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ERRATA: PAGE 22

APPENDIX1: INDIVIDUAL IHSPSUMMARIES
NORTH SIMCOE MUSKOKA LHIN (LHIN 12)

The original review stated that there was a did8P prepared by outside consultants
who sought input from but did not consult extenlsiweith the mental health and
addiction system group.

The correction is: “Mental health and addictiorkstaolders participated in a series of
community consultations organized by consultantsife LHIN. The IHSP was prepared
by LHIN staff, based on a comprehensive curreriesiasessment that included a review
of mental health and addiction reports completetthénlast five years and feedback from
the mental health and addiction system group anreview.”
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EXECUTIVE SUMMARY

A review of the Local Health Integration NetworkHIN) first integrated health service
plans (IHSP) was undertaken by the partnershipdefiétions Ontario, the Canadian
Mental Health Association Ontario, the Centre faldiction and Mental Health and the
Ontario Federation of Community Mental Health aratistions Programdshe purpose
of this review was to assess the extent to whichetbe plans address addiction and
mental health issuesThe criteria for assessing the IHSPs were basddeoaritical
success factors for mental health and addictiomstified in the partnership’s 2005
position paper “A Strong Provincial Focus for thédictions and Mental Health Sector
in Ontario”.

KEY FINDINGS

Every LHIN is addressing addictions and mental thetal some extent, although the
sector is a priority in only half the LHINSs.

In focusing exclusively on integration, accesséssand service gaps are not
consistently addressed within all LHINSs.

o Barriers to access are sometimes underestimat&iPdtdften state that
accessibility of services will be improved by impimy people’s access to
information about services, making the system ea&sieavigate, and
coordinating intake between agencies. While thesgeis are important, other
barriers to accessing services, such as thoseayfatamginalized groups are often
missed.

o The chronic underfunding of the sector and theltieguservice gaps are often
not acknowledged.

The importance of housing, income, employment aias supports for people with
addictions and mental health concerns are recogmiyeery few LHINS. Even
fewer have made plans to address these as detetsofahe health.

Most LHINs do not demonstrate an understandingp@fmportance of involving
consumers and families in the planning, deliveng avaluation of services.

The importance of peer support programs is naigezed by many LHINSs.

Diversity is being addressed almost exclusivelptigh breaking down language
barriers. There is little recognition or commitmémtulturally competent services.

Where the addiction and mental health sector’sevwias united and strong
throughout a LHIN, the sector was more likely tocoasulted and to have impact on
the LHIN’s priorities and planning.



RECOMMENDATIONS

1. Ensure that a strong addictions and mental hegd#tieis) is considered a provincial
strategic priority.

2. Maintain a focus on addictions and mental healtsach LHIN.

3. Working collectively in the sector is critical —rtgumers, families and service
providers working together.

4. Reviewing the capacity of the existing service eysts a critical next step .

5. Ensure a clearer focus on the critical successimédbr mental health and addictions.

CRITICAL SUCCESS FACTORS FOR ADDICTION AND MENTAL HE ALTH

The following critical success factors are drawonirthe partnership 2005 position
paper, “A Strong Provincial Focus for the Addicsceind Mental Health Sector in
Ontario™:

Addiction and mental health care will be fully igtated within a transformed
system.

Consumers and families will be involved in all asgeof planning, decision-making,
implementation and service delivery.

People across Ontario will have access to therbestal health and addiction
services in their communities, supported by widdigred research findings, best
practices and professional development.

There will be a continuum of mental health and etioin services and supports from
community-based to hospital care, and includingsaomer and family initiatives.

Access to housing, income, employment, social supmd other determinants of
health will be acknowledged and supported as atiispects of treatment and
recovery.

Mechanisms for addressing the historical margiaéitin, stigma and under-funding
of addiction and mental health services will bglace.

Equitable and transparent mechanisms will be ingta guide funding decisions for
the sector.

The needs of diverse, rural and remote communitikde met.



INTRODUCTION

This review is part of the collaborative work of didtions Ontario, the Canadian Mental
Health Association Ontario, the Centre for Addintemd Mental Health and the Ontario
Federation of Community Mental Health and Addictidtrograms. Together, these four
organizations are committed to raising the pradilenental illness and addictions in
Ontario, and to supporting the needs of thosedivith mental health and addictions
problems, their families, and their communities.

WHAT WE DID AND WHY

Why we reviewed addictions and mental health plamgin the IHSPs

The purpose of this review of the Local Health ¢gmégion Network (LHIN) integrated
health service plans (IHSP) is to assess the etdenihich these plans address addiction
and mental health issues. In their initial InteigratPriority Reports (2005), 13 of 14
LHINs identified addiction and mental health apties. This review aims to assess
whether or not the LHINS’ initial priorities wereanslated into their action plans for the
next three years. The intent is to continue tessshe LHINS’ plans on a regular basis
to ensure that addiction and mental health isstagson the agenda, and to continue to
identify and share promising practices in LHIN plary.

Who this report is intended for — stakeholders, gavment and LHINs

This report is intended for several audiences: canity mental health and addictions
health service providers, consumer and family gsotipe Ministry of Health and Long-
Term Care (MOHLTC), LHIN board and staff members] anyone else concerned
about how mental health and addictions servicessapgorts are faring within the
restructured health system. Our hope is that gpsnt will be seen as a tool for
understanding what is happening across the prowinttee sector, and to spark some
thinking about how to ensure a strong province-vagietem of supports for people with
addictions and mental health issues as the restmgtof the health system continues.

What we did — reviewed the plans and talked to k#grmants in the sector

Our preparatory work involved a review of eachha tHSPs and interviews with key
informants in each LHIN. In most LHINs this inclutithe consumer/survivor initiative
(CSI) lead, a Canadian Mental Health AssociatioM &) Executive Director, and a
Centre for Addiction and Mental Health (CAMH) syst@lanner. Member organizations
of the Federation and other service providersanéeship positions in the addiction and
mental health networks of some LHINs were surveagwell.

The IHSPs were reviewed after the final versionseweade publicly available
(November 2006 to January 2007). Key informantseweterviewed between December
2006 and February 2007.



