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Welcome and Introduction
Ashnoor Rahim, VP, Community Care Unit, 

WoodGreen Community Services

CNAP Executive Lead
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Overview 

ÅCNAP was created in 2008 as a network of over 30 CSS agencies

Å/b!tΩǎ ƳŀƴŘŀǘŜ ƛǎ ǘƻ ǿƻǊƪ collaboratively to improve access and coordination of support services 
and improve system outcomes

ÅLƴ нлмм /b!t ƭŀǳƴŎƘŜŘ ǘƘŜ άIǳōέ ƛƴǘŜƎǊŀǘŜŘ ƛƴǘŀƪŜ ŀƴŘ ǊŜŦŜǊǊŀƭ ǇǊƻŎŜǎǎΥ

ÅSupported by RM&R (Resource Matching & Referral) 

Å In 2013 the Hub co-located with Toronto Central LHIN (formerly CCAC)

Å In 2017, membership to the CNAP network was expanded to all CSS agencies in the TC LHIN
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CNAP Initiatives Highlights
2011/12

CNAP launched integrated 
intake and referral process 
supported by RM&R

Adult Day Program and 
enhanced ADP service 
standards developed with 
recommendations on issues 
such as:
Å Criteria for determining 

client qualification for ADP 
referral

Å Standards for staff skills and 
CCAC collaboration

2012/13

CNAP-CCACCollaborative 
Care Service Standards 
and Practice Guidelines 
completed:

Å Focus on ICCP and 
complex older adults

Å Joint visits and care 
planning

Å Standardized assessments
Å Joint monitoring and 

transfers

2013/14

Collaborative Care Service 
Standards and Practice 
Guidelines knowledge 
transfer

CNAP Client Experience Survey 
Pilot Phase
Å Nine participating agencies
Å Created standardized client 

experience tool
Å ADP/eADP clients with 

focus on rolling out to 
Supportive Housing
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CNAP Initiatives Highlights
2014/15

CNAP Client Experience 
Survey Phase 2

Å 11 agencies and 764 
surveys filled out

Å Results pointed to need for 
better communication and 
more consistency in basket 
of services

Community Agency 
Notification (CAN) Program 
Resources developed and 
shared 

2015/16

CNAP-CCAC Integrated 
Access Hub model
developed

Å άhƴŜ bǳƳōŜǊέ ƳƻŘŜƭ
Å Leveraged existing 

infrastructure of CNAP, 
CCAC, and Seniors Crisis 
Service Initiative

Å Warm transitions for 
seniors, caregivers, and 
service providers

Å Reduces duplication and 
uses standardized 
intake/referral tools

2016/17 and   2017/18

CNAP Working Groups

Å Recommendations on 
tracking repeat hospital use 
by case management clients

Å Recommendations for CAN 
Implementation across CSS 
sector

Å Current state assessment of 
ADP programs and 
recommendations of next 
steps for standardization
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Looking Ahead to 2018/19

Å/ƻƴǘƛƴǳƛƴƎ ƻǳǊ ǎǳǇǇƻǊǘ ŦƻǊ ǘƘŜ ¢/ [ILbΩǎ LƴǘŜƎǊŀǘŜŘ /ƻƳƳǳƴƛǘȅ /ŀǊŜ όL//ύ 
project

ÅInforming working groups and strategy development for the ICC Action Areas

Å{ǳǇǇƻǊǘƛƴƎ ŎǊŜŀǘƛƻƴ ƻŦ άhƴŜ bǳƳōŜǊ aƻŘŜƭέ ŦƻǊ ŀŎŎŜǎǎ ǘƻ ǎŜƴƛƻǊǎ 
community support services and mental health services
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Through sub-regional planning identify how providers will collaborate to address 

health gaps, and improve patient experience and outcomes

Improving the patient experience by partnering with patients in health care 

planning and by delivering care that reflects the patient voice and is responsive 

to patients' needs, values and preferences.

Breaking down the silos between our health care sectors and providers to 

ensure seamless transitions for patients, and to ensure that providers work 

together and in collaboration with patients to deliver the best possible care.

