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EXECUTIVE SUMMARY
Background


The Ontario Common Assessment of Need (OCAN) is a standardized measure of
client health and functioning implemented in the Ontario community mental health
sector since 2009. A unique feature of the OCAN is the inclusion of both staff and
client ratings of need.



In addition to supporting a client-centered approach to care delivery, programs are
expected to upload assessments to a central repository for system level use.
However, current use of the OCAN for system-level planning/ policy purposes is
minimal.



Early Psychosis intervention (EPI) is a core service of the Ontario mental health
system. EPI Program Standards were released by the Ontario government in 2011.
The Standards included a recommendation that performance measurement be
conducted using existing data if available. The OCAN provides a potential tool for
addressing this need.

Purpose


The purpose of this project was to assess the value of the OCAN for informing
system monitoring and improvement work, focusing on EPI services. Specifically we:
1. Examined how OCAN data can inform understanding of EPI program delivery
in relation to provincial EPI program standards.
2. Assessed the quality of OCAN data uploaded to the central repository by EPI
programs.



The report is not an attempt to create system quality indicators or show all of the
potential uses of the OCAN. Results may inform future indicator development efforts.

What we did





We obtained all OCAN assessments uploaded to the central repository during 201016 for individuals receiving service from an EPI program.
To assess program adherence to the EPI Program Standards, we created a cohort of
recent admission assessments and identified five relevant quality statements within
the Standards that could be examined with available OCAN data.
The sample for this component included admission assessments for 693 clients
uploaded to the repository during 2014-16.
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To assess data quality, we examined EPI program adherence to the data collection
protocol and the completeness of submitted data. The sample for this component
included 9528 assessments representing 4211 EPI clients uploaded to the repository
during 2010 to 2016.

What we found
1. Understanding EPI service delivery in relation to the Standards
The OCAN data were helpful for understanding EPI service delivery in relation to the
five quality statements reviewed.
1. Programs serve adolescent/young adults: Age and sex profiles showed that most
EPI programs are serving the targeted age range. A small number of programs
are serving older clients. This raises questions about how individuals with later
age onset of psychosis are supported. This is a particular concern for women.
2. Programs reflect the diversity of the community: Our sample was mostly male
and English speaking, and included few clients who identified as Aboriginal. This
raises questions about how well EPI programs are able to engage all youth in
their communities and whether additional supports are needed to ensure
equitable access to services. The recent refresh of the OCAN (Version 3.0)
includes 8 items recommended by Health Equity Data Collection Research
Project which should strengthen the value of the OCAN for measuring access.
3. Programs develop community networks to assist with early referral: Over half of
clients were referred to the EPI program from hospital and many had experienced
an inpatient admission for mental health prior to EPI program admission. This
raises questions about the need for more outreach to develop community referral
networks and support the early intervention mandate.
4. Programs conduct a comprehensive holistic assessment: The need ratings
reported by both staff and clients in the OCAN span clinical, community
functioning and social domains, in alignment with the assessment requirements.
About one-quarter of staff rated needs related to intimate relations and sexual
expression as unknown. More training may be needed to support meaningful
conversations between staff and clients on this topic.

5. The client, family and team negotiate a comprehensive recovery plan: The paired
client and staff need ratings showed many areas of agreement and some
differences, such as related to physical health and drug use. This feedback can
inform collaborative, needs based care planning. Over time, as relationships
strengthen, agreement would be expected to increase .
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2. Assessing OCAN data quality
Despite its potential value, the quality of the OCAN data is a concern.
1. Adherence to the protocol: A significant portion of EPI programs (about 40%) do not
upload OCAN data to the central repository and, among programs who do upload,
assessments often are not submitted as specified in the protocol (every six months
and at discharge). Only about half of assessments included the client ratings.
2. Data completeness: Completion of non-mandatory items is variable. Of particular
importance, key service use data such as service initiation and discharge dates are
missing in about 20% of assessments. These data are important for tracking client
use of community mental health services. A recent refresh (Version 3.0) of the
OCAN has increased the number of mandatory items but non mandatory items
remain.

Going Forward
OCAN data have potential to inform understanding of practice in relation to the EPI
program standards. However, higher submission rates and better quality are needed to
support broader use of the data and more confidence in findings.
To improve quality and relevance of OCAN data for EPI programs and more broadly
within the Ontario community mental health sector, we make the following
recommendations:


Submissions of OCAN data to the central repository should be made mandatory.



Work should continue to link items within the OCAN to quality statements in EPI
Standards, to support the use of OCAN data for system and program level quality
improvement work, and for monitoring client progress.



Program capacity to use OCAN data for client care and program improvement
should be strengthened. Initiatives already implemented through Community Care
Information Management (CCIM), Excellence through Quality Improvement Project
(E-QIP), and the Provincial System Support Program could be scaled.



Reasons for non-completion of the client self-assessment should be explored and
strategies implemented to encourage completion.



Frequency of assessments should be reviewed, considering the minimum required to
provide clinical utility while respecting burden for clients and staff.



A mandatory minimum dataset should be considered for uploading to the central
repository that supports system monitoring and reduces burden on clients and staff
to complete.
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Processes should be developed for ongoing monitoring of quality of uploaded
assessments, with mechanisms for feedback and correction (such as used by the
Canadian Institute for Health Information for other administrative databases).



Efforts should continue to clarify variable definitions and instructions for data
collection. Processes to assess data reliability and validity should be developed.



