
COACHING KIT 

TAY Protocol 

Everything you’ll need to coach the 

 

 

IMPLEMENTATION TRAINING 

COACHING TOOLS EVALUATION TOOLS 

Implementation Plan 

Training  

Power Point 

Protocol  

Quick Tips 

Training  

Guide 

Survey Monkey 

Guide 

Quality Improvement 

Tool Guide 

Coaching Delivery 

Plan 

Iceberg  

Theory 


[image: image1.jpg]





Agency Implementation Plan


In order to effectively and successfully carry out the implementation of any new change initiative, the agency must plan for the immediate and long term impacts on staff, processes, polices and culture. Planning and anticipating for change at different stages and areas of the process helps mitigate challenges that any change initiative can bring. Once an intervention has been selected, this plan provides clear directives on potentially impacted staff, programs and processes to be carried out before and during the change initiative. 

To help guide the creation of the plan consider focusing on: 1) Needs and impact on staff, 2) Needs and impact on process and administration and 3) Needs and impact on leadership and sustainability. This plan will include what the CAMH RIT Coach will provide, as well as general internal considerations, providing you the opportunity to customize your plan accordingly. 
















		Agency: 

		Program:



		Implementation Lead:

		Last Updated: 





		Agency Action Item

		Plan Components and considerations (Communication, timelines)

		Responsibility

		Status Update: 



		Selection: 


•  How will you recruit and choose staff to be involved in this change?


•  Who will be responsible for this?



		Identify internal staff resources to support protocol implementation

		· Select internal implementation team, including management support, implementation support/lead role and front line champion. 


· Define the implementation lead role. Leads are responsible to support the implementation of the protocol within their respective organizations or programs. Leads attend monthly Community Implementation Team Meetings. 


· What level of support will the lead provide to staff? How will leads communicate protocol activity at various levels internally? 


· Define the role of internal champion. What is the difference in support between champion and lead? Who will provide coaching support to staff?

		CAMH coach, agency mgt

		



		Select the staff and programs for initial implementation or “piloting” of the protocol

		· On the basis of fit, readiness and capacity, select programs and staff to participate in the initial implementation of the protocol.

· Share internal communication plan with protocol using and protocol informed staff, as well as relevant external stakeholders.

		Lead, CAMH Coach

		 



		Training: 


· How will you teach the new skills required of this change? 


· What is your training schedule and plan?


· Are there differing levels of training and detail required for different staff or departments?






		CAMH coach & RIT develop and deliver protocol training to community

		· Lead and management share training registration with piloting staff. 

· Training is communicated as a mandatory event internally.  


· Lead and management work with staff to accommodate work and program schedules to attend training.

		CAMH Coach and Lead

		



		Training is evaluated and improved upon accordingly

		· Training evaluation is developed by CAMH RIT and delivered at training


· Feedback from training is communicated to CIT and improvement cycles are enacted to test training alterations.

· Evaluations are shared with Leads for future training needs.

		CAMH Coach

		



		Internal training plans are developed

		· Leads work with CAMH coach to develop internal training plans post piloting.

· Leads work with management and CAMH coach to identify staff and training needs for full implementation.

· CAMH staff develops a Coaching sustainability package for leads including training, implementation and coaching materials.

· CAMH coach provides coaching support to Leads as needed in their new training role.

		CAMH Coach and Lead

		



		Coaching:  

· How will you support staff after training?


· How will you embed new learning into daily practice?

· Who will be responsible to provide this support?



		Leads attend monthly Community Implementation Meetings

		· All leads attend monthly CIT meetings scheduled by CAMH coach.

· All protocol concerns, questions and PDSA cycles are discussed and supported at these meetings.

		CAMH Coach, Lead

		



		Internally coaching role is defined and established

		· CAMH Coach supports lead to identify the role of coaching internally.

· Considerations include: opportunities for coaching, coaching methods, feedback provision, existing mechanisms that support coaching.

· If coaching is not provided by the lead, the role of front line champion as a coach is well defined and communicated to staff.

		CAMH Coach, Lead

		



		Coaching plans created

		· CAMH coach provides coaching template for all leads.

· Leads meet with CAMH coach to review coaching plan components.

· Methods to enact plan are put into place.

· Leads share successes, challenges and barriers with CAMH coach for: coaching opportunities, PDSA cycles and further problem solving.

		CAMH Coach, Lead

		



		Performance Assessment:


· How are you planning to  measure performance and fidelity? 


· What mechanisms already exists?


· Who needs to be involved in these discussions?


·  How important are performance assessment to achieving your desired outcome? 



		Fidelity measurements are created

		· Consistency to Practice checklists are embedded into protocol practice.

· Leads determine how checklists are shared and or reported and reviewed with staff.

· Common fidelity issues are shared at the CIT level to assess difference between coaching support and implementation support.

		Lead, REC as needed

		



		Continuous Quality Improvement activities are completed

		· Q.I opportunities are brought forward and discussed at CIT meeting, with CAMH coach and internally.

· Q.I initiatives are implemented accordingly, and reviewed at CIT and internal meetings


· Initiative are recorded.

		Lead

		



		Decision Support Data System:


· How will you collect and analyze performance assessment or intervention data?


· How will you use this data to further achieve your change goals?


· How will this information be shared with staff?



		Survey monkey surveys are implemented as a process evaluation mechanism

		· Leads work with management to determine at which point in the protocol process staff are responsible to complete surveys.

· Leads identify internal mechanisms to review data collected, and communication processes with both management and staff.

· Data collection is reviewed at CIT meetings to discuss outcomes and identify and required solutions (ex: PDSA cycles, coaching support).

		Lead, management

		



		Facilitative Administration:


· What are the implications to guidelines, policies and procedures for this change?


· Who else is affected by this change?  What are the policy and procedure impacts for those staff?


· What is the role of administrative staff? How are they affected by this change? 


