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Introduction to the Community Advocacy & Legal Centre 
  
 The Community Advocacy & Legal Centre (“CALC”) is a non-profit community legal clinic 
providing free legal services to low-income residents of Hastings, Prince Edward and Lennox & 
Addington counties in Southeastern Ontario. CALC’s catchment area is distributed over 9,000 
km2, encompassing approximately 200,000 people. It encompasses two small urban centres, 
where approximately 47% of the population resides. The remainder of the population is 
considered rural and remote. There are approximately 32,500 low-income residents.  
 
Legal services offered by CALC include information, advice, representation and referrals. Service 
is offered in several areas of law collectively known as poverty law, including income security, 
housing, employment, consumer law and criminal injuries compensation. In 2015, approximately 
1,000 people per month benefited from our help. In addition to providing legal services to 
individual clients, CALC has a strong community presence and provides public legal education 
materials, workshops, and pop-up clinics throughout the year. CALC also engages in systemic 
advocacy and works toward law reform. 
 
 

Introduction to Justice & Health Partnerships 
 

Justice & Health Partnerships (JHPs), also known as Medical Legal Partnerships (MLPs), 
are collaborations between healthcare providers and legal professionals designed to build legal 
awareness and literacy, increase access to legal services, reduce health disparities, and improve 
health outcomes.1  

 
The social determinants of health (SDOH) have been described as the “causes of causes” 

of health.2 Income is one example: poverty has a significant impact on chronic ill-health, with 
evidence that it increases the risk for cardiovascular disease, diabetes, chronic obstructive 
pulmonary disease (COPD), and arthritis. Poverty also increases the risk for mental illness and 
cancer mortality.3 A report released by the Canadian Institute for Health Information in 2015 
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found that “inequalities in access to care and health outcomes persist: in general, richer 
Canadians tend to be healthier and live longer than poorer Canadians”.4 It also notes that: 

 
 

These inequalities are associated with significant costs, both to individuals and to 
society, through direct health care costs and indirect costs such as lost productivity. For 
example, if all Canadians experienced the same low rates of hospitalization for COPD as 
the highest income earners, there would be more than 18,000 fewer hospitalizations a 

year, which translates into $150 million in health-sector spending annually. 
 

Canadian Institute for Health Information, Media Release, “Trends in Income-Related Health 
Inequalities in Canada” (18 November 2015) online: CIHI <https://www.cihi.ca>. 

 
 
Poor quality or unstable housing is another example of health-impacting SDOH, 

contributing to chronic illness, asthma, and stress.5  
 
Aside from being determinants of health, access to income benefits and poor quality 

housing also represent underlying legal problems. For example, in Ontario, landlords have a legal 
obligation to maintain rental units in a good state of repair. Our review of the SDOH reveals that 
many of the SDOH issues that clinicians confront on a daily basis are unresolved legal issues6 
(Appendix 1). 

 
It is clear that the SDOH underlie many health conditions and that patient health could be 

improved by treating the SDOH themselves, but treating the SDOH is often beyond the expertise 
of the most experienced health practitioner. However it lies well within the skill set of Ontario’s 
legal clinics that are mandated to provide free assistance to low income individuals to enforce 
their legal rights, including their rights to safe, properly maintained homes and certain income 
benefits. Engaging legal help to address the SDOH can thereby address the root causes of the 
patient’s ill-health. 

 
JHPs recognize that it can in fact be difficult to treat patients’ health concerns without 

addressing these underlying social conditions that give rise to poor health7 and that many of these 
societal causes of poor health can be remedied with the assistance of legal professionals.8 We know 
that patient health can suffer when legal problems are left unaddressed. By consistently targeting 
problems arising at the interface of the SDOH and clinical practice, patient health can be improved 
and justice effectively served. They provide a special opportunity for interdisciplinary work and 
knowledge transfer. Integrating legal help to the healthcare setting helps to create seamless points 
of access to legal services, promoting the “no wrong door”9 approach to justice and helping patients 
attain better health outcomes. JHPs reap results both for individual patients and in the context of 
systemic advocacy and reform.  
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“Poor people are not just like rich people without money...  Poor people do not lead 
settled lives into which the law seldom intrudes; they are constantly involved with 

the law in its most intrusive forms.  For instance, poor people must go to 
government officials for many of the things which not-poor people get privately…  

Poverty creates an abrasive interface with society:  poor people are always 
bumping into sharp legal things.”  

