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Executive Summary

Connectivity is the name of the Waterloo Reg@Rituaton Table§ which bring health and social service agencies
together at a weekly meeting to collaboratively and proactively address situations of elevated risk. Connectivity is
based on a Community Mobilization Hub Maxlgjinatingin Prince Albert, Saskdiewan. The model is a multi
disciplinary, interagency approach to addressing situations of acutely elevated risk ofbg-case basis. The
approach enables organizations to be immediately responsive to acute needs in the community.

In January 2014, #¢aWaterloo Regional Police Servig RPS)in partnership with Langs, adapted and implemented
the nodel in Cambridge. In partnership with Carizon Family and Community Services, Siseatodl able
became operational in Kitchener in October 2014.

Waterloo Region received a Proceeds of Crime Grant from the Ministry of Community Safety and Correctional
Services to design and implement an evaluation strategy for the Connectivity Tables in Waterloo Region. Taylor
Newberry Consulting (TN@as contractedo lead this evalation work.In January 2015, a project launch session
was attended by some key local organizational representatives involved with Connectivity. At this meeting we
reviewed the current state of the Waterloo Region Connectivity Tables, our main information needs and are
inquiry, and our proposed evaluation design. Informed by this consultation, the evaluatido@esdon two

major areas of inquiry:

1. Evaluation of implementatiorwill focus on aspects of the development, evolution, and delivery of
C o n n e cactiviesHow i8 Gonnectivity being implemented in Waterloo Region? Who is being served by
Connectivity?

2. Evaluation of outcomesvill focus on the ways in which Connectivity leads to benefits for individuals that
become connected to the supports. Tatuation will also examine benefits at a service and system level.
What are the outcomes for the people being served by Connectivity? What outcomes or changes does
Connectivity bring to bear on local services and systems?

To answer these key evaluation questions, we collected data from three primary sources.

1. The Connectivity databases maintained for the Cambridge and Kitchener SituatiohNBalbles data
analyzed for this evaluation was drawn from all situations captbheedatabases from the inception of the
two Tables in 2014 through to the week ending NI4r&@o15.

2. Connectivity Member Focus Groups and Interviews

3. OtherKey Stakeholder Interviews and Focus Groups

Across these data collection strategies, we engagethal of 74 individuals. This included a total of 4 focus groups
(68 participants), and individual interviews with 26 key informants. Some key informants participated in a focus gr
as well as an interview. All data collection took place betweeradaand March 2015.

Although only recently implemented in Waterloo Region, the Situation Tables in both Cambridge and Kitchener he
developed consistent and effective processes to address elevated community risk amongst people with complex
challenges anthere is a strong, integrated, crasstoral collective of organizations working together at both

Tables. Multiple, confluent risk factors are being creatively addressed through the contributions of members
representing health, mental health and addistipolice services, child and youth services, education, and a range of

?@ TaylorNewberry

ww.taylornewbperry.ca



Evaluation of Connectivity Waterloo Region 9

social services. Members report enhancements and improvements in how they engage in collaborative work and
system relationships have developed to support table responses arslifjuaits and services more generally.
Although the longderm impact of Connectivity on the people served is unclear at this time, there is evidence of
shortterm gains in creating new service connections and engagement, building trust and rappotigatind)

elevated risk.

How is Connectivity being implemented in Waterloo Region?
Number of Referrals and Situations Discussed

1 The Cambridge Connectivitgblehas been operating since February 2014. In its first 13 months of
operation, 122 situationsere referred to theTable Seventeen of those situations were rejected by the
Tablebecause they were not appropriate, resulting in a total(@f situationsdiscussed at the Cambridge
Table

1 The Kitchener Connectivilgblehas been operating since Oy 2014. In its first 5 months of operation, 39
situations were referred to tiA@ble Four of those situations were rejected byTiale resulting in a total
of 35 situations discussed at the Kitchen€able

Who is Being Served by Connectivity? Ris& Identified through Connectivity

1 Situations of acutely elevated risk discussed at Connectivity tended to be characterized, not only by carryir
significant risk with an urgent need to respond, but by carrying autelaf distinct (although intelated)
risksConnectivityrables identifiedan average of 6 risks involved in each situatiomanaged by the
Tables.

7 Situations referred to Connectivity have often involved transitional aged youth (youth-24 years)
(25% in Cambridge; 38% in Kitcheher adults aged 3059 years(30% in Cambridge; 33% in Kitchener).
Schoolaged children and youth (aged-45 years) have also been commonly involved in situations
referred to Cambridg€27%),but less so in Kitchener (18%). Older adults have only beswadvn 510%
of the situations referred to Connectivity in Cambridge and Kitchener (respectively).

1 In both Cambridge and Kitchener, the most commonly identified risk factors were retatethioealth,
criminal involvement, and substance us#Housig wasa prominentisk factorin both communities as well,
butwas citedslightly mordrequently in situations presented at the Kitchener Connectivity Table.

Representation and Engagement of Local Services

1 BothSituation dbles in Cambridge and Kitcherteave a primary roster of approximately 25 members
representing local services and organizations (with additional alternate members-io sthed the primary
representative is unable to attend). Tadbles have been designed to includesssectoral repesentation
from education, police and justice services, primary health care, community health and hospital services,
community mental health and addictions, child protection services, housing and homelessness support
services, sexual assault and victim sport services Efforts continue to grow the membership ofrtides
in both communities to address important gaps in servicegaRgple recent connections have been made
to developmental services and income support services.

/3\
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T

T

A key factor in the sucessful implementation of Connectivity has been the strategic recruitment and
engagement of members who are makeesvednashel ea
organizations.This does not imply that members must be in a management role. Wheethemtitine or
supervisor role, members should have the clout and endorsement in their organization to act swiftly with sc
degree of flexibility and autonomy in order to enact the kind of creative and rapid responses needed to
mitigate acutely elevatedsk.

In both Cambridge and Kitchener, all of the referrals have originated from 10 services/programs. That mea
that 35-45% of the services represented at eadlablehave been responsibléor bringing situations to
Connectivity. Police services alone have referred almost thgearters (73%) of the situations to the
CambridgeTable and over half (56%) of the situations to the Kitchend&iable

About 50% of the time, the service or agency that refethedsituation became the lead agency in

mobilizing a response to the situatiériice services were the highest refairsource in both Connectivity
Tables, but werealso frequently involved in leading or providing assistance in responding to risRolice
ServicesCMHAWWD and Family and Ch isérnicesmastdrequeBtly engagedens w
responding(as a lead agency or assisting agencyo situations of elevated risk in both communitieFhis

is not surprising given that mental health @irdinal involvement were the two highest types of risk identified
at theTableand that at least on¢hird of situations referred to both Cambridge and Kitchener involved a
child or youth (infant through 18 years). It is important to note that whileadanizations have been
consistently involved in responding to most of the situations, nearly all members of Connectivity have beer
engaged as either a lead or supporting agency at some point.

What are the outcomes for people being served by Conneglivit

T

Connect i vi tigidesonnedandiveluals and fariliesoahacutely elevated risk to appropriate
services and supports. The underlying assumption is that service connections will mitigate riskiyhas
been successful in connectingdividuals and families in situations of acutely elevated risk with services
in over threequarters (76%) of the situations they have addressed and closidividuals refused to
connect with recommended services and supports in only 13% of the sitnatibaescases, individuals
relocated, were unable to be found, or were informed of services but did not suggest they would be
cooperative in followp.

Success in connecting individuals to services is a product of the diligence, creativity, aadtéchbyn
Connectivity members to work closely with individuals at risk to facilitate cooperation aadrogttun

service providers. Casxamples shared by the Connectivigbles demonstrate that individuals served have
experiencedanincreasedsense of trust in service providers and increased levels of stability and
wellnessas a result of their involvement with the initiative.

More appropriate use of emergency and crisis services is an important outcome of the Connectivity model.
underlyiig assumption of the model is that earlier intervention that results in connecting individuals to
appropriate services and mitigation of elevated risk should lower the demand for expensive emergency an

www.taylornewberry.ca
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crisis services. Evidence shared from the WRPS inidignsinggests that Connectivity may, indeed, be
reducing the use @mergency and crisis services by connecting individuals to more appropriate services
before crisis arises. The WRPS amfgsenced the number of calls for police service linked todandoal

who was associated with a situation discussed at the Cambridge Confedtigitythe 90 days prior to the
situation being closed by tAableand in the 90 days following closure of the case. The aggregate findings
demonstrate &4% reductionin calls for police service associated with people presenting at the
CambridgeTableduring the 90 day period after the situation was closeNearly 30% of the situations
showed a 100% decrease in associated calls for service.

What outcomes or changes tocal services and the service systems occur as a result of
Connectivity?

T

T

Some services have reported that Connectivity has enabled them to reach vulnerable client populations
they have had difficulty connecting with or finding through other community resoes(e.g., homeless or
precariously housed individuals with mental health needs, victims of sexual assault or trauma). Services he
connected with these clients through Connectivity referrals. Additionally, services have reported that
participation in ©nnectivity has helped to raise their profile amongst other providers in the community, whic
is beginning to lead to increased referrals of appropriate client groups.

The Connectiviljables in both Cambridge and Kitchener have very quickly demonstatesitive impact
on the way local service providers conduct their work. Service providers reported that the new
relationships with other service providers developed through the work of theblehave enabled them to
work more collaboratively, effectivelyand efficientlyd even in their work outside of Connectivity.

1 Many reported consulting and collaborating with each other e&apnectivity cases more
frequently as a result of the sense of trust
expertise established through Connectivity.

1 Members also reptad that Connectivity has helped to create streamlined pathways and processes,
which enable agencies to serve clients more quickly and efficiently (e.g., subjects of Connectivity
discussions have sometimes beteeamlined orfast r a ¢ k e d 6 habhwouoldtypially gairc e s
a waiting lis}.

T Connectivity members reported oworking diffe
This has involved thinking more creatively in their work, and also working more proactively to identil
and miigate situations of elevated risk. For example, the WRPS in both Cambridge and Kitchener
described mining their internal databases more frequently to detect trends and indicators of elevate
risk to identify cases that may be appropriate for Connecti@ityinectivity has become a lever for
organizations to work differently in order to better serve community members who may be at
elevated risk.

