. The major risks identified were communicable diseases (such as 
COVID-19) and toxic chemicals; however, responders affirmed that if the proper PPE and Bag-Valve Mask 
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were utilized, risk levels would significantly decrease and therefore providing ventilations should be treated 
equally to compressions.  

Half of the participants (50%) did not know how to use 3 or 4-piece PPE. Sixty percent (60%) never learned 
how to “put on” or “take off” PPE (donning/doffing). Almost all the participants had never practiced lifesaving 
skills while wearing PPE and even fewer in conjunction with using a Bag-Valve Mask (BVM) or one-way 
valve mask as a single rescuer or two-rescuer team. It was interesting to learn this considering that this training 
took place 1 year and 3 months into the COVID-19 pandemic, during which PPE became widely used. 

Less than half of the participants (46%) received first aid/CPR training more than a year ago, while an almost 
equal number of participants (44.3%) did not have any formal first aid/CPR training. Considering that 94% of 
responders were in the field of harm reduction and 66.6% were frontline workers, lack of training was one of 
the leading identifiable gaps that was discovered in the data and described in this report. 

Sixty-four percent (64%) of responders showed an overall lack of confidence to manage an overdose properly 
before the training. 34.4% were somewhat confident, and 29.5% were not confident at all. The level of 
confidence of the participants to respond to an opioid overdose was very limited prior to the Peer Support 
Responder (CPR-OPR) course; however, participants felt significantly more confident after the training. The 
mean confidence level to manage an overdose (rating out of 5) was enhanced (almost doubled) from 2.2 
to 4.17 after the training. The impact of the training was statistically significant (level α (2 tailed test) 
0.000). 

Seventy-three percent (73%) of participants felt that refresher training should happen at least once a year to 
remain competent, and out of those, 38.7% felt that refresher training should happen twice a year. Given that 
workplace first aid re-certification in the Ontario is every 3 years, it was interesting to see that many felt this 
timeline was inadequate. More than three-quarters of participants (81.7%) responded “yes” to 2.5 hours being 
appropriate for the duration of the training, while the remaining 18.3% felt that there should be more time 
invested in the content. More than half of the participants (68.9%) were comfortable with one 4-hour session. 
This data allowed Nick and his team to increase future training sessions to 3 hours versus the previous 2.5 
hours.  

Sixty-eight percent (68%) of participants agreed that there are not enough services available to support harm 
reduction workers and peer responders dealing with overdoses. There were many other challenges faced by 
participants when they administer overdose response. The major challenges include lack of supplies and 
resources, lack of adequate training, and fear of panicking “freezing” while performing overdose response. In 
addition, the mental health of responders is equally important as there is rarely a component of self-care 
involved in the work that they do, which is very stressful and demanding both physically and emotionally. The 
data clearly demonstrates the need to upscale training and provide specialized overdose response for high-risk 
responders that is more in-depth than the current lay rescuer approach. It is time to invest and support frontline 
workers and community members most at risk of witnessing opioid poisoning. 
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It is urgent that the lay public and emergency dispatchers (who may be providing over the phone instruction) 
understand the importance of emergency management of opioid poisoning. Administration of naloxone 
and compression-only CPR is recommended for the untrained public and for those who are unable or 
unwilling to provide rescue breathing (i.e, during the pandemic without proper PPE/training for aerosol 
generating medical procedures such as when using a Bag-Valve Mask). The recommended approach for those 
who are trained, willing, and able, should include ventilations in conjunction with compressions and naloxone 
administration with the right PPE. As such, we must also increase training frequency to allow at-risk 
responders to properly develop skills in airway management and ventilations to provide them successfully. 

First aid educators who provide training and certification courses that cover overdose response are encouraged 
to include training with ventilations coupled with compressions and with a focus on offering more regular and 
frequent training. This is especially true for workers post-pandemic and for those providing care where 
COVID-19 is not a concern (e.g. the person is known to them). 

Post-training and real overdose response: 

We would like to share the results of a follow-up survey that was conducted three (3) months post-training. 
Out of the seventy-five (75) Peer Support Responders that were trained, thirty-one (31) participated.  Fourteen 
(14) out of the thirty-one (31) indicated they had utilized the skills learned in-class to provide real overdose 
response. That is 46% in just three (3) months following the training. Additionally, all responders indicated 
that the person experiencing opioid poisoning survived. We also asked the responders if they used any of the 
supplies from the emergency backpacks that they received at course. Ten (10) out of thirty-one (31) responders 
indicated they used various supplies during their real overdose response. That is 32% in three (3) months post-
training. Nick and his team are pleased that the training is making a positive impact on the frontlines of the 
opioid crisis. Nick says, “Our responders are saving lives!” (See page 45 in this report that shows the data).

 

STATEMENT: “NOTHING ABOUT US, WITHOUT US” 

The recent release of the American Heart Association’s medical statement1 on overdose response 
guidelines has confirmed that the added first-aid elements in CPR-OPR guidelines that are used in our 
Peer Support Responder training are essential and evidence-based. The Peer Support Responder 
training received real-time feedback from participants during its pilot phase in March 2021, which 
provided an invaluable window into the firsthand experience of our participants. We would like to note 
that the creation and development of effective overdose response trainings requires not only scientific 
evidence but must also draw from the lived experiences of people who use drugs as well as the 
professional observations of frontline workers and service providers. As we continue our efforts to 
counter the overdose crisis, we embrace the principle of “Nothing About Us, Without Us”. We would 
like to acknowledge and thank all the people with lived experience, the frontline shelter, outreach, and 
harm reduction workers, as well as the allies who assisted in the co-creation of the Peer Support 
Responder (CPR-OPR) training. 

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://www.heartandstroke.ca/articles/modification-to-hands-only-cpr-during-the-covid-19-pandemic
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ABOUT THE REPORT 

This is an internal evaluation report conducted for H2H’s Peer Support Responder (CPR-OPR) training 
program. We would like to acknowledge that the impact evaluation study was made possible through the 
support of the participants of the Peer Support Responder training program. The H2H team would like to 
express our gratitude to all the training participants for their time, dedication, and engagement. 

Of the seventy-five (75) Peer Support Responders in Phase 1, sixty-six (66) responders participated 
in the pre-course training survey with 48 questions and sixty-two (62) participated in the post-course 
training survey with 28 questions.  

ABOUT HEART TO HEART FIRST AID CPR SERVICES 

Heart to Heart First Aid/CPR Services Inc. (H2H) specializes in First Aid and CPR/AED training for 
the lay public as well as professional responders. We have been in operation for 22 years and we are one 
of the largest Canadian Red Cross training providers in Canada. Since conception, H2H has provided first 
aid and CPR training services to over 200,000 Canadians. Our head office and main training centre is in 
Downtown Toronto East and has over 18 training locations across the country.  

On September 15, 2021, a new not-for-profit organization was created to operate our community response 
training and supplies program for vulnerable populations. The name of this organization is called The 
Community Responder Network.  

Heart to Heart CPR continues to fund the trainings and supplies until public funding is made available. 

https://www.heart2heartcpr.com/peersupport/
https://www.heart2heartcpr.com/
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PREFACE 

PEER SUPPORT RESPONDERS -  
A COMMUNITY INITIATIVE BORNE OUT OF DIRE NEED 

By Nick Rondinelli 

This preface offers background information on the origins of the Peer Support Responder training. Given 
that I have personally lost close friends to the opioid crisis, this work is close to my heart. 

As the owner and CEO of Heart to Heart First Aid CPR Services Inc., I have had the privilege to train 
numerous members of the community to gain life-saving skills and become certified in various Canadian Red 
Cross courses, including First Aid, CPR, Basic Life Support (BLS), Professional Responder, Psychological 
First Aid, and Instructor Development courses. As a health professional and certified First Aid Instructor 
Trainer, I am passionate about first aid education, skills development, and adult learning.  

I am a member of the 2SLGBTQ+ community and have lived in Downtown Toronto East for over two decades. 
As a resident, I have witnessed first-hand the harmful effects of systemic oppression and marginalization of 
vulnerable communities, where many of my friends within the community fell through the cracks and 
succumbed to their vulnerabilities. These losses have allowed me to gain deep insights on the harmful effects 
of stigma and discrimination towards visible minorities, people experiencing homelessness, people who use 
drugs (PWUD) and 2SLGBTQ+ people. Losing close friends has also enabled me to develop immense 
compassion as well as a sense of conviction to end the social injustices and inequities towards members of 
these communities. Where possible, I would like to support others to rise above their challenges and disparities, 
and to advocate for their health, well-being, and safety.  

We began our advocacy work on the overdose crisis on October 15, 2020, when we first learned that Toronto 
shelters were experiencing a record high number of deaths from opioid poisoning. We discovered that many 
shelter operators and workers (who are required to be trained and certified in Standard First Aid and CPR) 
were following a similar protocol as outlined in a Toronto Public Health (TPH) “5-Step Overdose Response” 
graphic. This graphic recommends: “Do Chest Compressions ONLY during COVID-19, NO Rescue 
Breathing.” A version of the same “5-Step Overdose Response” is also on the City of Toronto’s website. It 
is also attached to all community emails from the Toronto Drug Strategy, which issues notices to many 
organizations and people within the sector of drug policy and harm reduction.  

