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Community Integration Planning:

Key Issues in Mental Health and Addictions

The Need for Action
Mental illness and addiction are fundamental health issues for many Ontarians.  Twenty percent of the general population suffers from a mental illness or addiction in their lifetimes and 3% suffer profound suffering and persistent disablement.  The impact of this is staggering: one of every eight Canadians will be hospitalized for mental illness at least once in their life, more than are hospitalized for cancer and heart disease.  One out of every 10 Canadians aged 15 and over reported symptoms consistent with alcohol or illicit drug dependence in 2002 – 2003.  At this moment, over 1.5 million Canadians are experiencing clinical depression, a disorder that affects 10-15% of Canadians at some point in their lives.  

According to the WHO, addictions and mental illness account for the greatest degree of disability, worldwide.  The WHO predicts that in less than 20 years, depression will be the second-leading cause of disability in the world.  The disability caused by mental illness and addiction is complicated by the effects it has on employment, social relationships and family functioning. 

Left undiagnosed or untreated, mental health and addiction problems cause large productivity losses.  They have been estimated as amongst the most costly of all health problems.  Health Canada has reported that lost productivity due to workers being on disability or due to premature death was more than $8 billion in 1998 and that mental disorders were the third highest source of direct health care costs at $4.7 billion.  It is also estimated that substance use cost the Canadian economy more than $18 billion in 1992, which represented 2.7% of gross domestic product in that year.

In addition, there is a fundamental connection between addictions, mental health and physical health that should not be ignored.  According to the Canadian Mental Health Association, 43% of adults suffer adverse health affects from stress, and stress is linked to six leading causes of death: heart disease, cancer, lung ailments, accidents, cirrhosis of the liver, and suicide.  Health Canada has found that over 30% of lifetime users of illicit drugs other than cannabis report harm to their physical health arising from drug-use. In addition, depression is frequently a predictor of the occurrence of disease, and research has found that people with serious mental illness have higher rates of grave medical illness and premature death than the general population.  

Clearly, providing services that support people living with addictions and mental illness, promote recovery and reduce episodes of illness is fundamental to the development of a true healthcare system, one that addresses the needs of all Ontarians, in all aspects of their lives.  

Additional resources:

http://www.statcan.ca/Daily/English/030903/d030903.pdf
http://www.ontario.cmha.ca/content/about_mental_illness/mental_health.asp?cID=3963
http://www.ccsa.ca/pdf/ccsa-004804-2004.pdf 

Consumers and families must be at the centre of the transformation agenda and involved in all aspects of planning, decision-making, implementation and service delivery
Putting people with addictions and mental illness and their families at the centre of reform initiatives must be part of government efforts to improve accountability to Ontarians.  People with mental illness and addictions have important experience and knowledge that is critical to understanding illness, treatment and care.  Because people with mental illness and addictions are particularly vulnerable, it is very important that mechanisms for consumer decision-making, choice and participation are protected.   

This means that:     

· Consumer and family participation must be enshrined in any legislation and policy related to the establishment of the LHINs; 
· Consumers and families must be provided with the supports needed to facilitate their participation (e.g., training, transportation and childcare); and 
· Consumer and family organizations must be invested in and supported so as to be able to make their voice heard.  
· Furthermore, LHINs must ensure that consumers and families from diverse backgrounds and with diverse experiences are fully able to access and participate in mental health and addiction care planning, decision-making, implementation and service delivery.   

Respond to the Needs of Diverse, Rural and Remote Communities 

Diversity is a critical feature of Canadian society and addictions and mental health services and strategies must respond effectively to the different needs that all clients and stakeholders bring to their interactions with the health and mental health and addictions systems.  This must be a key objective for addictions and mental health policy makers and service providers if client outcomes are to be improved and the cost-effectiveness and efficiency of mental health and addiction services is to be ensured.  Ontarians from diverse backgrounds and with diverse experiences must be able to fully access and participate in mental health and addictions planning and service delivery.

People of colour, Aboriginal communities, women, people with disabilities, gays and lesbians, transsexual and transgendered people, and many other marginalized community members experience individual and systemic discrimination.  These experiences have a powerful impact on mental health, mental illness, and addictions treatment and care.  Addressing discrimination in society at large as well as within health and mental health care services must be a key strategy to improve mental health.  

Access to appropriate addictions and mental health services in rural and remote communities must also be improved.  Issues such as transportation to services, adequate human resources, access to technology, and availability of primary care pose unique challenges for rural and remote areas of the province and the specific needs of these communities are often overlooked.  

