Part 2
Roles mrl-hln FACT




“The strength of the Team I
The strength of each member

—Phil Jackson
American retired basketball coach and former player



Flow through Coordinator

u Member of the FACT team
u Complete initial assessments with client and gather further collateral

u Collect and review client history (clinical file review)-inquiries re treatment capacity,
diagnosis, medications, longer stabilization, other resources and recommendations

u Clinical presentation to team (strengths, goals, diagnosis, medications, needs)
u Supports in onboarding client into service with team

u Liaise with partner services: crisis, hospital, service resolution, ACTT teams, youth
services, ABI, trauma, counselling and recommendations

u Provide short term service and referral coordination during initial intake phase

u Assist team with increased support as needed during times of board change, staff
shortage etc (support those with the FACT team)

u Provide on-going consultation to team (know history, illness progression, goals)

u Present to team-clinical tool, update all file (medications, board, alerts, diagnoses,
enter board details, appointments, booking assessments and follow up with psychiatry
etc.)




Future centralized access for intake

Adult Intensive Services Referral form completed and submitted to centralized intake
Place on triage waitlist to review at committee meeting of community agencies providing AlS

Referral Package is reviewed at the weekly Community Triage Meeting

' Committee meets weekly to review for eligibility/priority consideration
Priority (CTO, Critical Time Intervention, Transitional Age Youth, Discharge from

admission, risk to self or others)

$ ¥ $

Appropriate for Needs follow up: Person is picked up
support: by partner agency:
CTG member follow _
Remove from Triage ups and reports Remove from triage
Waitlist back to committee waitlist
Not priority, add to OR Open in triage and
case management Request Here 24/7 complete intake
waitlist support to get and onboard with
Document reviewed addition info program
and if needs change Document and
to reconnect review at next
weeks meeting

No team capacity and
priority request:

Client to remain on triag
waitlist
Document in note
referrals outcome and
next steps

Add to case man
waitlist, possibl
or review agai




Case Scenario-
FACT Processes

John is 26 years and has had several admissions to the hospital. He has
been diagnosed with psychosis NOS, substance induced psychosis,
guery Schizophrenia. He was referred to the First episode psychosis
program previously but was not accepted to the program. He is currently
hospitalized and was determined to be incapable to consent to treatment
decisions, He has a PGT. There is a query of previous ABI in reviewing
his file. He is currently on Olanzapine and has a history of not following
through with treatment and limited insight into his mental health issues.
He also has a history of violence and demonstrates agitated and
aggressive behavior when unwell. He has previous charges for assault
and has been incarcerated and is currently noted to be on probation. He
IS currently homeless and residing in a shelter. He has no follow up or
supports in the community. He also struggles with substance use issues,
primarily crystal methamphetamine and using cannabis.

u  What else do you need to know?




Questions about case
example from intake
person?

As team, next steps ie
who prime, needs, goals,
coordination, actions

What would you do next
as a team?

What to put on intensive
service board?

Who coordinate with?




u  Diagnostic clarification re primary
psychotic illness, substance induced

u  Query with psychiatrist re injectable
medication?

u  Query longer stabilization in hospital

u  Query connection to short term
psychiatry?
Health
Information

Management u  Query ABI and possible referral for
y/ | supports

u  Housing walitlists?

u  Any personality diagnoses? le Antisocial
personality disorder

u  Stage of change re substance use-
substances used-addiction supports,
residential

u  Further information re assault charges,
context and circumstances

u  Review hospital records from this and
previous admissions

u Inquire re substance use and stage of
change

u Client goals for recovery




u

Rick is 26 years of age, currently street involved and struggles with substance use, psycl
Struggles to engage with outpatient supports. Currently capable to consent to treatment.
Increased contact with police, charges and now on probation. History of violence. What do
need to know?

