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From 1999 to 2007, I was only peripherally involved with the 
mental health and addiction sectors. When I joined CMHA 
Ontario and renewed my involvement, I was actually quite 
amazed at some of the changes that I encountered. Fresh eyes 
brought fresh perspective. As this edition of Network attempts 
to chronicle some of the changes that have occurred over the 
past number of years, I wanted to share some of the surprises 
— pleasant surprises — that I have encountered. The insights 
are personal. While some may be borne out by research, I make 
no claim to be evidence-based or to reflect “best practice.” 
However, I believe what I have seen is of great value to us as a 
guide as we enter the next phase of reforming and transform-
ing the mental health and addictions system.

One insight that comes to my mind is best described as 
maturity. I don’t mean the greyness that my maturity has 
brought me but rather the notions of wisdom, development, 
experience and sensibleness. My last foray into mental health 
and addictions reform was in the 1990s. I remember my key 
contribution as “shuttle diplomacy.” In one room were the 
addiction service providers, in another the mental health 
providers and in the third, consumer advocates (consumer/
survivors). Bringing everyone together was, to be kind, coun-
terproductive. Today we work together in a natural and col-
legial manner. To do otherwise would seem unproductive. 

A second insight regarding maturity is about mutual respect. 
As the needs of consumers and their families have taken a more 
central focus and as recovery has become the central theme 
for moving forward, the openness of dialogue and the ability 
to see and listen to each other as we seek common solutions 
is much different. For me it brings a renewed feeling of hope 
and potential. 

The final comment I will make on maturity relates to our 
community health service providers. As a health services man-
ager, my days in the hospital sector meant big budgets and large 
staff. Yes, there were certainly many challenges to be faced to 
provide coordinated, high-quality care. One of my first respon-
sibilities as the new CEO at CMHA Ontario was do site visits 
and learn about our branches and their work. I was astounded 
at the way each branch had built a mini-system for their clients 
by piecing together funding and programs that were neither 
designed nor funded to work as a whole. It was a management 
challenge greater than I had faced. It showed real innovation 
and determination. If we wish to study value-for-money, we 
need not look any further.

To paraphrase Robert Frost, “We have miles to go before we 
sleep,” but let’s not forget, “We’ve come a long way, baby!”

Lorne Zon is the chief executive officer of CMHA Ontario.

editorial by Lorne	Zon

One	thing	that	age	has	brought	me	—	besides	grey	hair	—	is	perspective.	With	36	years	of	expe-
rience	in	the	health	care	system,	more	often	than	not	I	am	finding	that	it	isn’t	déjà	vu	that	I	
am	experiencing	but	rather	I	really	did	live	it	before.	As	we	look	back	at	the	evolution	of	our	
mental	health	system,	it	is	often	hard	to	focus	on	the	real	changes	that	have	occurred.	On	the	
surface	it	appears	that	much	is	the	same.	Stigma	and	discrimination	are	ongoing.	Wait	times	
and	service	access	are	not	what	they	should	be.	Funding,	well,	enough	said.

 A Fresh Perspective  
on Community  
Mental Health
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Building the

for community mental health

For almost three decades, A Framework 
for Support has defined community 

mental health for the Canadian Mental 
Health Association (CMHA).  

  Well before recovery from mental 
illness became commonly understood, 

and even before Health Canada’s  
two-continuum model demonstrated 
that people with mental illness can 

still have positive mental health, the 
Framework raised the possibility  

that people can transcend their “client” 
or “patient” status to participate  

fully in community life. 

framework

by bonnie pape
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Community Resource Base

Original	Model
The original Framework for Support 
document was written by John 
Trainor and Kathryn Church in 
1984 to address the tragic fallout 
from the widespread practice of 
discharging people from mental 
hospitals without adequate com-
munity supports in place. Moving 
away from service paradigms and 
leaning toward the disability move-

ment’s values of inclusion, empowerment and citizenship, the 
Framework presented a simple but groundbreaking model for a 
community-based system where the person is central, planning 
is based on individual needs, and natural community processes 
are tapped to support people’s recovery. 

In the immediate post-deinstitutionalization era, when “com-
munity” was often code for “services delivered outside hospitals,” 
the Framework proposed an entirely different way to think 
about community mental health. The Community Resource 
Base, the essence of the Framework model, illustrates the range 
of resources, besides formal services, that should be available 
in community. It legitimized the role of peer groups, families, 
and generic community organizations as bridges to commu-
nity, and made the case for their input into system planning. 
It also identified “elements of citizenship” or determinants of 
health: work, income, housing and education. The Community 
Resource Base is informed by the Knowledge Resource Base: 
a variety of knowledge sources: medical, but also experiential, 
social science, cultural. 

Recovery	Themes
The Framework policy model was based on a vision that people 
with mental illness can experience rich community connections 
and maximum possible control over their destinies. It thus 
forecast the concept of recovery, even though it did not use 
that language at first. 

Later on, the recovery link became explicit with a Personal 
Resource Base describing personal tools that foster a sense of 
control and recovery: purpose and meaning, inclusion and 
belonging, positive sense of self, and a practical understanding 
of our mental health strengths and challenges. 

All three resource bases are now seen as pillars of recovery, 
collectively encompassing the fundamental elements necessary 
for recovery-oriented community mental health policies. They 
have universal applications as well; their components can be 
understood as essentials of mental health for everyone. 
 
A	Personal	Note
At the time the original Framework model was developed, I 
was a Masters student with an interest in community health 
policy and a passion for self-help. Through field placements 
at CMHA Ontario and CMHA Toronto Branch, I discovered 
the Framework and joined the CMHA National project team 
in 1986 on a 45-day contract — which lasted 19 years! Not 
only was this work a perfect fit for me, but we were situated in 
the right place. An extraordinary group of Ontario consumers, 
families, professionals and policy-makers, including skilled and 
committed project managers, steered the Framework project as 
it evolved under John Trainor’s leadership over the years.

Source: canadian Mental HealtH aSSociation, A FrAmework For Support, tHird edition, 2004
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YEAR ACTiViTY 				ExAmplES	oF	RESUlTS

1985 national conference  

on framework vision 

and moving forward

volunteer task groups formed- 
growth of interest across country- 
policy directions and action plans - 
re: consumer participation in 

system planning and in community, 

reinvestment of resources in 

community, and enabling legislation

1987 Began testing 

framework model  

in communities as a 

template for structuring 

mental health planning 

cross-sectoral planning teams  - 
in sk, on, and nB 

documented lessons about sensitive - 
process of building partnerships 

1988,		
1991

policy forums with  

federal/provincial/terri-

torial policy-makers

buy-in and support from provinces- 
case for government funding of  - 
ontario peer development initiative 

(still in place today)

new Brunswick mental health  - 
commission 1988-98, reflecting  

framework model, supported  

shifts to community system 

1989 Began nurturing  

development of 

national network of 

people with lived 

experience; Julie flatt 

met with consumer 

groups across canada, 

inspired them to link 

with one another

provincial support for networks- 
cmha national consumer  - 
advisory council 

nucleus of the independent national - 
network for mental health

1990s	&	
2000s

support from hrdc 

and leadership  

from ed pomeroy, 

Brock university, on 

identifying accommo-

dations in education 

and workplace settings

partnerships with universities  - 
and colleges

best practices documents - 
practical guides for success in  - 
education and workplace settings 

routes to work employment  - 
project in cmha branches (1994-2011)

1990s	&	
2000s

cmha branches, 

regions, divisions in 

projects with new  

community partners

inclusion in community project:  - 
ontario cmhas worked with the  

ymca to enhance its accessibility, 

formed a community theatre troupe, 

volunteered at local charities 

mental health and home care  - 
project: cmha worked with home  

care sector to exchange knowledge 

and test models 

early psychosis intervention  - 
(supporting young people’s recovery 

and connections to school or work): 

cmha engaged mental health profes-

sionals, siblings, educators; launched 

national first-episode families’ network 

Framework  
Steering Committee 

Long-Term	Volunteers
John Trainor (chairperson)
Glen Dewar 
Bridget Hough
Carl Lakaski
Ed Pomeroy

Long-Term	Staff
Bonnie Pape (Steering 
Committee staff )

Julie Flatt (Consumer Networking 
Initiative, Routes to Work)

Wendy Fields (Routes to Work)

Linda Huestis (Seniors’ Home 
Care report; Students’ Guide to 
Higher Education)

Liz Lines (Early Psychosis 
Intervention, Citizens for  
Mental Health)

Heather McKee (Higher 
Education Best Practices, 
Inclusion in Community)

Barbara Neuwelt (Home  
Care projects)

Catherine Willinsky (Mental 
Health and High School, 
Inclusion in Community)

Practical Applications 
in CMHAs 

Community	Resource	Base:		
to bring balance to committees

Knowledge	Resource	Base:  
to ensure messages represent  
a range of perspectives 

Personal	Resource	Base: tool  
for staff to reflect on their  
own mental health, and to 
consider how community 
resources can positively  
impact the mental health of  
the person in the centre

From Concept to Action: At a Glance
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The	Socio-political	Context	
The time was right to be exploring these kinds of reforms. 
Disability rights and psychiatric survivor movements were 
becoming increasingly visible; people were talking about self-
determination and living in community with “a home, a job, a 
friend.” It was fertile ground for Framework concepts to take 
root and grow. 

It also helped to have the federal government on board. Health 
Canada and Human Resources Development Canada (HRDC), 
interested in policy directions like ours, partnered with us in a 
series of policy forums with the provinces and territories. Health 
Canada’s Carl Lakaski became a long-standing member of the 
Framework steering committee. HRDC, which was working with 
various national disability groups but missing the voices of those 
with mental illness, backed CMHA to lay the groundwork for  
a national organization of people who had experienced the 
mental health system.

The	Framework	Today
Over the years, the Framework has been a defining feature of 
CMHA, and the thread that links us. Steve Lurie’s research 
found that participating in the cross-Canada initiatives con-
tributed strongly to CMHA affiliates’ sense of national identity. 
The Framework’s spirit is reflected in what we do and how we 
do it: community engagement, respect for lived experience, 
promotion of peer initiatives and inclusion. Its influence extends 

beyond CMHA as well, in local and provincial policies, and 
even internationally. 

In some ways the world has caught up to the Framework. The 
recovery literature emphasizes the importance of connecting to 
the natural community and moving beyond an identity defined 
by illness; peer support is a component of mental health policies 
in many jurisdictions; various perspectives now contribute to 
knowledge exchange processes; and there is a growing knowl-
edge base about accommodating people with mental illness in 
community settings. We’ve come a long way since 1984 when 
shifting the focus to community and including consumer per-
spectives in policy decisions were radical propositions. 

Yet despite what now seems a growing consensus stemming 
from multiple sources, the Framework for Support remains as 
relevant as ever. After 27 years, it continues to add value to the 
field with its visionary and balanced blueprint for building a 
recovery-oriented community-based system.

Bonnie Pape worked exclusively 
on the Framework for Support 
project from 1986 to 1990. From 
1990 to 2005 she was CMHA 
National Director of Programs 
and Research. Bonnie is now 
an independent consultant in 
mental health.

Three Pillars of Recovery

RECoVERY

Source: canadian Mental HealtH aSSociation, A FrAmework For Support, tHird edition, 2004



The  
Investigator
From 1980 to 2011 she was Section 
Head of the Health Systems Research 
and Consulting Unit (HSRCU) at 
CAMH. Dr. Goering held a ten-
year CIHR/CHSRF Chair in Health 
Services Research that ended in 2010. 
The Chair, entitled Generating and 
Disseminating Best Practices in Mental 
Health and Addictions, created oppor-
tunities for interdisciplinary training, 
mentorship, research and collaboration 
between researchers and policy-mak-
ers. In 2008, she was the recipient of 
CHSRF’s Research Advancement Award 
in recognition of her national leadership 
in knowledge creation and translation. 
In 2010, she was granted an Honorary 
Doctor of Science degree by Ryerson 
University.

Q: Three sets of studies — the Provincial 
Psychiatric Hospital and Community 
Comprehensive Assessment Projects 

(CAP), Community Mental Health 
Evaluation Initiative (CMHEI), and 
Systems Enhancement Evaluation 
Initiative (SEEI) — have produced a 
wealth of information to guide future 
planning and decision-making. Before 
these studies, what sources of informa-
tion were being used to guide planning 
and decision-making? 
There was nothing of this scale before, 
although there were many smaller stud-
ies that may have been used. These three 
studies were large, and covered multiple 
programs at multiple sites. All of the 
studies were funded by the Ministry of 
Health and Long-Term Care, who was 
also an active partner in the conduct of 
the research process. 

These studies also marked a way 
of doing research that was different 
because they used an integrated knowl-
edge translation approach throughout. 
What that means essentially is that if 

you want research to be used to inform 
decision-making, you need to involve 
decision-makers throughout the pro-
cess, especially the people who plan and 
manage programs, and those who make 
decisions about policy and funding. All 
three studies used this approach. They 
also involved participation from service 
providers and mental health consumer/
survivors. In contrast to research where 
knowledge translation is done after the 
research is complete, this was not sepa-
rate, but always done collaboratively. 
Q: What made this collaborative 
approach work? 
Several articles have been written about 
the approach we took. There were many 
important ingredients. First, you need  
to have a government partner that 
believes in the value of evidence and is 
willing to participate in the process. We 
had that in the Ministry of Health and 
Long-Term Care. 