How we assessed the plans - criteria for the review

In keeping with the critical success factors déxadiin the partnership’s 2005 position
paper “A Strong Provincial Focus for the Addicticared Mental Health Sector in
Ontario™, we identified 15 criteria for evaluating the cemt, development, and
implementation planning for the IHSPs. Ten of thesieria were rated based on what
was written in the IHSP document, while the rentagrsix were rated using a
combination of what was written in the IHSP, kefprmants’ information about the
development of the IHSP, and key informant/LHIN e¢oumication about planning for
implementation as of January/February 2007.

Each of the criteria shown on the attached gragipéadix 2) is rated on a scale of 0 to
3. A score of 0, represented by a box with no siggdndicates that there was no mention
of the issue in the IHSP or that it was not refeeghduring the planning or
implementation stages. A score of 1, representesligigt shading, indicates that the
issue was mentioned; 3 that it was strongly adécesand 2 that it fell somewhere in
between. A brief summary for each LHIN is providegplaining key issues in that LHIN
and why those ratings were given.

WHAT WE FOUND

Overall, the review found good news for addictiowl anental health. Every LHIN has
addressed addiction and mental health issues te satant, although their responses
differ in depth and breadth. Some of these diffeesrmay relate to differences in local
needs and resources in each LHIN, although gegeaddictions and mental health
issues do not differ widely between LHINs. Othdfatences are due to the different
approaches to planning taken by each LHIN. Witldetailed direction from the Ministry
of Health and Long-Term Care (MOHLTC) to ensure nwn planning practices, the
depth and breadth of the IHSPs vary widely.

Addiction and mental health a priority in 7 LHINsand a sub-priority in 5 LHINS

Addiction and mental health were recognized asegpriority (7) or asignificant
area of focus (5)n 12 of the 14 IHSPs. In the 7 LHINs where mehg&alth and
addictions were identified as priorities, the IH$&sded to describe a vision for the
addiction and mental health system and indicate a$ects of the system they would
focus on. In the case of the Hamilton Niagara khadshd Brant IHSP, there was only
one issue and area for action - concurrent dissrder

In five other LHINs, addiction and mental healtbuss are a sub-priority or a focus
under another priority: integrated health systejndd&cess to health care (3); access to
primary care (1); and chronic disease preventiahraanagement (1). As a sub-priority
or a sub-focus, addiction and mental health isavesddressed and action is usually
indicated — though not to the same degree as whe® priority on its own.

tAvailable athttp://www.camh.net/Public policy/Public policy map/transformationsector paper05.html




Of the remaining two LHINs, the North East LHIN IRS$nakes reference to future
planning for addiction and mental health issued,the Erie St. Clair LHIN IHSP
includes a sub-priority related to mental healtfd@r the priority of reducing
dependence on hospitals) but not addictions. Titer [BHHSP also describes several
addictions and mental health integration projebtsaaly under way related to several
IHSP priorities.

ADDRESSING CRITICAL SUCCESS FACTORS FOR ADDICTIONS AND MENTAL HEALTH

Service delivery issues: access, integration, aexge gaps

Access, integration, and service gaps were usadllyessed as a set of intertwined
issues, and were a common theme in all the IHSRgyith different degrees of
emphasis. Because of the mandate to creatgegratedhealth service plan, some
LHINs addressed only integration issues. In foay&rclusively on integration,
significant access issues and service gaps weretsonas not addressed.

Those that focused exclusively on integration samest underestimated tharriers to
accessseeing them as a lack of available informatioouglvhere to go for services,
difficulty in navigating the system, and/or uncooated intake systems. These
definitions of barriers to access do not recogoiber systemic and more complex
barriers to access, particularly those facing nmaigied groups, which may require
something beyond improved public information, supjpar navigation and coordinated
intake.

Nor does focusing exclusively on integration acklemge thechronic under funding of
the sector and the resulting service gapswWhile most LHINs did make reference to
service gaps, few acknowledged that the addictimhraental health system is under-
resourced and that to truly address service gape nresources must be found.
Exceptions include the Central LHIN, which has deped a scale for the networks to
use in assessing their resource needs, and thk East LHIN, which speaks about
increasing the number of services and their capacit

LHINSs that fail to address service gaps indepetigenh integration issues risk
overlooking fundamental systemic problems. For gXaif there is no withdrawal
management service in a LHIN, simply integrating v three existing services will not
create one, and the IHSP has not effectively addrka real access problem. This may
be why there is relatively little specific action addiction issues — there are few services
to integrate.

LHIN environmental scans and community engagenteattegjies uncovered a full range
of issues in the health care system. The developaf¢ehe IHSPs was an opportunity to
identify needs that require new funding as welihase that can be resolved through
integration. Most LHINs recognized this in includiimproved access to housing for



seniors and/or improved access to primary caréd, dbivhich require new investments.
It was rare, however, for the IHSPs to addresséwsel for increased funding for
addictions and mental health services and supports.

Concurrent disorders

Concurrent disorder services were identified asraice gap in several LHINs, but many
of the IHSPs, written at the high level that thesrey did not include any discussion of
concurrent disorders in their action plans. Nota&xeeptions include Hamilton Niagara
Haldimand Brant, Toronto Central, Mississauga Haland Erie St. Clair. It is not clear
that LHINs who have plans to address concurremrdess understand that effective
services require more than good communication baEtvexisting addictions service
providers and mental health service providers.

Social determinants of health

Overall, the social determinants of health (suchassing, income, and
employment/training) were not well addressed. Hogigiaps were recognized in several
IHSPs, though usually for seniors rather than peepih addictions or mental illnesses.
The impact of poverty on people’s health was atsmgnized in many IHSPs, though,
again, not specifically in terms of addiction andntal health. Although many LHINs
recognize the importance of the social determinantse health of the population, most
LHINs do not appear to view a focus on the deteamis of health as their area of
responsibility. Those that do, do not have plateted to addictions and mental health.
One exception is Central East, which plans to atdneusing and employment as a
critical component of care for people with addintemd mental health issues.

