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Key Elements to Include in a Coordinated Care Plan 

 “It’s simple but revolutionary to think of individual medical care  
in the context of a plan, with specific goals and tracking  
mechanisms. The healthcare experience changes fundamentally,  
particularly for a person with complex challenges … if all  
members of the care team are engaged in the success of that plan.”1 

 
 

For several years now Ontario has been working towards an integrated system of health care. 

However, providing integrated care is not a simple undertaking. The World Health Organization 

notes that “There are more examples of policies in favour of integrated services than examples of 

actual implementation.”2 Even Sweden, the country recently ranked first in an annual review of 

global health statistics by the Organization for Economic Cooperation and Development (the 

OECD), has been instructed that it‟s “need to achieve greater co-ordination between health care 

services is of paramount importance to assure the quality of care of an ageing population.”3  

 

Many areas of the world including Ontario are predicting significant increases in their senior‟s 

populations, and as a result, an increasing number of individuals with multiple, complex and 

chronic health conditions. According to the Ontario Ministry of Finance, the number of seniors 

aged 65 and over is expected to more than double from about 2.0 million or 14.6% of the 

population in 2012 to almost 4.2 million or 24.0% by 2036.4  

 

Ensuring that Ontario‟s health care system provides continuity of care for this population and other 

individuals with complex conditions will become increasingly important. Coordinated care plans 

can be an important tool for physicians and patients to manage numerous medical therapies from 

various health professionals within the patient‟s circle of care. Without a strong communication 

link between care providers, negative consequences such as poor health outcomes, errors in 

treatment, increased readmissions to hospitals, wasted resources, and dissatisfied patients may 

result.5 In addition, communication with patients is necessary to support appropriate self-care. 

 

Currently there are several different care planning models being used across Ontario with varying 

degrees of success. At the same time, the Ontario government is providing funding to the almost 
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fifty Ontario Health Links to create coordinated health care plans for their patients with complex 

health issues. A draft Health Link coordinated care plan template is attached in Appendix 1 for 

information. The purpose of this paper is to provide research and information about key elements 

that are common to care plans from various national and international jurisdictions. Its focus is 

care plan content rather than addressing the complex issues related to the implementation of a 

coordinated care planning system, although the paper will highlight some of the challenges related 

to implementation. 

 

What is A Coordinated Care Plan? 

A coordinated care plan is a written or electronic plan that is created and maintained by the 

patient or his or her family, the health care team including physician consultants where 

appropriate, and when necessary, community services. It is designed to assist the patient with 

their daily health care requirements. It outlines the patient‟s short and long-term needs, recovery 

goals, and coordination requirements, and it identifies who is responsible for each part of the plan 

(e.g. the physician, care team, patient, etc.).6  

 

As well, the coordinated care plan is a tool to facilitate communication between the parties 

involved in patient care. They can be used to help physicians and patients manage numerous 

medical therapies prescribed by various health professionals within the patient‟s circle of care. 

The Mental Health Commission of Canada describes care plans as a “crucial part of supporting 

and helping the process of recovery. They should not be distinct from the daily provision of care. 

They are a key mechanism by which a person‟s individual care and treatment can be developed, 

documented and shared with all those who are involved.”7  

 

Perhaps one of the most important aspects of a coordinated care plan is that it involves engaging 

the patient in the planning process, facilitating “patient self-management where patients set their 

own goals and build upon their successes.”8 This often improves the overall compliance of the 

patient to follow the plan and can lead to a more successful recovery. Patient centered treatment, 

meaning “treating patients as partners, involving them in planning their health care and 
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encouraging them to take responsibility for their own health” increases patient adherence and 

satisfaction with the care received.9  

 

Key Elements of a Coordinated Care Plan 

What follows is not an exhaustive list of key elements be included in a coordinated care plan, but 

rather a compilation of common elements identified in care plans across several jurisdictions 

where care planning is customary, including Ontario, British Columbia, Nova Scotia, Ireland, 

Scotland, the United Kingdom, the Netherlands, Sweden, Australia, and the United States. The 

elements highlighted below are to serve only as a framework that can then be customized to meet 

the needs of the LINKS or any other health-related bodies involved in coordinated care planning.  

 

1. Patient Information and Medical Summary 

It is important for this section of the care plan to contain accurate and up-to-date information about 

the patient as it may be used by several health care or community professionals or as a quick 

reference in the event of a medical emergency. As well, up-to-date contact and medical 

information will facilitate the ease of information sharing from one level of health or community 

care to another. The idea is for the information to be brief and concise as this is only a summary. 

More detailed information regarding medical conditions, treaments, and therapies can be provided 

later in the care plan.  