· What impact does this change have to your organizational culture?



		Policies and procedures are reviewed to identify supports or challenges to protocol use

		· Lead and management review organizational policies and procedures to ensure there are no internal challenges incorporating the protocol into practice.

· Any required changes are made and communicated to all appropriate staff. 

		Lead, management

		



		Confidentiality considerations are reviewed

		· Protocol is reviewed against current agency confidentiality practices.

· Changes in practice or clarification of confidentiality parameters are clearly explained to relevant staff.

		Lead, management

		



		Administrative staff are made aware of change in service have been appropriately informed or trained on process change

		· Changes in process are communicated to all appropriate administrative staff.

· Changes in role or support are clearly outlined and defined.

· Staff are aware of any aspect of the protocol that directly affects their role, including forms or processes.

		Lead, management

		



		Location of protocol forms and changes to client files are shared with staff

		· Staff are aware of where protocol related materials are housed and how to access them

· Required changes to client files are reviewed and communicated to staff. Leads work with staff during this period of change to ensure success of process changes.

		Lead

		



		Systems Intervention:


· What impact does your change have on external partners and stakeholders?

· What other partners need to be informed and involved in this change initiative?


· Are there other external forces that may impact this change initiative?



		Change in service delivery is shared with relevant external stakeholders and partners

		· All affected stakeholders and partners and made aware of the agencies commitment to TAY through the use of the protocol.

· Changes to process that may affect community partners are clearly communicated.

· Communication plans are update to reflect change occurring throughout the stages of implementation as they relate to staff and stakeholders.

		Lead, management

		



		Funders are made aware of change in service as needed

		· Agency determines needs to inform funders of change in service and communicate this accordingly.

		Management 

		



		

		

		

		



		Leadership:


· What role are organizational leaders playing in this change initiative?


· What is the communication plan to staff?


· How will leaders demonstrate their commitment and support of this change to staff?



		Internal communication plan is developed and shared with staff

		· Communication plan is created by agency leadership and shared with staff.

· Plan includes communication considerations for varying levels of staff participation – staff who are being informed versus staff who are actively using protocol in daily practice.

· Plan includes the agency’s vision and goal for protocol use and how leaders directly support this change.

		Management, lead

		



		Management support for protocol process and to agency lead are identified

		· A management protocol contact is established internally.

· Lead and manager establish communication and support mechanisms for protocol use.

		Management, lead

		





Protocol challenges and successes are reviewed internally and at the CIT



meetings 







Fidelity and Coaching mechanisms are established







Staff and programs to pilot the protocol are identified







Policies and procedures are reviewed to mitigate implementation risks







Staff and programs to use protocol in full implementation are identified and trained







Lead attends monthly community implementation team (CIT) meetings







Required protocol or process changes are implemented and tested 







Fidelity monitoring and reporting procedures are in place







Feedback opportunities between staff and lead, and lead to management are established







Communication plan created and shared with all relevant staff and stakeholders







Management, implementation and champion supports are identified







Agency leadership supports protocol adoption







Staff attend protocol training







Protocol Implementation Milestones
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AGENDA



		Welcome and Introductions

		Protocol origins: TRACK study

		Protocol in our community

		Youth Transition Protocol Overview

		Transition process and responsibilities

		Transition tools and resources

		Data collection



















		Today we aren’t learning new skills rather using the skills already here to change the way that we help youth move from youth serving agencies to adult serving agencies. 
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		Open Minds, Healthy Minds 

		3 year focus on children and youth

		CAMH supports creation of 18 Service



 Collaboratives

		Key transition points in care 







Let’s start at the beginning…



This work all started with Open Minds, Healthy Minds - Ontario’s 10 year mental health and addiction strategy.  

The first 3 years of the strategy were focused on children and youth’s mental health. 

To put the strategy to action, the ministry of health and long term care hired CAMH to support the development of 18 Service Collaboratives across the province. SC are mulitsectoral community groups working together towards a common goal of implementing evidence based practices or evidence informed innovations. All 18 SC were tasked with creating system change in their communities for youth with specific respect to key transition points.



A SC was started in Sudbury and embarked on the task of system transformation for this area. 

Using Implementation Science as the framework to guide the process, this collaboratively chose to focus on youth transitioning from child/youth mental health services to adult mental health services or youth in the system transitioning within the system.









TRACK

TRACK is a multisite study of care from children’s to adult mental health system across the U.K

41 recommendations from the study

4 Core Components for optimal transitions:

		Information Continuity

		Cross Boundary and Team Continuity

		Flexible and Long Term Continuity

		Relational Personal & Therapeutic Continuity





The SC used the TRACK study as the principle document to guide the vision of what the system change could be. 



KEY FINDINGS:

		No consistent agreement on where the boundaries of M.H care lay.

		Very few services adhered to the policies they set for themselves.

		1/3 youth did not cross the boundary into adult care.

		For the vast majority of service users, transition from children’s to adult M.H services is poorly planned, poorly executed and poorly experienced.





The study provided 41 specific recommendations on how to enhance transition experiences for youth and family.



Track also outlines 4 core components for optimal transitions:



Information Continuity: defined as effective information transfer

Cross Boundary and Team Continuity: Effective coordination of services by team & external agencies 

Flexible and Long Term Continuity: The need to adjust services to the needs of the client over time

Relational Personal & Therapeutic Continuity: A period of parallel care/joint working between children’s and adult M.H services or other services









Why a Protocol?

Recommendation in the MH literature

Plans for transition to adult services

Youth and family supported and informed

Warm hand off 

Communication between YSA & ASA



The SC decided to move forward with the implementation of a transition protocol. This protocol is considered an evidence informed innovation as it is grounded in the TRACK study recommendations and other significant M.H reports from Canada and Ontario.

Why did the SC chose a protocol?