 

Stephen Wexler, “Practicing Law for Poor People” (1970) 79:6 Yale Law Journal 1049 at 1050. 

Why This, Why Now?  
 

 
 
 
 
 
 
 
 
 
 
While undertaking an analysis of the legal needs of our community and reflecting on our 

past experiences, we began to keenly sense the link between the SDOH, overall health and legal 
well-being. We saw how effective it could be to partner directly with healthcare organizations, 
which were already likely to be well-acquainted with the SDOH issues affecting their patients.  

 
We conducted a literature review and found that JHPs have seen success in the United 

States.10 We spoke with a number of key informants, including JHP researchers in Australia, and 
the legal practitioners involved with the small number of JHP projects in Canada. It became clear 
that a JHP project could benefit CALC, healthcare providers and their patients. We recognize that 
a JHP project may have special value in rural and remote areas where a number of factors 
negatively influence communities’ capacity to access justice and health care. Although residents 
in rural communities have the same range of legal needs as those in metropolitan communities, 
there are often significantly fewer resources in rural areas and they are more difficult to find.  
Access to justice is a hot-button issue right now and our review helped us to understand that 
legal professionals are not alone in considering how the SDOH and lack of accessible legal 
services negatively impact communities.  

 
We found that healthcare providers in our area were enthusiastic about this project and 

eager to participate in its development. This JHP project will give health care providers the tools 
to identify legal needs and refer patients to legal professionals when appropriate. We believe 
JHPs can ameliorate financial and social issues related to unmet legal needs, in turn improving 
health outcomes and overall quality of life among low-income, vulnerable and marginalized 
patients.   

  
We knew that the size of our catchment area, limited resources and potentially large 

number of partners would not be conducive to a JHP model that focused solely on providing a 
lawyer on-site with healthcare providers. We wanted to draw on the existing JHP research and 
resources to craft a JHP project that was suited to our population and geography and that was 
responsive to the needs of the healthcare providers in our area. We hope to demonstrate that a 
JHP model focusing on providing different legal services depending on the nature and needs of 
healthcare professionals can lead to positive changes in patient health and access to justice.  
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We have three bold goals for this project:  
 
 
 

 
 
 
 
 
 
 
 
 

 

Who is Involved?   
 

The following individuals all contributed to the creation of our JHP pilot project by 
generously sharing their time and resources: 
 
Our Steering Committee 
 

 In February 2015 we created a Steering Committee to conceptualize the project and 
determine how to successfully implement a JHP in our community. The Steering 
Committee continues to meet monthly to reflect on the work that has been done, address 
current challenges and determine future steps.  
 

 The Steering Committee is comprised of Lisa Turik (staff lawyer, CALC), Michele Leering 
(Executive Director, CALC), Cathy McCallum (retired public health nurse, management 
position, with longstanding involvement in anti-poverty issues) and Dr. Ken Palmer 
(retired psychologist, Sir James Whitney School for the Deaf).   

 
Our Healthcare Partners 
 

 We have six partners at present: Gateway Community Health Centre, Napanee Area 
Community Health Centre, the Belleville Nurse Practitioner-Led Clinic, Belleville & Quinte 
West Community Health Centre, Belleville Queen’s Family Health Team and the Prince 
Edward Family Health Team. 
 

 We anticipate the addition of three partners in January 2016.  
 