An Interview  
with Dr. Paula Goering 

by Sheela Subramanian

Dr. Paula Goering, RN, PhD, is an experienced clinician, 
consultant, educator and researcher. She is a professor 
in the University of Toronto Department of Psychiatry 
with cross appointments to the Faculty of Nursing, 
Institute of Medical Science and Department of Health 
Policy, Management and Evaluation. She is also an 
Affiliate Scientist in the Department of Social and 
Epidemiology Research at the Centre for Addiction 
and Mental Health (CAMH) and Research Lead for 
At Home/Chez Soi, the Mental Health Commission of 
Canada’s $110 million, five-city demonstration project 
on mental illness and homelessness.

8  network spring 2011
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Second, you need a unique group of 
researchers who work in a collaborative 
manner. Many of the key researchers 
involved were at the HRSCU at CAMH 
and had similar interests and skills. All 
three studies involved other researchers 
from across the province, and they too 
had a similar approach.

Finally, you need partners who are 
willing to put time and energy into the 
process. Many organizations and service 
providers were involved with the data col-
lection and interpretation process.

Q: What was your role in each study? 
I was the Project Lead for all three studies, 
meaning that I conceptualized the overall 
structure for the research and recruited 
those involved with implementation. 
Throughout the time of the studies, I 
received funding from the Canadian 
Health Services Research Foundation 
and the Canadian Institute for Health 
Research for a Chair in Health Services 
Research which facilitated my role to lead 
and operate in a knowledge transfer and 
exchange linkage model. 

Q: This must have been a challenging 
process at times. What motivated or 
inspired you along the way?
People were hungry to learn more about 
what needs were going unmet, and it 
was clear that the research findings were  
having a real impact. It was very gratify-
ing to be involved in such a meaningful 
learning process. Part of the legacy of 
the studies was also that they provided 
numerous individuals — consumers, stu-
dents and others — with opportunities 
for employment, learning or training. 
The process also helped to create a cul-
ture that was supportive of and positive 
about evaluation. Organizations that were 
involved became much less distrustful of 
or reluctant about evaluation and really 
saw the value of research for creating new 
knowledge.

Q: What were some of the important 
things that we learned about the com-
munity mental health sector from the 
CAP and CMHEI studies? 
CAP really focused on met and unmet 

needs. It started with a look at the provin-
cial psychiatric hospitals, but a look at any 
part of the system requires you to look 
at other parts as well. It was an exercise 
to help government figure out its next 
steps for the hospital sector. The find-
ings fed into the local and province-wide 
regional planning tables that were part 
of the Mental Health Implementation 
Task Forces.

CMHEI provided some of the best 
evidence we have about the value of  
peer support. This was a very important 
finding. 

Q: SEEI produced a wealth of knowl-
edge. What does the community mental 
health sector need to know about those 
findings? 
I think they would be interested in the 
overall message that although these new 
investments clearly created benefits, they 
were still not enough. There were still 
needs that were unmet, which meant that 
further investments are still needed. 

Q: From CAP to today, how has the 
approach to research shifted over time? 
We learned that we had to invest resources 
in knowledge exchange and transfer. With 
CMHEI, we had a knowledge broker, 
Dale Butterill, as part of the project, 
which was key. By the time SEEI was 
done, we had Heather Bullock and two 
others doing that work full time and 
building the Ontario Mental Health 
and Addictions Knowledge Exchange 
Network. This was one of our biggest 
learnings. You need people on both sides 
of research and decision-making who 
are interested in working collaboratively, 
but you also need the glue. Knowledge 
exchange for mental health must be insti-
tuted in an ongoing way in Ontario. 

Q: Have the studies been used in 
decision-making? What is their future 
legacy?
All of the studies have had an impact. 
For example, CMHEI played a role in 
securing the increase in funding that 
was evaluated through SEEI. The justice 
sector has been very interested in find-
ings from Carolyn Dewa’s Matryoshka 

Study and Tim Aubry’s court support 
study about positive outcomes and rela-
tive unmet needs. The transitional case 
management study by Terry Krupa has 
served as a program model that has 
been taken up by others in the province. 
Findings from the SEEI ACT study led 
by Lindsey George have been of interest 
across Canada. The Impact Study led by 
Janet Durbin that looked at system-wide 
impacts and regional variation has been 
used by many LHINs to describe what 
is taking place in their region. All of the 
studies have been used at the local level 
in different ways.

Q: What’s next?
The Creating Together initiative had its 
roots in the goodwill and partnerships 
created by these studies. It focuses upon 
the same kind of health services research 
but includes a broader focus of popula-
tion health and prevention. The conclu-
sions from Creating Together echo some 
of the findings of CMHEI and SEEI that 
showed the need to consider income, 
education and employment. Creating 
Together shows that there is still great 
interest in the social determinants of 
health and how they come into play when 
it comes to mental health.

Sheela Subramanian is a planning and 
policy analyst at CMHA Ontario.

The  
Investigator

“People were hungry 
to learn more about 
what needs were going 
unmet, and it was 
clear that the research 
findings were having a 
real impact. It was very 
gratifying to be involved 
in such a meaningful 
learning process.”
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by Sheela Subramanian

Building an Evidence Base  
for Ontario’s Community  
Mental Health System

Mental health reform in Ontario 
has been marked by a shift from 
hospital-focused treatment to  
community-based supports. 
This transition has been tracked by major 
research and evaluation initiatives that  
have produced invaluable information 
about our mental health system. The legacy 
of these studies will inform planning for 
years to come and includes an enhanced 
capacity for research and a growing evi-
dence base about the community system’s 
strengths, opportunities and needs. 

Tracing  
the Journey



The CMHEI studies identified that 
government investments in community-
based services and supports had positive 
results that made a difference in people’s 
lives. It was also found that community 
mental health services and supports were 
saving money. Researchers concluded that 
it could cost up to five times less to pro-
vide an individual with community-based 
services, than to keep them in hospital for 
the same length of time. Additional infor-
mation was gained about the experiences 

of mental health consumer/survivors, 
including details of the types of margin-
alization individuals were experiencing. 

Program-level findings indicated that 
individuals who received peer support 
had fewer symptoms and hospitalizations 
than those who did not, that intensive 
case management (ICM) and Assertive 
Community Treatment (ACT) programs 
decreased reliance on institutional care, 
and that people needed housing, employ-
ment, income and health care supports in 
addition to mental health supports.

The findings from the CMHEI identi-
fied the need to provide a range or con-
tinuum of programs and services to meet 
individual needs, including the value of 
providing peer support as an integral com-
ponent of a core basket of services. Like 
CAP, CMHEI increased Ontario’s capac-
ity for community mental health research 
by developing a network of researchers, 
scientists and community partners.

See “Making a Difference: Ontario’s Community 
Mental Health Evaluation Initiative,” October 
2004, www.ontario.cmha.ca/cmhei/making_dif-
ference.asp. 

The goal of the Community Mental 
Health Evaluation Initiative (CMHEI) 
was to assess the effectiveness of com-
munity-based mental health services and 
supports in Ontario and build an evi-
dence base for future decision-making 
about programs and services. Over the 
course of this initiative, a range of mental 
health services and peer-support organiza-
tions were evaluated in order to identify 
program activity, monitor progress, and 
evaluate cost-effectiveness. 
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1998-2002	
Provincial	Psychiatric	Hospital	and	Community	Comprehensive	
Assessment	Projects	(CAP)

whAT?	cap was the first significant study of community mental health ser-

vices and supports in ontario, and proved that it was possible to routinely 

collect data across the system.

who? the projects were undertaken by the health systems research and 

consulting unit at the centre for addiction and mental health, and funded by 

the ministry of health and long-term care (mohltc) via the ontario mental 

health implementation task forces and the provincial psychiatric hospitals.

how? 9,360 clinical assessments were collected from over 53,000 adults who 

received formal mental health services at provincial psychiatric hospitals or 

outpatient community mental health programs.

1998-2004
Community	Mental	Health	Evaluation	Initiative	(CMHEI)

whAT?	cmhei was the first multisite evaluation of commu-

nity mental health programs in canada.

who?	the six-year initiative was a collaboration of the 

ontario mental health foundation (omhf), camh, and cmha 

ontario, with funding from the mohltc. the health systems 

research and consulting unit acted as the coordinating 

centre for the initiative.

how?	the initiative included six core research studies that evaluated a range 

of community-based services and supports; a comparative multisite study; 

and a project that looked at the usefulness of data collection tools for various 

community support models, practices and settings. 

community mental health programs. 
Initial findings had shown that a sig-
nificant proportion of adults with seri-
ous mental illnesses could be effectively 
supported in the community, and the 
research team expanded its focus to ask 
new questions about whether the com-
munity mental health system could meet 
this demand. 

CAP produced extensive knowledge 
about existing program capacity and the 

demographics, service use and needs of 
mental health consumers. A key finding, 
based on a comparison of recommended 
and actual levels of client care, showed a 
high rate of unmet needs across the prov-
ince based on hospital and community 
systems providing care at lower-than-
needed levels of intensity. In addition, 
it was found that greater numbers of 
hospital patients could be served in the 
community if more services and supports 
were available, and that there was a lack 
of system capacity for intensive commu-
nity support. These service gaps interfered 
with hospital discharge efforts and put 
community residents at risk for poor out-
comes. At the program level, gaps were 
identified for concurrent disorder services 
and broader community supports, espe-
cially vocational services. 

See “Mental Health Services in Ontario: How Well 
Is the Province Meeting the Needs of Persons with 
Serious Mental Illness? Analysis of Data Collected 
during the Provincial Psychiatric Hospital 
and Community Comprehensive Assessment 
Projects (CAP),” 2004. 

The Provincial Psychiatric Hospital and 
Community Comprehensive Assessment 
Projects (CAP) were initiated in response 
to the provincial restructuring of tertiary 
mental health services. The projects’ aim 
was to develop a system-level picture of 
mental health consumers with serious 
mental health conditions. Although the 
initial CAP studies focused on individu-
als served by psychiatric hospitals, the 
project expanded to include a focus on 
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The Creating Together consultation 
process identified six priorities for new 
research concerning mental health and 
addictions in Ontario: social determi-
nants of health; risk and resilience; health 
promotion and prevention; stigma and 
discrimination; continuity of care; and 
vulnerable populations. The need for 
greater involvement of people with lived 
experienced and family members in the 
research process and community engaged 
research was also highlighted. 

See “Creating Together: Co-creating a Mental 
Health and Addictions Research Agenda for 
Ontario,” Spring 2011, at http://knowledgex.
camh.net/researchers/projects/creating_together/
Pages/default.aspx

Sheela Subramanian is a planning and 
policy analyst at CMHA Ontario.

2005-2009
Systems	Enhancement	Evaluation	Initiative	(SEEI)

whAT?	seei was a multi-year initiative designed to evaluate 

the impacts of $167 million in new government investments 

in ontario’s community mental health sector. 

who?	the initiative was led by camh’s health systems 

research and consulting unit and an executive advisory com-

mittee involving the mohltc, omhf, consumer and family 

groups, hospital representatives, as well as provincial orga-

nizations cmha ontario, camh and the ontario federation 

of community mental health and addiction programs.

how? seei consisted of nine research studies in two phases. two phase 1  

studies, impact and matryoshka, were longer and began earlier, and seven 

phase 2 studies were selected through a call for proposals. the ontario mental 

health and addictions knowledge exchange network (omhaken) was also 

created to develop and share research findings to enhance the system.

2010-2011
Creating	Together:	Co-Creating	a	Mental	Health	and	
Addictions	Research	Agenda	for	Ontario

whAT?	creating together was a collaborative initiative 

designed to develop a health systems and population 

health research agenda for ontario. this agenda will be 

used to guide research investments and knowledge exchange 

activity in ontario for the next three to five years. creating 

together offered stakeholders the opportunity to suggest 

where investments in research can most improve the mental 

health and addictions system. 

who? creating together was initiated by omhaken in collaboration with 17 

mental health and addictions organizations. 

how?	over 1,600 people participated in in-person or video-conference con-

sultations and surveys.

The two SEEI study phases evaluated 
the effects of the investments at differ-
ent levels and services in the community 
mental health sector. While the Impact 
Study used administrative data to evaluate 
the effects of the new investments at the 
provincial system level, the Matryoshka 
Study used primary data collection to eval-
uate early intervention and court support 
programs at seven locations. The seven 
Phase 2 studies included an evaluation 
of a regional crisis system in Waterloo-
Wellington; court outreach (or pre-trial 
diversion) programs in Ottawa; an inte-
grated crisis-care management system in 

Kingston; the fidelity of province-wide 
ACT teams; community-based discharge 
planning in Sarnia; three local crisis ser-
vice programs in Haldimand-Norfolk, 
Chatham-Kent and Hamilton; and a 
Kingston-based evaluation of whether 
clients were receiving more appropriate 
care and using fewer hospital resources 
with the enhancements. 