		Protocols are a recurring recommendation in much of the M.H literature & a specific recommendation in the TRACK study

		Protocols provide a specific plan for a youth’s transition to adult services

		Protocols ensure that youth and family are supported and informed during the transition process

		They create an opportunity for a warm hand off vs a cold drop off in care transition – transition vs referal

		They also build mechanisms to enhance communication between the child and adult mental health sector



Lastly protocols are more sustainable as there is no requirement for new program development or new staff recruitment.

The incorporation of all of these elements makes the protocol more than just an administrative event, but a supported journey for the youth and family.











Protocol in our community



CFC & CCN

Turning Point



CFC

HSN

CMHA



		HSN

		CFC

		CMHA

		Noojmowin-Teg

		Mnaamodzawin





The protocol relates specifically to youth already in m.h services who are transitioning to adult m.h services. This map depicts our community protocol partners. 

For HSN, the programs using the protocol are: Mood and Anxiety Outpatient Addictions and Gambling Services and Eating Disorders Program

*









TAY Protocol







From this point forward we will be speaking to different components of the protocol. We think of the protocol as the overarching policy that defines the work, so we encourage everyone to read through it and become familiar. We will also be introducing user friendly tools to assist you to move through the protocol with ease. LET’S TAKE A MINUTE TO REVIEW THE PROTOCOL ITSELF.

 

PROTOCOL PAGE 4: Here in our diagram you can see that we’ve adapted some of the TRACK core components for our protocol. These 4 core components are central to the transition process, they are the  practice philosophy guiding the protocol.

Transition planning (cross-boundary and team continuity) – effective coordination of services by teams & external agencies

Information transfer (information continuity) –effective transfer of client information amongst providers

Period of parallel care or joint working (relational continuity); a period when the youth & adult services work together to provide joint care

Continuity of care (long-term continuity): services that are adjusted to the youth’s needs over time











To move philosophy into action, we sectioned the protocol into 4 different stages that describe specific tasks to assist youth through the transition process. One of our SCIT members offered a Ready, Set, Go slogan that gives visual context to the process and tools.









Key Terms



		Youth Serving Agency (YSA)

		Adult Serving Agency (ASA)

		Transition Aged Youth (TAY)

		Provider
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Provider 

		Protocol Roadmap

		Consistency to Practice Checklist

		Transition Summary



Youth 

		Transition Passport

		FAQ

		Transition Video

		



Tools



Tools were created to assist providers and youth to move through the protocol in a user friendly manner. Some of the tools are specific to providers while others are specific to youth. Use of the tools is completely voluntary with the exception of the Transition Summary. 
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Youth Transition Protocol Map



		Visual guide 

		Key steps and documents

		4 planning stages: 



	Ready… Set… Go!

		Helpful hints & reminders





The first tool or resource that we’re going to look at is the protocol roadmap. The Roadmap serves as a visual check point for key aspects of the protocol. You’ll notice that the roadmap moves through each stage and offers helpful yield reminders as you move along. If you use the roadmap you will successfully complete all necessary components of the protocol. Unlike the protocol, the roadmap indicates where it is helpful to use the assigned tools.  We hope you’ll be able to place this resource in your workspace to provide that quick visual cue for next steps.

 

You’ll notice that all the documents are modeled in the READY SET GO format. Hopefully this will help you navigate between tools with ease.

 











Consistency to Practice Checklist

Consistency to practice

Staff self check-in and reflection

Feedback for improving process



As we’re implementing a new process, we want to ensure consistency to practice in the community.

The checklist is a multipurpose document:

- Firstly, it is a tool for staff to ensure they have touched on the core components of the new protocol process. If not all core components are achieved, the checklist is also a way to reflect on the reason why one or more of the core components were not achieved.

- Secondly, as we test the new intervention, the checklist will also provide feedback to identify issues and components that need to be adjusted in the protocol. This will help provide feedback at an organizational level as well as on a system level.





You’ll notice that there is a checklist imbedded in the youth passport. 











INTRODUCING THE TRANSITION OPTIONS

 Engage youth and family in transition    discussion

 Explore all occurring transition

 Begin transition planning

READy - Stage 1





Ready – Stage 1 is founded on the transition introduction. In stage 1, the central tasks include:

		Engaging the youth and family in the transition discussion. This means actually having the discussion about the transition, including the aging out process, differences in sectors and change in service provider

		We also explore other transitions the youth is experiencing during this time. We know that late adolescence is a time of significant change for the youth. They may be moving out for the first time, going to post secondary or entering the work force. They might be entering serious long term relationships, getting their drivers license and generally becoming more independent. All of these factors should be considered in the transition planning process

		In this stage we already begin moving from the discussion to planning process of what the transition will look like, if the youth choses to transition
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Provider role

Discuss transition with all 16-18 year old youth

Explain transition:

5 ws, differences in sectors

Coach youth on changing roles of family, youth & providers

Explore and plan for other occurring transitions

Transition planning: Adult Services knowledge



		The protocol applies to youth aged 16-24, however we are mostly talking about youth aged 16-18  who are aging out of services. The transition discussion can start as early as 16, but needs to take place no later than 17 years of age. Much of this will depend on how the providers has been working with the youth

		The provider will give the youth and their family details surrounding the transition, such as why the youth needs to transition, when the transition will occur, who’s involved, where services are etc.. As well as preparing the youth for the change in service provision, expectations and environment in the adult sector

		Provider will begin coaching the youth and family for the youth’s increase in independence in the new sector, and start shifting responsibility in care to the youth. Some example of this might be appointment scheduling, appointment location (coming to office), learning more about medications and diagnosis, etc…

		As mentioned earlier, the provider will be cognizant of other transitions the youth is experiencing and incorporating this knowledge as needed into the planning process

		Finally the provider needs to be knowledgeable of what services are available to the youth, both mental health specific and otherwise. The youth, provider and family need to work together to identify the youth’s needs moving forward and connecting the youth to the appropriate resources. This also means having some knowledge of eligibility criteria and process.
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Youth role

Become informed:

Changing roles – provider, family and youth

Differences in sectors

Service options

Ask questions

Increase responsibility as service recipient

Decide if he/she will transition



The youth’s role in stage 1 is really becoming an informed agent of change in their own care.

