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INTRODUCTION
About Na-Me-Res
The Native Men’s Residence (Na-Me-Res) is a
registered charity that started in 1985 as an
emergency shelter with 26 beds for Toronto-based
Indigenous men (https://www.nameres.org). Na-MeRes is committed to helping Indigenous men in
Toronto lead healthy, self-determined lives by
meeting the mental, spiritual, and emotional needs of
their members wherever they are on their journey.
The staff includes traditional Elders and teachers,
case managers, counsellors, client care and support
workers, street outreach workers, housing support
and aftercare workers, Registered Nurses,
Oshkabaywis (spiritual helpers), and a life skills
coordinator. Na-Me-Res also partners with
psychiatrists, doctors, and many other community
service providers. Currently, Na-Me-Res housing
programs include: A 71-bed emergency shelter;
Sagatay, a nationally-recognized transitional housing
program; O’Gitchidaa Mushkiki Wigwam, a long-term
independent housing initiative; and, the Mino
Kaanjigoowin Program.

About the MK Program
The Mino Kaanjigoowin Program (MK) was
developed in 2008 and is dedicated to Indigenous
men who are homeless or vulnerably housed and
who have complex mental health and social needs.
Mino Kaanjigoowin means “finding the good to
change yourself or your direction in life” in the
Ojibway language. The MK program recognizes the
ongoing impacts and intergenerational effects of
colonization and systemic barriers that manifest in
complex trauma and disproportionate burdens of
health and social inequities for Indigenous people.

The goal of the MK program is to support
members with locating and securing appropriate,
stable housing and to provide culturally safe case
management, nursing and psychiatric care. The
MK program recognizes that efforts to secure
stable housing and improve mental health and
emotional well-being must also be accompanied
by improvements in financial stability as well as
positive social and community participation. The
program operates through a holistic lens that
addresses spiritual, physical, mental and
emotional balance. In addition, MK operates
through a harm reduction framework. The MK
program team consists of a special needs
coordinator/case manager, traditional Elders and
teachers, general outreach support, a nurse with
expertise in mental health disorders and a
psychiatrist who is on-site at Na-Me-Res.

About this Evaluation

In February 2017, Na-Me-Res, in partnership with
Anishnawbe Health Toronto (AHT) and the Well
Living House (WLH), secured funding from the
Ontario Government to conduct an evaluation of
the MK program. Researchers from WLH
conducted a process evaluation to assess the
program delivery model and Indigenous approach
to providing culturally safe, relevant and
sustainable housing supports and mental health
services for Indigenous populations.
The WLH exists to conduct cutting edge,
Indigenous-led, community-partnered, applied
health research with the goal of nurturing places
and spaces where Indigenous children, youth,
adults, and elders can find peace, love, and joy.
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WLH is governed by a collaborative research
Memorandum of Understanding between St.
Michael’s Hospital (SMH) and the Counsel of
Grandparents which ensures that our research
aspires to the very highest levels of Indigenous
and Western research ethics.[1]
Indigenous-led organizations like Na-Me-Res
and AHT are engaged in ongoing efforts to
appropriately and effectively address many of
the complex issues and challenges facing the
Indigenous community in Toronto. In the
context of socio-economic deprivation,
marginalization, and persistent impacts of
historic trauma, Indigenous people suffer from
elevated burdens of mental health disorders
and substance misuse. [2,3] With over 70% of
the Indigenous population in Ontario living in
urban settings, ongoing disparities in social
determinants of health such as income
insecurity, unemployment, decreased food
security and inadequate housing are
exacerbated with urban residence. [4] Studies
like the Toronto Aboriginal Peoples Report
(TARP) have highlighted a number of issues
that contribute to homelessness among
Indigenous people in the city including
addictions and substance use, a lack of
affordable housing, challenges with accessible
transportation, racism and lateral violence. [5]

The evaluation of the MK program contributes to a
growing body of evidence that links successful
mental health and addiction treatment with
integrated community and culture-based
approaches. [6] It reinforces the decades of
positive impacts and life-saving efforts made by
Na-Me-Res and other Indigenous agencies in
Toronto, while highlighting program elements that
could be improved as well as areas that need
increased resources and/or infrastructure.

Mino Kaanjigoowin translated into English means:

Changing my
direction in life
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STUDY
OBJECTIVES

The objectives of the
evaluation were to:

1

Work in partnership to assess the
service delivery approach and model
of care provided by the MK Program

2

Identify system-level gaps and access
barriers that impact members of the
MK Program