SEEI demonstrated that the invest-
ments were supporting the community 
mental health system to move in the right 
direction. At the program level, more 
people were accessing more appropri-
ate community mental health services, 
with increased numbers receiving the 
level of needed care, being served earlier, 
and receiving better continuity of care 
and improved outcomes. Additionally, 
the study found evidence of increased 
innovation and better program models. 
However, SEEI also found that addition-
al resources were needed to meet client 
needs, because expanded services in one 
part of the system increased case finding, 
and ultimately identified client needs for 
other services. The studies also identified 
ongoing gaps in transportation, housing 
and vocational supports. 

See SEEI final reports at https://www.ehealthon-
tario.ca/portal/server.pt/community/seei_final_
reports/2182. See also the special issue of Canadian 
Journal of Community Mental Health, 29 
(Supplement 5), Fall 2010.

Due in part to CMHEI findings, 
MOHLTC increased funding for certain 
areas of the community mental health 
system starting in 2004. Two sources 
provided the funds: the Federal Health 
Accord for Home Care contributed $117 
million over four years for intensive case 
management, Assertive Community 
Treatment (ACT), crisis intervention 
and early intervention services, while 
the Service Enhancement Initiative added 
$50 million over 2005 and 2006 for court 
support programs, intensive case man-
agement, crisis interventions, supportive 
housing and safe beds. 



“Don’t send me the crazy worker,” 
one Assertive Community 
Treatment (ACT) client told his 
psychiatrist after a session with his 
peer support worker. Helen White, 
a peer specialist with a large ACT 
team in Ottawa, takes the comment 
in stride. “He thinks he is getting 
ripped off because I am not a nurse 
or a social worker,” Helen says. “It's 
like I’m something in-between.”

“ Employment of 
persons in recovery 
can transform 
individuals, and 
when undertaken in 
significant numbers 
can transform 
systems.” *

9¾

by Pam Laheyplatform

Where 
Users Get  
Jobs in 
Mental 
Health
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Helen’s experience of her role as a peer sup-
port worker is not unlike the experience of a 
young Harry Potter: looking for the express 
train to Hogwarts School of Witchcraft and 
Wizardry, he is told to board at Platform 9¾, 

where he finds himself caught half-way between 
the ordinary world and the world of wizards, not 

fully accepted in either and viewed with suspicion by all. 
In Ontario, the mental health system has seen much change 

since the years of deinstitutionalization. Less long-term hospi-
talization, more supportive housing, the rise of employment 
supports, the development of consumer/survivor initiatives, and 
a strengthening of the collective voice of psychiatric survivors 
in system decision-making are proof of this change. 

Another indication of a changing system is that psychiatric 
survivors are being employed in increasing numbers in com-
munity mental health services. Prosumers — a term used to 
describe people with mental health issues that now work in 
mental health services — are employed in a variety of roles in 
the mental health sector, including research, service delivery, 
consulting, management and policy. One of the predominant 
roles prosumers get hired for in community mental health are 
designated positions known as peer specialists. These are posi-
tions created solely for consumers. To qualify, applicants must 
disclose the fact that they live with a mental illness.

Before his move into the mental health workforce, Bill 
Armstrong was working in the trucking industry, a very dif-
ferent environment. Disclosure in his former workplace was 
considered neither appropriate nor acceptable. “It just wasn’t 
on the table for discussion,” he explains. However, during the 
course of his recovery, which he describes as an eye-opening 
experience, Bill discovered his passion for helping others who 
are also working on their recovery. He started on a journey of 
self-education. As fortune would have it, he read an ad in the 
local paper for a peer specialist position at the same agency where 
he had been a client. He knew he had the required experience. 
“This is exactly what I have gone through,” he said to himself. 
He applied for the job five and a half years ago and has been 
working there ever since. 

Like Bill, Lieutenant Colonel Stéphane Grenier came to peer 
support the hard way. After a period of trauma-induced illness 
owing to his multiple deployments overseas with the Canadian 
Forces, Stéphane sought help. He credits a significant part of 
his recovery to getting peer support. Peer support literally saved 
his life, he effuses. “Wouldn’t it be great if we could take the 
elements of this form of social support and create a recipe that 
can be shared?” 

Grenier’s recipe now has a name — the Peer Support Project 
— and it is funded by the Mental Health Commission of 
Canada (MHCC). Its five-year goal is to “build standards of 
practice, develop a certification process and, ultimately, legiti-
mize peer support.” While there is a lot of fear and misunder-
standing about what peer support is or is not, Grenier claims 
it is not complicated. The MHCC process simply sets out to 

identify the ingredients that make the recipe good enough to 
share with the rest of Canada. It combines the organic nature of 
social support with a knowledge component, taking a complex 
idea and presenting it as a simple process that the workforce 
will embrace.

Jai Mills began working in mental health not as a prosumer, 
but simply as someone who had skills to bring to the workforce. 
In fact, she purposely hid her consumer status because her 
experience at that time taught her that to disclose would mean 
to be treated badly. A seemingly innocent comment from a 
co-worker, however, would cause her to confront her own fears 
about disclosure, and ultimately change her mental health career 
path. “You know if you don’t smarten up, you will be more like 
the people who use this place than the people who work here,” 
her colleague told her. This comment prompted Jai to examine 
why she hadn’t disclosed earlier and contemplate the benefits 
that disclosure could bring. While the decision to disclose led 
to some raised eyebrows, and resulted in some colleagues per-
ceiving her as more fragile and less competent, Jai feels the 
trade-off was worth it. “I felt I was being more genuine, so it 
created more freedom for me to do what was right.” Besides, 
she adds, “I love spending time with the people who use the 
mental health system and witnessing stories of strength... Some 
are a little bit off the beaten track, and not very conservative, 
but that resonates with me. I am the same.”

Far from making her the resident expert, says Jai, her experi-
ence of mental illness and of the mental health system is very 
individual. The only person she is an expert on, Jai insists, is 
herself: “My experience only advised me of what it is like to be 
in the position of receiving services, so I am not an expert on 
everyone’s experience.” Helen agrees: “We shouldn’t assume 
we are good role models just because we have had a similar 
experience.”

Greg Kim’s philosophy around disclosure is similar to Helen’s. 
Now self-employed as a consultant to the mental health and 
business sectors, Greg has no need to explain his mental health 
status. He also enjoys the freedom to make his work life fit his 
personal circumstances. However, when he was working as an 
employee for others, he disclosed at every job, regardless of 
whether it was designated a consumer position or not. “I just 
couldn’t not disclose,” he explains. “How could I work in mental 
health and not share how I know what I know? I would have 
felt like I was holding a lie at work.” 

Helen was likewise forthcoming with her employers, but an 
experience early on prompted her to be discreet about how and 
when she decides to disclose. It is also prudent, Helen insists, 
to consider the disadvantages to disclosing: “I am not sure 
[whether disclosing is a good idea] because there is a possibility 
that you ghettoize yourself and then it might be hard to move 
forward professionally.”

Helen’s observation is echoed in the research on persons 
with lived experience providing services to other consumers. 
Employment in the mental health workforce can be a double-
edged sword at times. Prosumers are valued for the first-hand 

H
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experience they bring to their job; at the same time, disclosure 
of that experience may also mean they are viewed as less com-
petent and less skilled. 

Disclosing a mental illness in the workplace may also have 
unintended consequences. In an attempt to prove that your 
mental illness is not a liability, you may work too hard, too 
long, and too intensely in order to avoid being accused of 
being mentally unwell. Greg experienced trepidation about 
this when he first went to work for a large, high-profile mental 
health organization in Toronto as a research analyst. “You are 
worried others are thinking, ‘Is he having a mental health day?’ 
So I would soldier on and work too hard.”

Career advancement is often an area of concern for service 
users who choose to work in mental health. Research shows 
that an employee with a mental illness may feel compelled to 
conform to organizational culture in order to advance in their 
career. Despite these findings, this hasn’t been Greg’s experience: 
“My identity is at the forefront of how I do the work and why 
I do that work. I like that a lot.” However, Greg qualifies this 
assertion by acknowledging that his academic qualifications 
countered any misconceptions about his ability to do his job 
and allowed him to advance. “I was worried my disclosure would 
influence my advancement in the organization. It never did. But 
I had a lot of advantages buffering me against that.”

While researchers have documented the many ways that 
individual service users can benefit through employment in the 
mental health workforce, the effect of consumer employment 
on system-level transformation is not as obvious. Nonetheless, 
changes at the system level are necessary in order to create a more 
integrated workplace for employees who have mental illness. 

Through personal determination and self-advocacy, Helen 
has managed to shift not only the parameters of her role but 
also the culture of her organization. When Helen first started 
her job some 12 years ago, having peer support workers on ACT 
teams was still a relatively new and innovative practice. She 
was forging a path for other peer support workers who would 
follow over the years. Because Helen was one of the first peer 
specialists in the Ontario workforce, there were no guidelines 
for her position when she was hired. Since that time, Helen has 
advocated for changes to her job responsibilities, workload, and 
pay equity, so that peer specialists would be regarded as equals 
on the ACT team. For instance, she was initially required to 
do everything the other mental health workers did, with the 
exception of on-call duties. This resulted in a significant pay 
differential. Helen approached management with a sugges-
tion: “I said I would like to do on-call and get paid the same 
as everyone else.” Helen considers herself “a person with a skill 
set equal to my coworkers but I have a unique experience that 
I bring to bear on my work.” Today, she works full-time and 
has her own primary caseload, which isn’t the case for every 
ACT team. In her capacity as peer specialist, she also sees every 
client connected to the team, does home visits, and helps with 
a range of daily living tasks.

Stéphane shares a similar determination to change the way 

peer specialists are viewed: “I do believe that the work we’re 
doing will set the conditions to no longer be marginalized 
and that it will provide access to paid jobs in the future.” In 
order for this to take place, though, decision-makers need to 
be convinced that peer support is an evidence-based practice 
that is worthy of continued funding. Creating a framework 
will allow peer support to be validated. More importantly, the 
certification process that is part of this framework will convince 
decision-makers that peer support is the way forward.

Passion and commitment to change are traits shared by many 
prosumers. Greg had been through the mental health and social 
assistance systems and was without any financial or social sup-
port when he landed a casual job in a mental health drop-in 
centre in Montreal. This job cemented his determination to 
change the system for the better. “I was pissed off with how I 
was treated and wanted to work in the system to make it more 
humane and improve the lives of others going through it.”

Changing the system can also be accomplished, according 
to researchers, by moving beyond the hiring of consumers only 
for designated “slots,” such as peer specialist positions, to hiring 
consumers across the organization. This shift would avoid a 
two-class system where consumers are the “other” staff members; 
it would also eliminate the need for affirmative action. Some 
mental health organizations are taking the lead on messaging for 
consumer inclusion. For example, the Canadian Mental Health 
Association and the Centre for Addiction and Mental Health 
have called for mental health, social service and other public 
sector systems to become “exemplary employers.” This action, 
however, can only occur if those organizations, and indeed the 
system, are open to change.

During her 34-year career in the mental health sector, Jai 
has worked in a variety of organizations, including community 
mental health agencies, hospitals, consumer/survivor initiatives 
and the Ministry of Health and Long-Term Care. She cur-
rently works for one of Ontario’s 14 Local Health Integration 
Networks, as an integration consultant and as co-lead for mental 
health and addictions. Jai came to the LHIN because she felt 
that change was necessary at a systemic level. It also presents 
her with an intellectually stimulating environment where each 
co-worker holds improvement of the health care system as a 
core value. As an integration consultant, Jai has worked on 
many initiatives that have not been focused on the mental 
health system, and some that have. The LHIN’s current focus 
on improving the quality of the service recipient’s experience 
has led her to a new level of job satisfaction. 

“People at the LHIN have accepted me for who I am, so it 
has not been necessary for me to disclose anything in particular,” 
Jai explains. “The expectations of my work are the same as they 
are for everyone else. I have required specific accommodations 
for my vision issues, and those have been provided in a very 
inclusive and generous way. If I requested an accommodation 
for a mental health issue, I doubt that I would be treated any 
differently.” Jai’s experience has taught her that our mental 
health system needs to be one that “values the voice of experi-
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ence at all levels.” This means equal responsibility and equal 
accountability, but it also means asking ourselves if we are 
being inclusive enough. One way of being inclusive is to stop 
compartmentalizing workers with mental health issues. “I don’t 
want to be defined by some of the worst experiences I have had 
in life,” says Jai. “I want to be defined by my strengths.”

To be fully inclusive, employers need to think of lived expe-
rience — all else being equal — as a unique insight that can 
complement an employee’s existing skill set, not as the only 
qualification that someone brings. Greg believes that the cur-
rent trend of credentialing peer support may have the opposite 
effect: “They have to professionalize us in order to legitimize 
our role.” This narrowly defined focus on consumer roles in 
the workforce may hinder other opportunities for advancement. 
“People want to be peer this and peer that,” observes Helen, 
“but is this a good idea if you want to be the executive director 
of an organization?” 

