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Executive Summary 
Connectivity is the name of the Waterloo Region òSituation Tablesó, 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 Model originating in Prince Albert, Saskatchewan. The model is a multi-

disciplinary, interagency approach to addressing situations of acutely elevated risk on a case-by-case basis. The 

approach enables organizations to be immediately responsive to acute needs in the community.  

In January 2014, the Waterloo Regional Police Service (WRPS), in partnership with Langs, adapted and implemented 

the model in Cambridge. In partnership with Carizon Family and Community Services, a second Situation Table 

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 (TNC) was contracted to lead this evaluation 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 areas of 

inquiry, and our proposed evaluation design. Informed by this consultation, the evaluation design focused on two 

major areas of inquiry: 

1. Evaluation of implementation will focus on aspects of the development, evolution, and delivery of 

Connectivityõs activities. How is Connectivity being implemented in Waterloo Region? Who is being served by 

Connectivity?  
 

2. Evaluation of outcomes will focus on the ways in which Connectivity leads to benefits for individuals that 

become connected to the supports.  The evaluation 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 Situation Tables NB: The data 

analyzed for this evaluation was drawn from all situations captured in the databases from the inception of the 

two Tables in 2014 through to the week ending March 14, 2015.  

2. Connectivity Member Focus Groups and Interviews 

3. Other Key Stakeholder Interviews and Focus Groups 

Across these data collection strategies, we engaged a total 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 group 

as well as an interview.  All data collection took place between January and March 2015. 

Although only recently implemented in Waterloo Region, the Situation Tables in both Cambridge and Kitchener have 

developed consistent and effective processes to address elevated community risk amongst people with complex 

challenges and there is a strong, integrated, cross-sectoral 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 addictions, police services, child and youth services, education, and a range of 
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social services.  Members report enhancements and improvements in how they engage in collaborative work and new 

system relationships have developed to support table responses and local supports and services more generally.  

Although the longer-term impact of Connectivity on the people served is unclear at this time, there is evidence of 

short-term gains in creating new service connections and engagement, building trust and rapport, and mitigating 

elevated risk. 

How is Connectivity being implemented in Waterloo Region?  

Number of Referrals and Situations Discussed 

¶ The Cambridge Connectivity Table has been operating since February 2014. In its first 13 months of 

operation, 122 situations were referred to the Table. Seventeen of those situations were rejected by the 

Table because they were not appropriate, resulting in a total of 105 situations discussed at the Cambridge 

Table.  

 

¶ The Kitchener Connectivity Table has been operating since October 2014. In its first 5 months of operation, 39 

situations were referred to the Table. Four of those situations were rejected by the Table, resulting in a total 

of 35 situations discussed at the Kitchener Table.   

Who is Being Served by Connectivity? Risks Identified through Connectivity 

¶ Situations of acutely elevated risk discussed at Connectivity tended to be characterized, not only by carrying 

significant risk with an urgent need to respond, but by carrying a multitude of distinct (although interrelated) 

risks. Connectivity Tables identified an average of 6 risks involved in each situation managed by the 

Tables.  

 

¶ Situations referred to Connectivity have often involved transitional aged youth (youth 16 -24 years) 

(25% in Cambridge; 38% in Kitchener) or adults aged 30-59 years (30% in Cambridge; 33% in Kitchener). 

School-aged children and youth (aged 6-15 years) have also been commonly involved in situations 

referred to Cambridge (27%), but less so in Kitchener (18%). Older adults have only been involved in 5-10% 

of the situations referred to Connectivity in Cambridge and Kitchener (respectively).  

 

¶ In both Cambridge and Kitchener, the most commonly identified risk factors were related to mental health, 

criminal involvement, and substance use. Housing was a prominent risk factor in both communities as well, 

but was cited slightly more frequently in situations presented at the Kitchener Connectivity Table. 

Representation and Engagement of Local Services 

¶ Both Situation Tables in Cambridge and Kitchener have a primary roster of approximately 25 members 

representing local services and organizations (with additional alternate members to stand-in when the primary 

representative is unable to attend). The Tables have been designed to include cross-sectoral representation 

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 support services. Efforts continue to grow the membership of the Tables 

in both communities to address important gaps in services. For example, recent connections have been made 

to developmental services and income support services.  
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¶ A key factor in the successful implementation of Connectivity has been the strategic recruitment and 

engagement of members who are perceived as òleadersó and òdecision-makersó in their home 

organizations. This does not imply that members must be in a management role. Whether in a front-line or 

supervisor role, members should have the clout and endorsement in their organization to act swiftly with some 

degree of flexibility and autonomy in order to enact the kind of creative and rapid responses needed to 

mitigate acutely elevated risk.  

 

¶ In both Cambridge and Kitchener, all of the referrals have originated from 10 services/programs. That means 

that 35-45% of the services represented at each Table have been responsible for bringing situations to 

Connectivity. Police services alone have referred almost three-quarters (73%) of the situations to the 

Cambridge Table, and over half (56%) of the situations to the Kitchener Table.  

 

¶ About 50% of the time, the service or agency that referred the situation became the lead agency in 

mobilizing a response to the situation. Police services were the highest referral source in both Connectivity 

Tables, but were also frequently involved in leading or providing assistance in responding to risk.  Police 

Services, CMHA-WWD and Family and Childrenõs Services were the services most frequently engaged in 

responding (as a lead agency or assisting agency) to situations of elevated risk in both communities. This 

is not surprising given that mental health and criminal involvement were the two highest types of risk identified 

at the Table and that at least one-third of situations referred to both Cambridge and Kitchener involved a 

child or youth (infant through 18 years). It is important to note that while a few organizations have been 

consistently involved in responding to most of the situations, nearly all members of Connectivity have been 

engaged as either a lead or supporting agency at some point.   

What are the outcomes for people being served by Connectivity? 

¶ Connectivityõs core function is to connect individuals and families at acutely elevated risk to appropriate 

services and supports. The underlying assumption is that service connections will mitigate risk. Connectivity has 

been successful in connecting individuals and families in situations of acutely elevated risk with services 

in over three-quarters (76%) of the situations they have addressed and closed. Individuals refused to 

connect with recommended services and supports in only 13% of the situations. In other cases, individuals 

relocated, were unable to be found, or were informed of services but did not suggest they would be 

cooperative in follow-up.  

 

¶ Success in connecting individuals to services is a product of the diligence, creativity, and time invested by 

Connectivity members to work closely with individuals at risk to facilitate cooperation and nurture trust in 

service providers. Case examples shared by the Connectivity Tables demonstrate that individuals served have 

experienced an increased sense of trust in service providers and increased levels of stability and 

wellness as a result of their involvement with the initiative.  

 

¶ More appropriate use of emergency and crisis services is an important outcome of the Connectivity model. An 

underlying 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 and 
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crisis services. Evidence shared from the WRPS in Cambridge suggests that Connectivity may, indeed, be 

reducing the use of emergency and crisis services by connecting individuals to more appropriate services 

before crisis arises. The WRPS cross-referenced the number of calls for police service linked to an individual 

who was associated with a situation discussed at the Cambridge Connectivity Table in the 90 days prior to the 

situation being closed by the Table and in the 90 days following closure of the case. The aggregate findings 

demonstrate a 74% reduction in calls for police service associated with people presenting at the 

Cambridge Table during the 90 day period after the situation was closed. Nearly 30% of the situations 

showed a 100% decrease in associated calls for service.  

What outcomes or changes to local services and the service systems occur as a result of 

Connectivity? 

¶ 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 resources (e.g., homeless or 

precariously housed individuals with mental health needs, victims of sexual assault or trauma). Services have 

connected with these clients through Connectivity referrals. Additionally, services have reported that 

participation in Connectivity has helped to raise their profile amongst other providers in the community, which 

is beginning to lead to increased referrals of appropriate client groups.  

 

¶ The Connectivity Tables in both Cambridge and Kitchener have very quickly demonstrated a positive 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 the Table have enabled them to 

work more collaboratively, effectively, and efficiently ð even in their work outside of Connectivity.  

¶ Many reported consulting and collaborating with each other on non-Connectivity cases more 

frequently as a result of the sense of trust, accountability, and knowledge of each otherõs skills and 

expertise established through Connectivity.  

¶ Members also reported 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 been òstreamlined or fast-trackedó into services that would typically carry 

a waiting list). 

¶ Connectivity members reported òworking differentlyó as a result of their participation in Connectivity. 

This has involved thinking more creatively in their work, and also working more proactively to identify 

and mitigate 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 elevated 

risk to identify cases that may be appropriate for Connectivity. Connectivity 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 Connectivity Tables reported challenges in finding time to balance the work of 

Connectivity with work in their home organization, on the whole, services and agencies involved in 

Connectivity are seeing great value in participating and, where possible, are creating capacity to sustain 

or enhance engagement in the Tables.  For e.g., the WRPS have designated a staff role in each community 

for work aligned with Connectivity. Some agencies (e.g., CMHA-WWD; WW-CCAC) have allocated resources 
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to allow additional staff members to participate in Connectivity, while other agencies have redistributed 

workloads internally to allow Connectivity representatives more time to attend meetings and participate in the 

rapid follow-up that Connectivity requires.  

 

¶ Through their work, Connectivity is beginning to identify important service gaps in Waterloo Region. Both 

Tables have noted a need to expand adult mental health services (both community mental health services 

and psychiatric services).  

Recommendations from the Evaluation 
 

R1. Affirm that privacy protocols are acceptable to attending organizations and strategize on how to address 
an outstanding privacy concerns. 
 

R2. Investigate the potential to allow each member onsite, remote access to their home organizationõs database 
to improve access to client information.  This will facilitate participation among members who need this 
information to contribute to Table discussions and actions. 

R3. Revisit the decision-making latitude of each member; when a memberõs decision-making authority on behalf 
of their organization is constrained, the Table leadership should consult with the organization to seek 
solutions. 

R4. Consider petitioning organizations for additional members if the capacity of existing members to respond to 
Table decisions is stretched. 

R5. It is recommended that a situation can be closed when there are òwarm hand-offsó to services and 
confirmation of service engagement (e.g., a face to face meeting with a provider). 

R6. Individuals refusing service should be flagged for periodic review and assessment if any new actions can be 
taken.   

R7. Track specific service actions after situation closure after a specified time period.  

R8. Develop the capacity at both Tables to strategically compile, analyze, and summarize data from the 
database for systems use. 

R9. Create a governance committee (or committees) to provide oversight to the Tables, engage in systems level 
analysis, and strategically pursue system change and policy initiatives. 

R10. 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 relevant to 
Waterloo Region.  

R11. Drawing on the provincial evaluation framework, this report, and other sources, begin to build sets of 
indicators corresponding to the Situation Table risk categories and to common Table responses. 

R12. Begin to build systems that will support the acquisition and use of secondary data that captures indicators of 
risk reduction for Connectivity users.   

R13. 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. 



 Evaluation of Connectivity Waterloo Region 13 

 

R14. Pilot smaller outcome 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 organizations and work towards building a Comprehensive, Continuous, Integrated 

System of Care in Waterloo Region.  
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Part 1 ð Introduction and Background 
òConnectivityó brings health and social service agencies together at a weekly meeting to collaboratively and 

proactively address situations of elevated risk associated with mental health and addictions, physical health 

challenges, homelessness, family dysfunction, and other risk factors.  Connectivity was adapted from the Community 

Mobilization Model implemented in Prince Albert, Saskatchewan, which is characterized by a multi-disciplinary, 

interagency approach to addressing situations of acutely elevated risk in a community on a case-by-case basis. The 

approach enables organizations to be immediately and collaboratively responsive to acute needs in the community. In 

Ontario, these models are known as òSituation Tablesó. 