3

Identify collaborative strategies as
well as policy and advocacy
recommendations

The overall goal of the MK Program evaluation was to measure what is working, how it is working and why it is
working and to provide meaningful, policy-relevant recommendations for moving forward. Working in
collaboration with Na-Me-Res, the overall evaluation design, tools and measures reflect the context, challenges
and realities of vulnerably housed Indigenous peoples who experience complex health and social challenges in
order to ensure that the findings have direct benefits for members, their families and their communities.
It is critical that Indigenous-led and controlled organizations actively participate in the governance, design,
implementation and translation of Indigenous health service and program evaluation. [7–9] This evaluation
project was a unique opportunity for Indigenous organizations to lead and design their own, locally relevant
and feasible evaluation of Indigenous programs and services, contributing to self-determination at the
individual and community level.
Finally, these collaborative projects provided an opportunity to further support and strengthen capacities and
ongoing partnerships between Indigenous community organizations and stakeholders, who have extensive
expertise in Indigenous health and who have played an important role in guiding the translation of knowledge
resulting from this proposal.
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METHODS
Research Approach and Governance
Using a community-partnered approach that aligns
with wise practices for conducting Indigenous health
research and builds on existing relationships with
Na-Me-Res,[1,10] WLH implemented a mixedmethods process evaluation of the MK program.
Through initial engagement and in-person meetings,
Na-Me-Res and WLH established governance
processes and protocols, including a Memorandum
of Understanding to guide and inform the work. The
WLH upholds Indigenous ethical standards that
ensure balanced relationships between Indigenous
and allied community research partners, academics
and additional stakeholders throughout the research
process, while maintaining rigour and policy
relevance. Approval from the Research Ethics Board
at SMH was also obtained.
The focus of this process evaluation is to assess the
MK program delivery model and Indigenous
approach to providing culturally safe, relevant and
sustainable housing supports and mental health
services for Indigenous populations. A process
evaluation informs policy and practice through an
investigation of the implementation, mechanisms of
impact, and contextual factors of a complex
intervention. [11] A process evaluation framework
not only measures what was delivered, but how
outcomes were achieved. [12] We explored the reach
and coverage of supports offered through the MK
program, how staff and members interact with the
MK program, which supports are needed, and why
they are needed.

A critical aspect of program evaluation is
understanding and defining the underlying
assumptions of how an intervention works. [13] One
way to visually represent these assumptions or
theories is through a logic model.Logic models are a
diagrammatic representation of an intervention,
describing program inputs (e.g. resources and staff),
program activities (what is to be implemented),
outputs (the mechanisms through which the
program works) and intended outcomes.Building on
the holistic approach of the MK program, we
designed our logic model around the physical,
mental, emotional and spiritual dimensions of health
and wellbeing.
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Program Logic Model
Inputs

Activities

Outputs

OUTPUTS
Number of
cultural field trips

In-home
appointment
with Elder

ACTIVITIES

Access to Na-Me-Res
sharing circles &
sweats
Decrease
in crises
&
incidents

Outreach
appointment with
Elder

Number of
assessments
& referrals

INPUTS
Traditional knowledge
keepers/ Elders
Yearly
honouring
ceremony

Increase
in
healing
activities

Use of Na-Me-Res
sharing circles &
sweats

Access to
culturally
safe care

Emotional
Health

Intensive
Case
Management

Healing
Plan
Number of
one on one
appointments
with Elders

Spiritual
Health

Outreach
Team

Mental
Health

Registered Nurse
Psychiatrist
Outreach team
Intensive Case
Management

Crisis Plan
Healing Plan
Prescribed Medication
Prescribed Therapies

Number of
appointments

Physical
Health

Informal trustee
program
Support
managing
Intensive Case finances
management
Safety plans
(including a
Appointments
housing
worker)
Medication
Community
Outreach Team
Referrals
Staffing resources
Assessment
& infrastructure
of housing
need
General
Housing
Practitioner
Support
Registered
Housing
Nurse
Supplies
Life Skills
Training
Transportation
Cooking
Workshop

Court accompaniment
Pyschiatry visit
Nurse visit

Life Skills training
Seeking Safety (trauma workshop)
Support with detox or treatment

Number of
healing plans
completed

Number of
participants
who obtain
stable
housing/ or
changes in
housing
status
Number
of clients
with
equipped
housing

Counselling
referrals

Number of
crisis plans
completed
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Program Logic Model
Short-Term

Medium-Term
Long-term
Outomes and Indicators
LONG-TERM OUTCOMES &
INDICATORS
Increased
participation with
cultural supports

Appointments
with
program Elder

Connection to
community
cultural supports

MEDIUM-TERM OUTCOMES &
INDICATORS
Increased attendance to cultural
programming
SHORT-TERM OUTCOMES &
INDICATORS
Increased
independence

Sense of
belonging

Reconnect
with family

Increased awareness about
and access to cultural
programming
Increased
participation
in activities
Increased
attendance
at MK group
outings

Increased
awareness of
MK outings
Increased
awareness in
MK activities

Decrease in
absolute
homelessness
Increased
awareness of
support
available
through MK

Spiritual
Health
Emotional
Health

Physical
Health

Mental
Health

Appointment
for care plan

Increased
awareness of
support
available
through MK

Decrease in
number of
transitions in
and out of
housing and
treatment

Decreased
number of
incident
reports

Decreased burden
of mental health
challenges or
needs

Decrease in
symptoms of
intergenerational
trauma

Decrease
in number
of
transitions
in housing
and
treatment

Transition to
community
mental health
support

Changes in
social
participation

Stable and
consistent
access of
services
Growing
sense of
community
network
Home care
and
grocery
shopping

Practice in crisis
management
and de-escalation

Crisis plan
for arising
mental
health issues

Stable, safe,
secure housing
that meets
client needs

Decrease
in harmful
substance
use

Transition
medical
care to
family
physician

Increase
in
exercise

Navigate
systems and
advocate
independently
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DATA
COLLECTION

Quantitative
Sources

Administrative Client Data
24 Active Clients (2018)
2014-2017 Clients

Qualitative
Sources

3 Focus Groups
12 Key Informant Interviews

Process evaluation often requires a combination of quantitative and qualitative methods, allowing for the
identification and in-depth exploration of complex and diverse pathways. [11,13] Quantitative MK client
administrative data was obtained from client records from 2014 until 2018 and were accessed by WLH
researchers. Specific variables that were explored included: age, gender, Indigenous identity, sources of income,
housing status, physical and mental health status, volunteer or paid employment and primary health care access.
Key informant interviews and focus groups were administered to gather qualitative data from both program staff
and members. MK program staff were recruited through purposeful sampling for the key informant interviews
(N=11). After obtaining informed consent, interviews were conducted in a safe and quiet location by a member of
the research team. Current and recent (within the past 2 years) members of the program were eligible to
participate in focus groups and were recruited using information posters (N=9). Interviewees and focus group
participants received an honorarium for their time and participation.
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05
DATA
ANALYSIS
Qualitative Data Analysis