 

Specific information that could be included in the patient information and medical summary may 

include:  

 The contact information for the person who is preparing the care plan  

 Patient demographics (name, age, address, phone number, e-mail, normal weight, 

temperature, blood pressure, and pulse, and cultural, ethnic or religious beliefs, etc.) 

 Family and/or care giver contact information (including substitute decision-maker) 

 Contact information for primary physician, medical specialists, community providers or 

agencies (e.g., home care worker or the senior‟s centre where the patient currently resides) 

 An indication of whether there is an advanced care plan in place 

 Allergies and medications 
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 Principal diagnosis and active problem list 

 Past health history (a summary) including hospitalizations 

 Current therapies.10,11 

As well, many organizations include a form or template in the care plan to note the medications a 

patient is taking, stating what is being taken and why, when the medications are taken, and how 

they are administered so that negative drug interactions can be avoided. 

 

Toronto‟s Sunnybrook Hospital has an innovative program for care planning called MyChart, an 

online website where patients can create and manage their personal health information. Through 

MyChart, patients can enter their personal and family health details (including allergies and 

current medications), make online appointment requests, maintain a personal address book of 

physicians, care givers, clinics, etc., keep a personal diary regarding their illness(es), view test 

results, like laboratory reports, CT and MRI reports which are gathered from Sunnybrook‟s 

Electronic Patient Record (EPR) system, and find links to relevant disease-specific information 

and personalized health information, for example, frequently asked questions about certain 

procedures.12 

 

Perhaps most interesting is that while MyChart is currently only available to Sunnybrook patients, 

they can electronically grant access to family caregivers, hospital clinicians, primary care 

physicians, Community Care Access Centres, and pharmacists. Users access the internet, then 

go to www.mychart.ca and log in using the access information given to them by the patient. 

Additional information regarding this program can be found at 

http://sunnybrook.ca/content/?page=mychartlogin-learnmore.13 

 

The Hospital for Sick Children has an interesting program called MyHealth Passport. Patients are 

provided with much of the information noted above in a wallet-sized document that is 

customizable electronically on the hospital‟s website through the use of templates for 39 different 

health conditions. Additional templates for other conditions can be created by the hospital upon 

patient request. The initial “passport document” is created by the patient and their physician. One 

https://www.mychart.ca/
http://sunnybrook.ca/content/?page=mychartlogin-learnmore
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of the purposes of the program is to encourage “pediatric patients to gain ownership of their health 

information”14 as they move from pediatric care to adult care.  

 

Additional information about the MyHealth Passport program can be found at 

http://www.sickkids.ca/Good2Go/What-we-do/MyHealth-Passport/index.html. A sample passport 

is attached (Appendix 2) along with samples of a Patient Information and Medical Summary from 

other organizations (Appendix 3). A sample medication tracking form is attached in Appendix 4.  

 

2. Patient State and Needs Assessment 

In this section, a more detailed description regarding the patient‟s medical conditions, treaments 

and therapies can be provided to be used as the basis for a needs assessment. It‟s important that 

the patient understand their condition(s) so that they can participate in the care planning process 

and make decisions about how to manage their condition.15  

 

There is also an opportunity in this section to engage the patient in a self-assessment of their 

current physical, psycholoical, and social state, to identify areas where additional supports may be 

needed and where risks to the patient‟s health may be most significant. Physicians and other care 

providers who frequently participate in patient assessment and planning note that patients may 

feel influenced by their families and/or peer group when developing care plans. As a result, it is 

important to encourage patients to be honest regarding their capabilities. Self-assessment 

questions could include:   

 

 Questions about psychological well-being, for example, to measure mood, to determine if 

depression may be a concern, to see if there may be issues related to cognitive functioning 

and memory.  

 Information about the patient‟s social and support systems, for example, do they have family 

or friends near by to help? is there someone available to call in the case of emergency? who is 

their substitute decision-maker? does the patient participate in activities outside of the home 

and will they need assistance to continue? 

http://www.sickkids.ca/Good2Go/What-we-do/MyHealth-Passport/index.html
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 Asking patients to think about their current living situation and to identify physical challenges, 

such as eating and food preparation, walking and other movements, sleeping, and self care 

routines like washing and dressing. An assessment tool that focuses on the Instrumental 

Activities of Daily Living Scale (IADL) may be most helpful here. 

 

Sample assessment tools are attached in Appendix 5 (a) – (d) for information purposes.  

 

Information collected through these self assessments can then be used to develop a plan of care 

that identifies and coordinates the support services a patient will need in order to maintain or 

improve their health and to mitigate the risk of decline. For example: 

 

 Does the patient need assistance administering their insulin or do they require short term 

assistance until they become more comfortable with self-injections? 

 Does the patient need assistance with meal preparation?  

 Does the patient need to be referred to an allied health professional or a medical specialist?  