Diversity

LHINs with very culturally diverse populations warere likely to have considered
diversity than others. The issue, however, wasndfmed as a problem of simple
language barriers. More complex issues were idedtibut the focus for action was
narrow. Though several IHSPs, such as Toronto @ésytdid talk about the need for
culturally competent services, they failed to cotmisolutions that went beyond
breaking down language barriers.

Consumers and families

Most LHINs did not recognize families and consunmass community of interest with a
major stake in the system, which is striking gitleat patient-centred care is a focus of
health system reform. While some IHSPs acknowledgemportance of consumer and
family involvement in planning, delivery and evdioa of services, most of these do not
have any plan of action to ensure consumer andyfanviolvement. Two notable
exceptions are the Central and Toronto Central LSHIN

It is widely acknowledged by the field that accaspeer support is critical for people
with addiction or mental health problems as wellresr families, and should be funded
adequately. Most LHIN plans are too high leveltfus kind of detail, but those that list



important gaps in services rarely include consuaner family-led initiatives. Although
five LHINs acknowledged that it is a need, no LHIiNsluded action on this issue.

PLANNING PROCESS

In keeping with Ministry community engagement regments, all LHINs engaged the
public during their planning, generally by holdiogen houses to introduce themselves to
the community. Most LHINs went on to do more in-theponsultation by meeting with
networks, developing consultation groups (suchxag® panels), and meeting
individually with stakeholders. All LHINs soughtddback on their draft IHSPs, but

many final IHSPs differed little from the draftsaathwent out for feedback. Some
stakeholders felt that their feedback was not atdi@ One notable exception was
Central East LHIN. Many key informants commentedimvery strong sense of
inclusion and respect they and others felt in tii@ractions with their LHIN.

Addiction and mental health network involvement planning

Addiction and mental health stakeholders were weolin IHSP planning to varying
degrees. In some LHINs the impetus came from theorks, which initiated meetings
with the LHIN staff and worked hard to have thedoes heard. In other LHINs, LHIN
boards and staff members invited addiction and atdr@alth networks and stakeholders
to participate in the planning process, in somesasoviding staffing to support the
networks to write the plans, and in other casearamg that their own writers were well-
connected to the networks.

Because LHIN geographic areas differ from manyohisal service boundaries, most
existing addiction and mental health networks wereactive LHIN-wide (with the
notable exception of Champlain). Due to the chagsnin bringing addiction and mental
health tables together, some groups have joinesgtliegwhile others have chosen to
remain separate with strong links. Many smallen@dth and mental health networks
have begun to link with one another to ensure eb@si or unified messaging and to
have a strong presence in the IHSP planning. Inyrh&liNs these linkages are still in

the early stages of development so the LHIN-widieeravas not strong and united. In
general (but not always), where the sector’s veias united and strong, the network was
more likely to be actively consulted and to haverapact.

Involvement of consumers and families in planning

The methods and extent of consumer and family wreraknt in planning varied from
LHIN to LHIN. These ranged from invitations to atteLHIN open houses, to family and
consumer focus groups, to participation at addicéind mental health planning tables
that in turn worked with the LHIN to develop thepl Toronto Central LHIN made the
most notable effort to get families and consumevslved in planning, with roughly 200
consumers and family members participating in thddiction and mental health action
planning day. However, while Toronto Central’s eairh to consumers and families
clearly had the greatelsteadthof all LHINs, Champlain LHIN may have had the



greatestlepthof involvement. At the Champlain mental healtHeéalbonsumer and
family representatives have been intimately invdliredeveloping a system plan that
includes detailed plans for consumer and familgnies.

The mechanism for consultation used by the LHINgaaoted the extent to which
consumers and families were involved. For examplhere LHINS consulted the
community through IHSP advisory committees, consuane family participation was
minimal. These advisory committees included a rasfdgesalth service providers and
rarely, if ever, included consumer and family reqargatives. Where the LHIN consulted
directly with addiction and mental health networsnsumer and family input was
dependant on the strength of their presence at thetsvorks. Just as in the case of the
addiction and mental health networks, consumerdamdies had the strongest voice
when they acted as organized groups rather thardagduals.

The level of consumer involvement was also a famctif the CSI leads and the networks
they worked with. Th€SI Network Lead is a Ministry-mandated and funded role
meant to help ensure and facilitate consumer paation in decision-making in the
LHINs. For several reasons, however, the initiatbthis role did not result in a
consistent level of consumer involvement acrosd thidNs. First, since there were no
parameters to govern the CSI Lead’s role, the vaah éead involved consumers varied
from LHIN to LHIN. Second, CSI networks were theinss operating in different ways
in different LHINs. For example, the Champlain LHiNdd a pre-existing LHIN-wide

CSI network with a history of involvement in systgianning. Other CSI networks, such
as that of the South West LHIN, have only one persgolved in system planning. In
other LHINs, where LHIN-wide networks are not yefplace, there are several smaller
networks with varying degrees of capacity for sysf@anning. Third, the understanding
and recognition of the CSl leads and their rolegsedafrom LHIN to LHIN. These
circumstances greatly impacted consumer involvenmegi¢cision-making.

There is no mandate or funding from the Ministrgtgpport family involvement. Many
family groups in Ontario primarily provide peer gpt and are not actively involved in
advocacy and system planning. The strongest familjivement was in the LHINs
where the Family Mental Health Alliance (FMHA) wastive: the FMHA felt that it was
able to make significant inroads into increasingMtldwareness of the importance of
families in Central West, Toronto Central and CalntHINS.

| MPLEMENTATION

In general, IHSP implementation strategies are @adgiome IHSPs include an action
plan but no implementation strategy. Others inclobjectives, activities, deliverables
and a time frame but no next steps. In several IsHihplementation planning began
after the IHSPs were submitted so the plans arenhided in the IHSP.



In some LHINS, the addiction and mental healthesyshetworks were charged with
implementation planning. While pleased to be githenlead, there is some concern about
how to maintain communication with the LHIN to eresthat their work is in keeping

with the LHIN’s intent, and about how to complétestwork with limited human and
financial resources. In other cases, the LHIN laated action teams to continue with
implementation, rather than relying upon existiegworks with established

relationships. In these cases, people had to dppb/place on an action team as
individuals, rather than as representatives of networks, proaph that does not foster
coordination and communication with the sector.