Qualitative data analysis was conducted using thematic content analysis. [14] Coding meetings were
held over the course of 3 months between members of the research team who each coded interview
transcripts separately and compared themes to build consensus and create a codebook. When all
the interviews were coded, the research team met to discuss and finalize each code.
In an effort to contextualize the meaning and significance of the codes, the research team developed
a visual representation of the codes. The interconnections and relationships between the codes were
expressed in the image of a tree. Two graphics were created: one tree showing the connections and
links between the main supports of the program, and one tree illustrating the program challenges. A
video documenting this process of creating the graphics was also developed.
This video can be accessed at https://www.youtube.com/watch?v=Pl_DaKFILWs.
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The research team facilitated a feedback session with participants from the 2 focus groups. A total
of 7 people attended this group. The MK strengths video and both thematic ‘trees’ were presented. A
short explanation of the strengths and challenges of the MK program was presented.
During this session, we provided participants with an opportunity to expand on themes and to
provide any additional details or experiences on areas we may have missed. Members were invited to
add leaves to the thematic trees with ideas that either hadn't been captured, or to emphasize themes
they especially identified with.
Referrals
MK members are self-referred or referred by the Na-MeRes outreach team/shelter staff, external organizations
and community members.

Mino Kaanjigoowin
Program at a glance

Intake
At intake, members complete the Service Prioritization
Decision Assistance Tool (SPDAT) assessment with a
case worker. They next build an individual healing plan, a
crisis plan, and a healing plan together.
Supports
The MK program offers 3 intensive case managers, along
with access to a nurse practitioner and psychiatrist.
Cultural supports are available through Na-Me-Res.
Discharge
At discharge, clients complete a discharge plan with their
caseworker. Discharge plans include a review of skills
and community connections.
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RESULTS
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Quantitative Data Results
Member Data from 2014-2017
Administrative client data from 2014 to 2018 were accessed to provide an overview of previous MK program
members. The overview in Table 1 summarizes client intake, discharge, housing changes and active members for
the years between 2014-2017. Over the 4 year period, MK case workers met with members for the reasons
summarized in Table 2. More than one reason for contact is often addressed per visit. The data show an
overwhelming number of visits that dealt with access, advocacy and consultation activities. The second most
recorded reason for case worker visits was housing activities

Table 1. Intake, Discharge, Housing and Total Active Members from 2014 to 2017

Table 2. Contacts with MK Members from 2014 to 2017

13

Quantitative Data Results
Active Members in 2018
At the end of 2018 there were 24 active (currently engaged) MK members. These 24 individuals were actively
receiving case management and supports through the MK program. The following figures present data on the 24
active members.
Of the 24 active members, all identified as male and Indigenous; 3 identified as 2 Spirit. Overall, intake of MK
program members has been increasing since 2010 (figure 1). The majority of active members fall between the
ages of 30-50 years (figure 2). Data on education status were only available for 12 of the 24 active members, all
of whom had completed high school.

Figure 1. Active MK members: Year of Intake

Figure 2. Age of Active MK Members

Housing
At the time of intake, most of the 24 active MK members were either homeless (N=5), staying in emergency
shelters (N=5), or in social housing (N=5) (figure 3). Two thirds of active MK members experienced positive
housing outcomes during their involvement with the program by transitioning to a more stable form of housing
(e.g. transition from shelter to social housing or from social housing to private market – see figure 2. Of the 13
MK members who were able to secure private housing, 9 members receive an ongoing rental supplement through
the program.

Figure 3. MK Member Housing Circumstances
at Intake

Figure 4. Housing Transitions for Active MK
Members
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Employment
Employment, volunteer and education outcomes were also measured. Of the 24 active members, 5 reported
finding part-time employment during their involvement in the MK program and 3 have begun volunteer positions
since being engaged in the MK program. One client accessed part-time education and 2 have pursued full-time
education.

Income
Income sources are collected at intake for all members of the MK program. Most of the active MK members were
receiving ODSP at time of signing up for the program (figure 5). In the fall of 2018, current income sources for
active members were obtained (figure 6). The transitions indicate that the program has helped members become
more financially stable (e.g. moving from receiving Ontario Works to Ontario Disability support).

Figure 5. Income Sources at Intake (Active
Members)

Figure 6. Income Sources collected in 2018
(Active Members)

Mental Health
MK members are screened for mental health diagnoses by the case managers at intake. MK members are asked
to self-report on any known mental health challenges they are facing. Almost 90% of active MK members
reported more than one mental health diagnosis at the time of intake. The most commonly faced mental health
challenges were PTSD, Anxiety, Bipolar disorder, and Depression (figure 7). Over a third of the active MK
members have accessed psychiatric support through the MK program.

