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“If you want to go fast, go alone.  
If you want to go far, go together.”

– Proverb
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Case for Investment:  
CC-CN Partnership’s 
System Impact 
Partnership Benefits People and Systems 
This new promising partnership between Care Coordinators 
and Care Navigators benefits:
 • Care recipients
 • Circle of care
 • Systems of care

It supports the Mississauga Halton LHIN’s three key themes  
of Access, Capacity and Quality.

Care recipients, their friends and families, care providers and  
clinicians told researchers and care providers how the partnership  
model positively impacted them. Third party, partner and 
Mississauga Halton LHIN data support these conclusions.

Partnering for Impact Report Recommendations 
Given the research results shown in this report,  
the recommendations are:
1. Include the Care Navigator role in the service landscape
2. House the Care Navigator role in community-based 

provider agencies 
3. Extend the CC-CN Partnership across remaining five care 

communities 
4. Ensure adequate resourcing for the Care Navigator role and 

the CC-CN Partnership as there is no existing community 
system capacity
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CC-CN Partnership 
Success Rate

61 per cent 
improvement  
in care recipient 
goal achievement

Supports Mississauga Halton LHIN’s Strategic Priorities
The CC-CN Partnership strives to improve each care recipient’s access to services, 
enhance their care experience, expand the quality and timeliness of services they 
receive, and grow their formal and informal networks.

Partnering for Impact through the CC-CN Partnership helps the Mississauga Halton LHIN 
achieve its strategic priorities of Access, Capacity and Quality.

Road to CC-CN Partnership
When developing their Health Links model and business cases, the Halton Hills and Milton  
Health Links Steering Committees advocated for the CN role. The Mississauga Halton 
LHIN supported this unique approach to Health Links as an opportunity to demonstrate 
a different model for Health Links. Following the success of the CN role in Halton Hills 
and Milton, the CC-CN Partnership model was born.

Defining the CC-CN Roles
Care Navigators are trusted advisors who focus on social determinants of health (SDOH) 
as well as mental health and addictions needs. Care Coordinators facilitate navigation  
through the medical systems of care.

Complex Care Needs Build Barriers for Care Recipients
Typically, care recipients with complex care needs: 
 • Face significant barriers to receiving timely and effective services
 • Depend heavily on their often-limited informal support networks 
 • Struggle with system role definition issues
 • Don’t always trust the formal networks of care

Executive Summary
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Without the CC-CN Partnership, these barriers would not have been as effectively 
navigated or negotiated. With the partnership, care recipients with complex needs  
were able to attain their care goals.

Quantifying the Need 
Of the 61 people who participated in the evaluation of the CC-CN Partnership project:
 • 89 per cent had complex medical needs
 • 83 per cent reported social determinants of health
 • 96 per cent had moderate to high MAPLe scores

In the Mississauga Halton LHIN’s service area, five per cent of the population, or 65,000 
people, have similar backgrounds and experiences to the CC-CN Partnership project 
participants.

Thus, there are 65,000 people whose care experience would be enhanced by the  
CC-CN Partnership.1 

Care Recipient Care Goals
During the CC-CN Partnership project, care recipients said they wanted help:
 • Connecting with the right provider
 • Managing their multiple medications 
 • Sourcing basic necessities such as utilities, food and income
 • Interacting with more people to reduce isolation
 • Getting to health and social services appointments
 • Finding easier ways to access mental health and addictions services
 • Locating and moving to safe, accessible and adequate housing

1  Detailed participant data is available in Appendix 1 – Profile and Appendix 2 – MAPLe Scores and  
 Population Categories
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119 per cent 
increase in client 
support services  
to improve the 
care experience.

CC-CN Partnership Breaks Down Barriers
Partnership removes barriers to care for individuals with complex needs by addressing 
their unique situation.

Access 
CC-CN Partnership approach improves timely access to services.

Capacity 
CC-CN Partnership’s integrated approach to care focuses on care recipients with medical  
and mental health needs impacted by social determinants of health. It fosters integration  
among multiple service providers.