A working group should be convened to progress these recommendations. The
group should also review how OCAN data complement other system data sources
and could be integrated to meet system monitoring needs.
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BACKGROUND AND PURPOSE
The Ontario Common Assessment of Need (OCAN) is a standardized comprehensive
measure of client health and functioning that was introduced in the Ontario community
mental health sector in 2009. While not mandatory, the OCAN has been widely
implemented among eligible programs in the province. Assessments are intended to
enhance client centered care delivery in programs and provide feedback to improve
outcomes. Additionally, they are uploaded to a central data repository, offering a
potential resource for system improvement work. A recent Health Quality Ontario report
on the quality of mental health care in Ontario1 noted a lack of system-wide data for
monitoring use of community mental health services, a key limitation if we are to fully
understand the care experience and outcomes of people with mental health problems.
Early Psychosis Intervention (EPI) is a comprehensive, team-based model of care that
combines pharmacologic and psychosocial interventions to support client recovery from
a first episode of psychosis. EPI services target adolescents and young adults. Rapid
admission to reduce the duration of untreated psychosis is a key feature of the model.
There are currently about 50 EPI programs in Ontario, located throughout the province.
Most participate in a funded community of practice called the Early Psychosis
Intervention Network of Ontario (EPION).a
In 2011, the Ontario government released EPI Program Standards to guide more
consistent EPI delivery. The Standards included a recommendation that performance
measurement be conducted using existing data if available.2 The OCAN provides a
potential tool for addressing this need.
The purpose of the present project is to assess how OCAN data can inform
understanding of EPI service delivery in relation to the EPI Program Standards and
guide improvement work. Since system planning requires good quality data, a second
aim is to assess quality of OCAN data submitted by EPI programs to the provincial data
repository.
This project was funded by the Provincial System Support Program (PSSP) at the
Centre for Addiction and Mental Healthb and conducted by a PSSP-based research
team in partnership with EPION and Canadian Mental Health Association Toronto.
The Early Psychosis Intervention Ontario Network (EPION) is a province-wide volunteer network of service
providers, persons with lived experience, and families. The network facilitates collaboration, training, resource
sharing, and quality improvement efforts. EPION is funded by the Ministry of Health and Long-Term Care. For more
information, visit epion.ca.
b
The Provincial System Support Program helps build capacity in the mental health and addiction system to
implement evidence based practices with quality. For more information, visit improvingsystems.ca
a

8

THE ONTARIO COMMON ASSESSMENT OF NEED
The OCAN is a standardized client assessment that collects data on: client sociodemographic characteristics; clinical status; use of community mental health services;
and service and support needs. Needs are rated across 24 health and social domains
using a validated measure called the Camberwell Assessment of Need.3 Need is rated
using one of the following options: no need; met need (due to help provided); unmet
need (serious problem); or not known/do not want to answer. Both the staff and client
rate needs, providing the opportunity for both perspectives to inform development of the
care plan. This feature of the OCAN aligns with the provincial health policy aim of
including service users as participants in their own health care.4 Some OCAN items are
mandatory, some are optional.
Most community mental health programs, including EPI programs, are expected to
collect the full OCAN, which includes all of the components listed above. A very smaller
number of programs who have brief interactions with clients (e.g., crisis intervention)
collect the Core OCAN which does not include the staff or client need assessments. The
OCAN is intended to be completed when a client enters a program, then every six
months, and at discharge.
Provincial OCAN implementation is managed by Community Care Information
Management (CCIM),c a program within the provincial government. CCIM provided
province-wide training when the OCAN was first introduced, and has continued to
support implementation through coaching, a community of practice, webinars and think
tanks. A detailed manual outlines the assessment protocol, including assessment
frequency, item definitions and response options (for the link to resources click Here).
Until recently, OCAN Version 2.0 was in use. In 2017, CCIM led an OCAN refresh to
improve its clinical value, align with current standards and terminology, and clarify
definitions. Version 3.0 was released in 2018.5
Programs are expected to upload OCAN assessments to a provincial repository called
the Integrated Assessment Record (IAR), managed by CCIM. If clients give permission,
their assessments can be viewed by providers in other organizations who are part of
their care team. If clients do not give permission, their assessments are used only for
system level planning and monitoring.

Community Care Information Management (CCIM) supports the delivery of business and technology solutions to the
community care health sectors under the strategic and operational direction of the Ministry of Health and Long-Term
Care (MOHLTC), https://ccim.blob.core.windows.net/courseresources/e9352a1b-3467-4444-aaaee46910fb61b9/dc999827-7708-4813-af16-7ce234c63d96.pdf; OCAN Version 3.0 Summary Report February, 2018.
c

9

APPROACH
Our team obtained a dataset from CCIM of all OCAN assessments (Version 2.0)
uploaded by EPI programs to the central repository (IAR) during 2010 - 2016.d This
dataset included 9528 assessments, representing 4211 clients and 34 programs. Of the
4211 clients, 44% had only one OCAN submitted. Where a subsequent assessment
was completed, the follow-up period was variable. Discharge assessments were rarely
completed.
Thus, to address the first aim of this project (assess value of OCAN), we focused on
admission assessments, which is the client’s first assessment when entering the
program. This provided a sample with a known exposure to the program. Additionally,
because the client view is important in EPI service delivery, only assessments with both
client and staff ratings were included. Finally, to be current, we only included
assessments completed since 2014. During 2014-16, 1223 OCAN admission
assessments were uploaded by EPI programs to the repository, of which 693 (57%)
included client ratings. These 693 paired assessments constituted our analytic sample
for the demonstration analysis.
To address the second aim of assessing data quality, we reviewed all OCAN
assessments uploaded by EPI programs to the central repository during 2010 -2016.
Our analytic sample included 9528 assessments representing 4211 individuals (see
figure 1).

d

The dataset also included a small number of assessments from early 2017.
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Figure 1: Assessment samples
9528 assessments

Aim 2 sample: Assessing
OCAN data quality

All EPI assessments (4211 clients and 34 programs)
Completed 2010-2016

1223 assessments
Admission assessments only
Completed 2014– 2016

693 assessments

Aim 1 sample: Assessing
service delivery in relation
to Standards

Admission assessments, both client and staff rating
Completed 2014– 2016

See Appendix A1 for more details on how the cohorts were created.
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AIM 1: UNDERSTANDING EPI SERVICE DELIVERY IN
RELATION TO THE STANDARDS
This section examines the value of the OCAN for learning about service delivery and
improvement opportunities in relation to the provincial EPI program standards. The EPI
Program Standards define client eligibility for service and outline service delivery
expectations through multiple quality statements grouped within 13 Standards.2 For this
demonstration project, quality statements with relevance to program practice and client
care at/ after admission were drawn from four Standards:





Standard 1: Facilitating Access and Early Identification
Standard 2: Comprehensive Client Assessment
Standard 3: Treatment
Standard 11: Barrier-Free Service

We identified five quality statements within these Standards that could be examined with
OCAN data in our current dataset (see Table 1). These variables provide examples of
how OCAN data could be used for to learn about current practice and for quality
monitoring. If the quality of OCAN data were improved (see section 2 of this report), the
variables available for this task would expand.
Table 1: Quality statement, OCAN element and EPI Program Standard
Quality Statement
OCAN data
EPI Program
elements*
Standard
1. Programs serve adolescent/young adults
(14-35 years of age)

Age

Introduction: Eligibility

2. Programs reflect the diversity of the
communities they serve

Gender, Preferred
language, Aboriginal
origin

Standard 11: Barrierfree service

3. Programs develop network of providers
and organizations to assist with early
identification and make timely referrals

Referral source
Prior hospital
admission

Standard 1: Facilitating
access and early
identification

4. Programs conduct a comprehensive
assessment that covers psychiatric and
physical exam, risk assessment, psychosocial assessment.

Need ratings for 24
clinical, functional
and social domains
(staff & client report)

Standard 2:
Comprehensive Client
Assessment

5. The client, family and team negotiate and
document a comprehensive,
individualized, client-centered wellness/
recovery plan.

Staff-client
agreement on need

Standard 3: Treatment

* See Appendix A2 for item definitions
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Programs serve adolescents/young adults
Overview
Internationally, EPI has been endorsed as an evidence-based model of care to support
adolescents and young adults early in their experience of psychosis. Psychosis often
has an adolescent/ young adult age of onset and decreasing the duration of untreated
psychosis is associated with better health and social outcomes.6,7 The Ontario EPI
Program Standards have defined people between the ages of 14 and 35 as the target
age group for EPI services (Standards Introduction: Eligibility criteria). Outside of this
age range, the Standards suggest that clients be assessed for eligibility on an individual
basis.

OCAN elements
For this analysis, we report the mean age and age distribution of clients at admission,
including the percentage of clients who fall outside of the 14-35 age range. We also
report selected socio-demographic variables (e.g., working or in school, living with,
income source) by age group to learn more about how clients who fall outside the
recommended age range differ from clients in the recommended age range.
>35 years old

Results (see Figure 2 and Table 2)




Mean age of program clients at admission
was 23.8 years and most (91%) fell within the
targeted age range for EPI programs. 9% of
the sample was over age 35.
The older group was more likely to be female
and living with a spouse, and less likely to
report family as primary income source and
be working or in school.

9%

26-35 years

< 20 years

16%

34%

20-25 years
41%

Figure 2: Client age at admission
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Table 2: Client socio-demographic characteristics at admission by age (n=693)*
Within target age
Client characteristic

< 20 years

Outside targeted
age
>35 years

20-25
years

26-35
years

71

74

31

3
2
87
9

7
3
75
15

7
16
68
9

19
69
13
0

8
8
9
65
9

22
16
14
35
13

25
28
14
16
16

24
19
5
20
32**

21
63
31

35
31
45

37
14
54

30
4
59

Sex
% male 68
Living with
% Self
% Spouse/partner/children
% Parents/relatives
% Non-relatives
Primary income source
% Employment
% ODSP
% Social assistance
% Family
% Other/unknown
Employment/ Education
% working
% in school
% not working or in school

* 0.3-9.8% missing across reported variables
**unknown = 19%; unknown for other age categories is 1-2%

Discussion






While most clients in our sample fell in the target age range set out by the EPI
Standards, a small portion are over 35 years of age. These clients are concentrated
in a very small number of programs. It is possible that a subset of EPI programs
have a policy of accepting older clients.
Evidence is growing on the rate of later age occurrence of first episodes of
psychosis.8 Internationally, the age range targeted by EPI programs varies and
sometimes extends beyond 35 years.9,10 In 2016, the National Health Service of
England recommended that the age criterion for admission to EPI programs be
expanded from 14-35 to 14-65, which has been adopted by many EPI programs in
England.11
However, older clients generally have different socio-demographic and health
profiles than younger clients and hence have different support needs. This raises
questions about whether youth-focused EPI programs should be serving older clients
or whether another service might be more appropriate. Also important from a
capacity perspective is that raising the age of eligibility increases service demand.
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Feedback from our prior sector surveys indicated that some programs admit clients
without a first episode of psychosis due to lack of other system options. This raises
broader questions about how EPI resources are being used and mental health care
capacity in our system.

Limitations



Because this is an administrative data source, we were not able to confirm that
outlier ages were accurately entered.
We do not know whether the older clients are truly experiencing a first episode of
psychosis which requires knowledge of duration of untreated psychosis and
diagnosis. Diagnosis is collected in the OCAN but clients can be admitted to EPI
without a definitive diagnosis and, in our sample, diagnosis was unknown for some
clients. Duration of untreated psychosis is complex to define and measure12 and is
not available in the OCAN.

Implications for system use


OCAN data could be used to monitor whether EPI programs are serving the target
population and consider implications for service planning if programs are serving
other age groups.
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Programs reflect the diversity of the community
Overview
Promoting equity of access to health care is a priority in the Ontario health care
system.4,13,14 The Ontario EPI Program Standards indicate that programs should reflect
the diversity of the community they serve (Standard #11 - Barrier-free Service). Our
prior work with the EPI sector showed that programs are committed to equity of access
but lack data and strategies to optimize it.15 A recent study in Southwest Ontario16
showed that, over a 15 year period, only 50% of individuals experiencing a first episode
psychosis accessed EPI services. Access was lower for individuals living in low income
neighbourhoods and for females. The study noted that different patterns of illness in
females (later onset and more benign course) may affect identification of need and
access to care.16

OCAN elements
For this analysis, we report the portion of clients who were female at admission for the
whole sample and by age subgroup. We also report whole sample results for Aboriginal
origin and preferred language.