WHERE TO FROM HERE?

1. Ensure that a strong addictions and mental healtysgem is considered a provincial
strategic priority

A provincial strategic direction related to addictiand mental health would have
been effective in ensuring that all LHINs directlgdressed addiction and mental
health issues as a priority. This is evident bxiog at another part of the health
system - chronic disease prevention and managersmd how prominently it
figured in the IHSPs.

While both addictions and mental health and chrdmsease prevention and
management were the subject of much discussiongithie planning process,
chronic disease prevention and management wa<eblpidentified as a government
priority while addictions and mental health sergieeere not. In the end chronic
disease prevention and management is a priorityl ihHINS and in the other three
LHINs it is clearly identified as a critical systemide issue. Despite the fact that
mental health and addictions were clearly iderdiis a priority in 13 LHINS in the
first community engagement exercise in Decembeb200ly 7 LHINs maintained it
as a priority in their IHSPs. Clearly, a provincsalategic priority would make a
difference.

In the case of chronic disease prevention and neament, the Ministry of Health and
Long-Term Care provided not only a strategic ptyobut also a model that LHINS
could choose to follow. This resulted in a degreeamsistency across the province in
both the identification of issues and the apprdagblanning for disease prevention
and management, unlike planning for addictionsraedtal health that varies widely.

2. Maintain a focus on addictions and mental health aach LHIN

Despite a lack of a strong provincial directiongdi@tions and mental health are on the
radar in all LHINSs. It is important to maintain acus on the sector in each LHIN to
ensure that this continues to be the case. Onetasiihis is to create a focus on
addictions and mental health system issuéisin existing LHIN priorities and

action areas For example, alternate levels of care (ALC) demntified in many



IHSPs as a seniors’ issue: people taking up belespital when they might be well-
suited for long-term care homes or supportive hagusALC is rarely spoken of in the
context of addiction and mental health: the negorteide appropriate community
mental health services and supports to keep penplef hospitals and emergency
rooms. An exception is North East LHIN, where atlditand mental health
providers have been invited to a discussion abdu@.A

. Working with others in the sector is critical — cenmers, families and service
providers.

When the sector is more organized, there is moperpnity for influence and
meaningful participation in LHIN planning and impientation. When there is good
communication through a LHIN-wide network or serésetworks, there is more
consistency in stakeholder perceptions of whaagplening and more opportunity for
a united voice. Where the networks are not stramgthe LHIN works through
individual service providers or several differeetwiorks, issues tend to be addressed
on an issue by issue basis, rather than lookiagcamprehensive approach to the
addictions and mental health systems.

The consumer and family voice is stronger when goress and families are
organized. Organized consumer and family voicdselinto LHIN-wide service-
provider/consumer/family networks further improvilee opportunity to increase
LHIN awareness of the importance of consumer amdlyanvolvement.

Reviewing the capacity of the existing service systis a critical next step

It is essential that the LHINSs review the capaoityhe addictions and mental health
service sector and analyze service gaps. Altholigimtental health sector has
received new funding in the past four years, aedatifdictions sector is slated to
receive new funding in the coming year, there ayeificant service gaps in mental
health and addictions services. Clarity is neededrad service gaps that may be
addressed through integration and gaps that vgliire new resources.

Ensure a clearer focus on critical success factors

More work is needed to ensure that the criticateas factors for addictions and
mental health are integrated into LHIN planning angdlementation.

CRITICAL SUCCESS FACTORS FOR ADDICTION AND MENTAL HE ALTH

The following critical success factors are drawonirthe partnership 2005 position
paper, “A Strong Provincial Focus for the Addicsceind Mental Health Sector in
Ontario™:

Addiction and mental health care will be fully igtated within a transformed
system.



Consumers and families will be involved in all asgeof planning, decision-making,
implementation and service delivery.

People across Ontario will have access to therbestal health and addiction
services in their communities, supported by widdlgred research findings, best
practices and professional development.

There will be a continuum of mental health and etfiloin services and supports from
community-based to hospital care, and includingsaamer and family initiatives.

Access to housing, income, employment, social sup@md other determinants of
health will be acknowledged and supported as atiispects of treatment and
recovery.

Mechanisms for addressing the historical margiadtin, stigma and under-funding
of addiction and mental health services will b@lace.

Equitable and transparent mechanisms will be ingpta guide funding decisions for
the sector.

The needs of diverse, rural and remote communitik®e met.

CONCLUSION

As restructuring of the health care system consnaad LHINs take on more
responsibility it will be important for the addiotis and mental health sector to have a
strong united voice in each LHIN and provinciallyibfluence planning and funding.
Addictions Ontario, the Canadian Mental Health Assiion Ontario, the Centre for
Addiction and Mental Health, and the Ontario Fetieraof Community Mental Health
and Addictions Programs are committed to maintgiaimpresence provincially and to
supporting a strong local voice. A report on hoe #dddictions and mental health sector
is progressing across the province will be compl@eanother year.
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Integrated Health Service Plan: Erie St. Clair LHIN (1)

Addiction and Mental Health in the Plan

The Erie St. Clair IHSP focuses on 8 broad strategegration directions, with one or
more strategic projects attached to each. Theyeasstrategic project that focuses on the
mental health system - divestment of mental hesathiices as a means of reducing
dependence on hospital-based services. Thereatategic projects focusing on
addictions.

The LHIN consulted widely with health service pradsis to identify integration projects
already underway in the catchment area and noted #s “enabling” projects. There are
5 mental health enabling projects, 2 addictiondkn@ projects and lconcurrent
disorders enabling project.

Addressing Critical Success Factors for Addiction&Mental Health

The IHSP does not deal directly with the addictiand mental health system, although
the divestment project may look at the system divdrae action plan for this project is
fairly high level so the specific critical factaase not addressed other than concurrent
disorders as an enabling project, and it is theeediifficult to assess the extent to which
the LHIN intends to address system issues for dlakcaon and mental health sector.
Integrationis strongly emphasized throughout the plan. liolsakear how access issues
and gaps in service will be addressed.