 Would it be appropriate to admit the patient to another facility such as a senior care facility or 

drug treatment centre or would they be better off receiving care at home?  

 Is a full-time care giver required?  

 When should the patient see their doctor for follow-up to ensure treatments are being adhered 

to and are achieving the expected result? 

 

Some health care providers have found it useful to perform a standardized risk assessment of the 

patient at this stage in the planning process to help determine the timing of any additional follow-

up. The idea is to identify patients who are at high risk for readmission and to ensure that those 

patients receive appropriate follow-up care in a timely manner to prevent a possible deterioration 

in their health 

 

For example, the Credit Valley Hospital and Trillium Health Centre have been using the LACE 

Index Score (see Appendix 6) since 2011 (LACE stands for Length of stay, Acuity of Admission, 

Co-morbidities, and number of Emergency Department visits within the last six months.) “The 
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hospital has found the tool to accurately predict readmissions and that the team‟s awareness of 

readmission risk helps to inform discharge planning processes. The hospital has automated the 

LACE score calculation which now calculates daily, and readmission risk is being used as an 

entry criterion into customized and enhanced transition plans that better meet an individual‟s post 

discharge needs.”16 

 

Using this evidence-based system, it is possible to identify individuals who are at high risk of 

readmission and who should be seen by their primary care team as soon as possible, and 

individuals at who are at moderate risk of readmission and who should receive a scheduled 

follow-up phone call within 48 hours by the person/facility responsible for discharge, followed by a 

visit with their primary care team within a week of discharge from the hospital.17 To facilitate 

scheduling, staff responsible for planning the patient‟s transition may wish to contact with the 

physician‟s office on the patient‟s behalf before the patient is released. As well, facilities may wish 

to reconsider releasing high risk patients on a Friday when there is a likelihood that the patient will 

not be able to be seen by a physican until at least the following Monday. 

 

Finally, LINKS and other health care providers may wish to include in this section of the care plan 

information about how to recognize worsening symptoms, i.e., indicators that would signal to a 

patient or care giver the need for medical attention or immediate emergency care. According to 

Health Quality Ontario, “data shows that only 59% of Ontario‟s hospital patients knew which 

danger signs to watch for after going home from hospital. … If an individualized care and 

discharge plan is conducted for every individual, every person leaving the hospital should be able 

to know what danger signs to watch out for (and) who to call if they need help …”.18  

 

To facilitate this, patients could be provided with a list of possible symptoms and corresponding 

direction about who to contact, for example: 

 If you have a flu that prevents you from taking your medication, contact your family physician. 

 If you experience a fever, contact the transplant nurse. 

 If the voices in your head get worse, contact you mental health professional. 
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 If your weight increases by more than three pounds in three days, double your diuretic. If no 

weight loss is experienced, contact the Congestive Heart Failure nurse on your Family Health 

Team, or your family physician.  

 

3. Patient Goals 

The preparation of a coordinated care plan provides the patient and their health care 

professionals with the opportunity to have a discussion about the patient‟s goals and how they are 

going to address the areas identified through the assessment piece. It is important to involve 

patients in setting goals and in developing solutions to ensure that the plan makes sense to them 

and that it will fit with their lifestyle.19 As well, in many cases it is helpful to select goals that can be 

measured by “small incremental changes in functioning in specific domains.”20 Patients that can 

acheieve small gains in specific areas are more likely to be motivated and have higher self 

esteem.21 Including the patient in developing strategies, activities and solutions to achieve their 

goals can help to encourage them to share in the responsibility for their care.  

 

Many providers use a „Smart Goals‟ format when developing patient goals and solutions (see 

Appendix 7 for samples):22, 23, 24 

 

S: Specific – Stating clear, detailed goals that can be understood by everyone involved in the 

patient‟s care. This may involve breaking down larger goals into smaller, specific steps.  

 

For example, a patient may state that their goal is to continue to live at home. This one goal could 

be broken down into several separate and distinct goals, such as being able to prepare a meal, 

being able to get in and out of the bathtub safely, remembering to take medications, being able to 

get dressed by themselves, and so on.  

 

M: Measurable – Identify how the achievement of a goal can me measured in a way that is 

quantifiable so that changes/improvements can be seen.  

 



  

Page 9 of 46  
June 2014 
For further information, contact Katherin Platt at Katherin.Platt@oma.org or via telephone at 416.340.2961 

For example, a patient may state that their goal is to take care of their dog. One of the specific 

steps involved in this goal is taking their dog for a walk. The measure may be to walk the dog 

three times per day, beginning with a short walk of 25 metres, then increasing the distance walked 

by 50 steps each week, until the patient is eventually able to walk around the entire block.  