READ SLIDE
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YOUTH TOOLS

Youth FAQ

Youth Transition Video

Youth Transition Passport









READy - Stage 1











There is a lot of work and planning that begins in stage 1. A series of tools have been developed to help you move through the stages and ensure that you’ve completed all the required tasks. Most of the tools are introduced in this stage, and will help you through other protocol stages.















Conversation starter and reference for providers

Take home resource for youth and family

YOUTH FAQ



The YOUTH FAQ is part of the youth toolkit. This form serves a few functions

It is a resource for providers starting the conversation about transitions with youth

It is a take home for youth as well as their family to reference, and reflect on additional questions they may have about the transition



We believe this conversation should be happening with every youth in the YSA. Some youth will not transition to an ASA as the need or wish for service may not be present. Others may not transition until later into adulthood or when that need resurfaces. It is up the provider to utilize their clinical expertise and draw on informed conversation with the youth and family about whether making this transition is a good fit for that youth. However informing the youth of their options and the differences in sectors will always benefit the youth, regardless of  their decision. 









		Local youth share their transition experiences

		Highlights the 



    value of transitioning

		Also shares the perspectives of peer facilitators, a mental health advocate and local clinicians in the field 



Youth transition video



The SC collaborative also created a video to help engage youth in transition discussions. 

https://www.youtube.com/watch?v=W0vKOXlr4DY
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Youth Transition Passport

READY…

- Defining the Transition team & supports

SET…

- Setting the agenda for the Transition Meeting

GO!

- Information about the adult service provider



The passport is the youth’s personal guide through the transition from the YSA to the ASA. Like the other documents, it follows in the ready – set – go formatting.

The passport serves several functions: 

		A place for youth to store important information

		A place to guide the youth through the process

		An opportunity to assess their support network

		A stepping stone to taking more onus for their health care



		













INITIATING TRANSITION PROCESS

Make formal connections to ASA

Identify the transition timeline

Complete required documentation

Identify and organize youth support system



READy - Stage 2



For stage 2 of ready, the central tasks include:
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Provider role

Plan 6-12 months before transition point

Connect with adult serving agency:

Eligibility

Documentation: Transition Summary

Transition timeline: Need for interim support

Assist youth and family to identify and assemble the Transition Team



		FIRST BULLET: Now that they youth and family have been informed about the transition, the transition planning must begin. The protocol outlines a 6-12 months window to allow time to find the appropriate services and mitigate waitlists for services. When you go back to the protocol critical component of parallel care we know that the youth should be supported by either the YSA or ASA at all times during the process, so we want to ensure they are connecting with the ASA before they are discharged from YSA services.



		READ SLIDE – second bullet.  This gives you the opportunity to assess if the service is the right fit before making the referral. Because youth in transition are at a vulnerable time in their lives we don’t want to make referrals to inappropriate services, only to leave the youth stranded in a new adult system while having lost  you as their support system. 
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Youth role

Transition Passport:

Explore current support network

Identify important supports for the Transition Team

Become informed on consent

Ask questions about process & new ASA





*









Youth’s readiness

Competing transitions

Stability

 Youth’s 18th birthday

THE TRANSITION POINT

 ASA program

Length of wait for  service

 Period of parallel care



Determining the appropriate transition point takes some planning. 

The TRACK study recommends: 

		Transition should occur at times of stability where possible; 

		young people should not have to relapse in order to access a service



-  Agencies should try and avoid multiple simultaneous transitions 

		Active involvement by AMHS is required before CAMHS can discharge a case; 

		transfer onto a long waiting list is unacceptable



 

Some elements we want to highlight include: READ SLIDE

With early planning wait list can hopefully be avoided as much as possible. 









Intermediary Services





Youth stays connected to either YSA or ASA at all times

Compensates for wait period

Ensure continued support for youth



Even with the best of planning, we understand that there will be instances where the youth is not yet formally connected to the new adults service and the youth provider is no longer able to stay connected. In these instances, the YSA and ASA may work together to determine other services that may be of assistance while the youth waits.

If and when possible, the YSA can stay engaged with the youth and develop an interim treatment plan for this time period.

*











PROVIDER TOOLS

Transition Summary 

READy - Stage 2


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Transition Summary

		Provides a snap shot for new service provider 

		Direct referral – no 



  central intake

		Daily activities

		Past treatment

		Current treatment

		Goals 





This is a mandatory tool for providers. It is consistently being used for all TAY mental health transitions who are active protocol users.

This form is not intended to be all encompassing in terms of what’s needed for intake, but hopefully provides the ASA enough information to determine if the youth is a good and eligible fit for programs. It also lessens the amount of information the youth has to share with the YSA that may not feel meaningful (like demographics). 

The form outlines more specifically the goals of the provider and youth regarding the possible referral, to ensure it’s the right fit before having the transition meeting.
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TRANSITIONING THE YOUTH

 Prepare for the transition meeting

 Facilitate the connection to adult services

 Formalize support roles for the youth

 Provide a period of parallel care

SET – STAGE 3



The transition meeting is the hallmark of the protocol. It’s the culminating event where all parties and supports come together to plan for what the transition will be, and how it will be supported. 









Provider role

Identify transition lead in ASA

Set meeting date & location

Assist youth to prepare agenda

Conduct transition meeting

Formalize the transition plan

Role of supports

Interim service

Transition timeframe



Identify transition lead in ASA: Ideally the transition lead will be the new provider. However if this is not possible a lead will be identified and will attend the meeting. In the structure we’ve established for piloting, agency leads are already identified and would take on that responsibility.