Stéphane recognizes the ongoing debate between the value 
of credentialing and the danger of losing the organic essence 
of what it means to offer peer support by professionalizing it. 
He believes the answer to this tension lies in creating a process 
that is at once validating without being overly professionalized. 
He wants to change our understanding of what he describes as 
a complex, yet non-complicated form of social support. “You 
don’t need three years of university to offer peer support,” he 
says. Stéphane’s vision is for the MHCC framework to be trans-

lated into a syllabus and delivered by trained peer specialists in 
the consumer/survivor community.

What would a more integrated mental health workforce 
look like?

Evidence suggests that a workplace practice such as accom-
modation needs to be thought of as a benefit that promotes a 
mentally healthy workplace for every employee, not just a special 
allowance given to an identified sub-group of workers.

Full workplace integration for workers living with mental 
illness would mean acceptance, support, and trust among all 
employees, peers, and managers — not just a gesture to those 
who are deemed ill. At minimum, it would mean that disclosure 
did not have to wait until your probation period was up, for fear 
of dismissal. It would also mean not having to fear the repercus-
sions of disclosure on your professional advancement.

All else being equal, mental health workers who happen 
to have a mental illness should be seen as just that. No more, 
no less.

Pam Lahey is a planning and policy analyst at CMHA 
Ontario.

* J. Wolf et al., “Emerging Practices in Employment of Persons in 
Recovery in the Mental Health Workforce,” American Journal of 
Psychiatric Rehabilitation, 13: 3 (August 2010), 189-207. 

MSW for  
Working Professionals
Set yourself apart

Earn an MSW on alternating weekends while 
maintaining your career.

Now accepting applications for September 2011 start.

Available in: Peel region, Barrie, and Windsor. 

The MSW for Working Professionals will allow you  
to achieve your goals and provide you with a quality 
education and the tools needed for success in the  
social work field. Offered in partnership with the 
Centre for Executive and Professional Education and  
the School of Social Work at the University of Windsor. 

www.uwindsor.ca/msw



network spring 2011  17 

S tigma persists and discrimination against 
people with mental health problems con-
tinues, particularly for those who are most 
marginalized and who suffer the most 
debilitating forms of mental illness. But 
progress has been made. Looking back over 
the history of community mental health in 

Ontario, we have much to celebrate. 
The Canadian Mental Health Association (CMHA) was 

founded as a national organization in 1918 and federally incor-
porated in 1926. The Ontario Division of CMHA received 
its provincial charter in 1952. In 1963, CMHA released its 
landmark policy document, More for the Mind, with 57 recom-
mendations concerning mental health care in Canada. More for 
the Mind advocated for deinstitutionalization and the develop-
ment of appropriate forms of community care. Recommended 
changes included the need to integrate mental health services 
within general health services; to decentralize psychiatric services 

from the provincial government to regional agencies; and to 
coordinate psychiatric services for patients through all phases 
of their illness. Every subsequent review of psychiatric services 
in Canada has reflected these principles.

Deinstitutionalization in the 1950s and 60s led to the closure 
of almost 80 percent of beds in psychiatric hospitals. However, 
it took about 20 years to recognize that without the necessary 
community services in place, deinstitutionalization was a disas-
ter, says Ed Pomeroy, a clinical/community psychologist in the 
Niagara region and professor emeritus at Brock University. Not 
only were there not the funds in place to support people with 
serious mental illness, but mental health providers “maintained 
a vision that didn’t take into account the realities of people with 
serious mental illness in the community.” 

In the hospital, people didn’t have to worry about food. Even 
if it was lousy, it was still food. “But out in the community — 
will people eat?” Pomeroy asks rhetorically. Poor nutrition, 
access to legal and illegal drugs and abysmal housing moved 

Looking Back: 
Reflections  
on Community 
Mental Health in 
Ontario

Sixty years ago, mental health “patients” were being warehoused in asylums, 
with no voice to express their own thoughts and feelings. No safe space. 
No belief in any kind of future. Now people with similar mental health 
problems are integrally involved in managing their own treatment plans, 
they have access to a greater range of treatment and supports, and a shared 
sense — with their health-care providers — that recovery is possible.

looking  
back

By DIANA BALLON

ed pomeroy

Reflections on 
Community Mental 
Health in Ontario
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COLOUR

1983  TowaRds a BluePRinT 

foR Change:	a Mental health 
Policy and Program Perspective 
(heseltine Report)
the primary goal of this report 

was to provide support for the 

development of a continuum of 

service delivery, while ensuring 

that people with mental illness can 

receive appropriate help in their 

own communities.

1988 	bUilding	CommUniTY	

SUppoRT	FoR	pEoplE:	a Plan  
for Mental health in ontario 
(graham Report)
this report followed a series of 

consultations and recommended 

that priority should be given to 

services for people with serious 

mental illness. the report proposed 

a plan for the development and 

implementation of a comprehensive 

community mental health system.

1993		pUTTing	pEoplE	FiRST:		

The	Reform	of	mental	health	
Services	in	ontario
this report endorsed the Graham 

report (1988) and proposed a 

10-year plan for mental health 

reform in ontario based on common 

vision and values.

1994 	implEmEnTATion		

plAnning	gUidElinES	FoR	

mEnTAl	hEAlTh	REFoRm

this report set out clear 

expectations for District Health 

Councils and their role in mental 

health reform.

Mental health policy in Ontario has moved from an emphasis on institutionalization of people with mental 
illness to a system that depends on effective and accessible services delivered in the community. This 
redirection in policy is frequently referred to as mental health reform. Many reports concerning mental 
health reform have been published in Ontario in the last 30 years. All reports have strongly endorsed 
the principle of moving mental health care from psychiatric hospitals into the community, where people 
with mental illness can receive the services they need when they need them.

 The Long and Winding Road:  
 RePoRTs, ReCoMMendaTions and Plans foR MenTal healTh RefoRM

people with serious mental illness “from back wards to back 
alleys,” says Pomeroy. 

The push to physically move people out of hospital was not 
accompanied by a corresponding shift in attitude. Pomeroy 
describes the process in his 1992 article “Citizens Shaping 
Policy: The Canadian Mental Health Association’s Framework 
for Support Project,” co-authored with John Trainer and Bonnie 
Pape. Mental health providers maintained an often patriarchal, 
controlling attitude still embedded in a medical approach to 
caring for the mentally “ill.” And consumers and their families 
were understandably angry, frustrated and hurt. Instead of 
being respected as experts in their own care, they were viewed 
as disabled, and seen as without agency or ability to provide 
input into their own recovery.

Gradually, change began to occur. Building Community 
Support for People: A Plan for Mental Health in Ontario (1988) 
— known colloquially as The Graham Report — marked the 
most important shift away from a medical model towards a 
community-based approach to delivering mental health services 
in this province, recalls Mike Petrenko, executive director of 
CMHA London.

The report led to Putting People First (1993), the first provin-

cial policy document to outline a 10-year plan for community 
mental health reform. It committed to prioritizing the needs 
of people with serious mental illness, and recommended that, 
by 2003, the Ministry of Health and Long-Term Care commit 
60 percent of mental health funding to community services and 
the remaining 40 percent to hospital care. That split represented 
the reverse of how funding was allocated at the time. 

As District Health Councils and mental health committees 
emerged, there was a major thrust to invest in community-
based services. “For the first time in every community across 
the province, the providers were all at the same table,” Petrenko 
says. Previously, hospital programs and community programs 
had been in competition, but now they began to plan collabora-
tively as partnerships, continues Petrenko. Unfortunately, not 
much has changed on the financial front: hospitals still receive 
the majority of funding. 

Working with clients — or consumer/survivors, as they called 
themselves — marked another type of partnership for com-
munity mental health agencies, where clients were recognized 
as experts on their experience, to be consulted with, listened to 
and respected for their to perspective. The experience of family 
members was also valued. No longer could doctors be seen as 
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1996 	diSTRiCT	hEAlTh	CoUnCil	

RECommEndATionS

Based on Putting	People	First 
(1993), District Health Councils 

recommended that community 

mental health services be 

coordinated through strategies  

such as joint networks, lead 

agencies, joint protocols, 

assessment tools, and tracking  

with a clear point of access into  

the system, that models of  

delivery be based on best  

practices and that a continuum  

of services be offered, including 

case management.

1998  2000	And	bEYond:	

Strengthening	ontario's	mental	
health	System
Based on a consultation led by 

Dan Newman, mpp, who was 

parliamentary Assistant to the 

minister of Health and Long-term 

Care, this report endorsed the 

principle of community-focused 

care set out in Putting	People		
First (1993) but noted that at the 

five-year mark, funding had not 

yet been allocated to implement 

needed reform.

1999		bUilding	A	CommUniTY	

mEnTAl	hEAlTh	SYSTEm	in	

onTARio:	Report	of	the	health	
Services	Restructuring	Commission
the HSrC recommended that  

the ministry of Health and Long-

term Care (moHLtC) should divest  

ontario’s nine provincial psychiatric 

hospitals to the public hospitals. 

It also recommended transitional 

funding so that services could  

be established before the beds  

were closed.

1999		mAking	iT	hAppEn:	

implementation	plan	for	mental	
health	Reform
this report outlines the moHLtC’s 

strategy "to increase the capacity  

of the system for comprehensive 

and integrated treatment, 

rehabilitative and support services 

while focusing on community 

alternatives wherever possible."  

It was also intended to guide 

strategic investments over the 

next three years and committed to 

protecting mental health funding. 

2000 	mEnTAl	hEAlTh: The		
next	Steps:	Strengthening	
ontario’s	mental	health	System
this short report on the consultation 

process on legislative changes 

to the Mental	Health	Act and the 

Health	Care	Consent	Act states  

that the proposed legislative 

changes will “ensure people  

with serious mental illness get  

the care and treatment they need  

in a community-based mental  

health system.”

2000		mAking	iT	woRk: policy	
Framework	for	Employment	
Supports	for	people	with	Serious	
mental	illness
this report elaborates on the issue 

of employment supports, providing 

additional recommendations on 

issues not adequately addressed 

in the initial 10-year plan set out 

in Putting	People	First (1993). the 

goal was to develop a coordinated 

response at both the federal and 

provincial levels to income and 

employment supports and the 

business sector.

the sole “authority” on people’s mental illness. And clients could 
set goals for their own recovery. 

The idea of recovery is hardly new, says Vicky Huehn, execu-
tive director of Frontenac Community Mental Health Services 
in Kingston. “Respect, dignity and choice” have been central 
to the psychosocial rehabilitation movement for over 30 years, 
Huehn says. Staff members encourage people to talk about 
their aims and aspirations as part of their recovery journey: the 
individual with mental illness is the decision-maker, and the 
staff member is there as a partner. 

In the 1980s and 90s, services were gradually developing for 
and sometimes by consumers: self-help/mutual aid and support 
groups, consumer-run drop-in centres, clubhouses, 24-hour 
crisis lines and Assertive Community Treatment (ACT) teams, 
among other initiatives.

Rather than simply “treating” mental illness, mental health 
providers also began to recognize the need to consider deter-
minants of health: the fact that income, work, education and 
housing were also crucial to people’s well-being and were condi-
tions that had to be supported. 

Housing was the first priority: originally, there were four 
categories or levels of support in the provincial funding assigned 

to supported housing. This tiered approach was “absolutely 
offensive,” says Huehn. The fixed levels didn’t acknowledge that 
people’s need for support can fluctuate; instead, they implied that 
people had to “graduate” to move from one level or stage to the 
next, and that if they went back to hospital they had failed. 

Along with a focus on housing was a push toward supported 
employment. In the late 1980s and early 90s, vocational employ-
ment programs were established to enable people with serious 
mental illness to integrate or reintegrate into a regular work-
place. Unlike sheltered workshops that had previously been the 
norm, these new programs helped people to find “regular jobs”: 
an employment officer would look at a person’s skills, aptitudes 
and abilities (sometimes with vocational testing), help to find 
the person a job, and then support him or her through the initial 
adjustments and other difficult periods, as needed. “It’s a great 
support system that continues today,” says Petrenko.

Programs continue to become more complex. There’s a “mat-
uration of the system,” says Huehn. Mental health services estab-
lished in Ontario have been able to draw on Canadian as well 
as international research, from such countries as New Zealand, 
England and Australia, to learn about successful approaches to 
community care.
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2001  mAking	iT	hAppEn:	

operational framework for  
the delivery of Mental health 
services and supports
this document is a companion to 

Making	It	Happen:	Implementation	
Plan	for	Mental	Health	Reform 

(1999). It established a framework 

to reform the mental health 

system. the report commits to 

including a continuum of services 

for persons with mental illness: 

first line, specialized and intensive. 

Again, the government re-affirmed 

its commitment to investment in 

community mental health care to 

alleviate pressure resulting from the 

divestment of psychiatric hospitals.

