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Community Networks of Specialized Care (CNSC)

Mandate 
To support adults with developmental disabilities 
and high support and complex care needs by:

• Coordinating support and service within and 
across sectors, by providing complex support 
coordination for individuals;

• Acting as a resource to service agencies, 
Developmental Services Ontario and local 
planning tables (including urgent response and 
service solutions / case resolution);

• Building system capacity to better support 
individuals with complex needs through 
education, mentorship and support to other 
case managers and service agencies; and

• Providing provincial coordination of 
videoconferencing and French Language 
specialized resources.

Complex Support 
Coordination 

Dual Diagnosis Justice  
Coordination

Health Care Facilitation 

Service System Resources

Specialized Transition 
Coordination

Key Functions & Roles in 

Central East



Community Networks of Specialized 
Care – Central East (CNSC – CE)
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The CNSC – CE coordinates support for the quadrants of Durham, York, Simcoe and 

Haliburton, Kawartha Lakes, Pine Ridge



Target Population: 
High Support & Complex Care Needs (HSCCN)

Criteria for a working definition of HSCCN:

❖ Those with extraordinary medical and/or behavioural support 
needs: determined by scores on SIS sections 3A (medical; scores of 7 
or greater) and/or 3B (behavioural; scores of greater than 10); and 

❖ High overall support needs: individuals with overall SIS percentiles of 
greater than 70; and 

❖ Safety concerns: the primary caregiver (family members and/or paid 
support persons) has concerns about the person’s safety due to his/her 
medical and/or behavioural support needs (ADSS s6.3 and 6.5); and 

❖ Overnight support: Only to be applied for people with exceptional 
medical support needs: (individuals with extraordinary behavioural 
support needs do not necessarily need to require overnight support in 
order to meet the HSCCN definition)

** Working criteria to access Complex Support Coordination and Health Care Facilitation



Complex 
Support 

Coordination

Psychiatry consults

Advocacy

Consultation 
with agency 

partners

Linkages to 
Supports

Liaison with Hospital 
Professionals

Education & 
Training

Facilitate the 
acquisition of 

specialized services System 
navigation

Coordinates support

Liaise with 
children services 

Local and regional 
Committees, etc.

Clinical Consultation 
with Dr. Charlie 

Menendez

Collaborate on 
assessments and 
clinical planning 

Cross Sectoral 
Collaboration

Skill 
Building

Liaise with 
Ministry reps



CNSC – CE Complex Support Coordination

➢ Provides cross-sector coordination support for 
persons with complex needs (e.g., assessment, 
clinical planning, housing, planning tables), 
including:
➢ Facilitation of the acquisition of required 

specialized supports and services 
➢ Coordinating support to enhance existing 

resources and services
➢ Liaising with different sector partners
➢Assisting with system navigation, including urgent 

response and other planning tables



Specialized 
Transition 

Coordinator

Engagement with                     
MCCSS

Communication 
with DSO

Assessment

Linkages to 
Supports

Liaison with Health 
Professionals

Education & 
Training

Service 
Solutions

Partner with 
Treatment 

homes 

Clinical Consultations with Dr 
Jennifer Martins

Facilitate A-DBT Develop Transition 
Plans

Clinical Consultation 
with Dr. Charlie 

Menendez Engage with 
Community Partners

Cross Sectoral 
Collaboration

Local  Behaviour 
Support Providers



CNSC – CE Specialized Transition Coordination

➢ Provides coordinated transition plans for persons with 
developmental disabilities and high support and complex 
care needs to access specialized supports and services in 
Central East

➢ Provides flow through of persons ready for  discharge 
from Community Networks of Specialized Care—Central 
East treatment beds, the Alternative Level of Care 
patients from Ontario Shores Centre for Mental Health 
Sciences and Waypoint Centre for Mental Health Care 
Dual Diagnosis Units and general hospitals, Waypoint 
Centre for Mental Health Care Forensic Units, and from 
hospital beds supporting those with complex medical 
needs into community  settings

➢ Accesses coordinated specialized supports and services 
for the transitions plans so the person with complex 
needs can be successful long term in the community



Health 
Care 

Facilitation

Linkages to specialized 
care

Mental health 
resources and 

support 
Medical 

procedure 
support

Linkages to 
Supports

Liaison with 
hospitals, health 

care professionals 

Education & 
Training

Advocate for 
health supports 

Health care 
planning 

Ontario Health team 
collaboration

Discharge Plans 
from hospital

Developmental 
sector Committees, 

etc.