As a First Aid Instructor Trainer, I strongly felt that this “directive” to perform “compression-only CPR” was 
not appropriate for trained responders, who, with the right training, equipment and PPE, should be able 
to provide critical ventilations when managing an opioid overdose. It also may discourage a lay person who 
is able and willing to provide ventilations on a loved one or someone t hey  already share germs with. 
The Heart and Stroke Foundation agrees and even states this as a "special circumstance" for witnessed 
overdose. The ambiguity arising from the "5-step graphic" has created confusion among those who 
are trained, willing, and able to provide compressions with rescue breaths. 

https://www.globenewswire.com/en/news-release/2021/07/27/2269539/0/en/Peer-Support-Responder-A-New-Community-Initiative-That-Provides-FREE-Specialized-Training-and-Supplies-to-People-Likely-to-Encounter-an-Opioid-Overdose.html
https://www.heart2heartcpr.com/
https://drive.google.com/file/d/1sSjIxVgXvdDl0Xza2XvN2SUmRez9LSv-/view?usp=sharing
https://www.toronto.ca/community-people/health-wellness-care/health-programs-advice/overdose-prevention-and-response/drug-use-services-and-supports/
https://www.heartandstroke.ca/articles/modification-to-hands-only-cpr-during-the-covid-19-pandemic
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We also identified major gaps and breakdowns within the Toronto Shelter Standards regarding workers being 
under-trained as a result to taking basic training. I provided a list of critical skills in overdose response that 
are not covered in the current training. We notified them about the lack of proper equipment such as Bag-
Valve Masks and Automatic External Defibrillator’s (AED’s). We also brought to their attention the minimum 
number of first aid certified staff per shift should be changed from 1 staff person to 2 staff persons. I also 
pointed out the lack of 4-piece PPE and PPE training among staff.  

As a concerned citizen and a health and safety professional for 22 years, I contacted senior city officials as 
well as executive directors of two large city-run shelters about the risk of more shelter deaths amidst the 
pandemic. We communicated these concerns in late October and early November 2020, through 
a nationwide press release and subsequent direct emails. 

The urgency of the situation motivated me to create The Johnston-Brais Initiative to honour my two dear 
friends who passed away from a lack of safe housing and opioid poisoning. The initiative offered us a way to 
advocate to the City of Toronto’s Shelter Support and Housing Administration (SSHA) in hopes that they 
would reform their shelter standards. It also served as a channel through which we could offer our professional 
expertise to help mitigate the gaps and breakdowns that we felt were contributing to the rising number of 
opioid-related deaths among shelter residents. We offered our services for free,1 with the aim of training all 
Toronto shelter workers in overdose response beyond the lay rescuer approach. Despite the pandemic, we 
understood that overdose response with ventilations could be done while complying with COVID-19 safety 
precautions by using 4-piece PPE, two-rescuer CPR, and protective breathing barrier equipment such as a Bag-
Valve Mask with a HEPA filter to manage aerosol generating medical procedures. These precautions were 
laid out in the Toronto Public Health's COVID-19 Guidelines for Harm Reduction Outreach & Community 
Response (pg.8,9)

Our multiple attempts at communicating with City officials and shelter executives as a health and safety 
professional were unanswered and there was no resolution to our inquiries or concerns. We understood early 
in our advocacy the urgency for specialized training not only for shelter workers but for any person who is 
most at risk of witnessing, encountering, and experiencing opioid poisoning. We wanted to provide our free 
services and specialized training in a meaningful way and in honour of my late dear friends. As a witness to 
their lives, I have seen first-hand how vulnerable communities are disproportionately impacted. We decided 
to focus directly on the populations most at risk. Our goal was to target people who use drugs (PWUD) and 
their friends, family, or peers who are close by and can intervene quickly to prevent accidental death. 

We created a training program called Overdose Prevention & Resuscitation (CPR-OPR).  It was 
conceptualized in October 2020 and designed on February 25, 2021. We had created this new classification of 
CPR training specifically for lay overdose responders who are most likely to perform overdose response.2 This 
training is unique as it covers critical opioid poisoning skills that are not covered in basic first aid/CPR courses. 

1 After receiving no response from the city, we learned on our own that I needed to register as a lobbyist before engaging 
with city officials. We also learned we are not allowed to offer free services to the city. No one told us and we waited months. 
2In conjunction to CPR-OPR, we also created “Advanced Overdose Prevention & Resuscitation (CPR-AOPR)”. It combines 
content in CPR-OPR, Basic Life Support (BLS), Advanced Airway Management, and Oxygen Therapy, all in one course. 

https://drive.google.com/file/d/1ip3JJqZScB5_X1Ohpwnjdfm4Yal3v52B/view?usp=sharing
https://www.globenewswire.com/news-release/2020/10/21/2111960/0/en/Deaths-in-Toronto-Shelters-at-All-Time-High-CEO-of-Heart-to-Heart-CPR-Says-That-Shelter-Staff-is-Taking-the-Wrong-Course-A-Claim-Recently-Supported-by-Newest-Canadian-2020-Resuscit.html
https://www.heart2heartcpr.com/opioid/
https://youtu.be/4bRo6eCOOUk
file:///Users/nickrondinelli%201/9056-Guidelines-for-HR-outreach-and-OD-response-April-28-2020.pdf
https://www.toronto.ca/legdocs/mmis/2021/cc/comm/communicationfile-130889.pdf
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CPR-OPR offers a 2-tiered response strategy that allows for an easier approach to care (naloxone 
administration and compression-only CPR) to a more advanced skill set that includes airway 
management, the provision of oxygen, two-rescuer approaches, protective equipment, and the donning, 
doffing and safe disposal of full PPE. On March 5th we piloted this training program and produced one 
promotional video and educational learning resources including 4 instructional videos (released on 
YouTube March 15th, 2021).  Within two weeks of promoting our Peer Support Responder (CPR-OPR) 
training to the at-risk community we were fully booked with 100 registrations. We opened another 50 spaces 
and within one week those were fully booked too. Half attended and completed the training.   

Between June 1, 2021, to July 17, 2021, Phase 1 of training was completed in Downtown Toronto East. 
Seventy-five (75) Peer Support Responders were trained under the Overdose Prevention & Resuscitation 
(CPR-OPR) program. Free supplies were provided to all participants, which included an emergency response 
backpack containing a one-way valve resuscitation mask, Bag-Valve Mask (BVM) with HEPA filter, mini-
first aid kit, and 4-piece PPE.  (See pictures of our Phase 1 responders in training ). 

With the power of social media and the willingness of a Health Promotion Specialist from Toronto Public 
Health, Kris Guthrie along with her colleagues Nicole Greenspan, Michael Nurse and Amanda Leo, we 
presented our free training and supplies program to a network of 25 frontline organizations. We showed a 
powerful and impactful promotional video of the pilot program that captured the essence of our training.  

The promotional video showed the skills development of two at-risk community members who completed the 
training. They both recently lost a loved one to an accidental overdose and they were both likely to witness 
more instances of opioid poisoning. The video shows the participants’ progression and skills development 
throughout the entire course. At the end of the two-hour training session, the participants were performing high 
quality CPR, assisted breathing, two-rescuer skills using a Bag-Valve Mask, while correctly wearing 4-piece 
PPE. We had evidence that our training program empowered two community members to develop the skills to 
avert preventable opioid related deaths while protecting themselves.   

The Peer Support Responder (CPR-OPR) program was piloted to the members of affected communities 
through in-person testing and post-training evaluation. We received real-time feedback and made appropriate 
adjustments where needed. The program has evolved to become one that is co-created with people with lived 
experience, as well as frontline workers, first responders, and health care providers. 

Shortly after the launch of our program, the American Heart Association’s journal “Circulation” released a 
medical statement with first-aid guidelines that coincide with those taken in the Peer Support Responder 
(CPR-OPR) program.3 This medical statement confirms that our training meets the current medical standards 
for opioid response.  This extraordinary alignment between our work and advocacy in overdose response, 
and the later published AHA medical statement solidifies that “evidence” must be rooted not only in 
science but also from lived experiences of people who use drugs (PWUD) along with the professional 
observations of frontline workers and service providers.  

3 "Opioid-Associated Out-of-Hospital Cardiac Arrest: Distinctive Clinical Features and Implications for Health Care 
and Public Responses."  Originally published on March 8, 2021. AHA Circulation. Volume 143, Issue 16, 20 April 
2021. 

https://www.youtube.com/watch?v=ltp7nv4wq4E
https://youtube.com/playlist?list=PLaIc6GIFYxkvQzq6amBa04BZKpYcfE9Vp
https://drive.google.com/drive/folders/1l_68KI5lstMinAcKvP2z3PpvomYUf2pE?usp=sharing
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
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RECENT UPDATES TO REQUESTED INFORMATION ABOUT “NO BREATHS DURING COVID-19”: 

• Seven months after our original request, we learned from Toronto Public Health (TPH) that the “5-Step Overdose
Response” graphic is a population health tool / naloxone kit insert and it outlines the “minimum” care in overdose
response. It can be used by untrained lay people or anyone who is unable or unwilling to provide rescue breaths. It
does NOT exclude those with communities who are trained, able and willing to provide CPR with oxygen.

• Eight months after our original request we learned from TPH that the guidance on “no rescue breathing” as described
on the “5-Step graphic” came from the Ministry of Health as a COVID-era amendment. Also, workers in high-risk
settings need to have the necessary Infection Prevention and Control (IPAC) guidance in place with enhanced
training to provide ventilations during COVID-19.  This is what we offered the city to do for free.

• In June 2021, after reviewing the City’s newly created Harm Reduction Tool Kit, we learned that all Toronto
shelter and respite providers were given a directive (updated on February 22, 2021) (section “Q” pg. 2,3) by the
General Manager of Shelter Support Housing Administration stating it is not advisable to perform full CPR during
COVID-19, including rescue breaths as there is no evidence that “valve masks” protect against the virus.