Quality  
Care recipients’ experience is significantly enhanced through the CC-CN Partnership.

Case for Further Investment
There is a strong voice of support from care recipients and their families, as well as  
providers, to continue rolling out the CC-CN Partnership across the rest of the Mississauga  
Halton LHIN’s service-delivery area. This expansion would help people with complex 
needs achieve their care goals.

Specifically, the recommendations arising from the CC-CN Partnership project are:
1. Include the Care Navigator role in the service landscape
2. House the Care Navigator role in community-based provider agencies
3. Extend the CC-CN Partnership across remaining five care communities
4. Ensure adequate resourcing for the Care Navigator role and the CC-CN Partnership  

as there is no existing community system capacity
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Supporting People 
with Complex Needs

“The influence of this 
program can’t be 
measured with just 
numbers, but rather  
by looking at the 
improved quality  
of life of the clients.” 

– Circle of Care Member

Background: Advocating for the CN Role
In 2014, the Halton Hills and Milton Health Links Steering Committees advocated for a 
Health Links model, including care navigation, which would successfully support people 
with complex needs and help them to achieve their care goals. 

Barriers
Members of these two steering committees knew that people with complex needs 
experienced barriers such as:
 • Limited access to services and resources
 • Telling their personal story over and over to different care providers
 • Cycling through systems of care as a result of lengthy wait times

Halton Hills residents faced an additional barrier – the lack of public transportation in 
their community. 

Mobilizing Resources
To enhance the care experience for this population, and develop a care community with 
a strong, collaborative systems approach, a care navigation model was needed that 
would mobilize care recipients, the care team, and most important, the systems of care.

In 2015, the LHIN approved this unique care navigation model as a pilot for Halton Hills 
and Milton. Whereas the care coordination model was used in the five other Health Links.  

Collaborative Approach
North Halton Health Links Alliance, an alliance between the Halton Hills and Milton 
Health Links, was formed to optimize time, resources and cost efficiencies. Two care 
navigators were recruited, one for each community, with a combined population of 
approximately 175,000. 
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Positive Results
The North Halton Health Links Alliance’s application of the care navigation model 
resulted in:
 • High satisfaction levels (75 per cent) reported by care recipients
 • Strengthened system partnerships including, but not limited to, hospital, primary care, 

community sector, justice (Legal Aid), Halton Regional Police Services and Command 
Table

 • Increased knowledge of the scope of services available within the service landscape
 • Enrollment rates resulted in coordinated care plans of 61 per cent (Halton Hills) and  

46 per cent (Milton)
 • An average of five to six months of intensive service levels for care recipients 

Evolution of CC-CN Partnership Model
During the initial stages of Health Links, referrals were sent directly to Care Navigators. 
As the model evolved, a central intake process was developed through the legacy 
Mississauga Halton CCAC, catalyzing the development of the CC-CN Partnership for the 
two Health Links. To assess the effectiveness of this partnership, a formal evaluation was 
initiated in April 1, 2017. 
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Why Invest in the CC-CN Partnership?
Scaling the Care Coordinator – Care Navigator (CC-CN) Partnership from a pilot project to an 
integrated system of care offers significant benefits to care recipients, the circle of care and  
the systems of care.

Care Recipient
Builds confidence and self-management, 
improving care recipient outcomes 
and optimizing the impact of informal 
networks of care

Confers trust built with the Care 
Navigator to the extended systems  
of care

Circle of Care
Facilitates integration of care, bringing 
medical system care (care coordination) 
together with all other systems of care2 
(care navigation)

Supports members of care team

Systems
Enhances systems capacity and reduces 
care recipient dependence on the 
systems of care

2  Including: addictions and mental health, employment, food security, housing, justice and social services

 Partnering for Impact | 9



Benefits of the CC-CN Partnership

The CC-CN Partnership offers a multitude of benefits to care recipients with complex care needs,  
circles of care teams and the systems of care.