Clinical Consultation 
with Dr. Charlie 

Menendez

Home and 
community care 

connection

Cross Sectoral 
Collaboration

Skill 
Building

Medication 
Management 



CNSC – CE Health Care Facilitation

➢ Supports and educates primary health care providers and 
non-developmental services agencies about people with 
complex and multiple needs. This includes developing and 
implementing resources and tools, such as the Primary 
Care of Adults with Intellectual and Developmental 
Disabilities 2018 Canadian Consensus Guidelines

➢ Provides support to developmental services agencies so 
they feel equipped to better address the health care 
requirements of people with complex and multiple needs. 

➢ Identifies specialized training needs and gaps, and provides 
trends to agencies so they can support people with 
complex and multiple needs. 

➢ Provides information to people with complex and multiple 
needs, caregivers, service providers and staff regarding 
community health care systems.  



Dual 
Diagnosis 

Justice 
Coordinator

Probation 
Appointments

Reporting Crimes 
to Police w/ 

Client

Fingerprinting

Linkages to 
Supports

Liaison with Justice 
Professionals

Education & 
Training

Present at Court 
with Clients

ABA

Legal Aid Application 
& Appeals

Discharge Plans 
with Corrections

HSJCC, Court Steering 
Committees, etc.

Clinical Consultation 
with Dr. Charlie 

Menendez
Education for Clients 
on Criminal Justice 

Procedures

Cross Sectoral 
Collaboration

Skill 
Building

Behaviour 
Intervention Plan



CNSC – CE Dual Diagnosis Justice Coordination

➢ Supports collaborative contacts with community services 
for diversion planning including developmental  services 
and mental health resources and services

➢ Provides partnership and planning with mental health 
court support workers, local correctional and custody 
facilities for appropriate discharge planning

➢ Provides a central point of contact for persons to be 
referred to mental health services and other community 
supports

➢ Coordinates a continuum of services based on client choice 
and need.



Justice Adapted-Dialectical Behaviour 
Therapy Specialist

Justice A-DBT 
Specialist Role

A-DBT Group 
facilitator

1:1 sessions
DDJC overflow 

Support

• Lead facilitator of the        
A-DBT Justice Group

• Goals in A-DBT group are to 
enhance coping skills in the 
areas of mindfulness, 
emotion regulation, 
distress tolerance and 
interpersonal effectiveness

• Individual review and 1:1 
A-DBT justice sessions 
provided when clinically 
necessary

• Provides overflow for DDJC 
support when DDJC’s are at 
capacity



Justice ABA Specialist Role

• Focuses on implementing Applied Behaviour Analysis (ABA) 
Justice Plans to help support clients

• Works with the accused and victim/witnesses

• First step: conduct a Functional Assessment to assess what 
their specific needs are and goals for support

• Second step: create an individualized plan for each 
individual based on this assessment

• Collaborates with all professionals involved with the 
individual to ensure that skills can be generalized and/or 
specific goals that are appropriate for the client

• Clients DO NOT need to be DSO eligible to receive this 
service but need to have some sort of developmental 
disability (e.g., brain injury, Autism level 1)



Clinical Justice Program (CJP) Pillar I: 
Justice Clinic

• Our programming utilizes an 
evidence-based,  Applied Behaviour 
Analysis (ABA) approach to create 
and implement ABA Justice Plans and 
Court Support Plans 

• Goal: the individual can meaningfully 
participate in the justice system, no 
matter what stage 

• ABA Justice Plans teach 
individualized skills

• Court Support Plans are a report that 
is provided to all parties involved in a 
trial and includes 
recommendations/accommodations 
to ensure the individual can 
participate in the trial and be able to 
provide their evidence

Justice 
Clinic 

Justice ABA 
Specialist

Justice Clinic 
Coordinator

DDJC Justice 
Clinical 

Supervisor



ABA Justice Plan Examples 

• Rules and expectations of both in-
person and virtual court 

• Decreasing behaviours in the 
courthouse  

• Rights and responsibilities for a 
victim/witness

• Adapting/individualizing mental 
health diversion curriculum (e.g., 
Anti-Theft, Anger Management, 
Boundaries, Partner Assault 
Response)