• In early February 2022, we learned that the directive (updated on January 17, 2022) (see section “S” pg.3) still
advises compression-only CPR with no "rescue breaths" during COVID-19. It also states now, "When aerosol generating

medical procedures (AGMPs) are planed or anticipated to be performed, airborne precautions must also be implemented
including the use of fit-tested N95 mask. Staff who may be required to perform AGMPs should refer to their organizations
relevant policies and /or procedure" (see IPAC Recommendations for Use of PPE for Care of Individuals with
Suspect or Confirmed COVID-19). Although these expectations are relevant during the pandemic, we expect to see
less stringent IPAC expectations (i.e., “fit tested” N95 masks) post-pandemic. The data in this report clearly shows
a willingness for frontline workers to provide oxygen safely. Employers are encouraged to support these workers
and provide them with regular and frequent training in overdose response above the lay rescuer approach. We also
want to acknowledge the City’s continued resources that are now available for shelter and respite operators, including
the Harm Reduction Tool Kit, to protect frontline workers/patrons from opioid poisoning and COVID-19.
We hope that the data and recommendations we present in this report, along with the medical statement from the
American Heart Association, will encourage those who employ at-risk workers to provide them with the proper
training and support they need and deserve. We also hope to protect the health and wellbeing of people who use
drugs (PWUD) and train peers, allies, and bystanders to avert accidental deaths during this public health crisis.
Sincerely,

Nick Rondinelli - Owner and CEO Heart 
to Heart First Aid CPR Services Inc. 
nick@heart2heartcpr.com 

Executive Director and Founder 
The Community Responder Network 
nick@communityresponder.ca 

https://drive.google.com/file/d/1V4nEKYX3COcBDw4NUXdlB6hXSZcstkej/view?usp=sharing
https://drive.google.com/file/d/1iHqpL-Eh6pMX8MZ-hURIcxaf1jy1KxPG/view?usp=sharing
https://www.toronto.ca/community-people/community-partners/emergency-shelter-operators/references-and-resources/?accordion=harm-reduction
https://www.toronto.ca/community-people/community-partners/emergency-shelter-operators/references-and-resources/?accordion=harm-reduction
mailto:nick@heart2heartcpr.com
mailto:nick@communityresponder.ca
https://www.publichealthontario.ca/-/media/documents/ncov/updated-ipac-measures-covid-19.pdf?la=en
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Backpacks, mini-first aid kit and 4-piece PPE were provided by Hawktree Solutions at-cost. We are 
grateful for their contribution to our community response program. 

 

 

https://hawktreesolutions.com/
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1. The Opioid Crisis

The opioid crisis in Toronto continues to intensify during the COVID-19 pandemic.  From April 1, 2020 
to March 31, 2021, there were 583 confirmed opioid toxicity deaths among residents of Toronto. This 
represents a 96% increase compared to the 297 deaths during the previous one-year period. In the rest of 
Ontario, there were 1,999 deaths from April 1, 2020 to March 31, 2021 representing a 63% increase 
compared to 1,227 deaths during the previous one-year period.4 Most of these deaths were accidental, 
both in Toronto (96%) and in the rest of Ontario (95%). In Toronto, 29% of individuals who overdosed 
were experiencing homelessness, more than twice as high as the rest of Ontario (13%).  In Toronto, forty-
eight percent (48%) of deaths occurred when the person was home alone with no one there to help; 
however, information was missing in 34% of cases.5 It is also worth mentioning that the number of non-
fatal overdoses has also increased exponentially. To give a perspective, in November 2021 alone, there 
were 583 non-fatal 6 calls attended by Toronto EMS for suspected opioid overdoses. The opioid overdose 
crisis remains a public health emergency that requires immediate mitigation.  

2. Objectives of the Evaluation and Methodology

The impact evaluation of the Peer Support 
Responder training was conducted between 
June 1, 2021, to July 17, 2021. The 
evaluation assessed the impact of the training 
to manage overdose response. The 
evaluation is based on the Logical Theory 
Model by Taylor-Powel, Jones, and Henert 
(2008), 7  depicting the sequence “of a 
program based on ‘causation’ showing what 

the program will do and what it is to accomplish” (Fig 1.1). To assess the impact, the evaluation was done 
in two phases. Participants were first asked to complete a pre-training questionnaire (Phase I). After the 
training, the same participants were asked to complete a post-training questionnaire (Phase II) on the 
effectiveness of the training.  

4 Toronto Public Health (August 13, 2021) - https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-
Data_Final.pdf 
5 Toronto Public Health (August 13, 2021) - https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-
Data_Final.pdf 
6 Toronto Overdose System -https://public.tableau.com/app/profile/tphseu/viz/TOISDashboard_Final/ParamedicResponse 
7 Taylor-Powel E, Jones L, Henert E (2008); Enhancing program performance with logic models. University of Wisconsin-
Extension at lmcourseall.pdf (wisc.edu) 

Figure 1.1: Process of evaluation 

https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-Data_Final.pdf
https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-Data_Final.pdf
https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-Data_Final.pdf
https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-Data_Final.pdf
https://www.toronto.ca/wp-content/uploads/2020/12/8d4b-TOIS-Coroner-Data_Final.pdf
https://public.tableau.com/app/profile/tphseu/viz/TOISDashboard_Final/ParamedicResponse
https://fyi.extension.wisc.edu/programdevelopment/files/2016/03/lmcourseall.pdf
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The major objectives of the evaluation are: 
 
• To identify the effectiveness of and the need for training during COVID-19. 
• To collect the socio-demographic information of the participants. 
• Assess whether the participants felt more skilled and confident to respond to opioid/drug overdose. 
• To analyze the impact of Peer Support Responder training in comparison to previous training.   
• Identify the gaps in occupational health and safety standards for frontline workers who are at high 

risk of providing overdose response.  
• To devise recommendations on how to provide resources and services to support overdose 

responders with recommendations on best practices to properly provide ventilations effectively and 
safely during COVID-19 and amidst an opioid crisis.  

Participants of the Peer Support Responder course were provided surveys along with a consent form and 
confidentiality agreement which explained to the trainees that participation was voluntary. Those who 
chose to participate completed the pre- and post-course training surveys in person or online as per their 
convenience.  
 
Sixty-six (66) responders participated in the pre-course training survey with 48 questions and  
sixty-two (62) participated in the post-course training survey with 28 questions.  
 
The survey collected both quantitative data and open-ended qualitative data. SPSS was used to conduct 
statistical analysis. Two tailed T-Test was used on variables to establish the impact of the training.  
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3 Findings 

3.1 Socio-demographic profile of the participants 

Most of the participants came from groups that experience various forms of inequality and marginalization 
and were individuals who lived with multiple intersecting minority identities. Of the participants in the 
Peer Support Responder course, more than half of the participants (60%) identified as women, 34% as a 
man and within this group 6% (4 participants) identified as 2SLGBTQIA+8. (Transgender Woman, 
Gender Fluid, Non-Binary and Female to Male Two-Spirit). 

Most participants were between 26 and 45 years of age (66%). Close to one third of the participants 
(29.7%) were above 45 years in age.  

A significant majority of participants (94%) worked in harm reduction in different capacities. More than 
half of them (57.8%) worked in the sector for more than 2 years. Participants’ experience working in the 
field ranged from 3 months to 20 years, giving us a broad spectrum of novice and experienced frontline 
responders.    

More than half of the participants identified as a visible minority (54.4%). Of the group, 41% identified 
as 2SLGBTQIA+, 21.7% were Indigenous and 22% were ACB (African, Caribbean, Black). 
Approximately 6.5% of the participants identified as someone with a disability 11% identified as 
newcomers to Canada. 

8 Note: 2SLGBTQIA+ is an acronym for two-spirit, lesbian, gay, bisexual, transgender, queer, intersex and 
asexual while + stands for other ways individuals express their gender and sexuality outside heteronormativity and the 
gender binary. 
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3.2   Participants Past Experience in Overdose Response  
 
Witnessing Overdose  
 
Seventy percent (70%) of participants witnessed someone suffering from opioid poisoning. 48% said they 
witnessed an overdose in the last 3 months and 63% in the last year (with 34% seeing more than 5 in just 
one year). A quarter of the participants (25%) had used drugs and experienced an overdose themselves. 
Most of the participants were able to identify at least one symptom of opioid overdose. The most identified 
sign and symptom was unresponsive/losing consciousness (nodding, dozing off).  The next identified sign 
and symptom was impaired or lack of breathing (gurgling/snoring noises), followed by lips/face turning 
blue or purple. Other signs included, shock, convulsions, pinpoint pupils, vomiting, and eyes rolling back.  
 
Past Trainings Received by the Participants  
 
Although some participants had received some training in overdose response, 64% did not feel confident 
to provide ventilations. Only 36% of the participants felt that they were confident to provide ventilations 
based on prior training. This highlights the need for proper training in rescue breathing.  
 
Most of the participants (83%) received formal training administrating naloxone.  62.1% received training 
to administer both nasal and injectable naloxone, 18% received only nasal naloxone training, 3% only 
injectable naloxone and a small proportion of the participants (16.7%) had no training. Most of the 
participants who were trained to administer naloxone (42.2%) received the training within one (1) year 
and 26% within the last 2 years. 
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Participants Prior Experience Responding to Overdose 

Sixty-two (62%) provided care to a person suffering from an overdose and 38% had not. Nineteen percent 
(19%) provided some form of bystander support such as calling 911 or managing the scene, however 
providing naloxone (42.3%) was the major response by the participants collectively. Less than half of 
them (41.3%) administered nasal naloxone and 28.1% had administered injectable naloxone.  

Twenty-five percent (25%) only gave naloxone. Eight percent (8%) gave naloxone and basic first aid. 
Nineteen percent (19%) were able to provide naloxone and CPR, while 6% gave only gave CPR. Eight 
percent (8%) gave ventilations collectively with either chest compressions or naloxone administration, 
while 4% gave “ventilations-only”. Two percent (2%) gave naloxone, ventilations-only and CPR.   

Twenty-eight percent (28%) of the overdose response administered occurred within a period of 1-3 months 
from the date of completing the survey and 25% had provided overdose response at least 9 months or 
more. This demonstrates that overdose incidents are rampant, and those frontline responders have been 
providing extensive support in their communities.  
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It is important to note that most participants (75%) had not witnessed an overdose related emergency 
where “compression only CPR” was done. For those who had, 38% said it happened in a shelter or respite, 
19% in a community setting, 18% in hospital, and 13% at an Overdose Prevention Site (OPS) – also 
known as Safe Injection Site (SIS).  
 