Benefits to  
Care Recipients
Tony’s Journey

Benefits to  
Circle of Care
Marie’s Journey

Benefits to  
Systems of Care
Angela’s Journey
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Tony’s Journey

What Tony’s Journey Tells Us
Tony’s journey is typical of the care recipients who participated in the CC-CN 
Partnership project. His experience highlights the interplay between medical, 
mental health and social determinants of health, and shows how easy it is for  
people like him to fall through the cracks without an integrated system of care. 

Tony’s story shows how the CC-CN Partnership can have a positive impact on 
a person’s life by broadening their support network, increasing their quality  
of life and health, and helping them transition to greater independence and 
self-management. 

Tony, 75, lived alone above a small store with only one family contact and 
a series of health issues including diabetes and cancer. He thought he was 
coping well, but his only family member was very concerned about him. 
This family member saw what Tony didn’t – that his apartment was filthy 
with urine and feces everywhere, that he was hoarding, and that he was 
profoundly depressed. 

Tony’s case was critical. His CC and CN determined that he would soon lose 
his current housing, and that the lack of accessibility was an underlying 
issue impacting his health and safety. His CC arranged for bathing support, 
assistive devices in his bathroom, and physio care to rebuild his balance 
and stamina. His CN arranged for thorough cleaning and purging of his old 
apartment, found him a new, accessible apartment, and secured referrals to 
a number of support services.

Tony is now living independently in an accessible, clean apartment. He has 
regular supports, is more engaged in the community, is eating better and 
has reduced his hospital emergency visits.
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With CN SupportBefore CN Support

232

Benefits to Care Recipients
The specific benefits to care recipients are:
 • Improved access to care
 • Decreased social isolation
 • Greater connection with informal and formal systems of care
 • Receiving the supports they need
 • Progress toward higher level of self-managed care
 • Personal goals met

These benefits were confirmed during the research project through quantitative and 
qualitative data collected by the research team.3

Eco Map Impact for Tony
Eco maps are visual maps of a person’s formal and informal connections and supports. 
These supports can include people, groups and organizations.

Care Recipient Benefit

“I didn’t imagine that  
I could get help like this.”

– Care Recipient

3  See Appendix Five – Research Methods Used
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What Care Recipients said
Care recipients were surveyed to see how their perceptions changed over the course of the partnership project.

The decrease in isolation illustrated in the first indicator is important because isolation is a significant contributing factor to risk  
for seniors as they age and for people of all ages with mental health issues.

Table 1 – Positive Changes in Care Recipient Perceptions
There were 26 participants for this survey. The scoring range was 1 to 6 with one representing “really disagree” and six representing 
“really agree”.

Survey Item Level of Agreement 
(start of program)

Level of Agreement 
(end of program)

Percentage  
Change

I feel isolated. 4.64 2.80 40% decrease

I think that I am able to manage my own care needs. 3.29 4.48 36% increase

I know where to go to get help in my community 
(e.g. community workers, support workers, doctor).

3.27 4.88 49% increase

I feel like I can voice my health concerns. 3.71 5.08 37% increase

I feel connected to my support system  
(e.g., friends, family, church).

3.65 5.04 38% increase
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Marie’s Journey

What Marie’s Journey Tells Us
Care Coordinators and Care Navigators said the partnership program 
offered extremely positive benefits to care recipients and providers.

By age 89, Marie’s dementia had progressed to the point that she  
began wandering and leaving her home at all hours. Her husband,  
Michael, 87, started to feel overwhelmed, depressed and conflicted  
about making long-term care decisions for her. Two of their adult 
children are available for support and were very concerned about 
their parents.

A CN was assigned and immediately escalated her concern  
about suicide risk and the need for respite and long-term care. 
The CN had time to connect with Michael and was able to build 
a relationship of trust with him. Through this relationship, the CN 
gained a holistic view of what was happening in the home.

A joint CC-CN care plan was developed with the goal of stabilizing 
the situation for Marie and her husband at home. Initially, Marie’s  
situation began to improve. Then, her husband began cancelling 
support visits. Marie began losing weight and requiring emergency  
care. Again, Michael was not able to cope with Marie’s complex 
medical and mental health situation.

