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Nav-CARE Manuals
 



This  manual is designed for organizations who are considering implementing
a Nav-CARE program. 

The purpose of this manual is to help you consider whether Nav-CARE is a
good fit for your organization.
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Help to improve the quality of life of persons living with declining health or frailty by
supporting their connection to people and resources. 

Receive competency-based training in which they learn how to develop helping relationships,
address quality of life concerns, advocate for client and family needs, facilitate community
connections, promote active engagement, and support virtual navigation.

Work with persons in the home in an ongoing relationship. They become special friends who
help to navigate persons through the quality of life issues that accompany declining health.

Implemented through community-based organizations with trained volunteers.

An evidence-based intervention that was developed through many years of research in
communities across Canada.

Nav-CARE Volunteers: 

Nav-CARE is:

Nav-CARE was designed to build upon and expand the scope of hospice volunteers and is
implemented through community-based hospice societies. It may also be implemented through
other community-based programs that train volunteers.

More information about Nav-CARE and its development can be found
on our website, www.nav-care.ca, or by clicking the video icon.

nav-care.ca2

Nav-CARE is a volunteer service designed to help persons
living with declining health to live better. 

https://nav-care.ca/
https://youtu.be/rCU17mjdR5k


Is Nav-CARE a good fit with your organizational
strategic plan? 

Is your organization ready for Nav-CARE?
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The decision to implement Nav-CARE requires careful thought and
planning. 

We have learned that prior to implementing a Nav-CARE program it is important to
consider the following 5 questions.

Do you have capacity to start and sustain a 
Nav-CARE program?

Are there persons in your community who need Nav-CARE?

Can you find a volunteer coordinator to champion the
program?

Can Nav-CARE be sustained over time? 



Implements a palliative approach to care in which persons are supported early in their palliative
journey.

Supports a compassionate community approach to palliative care through a greater level of
community involvement. 

Optimizes the essential work of volunteers in palliative care.

Educates the public about palliative care.

Reaches a variety of persons with palliative needs including those living with non-cancer
diseases such as heart failure, frailty, or dementia.

Complements international movements designed to alleviate loneliness and provide social
support for older persons.

There are many benefits to implementing a Nav-CARE program. One of the most significant benefits
is that it can align your services with the needs identified by leaders in palliative care in Canada. 
 
For example, Nav-CARE:

 

 
If these are part of your strategic plan, then Nav-CARE might assist you in
realizing your goals.

nav-care.ca4

Is Nav-CARE a good fit with your organizational
strategic plan? 



Volunteers
Do you have a sufficient number of volunteers to support the program without depleting
your current pool of volunteers? 

Do these volunteers want to work in the community with clients over the long term? 

There are 3 factors to consider in relation to your
organizational capacity. 
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Do you have capacity to start and sustain a 
Nav-CARE program?

Organizational Stability 

Do you have experienced leadership? We have learned that it is important for the program to
have stable leadership to champion the program, particularly during the implementation phase. 

Are there other issues that are creating instability in your organization? Even though all
organizations experience the rapid changes that characterize our society, there are moments
when these changes leave limited resources for new initiatives such as Nav-CARE.

Organizational Programming 
Are you implementing other programs at the same time that are requiring significant
resources? We have learned that unless you have robust organizational capacity it may be wiser
to implement these programs in a phased approach. 

How many programs do you have running and how are they influencing your resources?
Initially, Nav-CARE requires dedicated resources. It is important to ensure that you have these
during that critical implementation phase.



The perception of hospice or palliative care as a service only for those who are dying.
Fears of getting more clients than the organization could accommodate.
Similar services operating in the community resulted in competition for clients.
Healthcare providers who were too busy to identify and refer clients needing assistance.
Inability to reach clients who were isolated. 
Changes in the organization of healthcare that disrupted palliative networks and relationships. 

We all know of persons living in our community who could benefit from the support that Nav-CARE
provides. However, getting services to those individuals can be difficult for any number of reasons.
Common barriers in our studies were:
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As part of your planning for Nav-CARE it is important to identify the
group of persons you seek to serve and scan your community to see
what other services exist.

Persons who could benefit from a palliative approach to care and are not currently
receiving it. You may want to connect with clients early in the palliative journey, but it is
possible that there are already many other organizations that serve those persons. 

