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2020 HIGHLIGHTS AND RESULTS  

 
OVERVIEW 
The Windsor Essex Compassion Care Community (www.weccc.ca/) is a social movement. Its 
goal is to measurably and cost-effectively improve health, wellness and quality of life amongst 
populations; to mobilize community assets to address social isolation; and to reduce inequities 
amongst traditionally underserved groups. WECCC also provides a platform for cross 
community collaboration, sharing of talent and resources, and collective impact. 
 
With the support of the Ontario Trillium Foundation and the Erie St Clair LHIN, between 2018 to 
2020, WECCC improved social connections and quality of life of 2,514 individuals. Catalyzing 
Community Connection is a volunteer-based care planning program that provides 1:1 support 
for quality-of-life self-assessment, person-directed goals and community navigation and 
connections (Target: people who are highly isolated, traditionally underserved, or are 
experiencing multiple health or quality of life challenges, including functional limitations, frailty 
and end of life). Importance of Being Connected is a public education program that educates 
people on social risks to health, and how to prevent/ reduce harm through setting goals and 
helping others (Target: healthy aging; people at risk of isolation due to life transitions or new 
health challenges). These programs work together to increase awareness, skills and prosocial 
behaviour of individuals and groups, and assist people who are isolated to set goals and reduce 
unmet needs by connecting with meaningful community activities, relationships and services. 
See appendix 1 for the full menu of programs, social innovations and tools WECCC provides. 
 
RESULTS AND EVALUATION HIGHLIGHTS (2018 TO 2020) 
Participants and community partners are highly satisfied with their experiences with WECCC, 
there is broad support for continuation, and both programs show evidence of effectiveness and 
impact. Even taking in account the widespread isolation exacerbated by the COVID pandemic 
over the last year, on average 8 out of 10 participants in the Catalyzing Community Connection 
program reported that their participation in the program improved their lives, helped them to 
receive more support in the community, and increased their ability to deal with challenges. 
Other results included reduced loneliness, improved symptom management, better mental 
health, and appropriate use of health system resources. Community partners felt people in the 
community are better served by families, neighbours and community.  
 
“The Importance of Being Connected” program was found to increase awareness of the 
negative effects of social isolation and promote intentional and persistent reaching out to other 
community members in relational, emotional and practical support. 
 
A research group involving the universities of Windsor, McMaster, Western, Toronto, Carelton, 
and the Ottawa Hospital Research Institute were involved in program evaluation. A series of 
academic papers and presentations are in development based on this research. 
 

http://www.compassionatecarecommunity.com/
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 Program 1 (Catalyzing Community Connection) 

Reach 504 Clients (2/3 seniors; 1/3 disabled; 70% female; majority seriously ill or highly isolated) 
15: Average new referrals (registrants) per month 
90%: Program completion/ graduates (within 3-6 months) 
418 Volunteers 

Adoption 30 Organizations 

Based on 39 surveys in 2020:  
• 100% would recommend involvement with CCC to others in the community.  
• 95% felt their involvement met or exceeded their expectations.  
• 87% felt people in the community are being better served by families, neighbours and 

community groups as a result of the program.  
• 83% felt that people served by the program were better able to deal with challenges 

and get the help they need.  
• 85% felt people in the community have more opportunities to share their time and 

talents to help others.  
• 79% indicated that their involvement with the CCC program has caused them to think 

differently about how to serve people in the community. 

Implementation  Implementation processes involve: (1) empowering participants to set and act on personal 
health goals and trade-offs (2) taking time to address needs, goals, preferences and follow-up 
(3) finding and creating experiences that fill the gaps in complex health and social care. 

Effectiveness EXPERIENCE: Based on 175 surveys over 3 years, results indicate: 
• 98% would recommend CCC to others 
• 96% felt their involvement met or exceeded their expectations (2020) 
• 93% were satisfied with their involvement with CCC 
• 76% felt their life was better than before (82% pre COVID) 
• 84% felt better able to deal with challenges (89% pre COVID) 
• 84% felt better supported by families, neighbours and community (95% pre COVID) 
• 88% feel confident they are getting the help they need (94% pre COVID) 
• 83% feel confident in plans for future care (93% pre COVID) 
• 100% would like to see the program continue 

IMPACT – QUALITY OF LIFE OUTCOMES: We routinely collect data to demonstrate CCC 
pre and post impact on: self-rated health (including functional limitations); mental health; 
personal well-being; social isolation/ loneliness/ and social participation; and use of wellness 
supports/health system resources. Based on the average group outcomes for the 55 clients who 
completed both baseline surveys and post surveys at graduation, statistically significant 
positive impacts/ improvements were demonstrated in the following areas: 

• Self-rated mental health  
• Ability to do usual activities 
• Perceived loneliness (decrease) 
• Size of Personal Network 
• Wellness support/ wellness seeking behaviour  
• Future security 

NOTE: improvement trend in overall personal well-being score and in # of social contacts is 
approaching significance 
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QUALITATIVE: Participants perceived positive impacts in mental health, appropriate use of 
emergency medical services, housing support, and chronic disease management. Among high-
risk populations, the program acts as a safety net to support members who are falling through 
the cracks of the formal care system because of vulnerabilities such as low income, physical 
and mental disability, and housing insecurity 

Maintenance We collect quality of life impact data annually to study the length of the effect, as well as new 
experience data through regular check-ins.  Data should be available starting in 2021. 

 
See appendix 4 for sample client stories that demonstrate how this program can help people 
who are struggling, and the important impacts this can have on their health, mental health, 
well-being and social connection outcomes. 
 

 Program 2 (Importance of being connected group education) 

Reach 2010 Clients (60% seniors; 85% female; 5% high risk) 
15 Volunteers 

Adoption 379 sessions – 147 locations - 45 Organizations – 800 hours of education 

Implementation  Qualitative data: positive impacts on mental health and decreasing social isolation. Builds 
awareness of the negative health effects of social isolation. Promotes intentional and 
persistent reaching out to other community members in relational and practical support. 

Effectiveness Of 1000 feedback surveys completed at the end of each workshop: 
• 95% of participants indicated they gained new knowledge and skills 
• 87% of participants felt the information was relevant to their needs and 

circumstances 

Maintenance 671 check in calls completed with participants at 6 months 
• 75% indicated that they had made changes in their personal lives 
• 79% have been more proactive in reaching out to others since attending the class, 
• 74% reported making progress in achieving goals. 

In addition, after 6 months post workshop, we routinely collect data to demonstrate IBC pre 
and post impact on: self-rated health (including functional limitations); mental health; 
personal well-being; social isolation/ loneliness/ and social participation; and use of 
wellness supports/health system resources. Based on the average group outcomes for the 
227 clients who completed both baseline surveys, statistically significant positive impacts/ 
improvements were demonstrated in the following areas: 

• Health Today  
• Ability to do usual activities  
• Progress achieving goals 
• Perceived loneliness (decrease) 
• # of social contacts 
• Wellness support/ wellness seeking behaviour 
• Use of ER (decrease) 
• Stays in hospital (decrease) 

Not surprisingly, since most post surveys were collected in 2020 during the COVID 
pandemic, this group reported decreased frequency of community participation – but 
without this affecting loneliness or number of social contacts. 
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Student Interns/Volunteers  

Function Active - 2020 Trained - 2020 Previously 
Trained 

Phone support – check in group 54 87  
Community Connectors 30 30 301 
IBC 5 1 14 
Communications 4 2 10 
 93 120 325 

 
Currently, as of February 2021, WECCC is supporting 67 students and volunteers. The WECCC 
student training program provides enhanced education across a variety of career pathways on a 
health promoting care, palliative approaches to care, personalized care, holistic health, and 
community-based approaches to address population vulnerabilities and social determinants of 
health. This has multiple benefits - it provides trained connectors for adopter agencies to run 
their own programs without requiring new resources or program restructuring; it integrates 
palliative, holistic and partnership models of care and understanding of social determinants of 
health as part of student learning curriculums; and it increases opportunities for quality 
community placements that are of benefit to our post-secondary institutional partners.  
 
OTHER COMMUNITY BENEFITS 
Proactively Identifying and reaching out to people who are isolated (population surveillance) 
WECCC is promoting the use of a shared quality of life self-assessment tool (Neighbours survey) 
across the whole community. Each survey participant receives their own personalized report 
with suggestions as to how they might address their unique challenges and opportunities 
related to physical, mental health, social, and spiritual wellness. Community partners receive a 
quarterly report with group results. The community also has access in near real time to 
population health outcomes and progress over time.  Approximately 1300 people have now 
completed surveys with WECCC. 
 
Compassion is a First Response  
We are partnering with Emergency Medical Services, Police, other emergencies responders, 
and other safety net services to ensure people who may be isolated receive information about 
how they can get connected through WECCC. Similar information is becoming more available 
through shelters, food banks, drop-in centres, community centres, faith communities, other 
community programs, health fairs, etc. Over the summer 2020 WECCC participated as part of 
the United Way funded Seniors Assurance Telephone Hotline program, which was developed to 
make sure community seniors had the help and information they needed to cope with the 
pandemic. 
 
Community-led Wellness Hubs/ Virtual Community Centre 
In collaboration with other partners, thousands of community residents have participated in a 
wide range of community-led wellness experiences to improve their health and well-being, and 
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to support others. Community partners including faith, culture, community groups and provider 
agencies work together to reduce isolation and create new experiences to reach hardest to 
serve populations. As a result, community members have greater access and more choices in 
terms of meaningful social, educational, group support and virtual activities, using their talents 
to help others, and meeting others in the community who share their passions, interests or 
lived experiences. Examples of activities offered include: 

 Compassionate community programs such as Advance Care Planning, caregiving for 
people with serious illness, grief support, and Death Cafés  

 Social inclusion opportunities including the Importance of Being Connected 
workshops, Connection Café for group-based peer support, and virtual meetups 

 A wide selection of intergenerational and peer led activities and groups for 
recreation, wellness, education and general interest (see appendix 2) 

 
Work on the creation of a Virtual Community Centre as a platform for community sharing and 
collaboration has been initiated to better serve people isolated through the pandemic. This 
platform will be maintained to offer greater service and more support to people who are 
homebound through disability, choice, or lack of transportation.  
 
Public Awareness  
WECCC has built public awareness and engagement through public events such as:  

• Sunshine in a Box: Community Support for the Homeless 
• Compassion awards/ recognition events 
• Art Competition 
• Music Competition 
• Book readings 
• Compassion Week at the Mall 
• Conference workshops  
• Community dialogues 
• Health Fairs 
• Inspiring philanthropy and organizing support to those in need (see appendix 3) 

 
WECCC has a growing web and social media presence. 
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TESTIMONIALS: COMMUNITY PARTNERS 
“I would like to express my gratitude to WECCC for being an engaged partner in CARE for 
International Workers. With your amazing work, you helped to encourage migrant workers to 
self-rate their quality of life, you helped them to be part of this community during this difficult 
time. Thank you for training and support the volunteers that assist International Workers and 
help them to address their individual challenges. CARE and WECCC are excited to be developing 
and launching a series of videos for Migrant Workers called "Connecting with Community" 
about services and basic information they need to know when they arrive to the farms, on 
different aspects: housing, medical care, status, immigration law, how to connect with local 
churches, how to ask for things at the supermarket, etc.  Your invaluable support is helping to 
change their lives and change our communities.” Francy Munoz, CARE International 
 
“The WECCC Program, in my opinion, has been such an asset to the community. I am aware of 
the incredible impact for those who have had the opportunity to experience the WECCC 
Program. This service has made such a difference in people’s lives. I speak with hospice patients 
and caregivers quite often. I hear what they are saying, listening closely. This has given me the 
opportunity to be aware of their own personal individual thoughts, concerns, challenges and 
more. Having the opportunity to refer them to the WECCC Program, to continue with them on 
their journey, to assist them with the personal life challenges, is amazing. When the individuals 
l have referred to WECCC contact me with excitement and a sincere heartfelt “Thank You”, it 
warms my heart. It also confirms that this remarkable service has made a major impact to each 
person. This program is essential for those without family, who may feel lonely, defeated, 
struggling, have exhausted all options, and are unaware of next directions. For the person living 
with daily stress due to chronic pain. The person who does not want to die alone but has no 
one to offer comfort. For the gentleman that needed help to get rid of the bed bugs in his 
home, and the assistance to provide him with a walker and other aids for his home as his health 
failed. The continuous communication until the gentleman died. Many other referrals occurred 
and accomplished goals for these vulnerable people. The results of forwarding referrals and 
working together, gave these people the respect and dignity they deserve. Having the option 
available for the WECCC Program, for a feeling of encouragement and support, is incredible for 
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these people. Thank you for being available and for making a difference!” Cindy Tayles, 
Coordinator of Transportation at The Hospice of Windsor and Essex County 
 
“WECCC is an important age-friendly asset in this community. For the last several years, the 
CARP Windsor Essex Chapter and WECCC have cooperated on a number of joint programs 
promoting seniors’ well-being socially and mentally. In 2020, both organizations partnered 
successfully to alleviate challenges to seniors arising from the Covid19 pandemic. Specifically, 
the CARP WECCC partnership produced and delivered virtually on the internet five community 
sing-a-longs and five community food events promoting participation to relieve seniors’ mental 
health and social isolation challenges aggravated by the pandemic. Going forward both 
organizations will continue to look for opportunities to partner on projects promoting seniors’ 
quality of life, social inclusion, and addressing ageism.” Larry Duffield, CARP 
 
WHAT’S NEXT 
With strong community, regional and provincial support and leadership, the WECCC model is 
preparing for further growth and spread in 2021 and beyond. 
 
