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Act as One Service

A Prototype Visual

Bridging the gap between acute 
and self-managed care
By bridging the full space between 
self-managed and acute care, 
acting as one service will enable a 
continuous experience of care for 
people with lived experience. 

Flexible, life-long access to service
The level of service a person receives will flex 
to match the intensity of their need. People 
will have access to help when they need it. 
They will remain connected to service for life, 
so they can make a gradual transition towards 
independence, with a safety net in place. 

Focusing on Quality of Life
This approach requires that the focus is placed on quality of life, 
as defined by the person accessing care. A visual care planning 
tool will help people with lived experience define what better looks 
like for them, understand who will be part of their care team and 
agree on their communication preferences.

Quality of Life (QOL) Coaches would work with a team —including 
family, peers, and primary care —to support a person’s care plan. 
They would also help facilitate connections to other social services.

Self-managed AcuteAct as One Service

What do you need to 
have quality of life?

I am confident we 
can accomplish your 
goals together.

I need a home. 
I need to feel safe. 
I need to paint.

Intensity of Need

Level of Service
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Act as One Service

Person-Centred Care
This visual depicts a person and the aspects of their life which are important to them (which will be different 
from person to person). The blue wedges represent services fitting into and complementing a person’s life. 
They are meant to provide support in areas the person, with support from their coach, identifies as important 
to their quality of life.

Services may be pro-
vided by the care team 
or the care team may 
choose to coordinate 
with another provider 
who is already familiar 
with that individual.
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Second Round of Changes

 • Identified person as member of care team

 •  Updated visual to present a more holistic 
picture of a person’s life, reflecting that ser-
vices are supports on the person’s journey

 •  Added mental health and addictions expe-
rience to the QOL Coach description

 •  Clarified that family and friends are part of 
the care team only when appropriate

First Round of Changes

Updated wording to improve clarity:

 •  Clarified intent of prototype in introduction.
 •  Changed reference to “chronic condition” 

to “offers services for life” in person-di-
rected care section.

 •  Updated wording in care journey section 
to be more professional and descriptive.

 •  Updated description of service innovation.
 •  Changed technology as enabler to tech-

nology as a tool, and updated wording to 
acknowledge technology is not the tool of 
choice for all.

New aspects added to the concept:

 •  Added more descriptive wording in quality 
of life coach section, recognizing that com-
munication preferences differ, sometimes 
the lead is the only person who needs to 
be in direct contact.

 •  Added “warranty” and reference to  
“long term” team member in medical  
team section.

 •  Added note about peers and friends/family.
 •  Added new Monitoring section to reflect 

need to identify/clarify how impact/change 
in quality of life domains will be measured.

Additional questions to consider:
 •  How might we ensure a quality of life coach 

actually helps the person achieve their goals?
 •  How might care teams be brought togeth-

er? Co-located? Clustered geographically? 
Virtual? Personalized dependent on needs?

 •  How might we anticipate the effect this 
has on our capacity as a system, recogniz-
ing we will never know for sure?

 •  How might Here 24/7 play a role in the 
care team?

 •  How might we discover and define the 
roles of peers and family & friends as 
member of the care team?      

Act As One Service
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Change-Log
Whether or not you were involved in pre-
vious rounds of feedback, the change-log 
will provide context for how each of the 
prototypes have evolved over the time.

The goal of the change-log is to commu-
nicate how each round of feedback has 
been reviewed, considered, and integrated 
into the next prototype. It includes what 
changes we have made, what new aspects 
we have added, and what questions we 
are still considering. 



We imagine a team of intensive sup-
ports that is capable of serving any 
concurrent or complex people through-
out their lifetime. In this service, eligibil-
ity criteria are relaxed and the service 
acknowledges and addresses people’s 
mental health, trauma, substance use, 
and physical health. Key to doing this 
differently is intentionally designing the 
experience for people. In particular, act 
as one service (AAOS) is about so much 
more than “treating a diagnosis” and 
focuses as well on positively impacting 
a person’s quality of life across social 
determinants of well-being domains, as 
appropriate, either as direct provider 
or “connector”. Our prototype could 
be tested by partnering with another 
project to reduce challenges resulting 
from siloed programs and building in 
some of our ideas around improving the 
experience.

Act as One  
Service

Fundamentally Person-Directed Care

We want to deliver care that has a keen focus 
on experience, in addition to outcomes. This 
would be accomplished through co-designing 
services, having people as part of the process 
of prototyping and testing the service, and reg-
ularly measuring the experience. It would also 
include a shift in philosophy towards:

 •  Less expert driven, more empathy driven—
this means listening to people about what 
better looks like to them. It is about using 
expertise in service to the person’s desired 
outcomes, not imposing outcomes based 
on expert judgment. Recognize that “bet-
ter” is subjective for people.