Planning Process

Stakeholders had an opportunity for input througittén submissions about integration
initiatives they were currently developing or fésdey could develop with LHIN support.
Although there were representatives from the aggicind mental health sector on the
IHSP advisory committee, there was no LHIN-widetsysfor sharing and validating the
input received from different networks and differearts of the sector.

There was no targeted consultation with consumefanailies, only general flyers
inviting people to open houses. The developmeat@insumer network to participate in
LHIN planning began after the IHSP was completed.

Implementation

The IHSP describes a structure for project workgland includes deliverables,
outcomes and measures of success for each pribjdoes not define the implementation
process or identify who will be involved. The LHMs been in discussion with
stakeholders involved in the enabling projectsdpl@e how to proceed with these. The
LHIN appears to be looking to agencies that arddesin integration to play a key role.
There has been not yet been any public discus$ibove the IHSP will be implemented.
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Integrated Health Service Plan: South West (2)

Addiction and Mental Health in the Plan

Addiction and mental health issues are identifieé gub-priority under the primary care
priority and are also discussed under the prigritiechronic disease prevention and
management and access to the right services mgifieplace at the right time.

An objective within the primary care priority arisaeto improve access to comprehensive
primary health care, with an emphasis on earlyrwatetion and wellness, for people with
addictions and mental health conditions. The agtian speaks to integration and
identification of service gaps.

Within the chronic disease priority area, a quickan project is proposed for people
with diabetes and mental iliness, and the LHIN ¥attus on the mental health population
in its implementation of chronic disease preventaod management in year two.

Addressing Critical Success Factors for AddictiondMental Health

Concurrent disorders are noted as complex issuagst@ome when addressing mental
iliness as a chronic disease. Diversity is notulsed as such although the LHIN plans to
address access to health services for newcomesgials and Francophones. No
specific action is planned for either.

The Planning Process

There are several large networks and some smalbnies in the LHIN’s catchment area,
some of which have had addiction and mental healthice providers working together
for over a year and other that are just integratfagHIN-wide addiction and mental
health “table” is in development.

The Consumer Survivor Initiatives (CSI) “lead”, wisathe coordinator of the pre-
existing consumer network, is actively involvedsistem planning. Other
consumers/consumer organizations are not actinelylved. Service providers organized
family and consumer focus groups in some parte@tiHIN as part of the LHIN
community engagement strategy.

The LHIN consulted with many of the networks asytdeveloped the plan. Addictions
and mental health were represented on the IHSB@gvjroup and on the expert panels.
These groups did not develop the plan with the LHiN provided feedback on the
LHIN’s independent planning.

Implementation

The implementation strategy involves forming ptipaction teams to address each
objective in the IHSP. The LHIN is not organizitgese teams based on representation
from relevant health networks but has put out htoahdividuals to volunteer for their
first, second and third choices. It is not yet ciwhether the sector will be appropriately
represented in the relevant teams.
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Integrated Health Service Plan: Waterloo Wellington(3)

Addiction and Mental Health in the Plan

Improving access to addiction and mental healthices is a sub priority within the
broader priority of improving access. Access to iaecy crisis services and primary
care are the two key areas of focus. In additiene is an emphasis on broader access to
mental health and addictions services for spepibjgulations: people with disabilities,
older adults and adolescents.

Addressing Critical Success Factors for Addiction&Mental Health

The broader social determinants of health are isoudsed in the context of mental
health and addictions, although in other parthefglan, appropriate housing is
recognized as a critical component of the healsitesy, and action is planned to ensure
that it is available. However it is important tat@ohat the community has received
funding for supportive mental health housing anstilimplementing these projects.

Diversity is not a discussed as such, but the IKiBRtifies a long list of specific and
vulnerable populations for whom the LHIN wantsrprove access.

Planning Process

The plan was developed with minimal connection whiga mental health and addiction
network, although the network is strong and orgaghjzncludes consumer representation
and had a history of working closely with the DidtHealth Council, prior to the

creation of the LHINS.

Implementation
The IHSP is very high level and the plan for meh&dlth and addictions is vague — the
LHIN will develop, implement and evaluate a plaratidress service gaps.

Implementation is to be achieved through a heaistesn planning forum, “communities
of interest round tables” (similar to priority amti teams identified by other LHINS), and
working with the existing health system networks.

The network had a number of integration projectgrotess prior to the LHIN planning
process and these are moving ahead independehtiNfibvolvement.
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Integrated Health Service Plan: Hamilton Niagara Hadimand Brant (4)

Addiction and Mental Health in the Plan

Mental health and addictions is one of seven presifor the Hamilton Niagara
Haldimand Brant LHIN. However, the action plan foeental health and addictions is
limited to access to services for people with corent disorders.

There is also some discussion of the need to ingpaggessment and treatment services
for children and youth, under the priority of comating services for children and youth.

Addressing Critical Success Factors for AddictiondMental Health

The action plan to improve concurrent disordersises involves the integration of
mental health and addictions services throughistp@rogram successes, promoting
best practices, developing a plan for cross-trginimvestigating inter-agency teams, and
developing protocols for shared care and collabmwmdietween mental health and
addictions programs.

The plan acknowledges that health status is infleérby the social determinants of
health and that the LHIN has a responsibility takweithin the health system and across
sectors to improve population health status. Howetere is no plan to act on this
statement. Similarly, the importance of culturaledsity in health services is noted but is
not addressed in the action plan beyond working Wwéncophone and aboriginal
communities on health service issues.

The IHSP mentions a currently operating projechtegrate peer support workers in
mental health agencies but does not suggest athefusupport for consumer or family
initiatives.

Planning Process

There are 6 local mental health and addiction netsvoperating in this catchment area
and a LHIN-wide “table” is beginning to come togathThe LHIN invited local

networks to develop proposals for integration pties and selected one from among the
initial five recommendations that were made.

Consumers and families were minimally involvedhe planning process, through their
participation in the local networks and the LHINd&itable. ALHIN-wide network of
consumers/consumer organizations is in development.

