




















Psychiatry
Desired Outcome

People in Erie St. Clair have timely access to psychiatry services. These services are in turn
well integrated with the rest of the mental health service system.

Current State

The data in the first chart and graph below shows the geographical distribution of psychiatrists
in Erie St. Clair. The range from 0.6 to 0.9 psychiatrist per 10,000 adult residents suggests a
significant difference in available local resources across Erie St. Clair. However, complete data
related to the intensity of service (e.g. full time, part time and patient type) provided by each
psychiatrist was not available.

Psychiatrists/10000 15+ - 2011/12

Area Psych/10000 |Psychiatrists Pop 15+

S/L 0.8 9| 106,525
C-K 0.6 5.2| 86,060
W/E 0.9 29| 320,295
ESC 0.8 43.2 512,880

Psychiatrists/10,000 15+ - 2012
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At a glance, it appears that Windsor/Essex residents may have more access to psychiatrists
than Sarnia/Lambton and Chatham-Kent. However, Windsor Regional Hospital reports that 23
of the 29 Windsor/Essex psychiatrists devote some time to Windsor Regional Hospital tertiary
services, which are accessible to residents of both Windsor/Essex and Chatham-Kent. With the
assumption that these 23 spend 25% of their time at Windsor Regional Hospital (equivalent to
5.75 psychiatrists), it can be projected that 25% (based on relative population of Chatham-Kent
to Windsor/Essex) of this resource or approximately 1.5 psychiatrists from this group actually
provide service to Chatham-Kent residents.
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Sarnia/Lambton residents receive tertiary care from London. Data or estimates of the amount of
access to psychiatrists from that source is not available. However, it can be assumed that the
access to London psychiatrists complements, and can be added to, the local access ratios for
Sarnia/Lambton.

It is estimated that three of the 29 Windsor/Essex psychiatrists work primarily from their office
and 10 others have some office practice. Therefore, 10% are devoted to office practice and an
additional 34% commit some time to office practice. Making an assumption that the 10
psychiatrists who practice part time in their office devote 25% of their time to the office, the
equivalent of 5.5 psychiatrists in Windsor/Essex work from their office and may not be available
to serve people with more intense mental illness.

The second chart and graph below show the estimated psychiatrist resource availabe to people
with serious mental illness after making the adjustments discussed above. Psychiatrists in
Sarnia/Lambton and Chatham-Kent are assumed to spend little if any time in office practice.
The Sarnia/Lambton access in the chart and graph below does not include any estimate of
access to psychiatrists availabe through tertiary care in London.

Psychiatrists/100 SMI - 2011/12

Area Psych/100SMI |Psychiatrists |SMI
S/L 0.28 9 3,196
C-K 0.20 5.2 2,582
W/E 0.24 23.5 9,609
ESC 0.25 37.7( 15,387
Psychiatrists/100SMI, 2011/12
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Although the data is not complete or conclusive, this analysis implies that:

e Considerable psychiatrist resources may be diverted to less intense cases in office
practices in Windsor/Essex.

e As aresult, access for Windsor/Essex residents with serious mental illness becomes
average for Erie St. Clair.

e Assuming that the psychiatrist/100 SMI ratio for Sarnia/Lambton (above) can only be
improved by the addition of London resources, Sarnia/lLambton may have the greatest
access to psychiatrists.
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e The greatest potential increase in access to psychiatrists for people who are seriously
mentally ill in Erie St. Clair likely would occur if psychiatric resources working from
private offices in Windsor/Essex chose to reorient theit practices to align with the
broader mental health service system.

Psychiatrists are a medical specialist group that is in short supply across Canada. A sign of the
shortage in Erie St. Clair is the substantial number of providers and service users who cited the
inability to access psychiatric services as a major problem in Erie St. Clair.

But psychiatrists are not easy to access as a group. They work in a variety of settings and have
their own preferences in terms of what styles of practice they want to pursue and what client
populations interest them.

Based on the results of engagement of consumers, family members and providers it is clear that
psychiatrists have been program innovators in Erie St. Clair.

Based on surveys and consultations, many primary care providers in Erie St. Clair said they
were unable to consistently access psychiatry consults for their patients and to access these in
a timely way (leading to waiting times which put their patients at risk). They also said there is a
lack of follow up information after some referrals to psychiatrists. They note that sometimes a
referral to a hospital emergency department is the only option remaining to them if a client is in
crisis or heading to a crisis and no other consult can be set up. Information from physicians who
are not aligned into group models of care indicates that the access issue is pervasive across the
continuum of primary care.

Access to child and teen psychiatric help continues to be a problem for some local primary care
providers. Issues of regional inequity further enhance this picture across the LHIN, with some
organizations having better access to this type of support than similar organizations in other
communities.

With the advent of nurse practitioner-led clinics, there are issues with referrals and information
supplied back to the nurse practitioners. Some nurse practitioners say they do not receive
reports from psychiatry consults due to OHIP funding rules and traditional modes of practice.

The supply and capacity of psychiatry services in Erie St. Clair are challenges. While the
number of psychiatrists practicing in some parts of Erie St. Clair (Windsor for example)
increased in recent years, the increase has not happened in the same way or at the same pace
across all areas. Current approaches to recruitment of psychiatrists relate to particular hospital
and/or hospital chiefs of psychiatry strategies to manage the needs for inpatient and community
psychiatry services. Based on consultation undertaken for this project, there does not appear to
be a consistent approach to assessing capacity, interpreting needs of the community or
recruiting psychiatrists. There appear to be differing levels of support among psychiatrists for
the introduction of resource enhancing methods such as multi-disciplinary teams, shared care
and telemedicine.

Some psychiatrists consulted during this project are justifiably proud of local psychiatric
processes and practices they have developed. They see little reason to develop LHIN-wide
approaches if these jeopardize successful local approaches. On the other hand, some chiefs of
psychiatry said they would benefit from a regional planning table at which they could collectively
address issues affecting all departments and psychiatrists including modes of service, practice
patterns and effective methods for working with emergency departments and crisis services
related to referrals. Psychiatrists have cited their concerns about sessional fees which impact
the effective use of that funding.
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Rationale for Change

Evolution toward greater reliance on community mental health services will require a strong
psychiatric presence in the proposed Community Mental Health Coordinating Agency. This is all
the more important because the Agency will provide supportive mental health services to the
primary care sector, and this sector has said that access to psychiatrists is one of its greatest
needs. At the same time, psychiatric resources need to be maintained or bolstered in the in-
patient mental health sector.

As evinced by the statistical analysis found earlier in this section of the strategic plan, there may
be a gap between how some psychiatrists prefer to practise in Erie St. Clair, and how the rest of
the mental health system would like them to practice. The only way to determine if the gap
exists, and what can be done to bridge it, is discussion between psychiatrists and the rest of the
mental health system. This discussion could explore:
e What the anticipated needs for psychiatric service are, in both community and hospital
settings, for the foreseeable future
e The degree to which psychiatrists in Erie St. Clair (individually or in groups that establish
contracts to provide services to/though the broader mental health system) can meet
these needs, and what conditions would motivate them to meet these needs
e The degree to which psychiatrists and the rest of the mental health system can agree to,
and cooperate on, developing greater use of psychiatric extenders — strategies such as
transferring some of the work done by psychiatrists to other qualified professionals in the
primary care and mental health sectors, and greater use of telemedical options
o What the rest of the mental health system can do to make it easier for psychiatrists to do
their jobs
e How consistent best psychiatric practices and outcomes can be achieved across Erie St.
Clair without unduly constraining the ability of psychiatrists to develop innovative
personal and local ways of practising.

This strategic plan suggests that an Erie St. Clair Psychiatry Consortium®* be created by the
Erie St. Clair LHIN and by Erie St. Clair’s psychiatrists, to foster discussion among psychiatrists
and the rest of the mental health service system about current and future needs for psychiatry in
Erie St. Clair and how best to meet these needs. The core of this consortium would be:

e Representatives from the Community Mental Health Coordinating Agency and from

hospitals in Erie St. Clair that provide mental health services

e Chiefs of psychiatry or their designates

e The LHIN’s Health System Design Manager for mental health and addictions
e The LHIN’s Primary Care Lead.

The core of the consortium would not be its only part. The core would help to engage
psychiatrists and other mental health workers in Erie St. Clair who want to discuss psychiatric
services. Engagement could take place in ways that respect the busy schedules of psychiatrists
and of other providers working in the mental health system, including a web site on which
stakeholders can post comments. The Core Group would then examine the results of
discussions to create a strategy for meeting the need for psychiatry in Erie St. Clair.

The consortium, then, would be everyone who contributes to discussion of psychiatry in Erie St.
Clair and to the development of innovative ideas that can be turned into action.

1 A consortium is defined as “a group of individuals or companies formed to undertake an enterprise or
activity that would be beyond the capabilities of the individual members.”
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Opportunity #13

The Erie St. Clair LHIN should help create an Erie St. Clair Psychiatry Consortium to
foster discussion among psychiatrists and the rest of the mental health service system
about current and future needs for psychiatry in Erie St. Clair and how best to meet these
needs.

The Erie St. Clair LHIN helps create the Erie St. Clair Psychiatry Consortium.
Year One e Consortium members discuss current and future needs for psychiatry in Erie St. Clair and how
best to meet these needs.

e The Consortium’s Core Group examines the results of discussions and creates and validates a
Year Two strategy for meeting the need for psychiatry in Erie St. Clair.
o Implementation of the strategy begins.

Year Three e Implementation of the strategy continues.
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Non-Residential Treatment

Desired Outcome

An array of non-residential treatment programs, integrated with each other and with other
mental health services, provides timely treatment to clients who are best served in this setting.

Current State

Tables on the next two pages list non-residential treatment programs in Erie St. Clair. Agencies
that provide counselling are included. Treatment (including medication prescription and
management) is also provided by psychiatrists and primary care professionals®?.

Rationale for Change

As with many other programs, varying wait times suggest the distribution of treatment services
across the LHIN's three areas may be inequitable.

Two treatment programs in particular warrant attention over the next three years.
Injection Clinics

Some anti-psychotic medications called “depot” medications are administered by injection.
These are long-acting slow release medications. The time period between injections varies but
may be several weeks. Useful in treating some people with schizophrenia, bi-polar disorder or a
schizoaffective disorder, the medications are helpful for people who have trouble remaining
medication-compliant when using oral medication. Depot medications are best administered in
settings that can call patients to remind them of their appointments, provide follow-up if clients
miss appointments, monitor the client’s physical health can be monitored and provide clients
with access to other supportive mental health services they might use.

Injection clinics are not widely distributed across Erie St. Clair, causing access problems for
some people who could benefit from this treatment. A feasible start on augmenting this service
might be to establish injection clinics in all community health centres in Erie St. Clair and if
feasible at family health teams and nurse practitioner-led clinics, particularly in towns that have
few or no other organized health service resources and when the clinics already provide one or
more mental health services. As well, CMHA branches may be good candidates for injection
clinics. Although not medical settings, the array of mental health services they provide might
lead injection clinic clients to use other mental services while visiting the clinic. In communities
where there is a CMHA presence as well as a community health centre, family health team and
nurse practitioner-led clinic the organized primary care group should operate the injection clinic,
but in partnership with supportive CMHA resources.

Opportunity #14

The Erie St. Clair LHIN should support the establishment of injection clinics in selected
community health centres, family health teams, nurse-practitioner-run clinics and CMHA
branches.