Persons living in long term care or assisted living 

Think about persons and families; family members also have many unmet needs both before and after
death. 

Here are a number of groups to think about as you plan.
 

These persons are experiencing declining health. Even though they are under the care of staff,
they often have many social support and engagement needs, particularly if there are no family
members who regularly visit.

Are there persons in your community who need Nav-CARE?



Persons who are recently bereaved

Persons who are isolated in the home 

Persons who do not typically get the benefits of a palliative approach to care

Persons attached to a multi-disciplinary chronic illness team

Persons living in remote locations

Bereavement is a critical transition time. New skills have to be learned, new social relationships
are formed, and new daily routines must be developed. The risk of depression and disengagement
during this time is high. Therefore, this population could benefit from Nav-CARE because they
are at risk for declining health. Some of our most gratifying stories from Nav-CARE come from
bereaved persons who, with the help of a volunteer, could re-enter life in new ways and feel
productive again. 

One of our study sites implemented Nav-CARE alongside a grocery delivery service. The
volunteers who delivered the groceries took the Nav-CARE training and developed new
dimensions of the relationship with their clients. You may want to think about developing a
partnership with another organization in your community that provides a limited service to
persons who are shut-in at home.
 

One of our study sites identified a need for palliative support in persons who choose to stop
dialysis. They partnered with the local renal services and offered support to clients in the home.
 

Across Canada, there is an emphasis on developing primary care teams to assist persons with
chronic illness. If you have one of these teams in your community, this is a perfect opportunity to
link to volunteer services in the community. There is a movement across the UK and in parts of
Canada toward ‘social prescribing.’ Primary care teams identify clients who have needs and
“prescribe” volunteer services to meet those needs. Primary care teams identify clients who have
needs and “prescribe” volunteer services to meet those needs.
 

COVID 19 forced us to think outside of the box in terms of how we reach out virtually to support
others. Now is the perfect time to extend those learnings to help those with declining health
living in areas with limited or no palliative services.
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Once you identify who your service group is, it is important to develop the strategic
partnerships that will support your ability to make connections between your volunteers
and persons who need the services of those volunteers. 

This entails developing relationships with key stakeholders, educating them about what you
have to offer, and negotiating capacity. 

In other words, it is important to help stakeholders know how many persons you can
reasonably serve and to have an alternative plan for those you cannot serve. 

nav-care.ca8

You may choose to provide your volunteers with the additional skills provided through 

The key consideration is knowing at the outset what group you plan to reach.

Remember, you may not need to identify a different population than the one you already serve. 

Nav-CARE with the view to providing additional services to the clients you already have.  



There was a rapid turnover of
coordinators, or when coordinators were
unsure about their role, 

Volunteer coordinators were expected to
develop the program in addition to their
current responsibilities. 

Volunteer Coordinators who had to do this
“off the side of their desk” typically did
not have the resources to do the required
effective public messaging. 

We have learned that once the program is
established, Nav-CARE can typically be
sustained within existing services. 

In contrast, the Nav-CARE program
had difficulty developing when:

The coordinator’s job is to be a public
face for the program in the community
and oversee the volunteers. They need to
have strong mentoring and public
presentation skills. 

We have learned a dynamic coordinator
who was well known and trusted in the
community was central to ‘selling the
idea’ to potential partners. The volunteer
coordinator was also critical to how the
volunteers felt about their role. 

The volunteer coordinator plays a
unique and important role in the 
Nav-CARE program. 

The coordinator is the single most
important factor in whether your 
Nav-CARE program will succeed.
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It is critical to choose the right coordinator and to ensure that
they are well supported as they implement and sustain the 
Nav-CARE program.  

For more information see the Volunteer Coordinator job description in Appendix 2 

Can you find a volunteer coordinator to champion the
program?



It is important to think about program sustainability from the outset. 
We learned that one of the reasons that persons are reluctant to seek services from a new program is
that programs come and go fairly rapidly. As such, important stakeholders may be reluctant to invest
their time and energy if they believe your program is not sustainable.  One of the best ways to start
thinking about sustainability is to ensure that the program is a good fit for your organization.