Strengthening Community. “The Windsor-Essex Compassion Care Community has been working 
tirelessly day-in and day-out to ensure that people in our community are not alone. Not only 
does WECCC ensure that isolated individuals have someone to rely upon for good company, but 
they also provide a lifeline for vital services and goods that isolated individuals may not able to 
access otherwise, like filling out forms or providing medical supplies. WECCC has already done 
so much, and I look forward to their future initiatives that will only make our community 
stronger.” Office of MPP Percy Hatfield, Windsor-Tecumseh 
 
Sustaining Partnerships. “Congratulations to the Windsor Essex Compassion Care Community 
team for making a difference in our community through prevention, screening, intervention, 
community development, volunteerism and feedback. Since this project began, you have 
addressed isolation, implemented the Vulnerable Persons Program, built more resilient 
neighbourhoods, connected communities and normalized discussions around future wishes and 
advanced care planning. Our community is truly more compassionate as a result of your tireless 
efforts and mentorship, particularly during this incredibly challenging pandemic year. Like many 
community programs, Hospice of Windsor and Essex County has adopted these philosophies of 
care into our programs and we look forward to watching you grow at the regional and 
provincial level.” – Colleen Reaume, Executive Director, The Hospice of Windsor & Essex County. 
 
Regional Growth. The ESC LHIN has made additional funding available to restructure and retool 
the WECCC program for regional growth and spread.  The Community Support Centre of Essex 
is pleased to become the Erie St Clair Tri-county lead as we move towards regional 
implementation. – Tracey Bailey, CEO, Community Support Centre Essex  
  
Preparing for Provincial Scale. “Hospice Palliative Care Ontario is proud to be leading the 
Ontario provincial compassionate communities strategy. HPCO believes that every person and 
their family should be able to access the health, emotional, social and spiritual support that is 
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right for them in order to live well to their natural end of life. We have been inspired by the 
work underway in Windsor and Essex County, and consider it a model for the rest of the 
province. We are excited to be coming on board as a provincial champion in order to help grow 
and spread these efforts across Ontario to support the greatest number of people. We 
welcome the WECCC team and volunteers to our organization. We look forward to continuing 
to work with the Windsor Essex community as we come together to build some of Canada’s 
most compassionate communities, and ensure communities are there for people when they 
need support. - Rick Firth, CEO, Hospice Palliative Care Ontario 
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APPENDIX 1: WECCC PROGRAMS AND TOOLS   
WECCC is purposefully designed as a living social innovation lab and learning health system. 
New programs and tools are created and updated through a continuous and iterative process of 
community co-design, development, testing, and quality improvement. 
 
Programs 

1. A suite of four public health goals-oriented interventions to improve quality of life, 
organize holistic support, and address inclusion and social determinants of health.  
Interventions are untethered in the sense that they are applicable and can be replicated 
within any care setting, community space or target population, but also interconnected 
to address different population needs and abilities across the life-course. This helps to 
optimize resources and create the greatest value return:  

a) UPSTREAM: “Importance of Being Connected”: A public education program that 
educates people on social risks to health, and how to prevent/ reduce harm 
through setting goals and helping others (Target: healthy aging; people at risk of 
isolation due to life transitions or new health challenges) 

b) MIDSTREAM: “Connection Café”: A group-based self management program that 
builds supportive peer networks, explores community resources, and helps 
participants to develop new skills, attitudes and behaviours (Target: people who 
are somewhat isolated and have unmet social or support needs; caregivers)  

c) DOWNSTREAM – Part 1: “Catalyzing Community Connection”: A volunteer-based 
care planning program that provides 1:1 support for quality of life self-
assessment, person-directed goals and life-long community connections (Target: 
people who are highly isolated, traditionally underserved, or are experiencing multiple 
health or quality of life challenges, including functional limitations, frailty and end of life)  

d) DOWNSTREAM – Part 2: “Compassionate Community Helper”: A volunteer-based 
program that provides navigation assistance and brief support to address specific 
person-directed challenges (Target: people who are highly isolated or traditionally 
underserved but are not ready to engage in the full CCC program until their immediate 
needs are met and some measure of trust and belonging has been established) 

2. A student training program that provides enhanced education across a variety of career 
pathways on health promoting approaches to care across the life-course, personalized 
care, holistic health, and community partnerships to support vulnerable groups and 
social determinants of health.  

 
Activities, Events and Social Innovations 

3. Development of new community wellness programs and experiences, including local 
wellness hubs and a Virtual Community Centre  

4. Activities that build community capacity for kindness and helping others  
a) Pop up events, community dialogues, annual community celebrations and 

recognition events, informal philanthropy, neighbour to neighbour exchanges, 
support for volunteering 

b) Random Acts of Kindness and age-friendly inclusion programs 
c) Compassionate university, college and business designations 
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Tools  
5. Exploration of a predictive tool and feedback system that detects social risks to health 

and highlights prevention and mitigation opportunities (under development)  
6. A transparent, public and near real-time quality of life performance measurement 

system, and community tracker to report population level outcomes (under 
development)  

7. A community index tool which can be used to assess the culture of a community in 
important domains associated with population level health and wellness promotion and 
change in community capital over time. (under development)  

  
In future, additional WECCC programs and tools will be subject to comparable evaluations as 
they continue to develop. 
 
Research 
WECCC has been designed as a long-term population health research initiative and learning 
health system. In addition to on-going results tracking and program evaluation, we are 
currently participating in the following research studies: 

1. Neighbours survey platform development (with Humber college)  
2. Shared database and forms automation (with St Clair College) 
3. AI-based Platform for Population-level Social Isolation Detection and Prediction (with 

University of Windsor)  
4. RESPECT End of Life Calculator (with Ottawa Hospital Research Institute) 
5. INSPIR to Pharmacy (with McMaster and U of T)  

 
A study to explore the implications of programs like WECCC on health care costs and utilization 
is being planned. 
 
APPENDIX 2: COMMUNITY-LED WELLNESS HUBS AND OUTREACH PROGRAMS 
 
Assumption Cares was first launched September 8th, 2019 as a community outreach program 
run by Our Lady of Assumption Parish. It offers free programs and events to anyone and 
everyone who lives in Windsor’s West-End - over the past year, we have hosted 35 different 
programs, workshops, and services both at our building and online. Supported by volunteers, it 
is partnering with WECCC and others in the city to bring a variety of community building 
programs that help to make our west-end more compassionate. Once started, mobilizing the 
compassionate spirit in people has long term benefits and works to grow more kindness. For 
example, the guests who started coming to our Crochet & Knit club have started knitting hats 
for Cuddles Clothing, and guests of Cuddles Clothing are becoming volunteers, who then in turn 
want to help give out food at Forgotten Harvest on Fridays, guests at Forgotten Harvest are 
coming to our Conversational English Circle, and then some show up with pet food donations 
the following week. We really are building a more compassionate community. 
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Kingsville Community Centre has helped over a thousand members of our community get the 
help and support they need since 2016. The Centre provides an avenue for our partner 
organizations such as local businesses and agencies to provide free social, educational, 
nutritional and wellness programs for people of all ages within the Kingsville and Essex County 
region. The Centre is constantly seeking input from participants about the types of activities 
that would be of interest.  Although closed now with COVID, a sample calendar is shown below. 
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Hospice Wellness Centre supports their patients and their loved ones in many ways through 
our Wellness Programs and Services. These programs include peer support groups, coping with 
illness, gentle exercise, transportation, children-centered programming, education, grief and 
bereavement. General Wellness Programs can take many forms, and include fitness classes, 
card clubs, music classes, sewing and more! Although closed now with COVID, the Wellness 
Centre was previously receiving more than 800 visits a month from patients and caregivers, 
serving about 900 unique individuals a year. 
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APPENDIX 3: SPOTLIGHT ON COMPASSIONATE EFFORTS TO HELP THOSE IN NEED 
Sunshine in a Box. February 27, 2020 the Windsor-Essex Compassion Care Community (WECCC) 
in partnership with the Kindness Cafe and Assumption Cares hosted Sunshine In A Box at 
Assumption Cares 711 McEwan location. Entertainment and food was provided during the 
event which encouraged guests to give back with non-perishable items, mittens, hats and other 
items for the Downtown Mission, Street Help and Welcome Centre. The Sunshine theme was 
meant to bring a little warmth to the community both inside and outside! Nearly 85 people 
stopped in to sing, dance, create art and at least a dozen others just dropped of items including 
non-perishable foods.  
 
Windsor & Essex County is very well known for its philanthropy, kindness and generosity. Word 
of mouth has been able to get our members several various items brand new and used. One of 
our members who was badly hurt in a car accident had only an office style chair that was small 
and uncomfortable in his home. He slept on a mattress on the floor. We were able to find him a 
free gently used recliner.   Another member mentioned to a volunteer that he needed a new 
mattress for his bed. The volunteer was able find a donor to donate him not just a mattress but 
also a brand new adjustable bed from Leon’s with a bed in a bag to go along with it.   
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Compassionate Local Businesses. With the generous support of many local businesses, WECCC 
receives gift cards, gas cards, bus passes, Tim Hortons cards, Wal Mart, Shoppers Drug Mart 
cards which are used to help people who otherwise struggle to get to medical appointments, 
and to purchase groceries and other items a member might be desperate for.  
 
The Forgotten Fight are two sisters who started this initiative for people who are living in 
poverty after the oldest sister did a placement with WECCC in summer 2019.  The sisters put 
together care kits in a high-quality bag full of personal essentials such has hygiene supplies, 
cough drops, non-perishable snacks, water bottle with gift card inside, gloves, hats, socks 
anything that will help a person live more comfortably and take care of themselves every day. 
The sisters donated 25 bags to WECCC that we were able to distribute to our members.  
 
Rapha Christian Center provided a drive through Grocery Distribution Center right after COVID 
hit our community. WECCC members in need received a free grocery basket delivered to their 
doorstep loaded with bread, dairy products, eggs, canned goods, meat and so many other 
perishable and non-perishable items. With the Aspire Grocery Delivery Program, many of our 
members are now receiving groceries. This initiative is part of the ASPIRE student-led non-profit 
organization.  
 
Through our local Miracle Food Drive, people in need received bags of non-perishable groceries 
and toiletries.  
 
Xperience Home Health Care has a program to donate refurbished medical supplies. Many 
WECCC members cannot afford the expense of medical equipment needed to live a better 
quality of life. WECCC staff and volunteers assist members with the application process and 
many have received hospital beds, mattresses, scooters, wheelchairs and many other supplies 
they would not have if it were not for these donations. 
 
Hospice of Windsor & Essex County Inc. has generously provided meal replacement protein 
drinks, incontinence supplies, bed sheets, blankets, pillows, soup, chilli, baked goods and 
equipment to WECCC members in need. 
 
Christmas with WECCC has been an ongoing celebration for the past few years for members 
who would have been alone on Christmas day. Each year the number of members that come 
out keeps growing. Last year we had 18 members attend the free Christmas dinner at New Song 
Church. Every member had a gift to open, a wonderful turkey dinner with all the trimmings. The 
best part was the conversations and interactions, singing of carols and the smiles and happy 
faces they brought back home with them. They exchanged phone numbers and became friends 
with one another. They call each other on every holiday. Every year they look forward to being 
together on Christmas day. This is family for these people.  
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Be a Santa to a Senior is a program facilitated by Home Instead Senior Care delivers beautifully 
wrapped gifts right at their door the week during Christmas to people who are very isolated, 
lonely and would not otherwise receive a gift from anyone for Christmas.  
 
Every year WECCC is able to find either individuals or a business to sponsor a family at 
Christmas. They have provided the entire Christmas meal, gifts for each member of the family 
and some have even dropped off a Christmas tree. We also received donations of Swiss Chalet 
gift cards for those who are alone and cannot come out. They are able to order a Christmas 
dinner to have delivered to their home.  
 
APPENDIX 4: COMMUNITY CONNECTION MEMBER STORIES AND IMPACT 
 
CCC supports individuals and families to achieve their life goals, expand their circle of care and 
support, be connected, and access resources in the community in order to live their best quality 
of life possible.  The CCC team offers individuals and families 1:1 practical and motivational 
support dependent on their needs and goals (typically 3 to 6 months). Support includes: 

• Develop personal goals and action plans for living your best life possible,  
• Signpost possible resources, and help make personal, community and system 

connections, building up and right sizing each person’s personal network of care  
• Share quality of life information with family and care providers to inform care planning 

 
Community volunteers also provide regular check-ins to all members who no longer need active 
support to offer supportive contact and to identify new challenges that may be emerging to 
prevent harm - membership is open for life. This connection lets people know the community is 
there for them over the long-term, which fuels community building, a sense of belonging and 
opportunities to give back. This life-long process of community care and connection helps to 
reduce unmet needs, address social determinants of health, manage identified social and 
health behaviour risks, and act on available opportunities for meaningful social participation 
and helping others.  
 
The following stories demonstrate how this program can help people who are struggling, and 
the important impacts this can have on health, mental health, well-being and social connection. 
 
Story #1 
Circumstances: This is a 56-year-old male lives with his wife and three cats. He has COPD, Lymphedema, 
varicose veins and experiences muscle spasms that interfere with his ability to walk.  He has issues with his 
stomach after having his gall bladder removed and struggles with eating. He also has Leukemia, which has 
been in remission for the past two years. He is struggling financially and needs help with applying to OW and 
ODSP. He experiences issues with food security and having enough foods that he can eat.  
 