 

A: Achievable – Ensure that the goals the patient has identified are achievable. Are the resources 

and/or care givers in place to help with the implementation of the goals? Is it possible for the 

patient to achieve the goal given the limitations of their illness? 

 

For example, a patient may identify that they would like to be able to drive a car again. However, it 

is clear that their deteriorating vision will not make this possible. In cases like these it may be 

helpful to delve deeper into the patient‟s needs and motivation. Why is it that they would like to 

drive? Do they have a specific place they would like to go? If they want to drive so they can attend 

church, perhaps arrangements could be made for another member of the congregation to drive 

them there. If the patient wants to drive to the grocery store, it may be possible to arrange for a 

taxi service or a home delivery service instead.   

 

R: Realistic – Ensure the goals that the patient identified are realistic given their current abilities or 

resources.  

 

For example, it may not be realistic for a patient to be able to prepare an elaborate Thanksgiving 

meal for a family of 12 this year, but it may be possible for the patient to prepare one or two 

dishes to bring to a dinner hosted by another family member. 

 

T: Time oriented – Establish a practical timeframe for the achievement of goals to ensure that 

there has been sufficient opportunity for improvement to have taken place. Setting timelines may 

help to motivate patients to achieve their goals and will help the patient and the care givers to 

measure any progress.  
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For example, a patient who is learning to inject their insulin may require a care giver to do it for the 

first week, then for the care giver to teach and supervise the patient self-injection during the 

second week, with the goal that the patient to be proficient with self-injections by the end of the 

third week.  

 

Self Care Considerations 

When developing the patient goals for a coordinated care plan, it is important to note who will be 

responsible for which activity. A number of different community or health care givers may be 

involved in the process, such as the primary physician, a physical therapist, a home care nurse, 

specific family members or friends, and so on. 

 

However, many proponents of coordinated heath care plans also recommend a self care 

component in the patient goals section of the care plan. The Skills for Health organization in the 

United Kingdom states that “self care is about working in partnership in a process of two-way 

communication, negotiation and decision making in which both the individual and the care 

professional contribute to the care planning process to achieve the best possible outcomes for the 

individual…”.25 The patient contributes to the development of planning strategies to manage his 

condition, and participates in achieving his outcomes.  

 

For example, a patient who requires a wheel chair and who wishes to spend more hours of the 

day in the chair rather than in bed will need assistance from a physiotherapist to build their 

muscles and to increase their tolerance for being in the chair. However, there is a self care 

component that the patient could be responsible for as well, e.g., scheduling and keeping the 

physiotherapy appointments, improving their sleep pattern by going to bed on time at night and by 

avoiding afternoon naps, thus giving the patient some control over their treatment and their 

progress.26 

 

4. Discharge/Transition Planning 

An essential piece of the coordinated care planning process is the communication of information 

during the discharge process or any other care transition. A care transition refers to the transfer of 
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a patient between different settings and health care providers during the course of their treatment. 

“Transitions can occur at many different times and places in a person‟s health care journey, and 

might include: referrals from a person‟s family physician to specialist care, admission into a 

hospital, discharge out of the emergency department or hospital, and admission to a long-term 

care facility from the person‟s home.”27 

It is key that each health and community care worker involved in a patient‟s care be aware of the 

coordinated care plan and that they use it as the basis for their own work with the patient to avoid 

conflicting goals, treatments, or negative drus interactions. Care transitions that are not well 

coordinated can result in an inadequate quality of care, compromised patient safety, low patient 

confidence and satisfaction with the care they are receiving, and can ultimately add unnecessary 

costs to the health care system.28  

 

As well, research shows that poor communication during care transitions may increase the 

incidents of hospital readmissions with 1 in 5 hospitalizations being complicated by post discharge 

adverse events, and 25% of readmissions occurring within 30 days of discharge.29 Conversely, a 

recent review conducted by the Evidence Development and Standards Branch of Health Quality 

Ontario showed that “individualized care and discharge planning and post-discharge support 

significantly reduced readmissions compared to usual care.”30  

 

It is recommended that this section of a coordinated care plan provide documentation regarding 

the processes to be followed during the transition phase for the patient, for example:  

 

 where the patient is going,  

 how they are going to get there,  

 when they are going,  

 the contact information for the individual(s) on the receiving end,  

 confirmation that the care plan has been shared with each of the health and/or community 

care providers,  

 confirmation that the patient‟s family has been notified about the transfer, 
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 contact information for the individuals responsible for the creation of the care plan so that care 

givers on the receiving end know whom to contact should they require additional information 

about the patient, 

 a schedule of medical appointments or community care interactions that are to take place 

within the days following the transition, 

 a reconciliation of medications being taken by the patient, 

 a space for the care coordinator to describe the hand off or transfer of information that took 

place, including dates, times, contact persons, position, and contact information, for example: 

 

January 10, 2014, 2:00pm 

- Care coordinator, Sally Smith, spoke on the phone with patient‟s daughter to confirm they 

were aware of the patient‟s transfer to his home. 