Implementation
There is no implementation strategy. The mentalth@ad addiction table has requested
a meeting with the LHIN to discuss how to proceed.
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Integrated Health Service Plan: Central West (5)

Addiction and Mental Health in the Plan

The LHIN identified three broad strategies for ilmying local health serviceenhanced
integration, increased capacity and improved acéassof these emerged eight priorities,
one of which was mental health and addictions.

Addressing Critical Success Factors for AddictionédMental Health

The IHSP addresses the lack of available mentdlithaad addictions services within

this LHIN, noting that Central West ranked lowesper capita spending in mental health
and addictions, that many residents are known tougside the LHIN area to receive
services, and that health service providers ramakedss to mental health and addiction
services as the second worst in the LHIN relativether health services.

The IHSP is clear in recognizing these access sssugpeaks about integration of
services and the continuum of care, citing theimong door” approach. However, it
does not commit to specific action to increaseleliel of service as a means of
addressing the gaps. Rather, there is discussitheio intention to develop an inventory
of services and templates and protocols for seagreements.

Other critical success factors such as a focus@sdacial determinants of health and
concurrent disorders are not mentioned in the fiaversity, which is a prominent issue
in this LHIN where over 40% of residents are vigiblinorities, is not addressed in the
mental health and addictions section; however mesigeness to cultural diversity is
identified as a general priority.

Planning Process
A variety of stakeholders were involved in conslittas about the IHSP, including
mental health and addictions networks.

Input was also received from consumers and fam#ied efforts were made to involve
CSls in the planning process. However, it is uraenivhat will be done with this input
now that the planning is in the hands of a Steelogimittee, which explicitly does not
include consumers and families.

Implementation

Overall, the mental health and addictions componétite IHSP was a “plan to plan”.
While the plan does spotlight some of the key isstlee actual action planning and
implementation has been left in the hands of arlBig€ommittee made up of service
providers. This group is charged with the taskdehitifying gaps in the system, defining
partnerships among service organizations, defithegrew model of integrated health
services, and ensuring the transition from thenotdiel to the new. Details about how the
Steering Committee will be accountable to bothltH&N and the public at large and
what opportunities there will be to provide inpuatthis plan are not provided.
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Integrated Health Service Plan: Mississauga-Haltoi(6)

Addiction and Mental Health in the Plan

Integrating mental health and addiction services @ree of five local integration
priorities in the Mississauga-Halton IHSP, speaeilfig, the integration of mental health
and addictions services within the sector and acsestors to other levels of care.

Addressing Critical Success Factors for AddictionédMental Health

The IHSP describes the current systerifeegmented, and gives priority to linking and
coordinating services so that consumers can masily/ éeom one part of the system to
another. It speaks to the intent to develop a nontn of care based on best practices,
using an early win approach which leverages cupartherships and concentrates on the
development of new ones to enhance coordination.

Although these integration measures are intendeddoess access issues, the LHIN also
recognizes other access issues such as the imp@éoonsumer choice, limited
emergency room capacity, the shortage of primamy physicians, and the need for
transportation services.

In regard to other critical success factors: diwgisonsiderations were not specifically
addressed; the need for concurrent disorders &srwas noted as an issue, but no action
was planned to address it; and there was no speksitussion of the importance of the
social determinants of health, but they were natdte action plan as part an overall
integrative approach.

Planning Process

Mental health and addictions service providers veggrificant contributors to the
planning process. They mobilized to form a Mentahth and Addictions Leaders
Network, were heavily consulted during the IHSPplag process, and will continue to
be involved during implementation. In contrast, eamer involvement was limited to
individual participation in focus groups and ther@s no discussion of support for
consumer/survivor initiatives within the plan.

Implementation

The LHIN has identified two different bodies to popt the implementation of their
strategies: a Rapid Action (RA) Team to addresstshad mid-term issues, and a
Detailed Planning and Action (DPA) Team to takeptan from high level to
implementation. This DPA Team will be responsildedetailed implementation
planning and execution, including implementatiorpefformance monitoring. It is not
clear, however, who will serve on these teams.
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Integrated Health Service Plan: Toronto Central (7)

Addiction and Mental Health in the Plan

Mental health and addictions is one of three kepsiof focus identified by the LHIN,
along with seniors and rehabilitation. A 200-pageKkground paper on addictions and
mental health was drafted to inform the IHSP ang3&rities in the area of mental
health and addictions were identified. These wabssquently reduced to two core
integration priorities for action in the final dtaff the IHSP.

Addressing Critical Success Factors for Addiction&Mental Health

The first integration priority for addictions ancental health is to improve access to
coordinated and integrated mental health and addgservices. Coordination and
integration are seen as ways to maximize the @ffswess and impact of existing
services and require individual organizations takatogether to create the necessary
linkages. The second priority is to improve cooatiion and integration of services for
people with concurrent disorders.

Toronto Central LHIN addressed the importance efdbcial determinants of health and
diversity but did not go into a great amount ofailah either of these areas. One point of
action referred to increasing the capacity to pievgulturally competent care to diverse
service users; however it is not clear how this bel operationalized.

Planning Process

A truly notable aspect of this plan is the levetommunity engagement that occurred in
its development. An Action Planning Day saw therattance of over 350 people, half of
whom were consumers and family members. Theselstlders identified the ongoing
need for consumer/family involvement in system lelexision-making. Mental health
and addictions networks that had previously workgiarately came together and
collaborated to ensure a strong and united voicéh®sector.

Implementation

As part of the implementation plan, Advisory Cousitiave been created for each of the
three priority areas. The Mental Health and Addiasi Advisory Council will move
forward on next steps and will report to a coordilgagcommittee of the LHIN.
Membership on this council is open to both serpie®/iders and consumers and family
members.

The plan is fairly high-level, and the addictiomslanental health community will
continue to be engaged to translate priorities atton.
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Integrated Health Service Plan: Central (8)

Addiction and Mental Health in the Plan
Mental health and addictions is one of 7 planningrfies within 5 system-level goals
for Central LHIN. The mental health and addictighen is fairly detailed.

