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PURPOSE AND GOALS

• The objectives of the systems integration blueprint 
and plan are to:
– Provide a vision, to the HPC sector in the region and its partners, on 

how the overall HPC integrated system should ideally be designed at a 
framework and structural levels; and

– Provide preliminary high level set of actions that would set some initial 
direction on how this vision can be achieved.

– The plan is not is intended to act as a systems capacity plan, nor is it 
intended to detail integration initiatives and actions at the service 
provider level. 

• Overall goal is to ensure seamless, patient-centered & optimal 
journey.
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METHODOLOGY

1. Literature review of existing integrated 
systems:  Winnipeg and Fraser Health, BC

2. Reviewed and deconstructed typical patient 
journeys through participative discussions.

3. Developed and reviewed draft:

• Outlining an ideal vision of how an integrated 
HPC system (blueprint) should look & high 
level preliminary actions (plan).

4. Sought stakeholder input and feedback. 4



INTEGRATION CONCEPTS & PRINCIPLES

Many definitions of “integration”
• A concept bringing together inputs, delivery, management and 

organization of services related to diagnosis, treatment, care, 
rehabilitation and health promotion...as a means to improve the 
services in relation to access, quality, user satisfaction and efficiency 
(Kodner, 2009).

• services, providers, and organizations from across the continuum 
working together so that services are complementary, coordinated, in a 
ǎŜŀƳƭŜǎǎ ǳƴƛŦƛŜŘ ǎȅǎǘŜƳΣ ǿƛǘƘ Ŏƻƴǘƛƴǳƛǘȅ ŦƻǊ ǘƘŜ ŎƭƛŜƴǘέ ό//I{!ΣнллсύΦ  

• άŎƻ-ordinating services and interactions between different persons and 
entities: partnering with another person or entity in providing services, 
or in operating, transferring, merging or amalgamating services, 
operations, persons or entities, starting or ceasing the provision of 
services, ceasing to operate or dissolving or winding up the operations 
ƻŦ ŀ ǇŜǊǎƻƴ ƻǊ Ŝƴǘƛǘȅέό[ILb !ŎǘΣ нллсύΦ



INTEGRATION-DIMENSIONS
• Focus

– Types of populations 

• Type/Level
– Functional Integration / Administrative; Organizational 

Integration; Professional Integration; Service or Clinical 
Integration; Normative integration; Systemic Integration

• Breadth
– Horizontal vs. Vertical

• Degree
– Linkages; Coordination or Transformative
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Acute Care In Patient Floors,
Clinics

And 
ALC Beds

In Patient Palliative Care Consult Programs

Palliative Care Units (192 Beds)

Residential Hospices
(3 RHs = 30 beds)

Visiting Physician Programs 
(3 Programs:  St. Joe’s, TO 

Grace & Temmy Latner Ctr)

CCAC
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Community/Home, Residential Hospice & LTCH

Long Term Care Homes



SUMMARY

• A vertically integrated system that is

– Focused on service delivery and clinical care 
both in the type and levels of integration, 
and 

–Where the degree of integration is based on 
coordination (rather than full or inter-
organizational linkages).
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INTEGRATED SYSTEMS FRAMEWORK
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FOUNDATIONAL SUPPORTS

• Foundational elements that uphold an 
integrated system.

–Governance Clinical Leadership

– IT/IM

–Performance Management System



GOVERNANCE & CLINICAL LEADERSHIP

• A centralized forum where HPC systems performance 
is held accountable.  
– systems level decision making.  

– regional planning capacity (service capacity, service demand 
analysis & integration).  

– credible and legitimate governance and leadership role.  

• Clinical leadership would oversee:
– Identifying, transferring and uptake of best practices;

– Development and uptake of clinical policies; and 

– Advice of specific and emerging HPC issues



IT / IM
• Electronic patient medical records (EMR) 

– Accessible to all across all care settings

• Central data bank of all relevant HPC services and 
programs

• Electronic intake and referral system to support 
access and transitions points of the patient journey.

– Limits duplication in processing procedures and create a 
centralized source to support information management 
(i.e., tracking utilization, wait times, etc.).  

– Reflects the region’s common referral form (CRF).



PERFORMANCE MANAGEMENT & EVALUATION

• To advance HPC systems performance with collective 
support, participation and support from HPC sector 
players.

• Enable regular evaluation of the system from an 
efficiency, effectiveness and impact perspective.  

• Knowledge management and transfer tools and 
supports required to support system:
– Data and information should be centrally stored and managed.  

– Linked to the proposed EHR, E-intake/referral and service data bank 
systems.



PROGRAMS & SERVICES SUPPORTS

• These supports directly link to the programs 
and services within the HPC sector and are 

• Critical to ensuring quality & integration.

–Human resources & expertise supports

–Clinical & administrative policies and 
processes



HUMAN RESOURCES & EXPERTISE

• Enhanced level of HPC professional human 
resources to support all care settings as required

• Most Responsible Agency / Person
– A most responsible person or agency (MRP/A) will be identified for 

each HPC patient.  

– Responsible for both the clinical and administrative issues.

• Primary Care Provider Engagement
– At the start of HPC journey, patient is linked to primary care provider. 

– Challenges to engagement in urban region.