 
 
Seventy-seven percent (77%) of participants did not witness an overdose related emergency where 
ventilations-only and/or compressions with ventilations was done. For those who had witnessed one, 42% 
said it happened in an Overdose Prevention Site (OPS), 17% in a community setting, 8% at work and 8% 
in hospital. An interesting point to make is that no one reported seeing CPR compressions with ventilations 



21 
 

in a shelter or respite compared to 38% witnessing compression-only CPR in a shelter or respite setting.   
This demonstrates that shelter workers are not providing ventilations as part of their overdose response 
within these settings. It should also be noted that since shelter workers are at a higher risk for witnessing 
opioid poisoning, the recommended overdose response for shelter workers is the inclusion of ventilations 
in resuscitative measures. This is clearly outlined in the medical statement from the American Heart 
Association (AHA).9 
 
Availability of Naloxone 
 
More than half of the participants (62.1%) had immediate access to naloxone as they carried it with them. 
Most of them (56.3%) carried only nasal naloxone while few participants (8.3%) carried injectable 
naloxone. One fourth of the participants had access to both. 76.7% had immediate access to naloxone 
when they were in high-risk settings. Of those who did not have immediate access to naloxone, most were 
able to access it within 10 - 20 minutes.  This shows that we cannot depend solely on naloxone when 
providing overdose response as it may not be readily available.  
 
Providing Oxygen in Overdose Response  
 
Most participants (65.2%) feel that giving oxygen leads to better outcomes in cases of opioid overdose, 
while 31.8% were not sure. When asked in a separate question if receiving oxygen to survive an overdose 
is a health right of the person, almost all the participants (97.6%) agreed. This shows that some participants 
may have a lack of knowledge on the benefits of oxygen in overdose response, yet they do understand and 
support the importance of “oxygen as a human right” to survive an overdose. This was an interesting 
observation and may be due in part to the normalization of naloxone and compression-only CPR. I can 
also be a lack of knowledge that opioid poisoning is a breathing emergency that causes respiratory failure. 
On further thought, this data can also mean that many responders have seen positive effects from 
administering naloxone and compression-only CPR alone.  This is especially true for those with naloxone 
readily available. It is important to note that the majority of responders do feel oxygen leads to better 
outcomes.  
 
When asked, 69% supported the use of a Bag-Valve Mask as the first method of oxygen delivery to the 
person experiencing an overdose. Fifty-one percent (51%) support mouth-to-pocket mask ventilation and 
20% support all methods including mouth-to-mouth and oxygen by way of O2 cylinders (tanks). Although 
most participants supported the use of a breathing barrier, 64% did not feel confident they could use one 
and provide effective ventilations based on their previous training.  

                                                 
9 "Opioid-Associated Out-of-Hospital Cardiac Arrest: Distinctive Clinical Features and Implications for Health Care and 
Public Responses."  Originally published on March 8, 2021. AHA Circulation   Volume 143, Issue 16, 20 April 2021. 
 

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
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COVID-19 Precautions and Risks 
 
More than half of the participants (63%) disagreed with the current recommendations of 
“compression-only CPR” for opioid poisoning during COVID-19. The number one reason participants 
gave for disagreeing was that oxygen is needed since opioid poisoning is a respiratory emergency. The 
next reason was the concern that compression-only CPR might not be effective and may cause unnecessary 
damage. It was also noteworthy that several responders (20%) indicated that they would still provide 
mouth-to-mouth in a life-or-death situation.   
 
More than half of participants (58%) felt that any method of providing ventilations poses a risk of cross-
infection. The major risks identified were COVID-19 and communicable diseases. Responders identified 
that with the proper PPE and a Bag-Valve Mask being utilized, risk levels would significantly decrease, 
therefore providing ventilations should be treated equally to compressions.  
 
Because participants felt at risk of possible exposure to COVID-19, there is a need for adequate PPE and 
regular training on the donning, doffing and proper disposal of PPE is important to support their 
occupational health and safety concerns. Feeling protected and safe will build confidence levels among 
responder’s and their willingness to provide the recommended overdose response that includes 
ventilations with compressions. Since most frontline workers and responders use naloxone in cases of 
overdose, it is especially important to train them on additional resuscitative measures. 
 
The data indicates that many of the participants have responded to overdose situations within the last year, 
which suggests that opioid overdose is prevalent, and frontline workers need support to provide the best 
care possible and as safely as possible. 
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A Deeper Look into What Area of Harm Reduction our Responders Work In (3-Month Post-
Training Survey): 

In the pre-course survey 66 out of 75 responders participated and 94% identified as being in the field of 
harm reduction. Sixty-six percent (66.6%) said they took our training for work related purposes. We 
wanted to look deeper into the areas of harm reduction our responders work in. In the follow-up survey 
we asked them to choose any of the work categories that applied to them (see below). The follow-up 
survey was sent to the 75 responders 3 months post-training and we received 35 responses. Although 
we did not get more responses, this microcosm provides insight to the area of harm reduction they work 
in. In the “other" category there were 5 responses. There was 1 respite worker, 2 supportive housing 
workers, and 2 outreach harm reduction workers.  Here are the top categories. 

• 52% outreach worker
• 31% shelter worker (including one respite worker)
• 17% community health worker
• 10% Overdose Prevention Site (OPS) worker
• 14% supportive living worker
• 11% encampment worker/volunteer.

Outside of the “worker” role we see 23% are volunteers and 26% are associated with “personal harm 
reduction” for family, friends, or self. 

Q1 Can you specify what area of harm reduction you are associated with? Choose any that apply to you. 
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3.3- Pre-existing Skills to Provide Overdose Response 

Most of the participants worked in harm reduction and had received some training before the Peer Support 
Responder (CPR-OPR). However, it needs to be acknowledged that most of the participants did not 
receive comprehensive training regarding overdose response and did not receive ongoing and frequent 
training.  

Prior Training Before Peer Support 

More than half of the participants (60%) were trained on how to check for a carotid pulse yet less than 
half (43%) were trained to provide assisted breathing (also known as “rescue breathing” or “ventilations-
only”). This finding is unusual because carotid pulse check is a precursor to assisted breathing and most 
often these two skills are taught together. 

In the last two decades, “pulse check” and assisted breathing were removed as a lay rescuer skill by 
international resuscitation councils and adopted in North America.  It is exclusively taught in an advanced 
course called Basic Life Support (BLS), a course which was deemed more suited to healthcare 
professionals or advanced responders. As “pulse check” can be a common life skill people learn or do 
throughout their life, it would be reasonable to assume that most people would know how to check for a 
pulse. However, it would not be of use to teach “pulse check” unless the responder also learns how to 
provide assisted breathing (ventilations-only), as this is the first aid measure to be taken if a person is not 
breathing and maintains a noticeable pulse.  

Since opioid poisoning is a respiratory related emergency, we recommend post-pandemic that frontline 
workers who may be at high risk of witnessing opioid poisoning be trained to check for carotid pulse 
and provide ongoing ventilations if they are 100% certain they feel a pulse within a 10 second time 
span. It is important to enforce a maximum 10 second pulse check. If at the end of the 10 seconds they 
cannot feel a pulse or are unsure, they should immediately start CPR.  
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In addition to this, only 31% of participants knew how to ventilate using a “one-way valve 
resuscitation mask” and even less (26%) knew how to use a Bag-Valve Mask (BVM). Overall, 64% 
of participants did not feel confident or felt unsure if they could provide critical lifesaving 
ventilations based on their previous training. 

The medical statement by AHA states that these two breathing barriers are important for those who are 
likely to provide overdose response. Since Bag-Valve Mask training is covered in the Basic Life Support 
program, it makes sense that there were a high number of participants that were not trained. An important 
point to highlight is that the medical statement by AHA recommends using BVM’s as a two-rescuer team. 
Considering COVID-19 precautions, using a BVM with two or more responders is preferable.10  

Meanwhile, training on how to use a one-way valve mask is supposed to be covered in basic first aid and 
CPR training.  In Canada, first aid courses and training agencies are provincially approved and must follow 
standards and guidelines to provide training and certification. These regulatory bodies, such as the 
Workplace Safety and Insurance Board (WSIB) in Ontario (soon to be Ministry of Labour in Ontario), 
mandate service providers train participants how to use a one-way valve mask.  

It was thus interesting to see the previous first aid training taken by our responders did not establish 
sufficient confidence levels using a one-way valve mask or the previous first aid training did not cover 
one-way valve masks at all. This may be because many service providers do not want to bear the extra 
expense of purchasing one-way valve masks. Our professional opinion is that overdose response training 
must focus on creating high confidence levels when using both one-way valve mask and a Bag-Valve 
Mask for responders working as teams of two or more.  

Half of the participants (50%) did not know how to use 3 or 4-piece PPE and 60% never learned how to 
“put on” or “take off” PPE (donning/doffing). Almost all the participants had never practiced lifesaving 
skills while wearing PPE. Even fewer practiced PPE in conjunction with using a Bag-Valve Mask (BVM) 
or one-way valve mask as a single rescuer or two-rescuer team.   

10 Opioid-Associated Out-of-Hospital Cardiac Arrest: Distinctive Clinical Features and Implications for Health Care 
and Public Responses."  Originally published on March 8, 2021. AHA Circulation   Volume 143, Issue 16, 20 April 
2021. 
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Considering that our Peer Support Responder training was conducted well into the COVID-19 pandemic 
by one year and three months, responders should have trained in 4-piece PPE, including putting on and 
taking off safely. Our training focuses on ensuring that our responders practice skills while wearing PPE. 
Our training requires that our responders practice using one-way valve mask and Bag-Valve Masks in 
conjunction to wearing PPE. This is essential for developing the skill competency and retention necessary 
to prepare responders for “real life” emergencies.    