Goals/Help Requested:   
1. Help with OW & ODSP applications  
2. Help with food security 
3. Being more social and participating in more activities  
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Connections Made: 6 in total 
New areas of support that were not previously accessed within the personal, community or health sectors. 
Personal:  
(1) Now making friends at programs and becoming more emotionally secure and getting out of the house. 
(2) Learning to play guitar and practicing at home with donated guitar.  Stress levels greatly to reduced. 
 
Community:  
(1) Connected to Wellness Programs, such as guitar and card club, and to Life After Fifty program. 
(2) Supported to select a food bank and is attending to get food for himself and for his cats.  No longer 
worried about cats. He is gaining weight because of donation of energy drinks. 
(3) Provided with OW & ODSP application information and assisted with submitting the forms.  
 
Health:   
(1) Mental and physical health connections and support through CMHA and Mental Health Connections 
programs. Received a medical prescription for alcohol. 
 
 
Results Pre and Post WECCC Involvement: 
Red = Problem | Orange = Emerging Concern | Green = Improvement 

ALERTS TRIGGERED BASELINE AFTER WECCC 
Quality of Life and Well-being 
Self-rated health 50/100 

Fair self-rated health. Moderate 
problems noted in all activity areas.  

75/100  
General health good. Reduced problems in 
personal care and usual activities. Moderate 
pain continues.  

Self-rated mental 
health 

Fair self-rated mental health; 
moderate problems noted with 
anxiety/ depression 

Mental health improved to good. Moderate 
anxiety continues. 

Personal well-being Low rated personal well-being  
Average 16/100 

Improved personal well-being  
Average 52/100 

Perceived availability 
of support 

Hardly ever feels supported by 
family or friends  

Sometimes feels supported by both family and 
friends 

Perceived loneliness Often or sometimes lonely on 3 
dimensions 

2 dimensions improved to sometimes lonely  

Social contact  Limited social contacts, 
infrequently sees outside family, 
friends or neighbours, quality of 
social connections is poor 

Increase in # of friendships and connections 
with neighbours; sees friends and neighbours 
weekly; some improvement in quality of social 
connections 

Participation in 
meaningful activities 

Never or rarely participates in any 
community and social activities 

Regular participation in multiple types of 
community activities 

Access to informal 
and wellness care 

Never accesses wellness programs 
or informal care  

Participates in monthly wellness programs 
and weekly access to informal care 

WECCC Key Performance Indicators 
Life Satisfaction Life satisfaction 30/100 Improved satisfaction 50/100 
Progress achieving 
goals 

Never Often 

 
 
Story #2 
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Circumstances: This is a 62-year-old female lost her sister, her primary care giver, to a horrific accident. 
After her sister’s death, she became suicidal. She struggles with depression, bulimia, and hoarding. She 
suffered from a heart attack in 2014, spent 2 years in the hospital, gained a significant amount of weight 
and suffered a stroke after being discharged. She is currently struggling with living on her own. She 
requires assistance with personal care and has a nurse that comes to her house weekly to help her 
bathe. Due to her limited mobility, she needs help with doing errands and with doing chores around the 
house. She cannot bend, lift or squat and her knees must be raised up at a certain height.  
 
Goals/Help Requested:   
1) Become active  
2) Lose weight and eat healthier meals 
3) Clean house 
4) Bereavement support 
 
Connections Made: 9 in total 
New areas of support that were not previously accessed within the personal, community or health 
sectors. 
Community:  
(1) Working with a spiritual support coordinator to deal with emotional issues. She is motivated and 
wants to genuinely improve her wellbeing 
(2) Various wellness programs offered. Is attending fitness programs at Hospice even though she has to 
sit in a chair. 
(3) Encouraged her to participate in various exercise programs, such as Aquafit and community pools. 
Donation of a gas card enables participation. 
(4) Bereavement support being provided 
(5) Various cleaning services in the community. 
 
Health:   
(1) Family Services Hoarding Program. 
(2-3) weCHC meal planning and chronic pain workshops 
 
Helping Others:  
(1) Support those who have lost a loved one. 
 
Results Pre and Post WECCC Involvement: 
Red = Problem | Orange = Emerging Concern | Green = Improvement 

ALERTS TRIGGERED BASELINE AFTER WECCC 
Quality of Life and Well-being 
Self-rated health 50/ 100 Fair self-rated health; unable 

to walk, wash or dress or do usual 
activities; severe problems with pain 

70/100 General health improved to 
good. Reduced severity of problems in 
all areas of daily activities noted.  

Self-rated mental health Fair self-rated mental health; severe 
problems with depression 

No change 

Personal well-being Low rated personal well-being  
Average 33/100 

Improved personal well-being  
Average 72/100  

Perceived loneliness Often lonely on 3 dimensions 2 dimensions improved to hardly ever, 
sometimes lack companions  
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ALERTS TRIGGERED BASELINE AFTER WECCC 
Perceived availability of 
support 

Hardly ever feels supported by family 
or friends  

Improved feelings of support from both 
family and friends 

Social contact (isolation) See family and friends a few times a 
year only; Don’t see family, friends or 
neighbours as often as would like; 
Quality of social contact is also 
negative 

Increase in # of friendships and 
connected neighbours; see both family 
and friends more – as often as desired; 
quality of social contact has improved 

Participation in 
meaningful activities 

Limited community participation  Increase in both frequency and types of 
community and social participation 

Access to informal and 
wellness care 

Monthly wellness and infrequent 
informal care  

Weekly wellness and weekly access to 
informal support 

WECCC Key Performance Indicators 
Life Satisfaction n/a omitted 50/100 
Progress achieving goals Never satisfied Sometimes 

 
 
  



February 2021 21 

ACADEMIC MANUSCRIPT UNDER DEVELOPMENT 
 

ACHIEVING HOLISTIC, QUALITY-OF-LIFE FOCUSED CARE: DESCRIPTION OF A 
COMPASSION CARE COMMUNITY INITIATIVE IN CANADA 

 
Michelle Howard1, MSc, PhD, Kathryn Pfaff2, PhD, RN, Deborah Sattler3 ??, Lisa Dolovich1,4 

BScPhm, PharmD, MSc, Denise Marshall1, MD, CCFP, Merrick Zwarenstein5, Ross Upshur6 

Name/Credentials/ORCID Affiliations 

Michelle Howard, MSc, PhD 
ORCID: 0000-0001-8127-
5492 

Department of Family Medicine, McMaster University. 

Kathryn Pfaff 
ORCID:  

Faculty of Nursing, University of Windsor. 

Deborah Sattler  

Lisa Dolovich  

Denise Marshall  

Merrick Zwarenstein  

Ross Upshur  
 

1Department of Family Medicine, McMaster University, Hamilton, Canada 
2Faculty of Nursing, University of Windsor, Windsor, Canada 
3Windsor-Essex Compassionate Care Community, Windsor, Canada 
4Leslie Dan Faculty of Pharmacy, University of Toronto, Toronto, Canada 
5Department of Family Medicine, Western University, London, Canada 
6Department of Family and Community Medicine, University of Toronto 

 

Word Count: approx. 4400 

  



February 2021 22 

BACKGROUND 

As people live longer, the proportion of the population with chronic diseases, care 

dependency and end-of-life support needs is increasing.1,2 As the focus of care shifts from 

disease cure and management to maximizing quality-of-life and well-being, social care and 

holistic support are increasingly recognized as societal priorities to addressing aging, disability, 

death and dying. Indeed in 2015, the World Health Organization’s first report on healthy aging 

recognized that healthy aging relates to the functional ability of older people to do the things they 

value and not just the absence of disease.3 Social factors play a significant role in well-being, as 

they are associated with risks of chronic disease, high-cost health care use and early mortality.4 

To achieve the World Health Organization conceptual model of healthy aging, health and social 

care systems are needed that bridge physical, mental, social and spiritual care.5 Therefore, 

approaches to prevent and mitigate functional decline and care dependency across the lifespan 

are critical to improving public health responses to population aging.  

Quality-of-life and well-being are also negatively impacted by social determinants of 

health. As early as 1986 it was recognized at the landmark “Ottawa Charter for Health Promotion 

conference” that the mechanisms to achieve healthy societies include healthy public policy, 

supportive environments, community action, development of personal skills and reorienting 

health services.6 Healthcare systems are structurally challenged to respond well to people with 

complex health and social needs.7-10  People living with multiple comorbidities, those who are 

nearing end of life, who are aging but socially isolated and who are made vulnerable through 

structural inequities and social determinants of health such as poverty, need care that is tailored 

to their unique challenges, but receive care within health and social care systems that are not 

coordinated or person-centred. 11,12  
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Changes to the organization of medical care, such as case management of higher risk 

patients, have generally not been successful in sustainably averting crises that lead to adverse 

outcomes such as emergency department encounters. It has also been recognized that a solely 

clinical model is inadequate to address the full spectrum of needs for issues such as aging, 

disability or social vulnerabilities in communities. Increasingly overburdened healthcare 

resources, sub-optimal efficiency in community care management and a high level of variability 

of access and quality across primary care, home care, community support, and hospice sectors 

also disproportionately affect vulnerable sub-populations. 13-17 This contributes to poorer health 

outcomes and inequitable access to determinants of health, such as coping skills, and social or 

practical help and care.18 

Person-centred care that responds to peoples’ goals and values and positive approaches to 

health that focus on building resilience, contribute to health. Models of health and social care 

integration that embody these principles are emerging and showing benefits. Public health 

approaches to palliative care and aging include communities and neighbourhoods working with 

civic institutions to build and support caring networks around people and their caregivers. 19 

Networks of support including family or friends, neighbourhoods, workplaces or educational 

institutions, means that much of the work currently done by professionals can be done through 

social support. 20,21  Healthcare professionals can partner with these networks to transform aging 

and end-of-life experiences and these networks can gain momentum and expand across larger 

jurisdictions. 22 One example is a compassionate community initiative in the U.K that integrated 

personalized care planning in primary care social prescribing for older high risk patients, 

alongside proactive community development, was associated with a more than 40% difference in 

unplanned hospital admission compared with the surrounding community. 22 
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Since the introduction of public health approaches to palliative care,23,24 the 

compassionate community movement as a social model of palliative care is gaining traction in 

Canada and elsewhere 20,22,25-28 One of the compassionate community’s grounding tenets is the 

community development, whole systems approach which extends health services to community 

settings and does not rely exclusively on organizations and professionals. In our previous work, 

we conceptualized the Health Impact Change Model (HICM), to unpack the complexities 

associated with the implementation and evaluation of a Canadian compassionate community 

intervention. 29 Over the past four years, a coalition of community leaders and organizations have 

been working together voluntarily to operationalize implementation of the HICM model in the 

city of Windsor and the seven townships of Essex county in southwestern Ontario. The Windsor 

Essex Compassion Care Community (www.weccc.ca/) is a community co-designed initiative to: 

measurably improve health, wellness and quality-of-life across populations; develop innovative 

approaches to address social isolation; and reduce inequities amongst traditionally underserved 

groups. WECCC incorporates and extends the principles of health promoting palliative care/ 

compassionate communities to centre care as far upstream as possible for community impact. 

In this paper, we describe the components of a CCC initiative implemented in one area of 

Canada and preliminary evaluation data on the experience and impacts of the initiative. 

 

METHODS 

Program History, Goals and Description 

The initial community priority was to improve community support networks for 

individuals or their caregivers to achieve personalized goals that address unmet health and social 

needs. The made-in-Ontario program is an evidence-based model and set of tools to improve the 

http://www.compassionatecarecommunity.com/
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quality-of-life, health and wellness of many vulnerable and aging populations by identifying 

upstream and downstream social and other risks to physical and mental health. WECCC started 

as a grassroots initiative supported by the Hospice of Windsor Essex. A hired program director 

engaged community partners and led the developmental process. The program theory is based on 

personalized assessment of quality-of-life outcomes and needs, supported goal and action 

planning, navigation support and connection to both formal and informal community resources, 

and iterative use of population-level outcomes to forge new community development efforts that 

build more caring and resilient neighbourhoods.  

WECCC has built intersectoral community partnerships with health sectors including 

hospice, primary care, home and community care, public health, pharmacy; emergency response 

services - police and EMS; the education sector; and community sectors including faith 

communities; cultural groups, poverty-focused groups, seniors’ buildings, non-profit sector, 

retirees, etc. Community partners are encouraged to work collectively to improve both services 

to their clients, and concurrently, population quality-of-life and health outcomes. 

Stage 1 Development – Catalyzing Community Connection (CCC) 

Because health equity is an important goal of WECCC, the original program was 

designed for groups who need one-on-one goals support to overcome a variety of challenges and 

barriers. This includes people with more complex needs such as living with serious illness, frailty 

or disability, and people with low income, vulnerable housing or mental health issues. However, 

the CCC program itself is open to everyone and having such a condition is not a requirement for 

entry. The program has been tested for suitability with specific populations including seniors, the 

frail elderly, people with chronic disease, serious illness or at the end of life, people with mental 

health conditions, disabilities, those who are at risk of isolation, living in poverty, or 
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experiencing homeless, migrant workers, LGBTQ2+ groups, and family members caring for 

these people.  The settings in which the model was developed included community and 

residential programs and health care organizations such as hospice, home and community care, 

family medicine clinics, and mental health organizations. These organizations were involved 

both independently and as part of an “all of community” approach. Members of the community 

who have heard about WECCC through various public engagement channels are also able to 

self-refer. 