 Improve access to justice for low-income clients, particularly in rural and 
remote areas; 

 

• Support early intervention in and the prevention of escalating legal 
problems, thereby improving clients’ health outcomes; 

 

• Reduce the Ontario Disability Support Program (ODSP) appeals burden by 
20%. Legal clinics and healthcare providers spend an inordinate amount of 
time on ODSP appeals.  A reduction would allow clinic and healthcare 
resources to be redeployed to other areas of need. 
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Our Ontario Colleagues  
 

 Dr. Jim Lavery, Research Scientist and Managing Director of the Centre for Ethical, Social 
& Cultural Risk at the Li Ka Shing Knowledge Institute of St. Michael’s Hospital.  
 

 Lee Ann Chapman, Lawyer, Pro Bono Law Ontario at the Hospital for Sick Children (a free 
legal service for low & moderate income families at the Hospital for Sick Children).   
 

 Johanna MacDonald, Staff Lawyer, ARCH Disability Law Centre. Johanna is also the Health 
Justice Initiative on-site lawyer with the St. Michael’s Hospital Academic Family Health 
Team in Toronto. 
 

 Our legal clinic colleagues, including Halton Community Legal Services, Connecting Ottawa 
and members of the “CHI” - Community of Practice intra-clinic group. 
 

 Dr. Anne Snowdon, Chair, World Health Innovation Network, Odette School of Business, 
University of Windsor, who provided input on the project vision and scalability. 

 

 The Rural and Remote Access to Justice Boldness Project group, who contributed to the 
project framing and provided seed funding for both the project development phase and 
upcoming pilot phase.  

 
Our Australian Colleagues 
 

 Dr. Liz Curran, Senior Lecturer in the Legal Workshop (Masters of Legal Practice including 
the Graduate Diploma) at the Australian National University College of Law, who shared 
recommendations based on her evaluation of Australian JHP models. 
 

 Professor Mary Anne Noone (La Trobe University), Linda Gyorki (Senior Project Manager 
and Lawyer, Inner Melbourne Community Legal) and Peter Noble (Executive Officer, ARC 
Justice).   

 
Queen’s University Faculty of Law 
 

 Professor Erik Knutsen and the late Associate Dean Stan Corbett of the Queen’s Faculty of 
Law, who shared in the supervision of a law student, Brittany Chaput. Brittany completed a 
literature review, created an annotated bibliography and drafted backgrounders (Appendix 
2). 

 
Queen’s University School of Nursing  
 

 Dr. Dana Edge, Cheryl Pulling, Denise Neumann-Fuhr and Allyson Davis, who helped 
connect CALC to the Queen’s School of Nursing and invited us to act as preceptors to 
nursing placement students.  
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 Taavita Hemraj and Christine Helferty, placement students from the School of Nursing. 
They worked with us to conduct an assessment of legal literacy among healthcare 
providers and developed a presentation for healthcare providers on the importance of 
legal care for overall patient health. We anticipate taking on two new students in January 
2016 to continue the work begun by Taavita and Christine.  

The “What” and the “How”  
 
We began by identifying potential healthcare partners and recruiting them to participate 

in a needs assessment. We focused on Family Health Teams (FHTs), Community Health Centres 
(CHCs) and Nurse Practitioner-Led Clinics (NPLCs) because involving them would allow us to 
reach a large number of primary care and allied health providers simultaneously. We initially 
targeted five different FHTs, CHCs and NPLCs serving rural communities and “small urban” 
populations: three in Belleville/Quinte West, one in Lennox & Addington and one in Prince 
Edward County. This number grew as more healthcare providers expressed an interest in our 
project; we were ultimately able to meet with healthcare providers over the entire expanse of 
our catchment area.  

 
We felt it was crucially important to engage health care providers directly in the design, 

implementation and evaluation of the JHP. We aimed to create a truly collaborative model of 
care for our mutual clients. We envisioned a project that would allow healthcare providers and 
legal workers to reach across organizational boundaries and work together as a team to improve 
the lives of our clients, particularly those with complex interconnected legal and non-legal needs. 
We wanted to hear from healthcare providers – i.e., what would they want out of this 
partnership, and how would they model it? We took an informal approach to the needs 
assessment. We met with the management and staff of each healthcare organization to ask what 
they knew about CALC, if they believed our services could benefit their patients and how we 
could fit into their care model as seamlessly as possible.  