Addressing Critical Success Factors for Addiction@aMental Health

Improving access is one of the goals of the mdrgalth and addictions priority. The
access issue is largely understood as a mattepwiding better information and
coordinating intake, as well as making the systemnenmclusive for diverse cultural
communities. The IHSP makes note of many gapsaintah health and addictions
services, some of which may be addressed by irttegrahile others may require
“service enhancements”. The inclusion of ethnoucal communities is also part of the
action plan.

Employment and housing are recognized as havingnpact on recovery and the action
plan for mental health and addictions includes waylacross sectors (i.e. outside of
health) on these issues. Concurrent disorderscasrare mentioned as lacking, although
no specific action is planned to address this @mbl

Notably, this LHIN has made a specific commitmentamilies and consumers. The
action plan refers to developing community engagersgategies for families and
consumers and for involving them in planning andleation. Other parts of the IHSP
speak of the need for family support, consumer papport, supported employment and
consumer-run businesses although there is no guléomed to build these functions into
the system.

Planning Process

The mental health and addictions plan was writteembmbers of the network, in
collaboration with an outside consultant. There ®alas active involvement from family
and consumer organizations, although there wasaadlronsultation beyond these
groups. The LHIN has provided support for the depeient of a LHIN-wide network,
and groups that approached the LHIN with their eons felt that they were very well
heard.

Implementation

The IHSP is vague on implementation strategies. HiI& has since asked the
addictions and mental health network to take thd ia implementation and sub-
committees have begun work on specific action areas
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Integrated Health Service Plan: Central East (9)

Addiction and Mental Health in the Plan

Mental health and addiction services are identifiesne of four priorities for change.
There is a detailed mental health and addictioas fiiat outlines what the LHIN heard
through consultations, and relates action itenfevéoperformance dimensions: people-
centered, population health-conscious, accessitiegrated, and effective. The most
notable aspect of Central East LHIN's Integratea@lHeServices Plan was its
commitment to detailed, concrete action.

Addressing Critical Success Factors for AddictiondMental Health

The Central East LHIN has the challenge of dealith an extremely diverse
population, with pockets of cultural diversity witithe LHIN as well as a rural/urban
mix across the LHIN. A lack of service providerdeatn speak to and understand the
communities they are dealing with was identifiechgmrticular challenge in Central
East.

Another important issue related to cultural divisrsras system navigation. During
consultations it became evident that within the imawigrant population especially,
there was a lack of knowledge about what servica® \@vailable and how to access
them. Solutions included a publicly accessible mwey of what agencies and programs
were available and the enhanced capacity to prauittarally competent services.
Shared resources and coordinated services werestieggas ways to allow consumers to
move more easily from one area to another.

In addition, the LHIN has committed to working wgervice providers, public health
and other sector community providers to promotdthead prevent iliness by

influencing the broader determinants of health sagchousing, which is seen as an issue
in rural areas in particular.

Planning Process

The LHIN planners held consultations with a widega of stakeholders that included
both local service providers and community memb@ohisumers and families did
participate in consultations as individuals; howethey did not mobilize to respond as a
collective voice. The Central East LHIN benefitednh a proactive mental health and
addictions network that was well established befoeeL HINs were put into place. This
network was able to build upon existing relatiopshand was empowered early on with
the task of planning and implementation.

Implementation

The IHSP addresses the fact that a detailed impieaten plan has not yet been created
— and that this will be vital in prioritizing theany action items and turning this plan into
reality.
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Integrated Health Service Plan: South East (10)

Addiction and Mental Health in the Plan

Access to mental health services is a sub-priarityer the South East LHIN’s priority of
access to care. The IHSP is fairy high level amdelis not a great amount of detail to the
action plan, which refers to investigating, devatgpplans and working with providers to
reduce barriers to access and to increase theysapgérvices. Two key initiatives for

this LHIN are shared care and access to serviecgsefuple living in remote areas.

Addressing Critical Success Factors for Addiction&Mental Health

This LHIN perceives the needs of the addictions medtal health system primarily in
terms of access issues. In mental health thisdederisis care, inpatient psychiatric
care, ambulatory care and community support sesyjagycho-geriatric services, child
and adolescent psychiatry, concurrent disordersices for homeless people with
mental health problems and forensic psychiatraddictions this includes distance from
treatment, local withdrawal management or detoaifan services, a lack of family
physicians, and inadequate supportive housing.

There is no discussion of diversity although themmention of aboriginal and
francophone needs but not specific to mental headthaddictions.

Planning Process

Representatives from the several local mental headtl addictions networks on the
Project Work Team worked with consultants who depet! the plan. In this role, they
provided feedback to the consultants and commueddat the networks, but provided
little direct input into the IHSP. Consumers didyide input into the plan, although
some CSI networks were more active than othersdrptanning process. Overall, the
LHIN was engaged with the addictions and mentalthestakeholder community.

Implementation
The plan was unclear about next steps, and dignoeide an implementation strategy or
structure for future stakeholder involvement.
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Integrated Health Service Plan: Champlain (11)

Addiction and Mental Health in the Plan
Mental health and addictions is one of six priesgtin the Champlain LHIN IHSP and
access to services is another priority that indudental health and addictions issues.

Addressing Critical Success Factors for AddictiondMental Health

Mental health and addictions access issues andigagsvice are identified within the
IHSP. A detailed list of needs and specific servitteat the LHIN feels should be
addressed, provided and/or improved upon is includéhe IHSP, including several
addictions services.

The development of services for concurrent disa@erdentified as an area of need but
no related action is mentioned. The need for hauaimd supports is identified for several
populations, including people with mental healtkd addictions concerns, but no action
is planned to address housing needs. The IHSP dtetediverse and special populations
face barriers to access and defines special popusatout no specific action is identified.

Planning Process

The IHSP includes many of the points made in tipents written by mental health and
addictions networks prior to the birth of the LHIBonsumers and families participated
in the planning process both through their reprizgem at the mental health system
group and through the CSI network which consultexdly with consumers, and their
priorities are felt to be reflected in the IHSP.