The CN and CC re-assessed Marie’s situation; the CN put her on 
the crisis list for a bed in a long-term care facility. With support 
from the CN, CC, Behavioural Supports Ontario counsellor and 
their children, Michael agreed to move Marie. Once Marie settled 
in, she had no further hospital visits. Michael confirmed that they 
are both doing very well. 
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With CN SupportBefore CN Support

185

Circle of Care Benefit

“I have learned from 
the pilot program that 
we can think outside 
of the box, that not 
every solution has to 
be cookie cutter. We 
have to put our heads 
together to see what 
can be done.”

– Circle of Care Member

Benefits to Circle of Care
The specific benefits to the circle of care are:
 • Facilitates integration
 • Conferred trust from Care Navigator to medical, mental health and SDOH providers
 • Greater engagement with informal systems of care (family, friends)
 • Increased access to appropriate formal supports
 • Increased capacity to be complexity ready

Appendix 3 – Full CC-CN Survey Results and Appendix 4 – Full Circle of Care Survey 
Results summarize the quantitative data from the survey and the qualitative data  
from the participant interviews.

Eco Map Impact for Marie
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Survey results4 from Care Coordinators, Care Navigators and other members of the Circle of Care show the benefits to care providers.  
These are in addition to the positive outcomes experienced by care recipients. 

Table 2 – Productivity and Satisfaction Benefits to Partnership and Circle of Care
The scoring range was 1 to 6 with one representing “really disagree” and six representing “really agree”.

Survey Item Pre Test 
Score

Post Test 
Score

Care Coordinator – Care Navigator Results (n = 9)

The CC-CN Partnership is a more effective way to provide care for patients/clients. N/A 5.89

The CC-CN Partnership helped patients/clients to achieve goals that would not have been possible 
without the partnership.

N/A 5.89

The CC-CN Partnership helps to reduce workload. N/A 5.89

The CC-CN Partnership helps to reduce job stress. N/A 5.89

The CC-CN Partnership resulted in an expanded circle of care for patients/clients. N/A 5.78

The CC-CN Partnership improved communication among the circle of care. N/A 5.33

The CC-CN Partnership improved engagement of members in the circle of care. N/A 5.44

Circle of Care Results (n = 20)

I find it helpful to work with a CN to support my patients/clients. 5.10 5.40

I think it is beneficial to have both a CC and a CN in the patient’s/client’s circle of care. N/A 4.63

My patients/clients achieve more goals and have improved progress when there is a CC-CN Partnership 
involved in their care.

N/A 5.11

There is better communication amongst the circle of care when there is a CC-CN Partnership involved 
with my patient/client.

N/A 4.89

4  See Appendix 3 – Full CC-CN Survey Results and Appendix 4 – Full Circle of Care Survey Results for full details.
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Angela’s Journey

What Angela’s Journey Tells Us
Angela’s journey is an example of the positive impact of collaborative  
relationships within the circle of care on the care experience. 

Angela, in her 50s, has many complex mental health and 
addictions challenges resulting from a long history of abuse 
and trauma that began in her early childhood. She also survived 
a debilitating workplace accident and suffers from a variety of 
chronic health issues.

Initially, Angela was referred by another agency to MHLHIN Home  
and Community Care for OT support. During that OT appointment,  
Angela revealed that she was being abused at home and was 
afraid to go to the police. The OT referred Angela to the CC-CN 
Partnership program where she was provided with CN support.

During an initial interview with her CN, she gave her backstory 
about PTSD, mental health, addictions and in trying to cope with 
all the challenges in her life.

With help from the CN, Angela was guided through the integrated 
services she needed to begin dealing with some of these issues, 
be safe and independent. 