Less than half of the participants (46%) received first aid/CPR training more than one year prior, while an 
almost equal number of participants (44.3%) did not have any formal first aid/CPR training at all. Only 
8.2% of the participants had received First Aid/CPR training within the last 6 months and only 1.64% of 
the participants had received First Aid/CPR training scheduled within the last 6-12 months.  

Such results are concerning as workplaces in Ontario covered by the Workplace Safety and Insurance 
Board are required to comply with WSIB’s Regulation 110111, which provides first aid standards for 
Ontario workplaces.  It states if workplaces have over 6 employees working on any one shift, there must 
be at least one certified worker trained in Standard First Aid CPR/AED (2-day course). If there are 5 
employees or less working on any one shift, one person must be trained in Emergency First Aid CPR/AED 
(one-day course). In addition to this workplace regulation, Toronto shelter standards mandate all shelter 
and homeless support services to have workers trained in Standard First Aid CPR/AED and that they must 
be recertified every 3 years. Other facilities that provide harm reduction or outreach support also require 
workers to be trained in first aid and CPR.  

The lack of properly trained participants is concerning considering that 94% of our participants 
are associated in the field of harm reduction and 66.6% of participants indicated they took the 
training for work related purposes.  

11 https://www.wsib.ca/sites/default/files/documents/2019-01/faeng.pdf 
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The lack of properly trained responders suggests that some workplaces may not be providing their workers 
with mandatory training, and that standards are not being met. Other considerations may be that COVID-
19 has delayed or prevented workplaces from setting up training, even though first aid training providers 
are considered an essential service and part of the province’s procurement supply chain. Another reason 
may be the long certification period of 3 years before recertification or requiring refresher is required. 
Other common factors may include: 

• Poor quality training and course delivery.
• Course content was not covered fully.
• Lack of training equipment and supplies
• Not enough practice time.
• Lack of in-depth training and hands-on practice.
• Poor instruction or inexperienced instructors.
• First aid training courses that are too lecture-centered.
• Lack of focus on important first aid skills relevant to the worker/person
• Lack of workplace/occupational health and safety in the sector of harm reduction
• Not required to take the training or cannot afford it

Prior Confidence Level to Manage an Overdose  
More than one-third of the participants (34.4%) were somewhat confident to properly manage an overdose 
prior to the Peer Support Responder training while 29.5% were not confident.   
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Less than a quarter (22.9%) were confident while 11.9% were very confident. Very few of the participants 
(3.3%) felt to be extremely confident in their ability to manage an overdose properly prior to the Peer 
Support Responder training. 
 

 

 
3.4 Peer Support Responder Training and Its Impact  
 
The Peer Support Responder training targeted people who are most likely to witness or experience opioid 
poisoning. Seventy-five (75) responders were trained and provided a free backpack containing a Bag- 
Valve Mask with HEPA filter, one-way valve mask, mini-first aid kit, and 4-piece PPE (KN95 mask, 
gown, eye protection and gloves).  These supplies provide protective equipment that responders may need 
to respond to opioid overdoses within their own communities. The purpose of the training was to enhance 
the skills and confidence of the participants to administer overdose response. 
 
How Did They Hear About the Training?  
 
Participants primarily heard about the training from their employers (56%). Other sources were social 
media (18%), volunteer organizations (11%) and from family/friends or peers working in the sector of 
harm reduction (15%).  
 
Primary Reason for Taking This Training 
 
The primary reasons that participants indicated for taking this training was for work related purposes 
(66.6%). Other reasons cited were for personal reasons (25.7%) and for volunteering purposes (10.61%).  
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Course Duration and Upgrading to Basic Life Support certification 
 
More than three-quarters of participants (81.7%) responded “yes” to 2.5 hours being appropriate for the 
content of the training while the remaining 18.3% felt that there should be more time invested in the 
content. More than half of the participants (68.9%) were comfortable with one 4-hour session while 16.4% 
were comfortable with one 5-hour session. An equal number of participants (3.3% each) said that they 
were comfortable with one 6-hour and 7-hour session. 
 
Eighty-nine percent (89%) of participants considered upgrading to Basic Life Support (BLS) while 11.3% 
of the participants did not consider upgrading. An interesting point to make is that many responders did 
not utilize the opportunity to come back.  
 

 
 
Provision of Refresher Training and Becoming a Trainer  
 
A fair number of participants (38.7%) felt that refresher training should happen twice a year to remain 
competent, while 33.9% felt once a year is sufficient to remain competent. Some participants (11.3%) felt 
the need to have refresher training once every two years while only 3.23% felt that the refresher training 
should happen once every three years. 
 
More than half of the participants (67.3%) considered taking a “Train the Trainer” program. While 3.3% 
were not sure if they would become trainers, 29.5% did not consider it. I was particularly interested in 
where they wanted to provide the overdose response training.  
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Almost all the participants (90.2%) were “open” to participating in a short online training program for 
refreshing their overdose response skills. 
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3.5 POST-COURSE IMPACT OF THE TRAINING  
 

The training is designed to provide skills in administering overdose response. The participants had hands-
on practice with skills such as checking breathing and pulse and administering naloxone. The confidence 
level of the participants significantly improved after the training. The confidence level of the 
participants was rated from not confident to extremely confident.  
 
When asked about their level of confidence when checking if someone is breathing, checking someone’s 
pulse, and checking breathing and pulse at the same time, most of the participants were extremely 
confident (59%, 42.6% and 42.6% respectively) while 18%, 41% and 34.4% respectively were very 
confident. 
 

 
 
After training, more than half of the participants 65.6% were extremely confident in their ability to 
administer nasal naloxone with 19.7% being very confident. Fifty-two percent (52.5%) were extremely 
confident they know when to administer naloxone with 24.6% being very confident.  
 
Almost half of the participants (45.9%) felt extremely confident to perform compression-only CPR, 37.7% 
of the participants were very confident, 13.1% were confident, and 3.3% of the participants were 
somewhat confident. In terms of finding the location on the person’s chest for compressions, 54.1%, were 
extremely confident, 31.1% of the participants were very confident, 13.1% were confident, and 1.6% of 
the participants were somewhat confident. 
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When asked about the level of confidence to placing a Bag-Valve Mask over a person’s face while 
maintaining an open airway, 31.1% of participants said that they were extremely confident while almost 
half of the participants (45.9%) responded that they were very confident. Eighteen percent (18%) of 
participants responded that they were confident while only 3.3% said that they were somewhat confident, 
and a small portion (1.6%) were not confident.  

When asked about their level of confidence using a Bag-Valve Mask by squeezing the bag and achieving 
visible chest rise, 39.3% of participants were extremely confident while 36.1% were very confident. 
Eighteen percent (18%) of the participants said that they were confident while 4.9% said that they were 
somewhat confident and only 1.6% were not confident to use a Bag-Valve Mask. 

When asked about the level of confidence to perform two-rescuer assisted breathing with a Bag-Valve 
Mask and two-rescuer CPR with a Bag-Valve Mask, and an equal number of participants (37.7%) said 
that they were extremely confident in both.  Thirty-nine percent (39%) were very confident to perform 
two-rescuer assisted breathing with a Bag-Valve Mask while 42.6% were very confident performing two-
rescuer CPR with a Bag-Valve Mask - 18%, 13.1% were confident and 4.9%, 6.6% of the participants 
were somewhat confident. (See Fig 1.2) 
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After training, a near equal number of participants (36.1% and 34.4%) said that they were extremely 
confident to providing ventilations via a “Bag-Valve Mask” as a single rescuer and administering assisted 
breathing on top of it. 31.1% and 29.5% of participants said that they were very confident, 21.3%, 23% 
of the participants were confident, 11.5% and 13.1% of the participants were somewhat confident to 
perform using the “Bag-Valve Mask” as a single rescuer and to administering assisted breathing 
respectively (Fig. 1.3). Almost half of the participants were extremely confident putting someone in the 
recovery position (53.3%), 27.9% were very confident, 16.4% were confident, and 1.6% were somewhat 
confident. 
 
 

 

 
 

 

 

PERFORM TWO-RESCUER “ASSISTED 
BREATHING” WITH BAG-VALVE MASK

PERFORM TWO-RESCUER CPR

4.90% 6.60%

18%
13.10%

39.30%
42.60%

37.70% 37.70%

Not confident Somewhat confident Confident Very confident Extremely confident

Figure 1.3: Confidence of participants after attending the Peer Responder Training  

Figure 1.2: Confidence of participants after attending the Peer Responder Training 
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To assess the impact on confidence levels after the training, an overall assessment was conducted. 
The confidence level of the participants was assessed on a scale of 1-5 in the pre- and post-training 
surveys. Mean confidence before the training was 2.33/5 which increased to 4.17/5 after the training.  
 
The impact of the training was statistically significant (level α (2 tailed test) 0.000), clearly 
establishing the positive impact of the training (Table 1.4). 
 

 

 

Paired Differences 

t df Sig. (2-tailed) 
Mean Std. 

Deviation 
Std. Error 

Mean 

95% Confidence Interval 
of the Difference 

Lower Upper 

Pair 1 

Pre-Training 
Confidence - 
Post Training 
Confidence 

-1.94848 1.22926 .15739 -2.26331 -1.63365 -12.380 60 .000 

 
Table 1.4- Pre and post training confidence level (Paired Samples Test) 
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3.6 Challenges 

There is ongoing debate about how to provide appropriate overdose response. Various advocacy and 
community groups have pushed for more government-supported services in the sector. Similar trends were 
reported by the participants in the training. Sixty-eight 68% of participants agreed that there are not enough 
services available to support harm reduction workers and peer responders dealing with overdose. More 
than half of the participants (54.7%) felt restricted in their work as a peer support responder during 
COVID-19. It was also noted that 60% of the people who felt restricted during COVID-19 identified as a 
visible minority, demonstrating the challenge that marginalized frontline workers experience when 
providing support in their communities. Certain groups and communities will be more heavily impacted 
and will face more challenges while supporting people who use substances.  