Although some members of the Connecliaityes reported challenges in finding time to balance the work of
Comectivity with work in their home organization, on the wdwleces and agencies involved in

Connectivity are seeing great value in participating and, where possible, are creating capacity to sustain
or enhance engagement in theables. For e.g., the \RPS have designated a staff role in each community
for work aligned with Connectivity. Some agencies (e.g., @MIMB; WW-CCAC) have allocated resources

www.taylornewberry.ca
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to allow additional staff members to participate in Connectivity, while other agencies have redistribute
workloads internally to allow Connectivity representatives more time to attend meetings and participate in t
rapid followup that Connectivity requires.

Through their work, Connectivity is beginning to identify important service gaps in WatedooBelyi
Tables have noted a need to exparmiiult mental health service¢both community mental health services
and psychiatric services).

Recommendationfom the Evaluation

R1.

R2.

R3.

R4.

R5.

R6.

R7.
R8.

R9.

R10.

R11.

R12.

R13.

Affirm that privacy protocols are acceptable to attending organizationsaategize on how to address
an outstanding privacy concerns.

l nvestigate the potential to allow each member
to improve access to client information. This will facilitate pantcipatong metvers who need this
information to contribute to Table discussions and actions.

Revisitthedecisitna ki ng | ati tude of each -makndaathorityombehalf a
of their organization is constrained, the Table leadership should eotistiie organization to seek
solutions.

Consider petitioning organizations for additional members if the capacity of existing members to respond
Table decisions is stretched.

I't is recommended that a situat-0dfofns @ atno beercviosce
confirmation of service engagement (e.g., a face to face meeting with a provider).

Individuals refusing service should be flagged for periodic review and assessment if any new actions can
taken.

Track specific service actioneagituation closure after a specified time period.

Develop the capacity at both Tables to strategically compile, analyze, and summarize data from the
database for systems use.

Create a governance committee (or committees) to provide oversight to e @agpage in systems level
analysis, and strategically pursue system change and policy initiatives.

Building off of the provincial logic model and evaluation framework, develop a tailored logic model for
Connectivity specific to the local context, implementation, priority outcomes and impact pathways relevan
Waterloo Region.

Drawing on the provindiavaluation framework, this report, and other sources, begin to build sets of
indicators corresponding to the Situation Table risk categories and to common Table responses.

Begin to build systems that will support the acquisition and use of secondahatiesgtures indicators of
risk reduction for Connectivity users.

Identify data, organized according to risk categories, that are useful to the deliberations and actions of the
Table; and that can also double as outcome indicators.

?’\ TaylorNewberry
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R14. Pilot smalleoutcome studies that are designed to answer specific questions of the Table and that gather
narrative feedback from Connectivity users.

R15. Member and partner organizations involved with Connectivity begin to implement steps to become co
occurrence capable ocagizations and work towards building a Comprehensive, Continuous, Integrated
System of Care in Waterloo Region.

@TaylorNewberry
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Part 1 Introductioand Bagiound

oConnectivitybrings health and social service agencies together at a weekly meeting to collaboratidely
proactively address situations of elevated as&ociated with mental health and addictions, physical health
challenges, homelessness, family dysfunction, and other risk 2atorsctivityvas adapted fronthe Community
Mobilization Model implemtd in Prince AlbérSaskatchewan, which is characterized byiétidisciplinary,
interagency approach to addressing situations of acutely elevated askommunityn a caseby-case basis. The
approach enables organizations to be immediaseigl colbborativelyresponsive to acute needs in the commumity.
Ontario, these modeTades @r e known as o0Situation

In January 2014, the Waterloo Regional Police Service, in partnership with Langs, adapted and implemented the
Connectivity Situatidrablein Cambridgeand North Dumfriesn patnership with Carizdramilyand Community
Services, a second Waterloo Region Conneclialtiebecame operational in Kitchener in October 2014.

Therehasmuch excitement among the agencies participating in Coydtiisibelieved that the Connectivity model
isa nore effective use of resources amdhore responsive approach to the needs of the clients and the community,
leading to improved outcom&s individuals and families. This is a unique-sedtor collaoration in Ontario and it

is believed this partnership between police, and social and health serviegsiw@into a sustainable model for

many provincial jurisdictions. A number of Situ@tibfes have recently been developed in Ontario and thefist
communities showing interest in adopting the model continues tagyttosvinitiative continues to develop and

evolve, the neetb develop and implement an evaluation strategpetter understand how the model has been
implemented in \Aterloo Regiomnd its impacts on community members and local service systems has become
increasingly important. The learnings about key successes and gaps associated with the implementation of the m
in Waterloo Regiomre important for the continued refinementhaf inodel to strengthen its impact locally.

Importantly, as Connectivity is one of the early adopters of the Prince Albert Model, the findings from this work cal
also be used tinformevaluation design and planning strategies at a provincial lev&itagion Tables continue to
emergeacross Ontario.

1.1 Project Purpose and&ey Questions

Waterloo Region received a Proceeds of Crime Grant from the Ministry of Community Safety and Correctional
Services to design and implement an evaluation strategy for the Conn€atiasyin Waterloo Region. Taylor
Newberry Consulting (TN@ascontracte to lead this evalation workin January 2015, a project launch session

was attended by key local organizational representatives involved with Connectivity. At this meeting we reviewed
current state of the Waterloo Region Connectidtyles, main iformation needs and areas of inquiry, aad

proposed evaluation design. Informed by this consultation, the evaluationdesigrgely formative anébcuse

on two major areas of inquiry:

2. Evaluation of implementatiorfocugd on aspects of the developmeatolution, antmplementatioof
Connect i vi Kegyguestiangabounimptementation and development id¢heléollowing:

1 How is Connectivity being implemented in Waterloo Region?

o0 What is the process to bring situations tddbés?
0 What is the process to develop and mobilize required supports?

g@ Taylor N ?”-,”r"!’?@”’"”



Evaluation of Connectivity Waterloo Regionl5

o What are the types of recommended actions for addressing the needs of individuals identified at
Connectivityabla?

How do members of the Connecii@bleand their home organizations experience the process?

o What are the strengths and challenges in regards to the above?

(@)

1 Who is being served by Connectivity?
0 What is the range of presenting issues and the nature of risk for irsfivati@ibrought to the
Tabl® What are the other characteristics and circumstances of the individuals in question?
o What are thenformation gaps regarding important characteristics and circumstances of individue
in question that could be useful to Connertsjitynses?

3. Evaluation of outcomegocusedon the ways in which Connectivity leads to benefits for individuals that become
connected to the suppqrts providers and organizations that participate, and to the system as a whole. Key
guestions includebe following:

1 What are the outcomes for people being serv€bhbgectivity?
o To what extent do individuals engage with the supports and services developed and implemente

Connectivity?
o What new services and supports do individuals access tomeett2i
o What are individual sd experiences with new
o What <changes are observed in peopleds | ives:s

1 What outcomes or change$ocal servicemnd the broadesystemsccur as a result of Connectivity?
o What does the Connectivity partnership learn about providing supports to individuals exhibiting
imminent risk?
o What does the Connectivity partnership learn about how to manage privacy concerns?
o What new partnershipspprising practices, and new capacities evolve out of this initiative? What
new ways of collaborating across organizations andforseesult from Connectivity?

o Inwhat ways can Connectivity lead to greater integration or coordination of servicdean Water
Region?

To answer these questions and to inform an evaluation strategy moving forweoddweted aeries of focus
groups and key informant interviews to engage key stakeholders in the system, including members of the Connec

Tables and providers responsible for carrying out the action plans dfables,and other importanbcd community
and system leaders.

This report provides summary background on key concepts of risk mitigation antesgstmtiaboration/
intervention,dilowed by the findings of our evaluation, organized accorttingsues of implementation, outcomes

for service users, and outcomes on the system more broadly. We conclude with recommendations to improve the
functioning of the Connectivity Tables anguisue future evaluation.
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1.2 CommunitySituation Tables for Collaborative Responses ®iskand Safety

Prince Albert Police Service (in Saskatchewan) initiated partnership development with eoasedioityanizations

in order to forge a more coordinalgesponse to manage serious, elevated risk among particularly vulnerable
community membemmuni ttyn MdOHWIill, idzad tsioo rc ofMrmomd & Alelf eerrtr e
Al b e r dwaklestaldishednd has since been imported to a number of Ontario communities, including North Ba
Sudbury, Rexdaldjalton HillsCambridgeand North DumfrieKitchener, and Guelph.

SituationTables have a multbrganizational and mulsectoral membership of poliservices, other justice services,
mental health and addictions, children and youth services, school boards, hospitals, emergency shelters, housing
others. SituationTables are standing committees with consistent membership that meet weekly ta¢ipesseand

to be a mix of frordline workers and supervisors.

SituatioriTablesare concerned with the immediate alleviation of elevated risk. Committee members bring forth
situations to th€abledirectly, via their own frodine work, when individisalhey serve are in particularly risky
circumstances that could quickly degrade into crisis or harm. The committee then strategizes on ways to address
immediate risk and what organizations should be involved. The goall@iilegs to connect thadividual to

services that can help meet their immediate needs and mpigestenting risksOnce this connection to services is
confirmed and the group believes the priority presenting risks havesb&miently mitigatedhe situation is

0 c | odgt éhendecomes the responsibility of the relevant services to provide their supports. For a detailed
description othe practicesf Situationg ablesand theevolution of the Prince Alberbil, see Nilson (2014).