Figure 7. Self-Report
Mental Health
Diagnoses at Intake for
Active MK Members

Trauma History Recorded at Intake
MK members complete an assessment at intake which allows for an opportunity to expound on the type(s) of
trauma they may have experienced over the course of their lifetime. Eleven spoke of traumatic childhood events
including the death of one or both parents, violence, neglect and sexual abuse. Nine had experiences with
Children’s Aid Services including foster care, group homes and/or adoption and three reported being part of the
60’s Scoop. Six members reported actively managing grief or recent losses of loved ones in their lives, two
members reported trauma affecting their daily activities and two members reported past attempts at suicide or
suicidal ideation.
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Community Connections
Overall, active MK members increasingly connect with services in the community through their involvement in
the program. Connections mentioned by the members were St. Stephen’s Community House, Anishnawbe Health
Toronto, Centre for Addiction and Mental Health (CAMH), Council Fire, Aboriginal Legal Services of Toronto,
Family Doctors, treatment programs, and traditional healing supports. Figure 8 demonstrates an overall increase
in community connections for the majority of MK members over time. T1 (time 1) is how many community
connections each MK member reported having at intake, T2 (time 2) shows the increase in connections that each
member experienced throughout their time in the MK program. 4 members reported a decrease, 5 reported no
change, and 15 reported an increase in connections they have in the community.

Figure 8. Self-Reported Community Connections for Active MK Members
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Qualitative Results
Thematic analysis of the qualitative data gathered through 11 key informant interviews with MK staff and
2 focus groups with MK members resulted in 11 themes that reflect the program strengths and successes.
An additional 8 themes were generated to reflect the challenges and areas where the program could be
improved.

Honour
Pillars
Harm
Reduction
Someone
to Call

Indigenous
Culture
Life
Skills
Team

Mobile
Program

Healing
Model

Activities

Basic
Needs

Mino Kaanjigoowin
Program

Changing My Direction in Life
Strengths
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The following section expands on the program strengths as described by participants and staff.

Basic Needs
The MK program follows a housing first (HF) model. Supportive measures such as landlord advocacy, rental
subsidies, and providing home furnishings assist in housing MK members. In order to maintain housing, the MK
members sign a ‘Good Neighbor’ agreement, have biweekly check-ins with case managers, and case managers
develop relationships with landlords. Meeting the housing needs of MK members was frequently noted by staff as
essential to trust building and overall wellbeing.
MK focus group members spoke about the vulnerability of life on the street coupled with the unsafe and unstable
Toronto shelter conditions, and expressed the value of finding stable, safe, accessible, and affordable housing.
Members also made special mention of the rental subsidies, eviction prevention measures, and re-housing support
(if necessary).
MK meets the health care needs of its members
by providing an onsite nurse and psychiatrist
who work with case managers to develop health
care plans. These plans may include
prescriptions, medication management,
counselling, follow-up care appointments and
connections to community health providers.
Traditional Indigenous health care is provided
when possible.

“Right now I'm working with a mental health worker. Was
supposed to see a psychiatrist a long time ago but now I'm
starting to get into it and open it up and it's starting to help a lot
because there's also a doctor that comes here once a week for
free otherwise, I’d be paying somewhere else which I don’t have
the money for. So I would have probably never tried to even take
care of my mental health in that way otherwise.” -feedback focus
group participant

MK caseworkers help with other basic needs when requested. This has included food and groceries, support filing
taxes, and applying for identification and health cards.
“ OW [Ontario Works] expects you to like, you know, survive off of that [$800]. If you pay like rent, say 500 or
something, 600, which is impossible to find. Like you only get 200 for the whole month for your food, your this, that,
and everything. You pay 150 for your Metropass and you have 50 bucks for food for the month now. It’s like… it’s
impossible.
R3: Then you become a criminal to survive. Basically.
R1: [MK] gives you so many more opportunities to help you out so you don’t have to think about that or worry about
that, you know. They’ll show you about maybe like different food banks or, you know, like they will help us out with
food over there at the Sagatay. Give sandwiches, this and that, things that we need, you know. So you’re not worried
or thinking about that. It’s definitely beneficial.” –focus group participant discusses how MK helps to meet their
basic needs

Basic Needs: Life Skills
The MK program teaches skills for living independently. These include
cleaning and caring for an apartment, grocery shopping and budgeting,
healthy cooking and eating, how to do laundry and how to care for your
living space. The MK program offers employment training supports, job
counselling, literacy, and business training. Psychoeducational supports
are available through Na-Me-Res to members of the MK program. The MK
team occasionally offers an informal trustee program to members and
basic money management help. When possible, economic development
opportunities are explored. For example, the MK staff helped one member
apply for a Toronto Arts Council grant and another to start a carpentry
business.

“They’re going to help me out.
I’m trying to start my own
company this summer, and if I
could do that, Miziwe Biik said
that they’ll pay $500 to buy me
tools” –focus group participant
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Mobile Program
MK program staff often meets members in their homes and out in the community. The staff assists their members
with transportation for errands, appointments, and outings. Community members highlighted the value of this
mobility assistance in helping to bridge mobility gaps due to lack of accessibility and remote living locations

“I think one of their strongest points of the program is that they… they’re mobile right. They’re just wherever the
client is, they’ll find them. If they are at another shelter they’ll go to the other shelter, if they’re in housing they’ll
go to housing, if they’re in here, they’ll come here. I think that’s working very well.” -key informant on the strength
of having a mobile team

Team
The tightknit and supportive MK team is made up of a housing case manager, community integration case manager,
mental health case manager and traditional recovery addictions case manager. Health team members include a
registered nurse with a strong understanding of mental health and housing in Toronto, and a psychiatrist who
implements a trauma-based framework. The staff conducts case conferences in order to foster strong networks of
care.

“We have that good rapport where we… we know what’s going on and we’ve been here long enough where we
know what each other’s members is going through or, you know, what don’t do to trigger them or, you know, not
to say or bring up.” -key informant on the MK team
Members voiced overwhelming appreciation for the team’s knowledge, positive energy, senses of humour and
devotion to the community. Na-Me-Res supports staff relationships and program development at the yearly Staff
Visioning Retreat. Staff spoke highly of the chance to meet, regroup, share and reflect.