- Physiotherapist, John Jones, contacted by phone about the patient‟s coordinated care plan 

and treatment to be received by the patient. 

- Faxed referral and care plan to physiotherapist‟s office same day following phone call. 

 

The transition planning section of the care plan could also include a follow-up plan for the care 

givers or care coordinator at the originating facility, for example, instructions for the care plan 

coordinator to contact the primary physician to ensure the patient made it to their first 

appointment, or to call the home care worker to ensure a visit took place within the recommended 

timeframe.  Sample discharge/transition forms are attached in Appendix 8. 

 

Studies show that this kind of hand-off and follow-up significantly reduces the number of serious 

medical errors that can occur as well as the number of readmissions to hospital. “The 

consequences of substandard hand-offs may include delay in treatment, inappropriate treatment, 

adverse events, omission of care, increased hospital length of stay, avoidable readmissions, 

increased costs, inefficiency from rework, and other minor or major patient harm.”31 
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5. Review the Care Plan 

The care plan coordinator may wish to note when and how the care plan will be reviewed to 

ensure that patient needs are being met and to assess whether changes to the plan are 

necessary. The literature recommends that the patient be involved in the review along with their 

care givers if at all possible, e.g., the primary physician, physiotherapist, etc. A patient with 

complex long term conditions may need their care plans reviewed more often than a patient with 

low level needs who may only have a review once a year.32 

 

A care plan review is conducted for a number of reasons:33 

 to assess whether care plan goals have been achieved, 

 to determine if there are any barriers to progress, 

 to provide an early warning signal regarding difficulties with the patient, the plan, the goals 

identified, the measures, etc., 

 to evaluate the suitability or quality of the care provided, 

 to reassess current needs based on progress made, 

 to determine whether the care plan still meets the patient‟s goals and needs, 

 to revise the care plan if necessary, 

 to set the date for the next review. 

 

Following a review and revision of the coordinated care plan, it is important that all contributors 

and care providers receive a copy of the revised care plan and are instructed as to where any 

significant revisions were made. A sample review form is attached in Appendix 9. 

 

Challenges to Coordinated Care Planning  

Coordinated care planning is not an easy process and there are several challenges that can 

hinder the proper development and implementation of a care plan.  

 

1. Poor Information Transfer 

While research shows that the transfer of information during the transition stage can prevent 

hospital readmissions and facilitate better care, communication between the various levels of 
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health and community remains a challenge. For example, a survey of home care providers and 

support services conducted by the Change Foundation in Ontario found that 27% of respondents 

stated they were not satisfied with the information provided to them prior to the first visit with the 

client who was recently transferred out of hospital. More than one third of the providers regularly 

relied on the client and their informal caregivers to pass along relevant information that could have 

been included in a coordinated care plan.34 

 

Obstacles that may hinder information transfer include:35, 36 

 a lack of time, staff and resources to commit to recording and communicating patient needs 

through the care planning process, or to following up with the patient after discharge,  

 a lack of standardized communication tools and processes available for use by the health care 

or community facilities, 

 the need to better integrate care planning and communication into the regular work flow, 

 the inability for facilities to communicate with each other using compatible information 

technology, 

 reluctance of care givers to participate in information sharing due to privacy concerns. 

 

2. Inadequate, Inaccurate or Out of Date Information in the Care Plan 

At times, it may be difficult to collect adequate information from a patient to include in a care plan, 

or through human error, inaccurate information may be recorded. Examples of possible errors 

include:37 

 

 an inadequate understanding of a patient‟s capacity to manage in the home environment  

 a misbelief that a patient understands their care plan and post-discharge instructions because 

the patient has been living with the chronic condition for a long time, 

 a failure to notice a deterioration in the patient‟s clinical status prior to discharge,  

 difficulties encountered when assessing the patient‟s health status, leading to inaccurate 

assumptions about required levels of care or the appropriate setting for care, 

 incomplete information given by the patient regarding medications they are already taking, 

possibly leading to medication errors, 
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 focusing on one condition and possibly missing other supports that are needed, e.g., 

addressing the physical needs but not realizing the patient also suffers from depression, 

 not identifying key persons who are responsible for maintaining or updating the plan or and for 

communicating changes to the patient‟s entire care team, including family members. 