Ensure a continuum of services and supports from community-based to hospital care

Community-based mental health and addiction agencies have demonstrated their effectiveness in supporting people with serious mental illness and addictions to live in the community.  These services have also been shown to prevent hospitalizations and emergency rooms visits, and shorten episodes of acute illness.  Despite recent funding announcements, community-based mental health and addiction services have been under-invested for many years, with funding frozen in the sector for more than a decade.  As a result, there must be continued investment in community-based services to ensure the capacity is in the system to reduce hospitalization and meet people’s needs in the community.   Government efforts to strengthen the continuum of addictions and mental health services should be targeted to:

· Increasing funding to community-based services so that people have access to a greater range of services for treatment, recovery and prevention;

· Early intervention programs that target risk factors and treat people when they have their first episode of illness;

· Programs that assist people to obtain and/or retain meaningful paid work through episodes of illness; and 

· Improving services for people at risk for or with both a mental health and addiction problem (concurrent disorders). 

A comprehensive continuum of services must also include self-help, peer support and consumer advocacy initiatives because families and consumers have important knowledge and experience that contributes to treatment and care.  Governments should build the capacity of families and consumers to participate in service planning and delivery by supporting these initiatives.

Additional resources:

Setting the Course: A Framework for Integrating Addiction Treatment Services in Ontario http://sano.camh.net/rational/scintro.htm
.

Making a Difference: Ontario’s Community Mental Health Evaluation Initiative 

http://www.ontario.cmha.ca/cmhei/images/report/Making_a_Difference.pdf.

Outcomes and Effectiveness: The Success of Community Mental Health and Addiction Programs  http://www.ofcmhap.on.ca.

A Comparative Overview of the Provincial and Regional Mental Health Implementation Task Force Reports http://www.camh.net/pdf/summary.regional%20reports.pdf. 

Prevent and reduce homelessness

People with addictions and mental illness, in addition to struggling with the burden of their illness, are at greater risk of homelessness because their housing, employment and income options are often limited.  While mental illness and addictions are not always a cause of homelessness, these illnesses increase the likelihood that a person’s homeless episode will be longer.  Being homeless also contributes to poor mental health and substance use and for those with an existing mental illness, increases its duration and seriousness.

To prevent and reduce homelessness the following strategies are recommended:

· Create more supportive and affordable housing including housing with an emphasis on harm reduction.  Access to housing is a key determinant of health and research has demonstrated that a diverse population of people with psychiatric disabilities can succeed in housing if appropriate supports are available.

· Create safe houses and crisis beds so that people experiencing episodes of acute mental illness can be stabilized before they need hospitalization and a loss of housing occurs;

· Improve access to case-management services so that more people with serious mental illness have the support of someone who can help them navigate the system to make sure they get the services they need;

· Expand shared care teams in emergency shelters and drop-ins so they can continue to reach the seriously mentally ill who do not trust and otherwise would not have contact with the mental health system.  Maintain the non-coercive model of care of Shared Care teams so they can continue the focus on building long-term, trusting relationships with clients so integral to clinical success.

· Ensure emergency shelters have adequate funding to provide higher levels of support and care for people with mental illness and addictions.  Without more intensive supports, people with mental illness and addictions cannot access emergency shelters.

· Increase the availability of withdrawal management and addiction treatment services so that people do not lose their housing because they cannot get treatment when they need it.  

· Expand withdrawal management and addiction treatment services for women and aboriginal people for whom few services currently exist.

Speed up primary care reform
The health issues of people with mental illness and addictions have been largely absent from health care debates despite the fact that twenty per cent of Canadians will suffer from an addiction or mental illness in their lifetime.  A reformed primary care system that includes multi-disciplinary teams with strong and immediate links to the specialized mental health and addictions system would ensure better access to care much earlier. We know this kind of reform leads to better health outcomes for people with mental illness and addiction.

Key priorities include:

· Access to multi-disciplinary care teams 24/7 with strong links to the specialized treatment and care system;

· Enhanced community capacity for linking community services to primary care as many people receive addiction and mental health care in the community rather than in institutional settings;

· Integrating addictions and mental health within a reformed primary care system requires a number of system-level capacities including: the ability to create linkages within and across sectors, education and capacity building, assessment and referral, and “Shared Care” arrangements between primary care physicians and other providers;   

· Strategies to integrate addictions and mental health within a reformed primary care system will look different for different population groups and different care providers.  Solo primary care physicians, multi-disciplinary teams and community-based providers will each offer different strengths and capacities that should be maximized; 

· For population groups that are marginalized from the mainstream health care system, specific strategies to overcome barriers to access must be part of efforts to integrate primary care and addiction and mental health services.  Funding mechanisms that support these strategies must be in place.