In Figure 1, welgre a sample logic odel developed by Nilson (2015) as part of a comprehensive framework or
guide for evaluatingsituatioriTables The logic model demonstrates how the key processes involved in routine work
of the Table(referral, collaborative determination of acutely el®drisk and response planning, and service
mobilization) are connected to anticipated short, intermediate, anddongutcomest this early stage in the
development of many of tH&tuatioriTablesin Ontario, inclling Connectivity, the focuseMaluation is on shetérm
outcomes related tmcreased capacity of service provialedssuccessfully addressalignt needs

In the following section, we highlight a Framework for Planning Community Safety dmelnyetieveloped by a
working group coprised of leaders and partnexsd Ontario Situatioffables. Thisrhmework helps to position the
modelwithin a broader context of other initiatives aimed at promoting community safety and reducintj akson
helps to illustratéhe SituatioMables d@mntributiosto thelongerterm outcomes of community safety and wellbeing
illustrated in the logic model.

o~
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Figure 1: Sample Logic Model f&ituation/Hub Tables (Nilson, 2015)
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1.3 The Ontario Working Group on Collaborative, RisRriven Community Safety

In Spring 2013, police services and community partners from four Ontario communities who had imgplemented
SituationTablein their own jurisdictiorstablished a practice of meeting once monthly to share learnings and best
practices related to their local implementation of the model. This network became referred to as the Ontario Work
Group (OWG). With support from th®ntario Ministry of Community Safety and Correctional Serthcegroup
expanded to include six police services and community partners and a shared mandate to direct research and
development related tthe Situatiofableswithin a broader framework afommunity safety planning (Russell &
Taylor, 2014). The wh of the OWG has centered on development of:

A prototype framework for community safety planning

Measures and indicators for community safety planning
Guidelines for information sharing and protection of privacy
Symposium to share this work with police and community partners
Communications to support this project

=4 =4 =4 -8 =

T he OWahdework for Planning Community Safety ansb®iedj(See Figure 2 promotes planningor
communitgafety and welbeing at fourlevels of community interventisocial development, prevention, risk
intervention, and emergency response (Russell & Taylor, 2014).

The primary goal of the frameworktsreduce harnand victimization within the community. Secondary to this, the
aim of the model is to mitigate increasing demands for, and costs of, emergency keraiedsr{ the red zone in
Figure2). A thorough description of the framework and the interventions and considerations important at each leve
themodel is provided in Russell and Taylor (2014).

Figure 2: Ontario Working Group Framework for Planning Commui8afety and Welbeing (Russell & Taylor,
2014)

Immediate response
to urgent incident

Emergency
Response Reducing identified

risks
Promoting and
maintaining

community safety and

Prevention well-being

Social Development
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It is important to note thathee @ 2z cemergéncyrésponsecharacterized bgituationsn whictrisk is very

high and imminent and often in which harmaliaady occurred At this inner circléhe focus otheinterventions on
immediate emergency respordeolice, medical services, doadcrisis services order to reduce the probability of
further harm and victimization. The focus here is placedsmorethreat management and harm minimization than
riskmitigation omprevention.

The oO0amber zoned of rdby#tratégiedtereductainhcidence ofiharm loydantifingt e r
situations of acutely elevated risk of harm and implementing a rapid response to mitigate those risks. It is at this le
where the work of th&tuationTablesis most relevant. By intervento mitigate elevated risks before they become
imminent, emergency, or crisis situations, communities are more likely to reduce demands for emergency respon:
Accumulating risk factors that are left unmitigated are likely to continue to drive the mequkbftsive emergency
responses.

At the Oblue zonedé or prevention |l evel of the fram
known, existing, and identified riskdervention at this stage has been described by the MinistgnainGnity

Safety and Correctional Services (2012) as involving a focus on injecting or strengthening designated protective
factors for an identified vulnerable group subject to a known risk.

Pl anning and intervent i orsocialdevdlopneentdsgrhameanized by afecuson a t
addressing root causes of the problems presenting at other levels in theSno@édevelopment involves
interventions that promote the maintenance ofbweétig and safety and eradicate conditions thestd to
marginalization and victimization associated with elevated risk of Rassell and Taylor (2014) note that the
addition of social development to the community safety planning framework is important beedusestthe
demand for emergency nesnse by substantially reducing the number of people at risk of harm.

The model is conceived as holistic in nature, in that failure to plan and implement intervention at any level will incr
levels of harm and victimization, and demand for emergesppnse. This is a critical point for two reasons. The
model is orieted around reducing the demand fmergency crisis services. This aim certainly aligns with priorities o
huma service systems provincialh locally inthe RegionHowever, the modehlutions against isolated

interventions. To reap significant cumulative impacts on the demand for expensive emergency services, intervent
really required at all four levelsThis aligns with a social determinant of health (SDOH) perspectivegudgoizes

that health outcomes are associated with the confluence of many different areas of life. Healitheermitied

by such things income security, education, emplogtabighousing, food security, social support, and access to
health and saial servicegWorld Health Organization, 2008).

What this suggests is thaSauationTableimplemented in isolation of other preventative and social development
strategies may not be sufficient to reduce high demands on our emergency responsel berAidese Albert
partnersrecognized within their first year of operating that in attempting to work more collaboratively, flexibly,
creatively and swiftly to meet the urgent needs of individuals referred td ditiég that they encountered several
sysemic barriers in theesvice system. In response, tti@ateda special team, referred to as the Centre of
Responsibility (COR) whose role was, in paeyryage the learnings of theablein relation to key service gaps

and system barriers in order to advocate for necessary policy and sigstelnchanges. The addition of this systems
change function carried out by a group like the COR consequently helps to address the need for pthnning an
intervention at the outermost levels (prevention and social development) of the Framework foCelanmimgy
Safety and Wellbeing.
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1.4 Mitigating Acutely Elevated Riskhrough Collaborative Community Intervention

Two concepts that are pivotal to timedel are risk and collaboration (Russell & Taylor, 20tlié)useful to outline
ourunderstanding of these concepttheir relation to Connectivig these concepts will frame the subsequent
evaluation findings.

1.4.1 Understanding Risk

Connectiviy i sf ocac udsre dsck mnobirdemded ta pratiuce Issigrm care or case management plaats

least not directly It is squarely focused on mitigating acutely elevated Wgkat is meant by risk? The concept has
been debated and contested tine psychological andsticediscipline$or decades and there is a massive literature.
In generalyisk is broadly defined as the probability of behaviours that lead to adverssequences to oneself or
others, such as sélirm, violence, injury, sekassault, or a range of criminal/dangerous outcomes (Ryan, 2000).
Ri sk factors have been defi ned addHéaithQrganizationtOé4that ¢ h a
oel evate an individual 6s probability of harmo ( Nil

Historically there have been two conflicting approaches to the assessmentaftuizkal approaches predict risk
based on static, personal characteristics and history (e.g., age, diagnosisnpaatonvictions) whereas clinical
approaches prediaisk based on dynamic, changeable factors (e.g., medication compliance, housing status, financ
statu} (Aegisdottir et al., 2006). Actuariapproaches based on statistical probabiliti@have been shown to be
superior in predicting behaviouraltoomewhen compared to clinical assessments. There are some strong@aveats
this clainhowever. Actuarial studies predict behaviours over longer periods of time, often in the order of years.
Clinical approaches are much more concerned with predicinger se consequences i n tfF
clinical presentation and other dynamic factors (e.g., recently losing housing, being discharged from hospital). In
actuarial approaches claim better prediction because they wait long enougletaeotiee behaviours in question. In
shorter periods, clinical approaches are supeseelflonahan, 2008; Westen & Weinberger, 2004)lore recent
approaches to risk assessment combine both approaches, such that static factors (e.g., past cohwetions) mus
understood in relation twurrent contexd and that the pile up dynamic risk factors is associated with elevated or
imminent risk.

A crucial backdrop of this lorgjanding debate is theathers e r i ous probl em of | occht i n
both actuarial and clinical approaches primarily do. In recent years, health and social service providers have beg
to challenge this assumption by viewing risk as product of environmental stressors and instability. Service systen
now beginningo be seen as key contributors to risk in the sense that they are, very often, inappropriately and
ineffectively organized to meet the needs of certain subpopulations of citizens. When the system speaks of peopl
ofalling thr oug h gasbhueptionrisahatKiling thdsénceacks wodlaemitigai@thskas y st e mo ¢
inability to meet needs puts certain people into a cycle of disadvantage.

Multiple service sectors amdlividual organizationsave historically operated silos with ineffétve communication

and referral practicesService myanizationoftenhave ambi guous or ofl ovicé i ngod e
admission that serve to exclude certain individaafgecialljthose with the most complex neédformation about

anidi vi dual s circumstances may often be unavail abl
organizations make their own determinations ofanskeligibilityusing many approaches that range from
comprehensive risk and care assessmenipédisial judgements based on limited information (e.g., a criminal
record). Organizationmayal so have widely di f f, radiegtdexdugondndividualsf o r
are shuffled from place to place and are put in the unenviableiposit having to go through numerous assessments

?@ TaylorNewberry

ww.taylornewbperry.ca



Evaluation of Connectivity Waterloo Region21

that require full disclosure of their livés.this context, traditional, individualized risk assessments (formal and
informal) begin to lose their utility because they too often function to exclude fyreapkervices, rather than drive
coordinated care planningResponsibility for the most vulnerable citizens becomes diffuse and uncooaditiated
people begin to detach from the systensopport{Newberry, 2011).

1.4.2 System Integration and Complexiy

Health and social service systems have been evolving towards greater service integration-sectaraiss
collaboration. While one of the goals is greater efficiency in the usmding dollarsit isequallyunderstood that
welkcoordinated, integited supportsre essentiain orderto provide responsivend effectivesupports and care.

For example, service and system integration is a prominent concern in all provincial mental health and addictions
policy discussions and initiatives. The Mipistigalth and Londerm Care and Local Health Integration Networks
(LHINSs) have been calling for greater coordination and integration of services in order to promote a uniform,
seamless, responsive, and persamired experience of mental health and atidits programs and supports.

Recent advances in provincial mental health policy aim to strategically construct more integrated systems of supp
Open Minds, Healthy Minds Ont ar i o0 s me nt attatedy €Gaverhnment afi©dtaria, d0dl) c t i 0o n s
advances four priority goals:

1. Improve mental health and wbking for all Ontarians.

2. Create healthy, resilient, inclusive communities.

3. lIdentify mental health and addictions problems early and intervene.