Supporting innovation by delivering new models of care and digital solutions to 

make accessing care easier for patients and more efficient for health care 

providers.

Work towards improving transitions for patients between different health 

sectors and providersso that patients receive seamless, coordinated care and 

only need to tell their story once.

Support patients and families by implementing initiatives that reduce caregiver 

distress.

Defining the Path Forward
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From One Community to Integrated Community Care 

9

Vone integrated system (community support services, home care, community mental 

health, and community addictions)

Vsupported by LHIN-wide infrastructure

Vimplemented within sub-regions



LHINs have the 

experience, 

authority,

relationships,

and the people 
to integrate the 

health care 

system



Teams of providers or networks of care 

being accountable to the LHIN

Acontinuum of health care including 

prevention and wellness

A focus on all individuals within the LHIN 

with equity at the centre

Individual providers being 

accountable to the LHIN é 

Focused on elements or units of 

care é 

For individuals that are seeking 

health care é 

Beginning by shifting the 

current state from é 

éto a future state 

with é  

How would we begin to design an integrated health system for 
citizens?

Separate systems of care 

influencing social determinants of 

health é 

Alignment between health and 

social care
11



Advancing Integrated Home and Community Care 
Å 4 sectors (Home Care, CSS, CMH&A) ŸOne Integrated Community System for 

Clients, Families, Communities, and Providers

Å Simplified access, easy navigation/coordination, common 

tools/assessment, connectivity for one care plan, improved capacity/flow, 

common service standards

Å Ongoing engagement with experts to define priorities to advance through our 

Strategic Plan (2018-2022) 

Å Role, value, and continuum of care coordination / navigation

Å Delivery in an urban environment (density as a strength); neighbourhood care

Å Maximizing our new LHIN role; One number to call

Å Enhanced relationship with primary care

Å Enhanced mental health (youth, seniors, gen pop)

Å Clinical best practice / pathways 

Å Enabling self-directed care; enabling self-management

Å Cross LHIN opportunities 

Å Leadership in home and community research 12



Thank you 
Tess Romain

VP, Health System Strategy, Planning & Integration

tess.romain@tc.lhins.on.ca
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Case Management in the 
Community Support Sector 

Ashnoor Rahim, VP, Community Care Unit, 
WoodGreen Community Services

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Project Team

Family Service Toronto Hospice Toronto 
LOFT Community Services Philip Aziz Centre for Hospice Care 
SPRINT Senior Care Reconnect 
West Neighbourhood House West Toronto Support Services 
WoodGreen Community Services 

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Project Overview

In 2016, a CNAP working group was formed to provide recommendations on 
related to M-SAA specific obligation on case management:

ά!ƭƭ I{tǎ ŀǇǇǊƻǾŜŘ ǘƻ ŘŜƭƛǾŜǊ /ŀǎŜ aŀƴŀƎŜƳŜƴǘ ǎŜǊǾƛŎŜǎ ǿƛƭƭ ŎƻƳƳƛǘ ǘƻ 
collecting the following information with the intention of establishing a baseline 
in 2016/17 against which future reports and indicators will be measured: 

ÅRecord the number of client visits to hospital emergency departments, and 
admission to hospital. 

ÅRecord the number of repeat client visits and re-admissions to hospital that 
ƻŎŎǳǊ ǿƛǘƘƛƴ ол Řŀȅǎ ƻŦ ŀ ǇǊŜǾƛƻǳǎ Ǿƛǎƛǘ ƻǊ ŀŘƳƛǎǎƛƻƴΦέ 

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Mandate

ά¢ƻ provide recommendations that would support consistent and accurate 
data capture related to clients enrolled in case management and to help 
inform future MLAA performance targetsΦέ

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Process Summary

Current State Analysis ςά²Ƙŀǘ ŘƻŜǎ ŜŦŦŜŎǘƛǾŜ ŎŀǎŜ ƳŀƴŀƎŜƳŜƴǘ ƭƻƻƪ ƭƛƪŜ ƛƴ 
ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǎŜŎǘƻǊΚέ

ÅReview of previous Assisted Living working group findings

ÅReview of team-based case management model

ÅSummary of community sector case management activities

ÅSummary analysis of sector InterRAIdata

ÅCollection of client case studies

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Key Findings 

ÅHighlight impact of team-based case management models in the community

ÅIntegrated Client Care Palliative Program: 
ÅPhilip Aziz Centre for Hospice Care 
ÅHospice Toronto

ÅHome at Last Program: 
ÅWest NeighbourhoodHouse

CNAP 2018 Network Meeting Case Management Working Group Project Update

This program greatly impacts patient safety, 
continuity of care and bed flow management. This 
is one of a handful of programs that I truly cannot 
imagine what would happen if it did not exist. It is 

vital to the safe discharge of our patients. -
Hospital staff on Home at Last
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Key Findings 

ÅDeveloped common case management practice considerations

ÅCompiled list of programs where case management is delivered

ÅRecommended next steps for standardizing case management Functional 
Centre reporting practices

ÅRecommended next steps for centralizing reporting of hospitalizations for case 
management clients using Community Business Intelligence (CBI)

CNAP 2018 Network Meeting Case Management Working Group Project Update
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Thank You to the Project Team

Belinda Marchese, Hospice Toronto (Co-Chair)
Ashnoor Rahim, WoodGreen (Co-Chair)
Valerie Arseneau, WoodGreen
LorelyAngcos-Garcia, Philip Aziz Centre for 
Hospice Care
Thom Burger, West Toronto Support Services
Julia Chao, WoodGreen Community Services
Evelyn Cheung, Hospice Toronto
Sujata Ganguli, Reconnect 
Leigh Judson, St. Clair West Services for Seniors

Stacy Landau, SPRINT Senior Care
Lisa Manuel, Family Service Toronto
Dena Maule, Hospice Toronto
Dorota Milaszewski, LOFT Community Services
NarainMotwani, St. Clair West Services for Seniors
Isabel Palmar, West NeighbourhoodHouse
RauniSalminen, Philip Aziz Centre for Hospice Care
Paula Scott, SPRINT Senior Care
Lena Soje, Philip Aziz Centre for Hospice Care
Debra Walko, LOFT Community Services

CNAP 2018 Network Meeting Case Management Working Group Project Update
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For more information, please contact: 

Ashnoor Rahim, VP, Community Care Unit, 
WoodGreen Community Services

arahim@woodgreen.org

The final Report and Recommendations on Case Management 
in the Community Sector is available on the CNAP website under 

Member Resources 

CNAP 2018 Network Meeting Adult Day Program Working Group Project Update

mailto:arahim@woodgreen.org
http://4seniors.org/Portals/0/Resources/2016 Report and Recommendations on Case Management in the CSS Sector.pdf?ver=2017-05-01-090247-853


Community Agency Notification 
(CAN) Program

John Klich, Superintendent, Communications, 
Toronto Paramedic Services

Debra Walko, Senior Director, Complex Care and Seniors, 
LOFT Community Services

CNAP 2018 Network Meeting CAN Working Group Project Update



Community Agency Notification (CAN) Program

Client: 
Receives faster care 

from agency

TPS: 
Able to advocate for 

high users

Agency: 
Real time client 

health information 

TC LHIN: 
Birds-eye view of 
system pressures

Program 
Benefits
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CAN Partner Agencies
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2017 CAN Client Distribution
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Number of Clients with Single or Multiple Alerts



Project Overview

The 2016 CNAP CAN Implementation Advisory Council was formed in 
response to Toronto Central LHIN M-SAA Specific Obligation:

ά!ƭƭ /ƻƳƳǳƴƛǘȅ {ǳǇǇƻǊǘ {ŜǊǾƛŎŜǎ I{tǎ ǿƛƭƭ ǊŜƎƛǎǘŜǊ ǘƘŜƛǊ moderate and
high needsclients receiving LHIN funded services, using the RAI Tool or 
Health Links criteria, to the Community Agency Notification. Services 
include eADP, Attendant Outreach Programs, Supportive Housing services, 
Assisted Living Services for High Risk Seniors and Right Place of Care 
tǊƻƎǊŀƳΦέ
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Mandate

To provide recommendations on implementation of M-SAA specific 
obligation and identify project requirements and scope for CAN 
implementation across the community sector.