In January 2014, the Waterloo Regional Police Service, in partnership with Langs, adapted and implemented the 

Connectivity Situation Table in Cambridge and North Dumfries. In partnership with Carizon Family and Community 

Services, a second Waterloo Region Connectivity Table became operational in Kitchener in October 2014.   

There has much excitement among the agencies participating in Connectivity. It is believed that the Connectivity model 

is a more effective use of resources and a more responsive approach to the needs of the clients and the community, 

leading to improved outcomes for individuals and families. This is a unique multi-sector collaboration in Ontario and it 

is believed this partnership between police, and social and health services will evolve into a sustainable model for 

many provincial jurisdictions. A number of Situation Tables have recently been developed in Ontario and the list of 

communities showing interest in adopting the model continues to grow. As the initiative continues to develop and 

evolve, the need to develop and implement an evaluation strategy to better understand how the model has been 

implemented in Waterloo Region and 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 model 

in Waterloo Region are important for the continued refinement of the model to strengthen its impact locally. 

Importantly, as Connectivity is one of the early adopters of the Prince Albert Model, the findings from this work can 

also be used to inform evaluation design and planning strategies at a provincial level, as Situation Tables continue to 

emerge across Ontario.  

1.1 Project Purpose and Key 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 Connectivity Tables in Waterloo Region. Taylor 

Newberry Consulting (TNC) was contracted to lead this evaluation work. In January 2015, a project launch session 

was attended by key local organizational representatives involved with Connectivity. At this meeting we reviewed the 

current state of the Waterloo Region Connectivity Tables, main information needs and areas of inquiry, and a 

proposed evaluation design. Informed by this consultation, the evaluation design was largely formative and focused 

on two major areas of inquiry: 

2. Evaluation of implementation focused on aspects of the development, evolution, and implementation of 

Connectivityõs activities.   Key questions about implementation and development included the following: 

 

¶ How is Connectivity being implemented in Waterloo Region?  

o What is the process to bring situations to the Tables? 

o What is the process to develop and mobilize required supports? 
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o What are the types of recommended actions for addressing the needs of individuals identified at the 

Connectivity Tables? 

o How do members of the Connectivity Table and their home organizations experience the process?   

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

 

¶ Who is being served by Connectivity? 

o What is the range of presenting issues and the nature of risk for individual situations brought to the 

Table?  What are the other characteristics and circumstances of the individuals in question? 

o What are the information gaps regarding important characteristics and circumstances of individuals 

in question that could be useful to Connectivity responses?   

 

3. Evaluation of outcomes focused on the ways in which Connectivity leads to benefits for individuals that become 

connected to the supports, to providers and organizations that participate, and to the system as a whole.  Key 

questions included the following: 

  

¶ What are the outcomes for people being served by Connectivity? 

o To what extent do individuals engage with the supports and services developed and implemented by 

Connectivity? 

o What new services and supports do individuals access to meet their needs? 

o What are individualsõ experiences with new supports and services?   

o What changes are observed in peopleõs lives?  How is risk mitigated or removed?  

 

¶ What outcomes or changes to local services and the broader systems occur 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 partnerships, promising practices, and new capacities evolve out of this initiative? What 

new ways of collaborating across organizations and/or sectors result from Connectivity? 

o In what ways can Connectivity lead to greater integration or coordination of services in Waterloo 

Region? 

 

To answer these questions and to inform an evaluation strategy moving forward, we conducted a series of focus 

groups and key informant interviews to engage key stakeholders in the system, including members of the Connectivity 

Tables and providers responsible for carrying out the action plans of the Tables, and other important local community 

and system leaders.  

This report provides summary background on key concepts of risk mitigation and system-level collaboration/ 

intervention, followed by the findings of our evaluation, organized according to issues 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 and to pursue future evaluation. 
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1.2  Community Situation Tables for Collaborative Responses to Risk and Safety 

Prince Albert Police Service (in Saskatchewan) initiated partnership development with community-based organizations 

in order to forge a more coordinated response to manage serious, elevated risk among particularly vulnerable 

community members.  In 2011, òCommunity Mobilization Prince Albertó ð also commonly referred to as the òPrince 

Albert Hubó ð was established and has since been imported to a number of Ontario communities, including North Bay, 

Sudbury, Rexdale, Halton Hills, Cambridge and North Dumfries, Kitchener, and Guelph.   

Situation Tables have a multi-organizational and multi-sectoral membership of police services, other justice services, 

mental health and addictions, children and youth services, school boards, hospitals, emergency shelters, housing, and 

others.  Situation Tables are standing committees with consistent membership that meet weekly; representatives tend 

to be a mix of front-line workers and supervisors.  

Situation Tables are concerned with the immediate alleviation of elevated risk.  Committee members bring forth 

situations to the Table directly, via their own front-line work, when individuals they serve are in particularly risky 

circumstances that could quickly degrade into crisis or harm.  The committee then strategizes on ways to address the 

immediate risk and what organizations should be involved.  The goal of the Table is to connect the individual to 

services that can help meet their immediate needs and mitigate presenting risks.  Once this connection to services is 

confirmed and the group believes the priority presenting risks have been sufficiently mitigated, the situation is 

òclosedó ð it then becomes the responsibility of the relevant services to provide their supports.  For a detailed 

description of the practices of Situations Tables and the evolution of the Prince Albert Model, see Nilson (2014). 

In Figure 1, we share a sample logic model developed by Nilson (2015) as part of a comprehensive framework or 

guide for evaluating Situation Tables.  The logic model demonstrates how the key processes involved in routine work 

of the Table (referral, collaborative determination of acutely elevated risk and response planning, and service 

mobilization) are connected to anticipated short, intermediate, and long-term outcomes. At this early stage in the 

development of many of the Situation Tables in Ontario, including Connectivity, the focus of evaluation is on short-term 

outcomes related to increased capacity of service providers and successfully addressing client needs.  

In the following section, we highlight a Framework for Planning Community Safety and Well-being, developed by a 

working group comprised of leaders and partners of Ontario Situation Tables. This framework helps to position the 

model within a broader context of other initiatives aimed at promoting community safety and reducing harm. It also 

helps to illustrate the Situation Tablesõ contributions to the longer-term outcomes of community safety and wellbeing 

illustrated in the logic model. 
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Figure 1: Sample Logic Model for Situation/Hub Tables (Nilson, 2015) 
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1.3  The Ontario Working Group on Collaborative, Risk-Driven Community Safety 

In Spring 2013, police services and community partners from four Ontario communities who had implemented a 

Situation Table in their own jurisdictions established 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 Working 

Group (OWG).  With support from the Ontario Ministry of Community Safety and Correctional Services, this group 

expanded to include six police services and community partners and a shared mandate to direct research and 

development related to the Situation Tables within a broader framework of community safety planning (Russell & 

Taylor, 2014). The work 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  
 

The OWGõs Framework for Planning Community Safety and Well-being (See Figure 2), promotes planning for 

community safety and well-being at four levels of community intervention: social development, prevention, risk 

intervention, and emergency response (Russell & Taylor, 2014).  

The primary goal of the framework is to reduce harm and victimization within the community. Secondary to this, the 

aim of the model is to mitigate increasing demands for, and costs of, emergency services (located in the red zone in 

Figure 2). A thorough description of the framework and the interventions and considerations important at each level of 

the model is provided in Russell and Taylor (2014).  

 

 

 

Figure 2: Ontario Working Group Framework for Planning Community Safety and Well-being (Russell & Taylor, 

2014)  
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It is important to note that the òred zoneó of emergency response is characterized by situations in which risk is very 

high and imminent and often in which harm has already occurred.  At this inner circle, the focus of the intervention is on 

immediate emergency response of police, medical services, and/or crisis services in order to reduce the probability of 

further harm and victimization. The focus here is placed more so on threat management and harm minimization than 

risk mitigation or prevention.  

The òamber zoneó of risk intervention is characterized by strategies to reduce the incidence of harm by identifying 

situations of acutely elevated risk of harm and implementing a rapid response to mitigate those risks. It is at this level 

where the work of the Situation Tables is most relevant. By intervening to mitigate elevated risks before they become 

imminent, emergency, or crisis situations, communities are more likely to reduce demands for emergency response. 

Accumulating risk factors that are left unmitigated are likely to continue to drive the need for expensive emergency 

responses.  

At the òblue zoneó or prevention level of the framework, the focus of intervention shifts to mobilizing responses to 

known, existing, and identified risks. Intervention at this stage has been described by the Ministry of Community 

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.    

Planning and intervention in the ògreen zone,ó at the level of social development, is characterized by a focus on 

addressing root causes of the problems presenting at other levels in the model. Social development involves 

interventions that promote the maintenance of well-being and safety and eradicate conditions that lead to 

marginalization and victimization associated with elevated risk of harm. Russell and Taylor (2014) note that the 

addition of social development to the community safety planning framework is important because it reduces the 

demand for emergency response 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 increase 

levels of harm and victimization, and demand for emergency response. This is a critical point for two reasons. The 

model is oriented around reducing the demand for emergency crisis services. This aim certainly aligns with priorities of 

human service systems provincially and locally in the Region. However, the model cautions against isolated 

interventions. To reap significant cumulative impacts on the demand for expensive emergency services, intervention is 

really required at all four levels.  This aligns with a social determinant of health (SDOH) perspective, which recognizes 

that health outcomes are associated with the confluence of many different areas of life.  Health is multi-determined 

by such things income security, education, employment, stable housing, food security, social support, and access to 

health and social services (World Health Organization, 2008).   

What this suggests is that a Situation Table implemented in isolation of other preventative and social development 

strategies may not be sufficient to reduce high demands on our emergency response services. The Prince Albert 

partners recognized 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 to the Table, that they encountered several 

systemic barriers in the service system. In response, they created a special team, referred to as the Centre of 

Responsibility (COR) whose role was, in part, to leverage the learnings of the Table in relation to key service gaps 

and system barriers in order to advocate for necessary policy and system-level changes. The addition of this systems-

change function carried out by a group like the COR consequently helps to address the need for planning and 

intervention at the outermost levels (prevention and social development) of the Framework for Planning Community 

Safety and Wellbeing. 
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1.4  Mitigating Acutely Elevated Risk through Collaborative Community Intervention 

Two concepts that are pivotal to the model are risk and collaboration (Russell & Taylor, 2014). It is useful to outline 

our understanding of these concepts in their relation to Connectivity as these concepts will frame the subsequent 

evaluation findings.  

1.4.1  Understanding Risk 

Connectivity is a ôrisk-focusedõ model and is not intended to produce long-term care or case management plans, at 

least not directly.  It is squarely focused on mitigating acutely elevated risk.  What is meant by risk?  The concept has 

been debated and contested in the psychological and justice disciplines for decades and there is a massive literature.  

In general, risk is broadly defined as the probability of behaviours that lead to adverse consequences to oneself or 

others, such as self-harm, violence, injury, sexual assault, or a range of criminal/dangerous outcomes (Ryan, 2000).  

Risk factors have been defined as òattributes, characteristics, or exposuresó (World Health Organization, 2014) that 

òelevate an individualõs probability of harmó (Nilson, 2014).  