In a few short months, Angela was safe, had accessible housing, 
and consistent mental health care. Currently, she is working toward  
her long-term goals by enrolling in college. 
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With CN SupportBefore CN Support

152 Systems of Care Benefits

“The Care Navigator 
made sure that all agency  
providers and Circle of 
Care team members 
were well connected to  
each other. The CN was  
able to make sure that 
we were all on the same 
page which is very 
difficult for us to do.”

– Care Agency

Benefits to Systems of Care 
Data collected during the CC-CN Partnership showed broad systems of care  
benefits including:
 • Increased service capacity through broader engagement across systems of care
 • Appropriate system use, e.g., the right service at the right time
 • Increased self-management and decreased system reliance
 • Increased capacity to be complexity ready

Eco Map Impact for Angela
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Barrier Breaking Results
What William’s Journey Tells Us
With Care Navigators as trusted advisors in the service landscape,  
there are significant benefits to care recipients, circles of care teams 
and systems of care. Barriers are broken for the benefit of all.

William’s Journey
William, 84, had accumulated second-hand furniture, antiques 
and collectibles in a barn on his family property. He was living 
rough in this building with no running water, toilet or heat. He was  
an active AA member, had a complex mental health history with 
multiple diagnoses and was recently diagnosed with Parkinson’s 
disease. He was estranged from three of his four children who all 
lived nearby, one on the family property.

After receiving initial treatment for his Parkinson’s disease, William 
bounced from one respite care facility to another, with hospital 
visits in between. William was feeling isolated, depressed and had 
lost the support of his AA meetings. His family was concerned 
about his safety, hygiene and health. 

A CN began building a relationship with William and he began 
talking more about his family estrangement, isolation, lack of 
adequate housing and need for other supports. Having the 
time to develop this relationship with William, the CN was able 
to understand the bigger picture of what was happening with 
William and his family. 
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With CN SupportBefore CN Support

154

The CN facilitated family meetings that helped William come 
to an agreement about how much longer he would live in the 
barn. They agreed on a one-year transition. During that time, 
a composting toilet would be installed by the youngest son 
and the barn would be cleaned out. As well, the CN organized 
housekeeping, legal advice (HCLS), THRIVE counselling, ConnectCare  
alert services, PT and massage therapy. In addition, to address 
his isolation, the CN made connections with Halton ElderTALK, 
Teletouch and Friendly Visitor services. 

At the same time, his CC arranged for care including OT, PSW and 
laundry / bathing support.

Over a four-month period, William’s situation stabilized. He was 
safer, more mobile, felt significantly less isolated and was making 
progress toward developing a long-term housing plan. He was 
grateful for the support he received and had a bag of lollipops 
that he gave to his CN. To him, they represented the supports he 
received through the CC-CN Partnership project. 

Eco Map Impact for William
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Circle of Care 
Benefit

“The collaboration 
is incredible. We are 
continually learning 
from each other.” 

– Care Coordinator

Strategic and Tactical Recommendations  
to Scale CC-CN Partnership 
The following recommendations all align with Health Quality 
Ontario’s new Performance Measures, March 27, 2018.

Care Experience
 • Implement partnership in an urban care community with a denser population to test 

scalability and adaptability of the model
 • Simplify care recipient on-boarding process to support consistent approach 

Partner and System Capacity
 • Build awareness and knowledge of partnership model and its benefits for care 

recipients with primary care providers 
 • Continue assessing impact on ED visits and hospitalizations to better understand and 

measure impact on care experience and system resource utilization 
 • Continue exposing the partnership model to key system tables such as HRPS Command  

table, Neighbourhood Forums, and other service resolution mechanisms
 • Cap Care Navigator’s capacity at 20 active care recipients
 • Delineate and develop CC-CN partnership roles 
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Quality
 • Support a common approach that guides the CC-CN Partnership across all care 

communities 
 • Use regulated undergraduate professionals given vulnerabilities of at-risk populations 

and to manage costs
 • Monitor average length of involvement for care recipients, not to exceed four to  

six months
 • Embed Care Navigators with community providers whose knowledge of, and 

interaction with, cross-sectoral partners is prevalent 
 • Engage with breadth of community partners to monitor achievement of project 

objectives
 • Consider governance model that incorporates cross-sectoral perspectives to  

monitor quality 
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Partnering for a Healthy Community