Thank You to the Project Team
ÅJohn Klich, Toronto Paramedic Services (Co-Chair)
ÅDebra Walko, LOFT (Co-Chair)
ÅValerie Arseneau, WoodGreen
ÅMohamed Badsha, Reconnect Community Health Services
ÅAleemBhanji, West Toronto Sub-region LHIN Lead
ÅMary Eastwood, Primary Care Mid East Sub-wŜƎƛƻƴ aŀƴŀƎŜǊΣ {ǘ aƛŎƘŀŜƭΩǎ Hospital
ÅLeigh Judson, St. Clair West Services for Seniors
ÅAshnoor Rahim, WoodGreen
ÅLisa Weekes, Sprint Senior Care
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Key Findings

ÅDeveloped process for automatic notification to primary care provider, 
as well as partner agency

ÅRecommended use of existing tools to identify high priority clients for 
CAN enrollment

ÅLŘŜƴǘƛŦƛŜŘ ƭƛǎǘ ƻŦ άǊƛǎƪ ŎǊƛǘŜǊƛŀέ ŦƻǊ фмм Ŏŀƭƭǎ ŀƴŘ 95 ǘǊŀƴǎǇƻǊǘ ōŀǎŜŘ ƻƴ 
analysis of InterRAICHA/Screener data

ÅRecommended evidence-based best practice for next business day 
follow-up by partner agencies
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For more information or to enroll your organization in the 
CAN program, please contact: 

John Klich, Superintendent, Communications

Toronto Paramedic Services

john.klich@toronto.ca

Debra Walko, Senior Director, Complex Care and Seniors, 
LOFT Community Services

DWalko@loftcs.org

The final Report and Recommendations on CAN Implementation in the 
CSS Sectoris available on the CNAP website under Member Resources

CNAP 2018 Network Meeting CAN Working Group Project Update

mailto:john.klich@toronto.ca
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http://4seniors.org/Portals/0/Resources/2016 Report and Recommendations on CAN Implementation in the CSS Sector.pdf?ver=2017-05-01-090819-860


Adult Day Program and 
Enhanced Adult Day Program

Sujata Ganguli, Senior Director of Community Services
Reconnect Community Health Services
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Project Overview

ÅIn 2017, a CNAP working group was formed to lead a community-driven 
standardization initiative 

Å23 funded Adult Day Programs and Enhanced Adult Day Programs in Toronto Central 
LHIN

ÅCNAP mandate is to identify opportunities for standardization and quality 
improvement in CSS sector

ÅADP is critical on the patient/caregiver continuum and Enhanced ADP is a specialized 
service

CNAP 2018 Network Meeting Adult Day Program Working Group Project Update



Thank You to the Project Team

Beatrise Edelstein, Baycrest(Co-Chair)
Sujata Ganguli, Reconnect (Co-Chair)
Elizabeth Davison, Providence Healthcare
Barbara Ceccarelli, Les Centres5Ω!ŎŎǳŜƛƭHéritage
Isabel Palmar, West NeighbourhoodHouse
Stacy Landau, SPRINT Senior Care 
Monita O'Connor, Storefront Humber 
Annabelle Bryden, WoodGreen Community Services

Mandate

To conduct a current state assessment of ADP and Enhanced ADP programs in the TC 
LHIN and to put forward recommendations for future standardizations. 
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Process Summary

ÅDistributed survey to 23 agencies in July 2017

ÅAgencies included were funded to provide ADP and/or EADP, including community, 
hospital and City of Toronto

ÅReceived 22 responses from community and hospitals (City of Toronto LTC did not 
participate)

ÅContacted agencies in Sept 2017 to validate responses if there was any outlier data

ÅSynthesized data to produce current state assessment
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Locations of HSPs