2002/2003		mEnTAl	hEAlTh	

implEmEnTATion	TASk	FoRCE	

REpoRTS

Nine regional task forces consulted 

with thousands of people in the field 

of mental health over a three-year 

period and submitted nine region-

specific reports. A final report of the 

provincial Forum of mental Health 

task Force Chairs, The	Time	is	Now, 

identified 11 key themes for reform.

2010		nAVigATing	ThE	JoURnEY	

To	wEllnESS:	The Comprehensive 
Mental health and addictions 
action Plan for ontarians
the final report of the Select 

Committee on mental Health 

and Addictions, which included 

representation from all three 

political parties. Based on extensive 

consultations, the report makes 23 

recommendations, including the 

creation of an umbrella organization 

to design, manage and coordinate 

the mental health and addictions 

system. the committee also 

recommended the consolidation 

of all mental health and addictions 

programs and services in the 

moHLtC, including those for 

children and youth.

2010		RESpECT,	RECoVERY,	

RESiliEnCE:	Recommendations 
for ontario’s Mental health and 
addictions strategy
the final report of the minister’s 

Advisory Group (mAG) on mental 

Health and Addictions, a group of 

consumers, family members, health 

care providers and researchers 

who were asked to provide the 

moHLtC with advice to guide 

the creation of a 10-year mental 

health and addictions strategy in 

ontario. Five key goals are named: 

improve mental health and well-

being for all ontarians; stop stigma 

and discrimination; create healthy, 

resilient, inclusive communities; 

identify mental health and addiction 

problems early and intervene; 

and provide timely, high quality, 

integrated, person-directed health 

and other human services.

Looking AheAd: 2011 And Beyond 

onTARio’S	10-YEAR	mEnTAl	

hEAlTh	And	AddiCTion	STRATEgY

the ontario government is 

developing a new 10-year strategy 

for mental health and addictions. 

two main areas of focus are 

expected: how to redesign mental 

health and addiction services to 

best meet the needs of individuals; 

and how to create the conditions  

in communities to help everyone 

reach optimal mental health and 

well-being.

“We now have the genesis of best practice in terms of services 
and supports,” observes Petrenko.  Supported employment has 
paved the way for consumer-run businesses. People can now 
get mental health accommodations in both the workplace and 
post-secondary education. Crisis lines have matured from chat 
lines to provide mobile capacity with mental health and addic-
tion supports. In the last six or seven years, court support and 
diversion programs have emerged, to help divert people with 
serious mental illness in the criminal justice system out of prison 
cells and psychiatric hospitals into safe bed programs and other 
types of housing and community support, says Huehn. 

Unfortunately, many of our services have reached capacity. 
“We’re stalled,” Petrenko says. Pomeroy concurs: there were 
many ideals post-deinstitutionalization, but today there is “by 
no means consensus that a lot of progress has been made.” The 
consumer movement has lost momentum, he says. “With the 
removal of District Health Councils and the huge mandates 
of the Local Health Integration Networks, we have moved 
further away from these ideals and more toward professional 
interests.” Even the idea of “recovery” that came out of the 
consumer movement has now been appropriated by profes-
sionals, he says.

The biggest tragedy is “that the consumer voice got lost so 

easily.” It takes work to stay in touch with the needs of the 
seriously mentally ill, says Pomeroy. 

“So where is the optimism?” I ask. 
“That we’re having this conversation, that we can use words 

like consumer, survivor, empower, recovery, accommodations… 
that there are islands of people working really, really hard and 
really, really well.” 

Petrenko also sees a positive future for community mental 
health. “We’re on the cusp of transition to a significant emphasis 
on prevention and mental health promotion,” he says, referring 
to the 10-year strategy for mental health and addictions outlined 
by the Ministry of Health and Long-Term Care in their 2009 
discussion paper “Every Door is the Right Door.”

“We’ve focused on mental illness. We’re now shifting our 
focus to mental health and mental illness,” Petrenko says. The 
strategy is moving towards preventing mental health problems, 
maintaining positive mental and physical health, and interven-
ing early to treat the onset of mental illness.

People are now talking about mental health problems in a 
way they never were before.

Diana Ballon is a Toronto writer and editor specializing in 
mental health issues. 
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providing public education has been a core activity of canadian mental 
health association (cmha) branches in ontario for more than half a century. but the 
work has evolved beyond simply providing information to demystify mental illness.

The Evolution of Public  
educator work

T he public educator’s activities have spread into 
areas such as community development and 
health promotion. CMHA public educators, 
some of whom began 20 years ago or more, 
have developed a rich inventory of mental 

health literacy, stigma reduction and mental health promo-
tion programs. Mental health issues and services are discussed 
in a broad context that includes everyone, whether one has a 
diagnosis of mental illness or not.

Margi Clarke is the public educator at CMHA Nipissing 
Regional Branch, in North Bay. Her job title — Manager of 
Mental Health Promotion, Information and Education Services 
— reflects the growing breadth of the public educator role. 
“No two days are ever the same,” she explains. Whether she is 
responding to questions at a community event, coordinating 
Mental Health Week activities, collaborating with other orga-
nizations to develop support groups, or giving an anti-stigma 
workshop to students and teachers at a local high school, Margi 
spends most of her time “out and about in the community.”

“I am a real advocate for face-to-face interaction, despite 
all the other avenues of communication I use. We need to be 
there when people need the information. It can really make a 
difference for someone seeking help.” 

Aleta Armstrong and her Community Awareness team at 
CMHA Mental Health and Addiction Services of Simcoe 
County have demonstrated to other sectors the important role 
that mental health agencies can play within the broader com-
munity. Bus drivers, police crisis negotiators, art gallery owners, 
and health care service providers are among the community 
leaders who have increased their own mental health awareness 
by working with Aleta and her team. 

At the national level, public education has roots reaching 
back to the early 1900s, when CMHA founder Clarence Hincks 

delivered spoken addresses that were covered by local newspa-
pers. In one documented instance in 1920, the Toronto Star 
gave headline coverage to Hincks when he voiced his frustration 
with the provincial government’s lack of concern about condi-
tions in mental hospitals. The incident resulted in Toronto Star 
publisher Joseph Atkinson obtaining an interview for Hincks 
with the premier of Ontario, who agreed to receive Hincks’s 
groundbreaking report — an early example of how mental 
health promotion can influence the government’s agenda.

Work to improve mental health literacy — defined as aware-
ness of mental health issues and services available, including 
self-care — can take many forms, depending on the needs 
and requests in a community. CMHA Toronto, for example, 
responds to requests for family education workshops and has 
designed a cross-cultural mental health literacy program, called 
“Opening Doors,” to reach various ethnocultural groups (see 
“Equity and Diversity: Key Priorities for CMHA Toronto,” 
Network, Spring 2010, for more information).

In Barrie, Aleta Armstrong was approached by the local 
transit authority for “mental health 101” training to help sen-
sitize bus drivers to different mental health conditions. The 
bus drivers learned what symptoms of depression, obsessive-
compulsive disorder, and other mental illnesses may look like. 
“I realized what a huge support bus drivers are to our clients in 
the community,” recalls Aleta. “The training helped the drivers 
empathize and relate to the lived experience of riders with mental 
illness. Drivers could then feel more comfortable in supporting 
riders.” Since the initial workshop, Armstrong has been called 
back several times to educate new groups and has now trained 
more than 200 drivers. 

Reducing the stigma of mental illness is also an important 
part of developing mental health awareness and requires exten-
sive reach throughout the community. CMHA Durham Region 

M A H A T SN Y

by Jessica Kwik
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Branch is one partner on the 21-member 
Talking About Mental Illness (TAMI) 
Coalition of Durham, which is supporting 
youth in anti-stigma work. The commu-
nity coalition has won two awards for its 
anti-stigma summits for secondary school 
students. In the Durham TAMI school 
presentations, teachers are offered a man-
ual covering a week’s worth of material, 
and the week concludes with a facilitated 
dialogue with speakers from the com-
munity who share their experience living 
with mental illness. The presentations are 
also an opportunity to connect youth to 
services where they are available in schools 
and community. “Students will attend a 
TAMI presentation and then they end 
up running anti-stigma programs them-
selves,” says Christina Papadopoulos, 
Health Promotion and Public Relations 
Coordinator at CMHA Durham. (More 
information about Durham TAMI is 
available at www.tamidurham.ca.)

For CMHA Mental Health and 
Addiction Services of Simcoe County, 
anti-stigma work has also extended into 
the art community. An exhibit of work 
by people with lived experience of mental 
health issues, called “Gifts in Shadow,” was 
developed in partnership with MacLaren 
Art Gallery. “Now it’s a full [three-week] 
exhibit at the local gallery,” explains 
Armstrong. “It breaks down stigma and 
it showcases work by those who have never 
been exhibited in an art gallery.” 

Mental health promotion is a growing 
aspect of the public education role. Mental 

health promotion enhances the capacity 
of individuals and communities to take 
control over their lives and improve their 
mental health, through strategies that 
foster supportive environments and indi-
vidual resilience.  

The partnerships that are developed 
by those in mental health promotion 
roles reveal integrated community 
responses with broad reach. During 
the past two years, CMHA Champlain 
East Branch has worked with the Health 
Unit of Eastern Ontario to respond to 
a regional priority revealed through a 
health status report for eastern Ontario: 
the area has suicide rates that are almost 
double the provincial average. As part of 
the regional strategy, a multi-stakeholder 
suicide prevention coalition is bringing 
together people from all five counties. 
“We need to be proactive and address the 
gaps that result in these incidences,” says 
Joanne Ledoux-Moshonas, Manager of 
Mental Health Promotion at CMHA 
Champlain East. “Many of the suicide 
cases are people who are not attached 
to the mental health system. They are 
not our clients. They see suicide as their 
only option. These are the people we also 
really need to reach out to.” The coali-
tion has consulted through community 
symposiums and is now planning an 
integrated community approach to fill 
gaps and coordinate existing services for 
suicide prevention, family support and 
raising public awareness. 

Difficult economic times and stress can 

mental health 
promotion in action

The Interlink 
Choir program 
is a long-
standing 
example of 
mental health 

promotion in action. Interlink 
is a unique inter-generational 
program that bridges the 
age gap between children 
and elders in celebration of 
words and music. Seniors 
and children exchange 
letters and participate in a 
choir. Interlink is effective in 
reducing the negative stigma 
that is often associated with 
being older in our society. 

In North Bay, the program is in its 22nd 
season. This year it has 40 adult members, 
ranging in age from young retirees at 55 
to “more experienced” members in their 
late 80s, matched with children in grades 
2-6 for pen pal and choir activities. “This 
is a very active and vibrant group, very 
committed to the music, sharing their 
experiences and love of singing with the 
children,” says Margi Clarke, Manager of 
Mental Health Promotion, Information 
and Education Services at the Canadian 
Mental Health Association, Nipissing 
Regional Branch. The branch offers the 
Interlink Choir program in partnership 
with the Near North District School 
Board. In May 2011, the members con-
tinued an annual tradition of preparing 
a public concert.

Interlink is offered through many 
CMHA branches across Canada and 
through other community organizations. 
The program was launched by Selma 
Edelstone, who received the Order of 
Ontario in 1994 and a Queen’s Golden 
Jubliee Medal in 2003 for her efforts.

Learn more about the Interlink program at 
www.ontario.cmha.ca/interlink.

JoSéE	dESlAURiERS,	mental health promoter at cmha champlain east, teaching  
the tami program to high school students. photo courtesy of the ontario 
college of teachers. 
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draw some new audiences to mental health 
promotion presentations. “When I started, 
over 10 years ago,” says Papadopoulos, “pub-
lic education involved supporting people 
with awareness of the facts of mental ill-
ness. Now, it’s about coping with family, 
work, managing an illness or self-care as a 
caregiver, stress and the economy. We let 
people know you don’t need to have a serious 
mental illness to access services.” Workplaces 
are a common site for mental health promo-
tion, especially during Mental Health Week 
or times of distress. When an automotive 
plant was closing in Ajax a few years ago, for 
example, CMHA Durham was called upon 
by the union to deliver workshops for staff 
being laid off, to help people cope with the 
stress of unemployment. 

Public education programs are facing 
their own financial challenges in today’s 
hard economic climate, just when peo-
ple need these services the most. Many 
programs rely on donor funding, which 
tends to dwindle in poor economic times.  
Elsewhere, branches have lost public edu-
cation staff to funding shortfalls. Funding 
for a youth outreach worker placed in 
secondary schools in Simcoe County has 
ended just when schools were beginning 

to realize the potential of this integrated 
role. In other branches, the primary mental 
health promotion position is empty due to 
loss of funding.

Funding limitations can restrict capac-
ity to reach a range of audiences. The 
Gerontology Mental Health Promotion 
Program at CMHA Windsor-Essex County 
Branch focuses on the geriatric population 
by taking presentations to apartment build-
ings, long-term care homes, retiree groups 
and other older adult programs. But in 
2010 the branch lost its local United Way 
funding for a broader public education 
program that used to reach high school, 
college and university students, as well as 
other members of the community.

In this era of accountability, funders 
like to put money into programs that 
show immediate outcomes. Public 
education, however, is an “upstream” 
approach and the work is dispersed 
across many settings and populations, 
so the effects are not immediately or 
directly measurable. 