Ahmed is 32, speaks Arabic and has been in Ontario 6 months. This is his first admission,
Schizophrenia is his current diagnosis. His wife is also with him and young children. He has nc
other supports and is admitted currently. What do you need to know?

Sarah is 38 and has had many presentations to hospital for suicidal ideation, self harm and

contact with police, crisis services. History of trauma in early years of her life. Not on any waitlists
for support, currently residing in a shelter for woman. History of ABI. Often calls crisis services
and is struggling to function in all areas of her life. What do you need to know?



Questions about case
example from intake
person?

As team, next steps ie
who prime, needs, goals,
coordination, actions

What would you do next
as a team?

What to put on intensive
service board?

Who coordinate with?




Clinical Presentation
and Team wrap around

All new clients are presenting to the team and the following areas are covered to allow
for a discussion

u Client goals and strengths
u Functioning levek concerns for ability to care for self

u Medication ¢ current, past and possible future treatment
recommendations/options, compliance concerns

u Medical/Psychiatry needg CTO, External psychiatry,
internal psychiatry requests, GP

Consent andCapacity (treatment and finances)




Presentation continued

u Risk of harmg Harm to self/others or ability to care for self

u Substance use

u Housing (including waitlists)

u Counselling needsg trauma, family support, interpersonal

u Matching stage of change/maotivation to treatment needs/goals

u Matching client and staff attributes

u Employment/volunteering

u Natural supports (church, mosque, creative group, readingjghbourg
u Source ofincome




Nursing

Intakes &
Assessments

u Consult on any new intakes

u Provide recommendations &
education to team re:
psycho-pharmacy

u  Monitor med up-dates and
symptomology on the fact
board

Complete all relevant
assessments:

1.AIMS
2. Personality inventory
3. BPRS

4. Nursing assessment

Medication &
Blood Work

u

Ordering, receiving and
administration meds (IM)

Maintain injection board &
report

Medication drops

Medication tab up-dates from
internal psychiatry

Med room duties

Book internal IM appointments
and up-date weekly

Monitor blood work ; lithium,
clozapine, & annual blood
work

Psychiatry &
Transitions

Groups

u

Attend internal psychiat
appointments

Attend initial transition of care
to fact appointment with a gp,
client,

Attend transition of care back
to GP with client/family

Provide feedback to team
regarding transitions to
less/more intensive care
needs

Develop & facilitate nursing
specific groups or
workshops: psycho pharm,
health trends, smoking
cessation, flu shot clinics



Occupational Therapy

Assessments Interventions Team function

u Canadian occupational u 1:1 or group based u  Case weighted and discip

ific
performance measure L L SPecl
(COPM) u Activation & participation u Clients are assigned based

Brain FX 360 u  Sensory interventions to need — both primary and
secondary needs

u  Sensory profile v Lite skills u Provides consultation to te
u  Life skills (eg, kitchen safety) u  Goal setting members
u  Observational assessments u  Cognitive adaptation u  Assists with intake

consultation for complex case




Concurrent Clinician

The concurrent clinician on the FACT team provides group and individual assess
and treatment interventions to individuals to assist in their mental health and
addiction recovery goalsThe clinician is involved it the assessment, treatment and
aftercare phases of the client's recovery proceshis includes facilitation, psycho
education and process orientated groups to individuals as well as their family, other
supports, community partners, and/or other health care professionals.

Current groupsSeeking Safety, CBT for Psychosis
Team function:

u Case weighted and discipline specific

u Clients are assigned based on counselling need, primary or secondary worker
u Provides consultation to teammembers
u Family support and groups

u Consultation




Intensive Case Management

Goal-focused recovery through community-based, person centered care

Case manager

u

u

Intensive, individualized
recovery-based support

Strength based collaborative
assessment,

planning, facilitation and
service coordination

Help with independence &
quality of life

Assists with relationship
building, crisis

prevention, medication
ISsues, practical support in
multiple life area's

Assessments

u Comprehensive
assessment

u LOCUS

u OCAN

u Safe —T, CSSR-S
u HRC-20

u Risk -START




Peer Support Coordinator

Peer Coach &
Support

u

Engagement with those
supported

Actsas a model of recovery
to build positive
relationships based on
shared lived experience