12 More or less formal treatment programs are offered by community health centres, family health teams
and nurse practitioner-led clinics, and are listed in the chart. In addition to formal programs, many primary
care practitioners also provide one-on-one treatments (medication management, psychotherapy) that fall
within their scope of practice. Psychologists (often in private practice) also provide treatment.
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Counselling

and Treatment Services by Communit

Centre of Essex County

Program

Bulimia Anorexia 1. Adult Cognitive
o Behavioural Therapy Counselling & Treatment
Nervosa Association
(CBT)
o ) 2. Adolescent Cognitive
Bulimia Anorexia Behavioural Therapy Counselling & Treatment
Nervosa Association (CBT)
Bulimia Anorexia_ 3. Family Therapy Counselling & Treatment
Nervosa Association
Bulimia Anorexia 4.  Specialized Diagnostic .
Nervosa Association Assessment - Adult Counselling & Treatment
- . 5. Specialized Diagnostic
Bulimia Anorex_la_ Assessment - Youth and |Counselling & Treatment
Nervosa Association ;
Children
Bulimia Anorexia 6. Psycho_therapy and :
e Education - For Counselling & Treatment
Nervosa Association
Adolescents
Bulimia Anorexia 7. Psychotherapy and .
Nervosa Association Education - Adults Counselling & Treatment
Can_adlan Hearing 8. CON_NECT Counselling Counselling & Treatment
Society Services
CMHA Windsor-Essex 9. Ch|_|dren s Bereavement Counselling and Treatment
(Griefworks)
CMHA Windsor-Essex 10. Adult Bereavement Counselling and Treatment
CMHA Windsor-Essex . Workplace Health Counselling and Treatment
Services
CMHA Windsor-Essex 12. Therapy - City Centre Counselling and Treatment
Health Centre
CMHA Windsor-Essex 13. City Centre Health Care |Counselling and Treatment
Essex County Nurse 14. General counselling Counselling & Case
Practitioner-Led Clinic services Management
Essex County Nurse 15. General counselling Counselling & Case
Practitioner-Led Clinic services Management
Family Services Windsor-|16. Gen_eral counselling Counselling & Treatment
Essex services
Family Services Windsor-|17. Gen_eral counselling Counselling & Treatment
Essex services
Family Services Windsor-|18. Gengral counselling Counselling & Treatment
Essex services
Family Services Windsor-|19. Gengral counselling Counselling & Treatment
Essex services
Family Services Windsor-|20. Gengral counselling Counselling & Treatment
Essex services
Family Services Windsor-|21. Gengral counselling Counselling & Treatment
Essex services
Family Services Windsor-|22. Gengral counselling Counselling & Treatment
Essex services
Family Services Windsor-|23. Gengral counselling Counselling & Treatment
Essex services
Hospice of Windsor and .
Essex County 24. Drop-In Support Group  |Counselling & Treatment
Hospice of Windsor and 25. Mind Matters Counselling & Treatment
Essex County
Ilzﬁﬁ_mlngton and Area 26. Grief Support Counselling|Counselling & Treatment
Sexual Assault Crisis 27. Female Counselling Counselling & Treatment
Centre of Essex County Program - Windsor g
Sexual Assault Crisis 28. Non-Significant Others/ |Counselling & Treatment
Centre of Essex County Family Members
Program
Sexual Assault Crisis 29. Children's Program Counselling & Treatment
Centre of Essex County
Sexual Assault Crisis 30. Female Adolescent Counselling & Treatment
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Organization Program Type Windsor | Leamington  Essex Belle River Ambherstburg

Sexual Assault Crisis 31. Male Survivor Program  |Counselling & Treatment X
Centre of Essex County

Windsor Essex CHC — 32. Hepatitis C Treatment Counselling & Treatment

Street Health and Support Team X
Windsor Essex CHC - . Counselling & Treatment
Sandwich Community 33. General Counselling X
Health

Windsor Essex CHC - 34. General Counselling Counselling & Treatment X
Teen Health

Windsor Essex CHC - 35. Mosaics Group Counselling & Treatment X
Teen Health

Windsor Essex CHC - 36. Eating Disorder Parent |Counselling & Treatment

Teen Health Group X
Windsor Regional 37. Psychogeriatric Outreach |Counselling & Treatment
Hospital Program X
Windsor Regional 38. Concurrent Disorder Counselling & Treatment
Hospital Treatment Program X
Windsor Regional 39. Dual Diagnosis Outreach |Counselling & Treatment
Hospital Stabilization Program X
Windsor Regional 40. Mood and Anxiety Counselling & Treatment
Hospital Treatment Program X

Counselling and Treatment Services by Community in Chatham-Kent

Organization Program Chatham Wallaceburg
(Slgg{ae(:;an Hearing 1. CONNECT Counselling Services Counselling & Treatment X
Chatham-Kent CHC 2. Carry-On Chatham-Kent Counselling X
Chatham-Kent CHC 3. sgs[aTerm Counselling for Children and Counselling & Treatment X
Chatham-Kent CHC 4. Women’s Anger Solutions Group Therapy X
C-K Health Alliance - MH |5.  Brief Treatment - Concurrent Disorders B

S Counselling & Treatment X
& Addictions Program
C-K Health Alliance - MH . . . .

& Addictions 6. Brief Treatment - Dual Diagnosis Program Counselling & Treatment X
C-K Health Alliance - MH . ) . .

& Addictions 7. Brief Treatment - Eating Disorders Program |Counselling & Treatment X
C-K Health Alliance - MH . - .

& Addictions 8. Brief Treatment - Psychogeriatric Program Counselling & Treatment X
Thamesview FHT 9. Single Session Therapy Clinic Counselling X
Thamesview FHT 10. Individual, Couple and Family Therapy Counselling X

Counselling and Treatment Services by Community in Sarnia/Lambton

Organization Program Sarnia Petrolia Forest Grand Bend Watford

. . . 127. CONNECT Counselling and
Canadian Hearing Society Counselling Services |Treatment X
Central Lambton FHT 128. Mental Health RN Counselling & X
Support
Central Lambton FHT 129. Social Work Program Counselling & X
Support
130. Understanding Your Counselling , Case
Grand Bend Area M_ental I-_|ea|th ’ management,
Community Health Centre Dlagn05|s, quen S Suppor_t Groups, X
Anxiety & Coping Educational Support
Diagnosis Groups, Advocacy
Twin Bridges NP Led Clinic |131. Social Work Services |Counselling X
West Lambton Community - . . . X
Health Centre 132. Living with Depression |Group Counselling
West Lambton Community |133. Anger Management Group X
Health Centre Group counselling/teaching,
facilitator led, peer
support
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Wellness Program for Extended Psychosis (W-PEP)

The Western campus of Windsor Regional Hospital is the site of the Wellness Program for
Extended Psychosis (W-PEP), a program for the treatment of people with ongoing
schizophrenia, schizoaffective or delusional disorders. It provides screening, assessment and
comprehensive treatment, including, research and client education.

It appears to serve a population that is generally underserved — people whose symptoms and
behaviours are not as severe and multi-dimensional as those experienced by ACT team clients,
but who face ongoing behavioural and symptomatic issues that make them unsuitable for other
community treatment programs. As well, the program’s users are further advanced in their
illness than people with first episode psychosis. Its services are not time limited.

An evaluation of its outcomes sponsored by W-PEP shows substantial improvement in the lives
of its clients (a 30% improvement in perceived quality of life, and a 65% and 38% improvement
in positive and negative symptoms of schizophrenia respectively) and savings elsewhere in the
system (decreased average length of stay in hospital from 14.14 days to 10.39 days per
admission).

The population it serves is not served by any similar program in either Chatham or Sarnia.
Given the relatively low cost of the program, it may be prudent for the LHIN to provide ongoing
funding and, if its outcomes remain as positive as they appear to have been, similar programs,
sized to fit their communities, can be established in Sarnia and Chatham.

Opportunity #15
The Erie St. Clair LHIN should fund the Wellness Program for Extended Psychosis (W-
PEP) program in Windsor, and similar programs should be established in Sarnia and

Chatham. When this program is funded by the LHIN, the program should fall within the
administrative responsibility of the Community Mental Health Coordinating Agency.
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Residential Treatment

Desired Outcome

An array of residential treatment programs, integrated with each other and with other mental
health services, provide timely treatment to clients who cannot be better served by non-
residential treatment services.

Current State

Residential treatment services are provided in Erie St. Clair, and elsewhere, largely by hospital
in-patient mental health programs. Two kinds of these programs exist to provide inpatient
mental health care:

o Relatively short-term hospital inpatient programs. Hospitals that provide these programs
are called “Schedule One” hospitals because they are named in a schedule attached to
the Mental Health Act as providers of this kind of service.

e Longer-term (tertiary) beds for patients with longer-term or more complex needs.

Three hospitals in Erie St Clair provide Schedule One beds:
o Hétel-Dieu Grace Hospital in Windsor provides 68 psychiatric beds in three units:

o The Psychiatric Intensive Care Unit (PICU) is an eight bed unit providing
stabilization services for patients presenting a high risk to the safety of
themselves or others.

o 3 North and 3 South are both 30 bed units treating patients exhibiting general
disorders.

e The Bluewater Health inpatient unit in Sarnia comprises 27 beds. Three of these beds
are for child and adolescent psychiatry.
e The Chatham-Kent Health Alliance provides 21 psychiatric beds in Chatham.

A very rough measure of the equity of the Schedule One bed supply is the number of Schedule
One beds per 10,000 population aged 15 or older in each of the Erie St. Clair areas:

Schedule One beds per 10,000 population

aged 15 or older as per 2011 census

1. | Windsor/Essex 2.12 beds
2. | Sarnia/Lambton 2.30 beds®®
3. Chatham-Kent 2.40 beds

This suggests that Windsor/Essex may be slightly under-bedded (but not severely under-
bedded) compared to the other two areas (if Windsor/Essex had the same number of beds per
10,000 population aged 15 or older as Chatham-Kent has, it would have 76 beds rather than 68
beds).

Tertiary care beds are in place in one community in Erie St. Clair — in Windsor. Windsor
Regional Hospital provides 65 tertiary care beds (59 transferred recently from London, and six
beds allocated for future growth), located at its Western (Tayfour) Campus southwest of the
downtown core. This tertiary program, meant to serve Windsor/Essex and Chatham-Kent, is

13 The three child and adolescent beds at Bluewater Health in Sarnia are not included in this calculation.
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called the Toldo Neurobehavioral Institute, which opened in September 2011. The 59 beds

transferred from London are used for the following purposes at Windsor Regional Hospital:
e Geriatric psychiatry (17 beds)

Mood and anxiety treatment (16 beds)

Psychosis treatment (16 beds)

Dual diagnosis treatment (6 beds)

Assessment (4 beds).

Windsor Regional Hospital also operates an eight bed Mental Health Residential Rehabilitation
and Treatment Program, located in a homelike building in Windsor. It has a two year maximum
length of stay. A referral must be submitted from a long term mental health facility to the Essex
County Access Committee. On discharge, residents of the Mental Health Residential
Rehabilitation and Treatment Program receive services from the appropriate ACT team.

Tertiary care for Sarnia/Lambton continues to be provided at St. Joseph’s Health Care in
London. Sarnia and other Lambton County communities are significantly closer to London than
to Windsor. In recognition of Sarnia’s long-standing relationship to London in terms of tertiary
care, there are no plans to repatriate these beds to Sarnia or to Windsor Regional Hospital.

Forensic psychiatric beds are not provided in Erie St. Clair, which receives this specialized
service from St. Joseph’s Health Care London (and before that, from the St. Thomas Provincial
Psychiatric Hospital). Regional Mental Health St. Thomas (a division of St. Joseph’s Health
Care London) is building a new 89 bed forensic facility in St. Thomas with capacity to add
another 54 beds. It will serve Erie St. Clair as well as other areas. As of 2010/11 it provided 80
forensic beds. Regional Mental Health St. Thomas will also provide, as a regional resource:

e 12 adolescent psychiatry beds

e 12 dual diagnosis beds.

In short, five autonomous hospitals (four of which are located in Erie St. Clair) are responsible
for providing residential mental health treatment in or for Erie St. Clair.

Some processes are already in place to link these autonomous units, particularly in terms of the
links between tertiary beds at Windsor Regional Hospital and the Schedule One facilities (Hotel
Dieu and Chatham-Kent Health Alliance) and community mental health and related services:

o When a tertiary bed becomes available at Windsor Regional Hospital, a teleconference
is held with both Schedule One facilities to discuss the priority for filling the bed. This
process is evolving because of the newness of the tertiary beds.

o Case conferences are called for patients when they are nearly ready to be discharged
from Windsor Regional Hospital’s tertiary beds. These conferences involve all agencies
pertinent to the patient (for example, CMHA branches, Schedule One facilities,
community health centres, associations for community living and ACT teams). This
process also seems to be evolving with experience.

e In Windsor, some psychiatrists and nurses work at both the tertiary site and the
Schedule One site. This helps to operationally integrate the discussions that take place.

e Psychiatrists in Chatham-Kent use videoconferencing to stay in touch with patients and
to work with their counterparts in Windsor.

o Chiefs of Psychiatry of the Chatham-Kent Health Alliance, Hotel Dieu, Windsor Regional
Hospital, Bluewater Health and CMHA Lambton Kent hold regular minuted meetings to
discuss issues.
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The average length of stay (LOS) for Erie St. Clair residents in adult mental health (Schedule 1)
hospital beds is approximately 9 days below the provincial average. The admission rate is also
slightly below the provincial average.

Adult Mental Health Unit Utilization
by LHIN of Patient Residence
Fiscal Year 2010/11

LHIN of patient | Average LOS | Admissions Rate*
Erie St. Clair 22.9 434.6
South West 41.8 546.1
Waterloo 24.6 504.5
Wellington

HNHB 219 505.1
Central West 16.4 327.3
Mississauga 20.7 292.5
Halton

Toronto 374 563.2
Central

Central 21.4 321.2
Central East 239 385.1
South East 41.1 492.8
Champlain 26.3 438.1
North Simcoe 38 617.3
Muskoka

North East 35.8 677.9
North West 29.2 741.7
Unknown LHIN 100.6

Out-of 27

Province

Ontario 314 468.7
Residents

* Rate per 100,000 age 15+
Source - Ministry of Health and Long Term Care, Health Analytics Branch, July 2012
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Average LOS in Mental Health Unit-2010/11
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Overall the primary diagnosis of mental health hospital admissions in Erie St. Clair is similar to
the provincial experience with a higher percentage of mood disorder admissions and a lower

percentage for personality disorders and substance abuse disorders.