 •  Co-delivery of care (with me, not to me).
 •  Quality of life vs treatment and illness.
 •  Offers services for life.
•  A connection to palliative approaches  

for people.
Plan a Care Journey

We want to design a flexible, creative, and 
visual way to plan a care journey. The goal 
is to make it easier for people to be involved 
in building their care plan and produce the 
plan as a visual that they can continue to 
interact with. Family and/or peers, if they 
wish to play a supportive role, could also be 
brought in for parts of this care planning 
process and included in the care map. 

Support Direct Service Innovation

Sometimes existing organizational mandates 
and rules stop workers from doing small, yet 
powerful things to help the people they are 
working with get immediate needs met. That 
said, workers find creative ways to meet peo-
ple’s needs all of the time. We want to better 
support workers to do so within the scope of 
their roles. We also want to give them access 
to a small pool of resources to facilitate cre-
ative responses.

Technology as a Tool

AAOS is also a good way to explore the ways 
that technology, as part of a range of access 
options, can enable care for those whom it is 
the tool of choice. Ideas for how it can be used:

 •  To provide care more flexibly, and explore the 
potential of texting, FaceTime, etc.

 •  To share one record within the team (with 
the long term goal of a shared record 
across the system).

 •  To enable workers in the field to work 
remotely and accomplish paperwork while 
on the go.

 •  To support people’s recovery by using 
supportive technology (i.e. skill-based 
apps) or simply providing a phone. 

Ideas for the Experience
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Person

People will play a key role in directing their 
care. Part of this jointly planning the care 
journey. Another part is developing strate-
gies for self-managing care. The team will 
provide support by teaching skills and put-
ting resources in place.

Quality of Life (QOL) Coach

QOL Coaches will be designated as “lead 
providers”. We recognize that people will de-
termine whether they will work with a single 
support person or a team. When the for-
mer is the case, the person will experience 
a single connection with a QOL Coach who 
has access to a team of resources. In the 
latter instance, people would be introduced 
to a team of 3 – 4 workers to support them 
during times of high intensity and to ensure 
some continuity when workers take time off 
or change their employment. In both cases 
the “lead” provider is responsible for care 
planning with the person and helping them 
work toward their goals. The QOL Coarch 
will have experience with both mental 
health and addtictions.

Medical

There would be a medical component of the 
team that includes elements such as prima-
ry care, psychiatry, and nursing. The medical 
team would be a long term team member 
that the rest of the team could tap into, 
engaging and retreating as needed. They 
would help with communication between 
the intensive support team and a person’s 
existing primary care, including offering a 
“warranty” for needed specialized  support 
down the road. This could also be linked to 
primary care providers serving similar peo-
ple (i.e. Community Health Centres). 

Peers

People would be connected with a peer work-
er to help them build skills, form connections 
and seek social and recreational opportuni-
ties. Peers would work closely with the quality 
of life coach. They would understand the per-
son’s care plan and help support the person in 
their care journey in practical ways. 

The Team
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Family and Friends

The care team would involve family and/or 
friends, provided the person views them as a 
potential support and they are open to being 
involved in some way. If so, they would be 
considered part of the core team and be in-
cluded in the care planning process from the 
start. This means establishing with family the 
role they’d like to have and preparing them 
for that role by identifying options for training 
and for seeking their own support. 

Other Levels of Care

The team of intensive supports will bridge 
the gap between two groups—those who 
can self-manage their care with their GP, and 
those who are accessing residential treat-
ment. We want to explore ways that this 
service can connect with other levels of care, 
reducing the challenge of asking for more or 
less care. Some initial ideas: 

 •  Connect with residential spaces to invite 
the community in, so that if people require 
residential treatment, they will be familiar 
with the space, and residents still have 
some connection to the community.

 •  Use peer, group and informal connections to 
the service, and virtual communication (IM, 
texting) to make it more possible to have a 
touchpoint with the service while not needing 
a high intensity of care.

 •  Don’t close files and remove the safety net 
when people move to a different level of 
support. People are connected to service 
for life.

Connections
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Other Services

There are some organizations that will not be 
in the scope of this prototype, but are im-
portant players in delivering a good experi-
ence for people (e.g. police, ODSP). What can 
we do to connect with these organizations 
now (e.g. designating a team member who 
helps communicate with those other stake-
holders)? How can we plan to work closer 
with these organizations in the long term?

Outcomes = Quality + Experience

We have some ideas about how we will mea-
sure “experience” for people and for service 
providers, as well as service impacts over 
time reflected in positive change across the 
domains of the social determinants of health. 

We are exploring the use of a quick and 
simple feedback sheet to measure the ex-
perience of using a service, as well as new 
outcome measures that are more inclusive 
of the diverse domains of the social deter-
minants of health.

Our goal is to always find the sweet spot 
between a positive experience of providing 
feedback for people using services and the 
needs of the system to reliably measure 
quality of care.

Monitoring
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