Enhance the Focus on Concurrent Disorders

Over the last two decades the co‑occurrence of addiction and mental health problems among people seeking treatment and support has emerged as an important issue for those who plan and fund mental health and addiction programs as well as those people who provide direct service.  High rates of co-occurring disorders have been found in general population surveys, and among people seeking mental health or substance abuse treatment.  People with concurrent disorders experience multiple life problems including worse psychiatric symptoms, high rates of relapse and hospitalization, suicidal and other self-harming behaviours, homelessness, employment problems, involvement with the criminal justice system, family problems, child abuse and neglect, risk of HIV/AIDS, and difficulty with daily living skills (Johnson, 2000, p.119 cited in Commonwealth Department of Health and Aging, 2003, NASMHPD & NASADAD, 1998; Rush, 2004).  Current data shows that:

· Concurrent disorders is associated with: the risk or relapse and re-hospitalization, depression and risk of suicide, incarceration, homelessness, family problems, child abuse and neglect, domestic violence, risk of violence and being victimized, HIV infection and functional difficulties such as: unemployment or work instability and chronic interpersonal conflicts;

· The impact of concurrent disorders is especially devastating on particular groups - Canada’s First Nations, marginalized populations, immigrant and refugee populations, women, youth and seniors, individuals involved with the Canadian correctional system;

· Research has shown in some clinical populations that 40-50% of people with any current substance use disorder showed a concurrent mental health problem;

· Overlap can be as high as 50-75%, if not higher among clients with personality disorders;

· Studies in some settings have shown that as many as 75% of those treated for alcohol-related disorders have experienced at least one other psychiatric disorder during their lifetime;

For this reason programs delivering addiction and mental health services should be either “CD-capable” or “CD-specialized.”  In addition, every person receiving care in the mental health or addiction systems should be screened and assessed for concurrent disorders.

There must also be a focus on planning for integration at both the program and system level.  

Program level integration should focus on:

· Bringing mental health and addiction treatment and care together to be delivered by the same team of clinicians and support workers within the same program; and

· The objectives for integrating addictions and mental health services must include identifying what services will be provided and by which agencies.

System level integration should focus on:

· Creating enduring linkages between service providers within and across different parts of the mental health, addictions and broader health care continuum.

Additional resources:

http://www.hc-sc.gc.ca/hecs-sesc/cds/pdf/concurrentbestpractice.pdf
http://www.camh.net/hsrcu/pdfs/CD_Treatment_Models.pdf
Build Capacity for Mental Health Care at Home and in the Community 

Although “mental health homecare” has recently achieved currency as part of the health care reform debate in Canada, providing services to people with mental illness in their home and in the community is not new.  In many communities in Ontario, a range of community-based services is working to meet this need and has demonstrated their effectiveness.  The types of activities that should be considered as part of a mental health homecare basket include:  

· Mobile crisis response teams;
· Early intervention services;
· Mental health outreach; and
· Intensive case-management services.
Although some people may experience a single acute episode of illness followed by treatment and recovery, for many people, serious mental illness is more episodic in nature.  This means that treatment and recovery may occur over a longer time frame.   

In this context, treating people in their home or community means funding services and supports beyond the short-term, time-limited interventions currently available through traditional homecare programs.  Services should be flexible and responsive to the differing levels of support people will require throughout different periods of their illness and recovery.

People with concurrent disorders and addictions must have access to the “mental health” homecare basket of services.  Research has demonstrated that the co-occurrence of addiction and mental health problems is high.  Given this reality, services delivered as part of a “mental health” homecare basket will be accessed by people who have both a mental illness and an addiction.  

It is also important that “home” is defined broadly.  For people with mental illness and addictions, a variety of settings often “substitute” for home.  People with serious mental illness and addictions are likely to be unemployed, living in poverty and at-risk of homelessness.  This means that for many people “home” means a shelter, a drop-in or the streets.  “Home” should be defined broadly so that mental health homecare services can be delivered in these alternate settings.  This will make an important contribution, not only to meeting the needs of people with serious mental illness and addictions, but also to addressing homelessness in Ontario.  
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