Proportion of Active Cases in Adult Designated Mental Health Units by LHIN of Hospital and SCIPP

Group, Fiscal Year 2010/11

SCIPP Group
Schlzophrer‘ua Cognitive Mood Personality S HETE Other
& psychotic . . ., related .
. . disorders disorders disorders . disorders
LHIN of hospital disorders disorders
Erie St. Clair 32.6 4.3 53.4 0.8 4.5 4.3
South West 31.7 8.4 45.0 4.1 5.4 53
Waterloo Wellington 15.5 3.1 49.6 1.6 23.7 6.5
HNHB 28.8 4.9 46.5 4.3 7.9 7.5
Central West 38.5 2.5 40.0 2.1 7.1 9.8
Mississauga Halton 33.8 6.0 41.7 4.4 5.5 8.6
Toronto Central 42.0 2.7 39.3 3.6 9.5 3.0
Central 39.3 4.0 45.0 2.8 4.3 4.7
Central East 40.4 5.2 44.0 2.8 3.4 4.3
South East 333 8.4 38.9 5.8 7.0 6.7
Champlain 35.4 7.5 38.4 4.6 8.0 6.2
North Simcoe Muskoka 30.7 4.4 40.9 6.1 9.8 8.2
North East 31.3 3.3 50.1 3.5 7.0 4.8
North West 28.5 7.4 40.7 7.8 10.4 5.1
Ontario Hospitals 33.7 5.0 43.6 3.7 8.4 5.7
Source - Ministry of Health and Long Term Care, Health Analytics Branch
Diagnosis for Mental Health Admissions, 2010/11
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Prior to the divestment of tertiary mental health beds to Windsor Regional Hospital from London,
Erie St. Clair residents had a relatively lower percentage of the total separations and bed days
for specialty mental health beds as compared to the provincial rate based on population. This
implies that Erie St. Clair residents used less specialty mental health bed resources than the
provincial average. At the same time, Erie St. Clair had a slightly higher percentage of acute
mental health separations and days of stay than the province. Anecdotal information suggests
that because of the distance, patients were often treated in local acute beds rather than
specialty beds in London.

Specialty Mental Health Bed Separations, 2006

% of Provincial Separations|% of Provincial Population
ESC 3.1% 5.1%
Ontario 100.0% 100.0%
Source - Mental Health and Addictions in Ontario LHINs - 2008

Specialty Mental Health Bed Separations, 2006
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Specialty Mental Health Bed Days, 2006
% of Provincial Separations|% of Provincial Population
ESC 3.6% 5.1%
Ontario 100.0% 100.0%
Source - Mental Health and Addictions in Ontario LHINs - 2008

Specialty Mental Health Bed Days, 2006

6.0%
5.1%
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4.0% 36%
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Separations and Days for Acute Hospital for Mental Health Conditions, 2006

Separations/1000 Days/1000
Sarnia/Lambton 6.4 61.3
Chatham-Kent 5.8 60.5
Windsor/Essex 6.1 79.8
ESC 6.1 72.7
Ontario 5.2 55.3

Source - Mental Health and Addictions in Ontario LHINs - 2008
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Rationale for Change

Hospitals that provide residential mental health treatment in Erie St. Clair have created many
admirable links to promote coordination with each other and with community mental health and
related services, but there is room for more formal links among the hospitals to help them to
become jointly accountable to people they serve and to the LHIN, and to maintain and enhance
consistency of residential treatment across the LHIN and joint quality improvement approaches.

This integration could be achieved through the creation of a corporation that is accountable to
the LHIN and to the population of Erie St. Clair for all residential mental health treatment in and
for Erie St. Clair, and that purchases residential treatment services (and sets the conditions of
service) from hospitals in Erie St. Clair (and possibly from St. Joseph’s Health Care in London
as well). But a less structural approach may serve just as well — an approach that:
e Creates in effect a single point of accountability for residential treatment
e Fosters joint problem-solving and opportunity identification among all hospitals providing
mental health services in Erie St, Clair
e Provides a vehicle for development of consistent protocols for residential treatment in
Erie St. Clair, for linkages to other parts of the mental health service system (including
linkages to hospital emergency departments in Erie St. Clair), for sharing specialized
resources among participating hospitals and for disseminating promising practices.

This second approach would have two dimensions:
e An accountability dimension
e A process dimension.

In terms of the accountability dimension, the Erie St. Clair LHIN should negotiate a joint hospital
mental health service accountability agreement with all hospitals in Erie St. Clair that deliver
mental health services (including but not limited to residential treatment services) for the
provision of hospital-sponsored mental health services. This joint accountability agreement
could be added as an addendum to the individual broader accountability agreements that each
hospital has with the LHIN.

In terms of the process dimension, hospitals in Erie St. Clair providing mental health services
should create an inter-hospital mental health service integration committee. Its members should
comprise, at the very least, the directors of mental health services and the chiefs of psychiatry
of each participating hospital (although consideration might be given to involving the CEOs of
each participating hospital as well). This committee would be accountable to the hospitals (and
through them to the LHIN and the community) for:

e Achieving the outcomes specified in the joint mental health service accountability

agreement between the hospitals and the LHIN
e Exploring other opportunities for joint action on hospital mental health services.

Opportunity #16

The Erie St. Clair LHIN should negotiate and execute a joint hospital mental health
service accountability agreement with all hospitals in Erie St. Clair that provide mental
health services.

e Ajoint hospital mental health service accountability agreement is negotiated between hospitals

VEEL O and the LHIN.

Year Two e The joint mental hospital health service accountability agreement is signed and comes into effect.

Year Three e Evaluation of the formative phase of the joint hospital mental health service accountability
agreement takes place.
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Opportunity #17

Hospitals in Erie St. Clair that provide mental health services should create an inter-
hospital mental health service integration committee to:
e Help hospitals to achieve the outcomes specified in the joint hospital mental
health services accountability agreement between the hospitals and the LHIN
o Explore other opportunities for joint action related to hospital-based mental health
services in and for Erie St. Clair.

e Hospitals jointly identify the membership and terms of reference of an inter-hospital mental
Year One health service integration committee.
o The inter-hospital mental health service integration committee begins to meet.

e The inter-hospital mental health service integration committee determines how it will help
Year Two hospitals achieve the terms of the joint hospital mental health services accountability
agreement.

e Evaluation of the formative phase of the inter-hospital mental health service integration

Year Three committee takes place.
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Evening and Weekend Treatment

Desired Outcome

People access evening and weekend mental health services when they cannot conveniently
access weekday services.

Current State

Excluding 11 housing and safe bed programs, five inpatient programs and six community crisis
programs, 28 of 128 programs across Erie St. Clair report that they offer extended hours in the
form of evening and/or weekend and/or by appointment services.**

Rationale for Change

It is unclear if the hours of operation of most programs reflect the desire of clients for daytime
weekday programming, or if current hours are a matter of administrative convenience on the
part of providers. In a person-centred system (something called for in this strategic plan’s vision
for the service system) it makes sense for organizations to find out from time to time if their
hours of operation meet the expectations of most of their clients. Put another way, it is useful to
know if the hours of operation hinder clients’ ability to pursue other social goods such as
education and employment.

Opportunity #18
With support from the LHIN, mental health service agencies in Erie St. Clair should

conduct impartial canvasses of their clients to find out if agency hours of service
delivery match the expectations of clients.

e Agencies in Erie St. Clair jointly develop a method of surveying clients to determine their

Year One . - :
preferences in terms of agency hours of service operation.

Year Two e Agencies carry out the surveys.

e The results of surveys are analyzed to determine if there should be adjustments to agency
hours of service operation.

Year Three

1 Source: ConnexOntario inventory of mental health services
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Crisis Services

Desired Outcome

A coordinated and comprehensive community based mental health crisis service system is
provided equitably across Erie St. Clair, integrated with other crisis response systems in Erie St.
Clair.

Current State

According to Ministry guidelines (Crisis Response Service Standards for Mental Health Services
and Supports, 2005) crisis response services are a key part of the continuum of mental health
services and supports for people with serious mental illness, Making It Happen: Operational
Framework for the Delivery of Mental Health Services and Supports (1999) defined the
functions of the mental health crisis response system:

e Assessment and planning includes gathering pertinent information from the consumer and
other key supports to develop an understanding of recent events, and psychosocial and
biological factors related to the presenting crisis. This function also includes the
development of an intervention plan which takes into account the consumer’s immediate
needs, strengths, weaknesses and social support system.

e Crisis support/counseling that provides the individual and family with emotional support,
practical assistance and access to a range of appropriate resources available to resolve the
immediate crisis.

o Medical intervention is an integral part of the crisis response system. It is important to
develop links between medical and non-medical service providers to ensure access to
resources to resolve the crisis. Medical interventions may be provided by nurses, physicians
and pharmacists.

e Environmental interventions and crisis stabilization that involve access to services to
stabilize the crisis and includes direct action within the individual’s community to provide
supports such as arranging for money/income support, dealing with employers, planning for
long/short-term housing/accommodation issues and addressing family issues.

o Review/follow-up/referral that provides appropriate referral to ongoing services and
supports that have been mutually defined by the consumer and service provider once the
crisis has dissipated.

e Monitoring and evaluation that evaluates the achievement of goals (from the perspective
of both the consumer and service provider) and consumer satisfaction.

e Information, liaison, advocacy and consultation/collaboration that provide information
to the consumer, family/key supports and service providers regarding types of services and
supports available, establish partnerships among service providers to create an integrated
service network, and advocate and consult on behalf of consumers and families/key
supports within the service network.

Crisis response services offer treatment and support to individuals experiencing a crisis. They
provide immediate relief from symptoms, prevent the condition from worsening and resolve the
crisis as soon as possible. Because mental health crises differ in their origins and symptoms,
crisis response services must respond to individual need by providing a range of services and
settings. Crisis services must be integrated within the broader mental health system to meet
differing needs, including those of people accessing other mental health services as well as
those accessing the mental health system for the first time through crisis response services.
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Crisis response services provide individuals with timely access to a variety of crisis service
options such as telephone crisis response, walk-in services, mobile crisis outreach, crisis
residential services, and psychiatric emergency/medical crisis services. These services reduce
unnecessary hospitalization and improve quality of life for individuals experiencing a mental
health crisis through symptom relief and access to on-going support to prevent future crises.

Programs funded to provide crisis services in Erie St. Clair are provided by five organizations:
e CMHA Lambton Kent

CMHA Windsor-Essex County Branch

Bluewater Health in Sarnia

Hotel Dieu Grace Hospital in Windsor

Chatham-Kent Health Alliance.

These services are provided in a variety of ways including mobile, telephone, residential, walk-in
and emergency/medical. The intensity of crisis service provided by these five organizations
varies considerably based on the range of cases per FTEs for these programs. The FTEs
available per population in the three service areas of Windsor/Essex, Chatham-Kent and
Sarnia/Lambton also vary widely.

Safe bed services, a residential form of crisis intervention, are provided by CMHA Lambton Kent
and CMHA Windsor-Essex County Branch. The use of safe beds on a population basis varies
considerably across the three service areas.

Five hospital sites have emergency departments that are a last resort for people in mental
health crisis:

e Chatham-Kent Health Alliance’s Chatham and Sydenham (Wallaceburg) campuses
Bluewater Health in Sarnia
Charlotte Eleanor Englehart Hospital of Bluewater Health in Petrolia
Hotel Dieu Grace Hospital in Windsor
Leamington District Memorial Hospital in Leamington.

The rate of repeat mental health visits to the hospital emergency rooms in Erie St. Clair is about
the same as the average for Ontario. By the very nature of their programming, ACT teams, case
managers and hospital emergency departments also provide some form of crisis intervention.
The number of clients served by ACT teams is well below the estimated number of potential
clients, which indirectly affects the amount of crisis service available to residents. Case
managers available on a population basis also vary considerably across the three service areas,
suggesting that some areas may be better served than others.