4. Provide timely, high quality, integratgmbrsoncentered health and other human services.
The | ast goal promotes service integration and foc
for integration of not just mental and addictions services, but with other sattmlisgihe justice systemmpusing,
income supporand employment Il ntegration remains a priority wit
Action Plan for Health Care (Government of Q@afermr i o
of Ontariods Public Services, 2012). This emphasi

Waterloo WellingtonLHIN (2013), which specifiesh e p r i o rceating a maveaséamlesk and coordinated
healthcare experie c e . 0

There has also been a strong focus, especially in our health systems, on meeting the needs of padjalaiiy p
complex challenges (e.the ceoccurrence of mental health and addictions with developmental disahiliip the
presence ohousing instability Complexityd which is very often tied to heightened fidkas been defined in a
number of ways. For exampReist and Brown (2008) articulditeee interrelated dimensions of acuity, chronicity,
and complexity. Acuity refers toet shorterm, punctuated risk and urgent negative consequences of a condition.
Chronicity refers to the continuous,-ke@ngn, and often worsening burden of a condition. Complexity refers to the
co-occurrence of acuity and chronicity in combinatiordelgterious social determinants of health, such as poverty,
homelessness, family dysfunction, and so on.

Rush (2010) describes tiered models of support in health stisenas their highest levetgddress only the needs
of people with highly acutéjghly chronic, and highly complex substance use and other problems, for whom lower
tier services and Rushpmpwdestaset @ direensionsdbdiengtrata how KBsk and
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complexity intertwine with system capaahown in the figarbelow These are peoplehoare ineligble for many
services, represeathighcost to the system, and requinéensive, specialized supports.

People that experience the most complex challenges are persistent users of hgsaiahirand ALC services.
Butterill et al. (2009) reported that lorggay hospital users with mental health and addictions issues accounted for

Figure 3: Criteria for Defining Tiered Substance Use Treatment Responses (adapted 1

Rush, 2010)
Eligibility to Nature of Share of Cost per Specialization with
Services Problems Population Person & Intensity Community
Life
Limited Severe Smallest Highest Highest Lowest
Tiers AN PN N AN PN N
Tier4
Tier 3
Tier 2
Tier 1
N N N N A4 N
Open At Risk Biggest Lowest Lowest Highest

51% of the total of longstayy ALC days in Ontario. They are also more likely to come in contact with police and
other parts of the justice system.

It is clear within this conceptualization that individual health and social service organizations arequiigpeit! to

meet the neds of thicomplexpopulation. System integration is interested in mobilizing collaborative responses the
are capable of addressing complex needdinkoff and Cline (2004have describé the need for agencies to

develop as complex axco-occurrence a p a brgaeizations. Organizations should expect that individuals will
present with such needs and must find collaborative solutions to meet them. This may include building new staff
competencies, promoting a welconaind recoveryoriented culture, @hexpanding specializationbut also requires
collaborative service agreements with other organizations that can provide complementary services.

14.3. Collaborative Tables as System Integration

There are a number of different approaches to system integrdtic@ntario, \& are seeing examples of
organizational mergers of health providarsd the designation of particular lead agencies to provide particular core
services (e.g., mental healthecasanagement being consolidated under a single organization in a local system)
(Newberry, 2012) There are alsadvancements in the creation of ruiciplinary care teams (e.g., Flexible ACT
Teams) that provide wraparound care to targeted groups wgthieeds. Finally, we are seeing collaborative
system respondables, of which Connectivity is an example, as strategy to address complexeetsrry,

2015).
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Case conferencingaswellestablished frorline approach to tackling challenging catarming for individuals in

need, and represents the gestation ofatmrative systemBables. Case conferencing is typically initiated by front

line providers under circumstances when support and care are not effective and a more collaborative cross
organizational approach is necessary. The effectiveness of case conferencing largely relies on the relationships e
partnerships that have been created, nurtyeed sustained at this frelime level. It is effective to the extent that

the initiating wordr is wellconnected, dedicated, and persistent. Howeaseconferencingan be limited by

systemic barriers that tipeocesdas little influence over.

CollaborativeTables move beyond case conferencingdaynalizingthe processTables meet comstently and are
composed o$ervice representativesth influence and leverage on behalftb&irhome organizations. The models

are purposeful and strategic in attempting to meet the needs of defined populat®re r vi ce Resol ut
exampleappear i ng in wide variety of sectors (e.g., ment
and housing) (Newberry, 2015\While service resolutianodels can be structured in a variety of ways, the common
feature isa service resolution committee whidomposed of high level managers representing asectisn of
organizations from multiple headthd social service sectors: mental health, addictions, justice, developmental
services, ABI, child and family s&wsj@and range of others. The function ofTthkeleis to engage in creative and
collaborative problem solving centering on individuals who have continually experienced challenges in accessing
services and getting their needs met. Service resolutifinasieus because the members around dideare
decisiormakers and create accountabilities to the care planning decisions.

Ont ari o0ds Sarethighly similarno sdnace reselsti@ifferences include the followirg:SituationTables

are primarily composed of frottine workers who bring forward situations and directly work with the users of the
service; and b) the goal @ituationTablesis to create service connections that can mitigate elevated risk. Service
resolution, in contrastfempts to create more comprehensive, wraparound care plans over a longer period of time.
Service resolution for mental health and addictions and developmental disabilities operate in Waterloo Region an
the Connectivityables have linked individuals this service.

What collaborativesystenTables have in commasthat theyproceed on the premisbdt risk and complexitgre
exacerbated by, and inseparable from, system barriers. The Connektablgg do not conduct formal risk
assessments to dieif an individual qualifies for servic®isk factors are subjectively recorded based on narrative
descriptionsnade by Tablemembers. Thationale is that many individuals are chronically disconnected from
services and are exhibiting behaviours that eearly harmful. In other words, rislocatedin the relationship
betweentheindividual and the cattion of services that have heiped, or beerurable to help with their
difficultiesthus far It follows thathe appropriate initial responss ata coordinated system level, with multiple
organizations contributing resources and exper#tbough ach situation is individually address€dnnectivity is
notan individualistic framework. Oveuccessive situations, the manner in whiateseverk together has the
potential to grow and changeThis reflects a meaningful form of system integration.

With Connectivity and its approach to addressing risk in mind, we now turn to the evaluation of Hixesiar

Cambridgeand North Dumfriesnd for Kitchener. We begin with a description of the evaluation methodology
followed by detailed examination of the evaluation findings.
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Part D ProjedDesign

2.1 Methodology

To answer our key evaluation questionsgollecteddata from three primary sources.

1. The Connectivityathbases maintainewf the Cambridgeind KitcheneSituationTables.
2. Connectivity Member Focus Groups and Interviews
3. OtherKey Stakeholder Interviews and Focus Groups

Across these data collection stragsgwe engaged a total of 74 individualBhis included a total of 4 focus groups
(68 participants)and individual interviews witté Xey informantsSome key informanpgrticipated in a focs group
as well as an interviewAll data collection took ptee between January and March 2015.

2.1.1 The Connectivity Databases

EachTablemaintains its own database including key;identifying details about eaaleferred situation. The
administrative assistant and/or coordinator for edablemanages data entry in redime as each situation is
discussed. The structure of the database {elgls and associated drogown response optiontsgs been adopted
from that used in Prince Albert, SK and since adapted by the ON Working Geyupiees of information tracked
include: the initial discussion date, follgpaand concluding dates of discussion, the origingtingeferral 8 agency
for each situation, the risk factors identified through the referral, the status of the situatioar{j.eejexted,
concluded), and the lead and assisting agencies who have agreed to mobilize a re&3perggendix A foa
complete listing of the database fields and response options.

We analyzed the databases maintained by b@bmbridge and Kitchend&ables to understand how the situation
Tables are functioning and have been implemented in these communities.

Timeframe for Analysis of Data Used in this RePartanalysis included situations documented in the Connectivity
databasesup to the week enthg March 14, 2015 Forthe CambridgeTable the database included situations
discussedver the course of 13 monthsince its inaugural meeting on ifegoy 11, 2014 through Mastil0, 2015.
FortheKitchenefable the database included situations disedsver the course of 5 montksjce its inaugural
meeting on Oocber 2, 2014 through Mastil2, 2015.

2.1.2 Connectivity Member Focus Groupsand Interviews

We heldtwo focus group8 one witheach Connectivityable Both focus grogpwere scheduled to follow thegular
weekly meetingand included participation fromablemembers as well as the coordinator and adméirsgr
assistantNineteen of the primary roster of 25 representatives attended the session in Cambridge; Z0adildfes
26 primary roster members attended the session in Kitchener.

The melwer focus groups were designadanswer evaluation questions about the implementation of the situation
Tables, with some additional focus am@oms related to service provisiarollaboration anatoordinationWe also
aimed toelicit suggestions for improving processesprocedures related to community fesgdback about

capacity and directions for ongoing evaluati®@ee Appendix B for the s@structured focus group guide

.
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Connectivity Isad partners nominatekey stakeholderto participate in key informant interviews. These tended to
be individuals whose organizatoimave been actively involved at one of febles or who were believed to have
unique perspectives anasights to inform the evaluativvie completeda total of 14 individualinterviews with
members of eachable(7 for Cambridge and 7 for Kitchener). Additionally, we conducted interviews with 2
individuals who participate on both tGambridge and Kitchen Tables.

These interviews were designed to gatherfollowing types of information:

1 How Connectivity membership is experiencedldlylemember$ how participation impacts the daily work
and capacity ofthe membeend t he member ds organization.

1 Feedbackabout how thé& ablefunctionsand concerns or challenges related to managmagpy and
information sharing.

1 Detailed case information about situations members have been involved in responding to and reflections ol
associated outcomes for comtygunembers served by thieable

See Appendix C for the semstructured guide used for interviews with Connectivity members.

2.2.3 Key Stakeholder Interviews and Focus Groups

In addition to our consultations with Connectivity members, we etigagazhactivity leadership, other leaders
associated with Connectiyyd individualsvith specialized knowledge abosituationTablesin other communities.
The aim was to gainsightss tohow the Connectivity model fits with broader community priorisiesisand
directions for local system change, and any potential threats to the continued development of théVatehéban
RegionWe also sought feedback from these key stakeholders about the kinds of measurement information that
would be most useffor local system/service planning in order to infioommendatiorisr an ongoing evaluation
framework for Connectivity.