Healing Model
Staff spoke very highly of the healing model offered though the MK program. MK offers a remarkable opportunity to
build relationships and repair trust between the client and the provider through flexible assessment periods and
pacing. Management and staff recognize that the population is deeply affected by trauma. Establishing trust is
therefore built into the care plan in order to foster the mental and spiritual well-being of members. MK health care
workers were relieved of the pressure to push people through the system of assessments and prescriptions. This
allows the member to tell their stories, be heard, build trust, establish respect, and ultimately, develop a unique care
plan in which they are invested. The staff continually revisits goals and reassesses progress with members.

“Most of the time my job is to screen for everything wrong […] if I can just take the time to really explore
someone’s strengths how it gives me greater respect for that person. And how much that then informs how I ask
questions and talk to people. And I know it’s a pressure within the system to not do that. But there’s something
very meaningful about getting to do that here.” -key informant interview on the unique healing model at MK and
Na-Me-Res
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Healing Model: Activities
Outings and events allow members and staff to bond, connect to the land, try new things, and relax. Activities that
staff and members enjoyed were holiday dinners, BBQ’s, workshops, strawberry picking, and baseball games. The
importance of these activities was emphasized by members and staff.
“The land always calls the spirit and that’s where we connect and that’s where we come like balanced and grounded.
So when we don’t have that, you know, that’s like a big component that’s missing in all of our lives, whether you’re a
native or non-native I think. But… they do… I have to say, like they do love it. We call it like a social outing, but it’s,
again, it’s something where they can go take their mind off their regular issues and problems and just be them, be
themselves, you know, kids you know.” -key informant interview

Healing Model: Indigenous Culture
Access to Indigenous culture through medicines, ceremony and Elders is available to all MK program members.
Cultural activities such as beading, drumming, sweats, and pow wows are also offered through external
programming.
“So even stuff like just learning our language or just different stuff about culture. Like beading, making drums, maybe
even seeing an elder if possible for spiritual healing. I went and got my spirit animal and colours and stuff like this
and I felt like nothing I’ve ever experienced in my life. I felt like I was soaring above the trees, flying. It was amazing.
I’ve never experienced anything like that in my life. So it’s good to get to your roots and be attached, in your own
back yard. It’s definitely eye-opening.” –focus group participant
Some members and staff spoke to the importance of Indigenous staffing. Relationships with Indigenous staff are
enriched through the shared understanding and experience of political issues, resilience, and identity. Connecting
community members to themselves and others through culture can be crucial and is a unique aspect of the MK
program.
“There's like a lot of stuff like the drums, the classes and you can come and do a sweat, lots of like stuff like beading
classes and different things about making medicines, traditional medicines and herbs. So now I'm looking forward to
the next class to making traditional medicines and stuff like this. I'm definitely looking forward to stuff like this
because me, I've had mental health my whole life and I never wanted to take pharmaceutical drugs so I've seen elders
and looked into more traditional healing and medicine and stuff like this, right? So it's definitely a big plus when you
hear that they have classes to make your own medicines and eventually you could teach somebody else and make
some at home, you know. Teach your kids later in life and it's definitely a great way to keep the culture around and
keep traditional medicine going. ” –focus group participant
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Healing Model: Someone to Count On
Staff and members often develop close relationships. These relationships are a foundation of the MK care model. Key
informants spoke of how invested and how like a surrogate family the staff are. Members expressed that the team’s
welcoming, responsive attitudes boost their spirits. Staff discussed how taking the time for relationship building leads
to implementing care plans and boosts self-esteem. The case management team builds strong, supportive, clientcentred care plans that allow members to direct their healing journey and move forward at their own pace.
“The caseworkers have a connection to these men and they feel safe with the caseworkers, there's a willingness for
them [see the psychiatrist] because the caseworker has … has almost given them the go ahead … and the
encouragement … and so this actually leads to them probably accessing more care than they usually would. So that’s a
real advantage. And so having a model that’s on the ground, in people’s, basically homes, where they're getting basic
needs met. Where you're beginning to know someone, it allows you to build a kind of trust slowly and in a way that I
think allows the men to access care. I think that’s enormous. And I think you can't underestimate the barrier of
mistrust. And the importance of a team like this to building trust.” -key informant interview on relationships
Case workers link members with community supports in order to create a stronger network of care. The team assists
members in navigating the legal, medical, education and housing systems; they will advocate for and accompany the
client to appointments.
“I think case management is critical because it’s overwhelming for a lot of people. They don’t trust the medical system
or they don’t know how to navigate the medical system and they’re dealing with both physical and mental health
issues. They can’t get on with things.” -key informant interview
“And, you know, so it's contact with your Elders. Contacts are really important to maintain, to-- which includes elders,
it includes family, it includes doctors, whatever. Keeping a strong contact consistent. It keeps you-- it keeps you
strong. It keeps you motivated. It's a medicine in itself, really, contacts.” -feedback focus group participant
MK staff tries to disrupt the cycle
in and out of shelters by identifying
the members who have been
discharged for mental health
and/or substance use reasons and
connecting them to other supports.
This extends beyond services that
are accessible in Toronto (for
example, out of city treatment
programs). This commitment to
creating a safety net for their
clients is fundamental to MK case
management, and the members
expressed the importance of having
something to count on.
“I choose to be a part of the MK
because I know that when I’m
down and out, that I have someone
I can call, other than emergency
help lines or doctors, someone that
actually knows where I’ve been,
how I live and they’re there for me
right away.” –focus group
participant
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Healing Model: Harm Reduction
Staff and members described harm reduction as a core
element of the MK program’s accessibility.
“It's a harm reduction program (…) and that’s the only
reason I'm on it.” –focus group participant
The MK program cares for the Na-Me-Res shelter
clients who were discharged due to substance use.
Indigenous Elders described the MK harm reduction
model as based on traditional values around noninterference. This approach allows community member
to set their own goals around substance use while
progressing through their care plans.
“A couple of times I've almost lost my housing because of
my substance abuse. Then I had to have a meeting with
the staff at my building. But I've been so… I've been going
into bad withdrawal. They let me leave a couple of times.
Go back to my apartment and have a couple of drinks so I
don’t have a seizure. That’s harm reduction.” –focus group
participant
Due to the service restrictions at Sagatay and the Na-MeRes shelter, the harm reduction approach faces barriers
that are further discussed in the challenges section.