Historically there have been two conflicting approaches to the assessment of risk.  Actuarial approaches predict risk 

based on static, personal characteristics and history (e.g., age, diagnosis, past criminal convictions) whereas clinical 

approaches predict risk based on dynamic, changeable factors (e.g., medication compliance, housing status, financial 

status) (Aegisdottir et al., 2006).  Actuarial approaches ð based on statistical probabilities ð have been shown to be 

superior in predicting behavioural outcomes when compared to clinical assessments.  There are some strong caveats to 

this claim however.  Actuarial studies predict behaviours over longer periods of time, often in the order of years.  

Clinical approaches are much more concerned with predicting adverse consequences in the òhere and nowó, given 

clinical presentation and other dynamic factors (e.g., recently losing housing, being discharged from hospital).  In short, 

actuarial approaches claim better prediction because they wait long enough to observe the behaviours in question.  In 

shorter periods, clinical approaches are superior (see Monahan, 2008; Westen & Weinberger, 2004).  More recent 

approaches to risk assessment combine both approaches, such that static factors (e.g., past convictions) must be 

understood in relation to current context ð and that the pile up dynamic risk factors is associated with elevated or 

imminent risk. 

A crucial backdrop of this long-standing debate is the rather serious problem of locating risk òin the individualó, which 

both actuarial and clinical approaches primarily do.  In recent years, health and social service providers have begun 

to challenge this assumption by viewing risk as product of environmental stressors and instability.  Service systems are 

now beginning to 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 people 

òfalling through the cracksó the underlying assumption is that filling those cracks would mitigate risk ð that a systemõs 

inability to meet needs puts certain people into a cycle of disadvantage. 

Multiple service sectors and individual organizations have historically operated in silos with ineffective communication 

and referral practices.  Service organizations often have ambiguous or òfloatingó eligibility criteria for service 

admission that serve to exclude certain individuals, especially those with the most complex needs. Information about 

an individualõs circumstances may often be unavailable or unshared between different organizations.  Different 

organizations make their own determinations of risk and eligibility using many approaches that range from 

comprehensive risk and care assessments to superficial judgements based on limited information (e.g., a criminal 

record).  Organizations may also have widely different levels of òrisk toleranceó, leading to exclusions.  Individuals 

are shuffled from place to place and are put in the unenviable position of having to go through numerous assessments 
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that require full disclosure of their lives.  In this context, traditional, individualized risk assessments (formal and 

informal) begin to lose their utility because they too often function to exclude people from services, rather than drive 

coordinated care planning.  Responsibility for the most vulnerable citizens becomes diffuse and uncoordinated and 

people begin to detach from the system of supports (Newberry, 2011). 

1.4.2  System Integration and Complexity 

Health and social service systems have been evolving towards greater service integration and cross-sectoral 

collaboration.  While one of the goals is greater efficiency in the use of funding dollars, it is equally understood that 

well-coordinated, integrated supports are essential in order to provide responsive and effective supports and care.  

For example, service and system integration is a prominent concern in all provincial mental health and addictions 

policy discussions and initiatives.  The Ministry of Health and Long-Term Care and Local Health Integration Networks 

(LHINs) have been calling for greater coordination and integration of services in order to promote a uniform, 

seamless, responsive, and person-centred experience of mental health and addictions programs and supports.   

Recent advances in provincial mental health policy aim to strategically construct more integrated systems of supports.  

Open Minds, Healthy Minds, Ontarioõs mental health and addictions strategy (Government of Ontario, 2011) 

advances four priority goals: 

1. Improve mental health and well-being for all Ontarians.  

2. Create healthy, resilient, inclusive communities.  

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

4. Provide timely, high quality, integrated, person-centered health and other human services. 

 

The last goal promotes service integration and focuses on timely access to the òright mix of supportsó.  The plan calls 

for integration of not just mental and addictions services, but with other sectors, including the justice system, housing, 

income support, and employment.  Integration remains a priority within subsequent policy reports including Ontarioõs 

Action Plan for Health Care (Government of Ontario, 2012) and the òDrummond Reportó (Commission on the Reform 

of Ontarioõs Public Services, 2012).  This emphasis is echoed within the latest Integrated Health Service Plan of the 

Waterloo Wellington LHIN (2013), which specifies the priority goal of òcreating a more seamless and coordinated 

healthcare experience.ó 

 

There has also been a strong focus, especially in our health systems, on meeting the needs of people with particularly 

complex challenges (e.g., the co-occurrence of mental health and addictions with developmental disability, and in the 

presence of housing instability).  Complexity ð which is very often tied to heightened risk ð has been defined in a 

number of ways.  For example, Reist and Brown (2008) articulate three interrelated dimensions of acuity, chronicity, 

and complexity.  Acuity refers to the short-term, punctuated risk and urgent negative consequences of a condition. 

Chronicity refers to the continuous, long-term, and often worsening burden of a condition.  Complexity refers to the 

co-occurrence of acuity and chronicity in combination with deleterious social determinants of health, such as poverty, 

homelessness, family dysfunction, and so on.   

 

Rush (2010) describes tiered models of support in health systems that, at their highest levels, òaddress only the needs 

of people with highly acute, highly chronic, and highly complex substance use and other problems, for whom lower-

tier services and supports are inadequateó.  Rush provides a set of dimensions that demonstrate how risk and 
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complexity intertwine with system capacity, shown in the figure below.  These are people who are ineligible for many 

services, represent a high cost to the system, and require intensive, specialized supports. 

 

 

People that experience the most complex challenges are persistent users of hospital in-patient and ALC services.  

Butterill et al. (2009) reported that long-stay hospital users with mental health and addictions issues accounted for 

51% of the total of long-stay/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 are often ill-equipped to 

meet the needs of this complex population.  System integration is interested in mobilizing collaborative responses that 

are capable of addressing complex needs.  Minkoff and Cline (2004) have described the need for agencies to 

develop as complex or òco-occurrence capableó organizations. 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 welcoming and recovery-oriented culture, and expanding specializations; but also requires 

collaborative service agreements with other organizations that can provide complementary services.   

1.4.3.  Collaborative Tables as System Integration 

There are a number of different approaches to system integration.  In Ontario, we are seeing examples of 

organizational mergers of health providers and the designation of particular lead agencies to provide particular core 

services (e.g., mental health case management being consolidated under a single organization in a local system) 

(Newberry, 2012).  There are also advancements in the creation of multi-disciplinary care teams (e.g., Flexible ACT 

Teams) that provide wraparound care to targeted groups with high needs.  Finally, we are seeing collaborative 

system response Tables, of which Connectivity is an example, as strategy to address complex needs (Newberry, 

2015). 

 

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

Rush, 2010) 
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Case conferencing is a well-established front-line approach to tackling challenging care planning for individuals in 

need, and represents the gestation of collaborative systems Tables.  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 and 

partnerships that have been created, nurtured, and sustained at this front-line level.  It is effective to the extent that 

the initiating worker is well-connected, dedicated, and persistent.  However, case conferencing can be limited by 

systemic barriers that the process has little influence over.   

 

Collaborative Tables move beyond case conferencing by formalizing the process.  Tables meet consistently and are 

composed of service representatives with influence and leverage on behalf of their home organizations.  The models 

are purposeful and strategic in attempting to meet the needs of defined population.  òService Resolutionó is an 

example, appearing in wide variety of sectors (e.g., mental health and addictions, childrenõs services, homelessness 

and housing) (Newberry, 2015).   While service resolution models can be structured in a variety of ways, the common 

feature is a service resolution committee which is composed of high level managers representing a cross-section of 

organizations from multiple health and social service sectors:  mental health, addictions, justice, developmental 

services, ABI, child and family services, and range of others.   The function of the Table is 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 resolution is efficacious because the members around the Table are 

decision-makers and create accountabilities to the care planning decisions. 

 

Ontarioõs Situation Tables are highly similar to service resolution.  Differences include the following: a) Situation Tables 

are primarily composed of front-line workers who bring forward situations and directly work with the users of the 

service; and b) the goal of Situation Tables is to create service connections that can mitigate elevated risk.  Service 

resolution, in contrast, attempts 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 and 

the Connectivity Tables have linked individuals to this service. 

 

What collaborative system Tables have in common is that they proceed on the premise that risk and complexity are 

exacerbated by, and inseparable from, system barriers.  The Connectivity Tables do not conduct formal risk 

assessments to decide if an individual qualifies for service.  Risk factors are subjectively recorded based on narrative 

descriptions made by Table members. The rationale is that many individuals are chronically disconnected from 

services and are exhibiting behaviours that are clearly harmful.  In other words, risk is located in the relationship 

between the individual and the collection of services that have not helped, or been unable to help, with their 

difficulties thus far.  It follows that the appropriate initial response is at a coordinated system level, with multiple 

organizations contributing resources and expertise.  Although each situation is individually addressed, Connectivity is 

not an individualistic framework.  Over successive situations, the manner in which services work together has the 

potential to grow and change.  This reflects a meaningful form of system integration.   

 

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

Cambridge and North Dumfries and for Kitchener.  We begin with a description of the evaluation methodology 

followed by detailed examination of the evaluation findings.   
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Part 2 ð Project Design 

2.1  Methodology 

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

1. The Connectivity databases maintained for the Cambridge and Kitchener Situation Tables.  

2. Connectivity Member Focus Groups and Interviews 

3. Other Key Stakeholder Interviews and Focus Groups 

Across these data collection strategies, we engaged a total 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 group 

as well as an interview.  All data collection took place between January and March 2015. 

2.1.1  The Connectivity Databases  

 

Each Table maintains its own database including key, non-identifying details about each referred situation. The 

administrative assistant and/or coordinator for each Table manages data entry in real-time as each situation is 

discussed. The structure of the database (e.g., fields and associated drop-down response options) has been adopted 

from that used in Prince Albert, SK and since adapted by the ON Working Group. Key pieces of information tracked 

include: the initial discussion date, follow-up and concluding dates of discussion, the originating ð or referral ð agency 

for each situation, the risk factors identified through the referral, the status of the situation (i.e., open, rejected, 

concluded), and the lead and assisting agencies who have agreed to mobilize a response. See Appendix A for a 

complete listing of the database fields and response options.  

We analyzed the databases maintained by both Cambridge and Kitchener Tables to understand how the situation 

Tables are functioning and have been implemented in these communities.  

Timeframe for Analysis of Data Used in this Report:   Our analysis included situations documented in the Connectivity 

databases up to the week ending March 14, 2015. For the Cambridge Table, the database included situations 

discussed over the course of 13 months - since its inaugural meeting on February 11, 2014 through March10, 2015.  

For the Kitchener Table, the database included situations discussed over the course of 5 months, since its inaugural 

meeting on October 2, 2014 through March12, 2015. 

2.1.2  Connectivity Member Focus Groups and Interviews 

We held two focus groups ð one with each Connectivity Table. Both focus groups were scheduled to follow the regular 

weekly meeting, and included participation from Table members as well as the coordinator and administrative 

assistant. Nineteen of the primary roster of 25 representatives attended the session in Cambridge; 20 of the Tableõs 

26 primary roster members attended the session in Kitchener.  

The member focus groups were designed to answer evaluation questions about the implementation of the situation 

Tables, with some additional focus on outcomes related to service provision, collaboration and coordination. We also 

aimed to elicit suggestions for improving processes and procedures related to community risk feedback about 

capacity and directions for ongoing evaluation.  See Appendix B for the semi-structured focus group guide.  
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Connectivityõs lead partners nominated key stakeholders to participate in key informant interviews. These tended to 

be individuals whose organizations have been actively involved at one of the Tables or who were believed to have 

unique perspectives and insights to inform the evaluation. We completed a total of 14 individual interviews with 

members of each Table (7 for Cambridge and 7 for Kitchener).  Additionally, we conducted interviews with 2 

individuals who participate on both the Cambridge and Kitchener Tables.  