Based on recommendations from our project commiéeetenviewedwo research consultants who have been
involved in the evaaiion of oher SituationTablesimplemented in Ontario and Saskatchewan, anddiaders of
policing, local healfland social service organizations and collaborativégaterloo Region

We held two focus groups with local key stakeholders. Theditstied the Connectivity lead partners rdow@tors,

some members of tA@bles viewed as key leaders and active participants in the initiativeptnest stakeholders

who have played an important role in helping to develop the initiative locally. Glssgimup was designed as a
launchof the evaluation proje@nd served to refine key evaluation questions and to gather some initial feedback
about the role of Connectivity model in the region, emerging or potential impacts on community servicesidystems,
successes and challenges in implementing the model in both Cambridge and Kitchener.

A separate focus group was held with the Cambridge Health Links Steering Committee. The group was consulted
because their membership represents a broad-sexton of key leaders from local health and mental health
services.Our primary focus in engagjrthe Health Link Steering Committee was to gather feedback about the roles
of Health Link and Connectivity in addressing local service coordination, collaboration, and system change. The
Connectivityrablein Cambridge and the Health Link are both hdwdd.angs and have strongly aligned mandates

of meeting the needs of people with complex challenges. The Health Link is viewed as highly useful destination fi
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individuals presenting at the Cambridf&bleas it connecisdividualgo mulidisciplinarycare and supports and
can lead to the development ofciientcentredco-ordinated plan of care.

Interviewand focus groupjuestions varied slightly amongst key informants according to their particular expertise,
role,and connection to/familiarity Wi ConnectivitySee Appendix D for a generakemistructured interview guide
used witHocalsystem leaders ancbnsultants in other communities.

In addition to the collection and analysis of primary data from these souvecasservedtwo Connectivity
discussionsnein each communityhe observation was intended to gain deeper insight about the processes involver
in Tabledeliberationsand to inform subsequent data collection and analysis. To align with the privacy policy, no
notes were taken durirtese observations.

Our original design also included interviews with individuals and families who had been served by Connectivity.
However, we experienced challenges in identifying and recruiting service recipients to participate, partly as a resu
of project timelines, but also because of issues relatsostence of protocol and information required for

appropriate followup contact individuals engaged by ConnectiVibese issues will be discussed later in this report
with regard to limitations tihe outcomeevaluationrand recommendations for ongoing measurement and evaluation.

Inthe remainder of this documeve summarize the findings from our primary data sources as they relate to the
guiding evéduation questions for this wolRart 3is concerned with the implementation, successes, and challenges of
Connectivity in Waterloo Regj@nd who is being served bie two tables.Part 4reviewsthe outcomes for people
being served by ConnectivitfPart 5focuses on thgotential benefit®f Connectivity to the system as a whole and

how it should groupPart 6concludes with a set of recommendations for improvement.
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Part 3. Review of Findiagaluation of Connectivity Practic
andmplementaho

3.1 Connectivity Referral Processesd Service Responses

3.1.1Process of Referral

A total of 161 situations have been referred to the Connectivity
Tables since their indggm in February 2014 through to early
March 2014. A total of 122 situations were referred to the Number of Referrals and Situations Ac
Cambridge Table in its first 13 months of operation; and a
total of 39 situations were referred to the Kitchener Table in
first 5 months of operation.

The Cambridge Connectivity table has be
February 2014.

As of the week of March 8th 2015, Cambridge had T fllrzszt fgun?gg{‘hss"(‘)’?ge éfgﬁgﬁd to the
closed/concluded 82.8% (101) of those situations. Four TR A — E)e'ected.b the
situations remained open at the Table, and a total of 17 they were not appropjriate. y
situations had been rejected by the Table. In Kitchener, 76.¢ { 105 situations have been discu:
(30) of the referred situations tideen concluded by the Cambridge table.

Table, 5 remained open, and 4 had been rejected.

Of the 4 situations rejected in Kitchener, the rationale was thgai=s 1o =10 =18 0le g = e A = ) [ A o=l
the originator of the referral had not exhausted all options to ®lej{e)s=)f Z0kE

address the issue, or that the Table believed tthgidual in
question was already connected to appropriate services wit T 39 situations were referred to fiwe
potential to mitigate risk. Similarly, in Cambridge, the most f'rSt_ 5 months of ope_ratlon.
common reasons for rejecting a referral were that the T 4 situations were rejected by the 1
originator had not exhausted all options (9 situations), or tha they \{vere. UL Rl 0 Bl .

the individual in question was already connected to services ll §5 sltuatlonbsl have been discus
personal supports that Table members felt had the potential HENEACREDIE:

mitigate risk (6 situations). In only 2 of the 17 rejected
referrals did the Table determine that the situation was not one

of acutely elevated risk, and therefore not appropriate for Connectivity.

3.1.2 Referral Sourcesi Originating Agencies

In Cambridge, 73% (89) of the situations referred originated from\taterloo Regional Police Serviélice
Services were also the masitnenon referral source Kitchener, responsible for%g22) of the situations.

After police services, Langs was responsible for the largest number of referrals to the Cambridgedable

10% of referrals extended from Langs Medical (5 referralsgi@dVork (5 referrals) and Outreach (2 referrals)
teams. Youth Justice Services referred nearly 6% (7) of the situations to the Table, while 4% (5) of the referrals
originated from Family and Chil dr ends erB®RegianDistrict, an
School Board (WRDSB). The remainder of referrals were scattered across 5 other member agencies. In sum, a tc
10 member agencies have been responsible for referring situations to Cambridge Connectivity for discussion.

?“\ TaylorNewberry
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Likewise, in Kitchener, all referrals to Connectivity thus far h
originated from 10 of the member agencies. OneROOF ReferdaSources

followed police services as the meimtributor of referrals, Connectivitgferrals have originated f
bringing forward 20.5% (8) of the situations discussed at the SiahAsizs SRldEs i UG IR e
Table. The remainder of referrals originated from 8 of the [)epre_sent(_ad at each table h_a_ve been
other member agencies, who brought 1 or 2 situations each Arigl ) ShEies U Cumzehiity.

the Table for discussion. Police services alone have ref&fdaaf e
situations to the Cambridge table, and ¢

Table members in doCambridge and Kitchener have
guestioned whether agencies who have not served as a
referral source are not bringing referrals to the Table because

of privacy concerns. In the early days of Connectivity, management in some agencies expressed enthtusiasm abo
their staff joining in the work of the Table, but reported concerns about legal and ethical ramifications of referring
their own clients to the Table.

situations to the Kitchener table.

7A50A All AllTiTxAA O CcAO ETOI 1 OAAnR AOO OladyAighi?£ OO
31 OEAO8O0 xEU EO OAAIT O 1 EEA OI T AOEI AOG OEA bilEAA
agency.4 EAOAGO A 11 0 1T £ ACAT AE A@nddaybelheyds bavedte Appréval nowO O

AT A OEAUS O4it. £ECaohtidgé CobtneckvitytMember
Through our consultations with Connectivity members, no agency was specifically described as having prevented
representative from referring situations to the Table as a result of privacy concerns or interesl pdémbers
often cited organizational policies that perrhiit right to share information, undlee condition thahe purpose is
to promote client safetyThese membeesx pr essed confi dence in the Tabl ed
some agency representatives expressed a preference within their organization to establish consent before referrir
situation to the Table to mitigate the privacy risks. Two members describe this below.
-U | EOAA AgPAOEAT AA AOQ dchse thdt @fEds LpihatAve tedtbe riskAs so Hglg, B
should just bring it to the Table, and some people feel like we need that client to consent first. That can create
a really interesting time delay when we feel clinically that the risk factors @¢ EECE88 31 ) x|

OEA POEOAAU EOOOAO AOA AOEOAT 11 OA mOI i OEA OADPOA
what we do at the Table, because | feel like the Table has actually adopted quite a great stance on givacy.
Kitchener Connectivity Member
7A EAOA ¢+ AGEAA &£ O AT 1T O0AT O OI OEAOA ET &£ Oi AGETT A
AxAOA OF Oi i A PAOAT OO OEAO xA x1 Ol A AA AOET CEI C E
something that | think is important. Ifyoudod & EAOA OEA 1 bl 00061 EOU O AT,
uir 6 TAAA O1 AOEIT C EO OEAOAh xEEAE OEAO EO 11 00 AA
management perspective to build a better plan for that youtifCambridge Connectivity Bmber
It should be noted that the Connectivity WR lead partners have worked hard to communicate with management in
member services and agencies to work through privacy concerns. The Privacy Commission was invited to observ
Connectivity sessions in Wintet2@nd isworking with the lead partners to address outstanding concerns of
stakeholders. One organization we interviewed who is not currently a member but is closely connected to agencie
involved noted that they see great value in the Connectivity rhotisl delaying participation until there is clear
endorsement from the Privacy Commission that the work of the Table is not in violation of privacy policy.
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Existing member organizations we consulted through this evaluation noted that privacy coadargsiyh&een
addressed. Privacy is an ongoing consideration and discussions at the Table have become more nuanced as the
members strive to continually improve their information sharing practices.

It is during the referral process that members feliapsi concerns are most salient. There has been ongoing discussic
at the Connectivity Tables about the presentation of risk factors and how much information is appropriate, and
whether historical information about $iiteiatioris relevant. Members havesigibed these conversations as an
indicator of the maturation of the Tables. All of the members we consulted expressed a great deal of confidence i
the management of information sharing. Concerns related to the referral process were described mooéas part
process of further refining their processes. As the groups have become more experienced and familiar in utilizing
fourfilter model adopted from Prince Albert (see Nilson, 2014 for a description of thélfeuprocess), and as

external groug have observed their process and provided feedback, the Tables are reflecting more deeply and
critically about how they are implementing the model and where there is room for improvement. These concerns ¢
described below by a member of the Cambridge [Ealwhere these discussions about privacy at the referral stage
have been more prominent.