Results (see Figure 3)





Overall, the portion of female clients admitted to EPI services was 33%.
This rate was consistent across age groups except in the >35 age group where
portion of females increased to 70%.
3% of clients identified as Aboriginal (not shown in figure).
Most clients indicated English as their preferred language (90%); 9% identified
Cantonese or Mandarin as their preferred language (not shown in figure).
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Figure 3: Client gender by age group*
100
90

% of clients

80
70

74

71

68

67

70

60
50
40

33

32

30

Male
30

26

31

Female

20
10
0
All ages

< 20 years

20-25 years

26-35 years

>35 years

Age group
*For 12 cases, gender was reported as either unknown or other.

Discussion








Our sample showed fewer females than males being admitted to Ontario EPI
programs. This pattern has also been reported for programs in other
jurisdictions.7,10,17
The age limit of Ontario EPI programs may be a barrier to females accessing
service. As already noted, there is growing evidence of later onset of psychosis for
women.16,18,19 Our data similarly showed higher rates of females among clients over
the age of 35.
Whether more outreach is needed to engage women in EPI services is an important
issue that requires further investigation. One consideration is whether EPI or another
type of support might be most appropriate for this group.
In our sample, the majority of clients identified as English speaking and few identified
as Aboriginal. It is unknown whether this pattern is reflective of the local communities
of the programs who submitted these data. However, in a prior EPI sector survey,
38% of programs identified First Nations, Inuit and Métis, and 21% identified
linguistic minorities, as populations for whom additional support was needed to
engage and appropriately meet their needs.15

Limitations



Gender, language and Aboriginal origin are only a few of the variables that should be
reviewed to inform understanding about equity and barrier-free program access.
OCAN Version 3.0 has added equity related variables and refined definitions in line
with the recommendations of the Health Equity Data Collection Research Project20
and completion is mandatory. There are more options for reporting Aboriginal origin
17

including First Nations, Indigenous/Aboriginal or Métis. Gender also has more
response options. These changes should strengthen the value of the OCAN for
examining equity of access issues.

Implications for system use


OCAN data could be used to monitor access to care for marginalized populations
and identify if specific regions or programs require support to engage their local
communities in care.
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Programs develop community networks to assist with early
referral
Overview
EPI programs are intended to reduce the duration of untreated psychosis through early
detection and response. Early detection by community providers or family may reduce
likelihood of clients experiencing more adverse pathways to care (e.g., after an inpatient
admission, emergency room visit or police contact). The Ontario EPI Program
Standards emphasize that programs should work with community health and social
service providers to create an early identification/ rapid response system and should
regularly assess the effectiveness of referral pathways (Standard #1: Facilitating access
and early identification).

OCAN elements
For this analysis, we report client source of referral and hospitalization in the past 2
years. These data are reported for the full sample and across age subgroups.

Results (see Figures 4 and 5)




Overall, the most common referral source was hospital, accounting for 54% of client
referrals; 2% were referred from the justice system.
Overall, 66% of clients had an inpatient admission for mental health during the two
years prior to EPI program entry.
The older client group (>35 years) showed a different access path, with most
referred by family physicians or other community mental health and addiction
services. Few had a prior hospital admission.

Figure 4: Client referral source by age group
100%

% of clients

Other
80%

Self/family

60%

Justice

40%

Community Mental Health
and Addiction
Physician

20%

Hospital

0%
All ages

< 20 years

20-25 years

26-35 years

Age group
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> 35 years

Figure 5: Hospital admission for mental health past 2 years by age group
100

% of clients

80

66

68

74

72

60
40
14

20
0
All ages

< 20 years

20-25 years

26-35 years

> 35 years

Age groups

Discussion










Over half of clients were referred to the EPI program from hospital and two thirds had
experienced an inpatient admission for mental health in the two years prior to
program admission.
While prior hospitalization is not uncommon, the First Episode Psychosis Fidelity
Scale21 has set 20-39% of patients receiving inpatient care during the year prior to
EPI admission as the target for satisfactory practice and less than 20% as the target
for exemplary practice.
Social determinants can affect pathways to EPI care, including whether more
coercive services (e.g., police, emergency room, involuntary admission) are
involved.22,23 Using the health equity variables in OCAN Version 3.0, it will be
possible to investigate whether there is increased risk of coercive pathways based
on social factors.
While EPI programs are expected to provide information and tools to community
providers and organizations to facilitate early identification and referral, in prior EPI
sector surveys by our team,24 program informants indicated challenges in developing
community referral networks. These included lack of time, lack of skills and concern
about capacity for timely response if referral rates were to increase.
Older adults in our sample showed a very different pathway to care. Whether this
relates to life stage and circumstances, or to program and system factors, would be
important to explore.

Limitations


While hospital as referral source is collected in the OCAN, the specific hospital
service (e.g., emergency room, inpatient, outpatient clinic) is not collected and
involuntary contact is not specified. For assessing coercive pathways this
information is important.
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Police roles in referral may be underestimated in these data as police commonly
transfer individuals in crisis to emergency departments and this would be the referral
source reported in the OCAN.
Duration of untreated psychosis is an important indicator of early access but is
challenging to define and measure,12 and is not currently collected in the OCAN.

Implications for system use


OCAN data could be used to monitor access to EPI programs and determine
whether system or sector interventions are necessary to support early identification
and rapid, positive pathways to care (e.g., education for health care providers, police
and the public on EPI or a centralized access system).
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Programs conduct a comprehensive holistic assessment
Overview
EPI is a holistic model of care that addresses psychosocial as well as medical/ symptom
needs. In line with this, the Ontario EPI Program Standards indicate that programs
should conduct a comprehensive initial assessment that is client centered and
comprehensive (Standard 2: Comprehensive Client Assessment).

OCAN elements
For this analysis, we report need ratings for the 24 health and social domains included
in the OCAN. Need is rated as unmet, met, no need, or unknown. Both staff and clients
rate need. We report the results separately for the staff and client rated needs.