These interviews were designed to gather the following types of information:  

¶ How Connectivity membership is experienced by Table members ð how participation impacts the daily work 

and capacity of the member and the memberõs organization. 

¶ Feedback about how the Table functions, and concerns or challenges related to managing privacy and 

information sharing. 

¶ Detailed case information about situations members have been involved in responding to and reflections on 

associated outcomes for community members served by the Table.  

See Appendix C for the semi-structured 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 engaged the Connectivity leadership, other leaders 

associated with Connectivity, and individuals with specialized knowledge about Situation Tables in other communities.   

The aim was to gain insights as to how the Connectivity model fits with broader community priorities, visions, and 

directions for local system change, and any potential threats to the continued development of the model in Waterloo 

Region. We also sought feedback from these key stakeholders about the kinds of measurement information that 

would be most useful for local system/service planning in order to inform recommendations for an ongoing evaluation 

framework for Connectivity.  

 

Based on recommendations from our project committee, we interviewed two research consultants who have been 

involved in the evaluation of other Situation Tables implemented in Ontario and Saskatchewan, and five leaders of 

policing, local health, and social service organizations and collaboratives in Waterloo Region.  

 

We held two focus groups with local key stakeholders. The first included the Connectivity lead partners, coordinators, 

some members of the Tables viewed as key leaders and active participants in the initiative, and other stakeholders 

who have played an important role in helping to develop the initiative locally. This focus group was designed as a 

launch of the evaluation project and 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 services/systems, and 

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 cross-section of key leaders from local health and mental health 

services.  Our primary focus in engaging the 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 

Connectivity Table in Cambridge and the Health Link are both housed at Langs and have strongly aligned mandates 

of meeting the needs of people with complex challenges.  The Health Link is viewed as highly useful destination for 
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individuals presenting at the Cambridge Table as it connects individuals to multidisciplinary care and supports and 

can lead to the development of a client-centred co-ordinated plan of care.   

   

Interview and focus group questions varied slightly amongst key informants according to their particular expertise, 

role, and connection to/familiarity with Connectivity. See Appendix D for a general semi-structured interview guide 

used with local system leaders and consultants in other communities.   

In addition to the collection and analysis of primary data from these sources, we observed two Connectivity 

discussions, one in each community. The observation was intended to gain deeper insight about the processes involved 

in Table deliberations and to inform subsequent data collection and analysis. To align with the privacy policy, no 

notes were taken during these 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 result 

of project timelines, but also because of issues related to absence of protocol and information required for 

appropriate follow-up contact individuals engaged by Connectivity. These issues will be discussed later in this report 

with regard to limitations to the outcome evaluation and recommendations for ongoing measurement and evaluation.  

In the remainder of this document we summarize the findings from our primary data sources as they relate to the 

guiding evaluation questions for this work.  Part 3 is concerned with the implementation, successes, and challenges of 

Connectivity in Waterloo Region, and who is being served by the two tables.  Part 4 reviews the outcomes for people 

being served by Connectivity.  Part 5 focuses on the potential benefits of Connectivity to the system as a whole and 

how it should group.  Part 6 concludes with a set of recommendations for improvement. 
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Part 3: Review of Findings - Evaluation of Connectivity Practices 

and Implementation 

3.1  Connectivity Referral Processes and Service Responses 

3.1.1 Process of Referral 

A total of 161 situations have been referred to the Connectivity 

Tables since their inception in February 2014 through to early 

March 2014.  A total of 122 situations were referred to the 

Cambridge Table in its first 13 months of operation; and a 

total of 39 situations were referred to the Kitchener Table in its 

first 5 months of operation.  

As of the week of March 8th 2015, Cambridge had 

closed/concluded 82.8% (101) of those situations. Four 

situations remained open at the Table, and a total of 17 

situations had been rejected by the Table. In Kitchener, 76.9% 

(30) of the referred situations had been concluded by the 

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

Of the 4 situations rejected in Kitchener, the rationale was that 

the originator of the referral had not exhausted all options to 

address the issue, or that the Table believed the individual in 

question was already connected to appropriate services with 

potential to mitigate risk.  Similarly, in Cambridge, the most 

common reasons for rejecting a referral were that the 

originator had not exhausted all options (9 situations), or that 

the individual in question was already connected to services or 

personal supports that Table members felt had the potential to 

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 Sources ï Originating Agencies 

In Cambridge, 73% (89) of the situations referred originated from the Waterloo Regional Police Service. Police 

Services were also the most common referral source in Kitchener, responsible for 56% (22) of the situations.  

After police services, Langs was responsible for the largest number of referrals to the Cambridge Table ð nearly 

10% of referrals extended from Langs Medical (5 referrals), Social Work (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 Childrenõs Services, and 3% (4 referrals) extended from the Waterloo Region District 

School Board (WRDSB). The remainder of referrals were scattered across 5 other member agencies. In sum, a total of 

10 member agencies have been responsible for referring situations to Cambridge Connectivity for discussion.  

Number of Referrals and Situations Addressed 

The Cambridge Connectivity table has been operating since 

February 2014.  

¶ 122 situations were referred to the table in its 

first 13 months of operation. 

¶  17 situations were rejected by the table because 

they were not appropriate. 

¶ 105 situations have been discussed at the 

Cambridge table.  

 

The Kitchener Connectivity table has been operating since 

October 2014.  

¶ 39 situations were referred to the table in its 

first 5 months of operation. 

¶ 4 situations were rejected by the table because 

they were not appropriate. 

¶ 35 situations have been discussed at the 

Kitchener table.  
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Likewise, in Kitchener, all referrals to Connectivity thus far have 

originated from 10 of the member agencies. OneROOF 

followed police services as the main contributor of referrals, 

bringing forward 20.5% (8) of the situations discussed at the 

Table. The remainder of referrals originated from 8 of the 

other member agencies, who brought 1 or 2 situations each to 

the Table for discussion.   

Table members in both Cambridge and Kitchener have 

questioned 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 enthusiasm about 

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.   

7ÅȭÒÅ ÁÌÌ ÁÌÌÏ×ÅÄ ÔÏ ÇÅÔ ÉÎÖÏÌÖÅÄȟ ÂÕÔ ÓÏÍÅ ÏÆ ÕÓ ÓÔÉÌÌ ÁÒÅÎȭÔ ÁÌÌÏ×ÅÄ ÔÏ ÐÒÅÓÅÎÔ ÂÅÃÁÕÓÅ ÏÆ ÔÈÅ ÐÒÉvacy, right?  
3Ï ÔÈÁÔȭÓ ×ÈÙ ÉÔ ÓÅÅÍÓ ÌÉËÅ ÓÏÍÅÔÉÍÅÓ ÔÈÅ ÐÏÌÉÃÅ ÁÒÅ ÄÏÉÎÇ ÍÏÓÔ ÏÆ ÔÈÅ ÐÒÅÓÅÎÔÁÔÉÏÎÓ ÏÒ ÏÎÅ ÏÔÈÅÒ ÓÐÅÃÉÆÉÃ 
agency.  4ÈÅÒÅȭÓ Á ÌÏÔ ÏÆ ÁÇÅÎÃÉÅÓ ÔÈÁÔ ÓÉÔ ÔÈÅÒÅȟ ÂÕÔ )ȭÍ ×ÏÎÄÅÒÉÎÇ--and maybe they do have the approval now 
ÁÎÄ ÔÈÅÙȭÒÅ ÊÕÓÔ ÎÏÔ ÄÏÉÎg it. ɀ Cambridge Connectivity Member 

Through our consultations with Connectivity members, no agency was specifically described as having prevented their 

representative from referring situations to the Table as a result of privacy concerns or internal policies.  Members 

often cited organizational policies that permit their right to share information, under the condition that the purpose is 

to promote client safety.  These members expressed confidence in the Tableõs practices to protect privacy.  That said, 

some agency representatives expressed a preference within their organization to establish consent before referring a 

situation to the Table to mitigate the privacy risks. Two members describe this below. 

-Ù ÌÉÖÅÄ ÅØÐÅÒÉÅÎÃÅ ÁÔ ÍÙ ×ÏÒËÐÌÁÃÅ ÉÓȣ ×Å ÍÉÇÈÔ ÇÅÔ a case that comes up that we feel the risk is so high, we 
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 are ÓÏ ÈÉÇÈȣȢ 3Ï ) ×ÏÎÄÅÒ ÉÆ ÓÏÍÅ ÏÆ 
ÔÈÅ ÐÒÉÖÁÃÙ ÉÓÓÕÅÓ ÁÒÅ ÄÒÉÖÅÎ ÍÏÒÅ ÆÒÏÍ ÔÈÅ ÒÅÐÒÅÓÅÎÔÁÔÉÖÅ ÁÔ ÔÈÅ 4ÁÂÌÅȭÓ ÒÅÌÁÔÉÏÎÓÈÉÐ ×ÉÔÈ ÔÈÅ ÁÇÅÎÃÙȟ ÖÅÒÓÕÓ 
what we do at the Table, because I feel like the Table has actually adopted quite a great stance on privacy. ɀ 
Kitchener Connectivity Member 

7Å ÈÁÖÅ ɍÁÓËÅÄ ÆÏÒ ÃÏÎÓÅÎÔ ÔÏ ÓÈÁÒÅ ÉÎÆÏÒÍÁÔÉÏÎ ÁÔ #ÏÎÎÅÃÔÉÖÉÔÙɎ ÉÎ ÃÅÒÔÁÉÎ ÃÉÒÃÕÍÓÔÁÎÃÅÓ ȣ ×ÅȭÖÅ ÍÁÄÅ ÉÔ 
Á×ÁÒÅ ÔÏ ÓÏÍÅ ÐÁÒÅÎÔÓ ÔÈÁÔ ×Å ×ÏÕÌÄ ÂÅ ÂÒÉÎÇÉÎÇ ÉÔ ÔÏ ÔÈÅ 4ÁÂÌÅ ÊÕÓÔ ÔÏ ÒÅÑÕÅÓÔ ÏÕÔÓÉÄÅ ÓÅÒÖÉÃÅÓȣ )ÔȭÓ 
something that I think is important.  If you doÎȭÔ ÈÁÖÅ ÔÈÅ ÏÐÐÏÒÔÕÎÉÔÙ ÔÏ ÁÎÄ ÔÈÅ ÒÉÓË ÉÓ ÔÈÁÔ ÉÍÍÉÎÅÎÔ ÔÈÁÔ 
ÙÏÕ ÎÅÅÄ ÔÏ ÂÒÉÎÇ ÉÔ ÔÈÅÒÅȟ ×ÈÉÃÈ ÔÈÁÔ ÉÓ ÍÏÓÔ ÃÁÓÅÓȟ ÔÈÅÎȣ×Å ÈÁÖÅ ÔÈÅ ÒÉÇÈÔ ÔÏ ÓÐÅÁË ÁÂÏÕÔ ÉÔ ÉÎ Á ÃÁÓÅ 
management perspective to build a better plan for that youth. - Cambridge Connectivity Member 

It should be noted that the Connectivity WR lead partners have worked hard to communicate with management in the 

member services and agencies to work through privacy concerns. The Privacy Commission was invited to observe 

Connectivity sessions in Winter 2015 and is working 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 agencies 

involved noted that they see great value in the Connectivity model but is delaying participation until there is clear 

endorsement from the Privacy Commission that the work of the Table is not in violation of privacy policy.  