One of the responsibilities we have as first-aid trainers is to assess the stress levels of our trainees. While 
most of the participants 70% did not feel stress in their capacity as Peer Support Responders and 30% of 
the participants did feel stress. Some of the participants (25%) felt stigmatized while handling overdose 
incidences and a majority did not feel the same way.  

Peer support responders face many other challenges when they administer overdose response. The major 
challenges included lack of supplies and resources, lack of adequate training, and panicking/freezing while 
performing overdose response. They also feel challenged by the fact that there is limited awareness among 
substance users of the importance of naloxone and the provision of rescue breaths in overdose response. 
In addition, the mental health of the peer support responders is equally important as there is hardly a 
component of self-care involved in the work they do, which is very stressful and demanding both 
physically and emotionally. 
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4. Discussion and Recommendations

Canadian drug and substances strategies are committed to reducing the adverse impacts of substance use 
on individuals, families, and communities. They are directed towards improving health and reducing the 
risk of substance use. However, they are limited in their approach to the occupational health and safety of 
frontline harm reduction workers. Our data shows that this sector predominantly consists of women and 
2SLGBTQIA+ community members, which are vulnerable social groups already experiencing various 
systemic challenges. Racism perpetuates the unwarranted privileges of some and the undeserved 
constraints on others. Stigma, discrimination, and isolation are common challenges faced by people who 
use substances, making it difficult to connect and access services in the community. The report titled 
“Trauma, Gender and Substance Use in Canada” indicates that certain groups, such as women and 
transgender individuals, are more adversely impacted by the opioid crisis.12  COVID-19 has intensified 
the opioid poisoning crisis. The death rates from opioid poisoning have gone up and it is evident from our 
data that frontline workers have been experiencing incidences of opioid overdose on a regular basis and 
more so during the pandemic. 

The current state of the affairs is not very promising in terms of finding effective interventions to mitigate 
the preventable deaths we are seeing in our communities. Current guidelines in overdose response for lay 
responders focus primarily on single-rescuer skills and the administration of nasal naloxone and 
compression-only CPR. Concerns about possible transmission of COVID-19 during rescue responses have 
discouraged lay responders from providing important interventions such as 2-rescuer CPR, providing 
oxygen using a Bag-Valve Mask, wearing 3- or 4-piece PPE, checking pulse, and providing the 
"ventilation-only" techniques known as Assisted Breathing, when a noticeable carotid pulse is determined. 
The gaps in the current overdose response guidelines and training have resulted in limited capacity and 
uneven results in proper overdose response among vulnerable communities and workers.   

Similar concerns were noted in our study as most of the participants expressed that they had not been 
trained properly in administering overdose response. Even for those who had received training, it was 
either non-comprehensive, not hands-on enough or it was done long ago. The participants did not feel 
confident about these skills nor in their ability to fully administer overdose response. 

It is interesting to note that most of the participants who joined the training heard about it through their 
work. Therefore, providing training is also a matter of occupational health and safety and our data 
suggests that employers need to be more vigilant about remaining updated on the best practices in overdose 
response for high-risk workers and the use of protective equipment to keep everyone safe. Employers who 
identify that their workplace and workers are at high-risk of witnessing or responding to an opioid 
overdose must provide adequate training, supplies, and support for workers to protect them from any 
potential harm while they administer best practices in overdose response. This should be mandated within 
our provincial Occupational Health and Safety laws. 

12 Developing trauma-informed and gender-informed policy approaches in substance use practice and policy.  (bccewh.bc.ca) 
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4.1  RECOMMENDATIONS

We are requesting our local, provincial, and federal governments to work together with health and 
safety professionals, public health agencies and employers to prioritize and implement these 
recommendations in a way that will ensure the health and well-being of people who use drugs (PWUD) 
and frontline workers as an utmost priority.  

1. Providing adequate and comprehensive overdose response training (above the lay-rescuer approach) at 
regular intervals for those who are most at risk of witnessing opioid poisoning, which includes frontline 
harm reduction, outreach, shelter, and public safety workers, etc.
Results from our impact evaluation have confirmed that urgent and critical needs exist for specialized overdose 
response training such as CPR-OPR or Basic Life Support (BLS) which provide those who are most at risk of 
witnessing opioid overdoses with additional skills that are not covered in basic first aid courses. The modality 
of training should not be just a one-off event; rather, it should be provided on a regular basis so overdose 
rescuers can update and refresh such important life-saving skills. We recommend that in-house instructor-led 
training sessions or refresher training be conducted every 3-6 months. The refresher training will focus beyond 
naloxone administration and will come with an emphasis on equipping an overdose rescuer the knowledge and 
skills needed to assess a person experiencing an opioid drug poisoning including airway management, 
ventilations with compressions, and scenario-based training where two or more responders can work as a team 
using a Bag-Valve Mask (BVM). Each rescuer should also receive training to wear a 3- or 4- piece PPE to 
ensure personal safety is protected during the COVID-19 pandemic and beyond.

2. Ensure that resources and supplies are available for those most likely to respond to an overdose. 
Agencies working in the harm reduction and shelter support sectors, or any workplace where staff are likely 
to witness or be expected to provide overdose rescue response, should provide adequate training, equipment 
and supplies to frontline staff. These agencies must have adequate and available resources allocated to provide 
life-saving overdose response, such as training staff so they can assist as two-rescuer teams. Proper equipment 
and supplies such as Bag-Valve Masks with HEPA filters, naloxone, fitted N95 masks, gloves, eye 
protection and gowns (if required) should be readily available during and after the pandemic. Updated 
policies and procedures, along with resources for continuous learning on harm reduction and refresher 
courses on CPR-OPR or BLS, can ensure organizations and staff are able to provide effective overdose 
response as part of standard workplace health and safety practices post-pandemic.

3. Policy makers, workplace health and safety regulators, and first aid training providers should:

a) Recognize that a new classification of first aid and CPR training is required to include critical skills 
in overdose response that are not covered in current workplace first aid and CPR courses. While these 
advanced skills move beyond the lay-rescuer approach, CPR-OPR is not as complex as the Basic Life 
Support (BLS) training for professional responders. To provide effective overdose response, there needs to 
be at minimum a level of training that represents the “grey zone” like CPR-OPR. Skills include naloxone 
administration, airway management, ventilations with Bag-Valve mask, ventilations with one-way valve 
mask, two-rescuer skills, and donning, doffing, and proper disposal of 3- to 4-piece PPE.  Obtaining BLS as 
a one-size-fits-all solution may not be realistic or relevant for some responders.  If BLS is to be the



41 

standardized solution for at-risk overdose responders, changes to the BLS curriculum will need to be made 
to allow more focus and practice time on relevant skills that are overdose related. 

b) Adopt an overdose response program as an “add-on” that can accompany regular first aid
certification.  As per the recommendations of the American Heart Association (AHA) medical statement,
trained lay responders who are most likely to witness an overdose and to provide rescue response should be
trained to provide ventilations coupled with compressions during an overdose. An initial course and periodic
refresher training are required. First aid training providers and workplace regulators should consider offering
one (1) or two (2) hours of extra training at the end of each First Aid and CPR training course to those who
wish to learn (or upgrade to) the following skills:  2-rescuer CPR, airway management with ventilations,
Bag-Valve Mask, one-way valve mask and 3- or 4-piece PPE. Additionally, pulse check and “ventilations-
only” can also be covered but may vary depending on the training provider and client’s preference and level
of training. For those requiring more skills, more time can be given.

c) Broaden the current workplace first aid course curriculum to allow participants to acquire additional
skills in two-rescuer CPR using a one-way valve mask and a Bag-Valve Mask, and basic
PPE.  Additional training on how to use 3- to 4-piece PPE including donning, doffing, and proper disposal
of PPE should be incorporated into every basic workplace first aid training course regardless of overdose
response. These general skills are valuable for any type of first aid emergency that requires compressions,
ventilations or if using an Automatic External Defibrillator (AED). We strongly feel that two-rescuer CPR,
with Bag-Valve Mask and PPE should be taught at the lay rescuer level and encouraged by first aid training
providers to be the preferred method of choice when responding to a workplace accident. These skills can
be covered effectively with minimal time during regular training courses. Also, as we recover from COVID-
19, skills development, and training for workers to provide ventilations safely as a team while wearing PPE
should be supported in the event of another pandemic. Lastly, recommended overdose response includes
airway management and providing oxygen, skills which normally require frequent refresher training and
mastery. Incorporating these skills into regular first aid training courses will have multiple and long-lasting
benefits. Increasing the availability of trained responders in a workplace environment helps offset the fear
and anxiety most first aid providers feel when responding as a single rescuer.

d) Include strong safeguards around pulse check, airway management, or instances where the responder
“freezes.” Safeguards should include enforcing maximum 10 second rules where any delays in care longer
than 10 seconds should default to compression-only CPR. Safeguards can be put in place to avoid any delays
in care around skills that may be more difficult to achieve. For example, “Check pulse for no more than 10
seconds. If unsure, start CPR.” Another example is, “When providing ventilations using a Bag-Valve Mask,
if visible chest rise cannot be achieved, reposition the person’s airway and attempt to ventilate again. If
visible chest rise still cannot be achieved, begin CPR immediately.”