Programming varies from face-to-face intervention with fully integrated health and social 

care supports, to scheduled check-in calls by staff and volunteers for assessing client goal 

achievement and quality-of-life. The quality-of-life survey is done through a 1:1 personal 

interview with a volunteer. This prompts individuals to elaborate on their story, their wishes, the 

things they love to do, who they spend time with, and what they would like to do more of. In the 

CCC, participants “graduate” from the one-to-one goals support within approximately three to 

six months on average and continue receiving check-in support. 

Stage 2 Development - The Importance of Being Connected (IBC) 

In addition to health equity, a second goal of WECCC was to advance population level 

health promotion and preventative care. As a result of early experiences with the CCC program, 

it was realized that a majority of community residents who, while at risk for disease and 

premature mortality, can be empowered to improve and self- manage their own quality-of-life. 

This can help broaden the reach and accessibility of the WECCC philosophy while preserving 

volunteer and student capacity to focus on individuals who are struggling and need extra support. 

The community quickly recognized that elements of the CCC model could be scaled 

through tailoring an approach based on public education in group settings, as most members of 
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the community are healthy and able to engage with assessment and goal setting tools 

independently. This approach evolved to be group public education events where self-assessment 

tools and general resources are introduced to enable participants to identify and connect 

themselves to supports and activities to improve their well-being, and to be aware and more 

actively involved in helping others. Based on the earlier experiences of engaging broadly with 

the community and hearing the factors that influence their well-being, “The Importance of Being 

Connected (IBC)” sessions focus on the effects of social isolation and loneliness.  IBC is a 

scheduled event to engage the public and people in groups to self-rate their quality-of-life and 

learn about strategies to reduce loneliness. Trained facilitators engage participants to plan their 

life to live well and to use their compassionate spirit to contribute to the wellness of their family, 

neighbours and communities. Information about why loneliness is occurring, how to prevent it 

and how to overcome it is provided. Participants complete activities and learn where they can get 

help when they need it. They complete a quality-of-life survey (described below) and get results 

and tools and tips. 

Participants who complete a quality-of-life survey and provide consent for follow up are 

screened in terms of quality-of-life risks.  High risk participants are identified and are proactively 

offered access to the CCC program, should the person wish to receive extra support for goal 

setting, action planning and community navigation. Table 1 shows the six standard core 

components in a CCC model, and how they are currently operationalized in WECCC. 
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Table 1. CCC Standard Core Components and Implementation 

Core components Implementation approach Implementation resources 
Identification of 
quality-of-life issues 

Population surveillance system/ 
quality-of-life self-assessment tool 
used to systematically detect, analyze 
and interpret social risk and related 
health behaviour at both the 
individual and the population (or 
neighbourhood) level.  

Neighbours survey1: 
Survey application summarizes outcomes, highlights problem 
areas or emerging concerns, and offers feedback about 
possible follow up actions to address concerns and 
opportunities.  
 

Personalized goal-
oriented action plans 

Survey results used to develop goal-
oriented action plans  

Survey application produces personalized reports to encourage 
participants to think about addressing their unique challenges 
and opportunities related to physical, mental health, social, and 
spiritual wellness. 

Support for goals Trained staff and volunteers provide 
one-to-one support for person-directed 
goals, making community connections, 
and exchanging information with care 
providers (optional*). 
 
* With permission, data are shared 
with health and social care teams to 
inform care and risk planning. 
Providers may also “prescribe” in-
home or community activities to 
further benefit patients who may need 
extra motivation and reinforcement. 

Volunteers with lived experience or expertise are recruited, 
trained and assigned to work with unique sub-groups with 
different levels of need that can vary from people living well but 
desiring increased social support, those with serious illness or 
near end of life (adapted Hospice program), and those living 
with low income and/or housing insecurity 
    
Connectors can be: family caregivers, staff, students, or 
community volunteers. University/college students and 
community volunteers are recruited and trained as community 
connectors.  
 
A Virtual Community Centre is being developed to support 
people who are homebound.   
 

Routine tracking and 
check-ins 

The person’s connections, experience 
and results are routinely tracked, and 
updated  
Membership is open for life. 
 

Community connectors do regular check-ins and iterative 
cycles of goal planning to meet new challenges. 
 

Neighbour exchanges 
/ helping others 

Neighbour exchanges of time and 
talent and opportunities to help others 
are encouraged as means for building 
capacity for more care. 
 

Opportunities for volunteerism and helping others is 
emphasized in both public education and 1:1 support program. 
 
Community wellness hubs that offer a wide range of peer led 
activities, support groups, and education programs have been 
developed in collaboration with community partners.  
 

Aggregate population 
outcomes to drive 
improvement 

Organizations, communities and 
systems use aggregate data to create 
new opportunities to meet the needs 
of groups. 
 

Survey data are aggregated and outcomes are displayed on a 
public website (in process of being updated) The intention is 
for the community to have access in near real time to 
population health outcomes and progress over time. 

 
Community partners receive a quarterly report with group 
results.  

 
1 Developed by the WECCC research group, the tool organizes questions to surface opportunities and unmet needs related to 
physical, mental, social, and spiritual health.  Questions address general health, wellbeing, quality-of-life, loneliness and social 
and community participation.  The tool can be used as a standalone tool and/or in conjunction as a complement to clinical 
assessment tools and the interRAI. 
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Program Evaluation  

Program evaluation is embedded in programming and it includes both quantitative and 

qualitative methods. All participants are invited to indicate their willingness to participate in 

research and evaluation but are also informed that it is not a requirement of engagement in 

WECCC programming. Ongoing informed consent is gathered at each data collection point. 

Evaluation protocols adhere to the Tri-Council Policy Statement: Ethical Conduct for Research 

Involving Humans 30 and they are cleared by the Research Ethics Board at the University of 

Windsor.  

Evaluation Framework 

We present the program results according to the RE-AIM framework. The RE-AIM 

framework is an evaluation tool designed to assess the impact of public health or population-

based programs or policies and has also been used in clinical and community-based 

interventions.31 The intent of the framework is to improve the sustainable adoption and 

implementation of effective, generalizable, evidence-based interventions. We used RE-AIM 

because the elements of this program are meant to be customizable and implementable in any 

community across a variety of settings and populations, and would-be adopters from other 

communities desired evaluation information on issues that would inform their plans such as 

reach and adoption. There are five evaluation dimensions in RE-AIM (reach [individual level], 

effectiveness, adoption [setting level], implementation, maintenance) (www.re-

aim.org/about/what-is-re-aim/). Reach refers to issues of recruitment and participation (e.g. 

numbers and representativeness); effectiveness refers to the outcomes of the program; adoption 

refers to the number, proportion, and representativeness of settings and intervention agents 

(people who deliver the program) who are willing to initiate a program; implementation refers to 

http://www.re-aim.org/about/what-is-re-aim/
http://www.re-aim.org/about/what-is-re-aim/
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whether the intervention was delivered as intended (the intervention agents’ fidelity to the 

various elements of an intervention’s protocol and clients’ use of the intervention strategies); 

maintenance refers to behaviour change maintenance and relapse.   

Data Collection and Measures 

Satisfaction and experience evaluation 

In the one-on-one goal support participants, a survey is completed at ‘graduation’ from 

the personal goals support transition to check-in support, which takes place generally between 

three and six months after starting. In the public education group, a survey is administered at the 

time of the session asking about the relevance and usefulness of the education. A second survey 

is administered six months later as part of the check in call. These surveys assess relevance of the 

program, extent of new skills and knowledge acquired and whether and how the participant has 

applied the new knowledge through life changes.  These surveys are provided in Appendix A. 

In-depth qualitative evaluation 

In addition to the open-ended data that are routinely collected with program survey data, 

we also completed formal qualitative impact evaluations of both program streams. Interview and 

focus data were collected from 16 CCC (8 of whom were clients) and 12 IBC stakeholders. 

These involved focus groups, and one-on-one interviews with participants, staff, volunteers, 

providers and community partners. Structured interview guides were used to elicit information 

on aspects of the programs that were most helpful and why, as well as opportunities for 

improvement. Interview and focus group data were audio-taped and transcribed verbatim. 

Data Analysis 

Data from surveys were analyzed descriptively using proportions by trained research 

assistants. Qualitative data were analyzed using inductive and deductive procedures by a nursing 
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research team at the University of Windsor. Data coding was completed by hand and supported 

by the use of NVivo qualitative software. Iterative approaches such as data abstraction to 

spreadsheets, templating, and creating matrices were used to compare, re-organize and revise the 

data.32,33 Content analysis34 and other descriptive and interpretive procedures32,35 were applied to 

generate findings to assess program impact, and to understand program implementation and 

areas for improvement and new development.  

 

RESULTS - CCC Program 

Reach 

As of December 2020, the CCC program is serving 504 members. Participants are registered, 

tracked and served as two separate levels of the CCC program intervention (Table 2).  

 
Table 2. Overall CCC Program Participation in 2020 
 
Program 
Level 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Avg 

1 76 97 117 119 119 108 104 96 91 78 70 35 92.5 
2 392 396 398 395 389 402 403 407 411 419 427 470 404 
Total 468 493 515 514 508 510 507 503 502 487 497 505 504 

 
 
In 2020, participants in both levels of the CCC program had the following characteristics and the  
 
profile has been relatively consistent from year to year: 
 

• 63% of new participants were seniors, and 37% were adults with disabilities. 
• 72% were female, and 28% were male 
• 65% reside in Windsor, and 35% reside in Essex county 

 
The population currently served by CCC is limited by the capacity of the program and is 

not necessarily representative of the full population of community residents who are at high risk 

for isolation, or hard to serve and most likely to fall through the cracks. We believe that about 
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1/3 of community residents are suitable for CCC in terms of the above indicators of vulnerability 

or being elderly and alone, so the program has significant growth potential.  

Level 1: Community Connection Start Up (New registrants) 

In 2018 and 2019, the CCC program served an average of 15-20 new referrals per month. 

In 2020, as a result of COVID and the scheduled conclusion of the Ontario Trillium Foundation 

Grow grant to WECCC, new referrals into the program decreased. Trained staff and volunteers 

provide one-to-one virtual, phone or in home support to people and their families for person-

directed goals, action planning/ asking for help, making community connections, community 

navigation, and sharing time and talents to help others. In terms of support received, all new 

registrants received support in self-rating quality of life, setting goals, navigating community 

resources and making connections.  In addition, one-third of participants also completed the 

Advanced Care Planning module. 

Level 2: Connection Follow Up and Check Ins  

Follow-up for all community connector graduates is on-going and personalized to 

participant needs and interests. Follow-up activities included: reassurance and friendly visiting, 

repeated measures tracking, review of goals/progression of goal achievement and new actions, 

opportunities to participate in health and wellness modules (reminiscence therapy, 

communication, self-management, advance care planning), invitations to participate in 

connection events and/or support groups (grief, caregiver), identifying other opportunities to 

become “Wellness champions” and to give back to community (random acts of kindness, 

informal offers of time and talent to others). 

Adoption 

 Over the period 2017-2020, the CCC project team was located at Hospice Windsor Essex, 
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and 42% of members came from the hospice palliative care sector. Nevertheless, CCC has 

created partnerships across multiple health service and community sectors, including emergency 

services, hospital, primary care, home and community sectors, and mental health sectors. Table 3 

reports the referral numbers by sector and referral source. 

 
Table 3. CCC Referral Sources and Numbers  
 
Referral Source Total 

HOSPICE PALLIATIVE CARE SECTOR 
Hospice of Windsor Essex 214 

EMERGENCY SERVICES SECTOR 
EMS 12 

HOSPITAL SECTOR 
Windsor Regional Hospital  26 
Hotel Dieu Grace Healthcare 7 

PRIMARY CARE SECTOR 
WE Community Health Centre 11 
Southwest Ontario Aboriginal Health Access Centre 1 
Windsor Family Health Team 1 

HOME AND COMMUNITY CARE SECTOR 
Local Health Integration Network Home Care 28 
Life After Fifty 3 
Family Services Windsor Essex 9 

MENTAL HEALTH SECTOR 
Canadian Mental Health Association 7 
Teen Health Center 1 

COMMUNITY SECTOR 
Windsor Community Housing 6 
WeTrans (LBGTQ2+) 1 
Legal Aid 1 
Assumption Cares 1 

SELF-REFERRAL 
Public Education (IBC) events: risk screening 68 
Self/family/volunteer 51 
Unknown 59 
 507 

 

Beginning in Fall 2020, the CCC program began shifting from a referral-based program located 

at hospice to a model of fully embedded referrals and adoption with a wider range of community 
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partner agencies to accelerate spread and growth. In addition to those listed in Table 3, the 

expanded list of partner agencies currently include: 

• Community Support Centre for Essex County 
• Victorian Order of Nursing 
• Home Instead  
• Community Support Centre of Amherstburg  
• Harrow Family Health Team 
• Half Century Club, Leamington 
• LaSalle and River Canard Family of Parishes 
• Essex Retirees 
• CARE International (Migrant Workers) 
• Safe Families and CAS (Transition Age Youth) 
• Family Fuse 
• Chartwell Leamington  
• Victoria Manor  
• Kingsville Community Centre 

 
 

Implementation 

As adoption of the CCC program is distributed across different agencies and geographies, 

and to promote fidelity of the program, the previous front-line coordinator positions were 

replaced with one Student and Volunteer Field Supervisor position.  The CCC Field Supervisor 

provides weekly supervision meetings and oversees program delivery and quality. Volunteers 

and students undergo training in Community Connection Start-Up and Check-in. They are 

assigned under the supervision and authority of the CCC Field Supervisor to our various adopter 

agency partners under the terms of an agreement worked out with them. Adopter agencies also 

participate in identifying and recruiting new participants and supervising student direct patient 

encounters where needed.  