Referral Sources 
Connectivity referrals have originated from 10 

services/agencies. That means that 35-45% of the services 

represented at each table have been responsible for 

bringing situations to Connectivity.  

 

Police services alone have referred almost 3/4 of the 

situations to the Cambridge table, and over half of the 

situations to the Kitchener table.  
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Existing member organizations we consulted through this evaluation noted that privacy concerns have largely been 

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 felt privacy concerns are most salient. There has been ongoing discussion 

at the Connectivity Tables about the presentation of risk factors and how much information is appropriate, and 

whether historical information about the situation is relevant. Members have described these conversations as an 

indicator of the maturation of the Tables. All of the members we consulted expressed a great deal of confidence in 

the management of information sharing. Concerns related to the referral process were described more as part of a 

process of further refining their processes.  As the groups have become more experienced and familiar in utilizing the 

four-filter model adopted from Prince Albert (see Nilson, 2014 for a description of the four-filter process), and as 

external groups 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 are 

described below by a member of the Cambridge Table, where 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 information is relevaÎÔȣ7ÈÁÔ ×Å ÄÏ ×ÉÔÈ ÔÈÅ ÒÉÓË ÆÁÃÔÏÒÓ-- so when a 
case is presented they say a little blurb about the story, and then they say the risk factors - you know, 
ȬÈÏÍÅÌÅÓÓÎÅÓÓȟ ÃÒÉÍÉÎÁÌ ÉÎÖÏÌÖÅÍÅÎÔȟȭ ×ÈÁÔÅÖÅÒȢ  3Ï ÓÏÍÅÂÏÄÙ ×ÏÕÌÄ ÓÁÙȟ ×ÅÌÌȟ ÈÏ× ÒÅÃÅÎÔ ×ÁÓ ÈÉÓ ÃÒÉÍÉnal 
ÉÎÖÏÌÖÅÍÅÎÔȩ  !ÎÄ ÔÈÅÙ ×ÏÕÌÄ ÓÁÙȟ ÏÈȟ ÈÅ ÇÏÔ ÃÈÁÒÇÅÄ ÓÉØ ÍÏÎÔÈÓ ÁÇÏ ×ÉÔÈ ÕÔÔÅÒÉÎÇ ÔÈÒÅÁÔÓȢ  /ËÁÙȟ ×ÅÌÌ ÔÈÁÔȭÓ 
ÓÉØ ÍÏÎÔÈÓ ÁÇÏȟ ÓÈÏÕÌÄ ×Å ÂÅ ÕÓÉÎÇ ÔÈÁÔ ÁÓ Á ÒÉÓË ÆÁÃÔÏÒ ÔÏÄÁÙȩ  )Ó ÉÔ ÆÁÉÒ ÔÏ ÕÓÅ ÓÏÍÅÂÏÄÙȭÓ ÈÉÓÔÏÒÉÃÁÌ 
ÉÎÆÏÒÍÁÔÉÏÎ ÁÓ ÃÏÎÃÕÒÒÅÎÔ ÒÉÓËȩ ȣ4ÈÒÅe-ÑÕÁÒÔÅÒÓ ÏÆ ÔÈÅ 4ÁÂÌÅ ×ÁÓ ÌÉËÅȟ ÙÅÁÈȟ ÔÈÁÔȭÓ ÒÅÌÅÖÁÎÔ ÉÎÆÏÒÍÁÔÉÏÎȟ ÔÈÁÔ 
ÓÈÏ×Ó ÔÈÁÔ ÔÈÉÓ ÈÁÓ ÈÁÐÐÅÎÅÄ ÂÅÆÏÒÅȟ ×ÈÉÃÈ ÕÐÓ ÔÈÅ ÒÉÓËȢ  /ÔÈÅÒ ÐÅÏÐÌÅ ÁÔ ÔÈÅ 4ÁÂÌÅ ×ÅÒÅ ÓÁÙÉÎÇȟ ÉÔȭÓ ÎÏÔ ÆÁÉÒ ÔÏ 
ÄÉÓÃÌÏÓÅ ÔÈÁÔ ÉÎÆÏÒÍÁÔÉÏÎ ×ÈÅÎ ÔÈÁÔȭÓ ÎÏÔ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÔÈÁÔȭÓ ÁÆÆÅÃÔÉÎÇ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌ ÔÏÄÁÙȣȢ "ÕÔ ÔÈÏÓÅ 
kinds of conversations are creeping up now. ɀ Cambridge Connectivity Member 

While privacy concerns may contribute to a lower rate of referrals from some agencies, members reported that it was 

more likely the nature of their 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 in a 

context where elevated risk is directly observed.  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 presenting needs directly.   

  

As the profile of Connectivity continues to grow in Waterloo Region, members noted that they expect referrals may 

increase. However, at present, many are comfortable with the present rate of referrals and recognize the police 

service as a natural 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 around how collaborative responses 

are mobilized by the Tables once they have decided to accept a referral and ôopenõ the situation. In particular, we 

were interested in exploring what types of organizations and services are involved, how they become involved, the 

roles organizations 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 the referral process (i.e., Filter 2 

discussions) is a critical tool and driver in identifying the lead agency and team of assisting agencies who will assume 

responsibility for mobilizing a response. Matching the major presenting needs (e.g., mental health, substance use, 

criminal involvement) and characteristics (e.g., age) of a situation with Table member expertise and resources is often 

the primary determinant of who will respond. For example, child and youth-focused agencies would often take a lead 

role in situations centred on a child at risk. Given that many of the situations referred to the Table include multiple risk 

factors at varying levels of intensity/stability, it is the risks that are most salient, elevated, or associated with 

problematic behaviours or degenerative outcomes that tend to dictate team composition.  

7Å ÌÏÏË ÁÔ ÔÈÅ ÂÉÇÇÅÓÔ ÎÅÅÄȢ  3Ï ÆÏÒ ÁÎ ÅÌÄÅÒÌÙ ÐÅÒÓÏÎ ×ÈÏ ÉÓ ÎÏÔ ÂÅÉÎÇ ÃÁÒÅÄ ÆÏÒȟ )ȭÍ ÎÏÔ ÇÏÉÎÇ ÔÏ ÂÅ ÔÈÅ ÆÉÒÓÔ ÔÏ 
ÇÏ ÎÅÃÅÓÓÁÒÉÌÙȢ  )Ô ÍÉÇÈÔ ÂÅ ÓÏÍÅÏÎÅ ×ÈÏȭÓ ÇÏÔ ÔÈÅ ÇÅÒÉÁÔÒÉÃ ÍÅÄÉÃÁÌ ÂÁÃËÇÒÏÕÎÄȣ So I think we look at the 
ÎÕÍÂÅÒ ÏÎÅ ÔÈÉÎÇ ÔÈÁÔȭÓ ÈÁÐÐÅÎÉÎÇȟ ÔÈÁÔȭÓ ÔÈÅ ÈÉÇÈÅÓÔ ÉÍÍÉÎÅÎÔ ÆÁÃÔÏÒȟ ÁÎÄ ÄÅÃÉÄÅ ×ÈÏ ÓÈÏÕÌÄ ÂÅ ÔÈÅ ÐÅÒÓÏÎȣ 
7ÈÏȭÓ ÔÈÅ ÍÏÓÔ ÉÍÐÏÒÔÁÎÔ ÐÅÒÓÏÎ ÔÈÁÔ ÎÅÅÄÓ ÔÏ ÂÅ ÔÈÅÒÅȩ ɀ Cambridge Connectivity Member 

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 compels certain agencies.  If there are clear mental health issues, then 
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 Ward ɀ Kitchener Connectivity Member 

This focus on the match between an agencyõs mandate and the highest priority risk factors is consistent with the 

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 attributed their success to 

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 was 

described as a unique and critical element of their approach. These views are described by Cambridge Table 

members in the quotations below.  

One of the things that I think that makes the Table work is people come from their organizations, but when 
ÔÈÁÔ ÃÁÓÅ ÇÅÔÓ ÐÕÔ ÆÏÒ×ÁÒÄȟ ÔÈÁÔȭÓ ×ÈÏ ×Å ÌÏÏË ÁÔ ÆÉÒÓÔȢ  7Å ÌÏÏË ÁÔ ÔÈÏÓÅ ÒÉÓË ÆÁÃÔÏÒÓ ÁÎÄ ×ÅȭÒÅ ÎÏÔ ÌÏÏËÉÎÇ ÁÔ 
do they fit my criteria, would they fit into our agency--ÙÏÕ ËÎÏ×ȩ  ȣ7Å ÄÅÃÉÄÅ ×ÈÏ ÃÁÎ ÂÅ ÏÆ ÂÅÓÔ ÈÅÌÐȟ ÎÏÔ 
×ÈÅÔÈÅÒ ÏÒ ÎÏÔ ÉÔȭÓ ÍÙ ÊÏÂȣ 4ÈÏÓÅ ÓÉÌÏÓ ÄÒÏÐȟ ÁÎÄ ÉÔȭÓ ÌÉËÅ ×Å ×ÏÒË ÆÏÒ ÏÎÅ ÁÇÅÎÃÙȟ ÂÕÔ ×ÅȭÒÅ ÂÒÉÎÇÉÎÇ ÏÕÒ 
ÅØÐÅÒÔÉÓÅ ÁÎÄ ÏÕÒ ÒÅÓÏÕÒÃÅÓȣ !ÎÄ ÔÈÁÔȭÓ ÔÈÅ ×ÁÙ ÉÔ ÒÅÁÌÌÙ ÓÈÏÕÌÄ ÂÅȟ ÂÅÃÁÕÓÅ ÉÆ ÏÎÅ ÁÇÅÎÃÙ ÃÏÕÌÄ ÈÁÎÄÌÅ ÔÈÅÍȟ 
ÔÈÅÙ ×ÏÕÌÄÎȭÔ ÂÅ ÃÏÍÉÎÇ ÈÅÒÅȢ  4ÈÅÓÅ ÐÅÏÐÌÅ ÁÒÅ ÃÏÍÉÎÇ ×ÉÔÈ ÁÌÌ ËÉÎÄÓ ÏÆ ÄÙÎÁÍÉÃÓ ÔÈÁÔ ÃÒÏÓÓ ÁÌÌ ÔÈÅÓÅ 
diffÅÒÅÎÔ ÁÇÅÎÃÉÅÓ ÁÎÄ ÓÔÕÆÆȢ   7Å ÎÅÅÄ ÔÏ ÓÔÅÐ ÕÐȢ  7Å ÃÁÎȭÔ ÁÌÌÏ× ÔÈÅ ÃÌÉÅÎÔÓ ÔÏ ÆÁÌÌ ÂÅÔ×ÅÅÎ ÔÈÅ ÃÒÁÃËÓȢ ɀ 
Cambridge Connectivity Member 

ɍ)ÔɎ ÉÓ ÔÈÅ ÒÅÌÁÔÉÏÎÓÈÉÐ ÂÕÉÌÄÉÎÇ ×ÉÔÈÉÎ ÔÈÅ 4ÁÂÌÅȣ  )Æ ÙÏÕȭÒÅ ×ÉÌÌÉÎÇ ÔÏ ÂÅ ÔÈÁÔ ÈÁÒÄ ×ÏÒËÅÒ ÁÎÄ ÓÁÙȟ ÌÉÓÔÅÎȟ ÔÈÉÓ 
has ÎÏÔÈÉÎÇ ÔÏ ÄÏ ×ÉÔÈ ÍÅȟ ÂÕÔ ) ËÎÏ× ÙÏÕ ÎÅÅÄ ÔÏ ÆÅÅÌ ÓÕÐÐÏÒÔÅÄ ÉÎ ×ÈÁÔ ÙÏÕȭÒÅ ÄÏÉÎÇ ×ÉÔÈ ÔÈÉÓ ÉÎÄÉÖÉÄÕÁÌȟ ÓÏ 
)ȭÌÌ ÓÕÐÐÏÒÔ ÙÏÕ ÔÏ Á ÃÅÒÔÁÉÎ ÅØÔÅÎÔȢ  )ÔȭÓ ÂÅÙÏÎÄ ÍÙ ÍÁÎÄÁÔÅȟ ÒÉÇÈÔȟ ÁÎÄ ÒÅÁÌÉÓÔÉÃÁÌÌÙ ÔÈÁÔȭÓ ×ÈÁÔ Á ÌÏÔ ÏÆ ÔÈÅ 
4ÁÂÌÅ ÉÓ ÁÂÏÕÔȢ  )ÔȭÓ ÁÂÏÕÔ ÇÏÉÎÇ ÂÅÙÏÎÄ ÙÏÕÒ ÍÁÎÄÁÔÅȣ )Æ ×Å ×ÅÒÅÎȭÔ ÄÏÉÎÇ ÉÔȟ ×ÅȭÄ ÂÅ ÄÕÍÐÉÎÇȢ   ɀ Cambridge 
Connectivity Member 

This character of the Tables is particularly crucial and addresses the recognition that much of what we understand as 

risk is located in the system, and not the individual.  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 would be inert and 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 client, 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 situation.   

