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Integrated Plan of Care Process FAQs
What is the System Improvement through Service Collaboratives (SISC) Initiative?
In the summer of 2011 The Ministry of Health and Long Term Care (MOHLTC) produced a report entitled Open Minds, Healthy Minds: Ontario’s Comprehensive Mental Health and Addictions Strategy that committed to a number of initiatives, including the creation of 18 Service Collaboratives (14 geographically-based Service Collaboratives and 4 Justice Collaboratives) to support coordinated services for youth and adults. The System Improvement through Service Collaboratives (SISC) initiative is attempting to address system fragmentation and to support local systems to improve coordination and enhance access to mental health and addiction services for children and youth with complex needs. The initiative is based in evidence and informed by Implementation Science, quality improvement and health equity tools and recognizes the Aboriginal and the Francophone populations as priority populations.
Sponsored by the Centre for Addiction and Mental Health (CAMH), the SISC initiative involves six ministries: Ministry of Health and Long Term Care, Ministry of Children and Youth Services, Ministry of Education, Ministry of Training, Colleges and Universities, Ministry of the Attorney General, Ministry of Community Safety and Correctional Services and at a community level, involves partners from education, mental health, addictions, client and family representatives, justice, Aboriginal, Francophone and other community organizations.
The Ottawa Service Collaborative is one of the first four developmental service collaboratives formed in March 2012. It involves partners from education, mental health, youth justice, addictions, client and family representatives, Aboriginal services, Francophone services and other community organizations. 
What is the Integrated Plan of Care Process? 

The Integrated Plan of Care process takes a team approach to a shared vision that supports the health, well being and quality of life of children and youth with complex needs and their families. It involves children/youth, families, supporters and service providers from different agencies, organizations and sectors collaborating together. The Integrated Plan of Care process connects cross-sectoral service providers, families and children/youth as valued partners to create a coordinated care plan that is focused on the understood strengths and needs of the child / youth and their families. 
How was the Integrated Plan of Care Process developed?

Continuity of care for children and youth with complex needs and their families across and between services and sectors was identified by both the Ottawa Needs Validation Report and the Ottawa Service Collaborative as a priority. To address this gap, the Ottawa Service Collaborative analyzed key evidence and identified critical components that have been found to facilitate continuity of care, including; 

· Meaningful Child and Youth Involvement

· Meaningful Family and Supporter Involvement

· Meaningful Priority Population Involvement 

· Interagency Cross-sectoral Collaboration

· Formalized Care Plans

These critical components, along with the Single Plan of Care approach (Children’s Treatment Network of Simcoe York) and the Community Intervention Planning Pilot Project (Ottawa), were then used to select the Ottawa Service Collaborative intervention, the Integrated Plan of Care (IPC) process. 

Who is the Integrated Plan of Care process for? 

The Ottawa Service Collaborative recognizes that some children and youth with complex needs and their families access services from multiple providers. The Integrated Plan of Care process is about creating continuity of care for these clients between and across services and/or sectors. The Integrated Plan of Care process is intended to facilitate the effective intervention of multiple organizations, setting out a process for service providers for essential communication, coordination and collaboration to develop an Integrated Plan of Care.

What are the criteria for becoming involved with the Integrated Plan of Care Process?

Step One: To identify a need for the Integrated Plan of Care, the Referring Service Provider will consider the following:

· Is the client between 6 and 18 years of age?

· Is the client currently accessing two or more services from across sectors or has the client in the past received services from multiple service providers?

· Is the client experiencing minimal success with current services and the rationale for lack of progress or improvement is unclear and worrisome?

· Is the client presenting behaviours that, if left unattended, place them, their family and/or community at considerable risk?

Step Two: If yes can be answered to all of these questions, consider the inclusion criteria for the Integrated Plan of Care process. Review the following inclusion criteria:

· The client is at serious risk of harm to self and/or others, exhibiting behaviors such as cutting, suicidal ideation, serious physical assault of another, etc.

· The client is experiencing multiple intersecting complex needs that are severe and broad that lead to major challenges for the client to participate meaningfully in society.