Understanding the effects of public 
education is a key motivator for Christina 
Papadopoulos. “I moved from case man-
agement to mental health promotion and 

public relations work because I wanted 
to make more of an impact. I wanted to 
respond to clients who expressed that the 
most difficult thing beyond their illness 
was stigma.” Christina can rely on her 
“virtual public educator team” from other 
departments at CMHA Durham Branch 
to support her in her outreach efforts. 

The future of this vital role, which reduces 
stigma and can support earlier identification 
of mental illness, may depend on public edu-
cators promoting the value of the role itself. 
CMHA Ontario will be knitting together 
those individuals working at the branches 
in mental health promotion, community 
awareness and public education roles to build 
a stronger network of public educators. The 
hope is to build a forum to share lessons 
learned and resources to build capacity. 
“Together we can be a stronger voice and fur-
ther public knowledge around mental well-
ness since we have our individual strengths 
and programs,” observes Armstrong. “We 
wear so many hats in this role that require 
such a wide range of skills and knowledge. 
We can only be stronger as a team.” 

Jessica Kwik is a knowledge exchange 
associate at CMHA Ontario.

Brunet explains what inspires her family to pursue this mental health promo-
tion cause: “People who attend are close to the cause. We all know people with 
mental illness. We thought it was important to look at prevention of suicide and 
other mental health issues and to help young people get some help when it’s 
needed. Schools are a good avenue to reach youth.” 

Students are introduced to various mental disorders, such as suicidal 
behaviour, depression, and eating disorders, and they are informed about the 
causes, warning signs, treatment options and available community resources 
in Prescott-Russell. As a result of educational sessions with students during 
the past year alone, CMHA Champlain East was able to identify issues and 
intervene with 29 students who were either suicidal or had mental health con-
cerns that needed to be addressed.

The results of CMHA’s mental health promotion work in schools in 
Prescott-Russell inspire Brunet and the other organizers to keep up the work. 
“We get annual reports from CMHA Champlain East and we are pleased with 
the interventions in the school. Maybe we’ve saved some lives from suicide 
through the information that is shared.”

The eighth annual golf tournament will take place on Friday, July 8, 2011, at the 
Nation Golf Course (Curran). For more information, visit www.cmha-east.on.ca.

For seven years, the local Subway 
franchise of Prescott-Russell 
has devoted time and resources 
to an annual golf tournament, a 
fundraiser to support the mental 
health promotion efforts of CMHA 
Champlain East Branch. Gisèle 
Brunet puts in many hours as 
the event coordinator, with the 
support of a local committee, on 
behalf of her family members 
who run the franchise. Brunet has 
garnered a list of repeat donors and 
begins every January to approach 
corporate sponsors, people from the 
community  and media. The event 
has raised a total of $190,000 over 
the years, and 2010 was a record year 
with $40,000 raised. 

Community Support for Mental Health Promotion
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out here
things are very different

Geography is a social determinant of health. The health status of a population 
is inversely related to the remoteness of its location. Consequently, our rural 
and northern communities face unique challenges — challenges that require 
customized solutions and a different approach than their urban neighbours.

The 2006 Census indicates that 6 percent of the province’s population lives in northern Ontario, 
an expanse of more than 800,000 square kilometres that accounts for 90 percent of Ontario’s 
land area and has a population density of one person per square kilometre. According to the 
Ontario Ministry of Northern Development, Mines and Forestry, northern Ontario comprises 
145 municipalities, 106 First Nations, over 150 unincorporated communities, and 10 territorial 
districts, including Kenora, Rainy River, Thunder Bay, Cochrane, Algoma, Sudbury, Timiskaming, 
Nipissing, Manitoulin, and Parry Sound. 

Rural and Northern Community 
Issues in Mental Health

by Uppala Chandrasekera
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It should be no surprise that a shortage of health care fund-
ing and resources are the biggest challenges facing rural and 
northern communities. Per capita funding, which is the norm 
throughout the healthcare system, does not take into account the 
higher cost of providing services to large areas such as northern 
Ontario, where the population is dispersed across a vast terrain. 
Moreover, population-based funding typically does not correct 
for health disparities or for inequitable access to services and sup-
ports. Although the two northern Local 
Health Integration Networks (LHINs) 
do receive more per capita funding for 
community mental health than the aver-
age in other LHINs, there is still a lack of 
capacity to adequately meet the popula-
tion’s need for services. 

The delivery of mental health services 
in rural and northern communities dif-
fers significantly from urban communi-
ties, and multiple factors contribute to 
this situation. For example, there is a 
shortage of care providers, especially doc-
tors, in rural and northern communities 
across the province. 

“When I first moved to Elliot Lake, I 
was fortunate to be connected to a fam-
ily physician,” says Trevor Tymchuk, 
“but I didn’t realize how far in advance 
I would have to book my appointments.” Tymchuk, a resident 
of Elliot Lake, a small community of about 12,000 people 
located approximately three hours east of Sault Ste. Marie or two 
hours west of Sudbury, has to book an appointment six weeks 
in advance to see his family doctor, even for a simple, routine 
visit to renew his medication. “My prescription was going to 
expire before the day of my appointment, so the doctor’s office 
sent me to the emergency room to refill my prescription.” Being 
forced to go to the ER for prescription refills and other non-
urgent issues is just one of the issues facing rural and northern 
Ontarians. 

“Life is very different here in northern Ontario,” says Anita 
Webb, executive director of the Kenora branch of the Canadian 
Mental Health Association. CMHA Kenora, which is located 
about two hours west of Thunder Bay, provides mental health 
services and supports to over 700 clients annually who live in 
the Kenora and Rainy River districts. “There are about 80,000 
people living in our catchment area,” says Webb, “but there is 
never an accurate reading because the Census does not include 
the Aboriginal communities in this region. Often it’s difficult 
to plan for services because we do not have reliable data for the 
[whole] population.” 

Similarly, identifying Ontario’s rural population is a dif-
ficult task because there are different methods for defining 
what counts as “rural.” Due to competing definitions of rural 
Ontario offered by such organizations as Statistics Canada, 
the Ministry of Health and Long-Term Care and the Ontario 

Medical Association, there currently is no standardized defini-
tion to help guide policy and research initiatives. As a result, 
it is very difficult to measure the population health of rural 
residents, to identify needs and gaps, and to plan and monitor 
health services.

Through her work at CMHA, Webb has observed a wide 
range of health issues among rural and northern Ontarians: 
“Cancer, diabetes and heart disease are so rampant here. In 

terms of mental illnesses, we see a lot 
of trauma, mood disorders, personality 
disorders and a lot of substance abuse 
and psychosis related to substance abuse. 
A significant number of people also have 
fetal alcohol spectrum disorder.” 

These trends are echoed by findings 
from the Canadian Community Health 
Survey (2002), which indicates that 
across Canada, men and women living in 
rural and small towns have a shorter life 
expectancy than the average Canadian. 
These residents also have elevated rates 
of being overweight, smoking, arthritis/
rheumatism and high blood pressure. 
Furthermore, individuals living in rural 
and northern areas have higher than 
average rates of major depressive disor-
der. Compared to the provincial average, 

residents of northern Ontario have higher self-reported rates of 
“fair or poor” mental health, and higher self-reported rates of 
depression. Medication use is elevated in northern communi-
ties, and the hospitalization rate for northern Ontario is twice 
that of the province. 

“Whether people have health problems or not,” observes 
Tymchuk, “there is an issue of isolation here.” Tymchuk sits 
on the board of directors of North Shore Community Support 
Services, a community-based organization in Elliot Lake that 
provides psychosocial rehabilitation and support services. He is 
also an active member of the local and regional Human Services 
and Justice Coordinating Committees. He describes the feeling 
as communal isolation. “Our community is well aware that we are 
very far away from everything. For example, we do not have a lot 
of shopping available here — no bookstores and until recently 
we didn’t even have a shoe store. So you have to drive all the way 
to Sudbury or the Sault just to do a little shopping.”

Migration also contributes to this sense of communal isola-
tion, says Tymchuk. Unemployment and low-income rates are 
high, and a significant proportion of individuals have less than 
a secondary school education. Due to the lack of employment 
opportunities in rural and northern communities, residents 
often move away to more urban areas in search of work. “There 
aren’t a lot of job opportunities in Elliot Lake,” says Tymchuk. 
“There are some professional positions available, but often the 
positions go unfilled because it’s hard to attract professionals 
to this isolated community.”

“There is only one 
way to get people to 
understand our unique 
rural and northern 
issues. You literally  
need to drive from 
North Bay all the way 
to Thunder Bay, and 
only then will you 
understand firsthand 
how large Ontario  
really is.”
Trevor Tymchuk, North Shore 
Community Support Services, Elliot Lake
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Workforce recruitment and retention is an ongoing chal-
lenge. “We have a shortage of primary care physicians,” says 
Webb. “A lot of the physicians in our community carry more 
than one role. A primary care physician is also an anesthetist, an 
OB/GYN, or a specialist in methadone treatment. We may have 
several doctors, but we don’t have enough doctors, especially 
ER doctors who can work at night.” Two years ago, the local 
hospital in Kenora sent out a notice to the community stating 
that individuals needing emergency care should not come to 
the hospital between the hours of 11 p.m. and 7 a.m. because 
there would be no doctor available. “If there is a tragedy on 
the highway, then a doctor is called in, but it has to be a dire 
emergency, and they will evacuate you by helicopter to the clos-
est trauma centre. But between those hours, if you get sick, or 
you experience a mental health crisis, you have no other option 
but to wait until the morning.”

The basket of services available in these communities is less 
comprehensive and less accessible than in urban areas. Residents 
of these regions have limited access to primary health care, medi-
cal specialists, hospitals and community mental health services 
and supports. In Elliot Lake, for example, there is a mental 
health clinic which provides counselling services, but they do 
not have a psychiatrist on staff — the only available psychiatrist 
is one who visits from Sudbury once a month. Moreover, the 
clinic is only open from 8:30 a.m. to 4:30 p.m., Monday to 
Friday, and there is no after-hours crisis care. 

“If you are experiencing a mental health crisis at ten or eleven 
o’clock at night,” says Tymchuk, “then the only option you have 
is to call 9-1-1 and ask the police to take you to the ER. And if 
you have to be hospitalized, then the police have to drive you all 
the way to Sudbury [to the nearest psychiatric hospital].” 

Transportation is another significant barrier to accessing 
community mental health services for rural and northern 
Ontarians. Outside of the larger urban centres, many rural and 
northern communities across the province do not have public 
transit systems. Without public transit, residents experience 
the extra burden of high costs associated with arranging private 
transportation or taxicabs. “The bus system here sucks!” says 
Anne, a resident of Keewatin, a small town of about 15,000 
people located in the Kenora District. “The bus only runs once 
every two hours, and there is only one bus that goes through the 
entire town. So I walk everywhere when the weather permits, 
but it’s too cold to do that in the winter.” 

In Keewatin, the local Assertive Community Treatment 
(ACT) team has stepped in to help Anne where the public 
transportation system has failed. “What I like most about the 
ACT team is, every Wednesday morning when I go grocery 
shopping, they come and pick me up and take me and my 
groceries home.” Anne has been working with the ACT team 
in Keewatin for the past eight years, and she says that they are 
very supportive. “The ACT team is my lifeline, and every week, 
on our way home from grocery shopping, we always stop for 
coffee. We talk about serious stuff, and we talk about fun stuff. 
It’s so nice to be with them because they actually make me feel 
like a human being.” Anne is also connected to CMHA Kenora 
Branch and is very thankful for the mental health services avail-
able in her community. 

Although there is access to a few mental health services and 
supports, continuity of care is fragmented in rural and northern 
communities. Due to the diminished basket of services, indi-
viduals living in these isolated areas must often travel to urban 
areas to access the health services they need. Residents must leave 
their families and support networks, and absorb the high travel 
costs. The lack of access to transportation also creates poten-
tially unsafe situations for people using mental health services, 
such as when individuals are discharged from services in urban 
communities with no method of returning back home. This 
is the case for residents of Elliot Lake, says Tymchuk. “Once 
a person is released from the hospital in Sudbury, they are on 
their own to get back to Elliot Lake.” 

For individuals travelling to a scheduled appointment (an 
appointment with a specialist that was booked through a fam-
ily physician), the family physician will typically arrange for 
a Northern Health Travel Grant, a program sponsored by the 
Ministry of Health and Long-Term Care that provides travel 
costs for individuals who must travel at least 100 kilometres 
one-way for a medical specialist or designated health care facil-
ity services that are not locally available. “That’s fine if you 
have a car, and can afford to pay the travel costs up front,” says 
Tymchuk. “But if you’re a person with a serious mental illness, 
you don’t have a car, and you don’t have credit cards, and likely 
no savings, so you are out of luck. And if you’re in crisis, and 
you’re taken to the hospital in Sudbury in the middle of the 
night, then you’re really on your own for getting back home.” 