Care Recipients —  
Access & Quality 
Improved positive care experience
 • 61 per cent improvement in care 

recipient goal attainment
 • Care recipients identified Care 

Navigators as trusted advisors
 • Care Navigators modelled best ways  

to self-manage their care

Circle of Care — 
Capacity & Quality 
Right service, right time
 • Enhanced relationships expedited care 

recipient access to needed services and 
programs

 • Greater knowledge of provider scope 
of services 

 • Partnership enabled circle of care to 
address medical, mental health and 
social needs concurrently.

Systems of Care — 
Access, Capacity, & Quality
Cross-sectoral collaboration
 • Increased system capacity
 • Increased self-management and 

decreased system reliance
 • Care Navigators were effective at 

barrier busting 
 • Different ways of addressing cross-

sectoral complexity were inspired
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Primary Care Endorses  
CC-CN Partnership
Dr. A. went out of her way to provide feedback about her positive 
experience with the CC-CN Partnership project. She wanted it on the 
record that the partnership was immensely helpful to both her patients 
and to herself as a clinician in managing individuals with complex 
medical and SDOH needs. 

“A few of my patients worked with the Care Navigator. She moved 
mountains for them. While supporting an individual who had been 
assaulted, she located a safe home and then helped the individual move.” 

Dr. A. added, “the Care Navigator Partnership Project should not be 
a pilot. It needs to be a permanent fixture in our community to 
support individuals with complex needs. Other physicians have also 
discussed the benefits of this program.  When I as a physician make 
social work referrals to Health Links, it takes a load off of my shoulders 
knowing that these patients will be supported with the right resources 
through community-based Care Navigation services.”  

Survey Outtake

Q: From 1-6, how would you rate the Health Links approach  
as a valuable resource for your patients/clients?

 A: +!
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To evaluate the success of the CC-CN Partnership, an independent research project was conducted 
between April 1, 2017 and February 12, 2018.

Project Team
The research project was supported by Links2Care and Summit Housing & Outreach Programs, both members of the North Halton 
Health Links Alliance. In addition, Dr. Surbhi Bhanot-Malhotra was the independent project evaluator. 

Links2Care
Links2Care is an early intervenor, multi-service agency. Its 175 staff members and more than 250 volunteers provide:
 • Health services to seniors and adults with a disability living in Halton Region and the City of Mississauga
 • Social services to residents of Halton Hills
 • Programs and services for children, families and caregivers in Halton Hills

Links2Care has been an enthusiastic participant and champion of the CC-CN Partnering for Impact research project. Team members  
supporting the project were: Lisa Brading, Director, Community Services; Tanya Noguera, Care Navigator: Shelley Byers, Community 
Navigator; and Kate Power, CEO.

Summit Housing & Outreach Programs (SHOP)
SHOP has served Halton Region residents for more than 35 years. It currently supports over 600 individuals and their families with a 
variety of services that include 250 units of housing with attached support, mental health case management, mental health clinical 
supports, care navigation, social recreation programming, peer support and food security. 

SHOP’s overriding philosophy has always been to ensure that its services safeguard the rights, dignity and independence of 
individuals living with serious mental illness. SHOP championed the CC-CN Partnering for Impact project as it was so closely 
aligned with SHOP’s service delivery philosophy.  Valeska Tobar, Care Navigator; Caroline Jemmott, ACTT manager; Gemma 
Broderick, Executive Director; and Christine Devoy, Interim Executive Director supported this project on behalf of SHOP. 

Research Project Details
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Project Evaluator
Dr. Surbhi Bhanot-Malhotra, PhD, Evaluation Consultant

Dr. Bhanot-Malhotra has a PhD in Applied Social Psychology with expertise in program evaluation, mixed methods research 
and quantitative statistical analyses. She has over 15 years of experience conducting research in both academic and community 
settings. She has also been the lead investigator on a number of grants awarded through the Ontario Centre of Excellence for 
Child and Youth Mental Health. In addition to providing consultation services, Dr. Bhanot-Malhotra currently works as the Program 
Evaluation and Research Specialist at Reach Out Centre for Kids. 