The analysis of qualitative interviews revealed that successful implementation processes 

involve: (1) empowering participants to set and act on personal health goals (2) taking time to 

address needs, goals, preferences and follow-up (3) advocating for programs and services that fill 
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the gaps in complex health and social care.  The following is an exemplar quote from a CCC 

program coordinator: 

We draw on different parts of the program for different people...it's different parts that 

help make the difference. I think the most important part of it is the establishing of 

SMART goals. Those provide direction and they also help actually motivate the clients to 

achieve the goal that they have identified...We’re having a conversation with the client at 

a pace that’s appropriate to them with intentions of building a report with client and in 

doing so, they begin opening up about things that they want to work on, difficulties that 

they’re having that they often have not shared with other people or they have shared it 

and it hasn’t really been addressed...” 

 
Effectiveness  
 
 Data that capture the quality and effectiveness of the CCC program are routinely collected 

from participants, community partners, students and community volunteers. Our target for 

program quality is that 85% or more of CCC participants will: 

1. Be satisfied with their experience, and would recommend CCC to others 

Our target for program effectiveness is that 75% or more of CCC participants will: 

2. Feel that because of CCC, their life is better than before 

3. Have developed knowledge, skills and connections to improve quality of life by: 

a. Better able to deal with challenges 

b. Feel better supported by community, friends and family 

c. Feel confident in getting the help they need 

d. Feel confident in plans for future care 

  

 Participant Data 
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 Beginning in 2017, we collected detailed satisfaction and experience measures from 174 

CCC program participants. These data are reported in Table 4. Between 2017 and 2020, the CCC 

program consistently met its quality targets. In 2020, effectiveness was diminished and likely 

due to the COVID-19 pandemic on peoples’ feelings of social and physical isolation.  However, 

even during the pandemic, seven out of ten program participants reported that CCC had helped 

them to improve their lives, that they were better able to deal with challenges, felt better 

supported, and felt confident in both current and future care plans.  

 
Table 4. Satisfaction and Experience Data 
 
Quality Measure 2017-2019 

(n=100) 
2020  

(n=74) 
Target 

Satisfaction with experience 
Would recommend CCC to others 

92% 
97% 

95% 
99% 

Exceeded target 

Life is better than before 82% 70% Did not meet target 
Better able to deal with challenges 89% 79% Met target 
Feel better supported by community, 
friends and family 

95% 73% Borderline target 

Feel confident in getting the help they 
need 

94% 83% Met target 

Feel confident in plans for future care 93% 74% Borderline target 
% of participants who felt the program 
met or exceeded their expectations* 
 

 96% 
(55% exceeded; 

41% met) 

Met target 

% of participants who think the 
program should continue in the 
community* 

  
100% 

 

 
Met target 
 

*new indicator added in 2020  

 Community Partner and Volunteer Data 

 Because the CCC model is highly dependent on the engagement of both community 

partners and volunteers, we track volunteer and community partner experience as another 

program quality measure. In 2020, 39 survey responses were collected (30% from partner 

agencies; 50% from community volunteers and 10% from student volunteers). Eighty-seven 
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percent of respondents were satisfied or very satisfied with the experience with the CCC program 

and 100% would recommend involvement with CCC to others in the community. Ninety-five 

percent of respondents felt their involvement met or exceeded their expectations, and 87% felt 

people in the community are being better served by families, neighbours and community groups 

as a result of the program. Eighty-three percent felt that people served by the program were 

better able to deal with challenges and get the help they need, and 85% felt people in the 

community have more opportunities to share their time and talents to help others. 79% indicated 

that their involvement with the CCC program has caused them to think differently about how to 

serve people in the community.  

Our qualitative data suggest that among high-risk populations, the program can act as a 

safety net to support members who are falling through the cracks of the formal care system 

because of vulnerabilities such as low income, physical and mental disability, and housing 

insecurity. Participants perceived positive impacts in mental health, appropriate use of 

emergency medical services, housing support, and chronic disease management.  

I have this [client] she’s on hemodialysis...and had a fire in her condo... Her son passed 

away and the grandson became disconnected. She…was missing dialysis a lot, was going 

to the ER with shortness of breath…A constant ride to dialysis was the reason she was 

missing it, plus she was suffering some depression… It took a lot of coordination, but we 

were able to get her rides. I was able to get her providers to start early, to get her ready 

for dialysis, get her on and off transport…WECCC dug deeper and was able to connect 

with the social worker and found funding to get this ride and now her dialysis times have 

been changed... She has been getting support for her depression in dealing with her loss 

and I think it’s been a success. (Coordinator from a community partner organization) 
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Maintenance 

As we collect additional records and data from the six and 12 month check-ins, we will be able 

to assess the medium term effects of the CCC program on satisfaction, social connectedness and 

quality of life.  For many vulnerable people, community connection is a life-time journey and we 

expect to see fluctuation – both improvement and decline – in quality of life outcomes for 

participants, particularly for those who experience declining health. Nevertheless, our hope is 

that we will see some improvement in community, life or personal connections, with smaller 

fluctuations on these measures over time, approaching a maintainable equilibrium for persons as 

their support systems becomes more connected, responsive and personalized.  

 

RESULTS - IBC Program 

Reach  

In total, 2,010 residents in Windsor and Essex county participated in public education on 

loneliness and social connection (Table 5). Windsor-Essex has a population of about 400,000. 

The IBC participation target was to educate a minimum of 1,500 individuals over the period 

2018-2020, so this program exceeded its target. The number or participants grew from 36 unique 

participants in 2017 to 635 and 1016 participants in 2018 and 2019, respectively. Due to the 

inability to provide face-to-face programming during COVID-19 in 2020, the number of new 

participants declined to 323. Approximately 85% of participants have been female and 60% were 

seniors. Others engaged are caregivers, adults with disabilities or mental health conditions, 

Canadian newcomers and international university students. The majority of participants reported 

themselves as being in good health, and about 5% were identified through screening as 

experiencing significant physical, mental, or social life challenges. 



February 2021 39 

 

Adoption 

 Since 2017, this program has been offered 379 times, in 147 locations (including virtually), 

providing over 800 hours of public awareness raising and education. IBC workshops were 

offered in a variety of settings, including a scheduled activity in seniors and public housing 

buildings, in community health and wellness centres, as a hospice wellness program, and in 

faith-based communities. One-third of locations offered repeat education workshops.  

 
Table 5.  IBC Adoption Data by Year 
 
Year  Number of sessions Number of locations Hours of education 

provided 
2017 15 4 20 
2018 196 48 500 
2019 133 73 219 
2020  35 22 70 

Total  379 147 809 
 
 

Implementation  

A number of adaptations were made to the program based on community and participant 

feedback.  IBC was originally offered as a 4-session program called “Life and Living Well”, 

which offered the same course overview along with more in-depth education and assistance with 

goal setting and community navigation.  IBC facilitators were part-time employees of WECCC 

whose role on the team was dedicated to running the IBC program.  Ninety-nine percent of all 

IBC workshops were conducted by paid WECCC staff. The IBC facilitator recruited students and 

volunteers to assist at the sessions and supervised their training.  This provided a high degree of 

consistency throughout the program. This program was scaled back in its second year in order to 

improve access and uptake. While the core workshop materials remain the same, the program 
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provides a degree of flexibility to customize delivery based on group preferences (for example, 

reducing the length of the session) and tailoring key messages and follow up based on the unique 

circumstances of each target audience. People who require additional assistance are connected 

with 1:1 support for follow up where needed.   

Qualitative data reveal positive participant and volunteer perspectives of the usefulness of 

the training and education. The training was described as “gold standard” and there were no 

recommendations for improvement expressed by participants:  

The training…was really informative because it gave me a better concept of what the 

program was all about and helping them get more connected, not to get them not 

connected to you, to other help within the community or other people who are similar and 

looking for connection… I want to make sure I focused on them and also the idea that 

you shouldn't be jumping into to help fix things for them, that really the program is about 

helping them make connections to improve their lives…But you have to stand back and 

help them connect to themselves. (IBC participant and volunteer). 

 

Effectiveness 

 Data that capture the quality and effectiveness of the IBC program are routinely collected 

from participants, community partners, students and community volunteers.  

Participant Experience: Workshop Feedback Survey 

 We track two quality measures to assess program quality and effectiveness, namely the 

percentage of positive participant ratings of: 

1. Satisfaction: New knowledge and skills acquired (measured at end of the session) 

2. Relevance of education to participant needs (measured at end of the session) 
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Approximately 1,000 feedback forms were received (50% response rate). Consistently each year, 

85% of participants indicated that the learning was relevant to their needs, important for personal 

learning and were appropriately presented. End of survey qualitative participation responses are 

reported in the following table (Table 6) and support the satisfaction and relevance of the 

educational program content.  

 

Table 6. IBC Satisfaction and Experience Data 

Quality Measure Rating Quotes from Participants  

Satisfaction:  
New knowledge and skills 

95% • “Astonished that loneliness is so bad for us” 
• “I need to be more aware of my neighbours” 
• “I lost my husband 3 months ago; this is the first time I have 

come to anything social; I know I can do this now” 
•  “This has given me a lot to think about” 
• “The interactive session to meet your neighbour – very good” 

Relevance of education 87% • “This presentation was just what I was needing in my life” 
• “Everyone needs to hear this information 

 
 

Qualitative in-depth impact interviews confirm this finding: “I was very impressed with…the 

presentations that…really showed you the benefits of people being connected. The data that they 

showed on what makes people happy was so spot on that you really felt this was definitely 

something that was a huge need.” (IBC participant). The qualitative data also suggest that the 

program is having positive impacts on participant mental health by decreasing social isolation.  

The IBC program processes involve building awareness of the negative health effects of social 

isolation and the intentional and persistent reaching out among members in relational and 

practical support. The following two exemplar quotes support this finding: 

“One of our knitting ladies brought her neighbour and really she was such a depressed 

woman all by herself in her home…She’s got that connected feeling now and she’s even 
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said to me, ‘it just gives me a reason now to get up and get dressed and I’m going out 

[now] two days a week’.” (IBC volunteer). 

“A couple of very isolated people came to an event…and from that, they developed a 

relationship where they look out for each other…I’ve gotten involved in the coaching 

group and I’ve seen the same sort of thing happened where people are connected through 

life experiences...and the [new] friends really sustain them.” (IBC volunteer and 

participant) 

Maintenance  

 Since 2019, 1,945 check-in calls were attempted with 671 direct conversations with 

participants.  At our 6-month check-in calls, about 75% of these respondents indicated that they 

had made changes in their personal lives, and/or they have been more proactive in reaching out 

to others since attending the class, and the same proportion reported making progress in 

achieving goals. 

“What I learned has changed my life. I’m listening to what you told me!” After attending 

an IBC event, this individual indicated that she is volunteering at a local fair because of 

what she learned. (IBC participant) 

 

DISCUSSION 

This paper describes the components of a CCC initiative and preliminary evaluation data on the 

experience and impacts of the initiative. This study fills a gap in the evidence about CCC 

development, progress, evaluation, and opportunities.36 Although the data are pilot in nature, 

these early data show evidence of reach, adoption, effectiveness and potential for growth. We 

also report implementation data and offer strategies that were refined over time.  
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Through iterative stages of development from 2017 to 2020, this compassionate 

community initiative engaged over 2,500 individuals, 65+ organizations and over 400 volunteers.  

The program became more tailored to specific populations over time, adding a public education 

initiative on social isolation and connections in group format, in addition to the initial one-on-

goals support. The CCC program was able to demonstrate positive impacts in terms of engaging 

people who were highly marginalized, isolated and falling through the cracks to assist them to 

overcome practical barriers in their lives that prevented them from connecting with others on 

their own, so that they could access the support of their community. Recognizing that “being 

connected” to others in the community is a catalyst for change in people lives and in the 

community itself, the IBC program’s education and connection opportunity catalyzed further 

social connections. Participants in these sessions both enjoyed the learning opportunity and 

implemented changes in their lives and increased prosocial behaviour. 

The overarching common process across both program interventions is empowerment to 

promote health. Empowerment to promote health was enacted in three sub-processes: 

1. Goal-setting and navigation - Program participants are empowered to identify and set 

personal goals and find authentic and relevant resources to address holistic issues that 

influence their health quality-of-life. 

2. Training and education - the WECCC training program empowers volunteers with 

knowledge of community resources and communication skills training to support 

participant goals and actions; program participants are empowered by public education to 

take action to promote health in self and others. 

3. Giving back - Participants, volunteers, and community partners are empowered to give 

back to others and their community. 
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The emergence of these processes further reinforces what others have found as mechanisms that 

underpin public health approaches to disease and end-of-life care, specifically practical supports, 

personal growth and developing community capacity.21 The findings of this paper also provide 

support concepts of the HICM29, the evolving framework that guided WECCC’s early program 

conceptualization and evaluation. Although WECCC does not focus only on people near the end 

of life, the principles of health promotion, education and empowerment are needed for 

population health and addressing social determinants of health across the lifespan.   