Implementation

The LHIN has left the details of how to prioritiaad achieve its stated objectives to the
addiction and mental health networks (which are disbinct bodies that work closely
together), and has offered them financial and sigfport to do this work.
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Integrated Health Service Plan: North Simcoe Musko& (12)

Addiction and Mental Health in the Plan

The North Simcoe Muskoka IHSP does not identify taknealth and addictions as a
priority and does not address mental health anettold issues directly. Rather, there is
some indication that mental health and addictiseses will be addressed in the context
of many system-wide priorities —in particular chimdisease prevention and
management and access to the right services agtitdime. In addition, in achieving its
priority of system integration, the plan is to waokvards an integrated mental health and
addictions system in the first three years, anthénthird year to take the lessons learned
and begin the integration of another health sector.

Addressing Critical Success Factors for Addiction@aMental Health

In its “Current State Assessment” the IHSP ackndgis that there are service gaps in
the addiction and mental health system and in ttteoA Plan notes the need for an acute
care bed registry, on-call psychiatry, and peepsetigservices.

Influencing the factors that affect health is ohéhe priorities identified in the IHSP,
although it is not specifically noted as importéortpeople with mental iliness and
addictions. The action proposed for this is quéaegal - linking with the social services
sector and community health centres — so it isadilif to know how well this action will
address the needs of the mental health and aduscsiector.

This LHIN has identified a variety of special pogiibns and populations of focus and
plans to assess their needs as part of the IHSP.

Planning Process

Mental health and addiction stakeholders partieipah a series of community
consultations organized by consultants for the LHINe IHSP was prepared by LHIN
staff, based on a comprehensive current statesassesthat included a review of mental
health and addiction reports completed in theflastyears and feedback from the
mental health and addiction system group on thieve

Consumers and families who sit on the system |shggroup were involved in the
process to the extent the networks were involverbirsultation. All the CSls in the area
sit at that table.

Implementation

The action steps outlined in the IHSP are to imgleha regional acute care bed registry
and a regional on-call psychiatry service, to offeer support programs and to integrate
the continuum of mental health and addictions ses/on the basis of a no wrong door
approach. The LHIN has asked the mental healthadddttions system leadership group
to take the lead on these activities and new biffg hired by the LHIN are expected to
provide support to the system leadership group.
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Integrated Health Service Plan: North East (13)

Addiction and Mental Health in the Plan

There is only limited discussion about mental treaftd addictions in the North East
LHIN IHSP. The LHIN chose not to focus on specgectors but on system-wide issues.
Integration across health sectors, with respetttesystem-level priorities, is the primary
focus of the IHSP.

The IHSP action plan calls for a planning day teadep a framework and action plans
for improving access to mental health and addistservices. Another planning session
on Alternative Levels of Care (ALC) is also called in the IHSP action plan. In the
analysis of health service utilization data, thelllidpecifically points out that people
with mental health diagnoses are included in theutation of ALC days. Wait times for
access to psychiatry is an area identified foroacti

Addressing Critical Success Factors for AddictiondMental Health
The mental health and addictions planning day ewiplore improving access to mental
health and addictions services.

The lack of supportive housing is noted as an iflsatimpacts on the health system
generally.

Equity has been identified as a key value for thkN_and the IHSP includes a
framework for resource allocation, decision-makamgl outcome measurement that
evaluates equity across various groups.

Consumers and families involved in the networksenmyolved to the extent that the
networks were involved in consultations. No additibspecific outreach to consumers
and families took place.

The Planning Process

The LHIN encouraged the development of a LHIN-wndental health and addictions
network and met with the network as well as witmeanembers individually to discuss
its plans. The LHIN has advised the network thacgf mental health and addictions
planning will come in future years.

Implementation
There are no specific next steps, objectives arames detailed in the action plan and it
is not yet clear whether or how stakeholders vélitvolved in implementation.
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Integrated Health Service Plan: North West (14)

Addiction and Mental Health in the Plan
Access to mental health services is a sub-prioriyer the North West LHIN’s “access
to care” priority.

Addressing Critical Success Factors for Addiction&Mental Health

A number of key issues for the mental health ardictidns are identified as access
issues These are: crisis care, psycho-geriatnecesy, inpatient specialized addiction
treatment, detox, withdrawal management progranppative housing, walk-in mental
health services, safe beds, and services for emnildnd youth. The plan is to address
these through integration within the mental heaftd addictions system and through
improved coordination and communication betweerthectors. The plan mentions
that there is an insufficient supply of services.

Two key initiatives for this LHIN are shared caraarisis services, both in the context
of improving access to services for people livingemote areas.

Planning Process

Stakeholders spoke about the breadth and deplte@fHIN’s community engagement in
developing the IHSP. LHIN representatives travaggknsively across this large
geographic area, held many meetings in many contreantook the initiative to meet
individually with a wide variety of groups and see+providers, including family and
consumer program representatives. However, thafgpeput from the field is not
reflected in the IHSP.

Implementation
The IHSP is high level and there are few detailh \nespect to next steps,
implementation strategy or structure for stakeholdeolvement.
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Appendix 2:
IHSP Comparison Chart
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An assessment of LHIN addictions and mental healthlanning in their integrated health service plans
LHIN

1 2 3 4 5 6 7 8 9 10 1 12 13 1

Plan includes detailed action

Plan includes action to address access problethgin
system

Plan identifies action to ensure a better integratental
health and addictions system

Service gaps in system identified

The importance of building capacity in concurreisodder
is identified

The social determinants of health are recognizeditisal
components of the mental health system

Action Plan in IHSP

There is action to address the needs of diversafplar
populations

The important role for consumers and families is
acknowledged

The LHIN supports consumer- and family-led initiats

Consumers and families were involved in the plagnin
process

Mental health and addiction planning groups and
network(s) were well-coordinated among themselves

LHINs used mental health and addictions networks as
resource

Input from different groups was included in therpla

Implementation strategy is identified

Structures for stakeholder involvement in implenaéinoh
are identified

Planning and Implementation of IHSH

Key:

No mention Some discussion Addressed somewhat Strongly addressed
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Appendix 3:
LHIN Numbers and Names
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Hamilton Niagara Halton Brant
Central West
Mississauga Halton
Toronto Central

Central

Central East

South East

Champlain

North Simcoe Muskoka
North East

North West

28