There was a big discussion about this, and it was like how much information do you share, what not to share
and what do you need to share, what informationisrelév® 8 7EAO x A AT x Eomhe®& A OE
case is presented they say a little blurb about the story, and then they say the risk fagtousknow,

OEIT I A1 AGOT AOOh AOEI ET Al ET OI 1 OAT A1 6hd xEAOAMAAOS

ET O1T 1 OAl AT Qe I TA OEAU x1 01 A OAUh TEh EA Cci O AEAO
OEg 1 110EO Acih OEI OIA xA AA OOEI ¢ OEAO AO A OEOE
ET £ OI AGETT A0 ANGOOORDO 10AEOCEBEA S4EDAA xAO 1 EEAn |
OEl xO OEAO OEEO EAO EAPPAT AA AAAI OAh xEEAE ODPO OE
AEOAT T OA OEAO ET &l Oi AGET 1T xERAOKER OGEOA 1HI10A ODERA GA 1£

kinds of conversations are creeping up hawCambridge Connectivity Member

While privacy concerns may contribute to a lower rate of referrals from some agencies, members reported that it \
more likely the naturef dheir work that correlated with fewer referrals being brought forward. Some organizations
represent key resources to address certain situations, but that does not mean the organization routinely operates
context where elevated risk is directly olveel. Furthermore, some organizations have the capacity to address
elevated risk directly without having to bring a situation to the Table. This explains why Police Services are a
majority referral source, as they are unable to address the presentidg deectly.

As the profile of Connectivity continues to grow in Waterloo Region, members noted that they expect referrals ma
increase. However, at present, many are comfortable with the present rate of referrals and recognize the police
service as aatural and appropriate referral source as a consequence of the nature of their role as a point of first
contact in the community.

3.1.3 Mobilizing a Response

A key consideration in understanding how Connectivity is implemented revolves aroundoooaticelt@sponses

are mobilized by the Tables once they have deci ded
were interested in exploring what types of organizations and services are involved, how they become involved, th
roles @ganizations play, current service gaps, and if the resources available to the Table appropriately address the
needs of presenting situations in a timely manner.
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The presentation of risks and characteristics associated with a situation during th@redessl(i.e., Filter 2
discussions) is a critical tool and driver in identifying the lead agency and team of assisting agencies who will asst
responsibility for mobilizing a response. Matching the major presenting needs (e.g., mental health usebstance
criminal involvement) and characteristics (e.g., age) of a situation with Table member expertise and resources is
the primary determinant of who will respond. For example, child andfgoutbed agencies would often take a lead
role in situatins centred on a child at risk. Given that many of the situations referred to the Table include multiple r
factors at varying levels of intensity/stability, it is the risks that are most salient, elevated, or associated with
problematic behaviours or degerative outcomes that tend to dictate team composition.

7A 1TTE AO OEA AECCAOO 1 AAASB 31 & O Al Al AAoiI U b
ci TAAAOOAOEI U8 ) O TECEO AA Of i Al BA thinkene bk atGhe O OE
1 0i AAO TTA OEEIT C OEAOBO EAPDPATEI Ch OEAOG6O0 OEA EEC
7TEi 80 OEA 11 00 EI Pl OOAT Oz CAnbadgd donnértivily™embArAA O O1 AA

In Kitchener, a member referred to a match between agency mandate and presenting needs as a key factor in
determining who will respond to a given situation.

Mandate for sure. That automatically competertain agencies. If there adear mental healthissuesthen
CMHA is going to give support, and F&CS is often called on as well if the person being brought forward has
kids or is a Crown Warg Kitchener Connectivity Member

This focus on the match bet ween &factoasgseonsisieldtwiththa nd at
response mobilization process utilized in the Prince Albert Model (Nilson, 2014). Interestingly, when asked what
processes and factors were involved in assembling a response team in Cambridge, members attributedsheir succ
a commitment to flexibility and collaborative intervention, rather than becoming hamstrung by organizational
mandates regarding service boundaries, eligibility, and so on. This viewpoint was shared by many members, and
described as a unique araditical element of their approach. These views are described by Cambridge Table
members in the quotations below.

One of the things that | think that makes the Table work is people come from their organizations, but when

OEAO AAOA CAO® BED AAOAADAEh ADE ABEEODOOS8 7A TTTE AO
do they fit my criteria, would they fitinto ourageney I O ET 1 x e 87A AAAEAA xEI A
xEAOEAO TO0 110 EOGBO 1 U ET A8 o OA ACRICIAD AUDT BAIO OA Tx A
AZGPDAOOEOA ATA I 00 OAOI OOAAG8 'T A OEAOB8BO OEA xAU E
OEAU x1 01 AT60 AA AT TETC EAOAS8 4EAOA PAT PI A AOA A
difAOAT O AQAIAEAO AT A OO0 E&EAES 7A T AAA O61 OO0ADP OPS

Cambridge Connectivity Member

r) Oy EO OEA OAI AOGEI T OEEDP AOQEI AET ¢ xEOEET OEA 4AAI
hasi T OEET ¢ O Al xEOE i Ah AOO ) ETT x Ui 6 TAAA o1 A
Y611 O0O0pPI OO UT O 01 A AAOOAET A@OAT O8 )060 AAUT 1
4AAT A EO AAT OO®T TRAOHDO ODAT GO AGIODRBC ) AEA x A x ACakbridgd Al

Connectivity Member

This character of the Tables is particularly crucial and addresses the recognition that much of what we understanc
risk is located in the system, and notnkésidual. If agencies reproduced exclusionary policies that are often
applied by individual organizations (e.g., the organization lacks the skills and expertise to meet this complex need
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this person does not fit our service criteria), the Table woutettieand ineffective. A collaborative and creative
approach goes beyond what single organizations are willing and able to do.

Another key driver in assembling a response team is the identification of other agencies who are already involved
with the ceént, which is often uncovered when basic identifying information about the individual/family in question is
shared (i.e., Filter 3 discussions). It is at this stage, where lead and assisting agencies are delegated to the situati

Cambridge Table memb&noted that an existing connection between a provider and the client in question does not
necessarily mean that they are the most appropriate lead. The decision is still based on the match between the hi
priority presenting needs and the expertisedaontextual or relational fit of the agencies at the Table. The focus is
on who will have the greatest probability of success in connecting with this individual. This is described by a
Cambridge Table focus group participant below.

Sometimes | think wedok at if the person has a connection alreadythen we can go, well, you know what?
)y 8OA CciTAh EO AEAT 80O Cci O xAl18 -AUAA Ui Od OEI O1 A
"O00 xEAOA OEAO OET O A I-dAATAA xEA@ ORO AT 1 AE OEADBAVeAITOEIEG
EOC8O OI i AAT AU xET EAO A Ai1T1AAOGEITh OEA 1T AAA OEI O
job of that. - Cambridge Connectivity Member
Although the assembly of the response tisamcollaborative process, facilitated by the Table coordinator, our
observations and consultations with Table members suggested that agency representatives ieeléto@elf
volunteer their participation on a response team. Some concerns wer@ gastcllarly in relation to the initial
operating months of the Tabi@that some agency representatives werenotpvadls i t i oned t o 0st e
assist in an intervention. In the few cases where this has been an issue, it was attriblitaded tagpacity of the
most appropriate lead agency or to gaps in services represented at the Table. These concerns were more promin
in Kitchener, and described often as a consequence of its relatively early stage of development. Without an obviol
match between priority needs and agency mandates, Table members with either the closest mandate, or greatest
propensity to flex their mandate, struggled to take on situations that challenged their capacity.
&OAT ET URh ) xT Ol A OAUOIOEAROAAR UE@EAAT IOKDO ADT «TA5OIA BEAT |
OEA OEI A 801 CcAO Oi i1 AGEET C AiTA ET A xAAEh AOAT E
x A8 OA EAAT OEZEAA A CAPh EAZ OEAOA EOI 8ot of&dienthded A AO

AT T A0 &£ OxAOAh OEAI EOGOVOTOO I £/ 1 EEAR )811 OAEA
OAOOEAAO OEAO EOTI 80 EAOAR 1T 0O OI1 i AOE-EanridgeEbrkecityA O 8
Member

Members commended the ongoing efforts of the coordinator to build relationships with key service providers, whic
has resulted in successfully filling most of these gaps, which have been primarily related to adult mental health
services. The addition of s@ppfrom Grand River Hospital and expansion of represented services through CMHA
and Here247 has assisted in this.

!
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3.1.4 Member Engagementi Referring, Lead, and Assisting Services andAgencies

It is useful to understand the various roles agencies play in
referring and responding to situations. A sensitive issue at t
Tables, particularly from the perspective of police services
refer the majority of situains to the Table, is the perception
organization
agencies without sharing responsibility for the required

intervention and followip. Our analysis of the Connectivity
databases demonstrates that this conseamfounded. Table
displays the number of situations in which member agencies
played a referring, lead, or assisting role in Cambridge and

t hat referri

ng

Kitchener.

Agency/Service Engagement

About 50% of the time, the service or age
the situation became the leadnmabéizayy
response to the situation.

Police services,\UMHA a n d

Fan

Services were the agencies most freque
responding to situations of elevated
communities.