Set meeting date and location: it’s important to provide services in the youth’s community and be reflective of their culture and identity. To further enhance the notion of a “warm hand off” for services, we suggest that the transition meeting occur at the ASA. There are several reasons for this:

		Introduces youth and family to the new service environment

		Youth is supported by current worker for this meeting, so anxieties are decreased

		Provides a visual start to the transition process for the youth

		Sets the tone for the first meeting with the ASA provider



 

Continue reading slide
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Transition Team	

A group of allies brought together by the youth, with the unified purpose of transitioning the youth into adult services.



Minimum requirements:

Youth

Current YSA provider

New ASA provider or ASA lead



		The transition team are the members who will comprise the transition meeting. 

		The expectation is to have a minimum of one transition meeting. Depending on the needs of the youth, there can be several transition meetings where attendance would be based on the meeting agenda and rationale. 











Youth role

Transition Passport:

Set agenda for transition meeting with support

Invite transition team members to transition meeting

Ask questions regarding support and services in new ASA

Meet with new ASA provider



Working through the passport has hopefully assisted the youth to assess their support system and decide who are important members to be part of their transition team, as well as set the agenda for the meeting. 
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Set : The Agenda

My priorities (e.g. things that I want to work on and improve):

________________________________________________________________________________________________________________________________________________________________________________________________________________________



Sometimes I struggle with:

________________________________________________________________________________________________________________________________________________________________________________________________________________________



I want to share the following information from my file with my transition team:

________________________________________________________________________________________________________________________________________________________________________________________________________________________



What I want my transition team to know about my culture and identity:

________________________________________________________________________________________________________________________________________________________________________________________________________________________



The protocol really emphasizes the importance of the youth setting the agenda for the meeting, which is why we’ve incorporated it as part of the passport. This again puts the youth in control of part of this transition process. They decide what’s important to discuss, such as priorities, struggles, what information they want shared and what the team needs to know.

*









 Youth Passport

 Shared documentation

 Interim Services

 Transition team roles

 Next steps/action items

 Meeting with ASA provider

TRANSITION PLAN



The transition is the a series of steps building upon one another. If you follow the roadmap it will lead you to the successful completion of the plan. The transition plan is complete once all these criteria have been met:



		All necessary documentation has been shared 

		The need for interim services has been identified, selected and planned for

		Transition team member roles have been identified. Everyone knows the part they play in supporting the youth

		The Transition team meeting notes will determine the next steps and any action items

		The first meeting between the youth and the ASA provider should be scheduled

















POST-TRANSITION FOLLOW UP



First meeting with ASA provider

Feedback between providers

Continuity of care

GO! - STAGE 4



Go – Stage 4 is focused on the communication loop between the ASA and YSA on how the youth is transitioning. 
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Provider role

ASA provider corresponds with YSA provider

Attendance at the first appointment

Service fit considerations

Youth engagement

On-going consultation between providers as needed



In this stage the provider now shifts from the YSA to the ASA. 

*









Youth role

Transition passport:

Complete

Resource in new ASA services

Attend first appointment with ASA

Open communication with new provider





*

















		ASA provides feedback to YSA

		1st meeting

		Support issues

		Incomplete transitions







TRANSITION IS COMPLETED!
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		Youth serving agency: 

		https://www.surveymonkey.com/r/J8GF375

		Adult serving agency: 

		https://www.surveymonkey.com/r/CGYT2GD









		





Data COLLECTION
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Data
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Thank you for attending the session today!



Thank you for attending our session today!
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camh

Centre for Addiction and Mental Health
Centre de toxicomanie et de santé mentale
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YOUTH TRANSITION PROTOCOL - TRANSITION SUMMARY
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et ime 0 contact Aterte contac pran Frne
[ ][ 1
DAILY ACTIVITY
Living
0] incependent D withparentis [ With famity 0] Roommates
[ Rescence. [ votedagaress [ Hostelshetter [ Rooming/Bosrcing
] other/comments [
Education
D tehschool [ Collese 0 university 0] Trades rogram
0 ot i sehoot

[ Other/Comments

Employment
[ Fult time. [ Part time: [ casua [ Volunteer
] Seasonal [ Mo employment

[ other/Comments [ ]

External services accessed by youth: Please list any other services that the youth is currently accessing. This
can include both formal and informal services. Ex: school mental health nurse, SACY, YMCA services efc...

Service:

Service: Service: Service:









GO!-STAGE 4

















1.1work for:

(O) Chi and Family Center
(O Nodjmonin Teg

() Other (please specity)

l

2. Transition planning started 6 to 12 months before the youth's 18th birthday
QO Yes

QO Ne

() Other

() Otner (please specify)

l

3.1informed youth about transitions by:
D Talking to them 3bout therr service choices.

[[] using the Fac

[[] Showing the transition video
[[] Using the passport

[[] Other (please specify)

l

4.1sent the protocol transition summary on the youth's behalf to an adult serving agency
O Yes

O No

(O Other (please specity)





1. 1work for:

(0) Health Sciences Nortn

() Canadian Mental Hesith Assiciation
(O Mnamaadsawin

() Oter (pase spesity)

2.1 recived a transition summary from a youth service provider.
O Yes

O N

() Otner (plase spacify)

3. The youth | served identifies as:
QO Mae

() Female

() Other

4. The youth | served is:
[[] Francophone

[] First Nation, Inuit, Métis
[] reste

[[] Atrisk of homelessness

D None of the above

5. The youth | served attended their first session
QO Yes

O Ne

Other (please specify)
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Ready – Set – GO! The YTP Training Guide

Protocol Overview


This protocol presents the preferred transition pathway from youth services into adult services for youth who are:


· [image: image2.png]



Aged 14- 24


· Who are experiencing mental health and/or addictions issues, and


· Who are transitioning between child and adolescent mental health services (CAMHS) and adult mental health and addictions services (AMHAS).