Results (see Figure 6)








Needs were assessed across 24 domains. Unknown responses were most frequent
for the staff ratings of intimate relationships (16%) and sexual expression (28%).
For both staff and clients, ratings of unmet need were highest (22-35%) in the
domains of psychotic symptoms, psychological distress, daytime activities and
company.
14% of clients reported an unmet need related to information about their condition.
This was also the domain with the highest level of met need based on client ratings
(43%).
Few clients reported unmet needs in basic community living domains (i.e.,
accommodation, looking after the home, self-care, food security).
In almost every domain, more clients reported unmet need than staff. In particular,
clients were more likely to rate unmet need related to physical health (20% vs 11%),
money (21% vs 10%), benefits (17% vs 11%), intimate relationships (17% vs 12%),
and psychological distress (35% vs 30%). An exception was the drug use domain
where clients were less likely to identify an unmet need than staff (7% vs 14%).
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Figure 6: Unmet need ratings* per domain by staff and clients (n=683)
Child care
Telephone

Client

Other dependents care
Safety to others

Staff

Alcohol use
Self-care
Looking after the home
Food

OCAN need domain

Other addictions
Drug use
Transport
Safety to self
Accommodation
Basic education
Sexual expression
Information
Intimate relationship
Benefits
Physical health
Money
Psychotic symptoms
Daytime activities
Company
Psychological distress
0

10

20

30

40

50

% clients and staff rating need as unmet
*See

Appendix A2 for definitions of the OCAN domains

Discussion






Completion of the OCAN need ratings can support programs to meet the Standard of
comprehensive assessment and can guide comprehensive care planning in line with
the EPI model aim of delivering holistic care.
The sample showed higher unmet need related to management of psychotic
symptoms, psychological distress, daytime activities and company. These are areas
that would be expected to be affected during the early stages of the illness, and align
with the treatment foci of the EPI model.
Staff ratings of unknown were highest for the intimate relationships and sexual
expression domains. These topics may be uncomfortable for staff to discuss.
However, for a young adult, learning to manage peer and intimate relationships is an
important area of development. This may be an area where more staff training is
needed.
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Program improvement work could target domains with higher rates of unmet need or
where there are differences in staff and client-reported rates of unmet need. Change
in these domains could be monitored as part of annual program improvement plans.

Limitations



Need can be complex to rate and a better understanding of how these ratings are
made would be important for system level use.
OCAN Version 3.0 has clarified and simplified the need rating instructions for clients.
For staff, follow-up work could assess the reliability and validity of ratings. This could
include assessing consistency of rating application across programs and also how
OCAN ratings align with other indicators of need.

Implications for system use




System wide implementation of the OCAN could support programs to adhere to the
comprehensive assessment Standard.
Need ratings could be used to better understand the service needs of clients
entering EPI programs.
With sufficient reliability, need ratings could be tracked over time as a measure of
client level outcomes. By using patient reported need ratings, these data could be
used to populate patient-reported outcome measures (PROMS).
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The client, family and team negotiate a comprehensive recovery
plan
Overview
Studies consistently show differences between staff and clients in their perceptions of
need – both the presence of a need and whether it has been met.25 Higher agreement on
need has been associated with better outcomes, possibly through improved therapeutic
alliance.26,27 Ontario health policy emphasizes the importance of including service users
as participants in their own health care and of using PROMS to inform care delivery. The
EPI Standards recommend that the client, family and care team negotiate and document
a comprehensive, individualized, client-centered wellness/ recovery plan (Standard 3:
Treatment). The OCAN paired staff and client need ratings align with this aim. Both
ratings can inform a negotiated care plan.

OCAN elements
For this analysis, we measured client and staff agreement on need ratings. We
calculated the percentage of assessments per domain where the client and their staff
reported the same need rating.

Results (see figure 7)



Across the 24 domains, the rate of agreement ranged from 55%- 95%.
Domains with lower rates of agreement included company (55%), psychotic
symptoms (56%), daytime activities (57%), psychological distress (57%), and
information (58%).
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OCAN need domain

Figure 7: Agreement between staff and client ratings of need per domain (n=693)*
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*See appendix A2 for definitions of the OCAN domains. Sample size per item varied due to missing data.
When unmet need is low, agreement can be high simply due to chance.

Discussion






These results show areas where staff and client perspectives on treatment needs
differ. Transparent discussions between the client and their primary worker may lead
to the development of a more meaningful care plan and shared decision making as
recommended in both EPI and HQO standards.
Previous research has suggested patterns of disagreement, for example, that clients
are more likely to identify unmet social needs and staff are more likely to identify
unmet needs related to symptoms and treatment, or that agreement is higher in
concrete domains such as money and accommodation.25,28 We did not see any clear
patterns in our data.
Addressing client identified unmet needs and increasing agreement over time
between clients and staff have both been associated with improved outcomes and
this could be valuable to track.
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Further work could examine predictors of disagreement and whether certain client
groups are more likely to have differing perspectives from their clinicians, for
example based on gender, age or education.

Limitations


When unmet need is low, rates of agreement can be high simply due to chance.
Other measures of agreement could be reported (such as Cohen’s kappa and
prevalence-corrected kappa) that correct for agreement due to chance or for the
relatively low frequency of unmet need in some domains.28

Implications for system use


Changes in rating agreement over time could be used as a measure of quality of
care.
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AIM 2: ASSESSING OCAN DATA QUALITY
Although the OCAN has the potential to be an important data source for monitoring the
quality of EPI care in relation to the provincial Standards, a number of quality challenges
have been identified. For this analysis we examined two key quality issues: (1) EPI
program adherence to the data collection protocol; (2) completeness of submitted data.
For population-based work it is important to have data that are representative of the
service users in the system.
The analytic dataset for this component included all OCAN assessments uploaded by
EPI programs to the central repository since 2010. This included 9528 assessments
representing 4211 individuals. During this period, 50 EPI programs were eligible for
OCAN data collection.
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Adherence to the data collection protocol
Overview
In order for OCAN data to be used for system-planning, it is important to understand
how representative the data are of Ontario programs and the individuals using them.
This section assesses EPI program participation in OCAN submissions to the IAR, and
consistency of completion within programs. The OCAN is intended to be completed for
all clients at admission and then every six months until discharge.

OCAN elements
To assess adherence to the protocol, we calculated:
 The percentage of EPI programs uploading OCANs to the repository during 2010-16
(out of 50 eligible programs).
 Number of OCANs per client and frequency of assessments (considering that
program length of stay is up to 3 years and assessments should be conducted every
6 months and at discharge).
 The percentage of assessments that included the consumer self-report component.