Cambridge Table members 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 highest 

priority presenting needs and the expertise, and contextual 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 I think we look at if the person has a connection already----then we can go, well, you know what?  
)ȭÖÅ ÇÏÎÅȟ ÉÔ ÄÉÄÎȭÔ ÇÏ ÓÏ ×ÅÌÌȣ -ÁÙÂÅ ÙÏÕ ÓÈÏÕÌÄ ÔÒÙ ÙÏÕÒ ÌÕÃËȢ  3Ï ÓÏÍÅÔÉÍÅÓ ×ÅȭÖÅ ÕÓÅÄ ÔÈÁÔ ÔÁÃÔÉÃ ÁÓ ×ÅÌÌȣ 
"ÕÔ ×ÈÅÒÅ ÔÈÁÔ ÓÈÏÕÌÄ ÌÁÎÄ ÉÓ ÅÖÅÎ ÉÆ ×ÅȭÒÅ ÄÏÉÎÇ ÔÈÁÔ - aÎÄ ×ÅȭÖÅ ÄÏÎÅ ÔÈÉÓȟ ) ÔÈÉÎËȟ ÆÏÒ ÔÈÅ ÍÏÓÔ ÐÁÒÔ - even if 
ÉÔȭÓ ÓÏÍÅÂÏÄÙ ×ÈÏ ÈÁÓ Á ÃÏÎÎÅÃÔÉÏÎȟ ÔÈÅ ÌÅÁÄ ÓÈÏÕÌÄ ÓÔÉÌÌ ÂÅ ÔÈÅ ÐÒÉÍÁÒÙ ÎÅÅÄȢ  !ÎÄ ) ÔÈÉÎË ×ÅȭÖÅ ÄÏÎÅ Á ÇÏÏÄ 
job of that.  - Cambridge Connectivity Member 

Although the assembly of the response team is a collaborative process, facilitated by the Table coordinator, our 

observations and consultations with Table members suggested that agency representatives tend to self-select or 

volunteer their participation on a response team. Some concerns were raised ð particularly in relation to the initial 

operating months of the Tables ð that some agency representatives were not well-positioned to òstep upó to lead or 

assist in an intervention. In the few cases where this has been an issue, it was attributed to the limited capacity of the 

most appropriate lead agency or to gaps in services represented at the Table. These concerns were more prominent 

in Kitchener, and described often as a consequence of its relatively early stage of development. Without an obvious 

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.   

&ÒÁÎËÌÙȟ ) ×ÏÕÌÄ ÓÁÙ ÔÈÅ ÏÎÌÙ ÆÅ× ÔÉÍÅÓ ×ÅȭÖÅ ÆÌÏÕÎÄÅÒÅÄȟ ÉÔ ÃÏÍÅÓ ÄÏ×Î ÔÏ ÐÅÏÐÌÅȭÓ ÃÁÐÁÃÉÔÙȢ  4ÈÅÙ ÄÏÎȭÔ ÈÁÖÅ 
ÔÈÅ ÔÉÍÅ ȣÔÏ ÇÅÔ ÓÏÍÅÔÈÉÎÇ ÄÏÎÅ ÉÎ Á ×ÅÅËȟ ÅÖÅÎ ÉÆ ÔÈÅÙ ÁÒÅ ÔÈÅ ÐÒÉÍÁÒÙ ÐÅÒÓÏÎ ÔÈÁÔ ÓÈÏÕÌÄ ÂÅ ÔÈÅÒÅȢ /Ò ÉÆ 
×ÅȭÖÅ ÉÄÅÎÔÉÆÉÅÄ Á ÇÁÐȟ ÉÆ ÔÈÅÒÅ ÉÓÎȭÔ ÓÏÍÅÏÎÅ ÁÔ ÔÈÅ 4ÁÂÌÅ ×ÈÏ ÓÈÏÕÌÄ ÂÅ ×ÈÅÎ ÔÈÅ ÍÏÓÔ sort of salient need 
ÃÏÍÅÓ ÆÏÒ×ÁÒÄȟ ÔÈÅÎ ÉÔȭÓ ÓÏÒÔ ÏÆ ÌÉËÅȟ )ȭÌÌ ÔÁËÅ ÔÈÅ ÌÅÁÄ ÆÏÒ ÎÏ×ȟ ÂÕÔ ÉÆ ×Å ÃÁÎ ÅÎÇÁÇÅ ÓÏÍÅÏÎÅ ÆÒÏÍ ÁÄÄÉÃÔÉÏÎÓ 
ÓÅÒÖÉÃÅÓ ÔÈÁÔ ÉÓÎȭÔ ÈÅÒÅȟ ÏÒ ÓÏÍÅÔÈÉÎÇ ÌÉËÅ ÔÈÁÔȢ  7ÅȭÖÅ ÅØÐÅÒÉÅÎÃÅÄ ÔÈÁÔ ÉÎ +ÉÔÃÈÅÎÅÒȢ - Cambridge Connectivity 
Member 

Members commended the ongoing efforts of the coordinator to build relationships with key service providers, which 

has resulted in successfully filling most of these gaps, which have been primarily related to adult mental health 

services. The addition of support from Grand River Hospital and expansion of represented services through CMHA 

and Here247 has assisted in this.  
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3.1.4  Member Engagement ï Referring, Lead, and Assisting Services and Agencies 

It is useful to understand the various roles agencies play in 

referring and responding to situations.  A sensitive issue at the 

Tables, particularly from the perspective of police services who 

refer the majority of situations to the Table, is the perception 

that referring organizations are òdumpingó work onto partner 

agencies without sharing responsibility for the required 

intervention and follow-up.  Our analysis of the Connectivity 

databases demonstrates that this concern is unfounded.  Table 1 

displays the number of situations in which member agencies 

played a referring, lead, or assisting role in Cambridge and 

Kitchener.  

Table 1 ð Referring, Leading, and Assisting Roles of Member Services and Agencies 

Community Member Service or Agency 

# Situations Served 

as Referring Service 

or Agency 

# Situations 

Served as Lead 

Service or 

Agency 

# Situations 

Served as 

Assisting Service 

or Agency 

Total # 

Situations Served 

on Response 

Team 

Cambridge 

& North 

Dumfries 

Waterloo Regional Police Service 89 32 40 72 (68.6%) 

Canadian Mental Health Association ð 

Waterloo-Wellington-Dufferin 1 8 36 
44 (41.9%) 

Family and Childrenõs Services of the 

Waterloo Region 5 17 27 
44 (41.9%) 

Lutherwood 1 5 35 40 (38.1%) 

Langs (Medical, Outreach, Social Work) 12 10 29 39 (37.1%) 

Cambridge Memorial Hospital (ED , Mental 

Health & Geriatric Emergency 

Management Network) 

1 2 33 35 (33.3%) 

Waterloo Region District School Board 4 5 23 28 (26.7%) 

Canadian Mental Health Association ð 

Waterloo-Wellington-Dufferin and 

Stonehenge: Specialized Outreach 

Services Program 

- 7 13 20 (19.0%) 

Youth Justice Services 7 7 12 19 (18.1%) 

Ray of Hope 1 2 12 14 (13.3%) 

Agency/Service Engagement 

About 50% of the time, the service or agency that referred 

the situation became the lead agency in mobilizing a 

response to the situation. 

 

Police services, CMHA-WWD and Family and Childrenõs 

Services were the agencies most frequently engaged in 

responding to situations of elevated risk in both 

communities. 
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Community Member Service or Agency 

# Situations Served 

as Referring Service 

or Agency 

# Situations 

Served as Lead 

Service or 

Agency 

# Situations 

Served as 

Assisting Service 

or Agency 

Total # 

Situations Served 

on Response 

Team 

Waterloo Region Catholic District School 

Board - 1 12 
13 (12.4%) 

Stonehenge - 1 11 12 (11.4%) 

St. Maryõs Counselling Services - 1 9 10 (9.5%) 

Sexual Assault Support Centre Waterloo 

Region 1 2 7 
9 (8.6%) 

Waterloo Wellington Community Care 

Access Centre - 1 6 
7 (6.7%) 

Cambridge Self Help Food Bank - 1 5 6 (5.75%) 

Cambridge Shelter Corporation - - 2 2 (1.9%) 

Supportive Housing of Waterloo - 1 - 1 (<1%) 

Total  122 105 312  

Kitchener 

Waterloo Regional Police Service 22 5 21 26 (74.3%) 

Canadian Mental Health Association ð 

Waterloo-Wellington-Dufferin - 5 12 
17 (48.6%) 

Family and Childrenõs Services of the 

Waterloo Region - 1 14 
15 (42.9%) 

Grand River Hospital - 3 9 12 (34.3%) 

oneROOF 8 9 3 12 (34.3%) 

Front Door Program, Lutherwood - 2 8 10 (28.6%) 

Ray of Hope - - 10 10 (28.6%) 

Waterloo Region District School Board 2 1 9 10 (28.6%) 

Kitchener-Waterloo, Wilmot, Woolwich 

and Wellesley (KW4) Community Ward / 

Health Link 
- 2 6 

8 (22.9%) 
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Community Member Service or Agency 

# Situations Served 

as Referring Service 

or Agency 

# Situations 

Served as Lead 

Service or 

Agency 

# Situations 

Served as 

Assisting Service 

or Agency 

Total # 

Situations Served 

on Response 

Team 

Sexual Assault Support Centre Waterloo 

Region - - 6 
6 (17.1%) 

St. Johns Kitchen/ The Working Centre 1 - 6 6 (17.1%) 

Ministry of Children and Youth Services 1 1 4 5 (14.3%) 

Ministry of Community Safety and 

Correctional Services 1 1 4 
5 (14.3%) 

Lutherwood 1 2 2 4 (11.4%) 

Wilmot Family Resource Centre 1 1 3 4 (11.4%) 

Promise of Partnership 1 - 3 3 (8.6%) 

Waterloo Region Catholic District School 

Board - - 3 
3 (8.6%) 

Waterloo Wellington Community Care 

Access Centre - - 2 
2 (5.7%) 

Interfaith Community Counselling Centre/ 

Elder Abuse Response Team 1 - 2 
2 (5.7%) 

Region of Waterloo - Social Services, 

Employment, and Income Support  - - 2 
2 (5.7%) 

Elizabeth Fry Society - - 1 1 (2.3%) 

Total 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 the 

Table were taken on by the referring 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, Police 

Services was also the most frequent member organization to respond to the situations.  They served as the lead or an 

assisting agency in 69% of the situations in Cambridge, and in 74% of the situations in Kitchener. It should be noted 

that in Kitchener, Police Services acted as lead agency 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 situations.  
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In both communities, the agencies most frequently engaged in intervention were Police Services, CMHA-WWD, and 

Family and Childrenõs Services. This is not surprising, given that mental health and criminal involvement were the two 

highest risk categories in both communities, and situations involving children and youth accounted for one-third or more 

of the situations presented in both Kitchener and Cambridge. 