Here are some questions to consider regarding sustainability:

nav-care.ca10

Can Nav-CARE be sustained over time? 

What are the most important reasons for starting a Nav-CARE program in your community?

What needs does Nav-CARE fulfill for your society, community?

What goals do you hope to achieve over the next five years as a result of implementing a 

How might you evaluate whether you have reached those goals?

Nav-CARE program?

Do you need to create new partnerships in the community to support your long-term vision?

What resources are you going to need to implement the program? 

What resources will you need once the program is well-established? 

Do those resources have funding implications? If so, how do you anticipate gaining that funding?

Who are the funding partners in your community that might be interested in supporting you?

Does Nav-CARE meet strategic policy directions for organizations in your community (e.g.,
compassionate community development, increased volunteerism)? How might you leverage
those directions to assist your organization with sustainability?

Are there important policy changes that are necessary to support the development of the
program (e.g., including volunteer coordinators in palliative huddles)?

Vision  

Resources

Policy 



1. Vision: Describe the long-term goal or vision of Nav-CARE in your organization.

2. Resources: List each of the resources required to implement and maintain the program (e.g.,
volunteers, volunteer coordinator, partners, clients needing services, funds). 

3. Develop a goal for the development of each resource. This goal should be written as a
SMART goal (Specific, Measurable, Attainable, Relevant, Time-bound). Be clear about how
this goal will contribute to the overall sustainability of your program. You may want to
consider writing goals for the implementation period (1-2 years) and goals for the maintenance
period (2-5 years).

4. Develop action steps outlining how you will achieve each sustainability goal.
Actions steps are the different strategies or activities you will use to accomplish your
sustainability goal. Depending on your goal, you may need a few steps or several steps. The
more detailed the steps, the easier it will be to complete them. For each action step, assign a
person or team that is responsible for carrying out the task. Also, identify an end date for each
step so that you can keep moving forward according to a timeline.

5. Identify who will need to be involved to make each step successful.
Consider whether leadership, partners, clients, community members, etc., need to be involved
in completing any of the action steps. If you need their input or buy-in, be clear in the action
steps about how you will get them on board.

6. Identify the resources you will need to accomplish each action step.
Resources could be money, people, time, data, materials, etc.

7. Develop milestones so you can track your progress.
Milestones are the ways you will measure your success in completing your action steps. It is
helpful if milestones are written as numbers (e.g., two new grants submitted by end of 2nd
Quarter, 1 new champion recruited and trained by end of the year) or as percentages (e.g., client
satisfaction increases by 25% based on exit survey results). 
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Writing your Sustainability Plan

For more information

Program Sustainability Assessment Tool 
https://sustaintool.org/psat/

https://sustaintool.org/psat/


Fit with Organizational 
Strategic Plan

Organizational 
Capacity

Service GroupVolunteer 
Coordinator

Sustainability 
Plan

Nav-CARE 
Implementation

Checklist 
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Preparation Phase

Education & Connecting Phase

Implementation & Evaluation Phase

Organizational planning 

Sign MOU

Hire Volunteer Coordinator

Meet with Stakeholders

Choose Client Population

Appendix 1: MOU

Appendix 2: Volunteer Coordinator Job Description

Nav-CARE Community Education PowerPoint
Presentation

Toolkit Resources  
 Resources will be supplied upon completion of MOU

Phases of Implementation

Recruit and Screen Volunteers

Educate Volunteers

Identify Clients Requiring Services

Connect Clients with Volunteers

Monitor Client Volunteer Relationship

Support and Provide Continuing Education for
Volunteers

Conduct Program Evaluation

Community Presentation

Nav-CARE Evaluation Framework

Nav-CARE Community Education PowerPoint
Presentation

Nav-CARE Volunteer Coordinator Manual

Nav-CARE advertising and referral materials
Nav-CARE Volunteer Coordinator Manual

Online Volunteer Navigator Training
Nav-CARE Volunteer Training Manual
Nav-CARE Education Facilitation Manual

Volunteer Job Description
Nav-CARE Volunteer Coordinator Manual
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How is Nav-CARE implemented?



Determine whether Nav-CARE is a good fit for your organization.
Contact us for further discussion.
Sign a Memorandum of Agreement  (see Appendix 1).