Studies reporting initiatives to improve the Institute for Healthcare Improvement’s Triple 

Aim highlight three key elements for success: creating the right foundation for population 

management, managing services at scale for the population, and establishing a learning system to 

drive and sustain the work over time.37 These elements were intentionally mirrored in the 

development of WECCC. The approach was developed on some of the foundational principles of 

the successful Compassionate Frome Project in Somerset, UK.20,22 Compassionate Frome was 

launched as a means of integrating primary healthcare with a compassionate community 

approach. The two underlying assumptions of the philosophy in Frome were that (1) people have 

the capacity to determine and address their own needs and issues; and (2) communities have rich 

social assets, skills and talents. The WECCC initiative adds a third assumption - Generating and 

sharing data can promote individual, community and population health. To address this, WECCC 

is in the early stages of creating a data platform that houses quality-of-life survey data, linked to 

a dashboard tool for display of real-time monitoring of the population.  

Informed by group level quality-of-life data, people, agencies, volunteers, and 

community partners can then work together to build strong neighbourhoods, where people care 

for and support each other. Individuals identify opportunities and activities they would like to do 
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more and/or skills and talents they would like to exchange with others.  Resident leaders, 

agencies and community partners work together to create these opportunities wherever possible, 

such as hosting a new social activity, or making a new connection with informal resources in the 

surrounding community.  Regular review and discussion of data is intended to make it easier and 

more natural for communities to exchange time and talent, matching peoples’ skills, strengths 

and talents with those in need, and to encourage volunteerism and helping others. In this way, 

program outcomes can be used to reinforce common goals in this program that “span levels of 

influence” across individuals, organizations and the community.38 Health systems routinely 

collect and track data aimed at preventing or responding to diseases and symptoms, injuries, 

deaths, disasters, and some health-related behavioural risks such as smoking, exercise, and 

obesity. Currently however, surveillance data related to social risks are not systematically 

collected and disseminated for actionable responses.39,40 Improved data would lead to better 

understanding of the relationships amongst different social factors, the link to health, well-being 

and mortality outcomes, and the impact of related prevention and harm reduction approaches.41,42  

Next Steps 

WECCC operates as a backbone support agency to support collective community action 

and to build community capacity in areas which are currently under-developed. Both programs 

have significant growth potential. We are interested in building more capacity to serve people 

with mental health needs, especially those also living in poverty, at risk youth, seniors who live 

alone, racialized and marginalized communities, and newcomers and those from diverse 

linguistic back grounds. The addition of new sectors, partners and populations is dynamic and 

continuous. A nurtured partnership with a large provincial organization is enabling us to push 

forward CCC initiatives provincially and nationally. The intention is to support other 
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communities to adapt the WECCC toolkit within their existing resources by re-orienting towards 

surveillance, goal planning for well-being, connecting community members, and monitoring 

progress at a population level. In order for this model to spread, tools are needed to map a 

community’s environment, monitor community perceptions of the model and accelerate and find 

natural leaders. Tools are also needed to evaluate change in the community context, to 

differentiate from other individual focused models. With more time and through enhanced 

information sharing, risk prediction, and integrated decision support systems, we hope to 

demonstrate impacts on the health care system and population health. 

Conclusion 

The initial pilot studies have demonstrated high levels of feasibility and acceptability 

amongst community residents and community partner organizations for this type of over-arching 

community initiative.  This program is part of a long-term effort to promote health through 

connection, reduce unnecessary use of health care resources, and gradually change social and 

cultural norms.29 Further research over a longer timeframe is required to determine whether and 

how this program is able to achieve results in these areas. This developmental phase has allowed 

piloting of how to collect data on meaningful outcomes and illustrated the components of an 

over-arching universal model that can be applied to range of at-risk populations. 
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 Stage 1 (Catalyzing community 

connection) 

Stage 2 (Importance of being 

connected group education) 

 Participants Measures Participants Measures 

Reach Clients 

Volunteers 

No. enrolled 

No. completed 

follow-up 

Clients 

Volunteers 

No. enrolled 

No. completed 

follow-up 

Adoption Organizations No. participating 

Survey - 

experience 

Organizations No. participating 

Implementation  Clients Program 

documentation – 

goals and 

connections 

Clients Survey- 

relevance and 

new knowledge  

Effectiveness Clients 

Volunteers 

Survey –  

Experience 

Change in pre and 

post outcomes 

Qualitative 

interviews – areas 

of impact 

Clients 

 

Survey – 

application of 

new knowledge 

 

Qualitative 

interviews – 

areas of impact 
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Abstract 

Compassionate Communities (CC) offer a population health theory of practice wherein 

citizens are mobilized with health and social care entities to holistically address societal needs. 

The purpose of this applied qualitative study was to describe and interpret stakeholder 

perspectives of a CC intervention for persons experiencing indicators of vulnerability in Windsor 

Ontario, Canada. We collected focus group and interview data from eight clients, three program 

coordinators, three community care stakeholders, and two nursing student volunteers in March 

and June 2018.  An iterative and constant comparative process was applied to data analysis. The 

findings reveal that the program acts as a safety net that supports people who are falling through 

the cracks of the formal care system. The ‘little things’ often had the biggest impact on client 

well-being and local care delivery. The big and little things were achieved by program staff and 

students who took the time needed to advocate for services and resources, while also 

empowering clients to set personal goals for health and make authentic personal and community 

connections.  Student volunteers can benefit from experiencing and responding to the needs of a 

community’s most vulnerable members.  

 
 
Keywords – vulnerable populations, homeless persons, community participation, program 
evaluation, compassionate communities, health services research, qualitative research 
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What is known about the topic: 
 

• Vulnerable people use experience higher rates of homelessness, low income, and social isolation.   
• These individuals tend to only receive a patchwork of specifically mandated health and social 

care services.  
• The cost of health and social care services escalate when vulnerable people are discharged to the 

community without appropriate supports. 
 
What this paper adds: 
 

• Compassionate Communities (CC) can address the holistic, personalized, and client-centred 
needs of people experiencing homelessness and/or low income.  

• Taking time, advocating, and empowering clients through personal goal setting are key processes 
through which communities can enhance the health and social care for its most vulnerable 
citizens.  
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Introduction 
Vulnerable populations experience significant barriers to social, economic, political, and 

environmental resources (National Collaborating Centre for Determinants of Health, 2019; 

World Health Organization, 2014). The result is poorer health. Lacking resources, these persons 

become unable to protect or care for themselves, either permanently or temporarily, often due to 

physical, mental, emotional or other causes (Royal College of Nursing, 2016; Schroeder & 

Gefenas, 2009). While there is debate surrounding the term ‘vulnerability’, its indicators include 

homelessness, low-income, physical or mental frailty, and having a physical or mental disability 

(Royal College of Nursing, 2016; Statistics Canada, 2019). 

Low income is the most significant predictor of experiencing vulnerability (Royal 

College of Nursing, 2016; Statistics Canada, 2019). In Canada, almost one-tenth of the 

population experiences low income (Statistics Canada, 2019). Nearly one in five Canadians who 

rent housing spend more than 50% of their income solely on rent (Gaetz, Dej, Richter, & 

Redman, 2016), putting them at risk of homelessness (Canadian Observatory on Homelessness, 

2019) and hidden homelessness.  One quarter of a million Canadians experience homelessness, 

and every night, 35,000 people sleep in parks and on the streets (Gaetz, Dej, Richter, & Redman, 

2016). These statistics do not include the hidden homeless. The hidden homeless lack permanent 

housing and frequently sleep in their cars or ‘couch-surf’; the latter involves relying on family, 

friends for providing sleeping accommodations (Crawley et al., 2013; Rodrigue, 2016). 

Accordingly, 2.3 million Canadians report experiencing hidden homelessness at some point in 

their lives (Rodrigue, 2016). Regardless of homelessness type, these people experience 

significant challenges in finding a job, living a healthy lifestyle, and maintaining relationships 

with others (Homeless Link, n.d.).  People who experience homelessness are at greater risk for 

acute and chronic illnesses (Canadian Observatory on Homelessness, 2015) and the chance of 
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living until the age of 75 is approximately 32% in males and 60% in females (Hwang, Wilkins, 

Tjepkema, O’Campo, & Dunn, 2009).  

Eliminating health care and social service gaps and reducing barriers to accessing care is 

challenging at the individual, community, and population health levels. In Canada, funding is 

insufficient to address the housing needs of low-income citizens, and there are inadequate 

numbers and availability of shelter beds (Government of Canada, 2019). These people often 

experience stigma and therefore, lack trust in providers when accessing care (Goldbach, Amaro, 

Vega, & Walter, 2015). People who experience indicators of vulnerability may not consider 

themselves vulnerable (Royal College of Nursing, 2016) making identification, engagement, and 

intervention difficult.  

The Compassionate Community Movement 

Compassionate Communities (CCs) are spreading worldwide but are relatively new in 

Canada. The CC movement is a population-based theory of practice that calls on society to 

intentionally contribute to caring for its citizens (Kellehear, 2005), especially those experiencing 

indicators of vulnerability.  In this model, citizens are purposefully mobilized as volunteers with 

health and social care institutions to identify person-centred goals for living well. People are 

connected with community resources and empowered to act on their goals and needs. With 

collective engagement, a CC becomes an interplay of caring actions with and among a 

community, its citizens, and health/social care organizations (Kellehear, 2005).  

In Canada, the CC movement is led by a collective of palliative care stakeholder 

organizations (BC Centre for Palliative Care, n.d.; Hospice Palliative Care Ontario, 2018; 

Pallium Canada, 2019), but the approach is adaptable for people of wide-ranging health needs 

and vulnerabilities. The CC theory of practice can be implemented to best suit a community’s 
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priorities, needs, and resources. When strategically put into practice, CCs can improve the 

quality of life for persons living with precarious health, social and environmental circumstances 

(Pfaff et al., 2019). 

The Windsor-Essex Compassionate Care Community  

The Windsor-Essex Compassionate Care Community (WECCC) is a collective of 

volunteers and 65 health/social care organizations that partner in identifying and reducing the 

unmet needs of persons living with complex health and social issues (Pfaff et al., 2019). Target 

populations include seniors, the frail elderly, people with chronic disease and disabilities, and 

people living in social isolation. WECCC staff and volunteers assist clients to identify their own 

personal needs, goals, and preferred interventions.  

The Vulnerable Persons (VP) Program, a sub-project of the WECCC, was born out of a 

need to provide focused support for people living with low income and housing insecurity in 

Windsor-Essex, Ontario Canada. In collaboration with the regional health authority (Local 

Health Integration Network [LHIN] Home Care Program), Family Services Windsor-Essex, the 

Hospice of Windsor and Essex County, the primary care sector and others, VP program staff and 

volunteers have worked with over 400 individuals to develop goals that address their unmet 

health and social needs. Clients are never discharged, and service level is determined by client 

need. Programming varies from face-to-face intervention with fully integrated health and social 

care supports, to scheduled check-in calls by staff and volunteers for assessing client goal 

achievement and quality of life. This paper reports the qualitative evaluation of WECCC’s VP 

program.  

Materials and Methods 

Design 
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We employed an applied qualitative approach (Thorne, 2016) to describe and interpret 

stakeholder perspectives about the VP program. This approach enabled us to critically examine 

the data to develop a rich understanding of the program’s processes and its potential application 

to other communities and stakeholders. The Research Ethics Board at the University of Windsor 

granted ethical clearance for this evaluation project. 

Sample and recruitment 

We purposefully and conveniently identified individuals who were either recipients of the 

program or actively engaged in program delivery, over the age of 18 and English speaking. 

Participants were recruited by WECCC office staff using a structured script over a four-month 

period of time between March and June 2018. The final sample included 16 program 

stakeholders: three VP coordinators, two community case managers from the regional health 

authority (LHIN), one community program administrator (Family Services), two nursing student 

volunteers who had completed a community clinical experience with the WECCC during their 

nursing degree requirements, and eight VP clients. One of the clients was homeless at the time of 

data collection, the remainder were previously homeless but living in temporary/precarious 

living situations.  

Data collection 

We conducted one focus group with five VP clients and individual telephone 

interviews with three clients who were unable to attend the focus group. A focus group was 

purposefully selected as we sought to gather and validate collective perspectives about the 

program. The focus group took place at the Hospice of Windsor and Essex County and 

transportation to the Hospice was provided. Individual telephone interviews were also 

completed with the VP care coordinators, the community care case managers, the partner 
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program administrator, and the student volunteers. Consent was gathered individually and 

documented for all participants. Focus group participants were reminded that 

confidentiality could not be assured due to the group nature of data collection, but 

participants agreed to not share information provided by others. Examples of interview 

and focus group questions are: “Overall, what has it been like to be involved in the VP 

program?”; “In what ways has the program helped you/your clients?”; “Are there things that 

the program wasn’t or isn’t able to help you/your clients with?” Focus group and interview data 

were digitally audio-recorded and transcribed verbatim by a trained transcriptionist and 

research assistants. Two VP coordinators and three participants agreed to engage in member 

check interviews in which we shared the emerging themes and invited them to confirm, 

disconfirm, and offer further explanations. We confirmed data redundancy for the overall 

themes and therefore ceased data collection. 

Analysis 

We applied Thorne’s (2016) approach to data analysis. A codebook was established to 

support early coding and researcher consistency with coding. New codes were created, and 

others abandoned as data collection and analysis proceeded. Three nursing researchers and a 

research assistant iteratively reviewed the transcripts individually, and as a team. During the 

analysis, we extracted meaningful exemplar quotes to a table and applied a constant comparative 

approach (Glaser & Strauss, 1967) to the procedures. These processes enabled us to compare, re-

organize and revise the data into categories that were later collapsed into emerging themes. 

During this time, we considered a range of possibilities and took great care to avoid premature 

closure (Thorne, 2016). We met weekly in the last three weeks of analysis to agree upon the 
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overall theme and its sub-categories. Decisions were reached by consensus, and the findings 

were unanimously approved by the team. 