  
The needs assessment interviews revealed subtle differences among the healthcare 

organizations and these differences shaped our path. We concluded that we would need to 
develop a model for service integration that was flexible to the specific and often-unique needs 
of each partner. We expected that a JHP project offering a spectrum of services that could be 
tailored to the specific needs of each healthcare organization would be most likely to avoid 
inefficient allocations of resources and dovetail more cleanly with their pre-existing care models. 
We held a community of practice meeting in October 2015 with our partners to further refine the 
project model and plans for evaluation and subsequently began meeting with healthcare 
providers to enter into Memorandums of Understanding (MOUs) that establish the specific terms 
of each partnership. 
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The MOU template (Appendix 3) is designed to allow healthcare partners to select from a 
menu of options for engagement with CALC, ranging from casually to highly integrated with 
CALC’s services. The MOU is customizable for each partner.  

 
The different options for engagement include:  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
Responding to an expressed need for more efficient communication, we also committed 

to maintaining a phone “hotline” for healthcare providers. This allows healthcare providers to 
immediately access a CALC staff lawyer by phone if they have a legal question or have a patient 
with them who would benefit from legal support. We are also developing a web page with 
information and resources specific to the JHP project which will be available to healthcare 
providers as part of Phase II of the project. 

 
 
 
 

 

 The provision of reliable and easily understood legal information and 
resources for waiting rooms. 

 

 Workshops for healthcare staff on why legal care is important to overall 
patient health, and how CALC’s services can help. 

 

 Providing services to patients and staff on-site as part of interdisciplinary 
practice. 

 

 Education sessions for healthcare providers on how to identify and 
appropriately refer patients with legal problems that are negatively 
influencing  health. 
Education sessions for healthcare providers on how to identify and 

 Workshops with tips to effectively complete the complex benefits forms 
healthcare providers often encounter (e.g., Ontario Disability Support 
Program and the Disability Tax Credit). 

 

 Coordinating reviews of live ODSP applications. 
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Where Are We Now – and Into the Immediate Future 
 
Where We Are Now 
 

We have completed Phase I of the JHP project, which was focused on research, planning 
and partner engagement. In this phase, we designed the pilot project, recruited and met with 
local partners, completed MOUs and developed an evaluation framework.  

 
We have already seen positive developments from our work, including an increase in the 

number of healthcare provider referrals and use of the “hotline”.  Healthcare organizations in 
three rural areas (Picton, Marmora, and Tweed) have offered us space within their offices to 
meet clients free of cost. This will allow us to serve clients closer to their homes, work more 
closely with healthcare practitioners and also allow us to re-invest approximately $5,000 per year 
to services in those areas.  
 
The Immediate Future 

 
We are now ready for Phase II of the project, commencing with the launch of the pilot in 

January 2016. The pilot is funded with a small seed grant from the Rural and Remote Access to 
Justice Boldness Project. The pilot will run from January – June 2016. An interim evaluation of the 
pilot will take place July – September 2016.  The evaluation plan is three-pronged:  
 
1. Referrals 
 

We will use the number of referrals and originating location of referrals as a proxy for our 
goal of increasing access to justice. We expect to see an increase in the overall number of 
referrals from healthcare providers.  

 
We will also evaluate the type of referrals we receive and the point in the legal process 

we receive the referral (i.e., early, mid, or at crisis), to assess whether we are achieving our goal 
of supporting early intervention.  

 
As the primary means of increasing referrals is providing education to healthcare 

providers on the importance of legal care, we will also be evaluating the effectiveness of our 
education sessions. We will review the number of workshops held, the number of healthcare 
providers who attend and collect feedback on the workshops. 