 

3. Patient Compliance 

It has been noted that involving the patient as an active contributor to the care plan is an important 

step to achieving patient compliance with the plan. However, not all patients want to be involved in 

the planning process. In the Strengthening Assessment and Care Planning Guide produced by 

the Department of Health in Victoria, Australia, it is noted that some patients are not motivated to 

set goals and may resist being involved in developing their care plan. The guide indicates that 

care planning is not for everyone and that goal development tends to work best for: 

 

 “patients who are motivated toward achieving or participating in something specific, 

 patients who have had a recent change (or decline) and are motivated to act, 

 patients of any age or functional ability with the capacity for functional improvement or 

restorative gains.”38 

 

That being said, some break downs in patient care are due to non-compliance by the patient. For 

example: 

 Non-compliance with medication and other lifestyle recommendations is a major problem in 

patients with heart failure. Several studies indicate that the most commonly identified cause of 

worsening heart failure is non-compliance with medication and diet being anywhere from 

21%–64% in patients.39   

 Regimen adherence problems are common in individuals with diabetes, making glycemic 

control difficult to attain and increasing the risk of complications. The findings from a recent 

study showed patient-reported adherence rates for attending doctor‟s appointments at 71% 

and 72% respectively for type 1 and type 2 diabetic; adherence rates observed for diet were 

39% and 37% respectively; and adherence rates for exercise were 37% and 35%, 

respectively.40 
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 Treating patients with mental illness is particularly challenging with one study showing that 

approximately three-quarters of patients prescribed psychotropic medication will discontinue 

their use over the course of a year, often without consulting their health professional.41 Non-

adherence is due to a number of reasons, such as: 

- medication-related side effects, 

- concerns about dependency, 

- belief that the medication isn't working, 

- feeling better, believing that the medication is no longer needed, 

- disorganization or apathy related to the mental health disorder, 

- lack of family support to ensure the medication is taken.42 

 

4. Privacy Concerns 

Although Ontario‟s Information and Privacy Commissioner (IPC) released a publication in 

September 2009 regarding privacy issues in relation the patient „circle of care‟, there still remains 

confusion in the health care community about when and with whom patient information can be 

shared. The brochure, Circle of Care: Sharing Personal Health Information for Health-Care 

Purpose, was written to help clarify when health professionals can assume a patient‟s implied 

consent to collect, use or disclose personal health information. The document can be accessed 

from the IPC website at http://www.ipc.on.ca/images/Resources/circle-care.pdf. 

 

The confusion regarding privacy and the circle of care may be rooted in the fact that the term 

„circle of care‟ does not appear in the Personal Health Information Protection Act, 2004. However, 

the IPC recognizes the term as “commonly used in the health-care community to describe the 

provisions in the Act that permit health-care providers to assume a patient‟s implied consent to 

collect and use personal health information – and to share that information with other health-care 

providers – in order to provide health care to that patient, unless the patient expressly indicates 

otherwise.”43  

 

http://www.ipc.on.ca/images/Resources/circle-care.pdf


  

Page 17 of 46  
June 2014 
For further information, contact Katherin Platt at Katherin.Platt@oma.org or via telephone at 416.340.2961 

As stated by the IPC Commissioner, “Personal health information may be shared within the circle 

of care – among health-care providers who are providing health care to a specific patient – but not 

outside that circle,” ... “Any sharing of personal health information with other health-care providers 

for purposes other than the provision of health care – or the sharing of personal health information 

with persons or organizations that are not health-care providers, such as insurers and employers 

– requires the express consent of the patient.”44 

 

5. Implementation Issues 

Of significant importance to the success of coordinated care planning is the implementation of 

appropriate work flows within the organizations involved in the process. Questions regarding who 

is responsible for creating, maintaining, monitoring and distributing care plans need to be 

addressed before efficient coordination between facilities or health care practitioners can occur. 

The literature provides a variety of possibilities, including a coordinated care planner, a discharge 

planner, a nurse, a primary care physician or other physicians within a facility. It may be best for 

the individual LINKS, hospitals, and other health care institutions to examine their work flows and 

to develop a process that works most effectively for them. While it is possible that a physician 

might coordinate the care plan, it is more likely to be another member of the health care team. 

Regardless of who is chosen, it is essential that someone be identified as the designated lead(s) 

for a patient‟s coordinated care plan to ensure that the process works effectively for the patient. 

 

Secondly, without the ability for members of a patient‟s circle of care to easily update and access 

their care plan, use of the plan could be largely ineffective. Preparation of care plans in an 

electronic format would increase the accessibility and usability of the document by the patient and 

other care givers including the family physician, the home care worker, the Community Care 

Access Centre, the pharmacist, etc. Electronic care plans, especially if they were in a 

standardized format, would be easier to update and distribute, increasing the likelihood that they 

would be used and followed.  
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Positive Approaches to Coordinated Care Planning 

While there are several challenges involved in the practice of coordinated care planning, the 

literature on this topic outlines several positive approaches that can assist with, and hopefully 

improve, the care planning process. These approaches include:45 

 

 Identifying someone to be responsible for the coordination and maintenance of the plan. When 

updates to a plan are made, there needs to be a system in place to distribute the updated care 

plan to the patient‟s care team and to the patients themselves. 