Rationale for Change

Crisis service resources as measured by FTEs per 100 seriously mentally ill (estimated by
community) average 0.28 for Erie St. Clair but vary considerably from 0.21 to 0.54 across the
three areas in Erie St. Clair (see table on next page). This ratio can be a proxy that suggests a
variation in resource distribution. The cases per crisis FTE also varies considerably, suggesting
a variation in either service intensity or efficiency.
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Crisis Response Services

Area FTEs Clients Cases/FTE FTES/lOO peoplle with

serious mental illness
Sarnia/Lambton 6.85 2,741 400 0.21
Chatham-Kent 13.9 2,009 145 0.54
Windsor/Essex 22.1 7,842 355 0.23
Total, all areas 42.85 12,592 294 0.28

Source: Mental Health Service Provider Survey, Aug./Sept. 2012

A variety of crisis service types are provided at various levels of intensity by a number of
organizations across Erie St. Clair. The level of resources available for crisis varies
considerable even though the demographic profile suggests that the need should be similar
across Erie St. Clair. A consolidation of providers and a consistent array of service type and
intensity across Erie St. Clair would ensure that integrated crisis services are provided
equitably. The roles of ACT teams, case managers and hospital emergency departments must
be coordinated with crisis services to ensure that gaps and overlap are avoided. As well, other
community resources that do (or should) connect people in crisis with crisis mental health
services should be involved in planning for a more integrated and equitably sized and
distributed mental health crisis system. These other resources include but are not limited to
police, emergency medical services (ambulances and paramedics), primary healthcare
providers and distress centres. Many of these services already have collaborative relationships
with mental health crisis services. Their continued and enhanced involvement will help ensure
not only that Erie St. Clair has an integrated mental health crisis system — it will help ensure that
Erie St. Clair's communities have integrated community crisis systems.

It is prudent for the Erie St. Clair LHIN and crisis service providers to ensure that crisis services
are coordinated, equitably distributed across Erie St. Clair, and configured and operated in
conformity with the Ontario Ministry of Health and Long-Term Care’s policy document Crisis
Response Service Standards for Mental Health Services and Supports (2005) as well as with
any updates or additions to these standards.

Currently three mental health-related crisis lines are in operation in Erie St. Clair, run by the
Sarnia Lambton Family Counselling Centre (Sarnia), Hotel Dieu Grace Hospital (Windsor) and
CMHA Lambton Kent (Chatham). These should be integrated to create a single 1-800 crisis line
for Erie St. Clair, to be operated by the Community Mental Health Coordinating Agency.

Opportunity #19

All mental health crisis service stakeholders, as well as other health and non-health
crisis service providers, should work together to create an equitably funded and
geographically distributed mental health crisis service system for Erie St. Clair.

Opportunity #20

Crisis lines operated by the Sarnia Lambton Family Counselling Centre (Sarnia), Hotel
Dieu Grace Hospital (Windsor)* and CMHA Lambton Kent (Chatham) should be
integrated into a single 1-800 crisis line for Erie St. Clair, to be operated by the
Community Mental Health Coordinating Agency.

!> Because of the way the Hotel Dieu crisis line is integrated with other Hotel Dieu crisis services, it may
be desirable to maintain its crisis line capacity until all mobile crisis serves are transferred to the
Community Mental Health Coordinating Agency, but linked to the 1-800 crisis line so calls from Windsor
to the 1-800 line are automatically re-routed to the Hotel Dieu crisis line.
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The timeline for implementing both of the opportunities above would be:

Year One

The Erie St. Clair LHIN reviews the funding levels for crisis services including safe bed services
to determine an equitable distribution of resources based on population needs.

Onel1-800 crisis number is developed for the Erie St. Clair area. Crisis line funding is divested
from Sarnia Lambton Family Counselling Centre to the Community Mental Health Coordinating
Agency.

Year Two

Hospitals and the Community Mental Health Coordinating Agency, in consultation with other
health and non-health crisis service stakeholders, jointly develop a plan for the integrated
equitable delivery of crisis and safe bed services across Erie St. Clair that includes an
appropriate mix of mobile, telephone, walk-in, residential and hospital emergency crisis
services. This should include a review of the programs that involve local police to ensure
program consistency and sustainability and that they are entrenched in the mental health crisis
system.

Year Three

In conjunction with the successful implementation of the inner city model in Windsor, mobile
crisis and crisis line services are transferred from Hotel Dieu Grace Hospital to the Community
Mental Health Coordinating Agency.

ConnexOntario has developed a next day booking program which is used in the South West
LHIN area. Crisis services (including hospital emergency departments) can contact
ConnexOntario to book a next day appointment with a mental health service provider.

ConnexOntario can make this connection because, under this model, it has electronic access
(with suitable confidentiality safeguards) to the schedules of a number of mental health service
providers. Introducing the same model in Erie St. Clair would help with a problem that a number
of stakeholders have raised — timely access to services after crisis help has been provided.

Recommendation #21

The ConnexOntario next day booking model, as a way to connect crisis services with the
non-crisis mental health service system, should be introduced into Erie St. Clair.

Hospitals, the Community Mental Health Coordinating Agency and any other relevant

Year One stakeholders (including ConnexOntario) develop a plan to introduce the ConnexOntario next
day booking model into Erie St. Clair.

Year Two e The ConnexOntario next day booking model is introduced into Erie St. Clair.

Near Three e A formative evaluation of the introduction of the ConnexOntario next day booking model is

conducted.
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Case Management

Desired Outcome

Case management services are in place across Erie St. Clair, offering a range of breadth and
intensity, and integrated with each other and with assertive community treatment resources.

Current State

Lists of case management services operating in 10 communities in Erie St. Clair are found on
the next page. Case managers available on a population basis vary considerably across the
LHIN’s three service areas, suggesting that some areas may be better served than others.

“Case Management is a collaborative client-driven process for the provision of quality health care
and support services through the effective and efficient use of resources. Case Managers support
the clients’ achievement of safe, realistic and reasonable goals within a complex health care,
social, and fiscal environment.”

National Case Management Network of Canada

Rationale for Change

Of the 28 case management programs in Erie St. Clair:

e 21 are operated by CMHA branches

e Five are operated by primary care groups

e Two are operated by hospitals (both of these are Community Treatment Order case
management programs).

When the integration described earlier in this strategic plan takes place:

e 30 case management programs will be operated by the Community Mental Health
Coordinating Agency

o Five will be operated by primary care groups

e All three Community Treatment Order case management programs will be operated by a
single agency — the Community Mental Health Coordinating Agency (at present they are
operated by three separate organizations).

This strategic plan also calls for a close working relationship between the Community Mental
Health Coordinating Agency and primary care groups that provide mental health services.
Among other things, this working relationship should involve harmonization of case
management between the Community Mental Health Coordinating Agency and primary care
groups.

Harmonization does not mean these programs need all operate in the same way. It does mean
that there would be understanding among case management providers, and other providers, of
what case management means to each agency providing it, and that no clients will fall through
the cracks in the case management system.

Case management resource distribution as depicted by FTEs and the cases per FTE vary
considerably across Erie St. Clair (see table on next page). The Ministry guidelines for case
management are 20 clients for each case manager. Erie St. Clair ranges from 21 to 28.
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Case Management Services, Erie St. Clair

Area FTEs Clients Cases/FTE FTEs/100 peopl_e with serious
mental illness
Sarnia/Lambton 17.17 485 28 15.2
Chatham-Kent 17.73 380 21 14.7
Windsor/Essex 29.0 873 30 9.1
Total, all areas 63.9 1,738 27 11.3

Source: Mental Health Service Provider Survey, Aug./Sept. 2012

Case Management Service Providers in Windsor/Essex

Organization Program Type Windsor | Leamington | Essex gs:: Amherstburg
1. Intensive Case

CMHA Windsor-Essex Management - I.‘OW Case Management X
German-Speaking
Program

CMHA Windsor-Essex 2. Intensive Case Case Management X
Management

3. Community Support

CMHA Windsor-Essex Services - Case Case Management X
Management Program

CMHA Windsor-Essex 4. Dual Diagnosis Case Management X
Program

CMHA Windsor-Essex 5. Communlty Outreach Case Management X
Service

) 6. Community Treatment
CMHA Windsor-Essex Orders (CTO) Case Management X
Essex County Nurse 7. General counselling |Counselling & Case
e e : X
Practitioner-Led Clinic services Management
Essex County Nurse 8. General counselling |Counselling & Case
. L ) X

Practitioner-Led Clinic services Management

Windsor Essex CHC —

Street Health 9. Street Health Case Management X

Case Management Services by Community in Chatham-Kent

Organization Program Type Chatham Wallaceburg
CMHA Lambton Kent 10. Concurrent Disorders Case X
Management
CMHA Lambton Kent 11. Integrated Client Case X
Services Management
CMHA Lambton Kent 12. Integrated Client Case X
Services Management
CMHA Lambton Kent 13. Release from Custody Case X
Management
C-K Health Alliance - 14. Community Treatment Case X
MH & Addictions Order Program Management

Case Management Services by Community in Sarnia/Lambton

Organization Program Type Sarnia | Petrolia | Forest %r;:‘éj Watford

Bluewater Health 15. Community Treatment Case Management X

Order Program
CMHA Lambton Kent 16. Concurrent Disorders Case Management X

Program
CMHA Lambton Kent 17. Dual Diagnosis Specialist |Case Management X
CMHA Lambton Kent 18. Integrated Client Services |Case Management X
CMHA Lambton Kent 19. Integrated Client Services |Case Management X
CMHA Lambton Kent 20. Integrated Client Services |Case Management X
CMHA Lambton Kent 21. Integrated Client Services |Case Management X
CMHA Lambton Kent 22. Integrated Client Services |Case Management X
CMHA Lambton Kent 23. Integrated Client Services |Case Management X
CMHA Lambton Kent 24. Release from Custody Case Management X

25. Specialized Geriatric

CMHA Lambton Kent Mental Health Outreach Case Management X

Team (G Care)

26. Understanding Your Counselling , CM
(C;g?:i E:?;j :ézlath Mental Health_Diagnosis, Suppor_t Groups, X
c Women'’s Anxiety & Educational Support
entre . . -
Coping Diagnosis Groups, Advocacy
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Recommendation #22

Primary care groups and the Community Mental Health Coordinating Agency should
harmonize the case management services they provide across Erie St. Clair.

Integration of case management services starts, via transfer of case management programs

WD Qs to the Community Mental Health Coordinating Agency.
e Integration of case management services continues.

Year Two o Al org.aniz.ations providing case management sgryices (i.e. the Community Meqtal Health
Coordinating Agency and primary care groups) jointly develop a plan to harmonize case
management services.

Year Three e Harmonization of all case management services takes place.

“It is possible to define a rather limited form of case management, which | describe as
‘Administrative’ case management where service arrangement and coordination are seen as the
central tasks. The other tasks of case management such as counselling, dealing with
psychological stresses and tensions arising from caring or providing advice to families would be
undertaken by other persons than the case manager. This would of course be compatible with the
service dominated traditions of care for the elderly. On the other hand a ‘Complete’ model of case
management would undertake all the core tasks including responding to psychological need. The
great danger of the ‘Administrative’ model would appear to be how it fits perhaps too easily into
existing structures and patterns, permitting an unnecessary and probably undesirable separation
of responses to the practical needs of individuals from their psychological needs (Kubisa, 1990).
Indeed one could characterise the difference between the ‘Administrative’ and the ‘Complete’
model of case management as that between service dominated and client centred approaches.”

Case management: problems and possibilities. Challis D, University of Kent, Canterbury
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Assertive Community Treatment

Desired Outcome

Rapid multidisciplinary continuing treatment and support is provided by ACT teams, provided
where the person is and at whatever time the person needs it, for people with serious, complex
or persistent mental illness.

Current State

“Although there are similarities between ACT and intensive case management models, the
services are delivered differently (i.e., ACT services are provided by a team versus intensive case
management services which are provided by a single case manager.)”

Intensive Case Management Service Standards for Mental Health Services and Supports. Ontario Ministry
of Health and Long Term Care. May 2005

Assertive community treatment is provided by multidisciplinary treatment teams providing
assertive outreach, individualized treatment, ongoing and continuous services, linkages and
include a monitoring and evaluation component.

Four ACT teams operate in Erie St. Clair:
e Two for Windsor/Essex, operated by Windsor Regional Hospital (one team serves
Windsor and the other team serves the rest of Essex County)
e One for Chatham-Kent, operated by Windsor Regional Hospital
e One for Sarnia/Lambton, operated by Bluewater Health.

ACT teams in Windsor and Chatham were previously run by Regional Mental Health Care
London and were divested to Windsor Regional Hospital along with the 59 tertiary beds (Tier 2).

The Chatham-Kent ACT team is the only one of the four that does not operate on a 24/7 basis.
The Sarnia/Lambton ACT team appears to serve only Sarnia, not the rest of Lambton County.
ACT teams in Erie St. Clair (except the Sarnia/Lambton team) operate at the low end of
provincial guidelines for client to ACT team staff ratios (see MOHLTC ACT definitions in
Appendix Twelve: Mental Health Services Survey 2012, Section 1, Case Management).