Rural and northern communities are working together 
to find creative solutions to their ongoing challenges. In the 

“If you are experiencing a mental health crisis at ten or 
eleven o’clock at night, then the only option you have  
is to call 9-1-1 and ask the police to take you to the ER. 
And if you have to be hospitalized, then the police have 
to drive you all the way to Sudbury.” 
Trevor Tymchuk, North Shore Community Support Services, Elliot Lake
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absence of psychiatrists, for example, multidisciplinary pri-
mary health care teams are being used to provide services for 
people with mental health needs. Community-based mental 
health agencies have developed collaborative care networks, 
often involving agencies from other sectors, as a means of 
building capacity and providing support for individuals with 
serious mental illnesses who have complex needs. Webb says, 
“In Kenora, we gathered all of the health service providers 
together, and we got everyone to sign a joint agreement saying 
that each agency will provide a portion of treatment to com-
plex clients. This agency will take care of primary care, that 
agency will take care of case management, this organization 
will provide the housing, etc. In this way, the responsibility 
is not placed on one agency; rather, everyone collaborates to 
assist the client in need.”

In many rural and northern communities, consumer/survivor 
initiatives (CSIs) have been successful in providing peer support 
and enhancing life skills for individuals with mental illnesses 
and/or addictions. Many CSIs participate on advisory commit-
tees at local hospitals and community mental health agencies to 
inform the planning and delivery of services. Currently, there 
are 77 peer/self-help initiatives listed in the ConnexOntario 
database across Ontario, many of which are situated in rural and 
northern communities. In addition, informal caregivers, includ-
ing family members and volunteers, are frequently involved 
where a formal workforce is lacking. However, informal care-
givers cannot be a substitute for having access to a professional 
mental health workforce, and strategies need to be considered 
to increase the recruitment and retention of mental health 
workers in rural and northern communities. 

In 2009, the Government of Ontario convened a Rural and 
Northern Health Care Panel to provide recommendations to 
the Ministry of Health and Long-Term Care about how to 
better coordinate the delivery of health care services in rural 
and northern communities in Ontario. A report containing 
12 recommendations and a rural and northern framework 
was released in the winter of 2010; however, mental health 
and addiction were not addressed in this report as two other 
initiatives were already underway to address access to mental 
health and addiction services across the province. In 2010, the 
Select Committee on Mental Health and Addictions and the 
Minister’s Advisory Group both released their final reports in 
advance of the 10-year Mental Health and Addictions Strategy 
for Ontario. Both reports recommended that a comprehensive 
basket of services be made available to all Ontarians; yet, they 
did not recommend a specific strategy or framework for mental 
health in rural and northern Ontario. 

Although the province is feeling the pinch of these hard 
economic times, it is important not to overlook our rural and 
northern neighbours. Solutions for urban areas cannot simply 
be transferred to rural and northern Ontario. We need to ensure 
that all Ontarians living in rural and northern communities 
have equitable access to community mental health and addic-
tion services and supports.

“There is only one way to get people to understand our 
unique rural and northern issues,” says Tymchuk. “You liter-
ally need to drive from North Bay all the way to Thunder Bay, 
and only then will you understand firsthand how large Ontario 
really is. And only then will you understand how different life 
is out here. We need more money and resources simply because 
of the distance, and simply because everything costs so much 
more when you live up here.”

Uppala Chandrasekera is a planning and policy analyst at 
CMHA Ontario.

  

Mental	Health	and	Justice
Based on the Provincial Strategy to Coordinate 
Human Services and Criminal Justice Systems 
in Ontario (1997), Human Services and Justice 
Coordinating Committees (HSJCCs) were estab-
lished in response to a recognized need in the 
province to coordinate resources and services, 
and plan more effectively for people who are in 
conflict with the law. Priority consideration is 
for people with a serious mental illness, develop-
mental disability, acquired brain injury, drug and 
alcohol addiction, and/or fetal alcohol syndrome. 

Currently there are 14 regional HSJCCs that coordinate 
communication and service integration planning among 
health, social services and criminal justice organizations 
within specific regions, and 32 Local HSJCCs that 
provide input to these regional groups. The Provincial 
HSJCC, consisting of regional chairs and ex-officio rep-
resentatives from the Ministries of the Attorney General, 
Community and Social Services, Children and Youth 
Services, Health and Long-Term Care, and Community 
Safety and Correctional Services, functions as a provincial 
planning body. 

Over the past decade, the HSJCCs have been advo-
cating for justice/mental health issues throughout the 
province, within rural and urban areas. They have been 
instrumental in establishing mental health courts and 
developing mental health diversion programs to help 
redirect individuals with mental health conditions who 
come into contact with the criminal justice system into 
the health care system. The HSJCCs are also actively 
engaged in educating the criminal justice sector, including 
municipal and provincial police officers and correctional 
officers, about the signs and symptoms of mental health 
conditions, and how best to respond to individuals expe-
riencing a mental health crisis.

For more information, visit www.hsjcc.on.ca.
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By ZARSANGA POPAL

Integrating Primary Care with Community Mental Health Services 
The community mental health sector is integrating primary care into the work 
it does to help clients achieve good health both physically and mentally. 

     

to wellness
many routes

consider the following scenario:
A client meets with her case manager at the local Canadian 
Mental Health Association (CMHA) branch. She has recently 
been troubled by a cough, so she is referred by her worker 
to the CMHA nurse practitioner. During the examination, 
the nurse asks about the client’s family health history and 
becomes concerned when she learns that the client’s father 
has type 2 diabetes. As a nurse in a mental health setting, she 
has seen many clients with serious mental illness who have 
type 2 diabetes. The client says she has never been tested and 
that she does not have a family doctor. The client agrees to 
get tested for diabetes after the nurse explains the process 
and why screening is important. The glucometer test shows 
that the client has a worrisome blood sugar level. The nurse 
refers her to a diabetes specialist and, at the same time, the 
nurse also provides education and support for the client 
around self-management.

The approach may vary from 
organization to organization, 
but one thing is common: the 
community mental health 
sector helps increase access to 
primary care for people with 
mental health issues, tradi-
tionally a very marginalized 
population that experiences 
poor health outcomes. 
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CMHA Windsor-Essex County Branch 
has gone another route by integrating 
with City Centre Health Care, a satellite 
program of Windsor Essex Community 
Health Centre (CHC). Clients can come 
for mental health and primary care services 
in the same building. Health care focuses 
on health promotion, disease prevention 
and health maintenance. 

Those who are rostered with the CHC 
have full access to primary care, with a 
multidisciplinary approach. This reduces 
their need to seek acute care treatment 
at over-burdened hospital facilities and 
results in CHC clients having fewer psy-
chiatric admissions to hospitals. Clients 
also face less stress, knowing that they 
have direct access to their own primary 
medical and mental health clinic. 

Some family doctors in Ontario will 
not accept new patients with mental 
illness because they feel unprepared to 
meet their mental health needs. To help 
get around this barrier, case managers 
and peer support workers in commu-
nity mental health agencies will go with 
clients to “meet and greet” a new family 
doctor, so the physician understands that 
the person has support for their mental 
illness from a community agency. This 
can help reassure the doctor that he or 
she will not have to deal single-handed 

There are a multitude of challenges that people with mental illness experience. In an 
era of reduced access to primary care providers, people with serious mental illnesses 
face extra barriers in their attempts to gain access to “the system.” Sometimes people 
get turned away because family doctors may not want to take on clients with complex 
mental and physical health needs — supporting the care of someone with a mental 
illness often takes more time than a “regular” visit. Without a family doctor, there 
are no opportunities for an annual checkup or to monitor chronic health condi-
tions. Care tends to be episodic, occurring through urgent care centres or in already 
overcrowded emergency departments. Caring for the physical health of people with 
mental illness is an important issue that needs attention, from both the community 
mental health and primary care sectors.  

Annette Bradfield, a nurse practitioner at CMHA Ottawa, explains that “People 
with a serious mental illness are not dying 25 years earlier than the general population 
because of their mental illness. Rather, it is physical health issues that kill people, 
such as diabetes, heart disease, respiratory disease. For people with a serious mental 
illness, access to primary care can be a big challenge. It is often part of our work to 
help people access primary care services, either through what our branch offers or 
through other providers in the community.”   

“At our branch,” explains Alan Stevenson, chief executive officer of CMHA 
Lambton-Kent, “we have case managers that advocate for clients to get appropriate 
primary care. We work with two local community health centres and we have two 
nurse practitioners from our other programs that we can rely on.” Only two of the 
branch’s 700 clients do not currently have access to primary care, continues Stevenson. 
“We estimate that prior to receiving services from our staff, between 30 and 35 percent 
of people did not have access.” 

CMHA Cochrane Timiskaming is starting to integrate primary care into all their 
programs and services at the branch, not just the clinical programs. For example, 
the branch nurse practitioner sits in on case management meetings to provide advice 
on primary care issues and flag any areas of concern. This type of approach moves 
away from a program-based model to a wrap-around model for clients. By placing 
the person at the centre and surrounding them with supports, the agency can better 
address their primary care needs.

By ZARSANGA POPAL

lEFT: clark macfarlane, executive director, cmha cochrane-timiskaming.  
Top	RighT: Jim crichton, anchor at a news in windsor, celeBrates the grand opening 
of the city centre health care facility. Bottom RighT:	pam hines, executive director, 
cmha windsor-essex county.

“Serving people 
with serious mental 
illness and physical 
health conditions 
can be satisfying 
work. They have 
complex care needs. 
It can be a challenge, 
but it’s very 
rewarding to meet 
people’s needs.”
Clark MacFarlane 
CMHA Cochrane-Timiskaming
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with all of the person’s needs, especially 
the mental health-related ones. 

In some cases, clients may not have an 
Ontario Health Insurance Plan (OHIP) 
card, and may not have accessed health 
care for long periods of time because they 
did not know how to get their OHIP card 
back. There is sometimes fear associated 
with applying for identification cards. 
Community mental health workers can 
support clients in getting the identifica-
tion they need to access primary care.

Diagnostic overshadowing is an espe-
cially complex challenge for people with 
serious mental illness. This occurs when 
the doctor misses a physical health con-
dition because they attribute the symp-
toms to the person’s mental health issue. 
There are many other factors that may 
contribute to diagnostic overshadowing, 
including bias or discriminatory attitudes. 
The reasons are not always simple, but 
what is clear is that people with mental 
health issues are experiencing poor health. 
Issues related to diagnostic overshadow-
ing can be minimized for some clients 
with support from a community mental 
health worker. The worker can help the 
client articulate their needs and can affirm 
what the client is saying to the primary 
care provider. And when primary care is 
integrated with community mental health 
services,  where the care providers are well-
equipped with the skills, knowledge and 
experience of working with clients with 
a serious mental illness, diagnostic over-
shadowing can be significantly reduced.

Another key way that community 
mental health has integrated primary care 
into its work is by providing clients with 
the support they need to get the appropri-
ate tests for their physical health. A pap 
smear, for example, is an important diag-
nostic test for women, but as one nurse 
practitioner explains, it can be a very dif-
ficult procedure to undergo for a client 
who has experienced past sexual trauma. 
In situations like this, a CMHA nurse 
or mental health worker may become 
involved by taking extra steps to help 
alleviate some of the client’s anxiety. They 
may take her into the examining room 
before the appointment and familiarize 
her with the room and equipment. They 

may also take time to explain the procedure and, if necessary, be with the client in 
the room during the examination. These steps help many women get through some 
very difficult procedures.

Some community mental health agencies provide on-site clinics to screen for 
metabolic syndrome (MeS) or have partnerships with other providers to help increase 
access to screening for people with mental illness. MeS consists of a group of risk 
factors, including obesity, hypertension and unhealthy blood sugar and cholesterol 
levels, and is associated with cardiovascular disease, stroke and type 2 diabetes. It is 
clear that people who have a mental illness are at high risk for diabetes and that is 
why community mental health agencies decided to address the issue. People who 
have pre-diabetes are now getting connected to preventive care, while those who are 
diagnosed with diabetes are getting care to help them manage the illness.

Community mental health providers can help clients get back on track with their 
physical health issues. Assisting clients to get appropriate health education from a pri-
mary care provider is part of the process, but the key is helping that client understand 
the information in a way that is meaningful for them. This often leads to increased 
self-management and adherence to medical recommendations. Sometimes other health 
providers can view a person with a serious mental illness as non-compliant because the 
person is not following medical advice. A community mental health worker will explore 
the underlying reasons and try to address some of those issues. The traditional medical 
system does not always understand or address the role of the social determinants of 
health in a person’s life and how they can affect someone’s priorities.  

A community mental health worker can also play a significant role as a system 
navigator for a client. The health care and social service system is complex and can 
be an intimidating place to go looking for help, particularly for those with serious 
mental illness.