Attends & facilitated peer
lead groups and initiatives

Community and resource
building

Collaboration

Creative processes to

engage with those pre
contemplative or isolated

Assessments
and groups

u Comprehensive
assessment

LOCUS

Safe¢ T

PANSS

COPM

BrainFx

Other tools as needed
For C“groups orientation

Cc Cc Cc Cc C© C© C




Specialized supports on teams

Justice coordinator

-Coordinating with court, lawyer,
probation

-Risk assessment and ongoing
mitigation

-Planning to mitigate risk
concerns (medication
compliance, CTO,
appointments)

Housing coordinator
Supportive housing

Support within to maintain
housing

Liaise with housing providers,
landlord

Support with ADL’

housing

Support with financial
components

Coaching re life skills (cooking,
budgeting)

Geriatric spec

Gerimed risk
Geriatric assessment

Ongoing cognitive
assessment/neurology

Pharmacological suppo
s to maint
Coordination with

PSW/behavioural
supports/psychiatry, fami



Onboarding with the
FACT Team
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Coordination with board in FACT
Meetl ngS Planning Begins:

u The prime worker of the client
provides an overview and

Clearly-defined Purpose: recommendations, teams contribute
u The clients on the FACT tothis _d'_SCUSS'On _
board are discussed by the u The crisis plan prepared in advance

IS put into action

_ , _ Additional agreements are reached
u A client's primar Y regdrBifiglstfarted clseloads

any other team.member u FACT board is updated daily in
can ask for a client to be meetings

put on the FACT board at u LOCUS is also updated

any time (from 80 to 20) _ _ _
u Organize, coordinate, discuss

team every working day

u Meet three team members concerns, scheduling, coverage,
In first 3 weeks positive updates
u Team members take turn
the huddle

u Prime can switch as needs change




Team Huddle Framework

Monday

(45 minutes)

Tuesday
(30 minutes)

Wednesday
(30 minutes)

Thursday
(30 minutes)

Friday
(30 minutes)

Coordinate
weekly
support for all
20%

Review
support and
updates for
all 20%

Review
support and
updates for
all 80%

Review
support plans
for all 20%
Clients

Review
support and
updates for
all 20%




FACTT Board Categories

Additions/Changes to the board are team-based decisions during morning huddle

Use of this category is for clients in 80% service, follow up or referral phase (intake)

Clients enter service with FACT and within the first three weeks, meets three members of the team and completes basic
assessment (Nursing, Psychiatric, Comprehensive etc.)

Entered when client is admitted to Hospital, Incarcerated or Treatment center

For clients who are showing the first signs of a possible relapse into psychosis or addiction or if there are signs of increasing social
problems. Can also address interventions to prevent admission.

This category is for clients who want no contact with mental health services, but the situation is not of a serious concerns; contact
is offered but not forced (team presence); a possible support system is identified.

Clients who need long-term stepped-up care: prolonged decompensation or permanent vulnerability.

Clients with temporary worsening of psychiatric symptoms: ie returning home from admission

Clients involved with court orders, legal system or involuntary treatment or monitoring

Clients do not want mental health services but who are neglecting themselves and or their environment or causing a
nuisance. Team identifies that without intervention there is a high degree of risk to self or others.