Core Components


Internationally, research has become available reflecting processes and supports for ideal transition of youth between age-based service systems.  The TRACK Study (Singh et al, 2010) articulates four components for ideal processes and supports for transition:


· Transition planning (cross-boundary and team continuity): planning 6-12 months before the transition will occur. When ‘aging out’ of service is a reality, youth should transition to the new service with time for a period of parallel care.


· Information transfer (information continuity): Sharing health care and treatment information with the new service provider for a more successful transition experience 


· Period of parallel care or joint working (relational continuity): The hallmark of this component is the transition meeting where the youth is supported by both the existing and new service provider, as well as other important supports. Ideally the youth serving agency (YSA) would continue supporting the youth for a period of time as the youth adjusts to the new adult serving agency (ASA).


· [image: image3.png]



Continuity of care (long-term continuity): The loop back between the new ASA and the YSA regarding the youth’s transition to adult services (attendance at the first individual meeting). 


[image: image4.png]



Your tools


An array of tools have been created to assist both the provider and youth

 to navigate the protocol with fidelity. These include:


· The YTP Protocol


· YTP Roadmap: a visual guide for providers who are using the protocol. Outlines core steps and documents as well as helpful tips and reminders. 


· To be used throughout the transition process.

· Consistency to Practice Checklist: Outlines core components of the protocol in a checklist format to serve as a quick check in for staff and also a tool to inform improvements to the protocol and process.


· To be used throughout the transition process


· Youth F.A.Q: A guide for providers and a take home reference for the youth and family that discusses transitions and the shift from youth oriented mental health services to adult oriented mental health services.


· Youth in Transition Video: A video that outlines different youth’s experiences with transitions in the Sudbury area, and the benefits of transitioning.


· Youth Transition Passport: Personal property of the youth. Defines the transition team and supports and holds information regarding the new Adult Service Agency (ASA) and provider. Embedded in the passport is a checklist to provide the youth an outline of the steps involved for each stage of the transition.

· To be used throughout the transition process


· Transition Summary: Transition referral form that provides the ASA a summary of the youth’s past and current treatment, goals and daily activities. Serves as an information sharing tool and assists the ASA to determine youth’s eligibility and fit for programs.  
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Ready – Set – Go[image: image6.jpg]





Stage 1 - Ready: Introducing the youth to the concept of transition


· Ready is focused on the youth and family. The provider’s role is to inform the youth and family about the change in service that will occur as a result of the youth turning 18. 

· The goal is for the youth and family to play both an active and informed role choosing the most appropriate adult service to continue meeting the youth’s needs.

· [image: image7.jpg]Y




When getting “ready” the provider is cognizant of other transitions the youth may be experiencing (for example: transitioning to post secondary) and is accounting for these when transition planning.


· Youth FAQ

· Youth Transition Passport 

· Youth in Transition Video


Stage 2 - Ready: Preparation and planning for transition


· Selecting the ASA – what service(s) are going to meet the youth’s needs for continuing mental health and addictions services?

· Determining the transition point is a critical component of this stage. Considerations include:


· Youth’s readiness


· Youth’s 18th birthday: the transition point should occur before the youth turns 18 to provide the opportunity for a period of parallel care


· Wait times for ASA service: Planning early provides the opportunity to mitigate wait time due to service wait lists, so that the youth is picked up by the ASA before aging out of YSA services.


· Other transitions: The youth may be experiencing several different transitions (moving out, post secondary etc...) at this age. The transition point should not occur simultaneously with other transitions when possible. 

· Period of parallel care: The transition point should always allow for a period where the YSA can stay involved with the youth while s/he is receiving ASA services.

· Information sharing begins in this stage. The YSA begins making a formal connection to ASA services to begin the administrative transition process. This provides the opportunity to assess if the youth meets the program criteria and ensures that the ASA receives all required documentation. With the youth’s consent, providers are encouraged to share any documentation that may be helpful for the ASA provider to learn about the youth’s treatment and preferences and to create treatment plans.


· Determining the need for intermediary services – if the YSA cannot stay involved with the youth while s/he waits for ASA services, an intermediary service plan should be enacted. This might include use of formal services like drop in centers, specific roles informal supports can play or crisis planning. A youth who is transitioning should never be without service.

· [image: image8.png]reany- 3. GO!




In this stage the youth must ultimately decide if he/she will transition to adult services. If the youth chooses not to transition, the service provider will provide the youth information on adult services for future reference. 


· Transition Summary




Stage 3 – Set: Connecting the youth with adult services


· Forming the transition team: Using the passport, the youth and the youth provider identify important supports in the youth’s life – both formal and informal, that would be important to include in the transition process. These individuals will attend the transition meeting.

· Transition meeting – “warm hand off”: Ideally this meeting will take place at the new ASA to acquaint the youth with the environment. The agenda for this meeting will be created by the youth and focus on the information the youth feels important to convey. 



Stage 4 – Go: The transition to adult services


· The hallmark of this stage is the youth attending the first appointment with the ASA after the transition meeting.


· In this stage the ASA provider is expected to loop back with the YSA provider regarding the first appointment, and continue working collaboratively with the YSA provider as needed. 


· Ideally the youth will experience a period of parallel care between the YSA and ASA as the youth becomes comfortable with the new provider.