• Peace Bond conditions 

• Probation order conditions to follow 
and self management schedule 



Case Study

• Mary is a 36-year-old woman

• Lives in a home with housemates and boyfriend

• Diagnosed with Developmental Disability, Depression, Urea cycle 
defect (Carbamylphosphate synthase 1, CPs1 deficiency)

• Cloak of competence

• Involved with Health Care Facilitator for medication management 
and linkages to health resources

• Involved with collaboration for ABA programming in health care

• Charged with assault with a weapon

Disclaimer: All names and identifying information have been changed to protect confidentiality 



Case Study

Health Care 
Facilitator

• Referral 2019

• Medication 
management

• Initial 
connection to 
health care 
supports

• Developed care 
plan

Slight decrease 
in hospital 
admissions

• Reliable 
relationship 
formed 

• Some 
improvement 
with medication 
management 

Health Care 
continued

• Connection to 
adult 
developmental 
services 

• Continued 
working on care 
plan

• Medication 
management 
improved 

• Continued to 
seek support 
and direction

Continued

• Collaboration 
with CBHS 
initiated 2021

• Shift to 
independence 
with 
medication 
management

• Health care 
plan carried out 
independently 

• HCF left on Mat 
leave 



Case Study

Connecting with 
Behaviour 

Consultant/Justice 
Specialist

•HCF saw a need for 
more programming 
and individualized 
supports

•Connect with 
Behaviour 
Consultant to 
discuss if 
programming could 
be created

•BC agreed to pilot 
ABA programming 
with health care 
sector

Justice Specialist 
connecting

•Connected with 
Mary to see if she 
would be willing to 
work on some goals 
and she was 
agreeable

Potential goal for 
programming

•Discussed that goal of 
following a calendar 
for medical apts 

•Discussed additional 
goal of teaching Mary 
how to create calendar 
apts and reminders in 
her phone



Case Study

Functional 
Assessment 

• Determined the 
specific goals, 
how she learns, 
gather any 
preliminary data 
on the goal

ABA 
Implementation

• Based on baseline 
data that was 
collected at 
Functional 
Assessment, Sam 
created an 
individualized ABA 
program

ABA 
Implementation

• Implemented 
program with visuals

• Continued with 
weekly meetings to 
ensure that Mary 
was staying on track 
and progress was 
made towards 
reaching those goals



Goals for Mary's Programming

• Follow a medical calendar for appointments
• Mary did not need second goal of teaching how to put 

appointments into her phone

Monday Tuesday Wednesday Thursday Friday Saturday Sunday
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5)

6)

7)
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Reminders:

1) Take meds 10am
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Visual Schedule

•Two component 
schedule to include 
appointments but 
also include 
checklist for 
medication times



Graph



Case Study

HCF leaving

• Whitney was 
taking a leave 
and Sam 
continued to 
meet with 
Mary on a 
weekly basis 
and Mary was 
maintaining the 
skills until the 
new HCF was 
hired

New HCF 
introduced

• New HCF was 
introduced a few 
months later

• Continued with 
visual medical 
calendar

• Sam stayed on 
for a few months 
to ensure that 
skills were still  
being maintained 
with new HCF

New visual calendar 
for medication

• New HCF ended 
up taking visual 
schedule a step 
further to create 
a specific 
calendar for 
medication



Criminal Charges

• After discharge from ABA Programming had an altercation 
with a resident in the home and was charged with assault 
with a weapon

• Referral was made to Dual Diagnosis Justice Coordinator 
(DDJC)

• DDJC supported Mary through charges

• Court matters completed through mental health diversion, 
completed A-DBT justice group and now attending 3 year A-
DBT program as continuation



Where is Mary now?

• Well connected to health supports

• Court matters complete through mental health diversion, 
completed A-DBT justice group and now attending 3 year 
A-DBT program as continuation 

• Attends annual specialist appointments

• Follows up with medications, refills medication

• Continues to have some difficulty with remembering or 
adhering to medication regime

• Prefers support for medical appointments

• Will sometimes initiate follow up on her own

• Moving into supported living environment 

• Decrease in hospital admissions 



Transition to Supported Living

• Recognized the need for increase in supports

• Decided she wanted a change in environment 

• Skills that Mary developed supported her with 
independence over her medication and diet management



Collaboration for New Tool

Medication Management Guide 

• Background info/questions to ask 
• Can’t do or won’t do? 
• Who is supporting with meds currently?
• Do they have a blister pack?
• How are they currently reminded to engage in day-to-day 

activities?
• If it is a refusal create a checklist to gather as much 

information as possible  



Medication Management Guide 

Tier 1:

• Embedding in current calendar, system, cell phone alarm

• Health Care supports implementing skills teaching on education 
(medication schedule, names of meds and side effects)

Tier 2: 

• Recommend using an automatic pill dispenser 

• Collect data on why they are not taking medications 

• Try to assist with rectifying the reason why they are not taking meds 
(doesn’t like taste, texture, side effects- upset stomach)  

Tier 3: 

• Talk to family Dr about taking it at different times, reducing dose or 
schedule etc.?