Erie St. Clair's ACT teams provide service to 342 clients at an average ratio of 7 clients per staff
member. An estimate of the potential number of ACT clients in Erie St. Clair is significantly
higher (769) suggesting that the area may be underserviced.
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ACTT Clients, 2011/12
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Rationale for Change

This strategic plan’s approach to integration, described earlier in the plan, proposes the transfer
of ACT teams in Erie St. Clair to the Community Mental Health Coordinating Agency, phased in
over three years and starting with the transfer of the Sarnia/Lambton ACT team.

This will disrupt some relationships between the ACT teams and personnel at the hospitals to
which the teams are currently attached. However, the attachment of ACT teams with the
Community Mental Health Coordinating Agency should allow for better integration of ACT team
work with the work of case management and intensive case management programs operated
by the Community Mental Health Coordinating Agency: a continuum of case management, from
less intense case management to intensive case management to ACT teams, will operate under
the same administrative roof. This will also allow for standardization of ACT team accessibility
and performance across Erie St. Clair and in some instances the substitution of less intense but
equally effective and more appropriate case management options for some clients.

The staged transfer of ACT teams proposed in this strategic plan builds in a two year delay
before ACT teams affiliated with Windsor Regional Hospital are transferred to the Community
Mental Health Coordinating Agency. During this transitional period the Erie St. Clair LHIN,
Windsor Regional Hospital and the Community Mental Health Coordinating Agency should
monitor the transfer of the Sarnia/Lambton ACT team and should review the evolving evidence
base on ACT teams to determine if at least one of the Windsor Regional Hospital’s two
Windsor/Essex ACT teams should remain affiliated with the hospital or whether both ACT teams
should be transferred to the Community Mental Health Coordinating Agency. This prudent
“second review” will help ensure that the final decision on ACT teams related to Windsor is
made on the basis of the best possible evidence immediately prior to the scheduled transfer.

Recommendation #23

Prior to the date scheduled for transfer of Windsor Regional Hospital-based ACT teams
to the Community Mental Health Coordinating Agency, the Erie St. Clair LHIN, Windsor
Regional Hospital and the Community Mental Health Coordinating Agency should
monitor the transfer of the Sarnia/Lambton ACT team and should review the evolving
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evidence base on ACT teams to determine if at least one of the Windsor Regional
Hospital ACT teams should remain affiliated with the hospital or whether both ACT teams
should be transferred to the Community Mental Health Coordinating Agency.

Before all ACT teams are part of the Community Mental Health Coordinating Agency, efforts to
account for or correct discrepancies in terms of hours of operation, geographical coverage and
caseloads should be initiated.

Recommendation #24

The two hospitals to which ACT teams are responsible (Bluewater Health and Windsor
Regional Hospital) should work jointly with each other and with the LHIN and the
Community Mental Health Coordinating Agency to account for or correct discrepancies
in terms of hours of operation, geographical coverage and caseloads of ACT teams.

e Bluewater Health, Windsor Regional Hospital, LHIN and Community Mental Health
Coordinating Agency correct discrepancies in terms of hours of operation, geographical
coverage and caseloads of ACT teams.

e  Bluewater Health ACT team transfers to Community Mental Health Coordinating Agency.

Year One

Year Two e  Study of desirable ACT team affiliations begins.

e  Study of desirable ACT team affiliations is completed.
Year Three e  Other ACT teams transfer to Community Mental Health Coordinating Agency (contingent on
findings of the study).
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Rehabilitation

Desired Outcome

An array of effective rehabilitation services consistent with the philosophy of recovery is in
place, including but not limited to consumer/survivor/family-run rehabilitation services.

Current State

In terms of terminology, two words are often used in mental health systems: recovery, and
rehabilitation. This strategic plan ascribes different meanings to the two words:

e Recovery is considered to be a philosophical and pragmatic approach to providing
service which includes but transcends treatment. It is based on the principle that the
person should be helped, in ways that engage the person, in gaining or regaining well-
being in all aspects of their lives — in part because they may face a diminished sense of
well-being as a result of mental illness. Symptom reduction alone is not enough in the
recovery philosophy.

e Rehabilitation (often called psychosocial rehabilitation in the mental health field)
comprises a set of techniques, approaches and services that are of practical use in
helping people to recover from mental iliness, even when the iliness persists.

In short, all personnel in the mental health system should do their best to promote recovery. But
some parts of the system will have a more focused role in applying rehabilitative techniques so
clients can achieve recovery.

Recovery is not something that occurs only after treatment. It can be an activity concurrent with
treatment — and both may be ongoing recovery processes. It should also be noted that the line
between treatment and rehabilitation is not clear-cut, nor will it ever be clear-cut within the
context of assisting complex multi-faceted human beings.

Recovery and rehabilitation are concepts that apply to family members as well as people living
with mental illness. Family members (broadly defined, since it can include friends) can be
partners in recovery and rehabilitation of their family members with a mental iliness, but they are
often themselves in need of recovery and rehabilitation assistance because of the traumatic
effects that a mental illness has on a family.

“Unlike in the past, when the vast majority of people with mental illnesses were kept in hospitals
and families were little involved and had distant relationships with the mental health system,
families today often act as informal case managers for their loved ones. Family navigators could
play an important role by helping guide families through an often complex and fragmented
system, as well as helping families adjust expectations and cope with other consequences of
mental health problems and illness.”

Toward Recovery and Well Being; A Framework for a Mental Health Strategy for Canada. Mental Health

Commission of Canada

For purposes of discussing rehabilitation in this strategic plan, several service categories (called
“functional centres”) used by ConnexOntario to categorize and describe services in its service
inventory will be used that collectively describe rehabilitation (see next page).

86




Vocational/Employment

This functional centre pertains to the provision of a range of employment supports including job
development/creation/employer outreach, skills development/training for job/education, skills
training on the job, job search skills/job placement, employment, planning/career counselling,
supported education, supports to sustaining education/employment, and leadership training.

Clubhouses

This functional centre pertains to the provision of multi-service psychosocial rehabilitation

functions to people with serious mental iliness. Based on the psychosocial rehabilitation

principles, services for clients or members are recovery focused and include the following:

e Provision of community support/generic case-management services

e Provision of a structured work day with activities that support recovery

e Provision of supported education and supported employment, including transitional
employment

¢ Provision of social and recreational programs.

e Assistance to client to secure housing

This excludes drop-in centres that are to be reported using consumer/survivor functional

centres.

Social Rehabilitation/Recreation

This functional centre pertains to the provision and promotion of opportunities for seriously
mentally ill service recipients to develop inter-personal, social, and leadership skills, in order to
interact fully in their communities as defined by themselves. Due to the high co-relation of social
development with the determinants of health, it is common to provide psychosocial rehabilitation
and support to clients in the areas of a safe place to live, the ways and means to contribute to
the community, and the development/maintenance of positive relationships with self/family/
friends. Social rehabilitation/recreation requires any or all of the following service recipient-
directed services: assessment, counselling, planning, consultation with other service providers,
service co-ordination, advocacy, monitoring and evaluation. Also, services include development
of linkages with other service providers to maximize opportunities for social rehabilitation to
isolated persons. Advocacy to bring about systemic change is an essential element of social
rehabilitation.

Peer/Self-help Initiatives

This functional centre pertains to the provision of a range of consumer directed and consumer
driven initiatives including self-help initiatives, peer support, drop-in centres and public and
provider education about self-help.

Alternative Businesses

This functional centre pertains to the provision of consumer operated businesses that offer full/
part time employment at market rate or higher. They offer a combination of job development, job
placement and supported education within the self-help context. They may also offer self-
employment opportunities for consumers to earn income through independent contract work.
Support and accommodation are provided on-site to consumer employees.

Family Initiatives

This functional centre pertains to family groups participating in the planning and evaluation of
care delivery, as well as the provision of services such as self-help, peer support, education,
advocacy, etc.
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The following three tables show programs in Erie St. Clair listed in the ConnexOntario inventory
that fall into the ConnexOntario categories described above. The tables also show rehabilitation-
related programs run by family health teams, community health centres and nurse practitioner-
led clinics in Erie St. Clair, derived from a survey of these primary care organizations.

Rehabilitation Services by Community in Windsor/Essex

Organization

Program

Windsor Leamington Essex

Belle
River

Ambherstburg

) Employment Support .
CMHA Windsor-Essex Services (ESS) Vocational/Employment X
Mental Health Connections Family Initiatives Family Initiative X
Program
Mental Health Connections Consumer/Survivor Peer/Self-help Initiative X
Program

Psychosocial

Social Rehabilitation/

Mental Health Connections Rehabilitation Recreation X
Mental Health

Consumer/Survivor . . Vocational /

Employment Association Ten Friends Diner Employment X
of Essex County

Mood Disorders Peer/Self-help Peer/Self-help Initiative X

Association of Ontario

Initiative

Rehabilitation Services by Community in Chatham-Kent

Organization | Program Type | Chatham Wallaceburg

CMHA Lambton Kent - Family Program Family Initiative X

Mental Health Network Yy Frog Y

CMHA Lambton Kent - Peer/Self-Help -

Mental Health Network Program Peer/Self-help Initiative X
Vocational/

CMHA Lambton Kent Employment Vocational / Employment X
Support

Chatham-Kent CHC Women's Anger Group Therapy X
Solutions
Bereavement

Chatham-Kent CHC Support Group Support Group X

Chatham-Kent CHC Be Yo'ur Own Self-esteem group for female youth X
Beautiful

Chatham-Kent CHC Just the Guys Socialization X
Strengthening

Chatham-Kent CHC Families for the Family Initiative X
Future

Thamesview FHT The Mixer Group Group X

Thamesview FHT Bereavement Group |Group X

Thamesview FHT Parenting Group g%(;r;?:aducanon, Group Therapy X

. Care-giver Support |Psychoeducation, Self-care, Group

Thamesview FHT Group Therapy Support X

Mood Disorders Peer/Self-help o

Association of Ontario Initiative Peer/Self-help Initiative X
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Rehabilitation Services by Community in Sarnia/Lambton

Organization

Program

Sarnia Petrolia Forest

Grand

Watford

CMHA Lambton Kent Lambton Family | iy nitiative X
Initiative
Consumer Survivor
CMHA Lambton Kent Association of Peer/Self-help Initiative X
Lambton
CMHA Lambton Kent Vocational/Employm Vocational / Employment X
ent Support
Understanding Your c ling G
ounselling , Case
Grand Bend Area Community '\D/I.ental Hea\l/tvh .. [management, Support X
Health Centre lagnosis, yvomen's Groups, Educational
AUX|ety & Coping Support Groups, Advocacy
Diagnosis
North Lambton CHC Express Yourself! Group X
Meet Me In The
North Lambton CHC Kitchen Group X
Mood D|§orders Association ngr/_SeIf—heIp Peer/Self-help Initiative X
of Ontario Initiative
Anger Management |Group counselling/teaching,
West Lambton CHC Group facilitator led, peer support X

Consumer/survivor initiatives operate in Windsor, Sarnia and Chatham. In Sarnia and Chatham,
these initiatives are funded through CMHA Lambton Kent. In Windsor, two consumer/survivor/
family initiatives operate as independent entities:
e Mental Health Connections
e The Mental Health Consumer/Survivor Employment Association of Essex County, which
operates Ten Friends Diner.

As well, peer support groups are provided in Windsor, Sarnia and Lambton by the Mood
Disorders Association of Ontario, via funding provided directly to the Mood Disorders
Association of Canada to provide these groups across Ontario. Three local mental health
organizations support the Mood Disorders Association’s work by providing space for these
group meetings:

e The Windsor group meets at the office of CMHA Windsor-Essex County Branch

e The Sarnia group meets at the Consumer Survivor Association of Lambton’s site

e The Chatham group meets at the Chatham-Kent Health Alliance, Chatham Campus.

Rationale for Change

Rehabilitation should be considered a priority for expansion within Erie St. Clair. In particular the
“priority within a priority” should be expansion of rehabilitation services offered by consumer/
survivor/family-led organizations. There are several reasons to consider these as priorities:

o Mental health rehabilitation in general should be considered a priority because
rehabilitation can strengthen the capacities of people living with mental illness, as well as
their informal support systems. This may render them less likely to relapse into
debilitating symptoms of mental iliness, it may give them greater resilience when relapse
occurs, and it may help prevent the social crises that often precipitate mental health
crises and ensuing readmission to treatment programs.

e Mental health rehabilitation provided through consumer/survivor/family-led organizations
can act as a resource extender by engaging people living with mental illness and their
families as crucial self-help and mutual help resources, on a volunteer or paid basis.
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o The area of rehabilitation is one area where it is most likely that consumer empowerment
can be exhibited structurally — the one area where organizations are consumer/family
governed, not only consumer/family influenced (even though these resources can and
should hire sufficient professionally trained and competent staff). As well, the
rehabilitation sector is a promising place for the introduction of paid peer support
workers, who combine personal experience of mental illness with the training necessary
to help them to become productive members of the paid therapeutic workforce.*®

“Ontario’s mental health policy has signalled the need for the development of peer run initiatives
since 1993 (Ontario Ministry of Health, 1993). Despite the policy, which came after the funding
envelope for peer run initiatives in 1991, progress has been slow on the growth and development
of peer run initiatives; many peer run initiatives have been absorbed into mainstream agencies
and they have not increased their share of the mental health budget. Their share is tiny —
estimated to be 0.2% of the total mental health budget (Centre for Addiction and Mental Health,
Canadian Mental Health Association, Ontario, Ontario Mental Health Foundation, & Government of
Ontario, 2004).”