Outcome Evaluation Focus
 • Access – Does the Care Coordination-Care Navigation Partnership improve access to services?
 • Capacity – What is the value of the partnership to the systems of care?
 • Quality – Does the partnership lead to an improved care experience and attainment of care goals?

 Partnering for Impact | 26



Appendices
Appendix 1 – Full Care Recipient Client Profile Data Table 28

Appendix 2 – MAPLe Scores and Population Categorizations 29

Appendix 3 – Full CC-CN Survey Results 30

Appendix 4 – Full Circle of Care Survey Results 31

Appendix 5 – Research Methods Used 32

 Partnering for Impact | 27



Appendix 1 – Full Care Recipient Client Profile Data Table 

Category Summary
Referral Source  • Most clients were referred to the program from community organizations (30%) and physicians (28%). 

 • A number of clients were also referred to the program from the CCAC/LHIN (19%) and hospitals (17%).

Average Length of Stay  • On average, clients participated in the program for 122 days before being transitioned.
 • There was a wide range for the length of stay in the program (14 days to 268 days).

Age  • Clients who participated in the pilot were generally older in age.
 • 18% were between ages 51 and 64.
 • 34% were between ages 65 and 79.
 • Almost 20% were over the age of 80. 

Gender  • The sample was fairly evenly split in terms of gender.
 • 56% of clients identified as female and 44% identified as male.

Medical Complexities  • 89% of clients experienced 1 or more chronic morbidities.
 • 57% had 1 or more hospital admissions in the previous six months.
 • 33% of clients had 3 or more ED visits in the past 6 months.

Social Determinants  
of Health 

 • Overall, 83% of clients had needs related to the social determinants of health. 
 • 59% reported income insecurity.
 • 48% reported food insecurity.
 • 39% reported housing insecurity.
 • 19% reported employment insecurity.

Other Challenges  • Many clients (74%) experienced transportation-related challenges.
 • A number of clients (76%) also had a limited social network and 30% lived alone.
 • Connections to supports were a challenge for many clients, with 39% of clients reporting that they had 

no connection to formal or informal community supports.

MAPLe Score  • The MAPLe scores of clients ranged from 1 to 5. 
 • 38% of clients had MAPLe scores in the high or very high range.

Population Score  • Clients who participated in the Pilot fell into various population groups.
 • 43% were in the Adult – Complex category.
 • 39% were in the Adult – Chronic category.
 • 13% were in the Adult – Community Independence category.
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Appendix 2 – MAPLe Scores and Population Categorizations
MAPLe Score (n = 61)

MAPLe Score Percentage of Care Recipients

Null (0) 13%

MAPLe 1 (Low) 16%

MAPLe 2 (Mild) 13%

MAPLe 3 (Moderate) 20%

MAPLe 4 (High) 20%

MAPLe 5 (Very High) 18%

Population Categorization (n = 61)

Population Category Percentage of Care Recipients

Adult – Complex 43%

Adult – Chronic 39%

Adult – Community Independence 13%

Null (no categorization) 5%

 Partnering for Impact | 29



Appendix 3 – Full CC-CN Survey Results
There were nine participants for this survey. The scoring range is 1 to 6 with one representing “really disagree” and six representing 
“really agree”.