Results (see Figure 8 and Appendix A4)








Of 50 eligible EPI programs, about two-thirds (68%) uploaded OCANs to the
repository at some point during 2010-2016. Participation peaked in 2014 with 64% of
programs participating and was down to 54% by 2016.
Although program length of stay is up to 3
years and assessments should be
4+ OCANS
completed every 6 months, 44% of sample
18%
clients only had one OCAN.
1 OCAN
When repeat assessments were conducted,
3 OCANS
44%
12%
73% were completed within 6 months of the
prior assessment.
2 OCANS
Although EPI programs are intended to
26%
complete the full OCAN, 6% of assessments
were not done using the full OCAN. Of
assessments using the full OCAN, only 47%
Figure 8: Number of OCAN
included the consumer self-assessment portion.
assessments uploaded per client
(n=4211)
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Discussion









Only two-thirds of EPI programs uploaded OCAN data to the central repository (IAR)
over a six year period.
In a prior sector survey by our team, 84% of programs reported routinely collecting
OCAN data.29 This suggests that programs are not consistently submitting the
assessments to the IAR. Barriers to uploading included software issues and lack of
client consent. While consent is needed to share uploaded assessments with other
providers in the client’s circle of care, if not provided the data should still be uploaded
for system planning and research.e This is an area where more education of
providers and clients may be needed.
Results showed that most clients only had one assessment completed and one
quarter of repeat assessments were not conducted within six months. Repeat
assessments are important if change over time is to be monitored. However, the
expected frequency may need to be revisited to align feasibility to complete and
meaningfulness for monitoring change.
Less than half of assessments included client ratings. It is important to learn more
about who is not completing the OCAN self-assessments, and barriers to
completion. CCIM has recently launched an eLearning initiative to address this issue
which will hopefully improve future completion rates.
Building program capacity to collect and use the OCAN is key to increase quality of
the data. CCIM is actively working with the sector to identify and address barriers to
both collecting and uploading OCAN data, and the Excellence through Quality
Improvement Project (E-QIP)f is supporting service providers to use the OCAN for
quality improvement.

Implications for system use


e
f

Greater participation in the OCAN across EPI programs and better adherence to
OCAN protocol (completion of repeat assessments and client assessment) would
improve the utility of OCAN data to support system level monitoring, performance
measurement and quality improvement.

Data is used in de-identified form or with rigorous privacy protections.
E-QIP is a provincial initiative to promote quality improvement capacity in the community mental health sector.
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Data completeness
Overview
The OCAN includes both mandatory and non-mandatory items. Completion rates of
non-mandatory items are unknown. Variable completion is a barrier to use of the data
for system level purposes.

OCAN elements
We examined completion rates for a selection of non-mandatory OCAN variablesg
pertaining to:
 program access and use (e.g., dates of referral, acceptance, initiation, exit)
 socio-demographic characteristics
 clinical information (e.g., age of illness onset)
 use of other system services (e.g., family physician, psychiatrist, emergency room,
hospital)

Results (See table 3)



Rates of missing responses for non-mandatory items commonly exceeded 20% and,
in some cases, exceeded 50%.
Missing responses occurred across all variable categories.

Table 3: Missing responses for selected non-mandatory OCAN items
OCAN Element

% missing (out of 9528 assessments)

Program access and use
Request for Service Date

21%

Service Decision Date

22%

Service Initiation Date

21%

Missing at least one of the 3 above dates

26%

Exit date (for discharge OCANs)

47%

Socio-demographics
Marital Status*

24%

Culture*

30%

Citizenship status

21%

Clinical information
Age of onset of mental illness*
g

23%

Within study resources, these variables were feasible to import from the larger OCAN dataset provided by CCIM.
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Age at first psychiatric hospitalization

30%

Physical health concerns**

54%

Use of other system services
Client has a family doctor

31%

Family doctor last seen (if had family doctor)

63%

Client has a psychiatrist

24%

Psychiatrist last seen (if had psychiatrist)

44%

Total number of hospital admissions (if had an admission)

0.5%

Total number of hospital days (if had an admission)

2%

* Mandatory in Version 3.0. Culture variable is changed to racial or ethnic group.
** Removed from Version 3.0

Discussion






OCAN data can serve multiple purposes including supporting direct client care,
program planning and system planning. Since different clients and programs have
differing needs it is appropriate that some data elements be non-mandatory, to be
completed only when relevant. However, in order for data to be used at a system
level, a high level of completion is required which is unlikely if variables are not
mandatory.
One group of variables that require additional consideration are key dates related to
program access and discharge which currently have over 20% missing data. These
elements are important for monitoring client movement through the health system
and use of different levels of support (e.g., hospital, physician and community
services). The most recent refresh (Version 3.0) of the OCAN has made more
elements mandatory.5 However, the date variables remain non-mandatory. More
work is needed to clarify how to record dates under different circumstances (e.g., if
an OCAN is submitted before an eligibility decision is made). A data platform that
auto-populates the date variables may be helpful to improve quality.
To strengthen the value of OCAN data for system level work, a subset of core items
could be identified that are mandatory to complete. Selection could be based on
relevance to the provincial mental health and addictions scorecard, quality standards
or other system quality monitoring need. Consideration should be given to managing
the overall burden of OCAN completion for staff and clients.