 Involving the patient in all aspects of the care planning process, increasing the likelihood of 

compliance with the recommended treatments. When possible, involve the family, patient 

advocate or primary care giver in the planning process as well.  

 Ensuring the patient understands the purpose of the care plan and the planning process. 

Prepare the care plan using language that is easy to understand; use plain language and 

avoid health care jargon. This can be particularly challenging if the patient is illiterate or does 

not understand the care planner‟s language. A translator or family member may need to be 

present to ensure the patient understands the care plan. Pictures or diagrams may also be 

helpful to the patient. 

 Making the care plan available in a format that is easily accessible to the patient. Ensure the 

patient has a copy of the plan and ask them to keep a copy in a place that is easily accessible 

to them.  

 Taking into account the issues that are important to the patient and reflecting those issues 

through the patient recovery goals. 

 Facilitating seamless transitions by sharing information and responsibility among providers 

and patients.  

 Thinking outside the box, beyond traditional treatments. For example, patients may benefit 

from coordinating services with community resources outside of the health care system, such 

as financial resources like welfare or food stamps, educational resources, support groups, or 

support programs like Meals on Wheels.46 
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Conclusion 

 

Key elements that health care providers may wish to include in their coordinated care plans 

include;  

 a Patient Information and Medical Summary Section,  

 a Patient State and Needs Assessment, 

 a Patient Goals section, utilizing the SMART principles (Specific, Measurable, Achievable, 

Realistic, Time Oriented), 

 a Transitions Planning section that includes documentation regarding the hand-off of the 

patient from one facility or medical/community care giver to the next, 

 a Review of the Plan at an appropriate date. 

 

Care providers may wish to review the common challenges and pitfalls that can hinder the proper 

development and implementation of care plans and put mitigating processes in place. As well, 

providers may wish to borrow from other jurisdictions that support coordinated care planning, 

especially involving the patient in the care planning process, identifying the appropriate person or 

persons to maintain and update the care plans, and to create the care plans in an electronic 

format that is easy to share with patients, their family members, and all care providers concerned. 

 

Given the challenges facing Ontario with respect to the growing numbers of individuals who are 

likely to develop complex medical conditions over the next several years, there does seem to be 

value in coordinated care planning if it is done well and if it follows the positive approaches 

identified in the literature by those with successful and positive experiences in care coordination. 
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Appendix 1 – Draft Ontario Links Coordinated Care Plan 
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Appendix 2 – Sample Patient Passport

Source: Sample Passport from Toronto‟s Hospital for Sick Children   
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Appendix 3 – Sample Patient Information and Medical Summaries 

 

Source: Hamilton Academy of Medicine, Hamilton, Ontario. http://www.hamiltondoctors.ca/  

http://www.hamiltondoctors.ca/
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Source: University of Toronto Family and Community Medicine Information Systems, Toronto Ontario. 

http://www.dfcm.utoronto.ca/  

http://www.dfcm.utoronto.ca/


  

Page 27 of 46  
June 2014 
For further information, contact Katherin Platt at Katherin.Platt@oma.org or via telephone at 416.340.2961 

 

 

Source: Lloyd, Marjorie. A Practical Guide to Care Planning in Health and Social Care. London, UK: Open 

University Press, March 2010.  
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Source:  American Academy of Pediatrics, Elk Grove Village Illinois. www.aap.org/en- 

us/Pages/Default.aspx 
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Source: Hitchcock Clinic, Lebanon New Hampshire, http://www.dartmouth-hitchcock.org/  
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Appendix 4 – Sample Medicine Tracking Form 

 

Source: Your Discharge Planning Checklist, CMS. www. medicare.gov  
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Appendix 5 (a) – Sample Assessment Tool 

 

Source: Hitchcock Clinic, Lebanon New Hampshire,  http://www.dartmouth-hitchcock.org/   
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Appendix 5 (b) – Sample Self Assessments 

Assessment Information Observations (please complete all boxes to 

show that they have been addressed) 

Biological: do you have any needs in the 

following areas? 

Please state in the person’s own words 

where possible and record any 

measurements (including frequency where 

required) 

Breathing  

Eating (including appetite) and food 

preparation 

 

 

Sleeping and rest  

Washing and bathing  

Dressing  

Moving and walking  

Exercise and activities  

Hygiene and self-care (e.g., hair, nails, teeth, 

using the toilet, skin care, etc. 

 

Maintaining/losing weight  
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Vital signs: blood pressure, temperature, 

pulse, skin colour and texture 

 

Psychological: do you have any needs in the 

following areas? 