Survey Item Pre Test 
Score

Post Test 
Score

1. I have a good understanding of the Health Links approach to care. 5.33 5.67
2. The Health Links approach is a valuable resource for my patients/clients. 5.11 5.78
3. I feel confident working with patients/clients who have complex needs. 5.11 5.44
4. I am aware of the mental health resources/supports available in the Halton Hills/Milton community. 4.78 5.22
5. I have a good understanding of the impact of social determinants on patient/client health. 5.56 5.78
6. Setting and working towards goals related to a patient’s/client’s social and mental health needs is just 

as important as setting and working towards goals related to medical needs. 
5.67 5.78

7. I consistently develop CCPs with goals that prioritize social and mental health needs when needed. 4.89 5.33
8. Development of the CCP is a collaborative process involving partners in the circle of care from the 

very beginning. 
4.78 4.89

9. I spend a great deal of time dealing with patient/client concerns that are not directly related to my 
role or professional training. 

3.67 4.22

10. The CC-CN Partnership Pilot is a more effective way to provide care for patients/clients. N/A 5.89
11. The CC-CN Partnership Pilot helped patients/clients to achieve goals that would not have been 

possible without the partnership between the CC and CN.
N/A 5.89

12. I think that there are clear roles and responsibilities between a Care Coordinator and a Care Navigator. N/A 5.56
13. The CC-CN Partnership Pilot helps to reduce workload. N/A 5.89
14. The CC-CN Partnership Pilot helps to reduce job stress. N/A 5.89
15. The CC-CN Partnership Pilot helps to reduce vicarious trauma (i.e., the emotional residue of exposure 

that helpers/workers may experience after hearing about the pain, fear, and terror that trauma 
survivors have endured).

N/A 3.63

16. The CC-CN Partnership Pilot resulted in an expanded circle of care for patients/clients. N/A 5.78
17. The CC-CN Partnership Pilot improved communication among the circle of care. N/A 5.33
18. The CC-CN Partnership Pilot improved engagement of members in the circle of care. N/A 5.44
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Appendix 4 – Full Circle of Care Survey Results 
There were 20 participants for this survey. The scoring range is 1 to 6 with one representing “really disagree” and six representing 
“really agree”.

Survey Item Pre Test 
Score

Post Test 
Score

1. I have a good understanding of the Health Links approach to care. 4.8 4.85

2. The Health Links approach is a valuable resource for my patients/clients. 5.05 4.95

3. I am aware of the mental health resources/supports available in the Halton Hills/Milton community. 4.65 4.95

4. I spend a great deal of time dealing with patient/client concerns that are not directly related to my 
role/professional training. 

4.05 4.50

5. I see the value of participating in Care Conferences. 5.50 5.50

6. I find it helpful to work with a Care Coordinator to support my patients/clients. 5.40 4.90

7. I find it helpful to work with a Health Links Care Navigator to support my patients/clients. 5.10 5.40

8. I think it is beneficial to have both a Care Coordinator (CC) and a Health Links Care Navigator (CN)  
in the patient’s/client’s circle of care.

N/A 4.63

9. I think that there are clear roles and responsibilities between a Care Coordinator and a Health Links 
Care Navigator.

N/A 4.05

10. My patients/clients achieve more goals and have improved progress when there is a CC-CN 
partnership involved in their care.

N/A 5.11

11. There is better communication amongst the circle of care when there is a CC-CN partnership involved 
with my patient/client.

N/A 4.89
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Appendix 5 – Research Methods Used
Extensive data collected during the CC-CN Partnership program evaluated Service Delivery (IDS data) and Productivity  
(manual data collection system).

Method Type and Number of Participants Notes
Care recipient Survey 26

Care recipient Interviews Subset of 7 survey participants

Care Coordinator –  
Care Navigator Online Survey

10 CC and 2 CN, pre-test survey
7 CC and 2 CN, post-test survey

Care Coordinator –  
Care Navigator Telephone Interviews

12

Circle of Care Online Survey 20 members participated 
 • 8 community support
 • 3 service provider organizations
 • 2 mental health and addictions
 • 1 hospital setting
 • 1 primary care provider 
 • 5 other

Timing aligned with CC-CN surveys

Circle of Care Interviews 10 Conducted by Mississauga Halton  
LHIN employee

Workload Analysis 10 CC and 2 CN Conducted on CHRIS for CCs and 
manual data collection spreadsheet  
for CNs by Mississauga Halton LHIN
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