Making the Case for Peer Support: Report To the Mental Health Commission of Canada: Mental Health Peer
Support Project Committee. September 2010

Giving priority to programs operated by consumer/survivor/family-led organizations should not
be at the expense of rehabilitation offered by other agencies. Some people living with mental
illness and their families may prefer to receive rehabilitation support through such “generic”
agencies.

In terms of priority for expansion of consumer/survivor/family rehabilitation programs, attention
should be given first of all to:
e Ensuring that resources (in terms of dollars and personnel) are equitably sized in relation
to the in-need populations in Windsor/Essex, Sarnia/Lambton and Chatham-Kent
e Ensuring that the appropriate office and programming space for these organizations is
suitable sized and located to house expanded services. At present, for instance, space
available for the Consumer Survivor Association of Lambton and the Lambton Family
Initiative is small compared to physical space used by similar agencies in Chatham and
Windsor. As well, the Chatham Kent Consumer and Family Network in Chatham would
like to move to a more home-like location in Chatham.

Consumer/survivor/family-led organizations in Erie St. Clair collectively completed a needs
assessment several years ago, with support from the Erie St. Clair LHIN. Issues such as
transportation to services and an insufficient supply of psychosocial rehabilitation resources
were identified in the needs assessment. This needs assessment forms the core identification of
areas where expansion is warranted for consumer/survivor/family-led organizations in Erie St.
Clair. However, since rehabilitation services in Erie St. Clair also include rehabilitation services
provided by the agencies (most notably CMHA Windsor-Essex County Branch and CMHA
Lambton Kent), a “refreshed” and broadened needs assessment may be warranted, conducted
as a partnership between consumer/survivor/family-led organizations and CMHA branches in
Erie St. Clair.

8 ACT teams and CMHA branches are another part of the service system in which there is a defined role
for peer support workers, although peer support workers need not be limited to these three sectors.
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This would not ignore previous needs assessment work done by consumer/ survivor/family-led
organizations. Rather, it would involve:
e A validation or revision of these previous needs assessment results
e The addition of a new needs assessment component that assesses needs that could be
met by other mental health rehabilitation providers in Erie St. Clair.

Recommendation #25

The Erie St. Clair LHIN should give high priority to expansion of mental health
rehabilitation services, and in particular (but not exclusively) to expansion of
consumer/provider/family rehabilitation services, starting with a refreshed and
broadened needs assessment-based analysis to create equitable distribution of
rehabilitation resources across Erie St. Clair and to identify other rehabilitation needs.

e Conduct a detailed need analysis of mental health rehabilitation in Erie St. Clair, drawing on but
Year One not limited to a needs assessment carried out by consumer/survivor/family-led organizations in
Erie St. Clair several years ago.

e Provide LHIN funding to create equitable distribution of rehabilitation resources across Erie St.

Year Two Clair, with particular attention to consumer/ survivor/family-run rehabilitation services.

e Begin to introduce other rehabilitation expansions in accordance with the findings of the needs

Year Three assessment conducted in Year One.

The question of how rehabilitation services should be integrated into the broader mental health
system is worth consideration.

Earlier, this strategic plan recommended that:

e A Community Mental Health Coordinating Agency should be designated for Erie St. Clair

e Subject to its willingness to take on the accountabilities required of the role a single
amalgamated CMHA branch for Erie St. Clair should take on this role

e The Community Mental Health Coordinating Agency should be accountable for directly
operating almost all community mental health treatment and case management
programs in Erie St. Clair and for contracting with other organizations to provide those
other community programs that it does not directly operate.

Since a number of rehabilitation programs are already operated by CMHA branches in Erie St.
Clair, it is reasonable to ask if the new community coordinating agency should also absorb
consumer/survivor/family-run rehabilitation services within its portfolio of services, as direct
programs of the community coordinating agency or as contracted-out programs.

Because many of these programs have peer support at their core, one source of guidance on
how such programs should relate to the rest of the system is found in the document Making the
Case for Peer Support: Report To the Mental Health Commission of Canada: Mental Health
Peer Support Project Committee, published in September 2010. This study points to a number
of advantages to integrating peer support services within existing agencies that are not
consumer/survivor/family-run — but it points out a number of disadvantages as well.
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“Respondents were clear about what types of organizational structures work well for peer support
initiatives. Many believed peer support workers should be employed by peer run agencies and
either work within them or be seconded to mainstream agencies. They told us the best types of
agencies to ‘house’ peer support services are small, non-profit, community or peer driven with a
flat hierarchy and consensus inclusive decision making. However, these organizations need to be
structured, with plans and procedures, training and supervision, and with clear boundaries such
as confidentiality.... Peer run initiatives around the world, especially the ones established in the
earlier days of the consumer/ survivor movement, were often somewhat separatist and didn’t want
much to do with mainstream services.... Over the decades this has changed and respondents
generally agreed that building relationships with the mental health system and other stakeholders
was vital to the success of independent peer support initiatives.”

Making the Case for Peer Support: Report To the Mental Health Commission of Canada: Mental Health
Peer Support Project Committee. September 2010

On balance, this strategic plan recommends that consumer/survivor/family-run rehabilitation
programs should not be operated by, or serve as contracted agents of, the Community Mental
Health Coordinating Agency. They should remain or become autonomous, constituting a distinct
sub-sector within the overall mental health system in Erie St. Clair. This is not without its risks,
including the risk that such programs will not integrate their activities with other mental health
service providers or with each other.” One way to help protect against this risk is to take the
same approach as this strategic plan proposes for residential treatment programs — the
negotiation by the LHIN of a joint accountability agreement with consumer/survivor/family-run
rehabilitation agencies as a group, and the attachment of this “group” accountability agreement
to the LHIN’s individual accountability agreements with consumer/survivor/family-run
rehabilitation agencies.

As well, to ensure prudent use of resources during the period of time when these agencies are
still relatively small, one consumer/survivor/family-run rehabilitation agency should be
designated as the lead agency for back office functions that will serve all consumer/survivor/
family-run rehabilitation agencies, including but not limited to human resource support, training,
data management/information technologies and communications technologies. Mental Health
Connections, a consumer/survivor/family-run rehabilitation agency in Windsor, should take on
this function in light of its current size and its experience operating as an autonomous
consumer/survivor/ family-run rehabilitation agency (i.e., an agency experienced in providing
back office functions).

Recommendation #26

Consumer/survivor/ family-run rehabilitation agencies should remain or become
autonomous, but should enter as a group into a joint accountability agreement with the
Erie St. Clair LHIN.

Recommendation #27

Mental Health Connections should be designated as the agency to provide back office
functions for consumer/survivor/family-run rehabilitation agencies in Erie St. Clair, such
functions to include but not be limited to human resource support, training, data
management/information technologies and communications technologies.

7 |dentification of this risk does not mean that consumer/survivor/family-run rehabilitation agencies in Erie
St. Clair are not already working together. In fact, their ongoing discussions with each other have led,
among other things, to jointly identifying the educational needs of staff.
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e Erie St. Clair LHIN and consumer/survivor/family-run rehabilitation agencies negotiate a joint
accountability agreement.

Year One e  Consumer/survivor/family-run rehabilitation agencies, in collaboration with each other and the
Erie St. Clair LHIN, determine which back office functions will be taken on by Mental Health
Connections.

e CMHA Lambton Kent divests itself of consumer/ survivor/family-run rehabilitation programs that
it currently operates.

e The LHIN’s joint accountability agreement with consumer/survivor/family-run rehabilitation

Year Two agencies comes into effect.

e With funding if necessary from the LHIN, Mental Health Connections provides those back office
functions which it can most easily provide for all consumer/survivor/family-run rehabilitation
agencies in Erie St. Clair.

e With funding if necessary from the LHIN, Mental Health Connections takes on the remaining
Year Three designated back office functions for all consumer/survivor/family-run rehabilitation agencies in
Erie St. Clair.

Much of the discussion above assumes that consumer/survivor/family-run rehabilitation
agencies can serve and reflect the interests of people living with mental illness, and family
members of people living with mental iliness. However, there are often tensions between the
perspectives of people living with mental illness and the perspectives of families. One such
tension became evident during the stakeholder engagement phase of the strategic plan’s
development. A number of people living with mental iliness expressed, in focus groups, the
importance of personal choice within the context of respect and dignity that should be afforded
to people living with mental iliness. On the other hand, a number of family members in focus
groups expressed frustration that they were unable to get mental health providers to coerce or
forcefully persuade their family member with a mental illness to accept treatment that the family
considered to be in the best interest of the person with a mental iliness.

This tension cannot be wished away or eliminated, but it can be managed. Part of this tension
management should be to ensure that the boards of consumer/survivor/family-run rehabilitation
agencies that serve both people with mental illness and their families comprise a balance of
people with a mental illness and family members of people with a mental illness.

Recommendation #28

Consumer/survivor/family-run rehabilitation agencies that serve both people with mental
illness and their families should ensure that their board membership comprises a
balance between people with a mental iliness and family members of people with a
mental illness.

The entire field of consumer/survivor/family-run rehabilitation is evolving locally, provincially,
nationally and internationally. The next few years afford a promising opportunity for consumer/
survivor/family-run programs in Erie St. Clair to learn from promising practices that emerge at all
these levels, and to share successes with each other — successes such as:

e The ability of the Chatham Kent Consumer and Family Network to engage young people
and Aboriginal and First Nations people as members of the organization (two population
groups that, according to the service review described in Making the Case for Peer Support,
are often underrepresented in peer support programs)

e The ability of individuals affiliated with the Lambton Family Initiative to provide training to
family members, both in and beyond Sarnia/Lambton, using training materials and formats
developed by the U.S.-based National Alliance on Mental lllness (NAMI).
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Housing for People with Mental Iliness

"Come, let us rebuild the walls of Jerusalem, so that we may no longer suffer disgrace."

Book of Nehemiah

Desired Outcome

There is adequate stable health-enhancing housing for people with a mental illness, including
people who have not chosen to enter treatment.

Current State
Description of Mental Health Housing Programs in Erie St. Clair

Erie St. Clair has an array of mental health-related housing. All three areas of Erie St. Clair
contain programs operated By CMHA branches that provide supportive housing in apartments.
CMHA Lambton-Kent provide a group home in Chatham-Kent (group homes in Windsor/Essex,
operated by CMHA Windsor-Essex County Branch, are suspended). The tables below describe
the housing programs in Erie St. Clair, using data derived from the results of a survey of mental
health housing providers carried out for this strategic planning project.

One service cited in the table for Windsor/Essex — Iris House — is a domiciliary hostel that is not
funded by the Erie St. Clair LHIN, but this strategic plan will suggest that it be funded in part by
the LHIN in future. Note as well that two homes for special care located in Erie St. Clair (one in
Sarnia and one in Merlin, a village in Chatham-Kent) will be transferred from St, Joseph’s Health
Care to CMHA Lambton Kent. Data on these homes for special care are not included in the
tables below because the homes for special care were not surveyed.

Windsor/Essex

Organization: Canadian Mental Health Association Windsor-Essex County Branch
Site ‘ Canadian Mental Health Association (CMHA) Windsor-Essex County Branch - Windsor

Program | Homelessness Initiative

Type Support Within Housing

Description To provide supported subsidized housing for individuals who are homeless or at
risk of becoming homeless and who have a mental iliness. The program works
with private market landlords in the community acting in a liaison capacity to
provide safe, affordable and stable housing to consumers who are receiving
community support services. Includes: safe housing; community-based housing;
search for affordable housing; provide landlord/tenant resolution.

Gender/age served | Men and women age 16 and up

Location 1400 Windsor Avenue, Windsor (Administration). Physical apartment units are
located throughout Windsor/Essex County

Target Population Clients with serious mental iliness clients, concurrent disorder clients and
homeless clients

Hours 0830 - 1630 Monday - Friday

Catchment Windsor-Essex County

Language English, French, other languages available on request

Restrictions

Referral This program does not take direct referrals and eligibility and referral is

dependent on being eligible for Community Support Services as the services
are integrated. Wait time is dependent on individual client need and readiness to
be housed. People with a mental illness living in Windsor/Essex County over the
age of 16 who are involved in intensive case management with CMHA Windsor-
Essex County Branch and/or other appropriate mental health services.
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Units/Beds 181

Avg. Occupancy 158

(2011/12)

Unique Individuals | 240

Served (2011/12)

Total Expenditure $388,657

(2011/12)

Total FTEs 0 (FTEs are part of case management budget)

(2011/12)

Waiting List 20

Wait (days) 41

Program | Transition House

Type Support Within Housing

Description Program closed on June 1, 2012 in consultation with ESC LHIN; not
financially viable. Transition House was a time limited residential service that
provided 24-hour staff supports for individuals with severe and persistent mental
illness. It provided housing for clients who need a short residential stay for
support during medication review/changes or for stabilization purposes.
Individuals were helped with linkage to mental health and community services
and transition to independent community based housing.