· If these components are followed, the youth and family should feel seamless continuity of care from the youth to adult mental health system.
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Adapted from NIRN (2009). State Implementation and Scaling‐‐up of Evidence‐‐based Practices (SISEP)  implementation.fpg.unc.edu 


 


Coaching Service Delivery Plan Template 
 


Background 
 


Professional development, support, and feedback are keys to quality service delivery and to improving service delivery over time and across staff. 
Coaching has been demonstrated as a key element to ensure implementation, fidelity, and quality of services.  A comprehensive Coaching System is 
comprised of a usable innovation, the necessary Facilitative Administration supports and other activities and supports as specified by the Implementation 
Drivers, and a Coaching Service Delivery Plan.  The Coaching Service Delivery Plan is a proactive approach to purposeful and supportive coaching. It 
specifies the Coaching Elements that will promote quality service delivery, support for the Practitioner or Instructional Staff, and serve as the basis for 
further professional development. It details the responsibilities of both the Coach and the Practitioner. Sound coaching relies on multiple sources of data 
including qualitative reports of activities, observations, and issues from the practitioner as well as data related to service delivery timeliness, perceived 
quality and helpfulness of the service by stakeholders, and outcomes of service provision. By developing a Coaching Service Delivery Plan and then 
adjusting it over time – always with the goal of improved service to staff and students – the Coach and Practitioner can partner in this quality 
improvement effort. The template provided below provides the basis for developing a Coaching Service Delivery Plan. 


As your team engages in the planning of the coaching service delivery methods and processes, consider the following: 


 What are the concepts, skills, or areas to be coached? 
 What coaching process or processes (e.g., direct observation, documentation review) will be used? 
 How often will the coaching processes be used?  How will the frequency be adjusted as practitioners or instructional staff gain experience and grow 


in their skill competency? 
 What preparation is needed for the coaching process? For example, what data or documentation is to be collected or reviewed and is there timeline 


for clear submission to the coach? 
 What is the format of the post meeting/event following the coaching process? For example, will the coach provide feedback during a face‐face 


meeting with the practitioner or instructional staff or during a group reflection meeting? 
 How will the coach document the feedback provided? Will feedback be verbal, written, or both? 
 Is there a timeline for when the coach should provide the written documentation? For example, written documentation is to be provided within 72 


hours after verbal feedback, quarterly, etc.  
 How will we know coaching is effective? What data and how will be collected and analyzed for continuous improvement purposes? 
 What is our plan for monitoring adherence to the coaching service delivery plan? Who, how, how often, and when will the plan be reviewed?  



http://implementation.fpg.unc.edu/





Adapted from NIRN (2009). State Implementation and Scaling‐‐up of Evidence‐‐based Practices (SISEP)  implementation.fpg.unc.edu 


 


Coaching	Service	Delivery	Plan	Template		
 
Implementation Team: _____________________________________        Lead Person: ______________________________ 


Evidence‐based Program: ___________________________________        Date Initiated: _____________________________ 


 


Plan for Monitoring Adherence to Coaching Service Delivery Plan (who, how, frequency, and schedule): 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 


 


Concepts/Areas 
or Skills Being 
Coached  


Coaching 
Process  


 


Frequency  


 


Practitioner 
Preparation  


 


Post 
Meeting/Event 


and 
Documentation 


 


Feedback & 
Documentation 


by Coach 


 


Timeline for 
Written 


Documentation 
By Coach  


Coaching 
Effectiveness 
Measure  


               


               


               


               


               


               


 


 



http://implementation.fpg.unc.edu/
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      CHANGE MANAGEMENT ICEBERG 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
WHAT IS IT? 


• Developed by Wilfried Krüger 
• A theory that deals with both the apparent and unseen barriers to change in an organization. 
• Most managers only focus on the obvious barriers to change, such as cost, quality, and time. 


These represent only the tip of the iceberg (approximately 10% of issues). 
• More influential barriers (approximately 90% of issues) lie beneath the surface, including 


perception, beliefs, power, and politics 
• Encourages the consideration of the hidden challenges required to implement change. 


 







      CHANGE MANAGEMENT ICEBERG 


 
• Another component to this theory is the people involved in the change and to what level they 


may promote or oppose it. 
• By understanding how all these link together to create barriers, leaders will be able to better 


implement the change they wish to bring about. 
 


HOW DO WE USE IT? 
 
To overcome the barriers presented by the Change Management Iceberg, there are three types of 
management types which must be implemented. These are: 


• Issue Management: Managing the top of the iceberg which includes cost, quality and time. 
• Management of Perceptions and Beliefs: Understanding both the apparent and hidden 


perceptions and beliefs of people. 
• Power and Politics Management: For those who are involved in the change and need slight 


convincing, power and politics can play a valuable role. 
 
Krüger categorized the kinds of people who effect the barriers for change as: 


• Promoters have a positive attitude towards change and expect to gain benefits from it and will 
thus support it. 


• Potential Promoters have a positive attitude towards the change but are not entirely 
convinced of its benefits; they can be converted to Promoters by management of power 
and politics. 


• Hidden Opponents may seem to support change but internally have a negative attitude 
towards it. Management of perceptions and beliefs along with issue management can be 
used to change their outlook of change. 


• Opponents have a negative attitude and behaviour towards change. Management of 
perception and beliefs must be used to change their attitude as much as possible. 
 


WHERE CAN I LEARN MORE?  
 
1. Krüger, W. (2010). Implementation: the core task of change management. Strategy-process, 


content, context, 212-224 
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Sudbury Manitoulin TAY Protocol 


Survey Monkey Data Collection Instructions 


 


What you need to know 


• Shared login between all agencies implementing protocol 


• All leads can go in and review information as needed (suggestion to review monthly) 


• CAMH Regional Evaluation Coordinator and Coach have login and access to data 


 


Getting started 


Webpage 


https://www.surveymonkey.com/ 


Sign in 


• Username: Sudbury_Manitoulin_TAY_Protocol 


• Password: Youthfriendly 


Link for staff to input 


• Youth serving agency: https://www.surveymonkey.com/r/J8GF375 


• Adult serving agency: https://www.surveymonkey.com/r/CGYT2GD 


Selecting survey 


 Go to “My Survey and select the appropriate survey for your agency (“TAY Protocol Youth 


Serving Agency Data Entry Form” OR “TAY Protocol Adult  Serving Agency Data Entry Form”) 