 

At times, the Connectivity Tables have recruited the assistance from non-member organizations. Cambridge has done 

this 3 times, recruiting the support of ODSP workers. Kitchener Connectivity has utilized the support of non-member 

organizations 4 times, recruiting the assistance of Ontario Works, the YWCA, the local Elder Abuse Response Team (a 

collaborative partnership between Police Services and the Waterloo Wellington CCAC) , and St. Maryõs Counselling ð 

who are members of the Cambridge Connectivity Table.  

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

The Connectivity Tables have aimed to intervene within 24 to 48 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 

involves a òdoor knockó or meeting with the individual or family in order to offer immediate support and initiate a 

connection with other appropriate supports and services.  Although responses are mobilized within 48 hours of the 

meeting, the òopenó or òclosedó status for situations is documented only on a weekly basis during the weekly 

Connectivity meetings. The Tables track how long situations remain òopenó or active at the table. This serves as a 

proxy to understand the relative complexity of situations referred to the table and accessibility of resources required 

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

Figure 5 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 

Figure 4 ð Summary of Police Involvement in Connectivity Waterloo Region 
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Kitchener, over half (53%) of the situations were closed within 1week of opening ð by the next Connectivity meeting.  

In Cambridge, 29% of situations 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 a 

timely manner. The maximum time a situation remained active at the Table was 9 weeks in Cambridge, and 8 weeks 

in Kitchener. 

 

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 noted 

that they hold each other accountable for this.  

7ÅȭÒÅ ÁÃÃÏÕÎÔÁÂÌÅ ÔÏ ÍÁËÅ ÓÏÍÅÔÈÉÎÇ ÈÁÐÐÅÎ ÔÈÉÓ ×ÅÅËȢ  "ÅÃÁÕÓÅ ÉÔȭÓ ÅÖÅÒÙ ×ÅÅËȟ ÙÏÕ ËÎÏ×--I think many of 
ÕÓ ÆÅÅÌ ÁÃÃÏÕÎÔÁÂÌÅȢ  ) ÄÏÎȭÔ ×ÁÎÔ ÔÏ ÃÏÍÅ ÂÁÃË ÔÏ ÔÈÉÓ 4ÁÂÌÅ ÁÎÄ ÎÏÔ ÈÁÖÅ ÄÏÎÅ ÍÙ ÐÉÅÃÅȢ  )ȭÍ ÁÃÃÏÕÎÔÁÂÌÅ ÔÏ 
this group professionally and for that family..  There are lots of  [other]  meetings you go to, and walk away 
ÆÒÏÍȟ ÁÎÄ ÔÈÅÎ ÔÈÅÒÅȭÓ ÎÏ ÁÃÃÏÕÎÔÁÂÉÌity in place.  But this table has that. - Cambridge Connectivity Member 

The ability to close a situation quickly and effectively is influenced by a number of factors outside the control of the 

Table. Examples included challenges in locating the individuals in question, challenges in gaining individualsõ consent 

or willingness to connect with supports, and challenges in accessing the services and resources locally that are required 

Figure 5: Duration of Situations at Connectivity Tables 
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to mitigate the prominent risks in the situation (e.g., access to psychiatry has been a consistent barrier in Waterloo 

Region). 

 

Other factors influencing response time are related to the capacity (e.g., time, workload) of the Tableõs response 

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 handful of us - ÁÎÄ ) ÔÈÉÎË ÉÔȭÓ ÐÒÏÂÁÂÌÙ ÐÏÌÉÃÅȟ ÓÃÈÏÏÌ ÂÏÁÒÄȟ &ÁÍÉÌÙ ÁÎÄ #ÈÉÌÄÒÅÎȭÓ 3ÅÒÖÉÃÅÓ 
ÁÎÄ ÐÒÏÂÁÂÌÙ ÃÈÉÌÄÒÅÎȭÓ ÍÅÎÔÁÌ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅÓ  - that are involved in lots of different situations, so sometimes 
ÉÔȭÓ ÌÉËÅȟ ÏËÁÙȟ )ȭÖÅ ÇÏÔ ÆÉÖÅ ÌÉÔÔÌÅ ÂÒÅÁËÏÕÔ ÍÅÅÔings and who can all talk right now, kind of thing.  So it sort of 
ÇÅÔÓ Á ÌÉÔÔÌÅ ÂÉÔ ÏÄÄ ÔÈÁÔ ×ÁÙȣ ÙÏÕȭÖÅ ÇÏÔ ÆÉÖÅ ÐÌÁÃÅÓ ÔÏ ÂÅ ÁÎÄ ÃÁÎȭÔ ÐÏÓÓÉÂÌÙȣ ÌÅÔȭÓ ÔÁÌË ÁÂÏÕÔ ×ÈÁÔ ×Å ÃÁÎ ÄÏ 
this week. ɀ Kitchener Connectivity Member 

3.2  Assessing Risk 

The model adapted from Prince Albert is centred on identification and mitigation of situations of acutely elevated risk 

(Nilson, 2014).  The Prince Albert Model defines situations of acutely elevated risk as being comprised of four 

conditions: 

¶ Significant interest at stake 

¶ Probability of harm occurring 

¶ Severe intensity of harm 

¶ Multi-disciplinary nature of elevated risk. 

If one or more of these conditions is not present, the Table will reject the situation and refer it back to the originating 

agency or other community services for action.  

We examined the Connectivityõs approach to risk assessment and its function in decisions to accept a referral and 

open the situation to the Table, or to reject the situation and refer back to the originating agency. Some important 

findings emerged.  Connectivity members certainly agreed that their Tableõs role is centered on identifying and 

mitigating acutely elevated risk. It is important to note that in our discussions, Table members distinguished acutely 

elevated risk from imminent risk. Situations of imminent risk require immediate response rather than the rapid, but not 

necessarily instantaneous, response facilitated through Connectivity, and as such, may not be appropriate for the 

Table. Situations of imminent risk ð or emergency ð are those that members address through their home organizations 

(and often the mobilization of emergency services) because they cannot sustain a waiting period of up to one week to 

present the situation to the Table and coordinate a collaborative response.   

Situations of acutely elevated risk were described as containing an element of urgency, but relative to the operating 

time frame of the Table (i.e., weekly meetings with a rapid-response implemented typically within 24-48 hours).  The 

guiding assumption is that intervention is warranted in situations where failing to coordinate an immediate response 

would likely result in further accumulation and escalation of significant risk. This is described below by a Kitchener 

Table member.  



 Evaluation of Connectivity Waterloo Region 38 

 

I thÉÎË ÔÈÅ ÌÁÎÇÕÁÇÅ ÉÓ ÉÍÐÏÒÔÁÎÔȣ)Æ ×ÅȭÒÅ ÔÁÌËÉÎÇ ÉÍÍÉÎÅÎÔ ÒÉÓËȟ ×ÅȭÒÅ ÇÅÔÔÉÎÇ ÅÍÅÒÇÅÎÃÙ ÓÅÒÖÉÃÅÓ ÉÎÖÏÌÖÅÄ ÔÏ 
deal with tÈÁÔ ÁÎÄ ÍÉÔÉÇÁÔÅ ÔÈÁÔȢ  )Æ ×ÅȭÒÅ ÔÁÌËÉÎÇ ÁÃÕÔÅÌÙ ÅÌÅÖÁÔÅÄȟ ÉÔȭÓ ÉÆ ×Å ÄÏÎȭÔ ÄÏ ÓÏÍÅÔÈÉÎÇ ÉÎ ÔÈÅ ÎÅØÔ 
×ÅÅËȟ ÔÈÉÓ ÃÏÕÌÄ ÒÅÁÌÌÙ ÄÅÔÅÒÉÏÒÁÔÅȣ  4ÈÁÔȭÓ ÈÏ× ×Å ÓÏÒÔ ÏÆ ÆÉÌÔÅÒ ÉÔ ÉÎ ÏÕÒ Ï×Î ÏÒÇÁÎÉÚÁÔÉÏÎ ÁÂÏÕÔ ×ÈÁÔ ×Å 
bring forward. ɀ Kitchener Connectivity Member 

This is an important distinction because it highlights the unique role of the model as preventing crisis, emergency 

response, and all the attendant consequences. If functioning properly, the actions of the Table should prevent 

incidence of imminent risk requiring immediate response. Nilson (2014) specified that the role of the Table is to 

òintervene in these situations of acutely elevated risk, both swiftly and carefully, to prevent such risk from being 

elevated to the point of crisisó (p. 45).  

The assessment of acutely elevated risk at the Connectivity Tables was not described as a linear or rigid consideration 

of sufficient and necessary criteria, but rather as the result of a collaborative, consensus-based conversation, guided 

by consideration of a number of factors ð including discussion of urgency, as noted above, as well as the criteria 

defined by Prince Albert.  

Probability of harm occurring ð and particularly harm of a severe nature ð is a primary consideration in assessments 

of risk. Although the presence of multiple, concomitant risk factors is common in situations of acutely elevated risk (and 

is in fact the norm more than the exception), Connectivity members did not describe this as a prerequisite for 

accepting a referral. Rather, elevated risk of severe harm ð either extending from many risk factors or one significant 

risk factor ð was described as the key consideration in assessment decisions.   

#ÅÒÔÁÉÎÌÙ ÔÈÅÒÅȭÓ ÎÏÔ Á ÔÉÃË ÂÏØ ÉÎ ÔÅÒÍÓ ÏÆ--ÉÔȭÓ ÉÎÔÅÒÅÓÔÉÎÇȟ ÉÔȭÓ ÎÏÔ ÌÉËÅ Ȱoh, we have to meet four criteria or 
four risk elementsȢȱ  )ÔȭÓ ÓÏ ÃÏÎÔÅØÔÕÁÌȟ ÒÉÇÈÔȟ ÁÎÄ ÅÁÃÈ ÃÉÒÃÕÍÓÔÁÎÃÅ ÉÓ ÓÏ ÄÉÆÆÅÒÅÎÔȢ  /ÎÅ ÐÅÒÓÏÎ ÍÉÇÈÔ ÏÎÌÙ 
ÈÁÖÅ Ô×Ï ÏÒ ÔÈÒÅÅ ÒÉÓË ÆÁÃÔÏÒÓ ÂÕÔ ÔÈÅÙ ÃÏÕÌÄ ÂÅ ÅØÔÒÅÍÅÌÙ ÓÉÇÎÉÆÉÃÁÎÔȟ ÓÏ ÉÔȭÓ ÒÅÁÌÌÙ ÈÁÒÄ to quantify it because 
ÔÈÅÒÅȭÓ ÓÏÍÅ ÑÕÁÌÉÔÁÔÉÖÅ ÉÎÆÏÒÍÁÔÉÏÎ ÉÎ ÔÈÅÒÅ ÔÈÁÔȭÓ ÈÁÒÄ ÔÏ ÃÁÐÔÕÒÅȢ ɀ Kitchener Connectivity Member 

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 the Tables (M=6.44, N=140). 