Tablel o Referring, Leading, and Assisting Roles of Member Services and Agencies

o # Situations  # Situations Totak
# Situations Serv o
. . : Served agad Served as  Situations Serv
Communit' MembeBervice digency as Referring Sen . L .
Service or Assisting Servi  on Response
or Agency
Agency orAgency Team
Waterloo Reglolee Ser 89 32 40 72 (68.6%)
Canadian Mental Health& 44 (41.9%)
Waterludellingionffer 1 8 36
Family and ( 44 (41.9%)
Waterloo Re S 17 27
Lutherwc 1 5 35 40 (38.1%)
Langs (Medical, Chdzalc\/ 12 10 29 39 (3%40)

Cambridg¢: Cambridge Memorial Hospital 1 2 33 35 (33.3%)
& North Health & Geriatric Er
Dumfries Management Ne

Waterloo Region District S 4 5 23 28 (26.7%)

Canadian Mental Health& - 7 13 20 (19.0%)
Waterldéellingtionofferin &
Stonehers§gecialized O
Services Pro

Youth Justice S 7 7 12 19 (18.1%)

Ray of H 1 2 12 14 (13.3%)
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o # Situations  # Situations Totak
# Situations Serv o
. . : Served agad Served as  Situations Serv
Communit' MembeBervice Aigency | as Referring Sen . L .
Service or Assisting Servi  on Response
or Agency
Agency orAgency Team
Waterloo Region Catholic D 13 (12.4%)
Boar ) 1 12
Stonehe - 1 11 12 (11.4%)
St . Mar Selvis - 1 9 10 (9.5%)
Sexual Assault Support Cer 9 (8.6%)
Regic 1 2 7
Waterloo Wellington Comt 7 (6.7%)
Access Ce ) 1 6
CambridgeHe#ifood Be - 1 5 6 (5.75%)
Cambridge Shelter Cc . . 2 2 (1.9%)
Supportive Housing of - 1 - 1 (<1%)
Totg 122 105 312
Waterloo Regional Poli 22 5 21 26 (74.3%)
Canadian Mental Health& 17 (48.6%)
Waterléellingidoffer } S 12
Family and C 15 (42.9%)
Waterloo Re - 1 14
Grand River H - 3 9 12 (34.3%)
Kitchener oneRO 8 9 3 12 (34.3%)
Front DBoogram, Luthe - 2 8 10 (28.6%)
Ray of H . . 10 10 (28.6%)
Waterloo Region District S 2 1 9 10 (28.6%)
KitcheA&faterloo, Wilmot, W 8 (22.9%)
and Wellesley (KW4) Comn - 2 6

Health L
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o # Situations  # Situations Totak
# Situations Serv o
. . : Served agad Served as  Situations Serv
Communit' MembeBervice Aigency as Referring Sen . L .
Service or Assisting Servi  on Response
or Agency
Agency orAgency Team
Sexual Assault Support Cer 6 (17.1%)
Regic - - 6
St. Johns KiftheWorking ( 1 - 6 6 (17.1%)
Ministry of Children and Yo 1 1 4 5 (14.3%)
Ministry of Community $ 5 (14.3%)
Correctional Se 1 1 4
Lutherwc 1 2 2 4 (11.4%)
Wilmot Family Resour 1 1 3 4(11.4%)
Promise of Partr] 1 - 3 3 (8.6%)
Waterloo Region Catholic O 3 (8.6%)
Boar ) ) 3
Waterloo Wellington Comit 2 (5.7%)
Access Ce ) ) 2
Interfaith Community Counse 2(5.7%)
Elder Abuse Respo 1 l 2
Region of WatSdo@l Serv 2 (5.7%)
Employment, and Incon ) ) 2
Elizabeth Fry S - - 1 1(2.3%)
Tota 39 35 130

In 52% (73) of the 140 situations that were opened at the Connectivity Tables, the referring or originating agency,
became the lead organization in mobilizing a response. In Cambridge, 53% (56) of the 105 situations opened by t
Table were taken on by theferring organization for that case; In Kitchener, the corresponding rate was 49% (17 of

35 situations).

As mentioned previously, Police Services was the highest referral source in both Connectivity Tables. However, F
Services was also the mosgiuent member organization to respond to the situations. They served as the lead or al
assisting agency in 69% of the situations in Cambridge, and in 74% of the situations in Kitchener. It should be not
that in Kitchener, Police Services acted as lgathey in only 14% of the situations; they have predominantly served

an assisting role (60% of situations). In Cambridge, Police lead 31% and assisted with 38% of Connectivity situati
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In both communities, the agencies most frequently engaged in intervention were Police SenA¢éd/[XMRid\
Family and Childrends Services. This is not surpri
highest risk categies in both communities, and situations involving children and youth accountetifdraymaore

of the situations presented in both Kitchener and Cambridge.

Figure4 8 Summary of Police Involvement in Connectivity WaterlBegion

Police Involvement

ORIGINATED BY WRPS <@ttt

c; m LED BY WRPS <€

SITUATIONS ; 333D Sniw8 (5] WRPS ASSISTED

At times, the Connectivity Tables have recruited the assistance froenmogr organizatits. Cambridge has done

this 3 times, recruiting the support of ODSP workers. Kitchener Connectivity has utilized the suppernbenon
organizations 4 times, recruiting the assistance of Ontario Works, the YWCA, the local Elder Abuse Response Te
oollaborative partnership between Police Services antMaterloo Wellington CCAC , and St. ®™Mary
who are members of the Cambridge Connectivity Table.

ATOTAL OF

3.1.5 Timelines of Intervention: Duration of Situations at the Connectivity Tables

TheConnectivity Tables have aimed to intervene withio 28 hours from the date the situation was opened at the
Table. Following the approach employed by the Prince Albert Model (Nilson, 2014), the main intervention typically
i nvol ves a 0 etiogoith the mdivadkabor fanrily immoeder to offer immediate support and initiate a
connection with other appropriate supports and services. Although responses are mobilized within 48 hours of th
meeting, the O0opend osdoaumnentedsorlydod aveeehysisdusng theoweekly i t uat i
Connectivity meetings. The Tables track how | ong s
proxy to understand the relative complexity of situations referred to the table aadssuitity of resources required

to effectively mitigate the presenting risk. The Tables aim to resolve and close situations as quickly as possible.

Figureb displays the duration of weeks that situations remained open at the Cambridge and Kitchener Tables
Connectivity situations remained open for an average of 17 days in Cambridge and 13.6 days in Kitchener. In

/‘\
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Kitchener, over half (53%) of the situations were closed within 1week of opégitige next Connectivity meeting.

In Cambridge, 29% of situatis were concluded within 1 week. The majority of situations in both communities have
been resolved within 2 weeks. These findings suggest that, on average, the Tables are mitigating elevated risk in
timely manner. The maximum time a situation remadtied at the Table was 9 weeks in Cambridge, and 8 weeks

in Kitchener.

Figure 5: Duration of Situations at Connectivity Tables

Number of Weeks Situations Remained Open at
Connectivity Tables
60.0
50.0
g 400
2
_E 300 -
% B Cambridge
® 200 1 m Kitchener
10.0 -
U.U I T T . T — T 1
1 2 3 4 5 6 7 8 9 10
week weeks weeks weeks weeks weeks weeks weeks weeks weeks
# Weeks Situation Remained Open at the Tabhle

The lack of a rapid conclusion does not imply lack of a swift response. Connectivity members have expressed
satisfaction with the ability of the Table to coordinate and implement responses in a timely manner and have note:
that they hold each other accaalvle for this.
7A80A AAAT O1T OAAT A O 1T AEA O1 1 AOEET ¢ EABBAImaybfE O x
00 Z£AAI AAAT O1 OAAI As )y ATT1T60 xAT O O1 AT T A AAAE O
this group prokssionaly and for that family.. There arts of [other] meetings you go taandwalk away
AOT I h AT A OEAT OtfiAieded But thid table Aathdt. OCadididgE Connectivity Member
The ability to close a situation quickly and effectivelyflisenced by a number ¢dctorsoutside the control of the
Table.Examples includethca | | enges in |l ocating the individuals ir
or willingness to connect with supports, and challenges in accessimictdsea®t resources locally that are required
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to mitigate the prominent risks in the situggan, access to psychiatry has been a consisemgr in Waterloo
Region).

Other factors influencing response time are related to the capacity (e.gwtone,k | oad) of t he

T a

team. For example, a lead or assisting agency may be involved in responding to up to 6 new situations on a given

week. At both Tables, the mean number of newly referred situations on a given day was 2. In Cambridge, the

number of new situations referred to the Table on a given day ranged from 1 to 6; in Kitchener, the number of new
referrals per meeting ranged from 1 to 4. Below, this challenge is described by an active member of the Kitchener

Table.
There has to be a harfidl of us-AT A ) OEETE EO6O DOI AAAI U bil EAAhR
A A b OI AA A 1 U A E Ig 1 A O A-ithat @re ihv,&IVe@iA Iots c&@ff@r?r@éﬁua@ﬁ}s@@ﬁme@r@es
EO8O | EEAh T EAUhQ ) 6iogsangd Wwho cafall @k rightthd@vOKind of thigA Bofitisot Of

OA

i A

CAOO A 1 EOCOIA AEO T AA OEAO xAu8 UI O80A ¢ci O AZAEOA b

this weekz Kitchener Connectivity Member

3.2 Assessing Risk

The modehdapted from Prince Albert is centred on identification andatih of situations of acutedyevated risk
(Nilson, 2014).The Prince AlbeModeldefines situations of acutely elevated risk as being comprised of four
conditions:

1 Significant interesttstake

1 Probability of harm occurring

1 Severe intensity of harm

1 Multidisciplinary nature of elevated risk.

If one or more of these conditions ispresent, th& ablewill reject the situation and refer it back to the originating
agency or other community services for action.

We examined theC o n n e capproadh toyisk assessment and its functidecision$o accepta referral and

open the situation to th@abk, or to reject the situation amefer back to the originating agency. Some important
findings emergedConnectivity members certainly agreed thatthabled s r ol e i s centered
mitigatingacutely elevated ridkis important to notiat in our discussiofigblemembers distinguishadutely
elevated riskomimminent risiSituations of imminent risk requinenediateesponse rather than the rapid, but not
necessarily instantaneous, response facilitated through Connectivaty sanld, may not be appropriate for the

C

Table Situations of imminent réskr emergency are those that members address through their home organizations

(and often the mobilization of emergency servicesjuse they cannot sustain a waiting periogodbwone week to
present thesituatiorto theTableand coordinate a collaborative response.

Situations foacutely elevated risk werdescribed as containing an element of urgebeyrelative to the operating
timeframe of theTable(i.e, weekly meetigs with a rapieresponse implemented typically wittdr48 houry The
guiding assumption is that intervention is warrantsetuations whefailing to coordinatean immediateesponse
would likely result in further accumulation and escalation of significanihissk. described below by a Kitchener
Tablemember.
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IthET E OEA |1 AT COAGAxEOOEI DADBEI OSEI 1 ET AT O OEOER xAbd
dealwith ©AO AT A | EOECAOA OEAO8 ) A& xA5OA OAI EEIC AAOC
x ARER OEEO AI Ol A OAAI 1 U AAOAOEI OAGAS 4EA0BO EI x

bring forward. z Kitchener Connectivity Member

This is an important distinction because it highlights the unique role of the elerdmg crisis, emergency
responseand all the attendant consequencégunctioning properly, the actions of frebleshouldorevent
incidence oimminent rislkequiring immediate respongdilson (2014) specified that the role of thableis to
ointervene i n tiheesgatedr sk, hoth awiftly and sarefully, togprevent such risk from being
el evated to the point of c¢crisisdé (p. 45).