Gender/age served | Men and women age 16 and up

Location 1400 Windsor Avenue, Windsor

Target Population Serious mental illness clients

Hours 0000 — 2400 Monday — Sunday

Catchment Windsor/Essex County

Language English, French, other languages available on request

Restrictions Serious mental iliness clients

Referral Individuals with mental illness over the age of 16 and residents of Windsor/
Essex County who were receiving case management services. Clients who
needed a short residential stay for support during medication review/changes or
for stabilization purposes and require intensive case management and/or ACT
services. Internal referrals were community service workers and/or ACT Team

Units/Beds N/A

Avg. Occupancy | N/A

(2011/12)

Unique N/A

Individuals

Served (2011/12)

Total N/A

Expenditure

(2011/12)

Total FTEs N/A

(2011/12)

Waiting List N/A

Wait (days) N/A

Program | Concurrent Supportive Housing

Type Support Within Housing

Description A program for women who use addiction treatment services for women many
times in a single year (specifically withdrawal management services), have few
social supports, are homeless or inadequately housed, have complex chronic
substance use problems (e.g., polydrug and alcohol use, unsuccessful in
maintaining treatment goals, a lengthy history of drug and alcohol use) and a
concurrent mental health problem. It is offered in partnership with the House of
Sophrosyne, a women'’s addiction treatment facility in Windsor.

Gender/age Women age 16 and up

served

Location 1400 Windsor Avenue, Windsor (Administration). Physical apartment units are
located throughout Windsor/Essex County

Target Clients with concurrent disorders, and homeless clients
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Population

Hours 0800 - 2000 Monday - Thursday, 0800 - 1700 Friday

Catchment Windsor/Essex County

Language English, French, Other languages available on request

Restrictions Clients with serious mental illness

Referral This program does not take direct referrals. This program is mandated to house
females experiencing mental illness concurrently with an addiction. Referrals will
be accepted from females aged 16 and older meeting these criteria as assessed
by the House of Sophrosyne Clinical Coordinator.

Units/Beds 8

Avg. Occupancy | 5.58

(2011/12)

Unique 10

Individuals

Served (2011/12)

Total $16,974

Expenditure

(2011/12)
Total FTEs 0 (FTE's are provided by House of Sophrosyne, not CMHA Windsor Essex
(2011/12) County Branch)
Waiting List 2
Wait (days) 50
Program | Safe Beds (a provision of service through Justice Support Services)
Type Short-Term Crisis Support Beds
Description Justice Support Services helps people involved in or at risk of involvement in the

criminal justice system. Court support workers provide support to people with
mental illness involved in the court system and link them to other mental health
services/treatment as needed to ensure that people with a mental illness who
are involved with the criminal justice system receive appropriate timely support
and treatment. A provision of this program is a safe bed in the community. The
‘Safe Beds” provides 24 hour, 7 day-a-week short-term support and access to a
safe place for stabhilization and linkage to mental health supports.

Gender/age served

Men and women age 16 and up

Location

1400 Windsor Avenue, Windsor (Administration) - Physical home is located at
907 Dougall Avenue

Target Population

People who have been involved, or are at risk of involvement, with the criminal
justice system

Hours 0000 - 2400 Monday - Sunday

Catchment Windsor/Essex County

Language English, French, Other languages available on request

Restrictions Clients with serious mental lllness

Referral This program does not take direct referrals and eligibility and referral is
dependent on being eligible for Community Support Services as the services
are integrated. Wait time is dependent on individual client need and readiness to
be housed. Individuals with a mental iliness living in Windsor/Essex County over
the age of 16 who are involved in intensive case management with CMHA-
WECB and/or other appropriate mental health services.

Units/Beds 2

Avg. Occupancy N/A

(2011/12)

Unique Individuals | 16

Served (2011/12)

Total Expenditure $165,825

(2011/12)

Total FTEs 2 (carry caseload of 20 clients each and respond to all requests for safe bed

(2011/12) services)

Waiting List 0

Wait (days) 0
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Organization: Windsor Regional Hospital

Site | Residential Rehab and Treatment Residence

Program

Residential Rehabilitation/ Treatment Program

Type

Support Within Housing

Description

Program includes psychiatric/nursing/ occupational therapist/recreational
therapist rehabilitation assessments, treatment, intensive skill development, and
supervision within a 24-hour residential environment. Structured program
providing treatment in self-care, meal planning/ preparation, shopping,
budgeting, using public transportation, leisure, social/ interpersonal skills, job
readiness, coping, medication, and symptom management. Average length of
stay is 18 months (two year maximum).

Gender/age served

Male and female 18 and up

Location

3520 Dougall Avenue, Windsor

Target Population

Clients with history of long psychiatric hospitalization and diagnosis of serious
mental illness

Hours 0000 - 2400 Monday - Sunday

Catchment Windsor/Essex County

Language English, French translation services if required

Restrictions History of long psychiatric hospitalization

Referral Referrals from long term psychiatric facilities or assertive community treatment
teams are processed through a central access committee. Eligible residents
would normally have suffered repeated failed attempts at community living
following a long period of hospitalization.

Units/Beds 8

Avg. Occupancy 8

(2011/12)

Unique Individuals
Served (2011/12)

8 (75%-80% have concurrent disorders)

Total Expenditure $1,016,530
(2011/12)
Total FTEs 135
(2011/12)
Waiting List 0
Wait (days) 0
Organization: IRIS Residential Inns and Services
Site | IRIS House
Program | IRIS House
Type Supportive Housing
Description IRIS House provides a 55 room lodging home (a domiciliary hostel). It aims to

have positive impact on self-respect, self-worth and personal pride All residents
must see a psychiatrist regularly. IRIS House monitors medications and ensures
attendance at medical appointments. A registered nurse and/or a family
physician with experience as a hospitalist in local psychiatric units see residents
each week as needed. A study of IRIS House in 2011 showed that residents
had only 872 psychiatric hospital admissions from 2002-2011, compared with
17,517 for these people prior to admission to IRIS House. It offers a full-time
recreation/ activities program with on-site activities and community outings in
the community, and a resident rehabilitation work program — a life skills program
where residents earn income for sweeping and mopping floors, cleaning tables
after meals, washing windows, dusting and running a tuck shop. These duties
help prepare residents capable of making the transition to independent living in
the community. These programs are crucial to the recovery process and help
maintain illness stability. IRIS House also offers transition services. Its
pharmacy makes weekly deliveries of medications to former residents’ new
apartments in multi-dose passes to help keep them medication compliant.

Gender/age served

Men and women age 18 up

Location

1280 Ouellette Avenue, Windsor

Target Population

Serious mental illness clients

Hours

0000 - 2400 Monday - Sunday
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Catchment

Windsor/Essex County

Language English, Polish

Restrictions Medical form completed by physician stating need for supportive housing
Referral IRIS Pre-admission form completed
Units/Beds 55 rooms, 65 beds

Avg. Occupancy 62

(2011/12)

Unique Individuals | 71

Served (2011/12)

Total Expenditure $1,195,640

(2011/12)

Total FTEs 17

(2011/12)

Waiting List 4

Wait (days) 90+

Chatham-Kent

Organization: Canadian Mental Health Association Lambton Kent Branch

Site ‘ Canadian Mental Health Association Lambton Kent Branch - Chatham

Program

Supportive Housing

Type

Supportive Housing

Description

We offer voluntary housing support with a lease supplement to individuals with a
serious mental illness who are homeless or at risk of becoming homeless. We
also partner with social housing to provide case management support for
designated units. We provide transitional and permanent rehabilitative housing
to people with serious mental illness. The three group homes provide housing
for 27 individuals who are willing and able to live cooperatively, with access to
staff support as needed. One of these homes provides 24-hour staff support.

Gender/age served

Men and women 16 and up

Location

100-240 Grand Avenue West, Chatham

Target Population

Clients with serious mental illness

Hours

0000 - 2400 Monday - Sunday (after hours service can be accessed through the
crisis line)

Catchment Chatham-Kent

Language English, French

Restrictions Primary diagnosis must be a serious mental illness

Referral There is a coordinated access point, called the ACCESS Committee, for referral
to this program. ACCESS referral forms can be completed by anyone with
knowledge of the individual to be referred, including the individual themselves.
To obtain an ACCESS referral form or for help completing the form please call
this office. Individuals must have a diagnosis of a serious mental iliness and be
willing to participate to be eligible for this program.

Units/Beds 71

Avg. Occupancy 72

(2011/12)

Unique Individuals | 94

Served (2011/12)

Total Expenditure $417,103

(2011/12)

Total FTEs 6.17

(2011/12)

Waiting List 1

Wait (days) 104
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Program | Crisis Safe Beds and Emergency Housing
Type Short-Term Crisis Support Beds
Description Immediate support and outreach is provided to individuals suffering from mental

health issues who are in need of emergency housing.

Gender/age served

Men and women 16 and up

Location

100-240 Grand Avenue West, Chatham

Target Population

Clients with legal issues , concurrent disorder clients and dual diagnosis clients

Hours

0000 - 2400 Monday - Sunday (After hours service can be accessed through
the crisis line)

Catchment Chatham-Kent

Language English, French

Restrictions Clients with legal issues

Referral This program can be accessed by calling the Crisis Services Pager at 1-866-
299-7447.

Units/Beds 1

Avg. Occupancy 0

(2011/12)

Unique Individuals | 15

Served (2011/12)

Total Expenditure $62,209

(2011/12)

Total FTEs 0.93

(2011/12)

Waiting List 0

Wait (days) 0

Sarnia/Lambton

Organization: Canadian Mental Health Association Lambton Kent Branch

Site ‘ Canadian Mental Health Association Lambton Kent Branch — Sarnia

Program

Supportive Housing

Type

Support Within Housing

Description

Offers voluntary housing support with a lease supplement to people with a
serious mental illness who are homeless or at risk of becoming homeless. It
also partners with social housing to provide case management support for
designated units.

Gender/age served

Men and women 16 and up

Location

210 Lochiel Street, Sarnia

Target Population

Homeless clients, clients worth serious mental illness

Hours

0830 - 1700 Monday - Friday

Catchment Lambton County

Language English

Restrictions Homeless clients, serious mental illness clients

Referral Referrals for the Supportive Housing Program are accepted from the CMHA
Case Management Program and Bluewater Health PACT Team. Weekly
meetings occur to assess and triage referrals. Homelessness or risk of
homelessness is used to establish priority on referrals.

Units/Beds 89 (program received additional funding for 2012/2013 - accommodation
increased to 119 units)

Avg. Occupancy 77

(2011/12)

Unique Individuals | 89

Served (2011/12)

Total Expenditure $113,724

(2011/12)

Total FTEs 2.93

(2011/12)

Waiting List 41

Wait (days) 30
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Program | Crisis Safe Beds and Emergency Housing

Type Short-Term Crisis Support Beds

Description Immediate support and outreach is provided to individuals suffering from mental
health issues who are in need of emergency housing.

Gender/age served | Male and female 16 and up

Location 210 Lochiel Street, Sarnia

Target Population Clients with legal issues , concurrent disorder clients, dual diagnosis clients

Hours 0000 - 2400 Monday - Sunday

Catchment Lambton County

Language English

Restrictions

Referral This service does not require coordinated access - anyone can access by
contacting Crisis Line.

Units/Beds 0

Avg. Occupancy 0

(2011/12)

Unique Individuals | 95
Served (2011/12)

Total Expenditure $21,405

(2011/12)

Total FTEs .43
(2011/12)

Waiting List 0

Distribution of Mental Health-Related Housing Beds

The survey of mental health housing providers that generated date for the tables above also
generated data that provides a snapshot of distribution of mental health housing across Erie St.
Clair as well as wait time data (see the charts below).

These data show that housing beds are distributed unequally across the Erie St. Clair LHIN
using the measure “number of beds per 100 people with serious mental iliness”. The wait list for
these beds is substantially higher in Chatham-Kent than for other parts of Erie St. Clair. The
reason for this discrepancy is not yet known, nor is it known whether this snapshot of wait times
reflects a pattern over a longer period of time.