Case Study

Brief History

•Mike D (25)

•Dual Diagnosis

•DSO Eligible

•SIS scores Overall 
35, Med 0, Beh 6 *

•Raised by Single 
Mother

•Left school at 19

• Increase in 
challenging 
behaviour

•Support in place 
ODSP & Passport

Deterioration

•Lack of structure and 
routine

•physical altercations 
with mother in public

•911 calls for support

•Brief hospitalization

•Mother expressing 
frustration on social 
media

Crisis Situation

•Significant physical 
aggression toward 
mother in public 
resulting in 911 call

•Police & EMS response

• In-patient admission to 
local PICU

•CSC linkage (MCCSS 
request)

•PICU agreed to 
inpatient medication 
review 



Case Study

Complex Support

Coordinator

• Engaged with local 
Behaviour support 
provider to 
explore FBA & 
develop crisis plan

• Consult with STC 
to work with 
hospital & 
transition plan 

Engagement with 
Community

• Developed Brief 
Personal Profile

• Developed 
Complex Support 
Plan 

• Advocacy with 
hospital to allow 
staff to implement 
support strategies

• Explore if Mike 
would benefit from 
Behavioural 
Treatment

Engagement 
with Systems

• Update local 
planning table

• Update service 
request with DSO

• Update MCCSS

• Mother advocating 
using social media, 
engaging with MPP & 
Ombudsman



Case Study

Outcomes

• Multi-Year Supported 
Living Plan for 
community priority

•Hospital support for 
transition 
(observation, training, 
LOA)

•Local Community 
Living submitted 
budget for support

•Budget included 
ongoing behaviour 
support and 
counseling

Where is Mike 
now?

• 3 years later – Mike is 
supported by the same 
Community Living

• Support has been 
adjusted as we learned 
from Mike

• Police involvement

• Ongoing counselling

• Wrap around support 
continues 

• Regular communication 
and visits with family

Future Goals

•Consistent support 
with clear 
expectations

•Regular access to 
community activities

• Increasing 
independence 

• Increasing emotion 
regulation



Complex Support Plan



Complex Support Plan con’t



Complex Support Plan con’t





Takeaways

• Advocacy for persons with 
developmental disabilities and high 
support and complex care needs

• Collaborations amongst community 
partners

• Cross sectoral planning to provide 
seamless continuity of care



Resources

• Brief Profile

• Justice App https://justiceapp.community-networks.ca/

• Monitoring Charts  Monitoring Charts – DDPCP (surreyplace.ca)

• Primary Care Guidelines Primary Care Guidelines – DDPCP 
(surreyplace.ca)

https://justiceapp.community-networks.ca/
https://ddprimarycare.surreyplace.ca/tools-2/physical-health/monitoring-charts/
https://ddprimarycare.surreyplace.ca/guidelines/
https://ddprimarycare.surreyplace.ca/guidelines/


Questions

Thank You



Contact Information
• Cindie Evans

• Specialized Transition Coordinator, Community Networks of Specialized Care

• cindie.evans@clhmidland.on.ca

• Whitney Faragher B.A., RPN

• Health Care Facilitator, Community Networks of Specialized Care

• whitney.Faragher@clhmidland.on.ca

• Samantha Airhart  

• Behaviour Consultant/Justice Specialist- Justice Clinic, Centre for 
Behaviour Health Sciences, Mackenzie Health

• samantha.Airhart@mackenziehealth.ca

• Selina McDonald

• Complex Support Coordinator, Community Networks of Specialized Care

• selina.mcdonald@clhmidland.on.ca

mailto:Marnie.lye@clhmidland.on.ca
mailto:whitney.Faragher@clhmidland.on.ca
mailto:samantha.Airhart@mackenziehealth.ca
mailto:selina.mcdonald@clhmidland.on.ca
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