 

 

Memory 

 

 

 

Thought disturbances  

Moods and Emotions  

Beliefs about others  

Perceptions  

Sensations (e.g., taste, touch, smell, sight and 

sound) 

 

Social: Do you have any needs in the following 

areas? 

 

 

Family support 

 

 

 

Friends/Peer support  
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Meaningful occupation (including work, 

hobbies, etc.) 

 

Group membership  

Recreational activities  

Significant relationships  

Spiritual: do you have any needs in the 

following areas? 

 

 

Personal religious beliefs 

 

 

 

Personal cultural beliefs  

 

Source: Lloyd, Marjorie. A Practical Guide to Care Planning in Health and Social Care. London, UK: Open 

University Press, March 2010.  
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Appendix 5 (c) - Kessler Psychological Distress Scale (K10) 

 

Source: Available At: www.nevdgp.org.au/files/programsupport/mentalhealth/K10_English[1].pdf 

  

http://www.nevdgp.org.au/files/programsupport/mentalhealth/K10_English%5b1%5d.pdf
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Appendix 5 (d) - Instrumental Activities of Daily Living Scale (IADL) 

 

A. Ability to use telephone 

1. Operates telephone on own initiative; looks 

up and dials numbers, etc. 

2. Dials a few well-known numbers. 

3. Answers telephone but does not dial. 

4. Does not use telephone at all. 

 E. Laundry 

1. Does personal laundry completely. 

2. Launders small items by hand. 

3. All laundry must be done by others. 

B. Shopping 

1. Takes care of all shopping needs 

independently. 

2. Shops independently for small purchases. 

3. Needs to be accompanied on any shopping 

trip. 

4. Completely unable to shop. 

 

 F. Mode of Transportation 

1. Travels independently on public 

transportation or drives own car. 

2. Arranges own travel via taxi, but does not 

otherwise use public transportation. 

3. Travels on public transportation when 

accompanied by another. 

4. Travel limited to taxi or automobile with 

assistance of another. 

5. Does not travel at all. 

C. Food Preparation 

1. Plans, prepares and serves adequate meals 

independently. 

2. Prepares adequate meals if supplied with 

ingredients. 

3. Heats, serves and prepares meals or prepares 

meals but does not maintain adequate diet. 

4. Needs to have meals prepared and served. 

 G. Responsibility for own medications 

1. Is responsible for taking medication in 

correct dosages at correct time. 

2. Takes responsibility if medication is 

prepared in advance in separate dosage. 

3. Is not capable of dispensing own 

medication. 

D. Housekeeping 

1. Maintains house alone or with occasional 

assistance (e.g. “heavy work domestic help”). 

2. Performs light daily tasks such as 

dishwashing, bed making. 

3. Performs light daily tasks but cannot 

maintain acceptable level of cleanliness. 

4. Needs help with all home maintenance tasks. 

5. Does not participate in any housekeeping. 

 H. Ability to Handle Finances 

1. Manages financial matters independently 

(budgets, writes checks, pays rent, bills goes 

to bank), collects and keeps track of income. 

2. Manages day-to-day purchases, but needs 

help with banking, major purchases, etc. 

3. Incapable of handling money. 

 
Source: Lawton, M.P., and Brody, E.M. “Assessment of older people: Self-maintaining and instrumental 
activities of daily living.” Gerontologist 9:179-186, (1969).  
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Appendix 6 – LACE Scoring Tool 

 

Source: Health Quality Ontario. Best Path, A Resource for Health Links – Evidence Informed Improvement 

Package, Transitions of Care. Toronto, ON: Queen‟s Printer for Ontario  
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Appendix 7 – SMART Assessments 

 

Source: Lloyd, Marjorie. A Practical Guide to Care Planning in Health and Social Care. London, UK: Open 

University Press, March 2010.  
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Source: Victorian Government Department of Health. Strengthening assessment and care planning - A 

guide for HACC assessment services in Victoria. Melbourne, Victoria: Aged Care Branch Victorian 

Government Department of Health 
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Appendix 8 – Sample Discharge (or Transition) Plans 

 

Source: Government of Scotland. http://www.scotland.gov.uk/Publications/2007/10/23093529/31  

http://www.scotland.gov.uk/Publications/2007/10/23093529/31
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Source: Pacific Healthcare Consultants, Newport Beach, California.  

http://www.pacifichealthcareconsultants.com/  

http://www.pacifichealthcareconsultants.com/
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Appendix 9 – Review of Care Plan 

 

Source: Victorian Government Department of Health. Strengthening assessment and care planning - A 

guide for HACC assessment services in Victoria. Melbourne, Victoria: Aged Care Branch 

Victorian Government Department of Health  
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