Implications for system use


In order for OCAN data to be used at a system level, variables of interest need to be
made mandatory. Further work is needed to identify the optimal minimum mandatory
dataset to support system level reporting of OCAN data.
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SUMMARY
This project assessed the value of the OCAN for learning about EPI practice and
monitoring improvement in relation to EPI Program Standards. The Standards were
released in 2011 but a standardized sector-wide measurement strategy for quality
monitoring has been lacking. The OCAN is a potential data source for this purpose. We
examined OCAN assessments for an EPI program admission cohort and reported
results for five example quality statements based on available OCAN data. We also
assessed data quality focusing on adherence to the data collection protocol and
completeness of submitted data.
We demonstrated that OCAN data can be used to monitor care delivery in relation to the
EPI Program Standards and to identify potential service gaps. For example, we learned
that EPI programs are generally adhering to the age target set out in the Standards.
However, a small number of programs deliver care to older adults who may not be well
served in a youth focused program. This raised the question of how older adults
experiencing a first episode of psychosis, especially women, should be supported. The
referral source and prior hospitalization data raised questions about the need for more
outreach to develop community referral networks and support the early intervention
mandate. OCAN Version 3.0 includes more information on social determinants of health
that could be used to understand who programs are serving and barriers to access.
In line with delivery of recovery focused care, OCAN need ratings address a range of
clinical and community functioning domains. Completing these ratings aligns with the
EPI Standard of conducting a comprehensive holistic assessment. The areas where
reported unmet need at admission was higher align with the foci of the EPI treatment
model and could be monitored over time as a measure of outcome. About one-quarter of
staff rated needs related to intimate relationships or sexual expression as unknown.
More training may be needed to support meaningful conversations between staff and
clients on this topic. A unique strength of the assessment is the paired staff and client
need ratings which can support shared treatment planning. However, only about half of
assessments included the client ratings. More work is needed to explore barriers to
completion of the client self-report component as well as how client feedback is
integrated into care planning.
OCAN data have been used successfully to address targeted research questions about
quality of care in Ontario.(e.g., 30,31) For system level work, however, it is important that the
data reflect sector wide practice. In the present project, we found variable participation
of EPI programs in central repository submissions, low adherence to the data collection
protocol, and incomplete data. As such, the extent to which the data reflect sector-wide
practice is unclear. Additionally, with missing program entry and exit dates, our
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understanding of client use of community mental health services in the Ontario health
care system will continue to be a gap.
We know from prior work that many EPI programs lack capacity to extract and use
OCAN data, and they see little use for system planning.29 Moving forward it will be
important to consider how the value of the OCAN for clinical care, program planning and
system planning can be demonstrated and maximized. Initiatives to assess the reliability
and validity of the OCAN can also increase confidence in the data.
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RECOMMENDATIONS
OCAN data have potential to inform understanding of current practice in relation to the
EPI program standards. However, higher submission rates and better quality data are
needed to support system level use of data. To improve quality and relevance of OCAN
data for EPI programs and more broadly within the Ontario community mental health
sector, we make the following recommendations:


Submissions of OCAN data to the central repository should be made mandatory.



Work should continue to link items within the OCAN to quality statements in EPI
Standards, to support the use of OCAN data for system and program level quality
improvement work, and for monitoring client progress.



Program capacity to use OCAN data for client care and program improvement
should be strengthened. Initiatives already implemented through Community Care
Information Management (CCIM), Excellence through Quality Improvement Project
(E-QIP), and the Provincial System Support Program could be scaled.



Reasons for non-completion of the client self-assessment should be explored and
strategies implemented to encourage completion.



Frequency of assessments should be reviewed, considering the minimum required to
provide clinical utility while respecting burden for clients and staff.



A mandatory minimum dataset should be considered for uploading to the central
repository that supports system monitoring and reduces burden on clients and staff
to complete.



Processes should be developed for ongoing monitoring of quality of uploaded
assessments, with mechanisms for feedback and correction (such as used by the
Canadian Institute for Health Information for other administrative databases).



Efforts should continue to clarify variable definitions and instructions for data
collection. Processes to assess data reliability and validity should be developed.



A working group should be convened to progress these recommendations. The
group should also review how OCAN data complement other system data sources
and could be integrated to meet system monitoring needs.
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APPENDICES
A1: Method
Cohort creation
The initial sample included all OCAN assessments uploaded to the IAR from October
2010 – February 2016 that were associated with an EPI program. Assessments were
associated with an EPI program if they had an EPI Functional Centre listed as the
OCAN Lead and if they were submitted by an organization known to have an EPI
program. The data transfer included 17 files. For the present project, 3 of the files were
cleaned and merged to create a single assessment record per client. A list of the
excluded variables is available from the authors.
Table A1 below outlines the steps involved in creating the analytic dataset. Quality
checks (see Table A4) were completed on the full dataset after step 3 (n=9528).
Table A1: Steps in creation of study cohorts
Cohort creation
Cohort 1: All central repository (IAR) uploads 2010-16
Ensure assessments are from EPI clients:
 Original EPI cut (based on EI FC)- 2010-2016
 Exclude assessments from organizations without an EPI program (n=39)
 Remove cases where EI was not the program for the OCAN lead (n=295)
Cohort 2: Admission sample selection
 Ensure assessments were for individuals admitted into the program (i.e. met at
least one of the below criteria related to program admission):
 accepted to the program variable = yes; OR
 valid service initiation date reported; OR
 individual had at least 2 OCANs in dataset
(These may be cases where OCAN is used as screening tool for clients who
are ultimately not accepted into the program)
 Limit to assessments between Jan 1 2014- Dec 31 2016
 Limit to full OCANs (exclude 324 core and 21 self)
 Limit to initial OCANs (based on reason for OCAN)
 Exclude initial OCANs that are not the first OCAN for the individual (n=83)
 Exclude assessments with more than 90 days between start and completion
date (concern that data is not trustworthy if OCAN is open too long) (n=21)
 Limit to cases with at least one client self-report item completed
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Sample n
9862
9823
9528
8948

5602
5257
1327
1244
1223
693

A2: OCAN data element definitions
Table A2: OCAN data element definitions
Data element
Socio-demographic
Age
Sex
Prior hospitalization
Referral Source
Work status
Education status
Income source
Legal issues
Living situation
Need domain
Psychological distress
Psychotic symptoms
Alcohol
Drugs
Other addictions
Physical health
Safety to self
Safety to others
Information
Accommodation
Looking after the home
Child care
Dependents
Self-care
Food
Money
Telephone
Transport
Benefits
Daytime activity
Basic education
Company
Intimate relations
Sexual expression