Healing Model: Honour
Central to the MK program model are traditional Indigenous values. The MK staff work towards stabilizing their
members and ensuring members’ voices are respected, while members determine what they need. Some members may
not be seeking housing; staff work on creative ways to ensure the safety and stability of those community members.
“There are a lot of different reasons why someone would not choose housing, right, and it’s not necessarily like a
negative thing. Like sometimes it’s the tie to the land if people wanted to be outside.” -key informant interview on
respecting the housing preferences of MK members
Members spoke highly of the MK program approach, explaining that it doesn’t ‘set them up to fail’ because it honours
their choices. The member may be interested in various types of supports which the MK staff does their best to
provide and to customize. The staff builds increasing responsibilities into care plans (i.e. maintaining their residence,
reducing harm to themselves) at a pace the member can respond to.
“It all depends on the person because for some guys, it’s… they just need to get housed and for them, that’s their
success. For other guys it could be that yeah, they’re housed, but they’re also reconnecting with their family, so that’s
successful and they’re able to build relationships again with their family. So it all depends on the person, to be
honest.” -key informant interview
Staff supports their members to access systems and society. One member spoke of the importance of finally having a
landlord reference and another spoke of being able to seek social assistance armed with knowledge and advocacy. MK
holds space for members to define and meet the dreams they have for their lives.
“And so that’s the reason I'm in MK and they looked at my issues and said, “Yeah, you're a good candidate for this kind
of program.” Because if there wasn’t that kind of program, I don’t think I would be able to maintain it. I wouldn't have
the support and I wouldn't look at myself as a worthwhile person (…) But now that they're there and saying, “Yes,
you're a worthwhile person and we’re going to look after you. And it helps feel good about that.” -focus group
participant
The MK program holds an honouring ceremony every spring for the members of the program to reflect on and celebrate
the work they’ve done.
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Pillars
The goal of MK is for members to gain the stability they need to outgrow the support MK offers. At this point they
become a pillar of support for someone else in their community. One key informant summed this up perfectly:

“The seeds that at least I know I’m planting are flourishing. And that to me is success, right? It’s
all about planting seeds. And not everyone will… not everyone’s seed will grow because it
depends how they water it or how much light and love they give it, but for them to at least… like
if they’re doing it, one day at a time, eventually, with the goal of being able to be self-reliant and
self-sufficient and then say, you know, ‘I don’t need MK anymore. You know what; let the next
guy take my spot.’ And you know,’ I can share my story with the next guys of how I used to be.’
So it’d just be like another… let them be the pillar for somebody else or be that beacon of light.” key informant interview
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The following section expands on the program challenges as described by participants and staff.

Resources
MK seeks to stabilize its members and the stability of the program is linked to this goal. Members expressed fears
that they may lose their housing subsidy, case worker, or that their access to the program and services may be
restricted or discontinued.
“Well, from my perspective, it’s funding. Our funding is not stable and it has never been stable. It’s always year to
year and it’s really hard to build a program on year to year funding and keep good staff in place. We’ve lost some
good staff over the years just because of the fact that it’s not stable.” -key informant interview on the challenges the
program faces.

Resources: Space
The MK program currently shares space with the Sagatay Men’s Residence. Staff and members spoke of the
challenges due to the different approaches to substance use. The MK members are unable to access onsite services,
programs, or visit their workers if they are using substances because Sagatay is an abstinence-based residence. The
staff is creative in their solutions to meet with members, however the lack of space leads to challenges.
Conversations in public spaces are limited for safety and privacy reasons. This challenge creates familiar feelings of
being disallowed care and access for members, and can disrupt their healing.
“R: They do drop in though, a lot.
I: They do? Okay.
R: A lot. A lot. But they’re usually not allowed in
the building. They have to wait for us on the side,
and that’s where we have to come out and try to
get them… if we’re doing paperwork sometimes it’s
hard because there’s nowhere to sit, so we literally
have to sit on a rock and, you know, bring with a
clipboard or something, which is fine, and get
them to sign.” -key informant interview

“How can you help someone if they’re not even
allowed in the building, and a lot of the guys, they
don’t really feel comfortable talking about their
business and stuff like that, like on the street.I
wouldn’t.” -key informant interview
The lack of infrastructure for staff creates barriers and backups at work. For example, one staff shared about the
loss of psychiatric support for members due to a lack of computers, and another spoke to the build-up of
administrative work because they share one office to meet members in. Staff spoke of the programming, community
building, and support that a harm reduction space for MK and shelter could provide.
“If we were to get our own space (…) we could have permanent people to run programs for the guys. We can also be
like more mobile. I feel like we could just be a little bit more productive if we could have our own space and actually
do what the other programs are doing, just to keep things moving smoothly and just build that community with the
guys.” -key informant interview
“It would be nice to have our own space. It’d be nice to offer, not only office space but residential space because we
have some members that just maybe need a little bit more structure and assistance. And it's difficult finding
Aboriginal and cultural housing with that kind of support. And a lot of our… some of our gentlemen, I guess there's
just that rapport and that trust factor built in where I think they would respond better to us having our own place. If
they had like units up above and we’re down below and we were there to offer like a supportive housing.” -key
informant interview