Board Categories

u New to team: 3-week review

u Admission: 1 week review

u Crisis prevention: 1 week review
u Engagement/treatment avoiders or high-risk treatment avoiders: 4-week revie
u Risk concerns: Ongoing

u Short term intensive: 4-week review
u Long term intensive: 8-week review
u Legal: As needed

u CTO: Ongoing and 6-month review

u Secondary: Diagnostic clarity, treatment direction




FACT Board Filters

Program <Select a Value= W Site | <Select a Valuex=

Board Category W | Role

Staff | ﬂ

\
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Program Flexible Assertive Community Treatment Site |CMHA WW - King St . Pl Asertve Communty Tredment v A K5 y
Board Categary |Admission, Crisis Prevention, Ei ﬂ Role ﬂ sord Cetegry
DSecondary Worker -
Staff v A LI (Select All
J DMentaI Health Clinician Staff - | |
DNurse Clinician I Admisson
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Home > Data Management Reports > FACT Reports > FACT Board Demo Home | My Subscriptions | Help

Program ‘ Flexible Assertive Community Treatment V‘ Site ‘ CMHA WW - King St V‘ "
Board Category ‘ Role ‘
Staff ‘ Lisa Appleby
4 4 of 1 b 1l ‘ ‘ Find | Next e - % B
isclaimer: Confidential Information. Distribute/Share/Email NOT ALLOWED in ANY Format ‘
otal: 1 individuals
Client CTO/Alerts  Reason On Enrol. Staff Client Goals Team Actions Subject Appt. Staff  Appointment Medicine
Board Start Date
lient, Test Intensive Long- Lisa Appleby -To obtain ODSP ,Team Actions: Client, Test Invega Medication
1 time Term (PW) -Obtain cannabis -Weekly visits due to recent Sustenna 150 mg Reconciliation is
license from clinic for ~ admission and assessing risk and
LOCUS Score: 21 chronic pain developing a management plan Clonidine,
Date: 2020-10-13 -Housing -Support at psychiatry Olanzapine,
appointment Dr. Other Paliperidone
Level 5. Medically -Complete ODSP and housing Palmitate,
Monitored application : o
Residential -Coordinate injection appointment  Client, Test Medication
Services -Monitor for symptoms of Meeting with lDr. Reconciliation is
psychosis after recent admission  Other (psychiatry) .
SafeT: Moderate (discharge October 9, 2020) Clonidine,
Risk -Coordinate with probation re Olanzapine,
Date: 2019-02-07 conditions Paliperidone
-Consult with SDM on a regular Palmitate,
basis (117065526 - LisaAppleby ~ Nov302020  Medication
Current Risk Plan: EW345804) 11:.00AM Reconciliation is _

| 0 P .



Evidence Based
Practice

u Recovery based principles

Clinical
Expertise
And

EXxperience

Best
Evidence
From

Research

u Strength based practices

u Psychoeducational approaches

u Client centred (client goals and team
actions-may not align)

u  Community based outreach
u  Collaboration with community

u MI, CBT and for psychosis, seeking
safety, sleep, mindfulness

u CSSRS (suicide risk), LOCUS
(ongoing level of need)

Client/Patient
Perspective
And Input

u Risk assessment and manageme
(OAAF-AIS and HARM

u Groups




Training on Teams

u FACTT model and service
delivery, History, team
approach, fidelity, FACT board,
assessment tools, Program
standards, clinical
documentation

u Evidence based practices

u Privacy/Risk and Health
Information Management

u Medication Management,
Interactions, Side Effects
Awareness

u Mental health legislation (MHA
Ontario, PHIPA, SDM)

u Recovery and strength based
practice

Trauma informed
Motivational interviewing
Stages of change

ASIST Suicide Prevention
Training

LOCUS
CSSRS/SAFE-T
Relapse prevention

Additional training:

Dual diagnosis treatment
Early psychosis intervention
Concurrent Disorder Training
Risk management

CBT




Collaboration

u  Whom are we
collaborating with?

u How do we
collaborate/key
resources?

u Consent? (Circle of
care, third party, duty to
warn)

u Examples of
collaboration?

u Challenges?




Any Questions?




u Stephanie Robinson-srobinson@cmhaww.ca

u Lisa Appleby-lappleby@cmhaww.ca