Findings 

Vulnerable clients were described (by self and providers) as “invisible” within the 

system.  They were characterized as having “brittle support systems”, being disconnected from 

family, socially isolated, and having “no one looking out for them.” All had complex health 

issues that include, but were not limited to developmental disabilities, anxiety, depression, renal 

failure, immobility, pain. Life challenges that prompted referral to the program included 

homelessness, financial insecurity, elder abuse, bereavement, and caregiver burden. As stated by 

one care coordinator: “Life has kind of dealt them a crappy hand. A lot of times it’s about the 

social determinants of health and some people just aren’t as privileged as others…and there’s 

just not the supports in place, or there are supports but they’re not readily acceptable to people 

and it prevents them from really getting the help that they need…” (VP Coordinator 2). 

The analysis revealed one overarching theme, ‘the little things are big’. The little and big 

things are addressed through three key processes: (1) taking time, (2) advocacy, (3) 

empowerment. The findings provide evidence for how this program demonstrates a return on 

investment for its clients, the community, and the health care system.  

 

The Little Things are Big 

Clients and providers frequently referred to the program’s ability to address ‘the little 

things’ that often go unnoticed at the systems level, but that have a big impact on client health 

and quality of life: “We have fairly large caseloads and we don’t have like the days to spend 

working on the smaller tasks that are big for our patient. Like we put in the care plans, we put in 
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the services for them but...it was the little things, like she [the client] wasn't able to wash her 

hair and her daughter was burning out and didn’t have contact with anyone in the community.” 

(Community case manager)  

The ‘little things’ commonly involved assisting with personal and practical needs 

(personal care, groceries, meal preparation, finances, home maintenance) that kept clients 

healthy, safe, and in some cases prevented them from being evicted and/or being able to remain 

in their homes. “I have a gentleman that I’m working with, he’s got ALS [Amyotrophic Lateral 

Sclerosis] and he needs somebody to go to his house and just help him get his lunch from his 

stove to his table, that’s it. I mean it seems like such a simple thing, but he had a great deal with 

difficultly doing that” (VP care coordinator 1).  Jane, a VP client, shared the following: “He 

helped me with my portable air conditioner, setting it up and so we got it running...I have a 

medical alert button and he  put it all together...and made a phone call that took like an hour 

with these people, but he saved me $300…” 

Social support was perceived as a little but significant thing for clients, staff and students 

“A lot of people think you have to constantly be doing physical things for people or sending 

referrals, but a lot of people just want someone to talk to…especially vulnerable people who 

don’t often get the opportunity to just sit and chat with somebody. It is very beneficial and I love 

seeing people’s lives change, specifically for the better, just through the support that we’re able 

to give them” (VP coordinator 2).  

Some clients received friendly visits from WECCC volunteers and/or were connected 

with WECCC’s community partner programs.  All participants described the importance of 

therapeutic communication and listening skills as being the core component of the program 

intervention. Molly stated: “That was a comfort to me to know that there were individuals 
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concerned with little, old me in the sense that…we all come from different parts of a community 

and they’ve included everybody and that’s a very emotional thing for me to have support from 

people that I don’t even know.” 

Program Processes 

Taking time  

Taking time was a key process that enabled the sub-process of advocacy and 

empowerment: “…when we go to a home, we’re having a conversation with the client at a pace 

that’s appropriate to them with intentions of building a report with client and in doing so, they 

begin opening up about things that they want to work on, difficulties that they’re having that they 

often have not shared with other people...” (VP coordinator 1).  This was echoed by another care 

coordinator: “Most other professionals that go out to people’s homes, they are so focused…that 

it’s a pretty quick conversation. Whereas our conversations are much more open ended…‘so 

what is it that you think you could do? What would you need to improve [your] quality of life?’ 

This is a very big question and is not trying to fit their answer into some predetermined kind of 

things that you can offer. So, it takes time” (VP coordinator, 2). 

Time spent listening and communicating therapeutically was highly valued, whether it 

occurred face-to-face or by telephone  - “I appreciate how they don’t just [say] o.k. here is what 

we talked about last visit and drop a bunch of papers in front of you and you know it’s all curt 

like it is with a lot of offices you know. They take the time to discuss with you between your 

options which ones are best for you…” (Hunch).   

Receiving a monthly check-in call was the most frequently valued intervention reported 

by clients and providers. In some cases, the call filled a gap where other services had run out, 

and it also offers a sense of security and social connectedness:  The client asked me when I talked 
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to him last, ‘Would you be able to call and just check up to make sure I’m doing okay? Can you 

please call me in a month just to check in?’... So, I’ll call again in another month (VP 

coordinator 2). 

Advocacy 

The process of advocacy encompassed activities such as researching programs and 

services, contacting providers and community organizations, and explaining the client’s complex 

health and living situation.  Advocacy work was successful in securing vital care and services, 

such as free and/or affordable transportation for clients, funding for medical equipment, 

prescription medications, assistance with activities of daily living, and temporary housing.   

A community case manager described the following example of advocacy work: 

“I have this mid 70s lady who falls into the category of having a brittle support system, 

had a fire in the summer in her condo, she’s on hemodialysis. She…was missing dialysis 

a lot, was going to the ER with shortness of breath…A constant ride to dialysis was the 

reason she was missing it plus she was suffering some depression… It took a lot of 

coordination, but we were able to get her rides. I was able to get her providers to start 

early, to get her ready for dialysis, get her on and off transport…WECCC dug deeper 

and was able to connect with the social worker and found funding to get this ride and 

now her dialysis times have been changed... The patient is now going to dialysis.” 

Greg shared an example of advocacy when facing homelessness after being discharged following 

a recent hospitalization: “I’ve been [living] with a broken back over 10 years ago when I went 

backwards down the basement stairs…I ended up with a fractured skull and a cerebral 

hemorrhage…He [VP care coordinator] helped me find a place and he booked me in a [rest 
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home] for about nine months…and did some work on getting me an electric scooter….[my] 

mobility is not getting better...”  

Empowerment  

Written goal setting was identified as the key process for client empowerment by six 

clients and all of the other stakeholders: “I think the most important part of it is the establishing 

of SMART [Specific, Measurable, Attainable, Relevant, Time-Bound] 

goals. Those provide direction and they also help actually motivate the clients to achieve the 

goal that they have identified.” (VP coordinator 1).   

Some participants were affirmed by the power of goal setting for clients living in 

precarious life circumstances. Shawn explained: “You would like never put that two and two 

together yourself but to have somebody say to you ‘Yes you know this is something that you can 

do.’ That just makes you feel productive as a person, definitely.” A community program 

administrator shared the following: “One of our clients who is palliative…there’s a persistent 

level of depression…but you know she was still able to make some goals. She was still able 

identify that ‘I would want to do this, this and this’ before it all ends for her.” 

The nursing students validated the value and power of goal setting for empowerment. 

Brianna explained: “You’re asking them ‘what can you do to improve your quality of life?’...and 

it helps people realize, ‘Oh I can change this. I don’t want this to be my life the way it is’ and we 

help with figuring it out…A lot of the time too we would help make goals for the patients and say, 

‘o.k. we’ll do this to help you get to here’ and by the time we called the next week... they’ve done 

it on their own.”  

Making social connections was one of the most identified goals reported by clients and 

staff. “Getting out more is the number one reason people are referred to us, it’s just people are 
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so isolated and so getting out more is one of the biggest goals” (VP Coordinator 2).  Clients 

were empowered to improve their social connections and their personal well-being through 

intentional connections to community activities, such as card groups and yoga. Transportation 

provided by the local hospice enabled attendance. “You know I get to meet people and get out of 

here...with the rheumatoid I wake up with pain every day...my goal is to get back swimming…See 

if that benefits it [the pain]. There’s other things Hospice offers, other programs, ‘Living with 

Chronic Pain’ is one of them” (Greg).   

A few clients were empowered to use their talents to give back to the community. “We 

had one client who was good at knitting or crocheting so we suggested that maybe she find a 

program where she could knit, knit hats for babies... …we did have a few clients who were 

heavily involved in advocacy for low income people as well as homeless people…(nursing 

student volunteer). One participant described how she made woven mats from plastic milk bags 

for people living on the streets, and another participant set up a Facebook group to promote 

social connection and advocacy for the homeless and those at risk for homelessness. 

Impacts and Opportunities 

The qualitative data suggest positive health impacts for clients and benefits for the 

community and the health care system. In most situations, the program serves as a safety net that 

supports people who are falling through the cracks of the formal care system. 

“One of our clients, who had a stroke, she lost function in her right arm and her right 

leg…she was given a manual wheel chair and for two years she lived in an environment 

in which she was literally going in circles right because she didn’t have use in one of her 

arms in order to keep this wheel chair straight and she lived like that for two years! To 

me that sounded like an absolute system failure but one that really could have been 
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avoided had she called the system, called the LHIN, called the doctor, any of these kinds 

of people who would’ve been able to intervene and should have intervened but she 

didn’t…if our clients are receiving monthly check-in calls, something like that will not 

happen.” (VP Coordinator 1) 

All of the clients reported benefits from increased social interaction and a connection 

with their community. The participants described multiple examples of how the program is 

directly reducing use of emergency services, preventing homelessness, improving client safety, 

and in a few cases, averting attempted and completed suicides.  

“One member tried to kill himself…When he was released, he was sent to our program 

through the social worker. He had no other supports just himself and he lives with his 

brother, so we set him up with the crisis number and made a goal for him and his brother 

to be a support system for one another. They get out walking at least once a week and 

they hold each other accountable…He also wanted to work part time…so I gave him a 

number to the unemployment centre in his area, and he reached out to them 

himself…created his own resume, and he actually landed himself a job” (VP coordinator 

3). 

Although long-term community investments are needed, short-term support for securing 

safe housing and preventing homelessness was reported as a positive impact of the program: One 

client with hoarding behaviours described how the program enabled her to avoid eviction by 

negotiating a plan to reduce the clutter: “I had the fire marshal come in here.,,my house was 

ransacked and then I just let it go because I suffer from depression…and alcoholism. She’s (the 

landlord) given me like a week to get one room done and a week to get another room done and 

he’s [the volunteer] helping me out…He’s helped me out, period! (Jane) 



February 2021 66 

All eight clients reported support for managing chronic health issues such as pain, 

anxiety, depression, renal failure, and diabetes. Coordinators were able to assist clients to access 

dialysis appointments, prescription medications, and primary care in cases where clients had no 

family physician. In some situations, the coordinator attended primary care visits to add context 

to the situation. A nursing student volunteer discussed success with helping a client navigate 

management of her chronic pain:  

“I had a patient who was in chronic pain and she had no, she didn’t have a family 

doctor, she didn’t have any management of her pain at all.  She had tried non-

pharmacological things and it wasn’t working, so she was sleeping until 2:00 pm every 

day and then going to bed early cause…she couldn’t function…Her main thing was 

figuring out that pain…she was so socially isolated…because she couldn’t handle it…We 

got her a family doctor. We had VON [Victorian Order of Nurses] connect with her to 

help with pain management and we also signed her up with hospice…so that when she 

had that pain managed then we can work around the social isolation which was getting 

her involved with the wellness program in the community.”  

Sustainability opportunities include technology, funding, and volunteers. Many clients do 

not have internet, electronic devices, and/or are not tech savvy. Permanent funding for program 

coordination and volunteer training will be essential for long-term sustainability. As stated by 

one coordinator: “I think the main resource that we require more than anything is volunteers… I 

think that is the key to it all.  For myself, I am struggling to keep up just because of the kind of 

manpower issue. And the main reason for that…you don’t have a volunteer base big enough in 

order to be able to have that time.”   
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Discussion 

The qualitative findings suggest that the ‘little things’ often had the biggest impact on 

client well-being and on care management. The big and little things were achieved through 

taking time, advocacy and empowerment. In this study, these processes appear to address 

vulnerabilities, such as housing security, physical and mental disabilities and social isolation.   

The Canadian healthcare system remains entrenched in approaches that are largely siloed 

and not coordinated to meaningfully address the things that are most valued by people and that 

contribute to their quality of life. It is overtime for policy experts and the government to 

prioritize an integrated system of health and social care that takes action on the ‘little things’ that 

often have a big impact on health. Food, transportation, safety and social connectedness were 

described by participants as “little”; yet, few would argue that they are basic human needs that 

are essential for health and quality of life and frequently not accessible to those facing 

vulnerabilities (Government of Canada, 2016).  In Canada, there are very few community-based 

programs that provide holistic, and continuous support for people who experience homelessness, 

housing insecurity and low income, and they are often criticized for reinforcing obstacles to 

engagement (Government of Ontario, 2020).  Many programs have criteria that are based on age 

or gender (Ngo et al., 2016; Oelke et al., 2016), chronic and advanced disease (Ellison, White, & 

Chapman, 2011; Izquierdo et al., 2018; Pesut et al., 2018), and/or on addiction or mental health 

interventions (Castillo et al., 2018; Izquierdo et al., 2018; Ngo et al., 2016; Perreault et al., 

2016).  Others focus on interactive educational workshops and are time-limited or transitional 

(Perreault et al., 2016). Program benefits are often not maintained long-term (Castillo et al., 

2018; Izquierdo et al., 2018; Ngo et al., 2016) with clients reverting back to their original 

behaviours or circumstances after support is withdrawn.  



February 2021 68 

Communities as untapped health and social care capital 

Enacting change at the systems level will require reconsideration of funding and service 

delivery, not just a shuffling of deck chairs (Glendinning & Means, 2004) or one-off programs. 