 



https://www.surveymonkey.com/

https://www.surveymonkey.com/r/J8GF375

https://www.surveymonkey.com/r/CGYT2GD





Reviewing data OPTION 1: Reviewing data online 


 Click on ‘Analyze Results’ and scroll down to see a summary of the data 


 


1. Filtering data by organization  


o Click on “filter” in the left hand corner of the screen 


o Click on “filter by question and answer” 


 
 


o Click on ‘choose’ then ‘Q1: I work for…” you can then scroll down and review specific 


data points for your own organization 


 


 







2. Filtering by time period 


**note all data presented is cumulative over time. In order to review data for a period of 


time you must select this option 


 


o Click on “filter” in the left hand corner of the screen 


o Click on “filter by time period” 


 
 


o Select desired dates and scroll down to review data 


 


 


 


 


 


 


 







Reviewing data OPTION 2: Reviewing data in Excel (exporting) 


 Click “Analyze results” and apply any desired filters as explained above 


 


 Click “Export All” in the right hand corner then click ‘All response data” 


 


 


 Open in Microsoft Excel 


 







 Open file  by clicking on      under exports on the left side of the screen then clicking on the zip 


file at the bottom of the screen  


 
 


 A window will open, then click on the excel folder 


 
 Open Sheet_1 


 
 


 


 







 In excel highlight columns A to I and delete 


 
 


 Review data in excel 


 


 


Using the data 


 By exporting the data in excel, reports can be created for Senior management and funders 


 Monitoring the data to assess progress over time, adoption of the protocol and to monitor who 


the protocol is serving. 


 Can be used to report to the Service Collaborative table, report back to staff on progress, report 


to senior management or to funders. 
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Quality Improvement Tools

When should I consider using a Quality Improvement Tool?


		Tool 

		When to use - Scenario

		Resources



		Fishbone/Cause and Effect Diagrams

		· To brainstorm about the main causes of a quality problem, and the sub-causes leading to each main cause.  

· Helpful to use when leading a brainstorming session.  Can sort ideas into useful categories.

· i.e. the referrals being made for the intervention are missing relevant clinical information.


Helpful to use in conjunction with “The 5 Whys”

		http://www.youtube.com/watch?v=Kz5Pr8aPKtw

http://asq.org/learn-about-quality/cause-analysis-tools/overview/fishbone.html



		The 5 Whys

		· To drill down deeper to get to the root cause of the problem.  


· The tool is a product of the philosophy “that by repeating why five times, the nature of the problem as well as its solution becomes clear.”



		http://www.youtube.com/watch?v=JmrAkHafwHI

http://asq.org/healthcare-use/why-quality/five-whys.html



		Process Mapping

· Flow Chart


· High Level Process Map


· Swim Lane – helps with showcasing individual function




		· To understand all of the different steps that take place in the process

· Provides clear insight into process, roles and responsibilities

· I.E. A breakdown in communication has led to information not being captured in the database

		http://asq.org/learn-about-quality/process-analysis-tools/overview/flowchart.html



		Tool

		When to use – Scenario

		Resources



		PDSA Cycles

		· Useful in a “trial and learning” approach and are conducted over iterative cycles to discover and solve problems with a process

· To use, the plan needs to be operationalized

· I.E. Assessment packages, need to completed and disseminated to the committee in a weeks time.  You need to study if this is happening.

		http://www.youtube.com/watch?v=xzAp6ZV5ml4

http://nirn.fpg.unc.edu/learn-implementation/improvement-cycles



		Usability Testing

		· Consists of a series of tests of an innovation.

· Similar to pilot testing but instead of a single test, multiple tests are conducted with at least 5 users.


· I.E. The intervention is developed and the process is evaluated after 4-5 users go through the process.  After each process, the intervention is evaluated, modified and 4-5 users go through again.

		http://nirn.fpg.unc.edu/learn-implementation/improvement-cycles



		Practice-Policy Communication Loop

		· This tool/loop has the capacity to search for errors and faulty operating assumptions

· Oversight (regardless of role) teams have established structures to hear about what is helping, or hindering, processes at the practice level and look to support improvement and mitigate problems.


· I.E. Oversight committee meets monthly and direct service rep provides an update on targets

		http://nirn.fpg.unc.edu/learn-implementation/improvement-cycles
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TAY Protocol – QUICK TIPS

Critical Components



Planning begins 6-12 months prior to the transition point. The transition point and time for transition will vary depending on youth and family needs and program availability.

Required intake documentation, protocol transition summary and other supporting information related to the youth’s care will be shared prior to the transition point with consent from the youth. 

The youth should have contact with the ASA at least once during the transition planning process so a relational connection is established. The transition meeting(s) agenda and participants will be determined by the youth.

The ASA will perform a communication loop back with the YSA regarding the youth’s attendance at the first independent appointment, youth engagement and service fit. 

Remember: Ready…Set…Go!







TAY Protocol – QUICK TIPS

Evaluation: Is this working? 

For every youth that begins the transition process, Survey Monkey evaluation should be completed.



YSA – This should be completed once the youth:

Chooses not to transition after beginning the transition process

Services have transitioned to the ASA

www.surveymonkey.com/r/J8GF375



ASA- This should be completed:

Once the youth attends their first appointment

After the transition meeting if the youth does not attend the first appointment

www.surveymonkey.com/r/CGYT2GD





Don’t forget about the tools and resources!

Tools were created to support the use of the protocol. These include:

Protocol Roadmap

Protocol Roadmap

Youth FAQ

Youth Passport

Transition Summary



And don’t forget about the Youth in Transition Video!

https://www.youtube.com/watch?v=W0vKOXlr4DY



 

Be Safe is a new app for youth in Sudbury, Manitoulin and Chapleau that provides crisis oriented service options based on the youths expressed need. Don’t forget to talk to TAY about this great resource.



For more information on the app, visit: http://mindyourmind.ca/interactives/be-safe
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