 
2. Self-Efficacy & Perceived Benefits of the JHP Project 
 

Provider self-efficacy, participation in legal awareness education and knowledge gains are 
some of the measures of success in other JHP settings. We expect to see improved self-efficacy 
and knowledge translation measures among healthcare providers in identifying and referring 
patients who need legal help. We also expect there to be strong perceived benefits to the JHP 
project. We have a multi-part approach to measuring self-efficacy and perceived benefits: 
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a) We have developed a self-efficacy survey to be completed by all healthcare providers 

(Appendix 4). The surveys will be administered at the outset of the pilot, after any 
workshops or education sessions and at the completion of the pilot.  
 

b) We plan to conduct qualitative interviews with healthcare providers.  
 

c) We plan to survey primary care providers who work with us on Ontario Disability Support 
Program denials – asking if they see value in the JHP project and if they believe their 
patients benefited from the legal assistance provided.  

 
3. Ontario Disability Support Program (ODSP) Appeals 
 

Through collaboration on initial ODSP applications and ODSP forms workshops we expect 
to see a 10% drop in requests for medical information to support ODSP appeals among our 
partners by June 2017. We expect to see a 20% drop in ODSP appeals among our partners by 
June 2019.This will free up significant staff time and allow resources to be re-deployed to other 
client and patient services  

And Beyond?   
 

During Phase III of the project we will continue the pilot for an additional six months 
(October 2016 – March 2017) and then conduct a final evaluation (April – June 2017).   

 
We also see tremendous possibility to scale this project within our region:  
 

 By recruiting family doctors operating outside of CHCs, FHTs and NPLCs; 

 By integrating with allied health professionals, including mental health organizations, 
the health units and pharmacies; 

 By engaging directly with hospitals. 
 

Finally, this project has the potential to be scaled province-wide, creating a deep level of 
systemic impact for low-income residents across Ontario. We are optimistic that this project will 
enhance our ability to detect and address patterns in the legal issues impacting population 
health, especially in rural areas. Interest has already been expressed within the Eastern Region, 
and we anticipate beginning to scale the project there as part of Legal Aid Ontario’s Eastern 
Region Clinic Transformation Project. We hope to recruit other regions.  
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 We firmly believe this project has the potential to transform the way 
healthcare providers and legal clinics work together to improve 

patient well-being, particularly in rural areas. 

Lessons Learned 
 

The referral process needs to be obstacle-free. To get engagement from healthcare 
practitioners, we learned it is important to make the referral process as quick and efficient as 
possible. We implemented the service provider “hotline” to address this. At the request of our 
healthcare partners, we also developed a referral form they can embed in their Electronic 
Medical Record (EMR) (Appendix 6). Ease of completion is an incentive for healthcare providers. 
It is also an incentive for patients: by putting the onus on CALC to initiate contact, we expect this 
form will assist us to reach individuals who may otherwise slip through the cracks.  

 
Healthcare providers want feedback on their referrals. Typically when patients are referred to 
legal services the healthcare provider is not informed of the outcome. Healthcare providers have 
told us that knowing the outcome of a referral could help to better understand the value of legal 
care. Commencing January 2016, we will begin sending reports back to primary care providers 
who complete medical requests related to ODSP denials (Appendix 7). The report will outline the 
outcome of the appeal. If the patient was successful, the report will state the benefit to their 
patient. If the patient lost, the report will include the recommendations we provided to their 
patient regarding a re-application.  We will also provide feedback on some summary advice 
matters provided client consent is obtained.  

 
Healthcare providers know the SDOH are critically important, and want to address them – but 
no one explains how. We heard this time and time again. Healthcare providers implicitly and 
intuitively understand the importance of the SDOH to overall patient health, but do not know 
what to do if a problem is identified; and not having any information to offer patients becomes a 
major obstacle to assessing the SDOH. Taavita Hemraj and Christine Helferty, our placement 
nursing students, put it as follows:  

 
“We have learned a lot about assessing for the social determinants of health and we 

understand how these determinants influence the health of our patients, but we 
often do not know how to address these determinants as health care providers. 
Sometimes it seems better not to ask about income, living conditions, and other 

social determinants if you have no way to improve the patient's situation”. 