What is meant by complex needs?

Complex Needs are understood to mean:

Multiple intersecting needs that span health, mental health and social issues, leading to major challenges participating in society. Categories of complex needs and contributing social factors include concurrent disorders, complex trauma, suicide and self-harm, inter-generational trauma, residential school trauma, homelessness. There is no generic complex needs case. Each individual with complex needs has a unique interaction between their health and social care needs and requires a personalised response from services. 

· Rather than use the term ‘complex needs’ to describe an individual’s characteristics, it is defined in terms of an active framework for response. 

· Complex needs fits within the tiered framework (see Brian Rush's article "Tiered frameworks for planning substance use service delivery systems: Origins and key principles")

· Essence of complex needs implies both 

· Breadth of need – multiple needs (more than one) that are interrelated or interconnected across multiple domains of health, mental health and social circumstances. 

· Depth of need – reflects the overall severity of the person’s situation and ability to manage

In considering the criteria for inclusion in the Integrated Plan of Care process, it is important to note the distinction between complexity and severity. A client could be severely impacted and even at high risk but if they can be effectively served by one agency, they may not have complex needs, for example a youth with schizophrenia who is actively psychotic and suicidal would have severe needs but not necessarily complex needs if they are being effectively served by one agency. On the other hand, a youth who is dealing with depression, has experienced trauma, and has a very difficult family environment, may have less severe needs but more complex needs in relation to care planning.

What is the role of Coordinated Access in the Integrated Plan of Care process?

The Mental Health Committee at Coordinated Access determines if the referred child or youth meets the criteria for the Integrated Plan of Care process. In order to ensure appropriate cross-sectoral representation, for children and youth being referred to Coordinated Access for the Integrated Plan of Care process, the Mental Health Committee may be augmented by other service providers based on the child or youth’s identified needs. The Mental Health Committee is experienced in making recommendations and/or service plans for children and youth with complex mental health needs. They are also experienced in determining a client’s eligibility to access the mental health flex funds and multiple complex special needs funds. 

Coordinated Access facilitates the work of the Mental Health Committee (scheduling meetings, ensuring records of meetings, supporting decisions taken at meetings, providing briefings and background information to support decision-making). They will also promote flexibility and exchange of services and facilitate the possible links to other services through Coordinated Access if the client does not meet inclusion criteria. 

How might a service provider be involved with the Integrated Plan of Care process?

There are several potential roles for service providers in the Integrated Plan of Care process, depending on the strengths and needs of the individual child or youth and their family:

· Agency Implementation Leads

The Agency Implementation Lead is the internal agency support that determines if a client is a strong potential candidate for the Integrated Plan of Care process. The Agency Implementation Lead reviews the completed modified Child and Adolescent Needs and Strengths (CANS) tool and helps the Referring Service Provider complete the Integrated Plan of Care referral package.

· Referring Service Providers

The person identifying the potential benefit for the child/youth and family to participate in the IPC process is referred to as the Referring Service Provider.  

· Integrated Plan of Care Process Leads

The Integrated Plan of Care Process Leads are the individuals who facilitate and coordinate the ongoing team meetings and who support the client and their family and/or supporters in developing and implementing their Integrated Plan of Care.

· Integrated Care Team

The Integrated Care Teams are composed of members who attend the ongoing team meetings. This group also supports the client and their family and/or supporters in developing and implementing their Integrated Plan of Care.

Who is overseeing the implementation of the Integrated Plan of Care process?

The Integrated Plan of Care Steering Committee will provide strategic advice to the service providers involved in the IPC process on the implementation of the IPC process, including identified areas of needs and problem-solving solutions. They will also support the implementation of the IPC process locally by encouraging organizations within their sphere of influence to participate in the IPC process, the evaluation of the IPC process and the implementation of the IPC communication plan.
Is the Integrated Plan of Care Process being evaluated?
Yes, evaluation is taking place at multiple levels: provincially, at the level of the Strategy (Institute for Clinical Evaluative Sciences); provincially at the level of the overall SISC initiative; and locally at the level of the individual Service Collaboratives. 
For more information:
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