However, some situations were accepted to Connectivity with as few as 2 risk factors identified (range=2-8), and 

situations were rejected with as many as 8 presenting risk factors (range=1-8).  

Perhaps the most prominent consideration in assessing appropriate levels of risk for referral to Connectivity has been 

community membersõ lack of connection to, or engagement with, appropriate services and supports. Connection to 

services was frequently implicated as the primary proxy indicator of the presence of acutely elevated risk in decisions 

to accept a referral, and in decisions to close situations after a response has been mobilized.  

7ÅȭÖÅ ÃÌÏÓÅÄ ÅÖÅÒÙÂÏÄÙȢ %ÖÅÒÙÂÏÄÙȟ ÁÓ ÓÏÏÎ ÁÓ ÔÈÅÙȭÒÅ ÃÏÎÎÅÃÔÅÄȟ ÉÔȭÓ ÌÉËÅ ÏËÁÙȟ ÃÏÎÎÅÃÔÅÄ ÔÏ ÓÅÒÖÉÃÅÓ - close.  ɀ 
Cambridge Connectivity Member 

I think that the mandate of Connectivity is obviously to connect people, so when they get connected and we feel 
like some of the risks have been mitiÇÁÔÅÄȟ ×Å ÃÌÏÓÅ ÉÔȢ  ) ÔÈÉÎË ×ÅȭÖÅ ÃÌÏÓÅÄ ÓÏÍÅ ÃÁÓÅÓ ÅÖÅÎ ÔÈÏÕÇÈ ÓÏÍÅ ÏÆ ÔÈÅ 
risk factors are unmet, but enough of them are met that we feel that we can close it. ɀ Kitchener Connectivity 
Member 

However, recent discussions about how the Tables should be defining acutely elevated risk and how to assess if risk 

has been mitigated have begun to shift conversations at the Table away from equating ôconnectionõ to services as a 
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proxy indicator of risk mitigation, and towards a deeper consideration of how the work of the Tables has changed 

the level of risk in the situation. This is described in the quotation below from one of the Table members.  

That came up ȣ do we want to close this situation? And it was one ÏÆ ÍÉÎÅȟ ÁÎÄ ) ÓÁÉÄ )ȭÍ ÎÏÔ ÓÕÒÅȢ )ȭÖÅ 
contacted the individual, he has spoken to me and we have another meeting set for Wednesday afternoon, and 
×ÅȭÖÅ ÉÎÖÏÌÖÅÄ Á Óervice resolution ÃÏÏÒÄÉÎÁÔÏÒȣSome people were like, well, we could close, and yeah, no 
problem - ÈÅȭÓ ÃÏÎÎÅÃÔÅÄȠ ÁÎÄ ÏÔÈÅÒ ÐÅÏÐÌÅ ÔÈen piped up and said, but is the risk mitigated?  And I was like, 
ÎÏȟ ÔÈÅ ÒÉÓË ÉÓ ÓÔÉÌÌ ÅØÁÃÔÌÙ ÔÈÅ ÓÁÍÅ ÁÓ ÉÔ ×ÁÓ ×ÈÅÎ ×Å ÂÒÏÕÇÈÔ ÈÉÍ ÈÅÒÅȟ )ȭÖÅ ÏÎÌÙ ÓÐÏËÅÎ ÔÏ ÈÉÍȢ  )Ó ÈÅ 
ÃÏÎÎÅÃÔÅÄȩ  9ÅÁÈȢ  )Ó ÈÅ ÇÏÉÎÇ ÔÏ ÓÔÁÙ ÃÏÎÎÅÃÔÅÄȩ  ) ÄÏÎȭÔ ËÎÏ× - )ȭÖÅ ÏÎÌÙ ÍÅÔ ÈÉÍ twice.  There is no change in 
ÈÉÓ ÒÉÓË ÌÅÖÅÌȟ ÓÏ ÔÈÅÎ ÔÈÅÒÅ ÂÅÃÁÍÅ Á ÄÉÓÃÕÓÓÉÏÎ ÁÂÏÕÔȟ ×ÅÌÌȟ ÄÏ ×Å ÃÌÏÓÅ ÉÔ ÂÅÃÁÕÓÅ ÈÅȭÓ ÃÏÎÎÅÃÔÅÄ ÏÒ ÄÏ ×Å 
ËÅÅÐ ÉÔ ÏÐÅÎ ÂÅÃÁÕÓÅ ÈÅȭÓ ÃÏÎÎÅÃÔÅÄ ÂÕÔ ÎÏÔÈÉÎÇ ÈÁÓ ÃÈÁÎÇÅÄ ×ÉÔÈ ÔÈÅ ÒÉÓËȩ So we ended up keeping him open. 
It just ÂÅÃÁÍÅ ÃÌÅÁÒȣ×Å ÎÅÅÄ ÔÏ ÈÁÖÅ Á ÂÉÇÇÅÒ ÃÏÎÖÅÒÓÁÔÉÏÎ ÁÒÏÕÎÄ ÔÈÉÓ ÁÔ ÓÏÍÅ ÐÏÉÎÔȢ ɀ Cambridge 
Connectivity Member 

3.3  Characteristics and Risk Profiles of Situations Presenting at Connectivity  

3.3.1  Targets of Service, Gender, and Age Groups 

Across the population of situations presenting at both Connectivity 

Tables (161 situations), 70% of situations were described as 

involving an individual (112 situations), while 28% (45 situations) 

oriented around a family. (NB: 4 situations were not classified).  

In Cambridge, 60% (73) of situations targeted an individual, and 

37% targeted a family. In Kitchener, all situations were classified 

as focusing on an individual.  

Even in situations involving a family, rather than one individual, the 

Table identified a primary individual as the target of service and 

identified the gender and age group of that primary target. 

Across both Tables, 58% (93) of situations focused on a male and 

42% (68) focused on a female. The gender split was more 

pronounced in Cambridge, with 61% (74) of situations focusing on 

males, and 39% (48) focusing on females. In Kitchener, situations 

were more evenly split across gender, with 49% (19) of situations 

targeting males and 51% (20) targeting females.  

The age groups served by the two Tables presented in Table 2.  

 

 

 

 

Age Groups Referred to Connectivity 

Situations referred to Connectivity have often involved  

¶ transitional aged youth (youth 16 -24 years) 

(25% in Cambridge; 38% in Kitchener) or  

¶ adults aged 30-59 years (30% in Cambridge; 

33% in Kitchener).  

School-aged children and youth (aged 6-15 years) have also 

been commonly involved in situations referred to 

Cambridge (27%), but less so in Kitchener (18%).  

Older adults have only been involved in 5-10% of the 

situations referred to Connectivity in Cambridge and 

Kitchener (respectively).  
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Table 2 ð Age Breakdown of Connectivity Situations 

 

The most frequently served cohorts were: Youth 12-15 years (26, 16%), Adult 18-24 years (26, 16%), and Adult 40-

59 years (26, 16%).  To date, only one situation focused on an infant (0-5 years) at elevated risk, and this was in 

Cambridge. Cambridge has also discussed 15 situations involving a child aged 6-11 yrs., whereas Kitchener has only 

been involved with individuals aged 12-15 years and older. The 25-29 year old cohort has been the age group 

least frequently involved in Connectivity. Transitional aged youth (aged 16-24) have been one of the cohorts most 

frequently referred to Connectivity. This is notable as the need to address service barriers for transitional aged youth 

has been identified as a priority by the provincial government in Ontarioõs Policy Framework for Child and Youth 

Mental Health (Ministry of Children and Youth Services). Locally, service providers have also reported gaps in services 

targeted to transitional aged youth.  As youth are shifted from child/youth supports to adult community-based 

supports, they are sometimes lost in the transition as a result of not fitting specific eligibility criteria for services or 

because services that are accessible are not an appropriate match for the unique needs of this age group. 

The results of this analysis suggest that Connectivity WR has been successful in catching those transitional-aged youth 

who are at elevated risk but disconnected or unable to access appropriate services. Longer-term follow-up is required 

to determine the success of these service connections for transitional youth made through Connectivity and whether the 

navigation and concerted support provided by the Table to these youth is enough to address the existing gaps and 

barriers to access.  

 

Age Group # Situations in Cambridge # Situations in Kitchener 
Total # Situations in 

Waterloo Region 

Infant 0-5 1 - 1 

Child 6-11 15 - 15 

Youth 12-15 19 7 26 

Youth 16-17 13 6 19 

Adult 18-24 17 9 26 

Adult 25-29 8 2 10 

Adult 30-39 18 5 23 

Adult 40-59 18 8 26 

Older Adult 60+ 13 2 15 

Total 122 39 161 
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3.3.2  Presenting Risk Factors 

The mean number of risks identified per situation across 

Connectivity Waterloo Region was 6.2 (min= 1, max = 8). In 

Cambridge, the mean number of risks per situation was 6.3 

(min= 1, max = 8), and in Kitchener, it was 6.1 (min= 1, max = 

8). As noted previously, the mean number of risks per situation 

was slightly lower for referrals that were rejected from the 

Table. 

The most prominent categories of presenting risk factors across 

in both Cambridge and Kitchener were mental health (146 

situations) criminal involvement (134 situations), and substance 

use (involved in 92 situations). As depicted in Figure 6, the 

profile of risk factors begins to diverge for the two communities 

after this. Housing is a prominent risk factor in both communities, 

but is slightly more visible in Kitchener; whereas in Cambridge, 

physical violence ranks higher than housing as a common risk 

factor, but has been nearly non-existent in situations presented 

in Kitchener.  

The risk categories, which collapse across more specific risk factors, are useful in generating a profile of the general 

types of vulnerabilities and concerns presented at the Connectivity Tables in Waterloo Region. However, examination 

of specific risk factors presented for each situation reveals a more nuanced understanding of the unique risks present 

in Cambridge and Kitchener.  

A diagnosed mental health problem was the most frequently identified risk factor, present in over one-third (59) of all 

situations referred to both situation Tables. This was closely followed by a suspected mental health problem and lack 

of access to appropriate housing, which were present in a total of 57 situations each. 

Examining the specific presentation of risks in Cambridge and Kitchener, there are interesting differences. In 

Cambridge, a diagnosed mental health problem was the most frequently cited risk factor (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 situations). In Kitchener, a 

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

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

These points of divergence between the two cities may be instructive for continued strategic efforts to grow and 

refine the membership of the Tables, and may also help to identify unmet needs and important service gaps in the 

community. For example, although the Kitchener Table is still early in its development, the prominence of drug use and 

undiagnosed mental health issues highlights a potential need for increased engagement of addictions and mental 

health services at the Connectivity Table.  The need to bolster the capacity of existing resources/services to address 

mental health needs in Kitchener was corroborated by concerns raised by key informants in our interviews.  

Identified Risk Factors 

Situations of acutely elevated risk discussed at 

Connectivity tended to be characterized by carrying a 

multitude of distinct (although inter-related) risks.  

Connectivity tables identified an average of 6 risks 

involved in each situation managed by the tables.  

In both Cambridge and Kitchener, the most commonly 

identified risk factors were related to:  

¶ mental health 

¶ criminal involvement 

¶ drugs 






























































