Sometimes a unique approach to health care is needed for people with a serious 
mental illness. At CMHA Ottawa, for example, a client survey identified that 50 
percent wanted to quit smoking. “There is a much higher rate of tobacco use [among 
people with mental illness] that is not being addressed,” observes Bradfield. So the 
branch decided to meet the need by providing nicotine patches, combined with group 
counselling, for anyone who wanted to quit. The initiative had positive outcomes and 
clients who had tried other smoking cessation programs felt that this program worked 
much better for them. Why did this program work better? Because it was tailored to 
meet the needs of people with serious mental illness. There are significant complexi-
ties that must be considered and addressed in these types of programs. For example, 
mental health symptoms need to be closely monitored due to the effect of smoking 
cessation on psychiatric medications.

At CMHA Lambton-Kent, staff members use a health promotion approach, 
working with primary care providers to raise awareness of the needs of people with 
mental illness. In Sarnia, for example, the branch has done education sessions with 
local GPs on psycho-pharmaceutical care. Building this type of relationship between 
the sectors is a benefit to clients.

“At our branch, we have case managers that advocate 
for clients to get appropriate primary care. We work 
with two local community health centres and we have 
two nurse practitioners from our other programs that 
we can rely on. We estimate that prior to receiving 
services from our staff, between 30 and 35 percent of 
people did not have access to primary care.”

 Alan Stevenson, CMHA Lambton-Kent
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by Diana	Ballon

Clark MacFarlane, executive director of CMHA Cochrane-Timiskaming, cau-
tions that “there should not be ghettoization of primary care services for people with 
mental health issues. It is important that people with mental illness have choices in 
their primary care.” He also points out that part of the role of the community mental 
health sector is to bridge people into other services and that those services need to 
be able to respond to the needs of people effectively. It is a two-way relationship that 
needs both sides to do their part.

MacFarlane also raises some important system issues on the integration of com-
munity mental health and primary care. “Integration works well between community 
mental health providers and external primary care providers,” he explains, “but consent 
has to be considered as a key element of this process. It also has to be consent that is 
in accordance with PHIPA [Personal Health Information Protection Act]. And just as 
important, there needs to be reading and understanding of the information that is 
going back and forth between providers in a timely and effective manner.” MacFarlane 
believes that in order to do this work effectively, “both provider sides need support 
and tools to share information in an appropriate and respectful way. There needs to 
be more policy direction in this area.”

Better integration of the primary care and mental health sectors can improve the 
quality of care that people receive. “This approach also provides cost-savings to the 
health system,” continues MacFarlane. “If physical health issues are dealt with early, 
then it prevents long-term complications that can cost the health system more money.” 
More importantly, early detection and treatment of physical health conditions can lead 
to better quality of life for the individual and can improve their health outcomes. 

The community mental health sector has demonstrated an important strength by 
integrating primary care into a continuum of services that can help improve access to 
primary care for people with mental illness. Ultimately, community mental health agen-

“People with a serious 
mental illness are not 
dying 25 years earlier than 
the general population 
because of their mental 
illness. Rather, it is 
physical health issues 
that kill people, such as 
diabetes, heart disease, 
respiratory disease.”
Annette Bradfield, CMHA Ottawa 

cies are also improving health outcomes for 
a marginalized population that experiences 
multiple barriers to care. As MacFarlane 
puts it, “Serving people with serious men-
tal illness and physical health conditions 
can be satisfying work. They have complex 
care needs. It can be a challenge, but it’s 
very rewarding to meet people’s needs.”

Zarsanga Popal is a planning and policy 
analyst at CMHA Ontario.
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the	gold	standard by	Michelle	Gold

This will be the first time that Ontario has a combined men-
tal health and addictions strategy. Since 1999, Ontario has 
had a parallel strategy for addictions, ”Setting the Course.” 
As a result, mental health and addictions have had separate 
bureaucratic structures, funding and service systems. While 
the development of addiction services has been predicated on 
both abstinence and harm reduction philosophies, the prevail-
ing approach of the Ministry of Health and Long-Term Care 
is harm reduction. This perspective shares common ground 
with the recovery philosophy that underlies community mental 
health services.

It is estimated that 15 to 20 percent of the Canadian popula-
tion with problematic substance use have a co-occurring mental 
illness, but not all will seek treatment. Among individuals seek-
ing treatment for problematic substance use, the estimated rate 

of concurrent disorders increases to 70 percent. The estimated 
prevalence of concurrent disorders among people seeking treat-
ment for mental health issues is lower, at 20 percent. Concurrent 
disorder rates are greatest among young males, women who have 
experienced trauma and people who are homeless.

While Ontario is developing a combined mental health and 
addictions strategy at the policy level, collaborative work is 
already in evidence in communities. A recent survey of Canadian 
Mental Health Association branches in Ontario indicated that 
85 percent are currently providing some level of service for 
individuals with concurrent disorders (23 of the 27 branches 
that responded). We assume this trend is also occurring among 
other community mental health agencies in the province. 

The Four-Quadrant Model (see figure 1), developed origi-
nally in the United States and put forward by the Concurrent 

Moving Forward  
on Mental Health  
and Addictions
This issue of Network magazine recognizes progress in the evolution of community mental 
health, in both policy and practice, over the past 30 years. Ontario’s strategy to reform the 
mental health system, “Making It Happen,” was released by the Ministry of Health and 
Long-Term Care in 1999. This strategy was intended to categorize services according to 
level of need at a time when the government was divesting provincial psychiatric hospitals. 
While various task forces and recommendations for mental health reform have occurred 
over the past decade, it appears we are only now close to the release of a new mental health 
strategy for Ontario — one that will also include addictions.



Disorders Ontario Network in 2005, is 
a framework used by many agencies to 
guide how mental health and addiction 
providers can work together to provide 
services to individuals with concurrent 
disorders. Depending on the severity of 
each co-occurring condition (low–high) 
located within a two-by-two matrix of 
possibilities, there are four potential set-
tings for service coordination and inte-
gration: primary care, specialized mental 
health services, specialized addiction ser-
vices and specialized integrated services. 
This framework offers guidance on how 
the mental health and addictions systems 
can work together to: enhance each oth-
er’s ability to assess and refer individu-
als to the most appropriate provider (a 
no-wrong door approach); collaborate 
through consultations, service agreements 
and/or shared care; deliver fully integrated 
services; and support clients’ access to 
other services such as supported educa-
tion, income support and housing.

The most common rationale given for 
integrating mental health and addictions 
is based on the fact that many people 
experience both conditions. While the 

percentage of people with concurrent 
disorders in the general population is 
not as high as previously thought, even 
a relatively small population can expe-
rience significant challenges and high 
resource needs. However, a recent report 
by the Canadian Executive Council on 
Addictions (CECA), “On the Integration 
of Mental Health and Substance Use 
Services and Systems,” suggests that there 
are likely other factors behind the impetus 
to integrate mental health and addictions. 
Many of these factors are not related to 
concurrent disorders, or are only margin-
ally so. These include perceived adminis-
trative efficiencies of bringing two small 
sectors together and anticipated cost sav-
ings in a time of economic pressure.

According to CECA, while integration 
of mental health and addictions is most 
compelling in the case of concurrent disor-
ders, caution should be exercised when set-
ting any overall directions for integration 
of mental health and addictions: adequate 
attention must be given to what type and 
level of integration, and for whom. 

The Co-Occurring Center for 
Excellence (COCE), a program of the 

Substance Abuse and Mental Health 
Services Administration (SAMHSA) in 
the U.S., broadens the dialogue by indi-
cating that the majority of people with 
mental health, addiction and concurrent 
disorders are also receiving services from 
the wider health and human services sys-
tem, including primary care, emergency 
departments, income support services, 
housing and the justice sector. Integration 
with the broader system is therefore likely 
to be just as important for mental health 
and addictions. Recently, “tiered models,” 
which include a focus on prevention and 

In Quadrant I, primary care 
settings, supported by consultation 
with the substance use and mental 
health systems, are the focus of 
treatment for those with low-
severity substance use and mental 
health issues. 

In Quadrants II and III, the 
specialized substance use and 
mental health systems collaborate 
to serve those for whom one 
disorder (mental health or 
substance use) is high-severity 
while the co-occurring disorder 
is low-severity (e.g., a severe 
mental illness together with a less  
severe substance use problem; or 
substance dependence plus a less 
severe mental illness).  

Quadrant IV requires the two 
systems to come together to 
provide specialized, integrated 
services for those with severe and 
co-occurring substance use and 
mental health disorders.

	figure	1	 	

The Four-Quadrant Model
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A recent survey of 
Canadian Mental 
Health Association 
branches in Ontario 
indicated that 85 
percent are currently 
providing some 
level of service for 
individuals with 
concurrent disorders.

Source: concurrent diSorderS network ontario, “concurrent diSorderS Policy FraMework,” SePteMber 2005

network spring 2011  33 



34  network spring 2011

health promotion, have been developed 
to guide planning of an integrated service 
delivery system. The Canadian Centre on 
Substance Abuse has recommended this 
type of systems approach that responds 
to the complexity of needs within the 
population being served. 

COCE distinguishes between service-
level integration and system-level integra-
tion. The former involves services and 
supports, similar to those defined by 
the settings and functions of the Four-
Quadrant Model described above. But 
in the case of the broader framework for 
addressing mental health and addiction, 
the matrix and the possibilities for inte-
grated services is much greater. Service 
integration, which addresses service-lev-
el collaboration and coordination, can 
enhance continuity of care and quality 
of care. System integration can facilitate 
service integration. However, if system-
level integration efforts are not ultimately 
designed to support services, integration is 
not likely to have a demonstrable impact 
on client outcomes.

 COCE cautions that there is no evi-
dence that system integration on its own 
improves client outcomes. They suggest 
that system integration “should be under-
taken with a clear organizational commit-
ment to evaluating outcomes and impacts 
within a process of continuous quality 
improvement.” As we move forward in 
this province to implement a comprehen-
sive and broad-based mental health and 
addictions strategy to meet the needs of 
Ontarians at risk of, or currently expe-
riencing, a mental illness, an addiction 
or both, it will be important to put in 
place enablers that support an integrated 
mental health and addictions system and 
appropriate evaluation strategies.

In 2010, six provincial organizations, 
including CMHA Ontario, presented a 
discussion paper to the Select Committee 
on Mental Health and Addictions on how 
Ontario should address integration. We 

recommended the development of a pro-
vincial framework that would identify 
how to implement an integrated men-
tal health and addictions system. Such 
a framework would provide guidance 
to Ontario’s Local Health Integration 
Network (LHINs) on the key objectives 
of integration and general principles 
which should govern integration efforts. 
These principles should reaffirm that the 
central objective of mental health and 
addiction integration is to improve client 
experience and quality of care. 

Given that the processes and mecha-
nisms for enhancing integrated services 
are predominantly undertaken at the pro-
vider level, new integration efforts should 
draw inspiration from the many excel-
lent initiatives and innovations already 
occurring in Ontario. Local solutions are 
best achieved through the engagement of 
service providers and people with lived 
experience. LHINs should have the flex-
ibility to support integration that will 
improve client care, within the parameters 
of provincial policy and the directions of 
a provincial framework for an integrated 
mental health and addictions system.

System-level integration supports also 
need to be put in place, such as ensuring 
an adequate work force, with particular 
attention to remuneration and training; 
creating program standards; and devel-
oping relevant indicators, data collec-
tion tools and information technology 
to support performance monitoring and 
continuous improvement. While organi-
zational “solutions” based on directions 
for fewer agencies are often looked upon 
as the remedy, it is only one possible 
approach. Just like the Four-Quadrant 
Model, there are various options for ser-
vices working together to improve the 
mental health and addictions system 
in Ontario. As the government moves 
forward with the first combined mental 
health and addictions strategy, we need 
to ensure the implementation of an inte-

grated services framework, supported by 
system-level integration enablers, to best 
meet the needs of Ontarians.

Michelle Gold is senior director 
of policy and planning at CMHA 
Ontario.
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What do you do for your mental health? Everyone should have the 
opportunity to be mentally healthy. That’s why May 1st to 7th is Mental Health Week. 
It’s seven days to talk, reflect, engage and celebrate all facets of mental health. 

I N  PA RT N E R S H I P  W I T H

I hit the gym when I can.
John 58, Electrician

Look at life positively.
Alicia 40, Caregiver

I try to help others. It makes me feel good.
Walter 50, Postal Worker

Spend more time with my husband!
Daisy 30, Administrator

Chill with my friends.
Brian 23, Student

I like being creative. It’s my drug.
Zile 67, Artist 

I meditate.
Brata 54, Musician

I read.
Aster 34, Student

My fiance and I play instruments.
Michelle 29, Costumer

Mental health for all. 
Find out more at www.MentalHealthWeek.ca 
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We hope you  
have enjoyed  
this issue of 
netWork magazine.

you can support this publication and  
other programs at cmha ontario by making  
a charitable donation today.

please call 1-800-875-6213 ext. 4138  
or visit our Website at  
WWW.ontario.cmha.ca/donate
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The OnTariO MenTal healTh  
and addicTiOns alliance  
urgEs all pOlitical  
partiEs tO havE a plan  
Of actiOn fOr addictiOns  
and mEntal hEalth.
 
Join our movement to make mental  
health and addictions a major issue in  
the 2011 provincial election.

visit our website to learn more about  
our asks and how you can get involved.

www.vote4mha.ca