Rather, gaps in equity and access can be overcome by adopting a public health approach that 

seeks to truly understand what is most important to people where they live and engaging people 

and communities to take action (Abel & Clarke, 2020; Kellehear, 2005). The findings of this 

research study suggest that people with vulnerabilities can set and act on their own goals, and 

that taking the necessary time to advocate for resources and tools can address gaps and 

inequities.  Current healthcare systems reward efficiency and larger volumes of clients, 

discouraging providers from taking the needed time to address a person’s holistic care needs. 

Mounting scholarly evidence is showing that caring interactions among persons, families, 

neighbours, healthcare providers and community supports not only enable participatory care 

(Abel & Clarke, 2020), but they improve mortality and overall wellbeing (Abel & Clarke, 2020; 

Holt-Lunstad, Smith, & Layton, 2010).   

In many communities, volunteers are untapped health and social care capital. At the time 

of this study, the VP program had 50 trained volunteers, including students from the nursing, 

social work, and gerontology. Twenty additional volunteers were trained during the first six 

months of the COVID-19 pandemic to provide virtual check-in visits with VP clients.  Because 

negative or inaccurate perceptions of homelessness, poverty and other types of vulnerabilities 

can result in deficit versus strength-based practice that further stigmatize clients (Thomas, Gray, 

& McGinty, 2012), formal training is essential.  VP volunteers are overseen by the VP care 

coordinators and they participate in mandatory and specific volunteer training in areas such as 

diversity, communication, goal-setting, the importance of being socially connected, and self-
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care. Training is also provided in confidentiality, health and safety, maintaining boundaries, 

documentation and reporting. Through this evaluation, we learned that training programs should 

include specific content and tools for responding to the needs of individuals experiencing 

complex mental health concerns. 

This program provides a window through which volunteers can view the realities of those 

experiencing vulnerabilities. Nursing student volunteers reported similar benefits to those 

described by Knecht and Fischer (2015) - shattering their own stereotypes, reciprocal learning 

through relational practice, and developing skills in community advocacy. An added benefit of 

student volunteers is that they are able to take the time to comprehensively assess and address the 

breadth and depth of client needs – time that is not typically available in other clinical learning 

settings (Knecht & Fischer, 2015).   

Tackling social isolation 

According to Thomas, Gray and McGinty (2012) social exclusion negatively affects the 

subjective wellbeing of those who experience homelessness, and interventions that engage 

people in building social connections will improve their quality of life. Therefore, overcoming 

social isolation by expanding social networks is a key focus of the VP program, and its approach 

is informed by evidence (Cattan, White, Bond, & Learmouth, 2005; Dickens, Richards, Greaves, 

& Campbell, 2011; Jopling, 2015). A social network is most simply defined as a network of 

social interactions and personal relationships. The VP program engages high risk individuals as 

active participants rather than passive recipients and empowers their participation in the planning 

and implementation of support. Support is flexible and adaptable to the needs and goals of the 

participants, and it is rooted in both the community and the person’s own social network.  
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An unintended and serendipitous benefit of the focus group was that participants 

identified creative opportunities for supporting the local homeless community and agreed to 

share contact information as a way to stay connected after the study concluded. We are 

developing an artificially intelligent tool that can model a care system as a social network. Our 

goal is to expand the quantity and quality of social interactions in the network by identifying 

socially isolated members and those with weak social links (Moradianzadeh, Zadeh, Kobti, & 

Pfaff, 2018). This may enable communities to facilitate connections for those experiencing 

vulnerability and predict future social needs.  

As stated by Armstrong (2008), “A compassionate city is an uncomfortable city! A city 

that is uncomfortable when anyone is homeless and hungry…” As the socioeconomic 

inequalities in health continue to widen in Canada Shahidi, Parnia, & Siddiqi, 2020), it is time 

for every community to be very uncomfortable – uncomfortable to the point that every citizen is 

treated “as we would wish to be treated” (Armstrong, 2008).  

Limitations   

This WECCC VP program was evaluated through in-depth interview evaluations of 16 key 

stakeholders. We were unable to interview volunteers other than the student volunteers. Future 

studies should assess more stakeholder voices to discover other unknown benefits and additional 

opportunities for improvements and program scale. Longitudinal studies should appraise the 

long-term effectiveness of the program. Larger sample sizes using quantitative or mixed-methods 

designs would further evaluate the objective strengths and improvements of this program.  

Conclusion 

Using a CC approach, health and social care sectors can be mobilized to holistically and 

effectively address needs of society’s most vulnerable. Programs for persons who are 
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experiencing vulnerability should be client versus provider driven and provide relational support 

for combating social isolation. Successful processes of the VP program involve taking time, 

empowering clients to set their own goals based on personal preference and advocating for 

appropriate resources that support holistic health and wellbeing. This collaborative program 

represents a workable solution for preventing and reducing vulnerability: “The best social safety 

net is a compassionate and caring society where everyone is part of the solution” (Government of 

Ontario, 2020).  
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IBC QUALITATIVE INTERVIEWS/ EVALUATION FINDINGS 
 
Background Information 
 
Interviews were conducted with 12 program participants. Of the 12, six had leadership/advisory 
roles in the community organizations/institutions who supported the IBC program. The 
remaining six were program recipients. 
 
Community partners included 4 churches, 2 community centres, 1 seniors’ club and the 
University of Windsor Faculty of Nursing. 
 
A wide range of individuals were educated and connected through the IBC program. They 
included middle-aged adults, community-dwelling seniors, Canadian newcomers, and students.  
Common social isolation challenges reported by the participants were: retirement, relocation, 
death of a spouse, declining health, mental and physical disability, and social fears. All of the 
participants spoke about the challenges of social isolation related to COVID-19. 
 
Successful Processes 
 
The interviews revealed three processes that support IBC program implementation. Two 
processes involve education - volunteer training and community education. The third process is 
formal and informal communication. 
 

Volunteer Training 
 
All six of the interview participants who were in leadership/advisory roles spoke to the 

quality and relevance of the IBC program volunteer training.  The training was described as 
“gold standard” and there were no recommendations for improvement expressed by participants. 
Volunteers most valued learning about the benefits of social connectedness, 
communication/listening skills and conflict resolution.  
 

The training…was really informative because it gave me a better concept of what the 
program was all about and helping them get more connected, not to get them not 
connected to you, to other help within the community or other people who are similar and 
looking for connection… I want to make sure I focused on them and also the idea that 
that you shouldn't be jumping into to help fix things for them, that really the program is 
about helping them make connections to improve their lives…But you have to stand back 
and help them connect to themselves. 

 
 Community Education 
 
 All of the participants spoke about the importance of the community education sessions 
that were given by the IBC training facilitator. They expressed no needed changes to the content 
and format. Participants valued what they learned about the negative health effects of social 
isolation and previously unknown community resources to which they could get connected 
and/or refer others.  
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Some people just weren't aware of other things that were available in the community, for 
instance, lunches, seniors’ lunches, or a visit to one laptop program that was available at 
a church, things like this that were available that they could suggest to people who felt 
isolated. 

 
To promote involvement, the education sessions were often piggy-backed on a community 
organization’s regular programming - community meal programs, group exercise, a card or game 
event. While all participants spoke of the quality and organization of the workshops, they 
emphasized the self-awareness that was generated by these presentations. The education sessions 
motivated many attendees to act on their own social isolation, to connecting others and/or to 
volunteer in the IBC program 
 

I was very impressed with…the presentations that…really showed you the benefits of 
people being connected. The data that they showed on what makes people happy was so 
spot on that that you really felt this was definitely something that was a huge need for... I 
know that it's not not only seniors who are affected…it was interesting to see the young 
people that were drawn into the programs and wanted to volunteer and get people 
connected. And it was nice to see and hear a wide range of people drawn into helping.  

 
Formal and Informal Communication 

 
All 12 interview participants discussed organic and purposeful communication as the 

mechanism for program spread. The majority perceive that the connections occurred a result of 
the awareness generated by the community education. Spread largely occurred through informal 
communication mechanisms such as telephone calls, e-mails, written cards, and in-person 
conversations.  
 

We do use our Facebook, we have a website, but I think word of mouth is more so. I think 
it's the witnessing basically, you know, like the experience of one person shared with 
another.  

 
The main thing is just communication with the phones…and people just contacting each 
other for all our sakes…I talked quite a few people and it's not for a few minutes. It's an 
hour. If they need to talk, I let them go. That's the only way.  
 

Personal invitations to attend activities where people could connect with others was noted to be 
the most effective strategy for connection. 
 

Somebody alongside them has brought them in, you know, being aware of their need. 
‘Come with me to the community center and we'll do this.’ It's just everybody just kind of 
just steps up to the plate to help when anybody hears anything, people just step up to the 
plate and that's just that just happens naturally.  

 
These connections got people engaged in programs (exercise programs, cooking club, 
conversational English programs, Forgotten Harvest) where further relationships were made. 
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These international students that are new to the country didn't know anybody but 
themselves. They stepped up to the plate. And to be honest with you, this group of young 
adults…have been so dedicated and so committed. But they're also forming 
relationships…they've become a team themselves…. So sometimes there's like 15 of them 
show up and if it just brings them together to bag up some groceries or some vegetables 
and then they hang out and socialize together, it's really done wonders for this group of 
15 young people that kind of got to know each other through volunteerism.  

 
Participants with leadership roles in the partner community organizations have insider 
knowledge of the physical and social needs of many members within their organizations. Several 
discussed in detail how they work through the physical and social barriers to participation by 
communicating needs and expectations: “A lot of people have medical problems and can't get 
around. We reach out to them. If they're good, we will make sure that they are there. We do not 
turn away anybody and we work with them. We've got people with Parkinson's, walkers and 
mobility [problems]. We make them feel just as welcome as anybody else.” 
 
During COVID-19, these leaders organized multiple formal communication strategies (telephone 
and e-mail trees, virtual “hubs”) for their members to maintain social connections. There are 
several stories of how these connections highlighted practical needs (shopping, transportation) 
that were addressed by IBC program volunteers or a neighbourhood connection. 
 
Impacts 
 
The data suggest that the IBC has increased awareness of social isolation among its participants, 
has encouraged the development of new social networks, and is supporting the mental health and 
social belongingness of those who are connected. 
 

Individual Awareness 
 

All 12 participants spoke about the program’s success in building personal awareness 
about the negative health effects of social isolation, awareness of the larger WECCC program, 
and supportive programs and resources in their communities. All participants indicated that this 
knowledge motivated them to connect with others. 
 

It helped me because knowing what our community is all about and some of those 
resources that are available to heal and also just generally being more aware on a 
personal level that a disruption in location could do to your mental well-being. It's 
interesting to hear it on a more global level…how it definitely affects people and some of 
the things to offer them in order to help them to make those connections.  

 
So when [the program] first started in the building, I just thought to myself, ‘I don't want 
to be part’, but then it got me thinking, ‘No people. We need each other. We need to get 
out there talking to other people.’ 

 
 Social Engagement 
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 The five community organizational leaders confirmed the increase in connections and 
growth in the size of their organization’s member network. One leader commented, “Now, we 
have probably close to 17 ladies who come in on Tuesday mornings for the knitting group. And it 
just keeps growing.” 
 

Mental Health and Social Belongingness 
 
Participants were invited to share specific stories about how the program had helped them 

and others. Themes of improvements in mental health, general wellbeing, social confidence, and 
belongingness emerged from the data.  
 

One of our knitting ladies has brought her neighbor, and really she was such a depressed 
woman all by herself in her home…her husband has been gone. And she just felt terrible, 
like, really going downhill. And once this lady approached her and invited her to come, I 
can see your face right now the smile on her face and how happy she is...she's got that 
connected feeling now…I think she's even said to me something to the effect like, “oh, it 
just gives me a reason now to get up and get dressed. And I know I'm going out today” 
and that's two days a week, Tuesday morning and Thursday mornings.  

 
Several participants spoke of the reciprocal health benefits that came from helping and 

connecting with others: “It’s quite, quite amazing getting people to come together and come out 
of their house and get together in a little group how that strengthens everybody’s wellbeing.” 
 
Opportunities 
 

Potential for Growth 
 
All participants recognized COVID-19 as a barrier. Opportunities for program growth 

were identified in three areas: (1) volunteer recruitment and training, (2) data collection, and (3) 
enhanced program awareness “we need to get some tangibles out there so that the people know 
that this is real”. 
 
 
One volunteer leader stated the need for support staff and volunteers, and that a paid full-time 
position be funded to generate commitment and consistency with recruitment and programming. 
Most felt that there was capacity in their own organizations to draw even more participants into 
the IBC program.  
 

So here we get 40 to 60 people and they're regular people that show up on Monday night. 
And we talked about offering the Importance of Being Connected to my people that come 
to community meal…because these are environments set up for people that really do need 
these [connections]. They're coming together. They're struggling. 

 
Collecting survey data was noted as a challenge but an area for growth. Timing and trust 
regarding confidentiality were noted by three participants as barriers, particularly for people who 
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are vulnerable. The same volunteer leader who provided the previous quote spoke about the 
importance of having member contact information, particularly during COVID-19: 
 

Out of fear of creating distrust, we didn't collect any of that information for these people 
that are coming every Monday. Now, look where we are. We're in a situation where I 
know there's 40 to 60 people out there that are vulnerable, that are just getting by, that 
depend on community meals. And I have no way of reaching out to them. 

 
Ideas for enhancing program awareness included use of virtual technologies and translating 
resources into other languages. 
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