Definition
Client age at assessment
Client sex
Has the client been hospitalized due to mental health since last assessment
(or if initial assessment, in past 2 years)
Capture the type of organization/ individual making a referral to the
community mental health program
Client’s current employment status
Client’s current enrolment in formal education program
Client’s primary source of income
Whether the client currently has any legal issues.
Who the client lives with at the time of OCAN is conducted
Does the person suffer from current psychological distress?
Does the person have any psychotic symptoms?
Does the person drink excessively, or have a problem controlling his or her
drinking?
Does the person have problems with drug misuse?
Does the person have problems with addictions?
Does the person have any physical disability or any physical illness?
Is the person a danger to him- or herself?
Is the person a current or potential risk to other people’s safety?
Has the person received clear verbal/written information about their
condition & treatment?
Does the person lack a current place to stay?
Does the person have difficulty looking after the home?
Does the person have difficulty looking after his or her children?
Does the person have difficulty looking after other dependents?
Does the person have difficulty with self-care?
Does the person have difficulty in getting enough to eat?
Does the person have problems budgeting his or her money?
Does the person lack basic skills in getting access to or using a telephone?
Does the person have any problems using public transport?
Is the person definitely receiving all the benefits that he or she is entitled to?
Does the person have difficulty with regular, appropriate daytime activities?
Does the person lack basic skills in numeracy and literacy?
Does the person need help with social contact?
Does the person have difficulty finding a partner or maintaining a close
relationship?
Does the person have problems with his or her sex life?
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A3: Staff and client need ratings
Table A3: Staff and client need ratings by OCAN domain
Domain*

Need ratings (%)
Staff ratings (n=693)
Client ratings (n=693)
Unmet Met No
Not
Unmet Met
No
Prefer not
need need need known need need need to answer
/missing
Psychological distress 29.9 42.0 23.1
5.1
35.2 32.9 28.1
3.8
25.4 50.8 19.8
4.0
22.2 39.5 34.3
3.9
Psychotic symptoms
3.6
8.9 81.4
6.1
4.2
7.9
85.0
2.9
Alcohol use
13.6 22.1 58.7
5.6
6.5
14.6 74.6
4.3
Drug use
6.6
8.8 76.2
8.4
5.5
7.2
83.4
3.9
Clinical Other addictions
10.5 18.9 65.4
5.2
19.8 28.4 48.5
3.3
Physical health
Safety to self

5.5

21.9

69.1

3.5

9.2

16.0

71.3

3.5

Safety to others

1.6

11.8

83.4

3.2

2.9

7.8

86.3

3.0

Information
Accommodation

12.1

48.5

35.9

3.5

14.1

43.1

39.2

3.5

5.5
3.9

38.0
24.0

56.3
62.5

0.3
9.7

9.7
4.6

35.9
31.5

52.8
61.8

1.6
2.2

Child care

2.3

2.6

94.2

0.9

1.9

4.5

89.2

4.5

Other dependent care

1.3

1.7

96.0

1.0

2.9

7.5

86.7

2.9

Self-care
Food
Money
Telephone
Transport
Benefits
Daytime activities
Basic education
Company
Intimate relationship
Sexual expression

3.6
3.6
9.7
1.7
5.9
10.8
31.3
8.9
26.0
11.8
7.5

14.4
30.9
22.9
4.0
14.7
16.6
33.0
10.8
28.0
9.8
5.8

79.1
63.9
58.7
92.9
75.6
62.8
32.3
78.1
40.5
62.2
60.0

2.9
1.6
8.7
1.3
3.8
9.8
3.3
2.2
5.5
16.2
26.7

4.6
5.2
20.6
2.2
8.8
17.2
26.8
9.7
30.7
16.9
13.7

20.9
35.1
26.4
9.1
17.5
18.2
27.4
12.1
23.8
10.8
6.1

72.4
58.3
49.2
86.4
71.1
58.0
41.6
75.6
41.4
63.5
61.0

2.0
1.4
3.8
2.3
2.6
6.6
4.2
2.6
4.0
8.8
19.2

Basic
function Looking after the home

Social

*See Table A2 for domain definitions
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A4: Quality Checks
Sample: OCAN assessments uploaded to the IAR during 2010-2016, where EPI was the
Functional Centre for the assessment lead: This included 9528 assessments for 4211
individuals.
Quality Checks: Checks are listed below. Per check, the unit of analysis (e.g. program,
client, assessment), sample size (denominator) and result are reported.
Table A4: Adherence to protocol
Quality check

Calculation and result

Comments/ additional detail

OCAN
participation
based on uploads
to the central
repository
(Integrated
Assessment
Record)

Numerator: EPI programs who
uploaded at least 1 OCAN to the IAR
during 2010-2016

64% of programs uploaded in
2014; 54% of programs uploaded
in 2016

Denominator: EPI programs (n=50)
Result: 68%
Numerator: # of OCANs uploaded per
individual during 2010-2016
Denominator: All unique individuals
represented in IAR data (n= 4211)
Result:
% individuals with:
1 OCAN uploaded = 44%
2 OCANs uploaded = 26%
3 OCANs uploaded = 12%
4 OCANs uploaded = 8%
5 OCANs uploaded = 4%
6+ OCANs uploaded = 6%

Assessment
completion
according to
protocol

Numerator: Assessments completed
within 30 days of start date
Denominator: All OCAN assessments
uploaded to IAR (n=9528)
Result: 96%
Numerator: Reassessments
completed within 6 months of prior
assessment
Denominator: OCANs where previous
OCAN available (n=5306)
Result: 73% occurred within 6 months
of previous assessment
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73% completed within 6 months;
94% completed within 1 year; 6%
completed after 1 year

Quality check

Calculation and result

Comments/ additional detail

Numerator: Assessments completed
using full OCAN version

The Full OCAN includes a staff
assessment, client selfassessment, client social and
health information and mental
health functional center use
information. Briefer versions are
used by a very small number of
programs (e.g., peer initiatives do
not complete the staff
assessment component). EPI
programs are expected to
complete the full version.

Denominator: all OCAN assessments
(n=9528)
Result: 94% were completed using full
OCAN version

Numerator: Consumer selfassessment completed
Denominator: OCAN assessments
using full OCAN version (n=8917)
Result: 47%
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Self-report was defined as
completed if at least 1 self-report
item was rated