4. Provide free overdose response training and supplies to people who use drugs and their peers (partners,
family members, friends) who provide “peer witnessing” or “spotting” opportunities so that they are
equipped to avert accidental overdose within private dwellings. Public health units or community health
centers should provide frequent and free overdose response training that includes ventilations using protective
equipment. Providing free training and supplies on an ongoing basis to vulnerable communities will help

https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
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mitigate accidental deaths and promote faster responses within “hot spot” facilities, workplaces, housing 
complexes and neighbourhoods that experience high rates of opioid poisoning. We need to establish public 
service announcements and public health campaigns that de-stigmatize people who use drugs (PWUD) and 
send strong messages that discourage people from using drugs alone. Creating conditions in which users can 
ask for help to be monitored without feeling ashamed should be prioritized. 
 

5. Shelter support services and harm reduction agencies should employ “Peer Support Responders” with 
lived experience who are trained and equipped to provide specialized overdose response. These settings 
include shelters (isolation hotels, hotel shelters, and congregate living settings), safe injection/consumption 
sites, supportive housing, and encampments. They should provide comprehensive harm reduction support and 
monitoring services to those who often use drugs alone. Peer support can play a critical role in harm reduction 
and mitigating preventable deaths. 
 

6. Employers and governments should provide adequate funding to harm reduction sectors and increase 
workers’ hourly wages. The needs and impacts of the harm reduction sector have been under-represented 
amidst a worsening opioid overdose and drug-poisoning crisis. The findings of the study suggest that many of 
the people working in this sector often come from groups that have been historically oppressed and 
marginalized. Such groups can face challenges in navigating available support systems because they often do 
not offer culturally safe and sensitive care. Therefore, it is critical that funding is allocated to the sector not 
only to develop the skill sets of these groups, but also to empower them to meet the needs of specific 
communities.  
 

7. Employers should provide self-care support and debriefing for high-risk overdose responders. Frontline 
workers who respond to overdoses, such as those working in harm reduction, outreach, shelter support, peer 
support, and public safety, often experience high-level stress at work and during incidences of overdose. 
Therefore, it is critical that agencies be well-resourced to provide support and prevent burnout among frontline 
staff. Support groups can be instrumental for debriefing after critical incidents. Providing counselling support 
after unsuccessful overdose responses is particularly important to ensure the well-being of rescuers. All 
agencies should include self-care and other types of support as essential components of their mandates for 
frontline workers.  
 

8. Create a pool of professional overdose response trainers (instructors) within vulnerable communities. 
People from diverse backgrounds should be trained to create a pool of trained professionals who can offer 
overdose response support to different community members. There is a need for diverse trainers with whom 
marginalized groups feel safe and can identify. The CPR-OPR training for Peer Support Responders who want 
to become Instructors. Once trained, they can provide direct services and resources to specific communities 
that are most in need, especially in remote areas with high opioid-related fatalities. Becoming a Community 
CPR-OPR Instructor is scalable and “low-barrier” in comparison to traditional methods of becoming a First 
Aid, CPR or BLS Instructor. This program needs to be accessible and without barriers for community 
implementation to at-risk communities. One that requires less time, money, and processes.   
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9. Enforce stricter Occupational Health and Safety guidelines for high-risk workplaces that are likely to
provide overdose response. Regulators such as the Ministry of Labour must provide clear instructions to
employers on how to complete proper risk assessments regarding exposure to opioid poisoning. Clear
guidelines on employer obligations to provide proper training and supplies is also required by regulators.
Employers should provide proper risk assessments to deter, the use of supplies outlined in this report, including
3- to 4-piece PPE and protective equipment (Bag-Valve Mask with HEPA filters), as well as overdose response
training that includes ventilations and airway management as a team. It is important to note that these training
sessions must also be extended to contractors such as security guards who work within the same facility and
who may also respond. The Ministry of Labour should ensure that such training is regularly conducted along
with all supplies and resources for workers likely to respond to an overdose.

10. Provide overdose response training for public safety workers. The training should include airway
management, ventilations, as well as the donning, doffing, and safe disposal of 3- to 4-piece PPE. The training
should be completed by security guards, correctional officers, police officers, park ambassadors,
community housing officers, constables, provincial police, RCMP, and any public safety official and law
enforcement officer that is likely to witness opioid overdose or drug poisoning.

11. All overdose response training and learning resources must adopt the specific recommendations from
the Coroner’s inquest to the death of Bradley Chapman (issued December 2018). Standard first aid training
programs should emphasize airway patency and positional safety for anyone who is found unresponsive and
“slumped over” with a closed airway. This means prioritizing laying a person flat on their back (from a
“slumped over” position) and allowing for an open and unimpeded airway. Providers should also include a
specific module on how to identify and respond to an opioid overdose, including the use of stimulation and the
administration of available naloxone. Providers should also de-emphasize spinal immobilization and routine
spinal precautions for those found unresponsive and “slumped over.” Lastly, they should educate on the
harmful effects of stigma among people who use drugs and/or experience homelessness.

12. Overdose Response Training must include considerations of the effects of benzodiazepine. In an opioid
overdose where benzodiazepine is present, breathing may restore and present as normal, but the person may
remain unresponsive. This is a classic sign that benzodiazepine has been mixed with opioids and/or other
chemicals. Benzodiazepine has been found in most drugs that have been tested at drug-checking sites in
Toronto. Therefore, it is important to note to overdose rescuers that naloxone does not counter the effects of
benzodiazepines, and alternative forms of care must be provided after rescue response efforts have been made
to counter the effects of opioid overdose.

13. Overdose response training and learning resources should adopt the recommended classification for the
3 types of overdose responders from the American Heart Association’s medical statement. They are: 1)
General Public (not trained); 2) Lay Responder (trained) and; 3) Advanced or Professional Responders
(Healthcare Provider). Understanding each of these responders’ roles and recommended skill sets will provide
clarity for first aid trainers on what skills are to be taught at each level of overdose response training. The
referenced medical statement has provided clear guidance on the recommended skill sets for each type of
responder and is an excellent resource when determining which skills should be taught for each level of
responder.

https://www.toronto.ca/legdocs/mmis/2019/ec/bgrd/backgroundfile-136740.pdf
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
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14. Overdose response guidelines that are used as “population health tools” must clearly identify the target 

audience for whom they are intended.  For example, Toronto Public Health’s 5-Step Overdose Response 
guide, which provides “minimum care” in overdose response for the lay public, should be clearly identified as 
such. The poster recommends that simplified naloxone administration and compression-only CPR for overdose 
response should be made during the COVID-19 pandemic yet has not clearly identified that the intended 
audience is for lay people who are untrained (lay public). The ambiguity arising from the poster has created 
confusion among those who are trained, willing and able to provide compressions with breaths. Without clear 
labelling of the poster/graphic, population health tools can inadvertently discourage a willing rescuer from 
providing life-saving overdose response with ventilations. 
 

5.  Conclusion and 3-Month Post-Training Follow-Up 

The impact of the COVID-19 pandemic has been significant on people who use drugs and on people who 
provide services to people who use drugs. To limit risk exposures to COVID-19, more people who use drugs 
have been compelled or forced to use alone. This reason has been one of the contributors to the rise of opioid 
fatalities in Toronto since the onset of the COVID-19 pandemic. The CPR-OPR training is a comprehensive 
training program designed for people who are most likely to witness or experience drug/opioid poisoning. 
During the pilot training, it was noted that many participants were not adequately trained to manage overdose 
response. Most of the participants did not feel confident to administer overdose response. They also faced 
stigma, stress, and various other challenges in the field. The training proved to have made a substantial and 
positive impact on the overall confidence of the participants. The participants felt more confident, skilled, and 
supported by the equipment provided during and after the training. Also, many participants supported the idea 
of conducting refresher training on a regular basis, while many also expressed their wish to become trained as 
trainers in the program. All the participants expressed they would refer this life-saving training to their peers. 
 
3-Month Post-Training Follow-Up on Real Overdose Responses by our Responders 
 
We would like to share the results of a follow-up survey that was conducted three (3) months post-training. 
Out of the seventy-five (75) Peer Support Responders that were trained, thirty-one (31) participated.  Fourteen 
(14) out of the thirty-one (31) indicated they had utilized the skills learned in-class to provide real overdose 
response. That is 46% in just three (3) months following the training. Additionally, all responders indicated 
that the person experiencing opioid poisoning survived. We also asked the responders if they used any of the 
supplies from the emergency backpacks that they received at course. Ten (10) out of thirty-one (31) responders 
indicated they used various supplies during their real overdose response. That is 32% in three (3) months post-
training. Nick and his team are pleased that the training is making a positive impact on the frontlines of the 
opioid crisis. Nick says, “Our responders are saving lives!” (See page 45 in this report that shows the data). 
 

https://www.toronto.ca/wp-content/uploads/2020/10/968b-Works5Step4CovidUpdOct.pdf
https://www.toronto.ca/wp-content/uploads/2020/10/968b-Works5Step4CovidUpdOct.pdf
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6. Opioid Overdose as a Workplace Hazard

A Case Study from a Toronto Shelter Worker: 

Questions Asked by the Ministry of Labour in a Public Consultation for 
Ontario Workplaces: 

A. Is the risk of opioid overdoses a concern in your workplace? If so, what is the nature of the hazard,
i.e., does your workplace deal with clients or other members of the lay public who may be using opioids,
or are other parties within the workplace using opioids? Has an opioid overdose occurred in your
workplace, and if so, for whom did it occur (e.g., a worker or a patron/client/member of the public)?

Yes, opioid overdoses are a major concern in my workplace, and many people have lost their lives due to 
them.  There are currently multiple overdoses happening every day in and around the building of my 
workplace, and those are just the ones I am aware of.  There are many more overdoses that staff are not 
aware of as I am told by multiple clients that there are clients who are saving other client’s lives with 
naloxone and CPR, and they are not reporting these overdoses due to fear of stigma and for privacy 
concerns.  I typically deal with overdoses of clients, but I have also responded to overdoses in and around 
the building of people who were not clients, desperately looking to be clients, or who were kicked out of 
our workplace and waiting a probationary time before they were accepted back, or who were banned 
completely and did not want to go elsewhere due to fear and/or inconvenience because they would then 
be away from their friends and or source(s) of income opportunities.  Workers too are at an increased risk 
of overdoses as well due to clients inhaling drugs in their rooms, sometimes while workers are present. 
Proper ventilation rooms could help prevent these types of situations from happening.   