Prior to receiving the Nav-CARE Volunteer Coordinator Manual, 
we request that you do the following:
 

The Nav-CARE Volunteer Coordinator Manual provides all
of the necessary information to implement and evaluate the 
Nav-CARE program. 
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Thank you for your interest in Nav-CARE.

We hope you have found this Implementation Manual helpful. Further
information is available on the Nav-CARE website at www.nav-care.ca.

We would be delighted to work with your organization.

Please contact us: 

Barbara Pesut PhD, RN, School of Nursing, 
University of British Columbia 
barb.pesut@ubc.ca or 250-807-9955

Wendy Duggleby PhD, RN, Faculty of Nursing, University of Alberta 
wendy.duggleby@ualberta or 780-492-8660  
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  Appendix 1: Memorandum of Understanding
Memorandum of Understanding

Between
Dr. Barbara Pesut, University of British Columbia Okanagan

Dr. Wendy Duggleby, University of Alberta
And

Name of Organization/Society:____________________________
 
RE: Nav-CARE© Program
As part of implementing the Nav-CARE© program, the signatories below acknowledge
the authors’ copyright materials and the expectation Nav-CARE collaborating community
partners implement the program with a high level of quality and consistency. The
signatories hereby agree to implement the Nav-CARE program according to the
following:
 

1. The above-named organization will not modify Nav-CARE manuals without prior
approval. This includes implementation, coordination, and training materials.
 
2. The above-named organization will ensure volunteers meet the minimum
requirements to qualify for Nav-CARE volunteer navigator training (please refer to
the Volunteer Coordinator Manual).
 
3. The above-named organization will provide the Nav-CARE Volunteer Coordinator
and Volunteer Navigators the necessary training on the evidence-based navigation
competencies. 
 
4. The above-named organization will create a Nav-CARE Community Resource
Guide using the template that lists the services and resources available to adults
living in their community.
 
5. The above-named organization agrees to take part in an evaluation of the Nav-
CARE program using evaluative measures that will be negotiated prior to program
implementation.
 
6. The above-named organization will provide the Volunteer Navigators with ongoing
mentorship and support. 
 
7. The above-named organization will provide the Nav-CARE program at no cost to
clients.

11

_______________________________________
Dr. Barb Pesut 
Nav-CARE Principal Investigator
University of British Columbia, Okanagan

____________________________________
Dr. Wendy Duggleby
Nav-CARE Principal Investigator
University of Alberta

____________________________________________________
Organization/ Society Executive Director

____________________________________________________
Date

____________________________________________________
Name of organization/ Society ExName of Organization
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Appendix 2: Nav-CARE Volunteer Coordinator Job Description

Overview: The role of the Nav-CARE coordinator is to champion and provide
leadership for the Nav-CARE program. The job consists of four essential roles:
orientating and mentoring volunteers; identifying persons with serious illness with
navigation needs, providing public education; and supporting capacity building in
developing sites. 

Duties:

1. Orientating and Mentoring Volunteers
a. Screen volunteers to determine suitability for Nav-CARE
b. Facilitate Nav-CARE volunteer education
c. Match volunteers with older persons
d. Provide ongoing education and support for volunteers
e. Evaluate volunteer satisfaction

2. Identifying Nav-CARE Persons
a. Determine population in need of a palliative approach
b. Educate healthcare providers about Nav-CARE
c. Provide easy referral for ‘social care’
d. Determine suitability of persons for the Nav-CARE service
e. Conduct intake of Nav-CARE persons
f. Monitor persons’ satisfaction, access to services, and engagement

3. Providing Public Education
a. Determine community groups who might have an interest in Nav-CARE
b. Give presentations to interested groups
c. Provide the public with updates of the Nav-CARE program

4. Supporting Capacity
a. Determine hospice societies in the geographic region interested in starting
Nav-CARE
b. Provide advice on implementation issues
c. Support volunteer education and ongoing development
d. Share resources.

Preferred Qualifications: Post-secondary education. Experience working in non-
profit organizations and health or social care. Expertise in aging or palliative care
an asset. Must have excellent written and oral communication skills and be
comfortable giving public presentations. Excellent interpersonal skills, including
developing and maintaining partnerships with other community organizations,
conflict management, problem solving and diplomacy are required. 
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