Space: Substance Use
The abstinence-based approach at Na-Me-Res affects
MK members who often cannot access Na-Me-Res
programming or be open about substance use with
staff. One staff member expressed the importance of
the members being honest about their substance use.
The staff can more effectively help members with
withdrawal symptoms, treatment, and care plans when
they can discuss substance use openly.
“This is… it's just like… it basically it is like can you
keep hidden from the staff. And some men… some of
the men are maintaining abstinence. I'm not saying
everyone but I can tell you that a lot of people I see
are just not talking about it. And so it's really not
working. It just becomes a secret and I don’t think
secrets are healthy or helpful. (…) It's like, “Okay. So
we’re trying to address mental health but we’re also
forcing people to keep things hidden.” -key informant
interview

Resources: Program Clarity
Key informants spoke of confusion across Na-Me-Res and Sagatay about the MK program mandate, population it
serves, supports it offers and referral pathways. Staff needed program clarity around eligibility, referral and
enrolment criteria as well as discharge processes. In order to implement preventative rather than reactive
procedures (e.g. referring members only when they are in crisis) all shelter staff should understand how to identify
members who would benefit and how to refer clients to the MK program.
“So the first thing might be people getting identified as needing like MK support. And that might be a lack of
education or a lack of understanding about what… like what constitutes mental illness, what constitutes the kind of
mental illness that should be… that could be addressed and receive support. And so that might be some maybe lack
of education amongst some of the staff that might have the opportunities to identify this. Or even a lack of
education on the part of some of the men about what they're experiencing and how these are actually symptoms of
mental illness. “-key informant interview
Shelter discharges were found to interrupt the delivery of MK services. When an MK member is discharged from the
shelter without consulting their case manager, the risk of losing the client or their willingness to engage is
heightened.
“So and that’s another challenge if the members get a service restriction or whatever reason they're no longer at the
shelter, then we have to find them in the community and very often we lose track of them which is… I feel really bad
about because you know that they… they need the help.” -key informant interview

Resources: Staff
One challenge of the program is that the case managers carry large caseloads. Due to the nature of intensive case
management work, it is imperative that staff have ample time to dedicate to each member. The importance of
honouring staff relationships with their members is paramount to the success of the program (including keeping
appointments and maintaining developed relationships).
“I’m amazed at how many… how much they do between the three of them. I think that the staff is… I think they’re
pretty stretched thin, so if I can help them at all, I do, and like I said, we sort of consult back and forth with each
other.” -key informant interview
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Engaging Clients
MK members can be hard to reach and difficult to engage; the mental health and substance use that make them
excellent candidates for this type of intensive case management program also puts them at an increased risk of
falling through the cracks. Staff and members described fostering a community and of using creative programming
in order to increase engagement.
“When I first came here, the first year, and I’d sit down with my members, I’d be… and they’d be sharing their stories.
It was such a common story about how everybody was scooped away from their home and they didn’t know their
family. And one guy didn’t even know he was Aboriginal until later on in life. I think he knew he was something
because he had brown skin. That… that a lot of people didn’t grow up with their families so there's that disconnect
of family and community and I think who we are, as Aboriginal people, is innate. And until you find that connection,
you're going to feel lost. (…) and I think that’s why a lot of our guys still come around or come to the shelter because
there's that brotherhood. As much as maybe living in the shelter with 60-some-odd guys really bothered them at the
time… All those personalities. But there was a sense of, “I'm not alone. I've got, you know, people here that
understand.” -key informant interview

Mental Health
Access barriers as a result of mental health issues affect some members. Staff mentioned time management, stress,
anxiety, disorganization, motivation, aggression, and behavior fluctuations as obstacles to client success, along with
stigma encountered in Na-Me-Res staff and other members.
“So the first thing might be people getting identified as needing like MK support. And that might be a lack of
education or a lack of understanding about what… like what constitutes mental illness, what constitutes the kind of
mental illness that could be addressed and receive support. And so that might be some maybe lack of education
amongst some of the staff (who could refer men). Or even a lack of education on the part of some of the men about
what they're experiencing and how these are actually symptoms of mental illness. Or that both deserve and warrant
greater support. So I’d say that that’s one thing, how do you identify and how do you help men identify? Then
there's a barrier of like stigma and the men’s own reluctance (due to) experiences within the medical system.“ -key
informant interview
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07
RECOMMENDATIONS
Program Recommendations

1) Ongoing agency-wide education on the MK
program mandate, community it serves, and the
supports it offers.
2) Clearly defined and disseminated referral
process, including the enrolment and eligibility
requirements for the MK program.
3) Special discharge protocol for MK members. This
should include contact with case manager,
equipping the member with appointment lists,
community care plan, and service access
information prior to dismissal.
4) The development of arts-based programming to
engage members and contribute to economic
opportunity.
5) Networking and workshops with other programs
and services offered in the Toronto.
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RECOMMENDATIONS
Recommendations for Policy Makers and Funders