 
Once legal services are offered as a solution to the SDOH problem, healthcare providers 

immediately grasp the value of legal care. Healthcare providers have frequently stated they have 
one or more patients who could benefit from our services, and have asked for referral materials. 
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Appendices 

1.  Legal Issues & Social Determinants of Health Chart  
 

Issue Related Social 
Determinants 

Legal Help 
Interventions 

Impact on 
Health / 

Health Care 

 
Tenant Rights 

 

 
 

 
Housing  
Disability  
Early Life 
Food insecurity  
Gender  
Race 
 

 
Evictions  
Repairs 
Pests 
Privacy  
Harassment 
Discrimination 
Utility bills /rent  
Vital services (heat)   
Lease breaking 
 

 
Stable, healthy, decent 
housing → less stress 
→ compliance with 
treatment plans 
 
 
 

 
Income Security 

 

 
 

 
Income  
Income distribution  
Disability  
Early life  
Food insecurity  
Health services  
Social exclusion  
 

 
ODSP, CPP-D denials 
OW denials  
OW/ODSP “on hold”  
Overpayments 
OW/ODSP benefits   
EI issues  
WSIB issues  

 
Higher income means 
less trade-offs between 
food, a roof, heat, and 
healthcare. 
 
A stable income means 
less stress, better 
management of chronic 
illness, better health 
outcomes for children  

 
Employment, 

Working 
Conditions, 
Education 

 

 

 
Unemployment  
Job Security 
Working Conditions 
Education  
Health services  
Gender  
Race 

 
Unpaid wages 
Reduced hours 
Lay-offs 
Wrongful termination 
Unsafe work  
Harassment 
Discrimination  
Suspensions/expulsions 
Special education  

 
Education is a predictor 
of adult health  
 
Health insurance linked 
to employment 
 
Safer work → fewer 
injuries, health issues  

*adapted from chart created by National Center for Medical-Legal Partnership 
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2.  Backgrounder 
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3.  MOU  
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4.  Self-Efficacy Survey 
 

CALC Rural Justice & Health Partnerships Project 
Self-Efficacy Survey for Health Professionals  
 
Date: 
 

1. Health care agency: 

 
2. Do you identify as: 

 Primary care provider 

 Allied care provider 

 Other member of the healthcare team  

 

Please assist us with program improvement by circling the number on the scale which best indicates your 
response to the statements below. Thank you for your feedback. 

 
1 = strongly disagree   2 = disagree   3 = neutral   4 = agree   5 = strongly agree 

 
 1 2 3 4 5 
3.  I am aware of the Community Advocacy & Legal Centre (CALC) 
 

     

4. I am aware of the services offered by CALC 
 

     

5. An important part of my role is to identify social, economic or legal issues 
that impact on patients’ health and well-being. 
 

     

6. I feel confident that I have the knowledge and skills to identify legal issues 
experienced by patients. 
 

     

7. I understand how to refer a patient for free or subsidized legal assistance. 
 

     

8.  Legal care is important when it comes to improving health outcomes. 
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5.  Project Timeline  
 
 
Rural Justice & Health Partnerships Project Timeline 

2015 2016 2017 

Apr – Dec 
Phase I 

Jan – June 
Phase II 
(pilot) 

July – Sept 
Phase II 

(evaluation) 

Oct 2016 – Mar 2017 
Phase III 

(pilot) 

Apr – June 
Phase III 

(evaluation) 

 
Project 
development 
 
Partner 
engagement 
 
Preparation for 
Phase II rollout 
  
Phase I Interim 
report 
 
 
 
 
 

 
Phase II rollout 
 
 
 

 
Phase II 
evaluation 
 
Continuation of 
status quo 
w/partners 
pending 
evaluation – 
changes 
implemented as 
needed during 
this period 
 
Phase II Interim 
report  

 
Phase III rollout  
 
 
 

 
Phase III evaluation 
 
Continuation of 
status quo 
w/partners pending 
evaluation – changes 
implemented as 
needed during this 
period 
 
Phase III Final Report  
 
Publication of 
findings 
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6.  EMR Referral tool  
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7.  Report Back template 
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