The assessant ofacutely elevatedisk at the Connectivifyableswas not described as a linear rigid consideration
of sufficient and necessary criteria, but rather as the result of a collaborative, cehasadunvergen, guided
by consideration of a number of fact@#cludingliscussion of urgency, as noted above, as well agitbaa
defined by Prince Albert.

Probability of ham occurring and particularly harm of a severe natudés a primary cosiderationn assessments

of risk.Although the presence of multjgencomitant risk factors is common in situafianstely elevated risk (and

is in fact the normnore than the exception), Connectivity members did not describe tipieseaisite for

acceping a referral. Rather, elevated risk of severe héreither extending from many risk factors or one significant
risk factord was described athekey consideration in assessment decisions.

fourriskelement8 06 0 O1 AT 1 OAGOOAI h OECEOh AT A AAAE AEOAC
EAOA C)x [ C) C)EOAA ) QEQE ) ﬁEAAC)'I' C)O AOO O?E)Mianti@'l't@i:aése AA
The mean number risk factors identified per situation was indeed lower for situations that were rejected from the
Tables (M=4.90, N=21), than for referrals that were accepted and opened by Tables (M=6.44, N=140).
Howeversomesituations were accepted @onnectivityvith as few as 2 risk factors identifiéénge=2-8), and
situations were rejected with as many as 8 presernsikdactorgrange=1-8).

Perhaps the most promineahsideration in assessing appropriate levktssk for referral toConnectivitjhas been
c ommu ni t ylackwécormnextions td, or engagement with, appropriate services and su@partsction to
services was frequenilyplicatedas theprimary proxy indicator of the presence of acutely elevated rigkeicisions
to accept a referraland in decisions to close situations after a response has been mobilized.

7A60A Al T OAA AOAOUAT AB® BEAOOARABKT AAAOAARcldsOD O |
Cambridge Connectivity Member

| think that the mandate of Connectivity is obviously to connect people, so when they get connected and we fee
like some of the risks have beengitA OAAh xA Al T OA EOS )y OEETE xAd0A
risk factors are unmet, but enough of them are met that we feel that we can clogéitchener Connectivity
Member

However, recent discussions about howab&s should be defining acutely elevated risk and how to assess if risk
has been mitigated have begun to shift conversations &attflea way f r om equating o6conn
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proxy indicator of risk mitigation, and towards a deeper consideratitwowfthe work of th&ableshas changed
the level of risk in the situatidrhis is described in the quotation below from one of the Table members.

That came ug do we want to close this situation®nd itwasond £ | ET Ah AT A ) 8OAEA ) &
contacted the individual, he has spoken to me and we have another meeting set for Wednesday afternoon, and
x A6 OA E lTeQiteireSolufionfA 13GD A Edore(éopl@were like, well, we could close, and yeah, no
problem-EA8 O AT 1T 1T AAOA A nen pipedup brd Eal ut B fé rBR nAitiga®eB? And | was like,
TTh OEA OEOE EO OOEI1T A@GAAOI U OEA OAT A AO EO xAO
ATTTAAOAAE 9AAES )y O EA CHBIOGA 011 ImueATAcGAISEEDhANOR A ¢
EEO OEOE 1 AOGAI h O OEAT OEAOA AAAAI A A AEOAOOOEII
EAAD EO 1 PAT AAAAOOA EAGO Al 11 AKSddelendddupkedpinghitgen. C E
ltjustAAAAT A Al AAO8xA TAAA O EAOA A AE QCdndridgel T OAOOA(
Connectivity Member

3.3 Characteristicsand Risk Profiles of Situations Presenhg at Connectivity

3.3.1 Targets of Service Gender, and Age Groups Age Groups Referred to Connectiv
Acrosghe population o$ituationpresenting at botiConnectivity - - |
Tables (161 situations 70% of situations were described as Situations referred to Connectivity have o

involving an individual (112 situations), w2#&b6 (45 situations

oriented around family. (NB: 4 situations were not classified). T transitional aged youth (yblitheat

(25% in Cambridge; 38% in Kitche
In Cambridge, 6% (73) of situations targeted an individual, and  adults agedBFears (30% in Car
37% targeted a family In Kitchener, all situations were classifie 33% in Kitchener).
as focusing on an individual.

Scheadjed children and youlh (wegc Bhave
Even in situations involving a family, rather than one individual =i/ ey A g el =te gl <l eife)ars

Tableidentified a primary individual as the target of service anc [ =1715/71a 18 = (L) | ol =it <o) Tah 1o =1 =
identified the gender and age group of tharimary target.
Across both Tables8% (93) of situationgocused on a male and | @Jlelsf =l lETE gV S Ta1 A Sletep Tl e B
42% (68) focused on a female. The gender split was more situations referred to Connectivitiganag
pronounced in Cambridge, with%1(74) of situations focusing or Jiieal=lal=ifl (e sl il=A L

males, and 39% (48) focusing on females. In Kitch&heations
were more evdy split across gender, with %©(19) of situations
targeting males and 3% (20) targeting females.

The age groups served by the tWables presented imable2.
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Table2 0 Age Breakdown of Connectivity Situations

Age Group # Situations in Cambrid # Situations in Kitchrent Tc\),tviluzrlscigu?;%?g r:n
Infant & 1 - 1
Childa1 15 - 15

Youth 125 19 7 26
Youth 67 13 6 19
Adult 124 17 9 26
Adult 229 8 2 10
Adult 339 18 5 23
Adult 469 18 8 26
Older Adult 6( 13 2 15
Total 122 39 161

The most frequently served coharése: Youth 1245 years (26, 186), Adilt 18-24 years (26, 186), and Adult 40

59 years (26, 186). To date, only one situation focused on an infabtyéars) at elevated riskand this was in
Cambridge. Cambridge has also discussed 15 situations involving a child 2fygds6 whereas Kitchener has only
been involved with individualsed) 12-15 yearsand older. The 229 year old cohort has been the age group

least frequently involved in Connectivitsansitional aged youth (aged 48!) have been pe of thecohorts most
frequently referred to Connectivififhis is notable as the need to address service barriers for traalsagea youth

has been identified as a priority by the provincial governrme@tint ar i o6s Pol i cy Fr amewo
Mental HealtfMinistry of Children and Youth Serviceggally, service providers have alsgported gaps in services
targetedto transitional aged youthAs youttare shifted fronthild/youth support® adult communiyased
supportsthey are sometimes lost in the transition as a result of not fitting specific eligibility criteria for services or
because serviceisatare accesible are not an appropriate match for the unique needs agbigroup.

The results of this analysiggest that Connectivity WR has been successful in catching those tragsitigraaith

who are at elevated risk but disconnected or unable to aa@wopriate servicebongesterm followup is required

to determine the success of these service connections for transitional youth made through Connectivity and whett
navigation and concerted support provided by the Table to these youth is ¢o@alghess the existing gaps and
barriers to access.
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3.3.2 Presenting Risk Factors

The mean number of risks identified per situation across
ConnectivityVaterloo Regiowas 6.2 (min= 1, max = 8). In Identified Risk Factors
Cambridge, the mean number of risks per sdoavas 6.3
(min= 1, max = 8)and in Kitcheneitwas 6.1 (min= 1, max = | =lLElels o =leliic A clENEi e e
8). As noted previously, the mean number of risks per situatf ®leialal=eflIaA i=iglel=lef o el olpiel = o=l Fa=¢
was slightly lower for ferrals that were rejected from the multitude of distinct (althmelgtediteisks.

Table

Connectivity tables identified an 6avsie
The most prominent categorieprEsentingisk factors across | 1a\el\/=le gl =rle sl E 1 f a1 <1 o) Aia
in both Cambridge and Kitchengere mental healt{l.46
situationscriminal involveme(®t34 situation)s andsubstance | LA el Sellelflelelon el fL SIS el
use(involved in 9ituations As depicted in Figu the identified risk factors were related to
profile of risk factors begins to diverge for the two communif
after this. ldusings a prominent risk factor in both communiti T mental health
but is slightly more visible in Kitchener; whereas in Cambrid ' criminal involvement
physical violere ranks higher than housing as a common ris 1 drugs
factor, but has beenearly norexistentin situations presented
in Kitchener.

The risk categoriew/hich collapse across more specific risk faet@rsiseful igenerating a profile othe general

types ofvulnerabilities and conceqmesented at the Connectivitgbles inWaterloo RegionHowever, examation

of specific risk factarpresented for each situaticeveals a more nuanced understanding of the unique risks present
in Cambridge and Kitchener.

A diagnosednental health problem was the most frequently identified risk factor, preseat onethird (59) of all
situations referred to both situatibables. This was closely followed bgaspecteshental health problem and lack
of access tappropriate housing, which wepeesen in a total of 57situationgach.

Examining the specific presentation of risks in Cambridge and Kitchener, theteresénglifferences. In

Cambridge, adiagnoseanental health problem was the most frequently cisédfaictor (54 situations; 44% of
situations), with perpetration of physical violence as the second most frequently observed risk factor (42 situations
and lack of access to appropriate housing as the third most commonly identified risk (41 situldtiohehdn a

slightly different picture is revealed with the top 3 risk factors being: drug use target recipien{20 situations),

a suspecteahental health problem (present in 19 situations), and lack of appropriate housing (16 situations).

Theseoints ofdivergencebetween the two citiasay be instructive for continued strategic efforts to gaoa

refine the membership of tHables, and may also help to identify unmet needs and important service gaps in the
communityror example, althoughe Kitchenei ableis still early in its developmertietprominence of drug use and
undiagnosed mental health issues highlights a potential need for increased engagement of addictions and mental
health services at the ConnectiVidyple The need to beter thecapacity of existing resources/services to address
mental health needs in Kitchewasscorroboratedby concerns raised ey informantsn our interviews.
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