Currently, the MK team is able to sustain a caseload of approximately 24 people. With appropriate resources,
the MK program has the potential to offer culturally safe mobile supports and pathways to stable housing to
substantially more people. The research team recommends that policy-makers and funders ensure that the MK
program:
1) Receives stable, long-term funding for its team of culturally safe, mobile supports. Our research made clear
that unstable funding and supports deeply impact people’s sense of safety and wellbeing.
2) Increases their staff complement to meet demand. Case managers are currently at capacity. The research
team recommends that the MK program grow from four to five intensive case managers and add both a trauma
counsellor and a dedicated program manager to oversee and coordinate operations and ensure program
stability.
3) Is given access to ongoing and adequate rent supplements for all clients. Rent supplements are key to the HF
model, and currently only 9 people, representing 38 per cent of MK's active clients, have access to rent
supplements or other housing subsidies.
Na-Me-Res offers shelter beds, transitional housing and permanent housing. All of these services are currently
abstinence-based, and at capacity. This means that many MK clients, who may be using substances, cannot
access these services. In addition, since MK staff are currently housed at the transitional home, Sagatay, MK
clients must often meet staff outside the building. This is a painful situation and makes it difficult for staff to
create a welcoming environment or offer MK clients a safe place to stay while they stabilize their health and
circumstances. The research team recommends that policy-makers and funders provide resources for:
4) A dedicated and appropriate space for the MK program.
5) A 80 bed harm reduction shelter for Indigenous men that may or may not be co-located with the
MK program.
The evaluation staff recommends a harm reduction space where members can meet with their workers and
seek care as well as clear development and application of policies around harm reduction, agency-wide.
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08
SUCCESS STORIES

Every member of the MK program is unique. The following are a selection of success stories
clients have experienced resulting from being part of Mino Kaanjigoowin.

On life skills:

On housing:

“Like a client who had never gone grocery shopping on
his own, but then felt the need that he needed to, but I
had already been coaching him. Like you got to do this.
You got to do this. And then to find out that he went
grocery shopping on his own, that was like huge. I was
like oh my God. I’m like you went grocery shopping. He’s
like yeah, it’s okay. I’m like, no, you went grocery
shopping. Like congratulations you know. And then I
felt like okay. I know that he won’t… like he’s, you know,
he’ll survive. For them to… like when they take those
small steps that they don’t even realize how important
they are, but I do, because I mean it’s things that they’ve
never done before or even thought that they could do.
That is building a life skill that’ll last forever, right.
There’s no like… and that’s like you can’t read a manual
on how to grocery shop. Like you know, you can’t go to
school. I mean yeah, you can, but I mean… like it’s just
the basic stuff, right, that most programs don’t take the
time to do. You know, they kind of assume, hey, here’s a
gift card, you know, go buy chips.” -key informant

“I had a rather difficult, challenging client, let's say.
That challenged me personally, right? And a shining
light moment was when he turned to me and he said,
“You know…”, because he got housing, Toronto
community housing. And I was like, “Great.” And we
got it in a location that’s downtown but in a nice
area right on Bloor Street and I was like, “Yes!”. And
then he turned to me one day and he’s like, “You
know, it really makes a difference having stable
housing.” And I was like, “Yah.” I was like, “Yes.” All
these years I've been trying to help you find housing,
now you get it. I'm like, “Yay.” -key informant

On housing and family:

“I'm a grandfather so when I got housed, I felt a lot
better being a grandfather and having my own place.
Reconnecting with (family) and have a place for them to
come and say, “I'm going to see my grandfather.” I live in
an apartment. It's not like a room where it's very hard to
feel like a grandfather or a person anyway. But I get that
space, I say, “Wow,” I'm just waiting now for them to get
out of care. They're in care. (…) I feel a little better, you
know, doing that for myself. And I always say “Thank
you MK” in that sense. Because it does bring back a lot.
Like you feel grounded, a lot more grounded I should
say. You have a connection to family when you have a
house." -focus group participant

On graduating from MK:

“So I know one gentleman in the past who’d come
here, he had acquired a head injury or a brain
injury, so he had difficulty planning for himself. He
also had difficulties with diabetes and it was pretty
severe. So our nurse at the time encouraged him to
go for walks and watch his diet and she helped him
with this diet. And his diabetes improved. He
started losing weight. He would always sweep. He
would always sweep on the street, on the
sidewalks, and that was part of his exercise I guess,
and it was always clean too in front of our building
because of his sweeping every day. But we helped
him get on ODSP because before he was like on
Ontario Works, so we did the assessments there
through the doctor and the psychiatrist and filled
out all the paperwork. And eventually he wanted to
move up north, so he ended up living in Sudbury
with his sister, and we made sure there were
supports for him in place up there, so he’d able to
get the care he needs. So that was a success story”
–key informant
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09
CONCLUSION

Indigenous men who are homeless or vulnerably housed and facing complex mental health challenges receive
client-centred supports, stability and respect through the MK program. The findings from this process evaluation
of the MK program contributes to a growing body of evidence that links successful case management and housing
support with integrated community and culture-based approaches. Program challenges linked to lack of resources
and infrastructure could be overcome through consistent funding and the recognition of self-determination of
Indigenous health and social service systems. It is critical that Indigenous-led and controlled organizations actively
participate in the governance, design, implementation and translation of Indigenous health service and program
evaluation. The findings reinforce the decades of positive impacts and life-saving supports provided by Na-Me-Res
and other Indigenous agencies in Toronto. This collaborative research project has strengthened capacities and
ongoing partnerships between Indigenous community organizations and stakeholders to improve health, wellbeing and quality of life for Indigenous people living in Toronto.
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"It’s like starting out
fresh, like how Mino
Kaanjigoowin
means changing my
direction in life.
Literally it's changing
the direction in their
life completely."
Key informant on the guiding principal of the MK
program.
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