Resources and Support for Administering Naloxone in the Workplace 

B. Resources and training programs related to administering naloxone are currently available from
many sources in Ontario, such as some municipalities. Are you aware of these resources and, if so,
have they been incorporated into your workplace health and safety training? Are the existing resources
sufficient or does your workplace require additional resources and support in order to be able to safely
and effectively administer naloxone in the event of an opioid overdose?

The only training, I received at my workplace regarding naloxone administration, was a video that was 
provided by the City of Toronto entitled Overdose Prevention, Recognition, and Response.  There are also 
guidelines for administering Naloxone in the Naloxone kits themselves; however, Naloxone 
administration is only one aspect to an overdose response, and it is one of the more effortless steps to an 
overdose response.  Aside from Naloxone, CPR, Assisted Breathing, and AED preparation and 
administration are all integral parts of an overdose response that need to be taught hands-on to workers in 
my workplace as they are more difficult, intricate, and demanding when performing.  The online video 
provided by the City of Toronto is not sufficient to teach these tasks. 
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C. If your workplace requires assistance, such as guidance material, beyond what is currently available,
what additional resources, guidance, and support should MLTSD provide to workplaces in order to
promote awareness and prevention of opioid overdoses in the workplace?

I completed the online City of Toronto Overdose Prevention, Recognition, and Response training twice 
before responding to my first overdose; however, much of the information I thought I had retained was 
not easily remembered when it came to my first real life experience with someone who had overdosed.  In 
fact, I was quite traumatized after responding to my first overdose because the person did not survive and 
I felt if I had been properly trained, the person may have had a better chance of survival.  It wasn’t until I 
received live in-person opioid response training (which I sought out and acquired on my own time, outside 
of my workplace), that I felt much more confident about my skills as an opioid overdose responder. 
Whether it be naloxone administration, CPR, and/or Overdose Response Training, I believe they all need 
to be trained live and in person where people do actual hands-on training.  Going through the motions of 
a mock overdose situation and practicing these essential lifesaving skills on actual people and/or CPR 
dummies is essential to the learning process as it helped me to retain the information a lot better and more 
accurately.  I feel my workplace could benefit from in-person opioid response training as everyone would 
be on the same page about how to respond to an overdose correctly, and a lot more lives could be saved.  

Potential OHSA Amendments Related to Naloxone in the Workplace 

D. What are your thoughts regarding requirements for employers to implement an opioid overdose
policy and program, should opioid overdoses be a potential risk in your workplace?

Depending on the work environment, I believe employers should incorporate policies in which demand 
workers to take the same hands-on opioid overdose response training as one another.  Workers should also 
have to check on substance users at specific intervals of time.  Policies should also ensure that workers 
stay with clients who are visibly high on opioids to monitor their consciousness and breathing.  When 
taking in new clients, it might be a good idea to provide a questionnaire about client’s drug usage and 
consumption, identify which kinds of substances they use, how much they use, their method of ingesting 
their drugs, and whether they use street drugs or prescription drugs.  
 It also may be beneficial to have multiple people stay in one room together, as many deaths due to 
overdoses could be prevented if there was someone on the scene to notice an overdose when it occurs, 
instead of hours lately.  Some shelters house people in single room occupancies, and when an overdose 
occurs, it may go unnoticed for quite some time. 

E. What are your thoughts regarding requirements for employers to implement training requirements
on how to administer naloxone, should opioid overdoses be a potential risk in your workplace?

Again, training requirements should incorporate hands-on opioid overdose response training that 
incorporates Naloxone administration, CPR, AED, and Assisted Breathing training with the use of Bag 
Valve Masks that should be mandatory in all shelters and other workplaces where there are multiple 
overdoses.  There also needs to be team trainings on who will do what when responding to an overdose 
as there have been times I have responded to an overdose where it was very chaotic because too many 
workers didn’t know what their role should be at the most critical moments.  I have seen multiple different 
people administer multiple doses of Naloxone within 1-2 minutes into someone having an overdose, when 
it should only be administered once every 2-3 minutes.  Depending on how many people are working 
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during a shift, everyone should be assigned a role (someone to administer naloxone and time the 
administration of it accordingly, someone to call 911, someone to do chest compressions, someone to hold 
a bag valve mask over the face), etc.  

F. What are your thoughts regarding a requirement to provide naloxone in the workplace in the event
that an employer becomes aware, or ought reasonably to be aware, that opioid overdoses may occur in
the workplace?

Naloxone should be readily accessible to workers and clients in all areas of workplaces in which opioid 
overdoses may occur.  Flow charts of how to respond to an overdose correctly should be displayed in 
multiple areas as well.  Directions on how to use naloxone and administer CPR should also be displayed.  
Bag valve masks should be readily available as well, and all workers should be trained on how to use them 
during CPR and/or Assisted Breathing and trained on which one of these actions should be performed and 
when, especially during Covid-19 times. 

G. In addition to your responses to the above discussion questions, are there any other potential actions
from MLTSD that your workplace could benefit from related to addressing hazards posed by the risk
of opioid overdoses in the workplace?

When responding to an overdose, my workplace could benefit from having Bag-Valve Masks and oxygen 
available on site to prevent deaths caused by overdose.  Chest compression only CPR, introduced as a 
precaution during Covid-19, is not helping those suffering from respiratory failure and are helping cause 
more deaths.  Bag-valve masks can help provide people with much needed oxygen without putting 
workers’ lives at risk of transmission when they are wearing the proper PPE.  If my workplace provided 
these masks, or oxygen in a safe consumption room, a lot more deaths from overdoses could be prevented. 

H. Do you think that providing naloxone in workplaces, and ensuring workers have the necessary
training to administer it, contributes to the broader public health efforts to reduce opioid overdoses?

Yes; however, training workers on Assisted Breathing, CPR, and AED’s is just as important and should 
go hand in hand with Naloxone training. 
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7. Appendices  

A. Individual Responses and Copy of Surveys (Click Here) – Click the link to see the individual 
responses to the open questions by the responders.  You will also find copies of both surveys (pre-
course and post-course). The responders provide personal observations, opinions, lived experiences 
and insights as a person who is most at risk of witnessing an opioid overdose. 

 
 
B. Medical Statement from American Heart Association (Click Option Below):  

“Opioid-Associated Out-of-Hospital Cardiac Arrest: Distinctive Clinical Features and Implications 
for Health Care and Public Responses: A Scientific Statement from the American Heart 
Association” 

1.  Summary of the Medical Statement (Click here) ***Easy to read *** 

2.  Full Medical Statement (Click here) 
 

 
C. National Post Article / Press Release:   

“Peer Support Responder - A New Community Initiative That Provides FREE Specialized 
Training and Supplies to People Likely to Encounter an Opioid Overdose” 

 
 
OUR IN-HOUSE PRODUCED VIDEOS: 
 

D. PROMOTIONAL VIDEO - PILOT PROGRAM - "I CAN HELP!" – (CLICK HERE) 
 

“I can help!” 
 

 

https://www.youtube.com/watch?v=ltp7nv4wq4E
https://drive.google.com/file/d/1eVG5cDQ_5wtro-nTwmh8TLVOTxpBt7um/view?usp=sharing
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://drive.google.com/file/d/1SVy0Otqc7NRetE_vPF7mz5k3ngXXYPYa/view
https://www.ahajournals.org/doi/10.1161/CIR.0000000000000958
https://nationalpost.com/globe-newswire/peer-support-responder-a-new-community-initiative-that-provides-free-specialized-training-and-supplies-to-people-likely-to-encounter-an-opioid-overdose
https://nationalpost.com/globe-newswire/peer-support-responder-a-new-community-initiative-that-provides-free-specialized-training-and-supplies-to-people-likely-to-encounter-an-opioid-overdose
https://nationalpost.com/globe-newswire/peer-support-responder-a-new-community-initiative-that-provides-free-specialized-training-and-supplies-to-people-likely-to-encounter-an-opioid-overdose
https://youtu.be/8hX6taIazv4
https://youtu.be/8hX6taIazv4
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E.  CPR-OPR INSTRUCTIONAL VIDEO (CLICK HERE): 

 
Overdose Prevention Resuscitation (CPR-OPR) - Educational Video 

 
F.  

 
 
 
F.  CPR-OPR: A REAL-LIFE OPIOID OVERDOSE–EDUCATIONAL VIDEO: 
 
A Real-Life Opioid Overdose - **Viewer Discretion*** (Click here) 
 
EDUCATIONAL VIDEO on THE POWER OF OXYGEN (This video has a happy ending 
however it may be TIRGGERING- so please proceed with caution). 
 

 
 

https://youtu.be/K6WIcZ9P6gc
https://www.youtube.com/watch?v=4bRo6eCOOUk
https://www.youtube.com/watch?v=4bRo6eCOOUk
https://youtu.be/K6WIcZ9P6gc
https://youtu.be/K6WIcZ9P6gc


52 
 

G. ADVANCED OVERDOSE PREVENTION & RESUSCITATION (CPR-AOPR):  
 

Basic Life Support, Advanced Airway Management, Oxygen Therapy 
Instructional Video for Advanced/Professional Responders (CLICK HERE) 

 

H. OVERDOSE PREVENTION & RESUSCITATION (OPR) FLOW CHART 
 

 

https://youtu.be/8hX6taIazv4
https://youtu.be/8hX6taIazv4
https://youtu.be/8hX6taIazv4
https://youtu.be/8hX6taIazv4
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