CLINICAL PROCESSES

• Preliminary identification in non HPC setting:

– Acute care & clinics (including ED)

– Community support services

– Primary care 

– Other

• Questions that trigger a thorough assessment 
of HPC needs.
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CRITICAL CONTROL POINT ENTRY: TRANSITIONς
ACUTE CARE & HPC SETTINGSςIDEAL

HPC 

System

Single-point-

of-entry

E-health record & central e-referral system & Central Data Bank of all HPC Services

Primary Care Service Provider linked

MRA/MRP: Administration / Clinical

Patient 

Deterioration

Supportive Secondary HPC Inter-professional team with RN, GP, etc. overseeing in 

community  / LTC  / RH

Family GP/  Other 

Primary Care 

CCAC

Self-referral

*Non-HPC CSS 

CCAC Link -

Hosp. Disch.

O/P Clinics

Acute Care 

Hospital Services

Emergency 

Room

PATIENT

Identification and education of HPC patients.  

Conversations re: Coordinated & Advanced Care 

Plans required.  Assessment of needs critical –

using standardized instruments 

(ex:  ESAS/PPS for cancer patients)

Ideal Route:  Patient Stays in 
HPC system despite any 

change in conditions (care 
or otherwise) ς

does not enter into the 
acute care system

* CSS=Community support services



CRITICAL CONTROL POINT:  ACCESS

• Point of Entry: 
– Comprised of Multiple Point of Entry and Single Point of Entry (SPOE)

• Patients arriving at the SPOE will undergo the following:
– Screened.

– Preliminary assessment of needs.  

– Education.

• The SPOE will be connect to CIAR system and the central 
databank of services. 

• An EHR will be created at this point in time.

• The SPOE refers patients to core HPC service providers

• A MRP/A will be identified.  



CRITICAL CONTROL POINT:  ACCESS& REFERRAL HPC SERVICES

1.Coordination of care plans.  

2.EMR and CIAR as appropriate 
updated at every change or 
modification in service 
providers/care etc.

3.Inter-professional clinical rounds.



CRITICAL CONTROL POINT:  TRANSITION BETWEEN CARE SETTINGS

• Despite changes patient’s health or 
surrounding conditions, care should 
continue to be provided in preferred 
setting.

• Changes in patient condition and 
intensity of services recorded in 
EMR.



Secondary Route:  If patient 
must receive acute care 
services in hospital, ED 
avoidance ideal.

LeastPreferred Route:  If 
patient must  go to ED

CRITICAL CONTROL POINT ENTRY: TRANSITIONς
ACUTE CARE & HPC SETTINGS (LESS DESIRED SCENARIOS) 

Acute Care 

Services in 

Hospital
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community  / LTC  / RH

Family GP/ Other 
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Hosp. Disch.

O/P Clinics

Acute Care 

Hospital Services

Emergency 

Room

Hospital / 

CCAC 

Discharge

ED

PATIENT

Identification and education of HPC patients.  

Conversations re: Coordinated & Advanced 

Care Plans required.  Assessment of needs 

critical – using standardized instruments (ex:  

ESAS/PPS for cancer patients)



CRITICAL CONTROL POINT:  TRANSITION BETWEEN CARE SETTINGS

Scenario 1  

– If the patient should require the need for acute 
care services within a hospital, the patient 
should ideally be sent to the acute care floor 
and avoid the ED.  

– Once an acute care intervention(s) has 
occurred, the patient will return to the SPOE.  

– Requires that all hospital CCAC discharge be 
familiar with the SPOE.



Secondary Route:  If patient 
must receive acute care 
services in hospital, ED 
avoidance ideal.

LeastPreferred Route:  If 
patient must  go to ED

CRITICAL CONTROL POINT ENTRY: TRANSITIONς
ACUTE CARE & HPC SETTINGS (LESS DESIRED SCENARIOS) 
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CRITICAL CONTROL POINT:  TRANSITION BETWEEN CARE SETTINGS

Scenario 2

– Unavoidable visit to ED, the ED will have access 
to the EMR.  

– ED critical role in integrated systems:
• Administer necessary intervention. 

• Refer the patient to the SPOE, or 

• Refer the patient back to the HPC service providers.

• Familiarity with the transition process, central databank of 
resources and the SPOE.

• The ED must update the EMR re: diagnoses and treatment 
provided.



CRITICAL CONTROL POINT:  DEATH

• Notification to all the health and community 
support providers.

• Recorded in the EMR & CIAR system so that 
the file is closed by the MRP/A.

• Continued support to families/caregivers.

• Continued role of MRP/A



PRELIMINARY HIGH LEVEL ACTION PLAN

Priority 1 Actions

– Development of IT/IM infrastructure & processes (EMR, 
patient intake and referrals & communication of services)

– Development of SPOE

– Policy and guidelines on the identification of the MRP/A.

– Development and monitoring of performance indicators 
that measures quality of and impact of systems 
integration.

– Establishment of a regional platform for planning, 
decision-making and supports systems accountability
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PRELIMINARY HIGH LEVEL ACTION PLAN

Priority 2 Actions

–Educate and establish the linkages with 
the ED throughout the TC LHIN.

–Educate and establish linkages with the 
Hospital-CCAC dischargers.

–Resolve the family physician and 
specialist engagement issue.
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PRELIMINARY HIGH LEVEL ACTION PLAN

Priority 3 Actions

–Policy and guidelines on the identification 
of Enhanced Hospice Palliative Care 
Teams.

–Advance coordination of Care Plans and 
ACP within the HPC sector and other 
health care systems.
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