In generating these charts, an estimate of the number of people with seriously mental illness
(SMI) residents was used as a proxy for need in order to compare service utilization and
resource distribution relative to need across the three areas, Sarnia/Lambton, Chatham-Kent
and Windsor/Essex, the three geographical areas that make up Erie St. Clair. An estimate of 3%
of the adult population was used to calculate the number of residents with serious mental illness
as follows.

The total number of beds available for housing mental health clients in 2011/12 was 433 or
2.814 beds per 100 SMI. The beds per 100 SMI ranges from 2.643 in Windsor/Essex to 3.486 in
Chatham-Kent, a 24% difference. It should be noted that the total beds for Windsor/Essex
includes 65 beds located at IRIS House, a domiciliary hostel program not currently funded by
the ESC LHIN. If these 65 beds are removed, the Windsor/Essex beds per 100 SMI drops to
1.967 or 46% below Chatham-Kent. Wait times averaged 65 days and ranged from 30 to 104
days.

Chatham-Kent had 20 group home beds in 2011/12 (22% of its total beds) while Windsor/Essex
(13 group home beds are being discontinued in 2012/13) and Sarnia/Lambton had none.
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A detailed review of costs associated with the various levels of housing is required, to ensure an
accurate or "apples to apples" comparison. However, in order to show some level of
comparison, preliminary estimates have been made. They show a very sizeable difference in
per diem costs for group home (most expensive), domiciliary hostel and rent supplement
housing (least expensive). It should be noted that the rent supplement is received by CMHA
from the Provincial Government and flows through to landlords.

e Basic rent supplement housing costs in Sarnia/Lambton, Chatham-Kent and Windsor/
Essex range from $4 to $6 per client per day. With the addition of staffing provided by
CMHA to manage these arrangements the costs rise to $5 to $7 per client per day.

e On the other end of the spectrum, group home housing costs in Chatham-Kent are
approximately $20 per client per day. Group home staff and facility costs in Chatham are
estimated at approximately $70 per client per day. These costs are part of the CMHA
budget.

o Estimates provided by IRIS House for domiciliary housing board and lodging costs are
approximately $50 per client per day. It should be noted that the IRIS House estimate
includes food at 9% of the total cost or approximately $5 per client per day or $45 per
client per day without food. Food costs are not included in the other estimates. These
beds are currently funded 80% by Province of Ontario and 20% by City of Windsor.

Housing Beds

Area Total Beds [Group Home | Total/100 SMI |GH Beds/100 SMI |Wait Times
Sarnia/Lambton 89 0 2.785 0.00 30
Chatham-Kent 90 20 3.486 0.77 104
Windsor/Essex 254 0 2.643 0.00 60
Total 433 20 2.814 0.13 65

* Residental Treatment Faclility and Safe Beds not included

* Windsor/Essex w ait times ranged from 41 to 90 days

* GH = Group Home

*13 Windsor group home beds have not been included because they are being discontinued in 2012/13

* Windsor/Essex total beds includes 65 beds at IRIS House not currently funded by ESCLHIN
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Housing Beds Average Wait Times, 2011/12
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What Housing Service Users Say

Focus groups were held with users of mental health housing services in Windsor, Chatham and
Sarnia. A total of 23 users attended these focus groups. Questions posed to the focus groups
were kept purposefully broad, to allow participants maximum opportunity to go where they
wanted to go in terms of their comments. The questions were:

What has your experience been like with mental health-related housing?
How can housing for people with mental illness be made better?
What else would you like to tell us about mental health services in Erie St. Clair?

“What has your experience been like with mental health-related housing?”

Most participants indicated that their experiences had been generally positive.
Some participants said their experiences had been very positive.

A number of participants said that they had experienced difficulties with landlords
and fellow tenants in independent housing. Some of these participants felt they had
been treated with condescension, and occasionally exploited, by landlords. They
also felt they had been stereotyped by other tenants because of their mental iliness.
Some participants said they felt lonely and isolated in independent living units.

One the other hand, several participants indicated they very much value the
independence, freedom and dignity afforded to them by independent living.

Many participants — particularly those who had lived in independent living — said that
living on the incomes available to them was difficult and disheartening. Several said
they had been made to feel guilty and less worthy by workers who ruled on their
eligibility for social benefits such as the Ontario Disability Support Program.

Several participants who use mobility aids said that the impoverishment they face
was doubly harsh because of the twin challenges of mental illness and physical
disability. One woman said her mobility limitation meant she could only shop at the
nearby corner store, where prices were higher than in supermarkets further away.
Some participants said they had had difficulty dealing with weight gain that resulted
from medications they were taking. These difficulties centred around workers in
housing environments and in other therapeutic environments who made them feel
“fat and lazy”, who were not sensitive to self-image problems caused by weight gain
and who thought that the weight gain resulted from self-indulgence.
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e Some participants felt they had gained much by living in congregate living
environments where they made friends who helped support them emotionally.

e On the other hand, a slightly smaller number of participants said that congregate
living environments had posed problems because of conflict with other residents.

“How can housing for people with mental illness be made better?”

e Respondents generally had difficulty answering this question. They often said they
had already answered it — “Just fix the problems and poor attitudes that we've
already told you about”.

e Inresponse to probes from the facilitator, many participants said that a strong
congregate living component and a strong independent living component were both
key parts of the mental health housing system, and gave clients a continuum on
which they could proceed to full independent living, at the pace appropriate for them.

“What else would you like to tell us about mental health services in Erie St. Clair?”

e Several participants said they had not had good experiences with physicians or
emergency departments when they had gone to these resources for mental health
problems or other problems: they had faced condescension, stereotyping and
occasionally outright hostility. However, about an equal number of participants said
they had caring and supportive primary care physicians.

e Some patrticipants said Erie St. Clair needs more psychiatric beds and psychologists.

Rationale for Change
An Integrated Approach to Housing

Earlier, this strategic plan proposed:
e The amalgamation of CMHA Windsor Essex County Branch and CMHA Lambton Kent
e The designation of the amalgamated organization as the Community Mental Health
Coordinating Agency accountable to the LHIN and the community for providing, or
ensuring the provision of, virtually all community mental health services

This opportunity should be repeated, including its implications, in terms of mental health-related
housing services in Erie St. Clair.

Opportunity #29

The Community Mental Health Coordinating Agency should be accountable to the Erie

St. Clair LHIN and to its communities for the provision of all mental health-related

housing services funded by the LHIN. It should provide most of these services, although

two services should be provided by other agencies, governed by accountability

agreements with the integrated community coordinating agency:

1. Iris House, operated by IRIS Residential Inns and Services (augmentation of the
domiciliary hostel per diem paid to Iris House by the City of Windsor)

2. The Residential Rehabilitation/Treatment Program operated by Windsor Regional
Hospital.

Any new mental health housing program developed in Erie St. Clair should be, by default,
operated by the Community Mental Health Coordinating Agency unless thereis a
defensible reason why it should be operated by another organization.
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Frameworks for Mental Health-Related Housing

Decision-making about what housing setting and what support services a person needs in the
preferred setting is complex. Based on this strategic planning project’s reading of the literature
and its understanding of supportive mental health housing in Erie St. Clair, a number of inter-
related factors can be identified that are (or should be) taken into account in making housing
decisions (shown in the table below). This decision-making is made more complex because
there are up to three stakeholders or stakeholder groups involved in a decision about where to
live and what to get. Each stakeholder may have different perception of what the person needs:
e The person in need (who ultimately makes the decision on where to live)

e The housing/support service professionals trying to identify, recommend and offer help

e Family members.

housing need level of a person needing socially supported housing
already have housing currently have housing but it is inadeq need for housing is immediate
ability or health complications that affect housing and/or support options
plications some complications no complications

length of time a person will need socially supported housing
needs it for needs it for needs it for
a very short time a medium length of time a long time
degree of mental health/addiction/other support needed by a
needs needs high support in few domains or needs
little support and in needs little support but in many domains or high support in
few or no domains needs moderate support in a moderate number of domains many domains

length of time a person will need mental health/addiction/other support
needs this support needs this support for a medium length of time needs this support

for a short time for a long time
degree of existing social support

high social support moderate social support no social support from family or

from family or friends from family or friends friends or a damaging relationship
size of social unit in housing
should live alone or as a should live with should live with many other

single family unit a small number of other people people
uniformity of social unit in housing

should live with people of uniformity should live with people of
common background, of members of social unit diverse backgrounds,

interests, experiences is irrelevant interests, experiences
should live should live can live
in a specific neighbourhood in a specific communit anywhere in Erie St. Clair

can bear full cost of housing can bear some cost of housing can bear no cost of housing
without impoverishment

without impoverishment without impoverishment

unique complicating factors affecting access/use of socially supported housing

person has/faces person has/faces some person has/faces many

no complicating complicating complicating factors and/or

factors factors factors are major
igue complicating factors affecting access/use of mental health and/or addiction support

person has/faces person has/faces some person has/faces many

no complicating complicating complicating factors and/or

factors factors factors are major

From this complexity arise three principles to guide the development of mental health housing in
Erie St. Clair:
e Specialized housing programs may need to be maintained and created to take into
account the complexity of need outlined above.
e But each housing program should be as flexible as it can be in terms of who it serves
and how it serves them. When it comes to a choice between making the user adapt to
the program, or the program adapt to the user, the program should adapt to the user.
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e Some people will inevitably be inappropriately placed or their circumstances and
capabilities will change, making it necessary to for them to change their housing
environment or volume and mix of support services. The housing system should be
highly flexible in helping with transitions from one setting to another.

This strategic plan believes that these principles already animate the system, but they are worth
repeating, as an opportunity, to guide the future as well as the present.

Opportunity #30

The future of mental health-related housing in Erie St. Clair should continue to be guided
by these principles:

e Specialized housing programs need to be maintained and created to take into
account the complexity of need

e Each housing program should be as flexible as it can be in terms of who it serves
and how it serves them. When it comes to a choice between making the service
user adapt to the program, or the program adapt to the service user, it should
generally be the program that adapts to the user.

e Some people will inevitably be inappropriately placed or their circumstances and
capabilities will change, making it necessary for them to change their housing
environment or volume and mix of support services. The housing system should
be highly flexible in helping with transitions from one setting to another.

Consistent with the two visions for adult mental health described in this strategic plan, the
mental health housing sector should continue to involve itself not only in the creation of an
effective, accessible, outcome-driven, comprehensive integrated continuum of mental health
services for adults with mental illness and their families — it should also remain involved in
helping to create supportive communities in Erie St. Clair that respect and proactively support
people living with mental illness and their families. One tool that helps the mental health housing
sector to do this is a framework cited in the Health Commission of Canada’s housing study
Turning the Key. This framework, shown on the next page, allows housing providers to directly
connect the success of housing to success in building supportive communities in Erie St. Clair.
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FACTORS THAT IMPACT HOUSING?®

Vacancy rate

Cost of rental units

Neighbourhood

characteristics

4. Housing type and
size

5. Physical and social
quality of housing

6. Trends within
economy

7. Availability of

skilled/unskilled

jobs

wiNE

The Private Market
(housing and job
market realities)

Income maintenance
programs (amount
and eligibility)
Housing policies and
impact on affordable
housing

Health care system
and availability of
support programs
Social welfare
policies

Availability of
subsidized housing

The State

Community
participation
Resources in the
community
Community
Services use
Social inclusion/
exclusion

Social capital
Barriers to the
rights of full
citizenship

Civil Society
(social economy,
non-profit sector,
non-government

organizations, and
social service
agencies)

SUCORCIEESC

Immigrant status
(family, independent,
refugee, etc.)
Socio-economic
status (education,
employment status,
income, social
networks and
support)

Age and gender
Ethnicity and race
Abilities/disabilities
Household size
Housing preference
(location, size,
tenure)

Household or personal
characteristics,
preferences, resources

Housing (adequate or inadequate housing) or homelessness situations (inadequate housing, doubled-up

housing, hidden homes, shelter, hostels, etc.)

Adopting the Housing First Option

“Studies and analyses that focus on the individual deficits of homeless persons mistake the
characteristics of homeless people for the causes of homelessness. Such studies have been
critiqued for mistaking homeless peoples’ need for mental health and substance abuse treatment
as the reason they are homeless rather than the real reasons which are usually related to poverty,
housing, and other structural conditions.”
Conceptualizing Homeless Exits and Returns: The Case for a Multidimensional Response to Episodic
Homelessness, Uzo Anucha, Assistant Professor, School of Social Work, University of Windsor. Critical
Social Work 2005 Volume 6, No. 1

Homelessness and mental health issues are often intertwined. Many service systems have
worked on the premise that a requirement for a homeless person to enter a supportive housing
program is a willingness to participate in support activities or treatment and rehabilitation
activities. Some systems require that a person can only enter a supportive housing service if
they are already receiving service from the mental health system.

But a new paradigm has emerged. Often called “Housing First”, this approach has produced
positive results in other cities where it has been implemented. The idea is that once a person is
given a place to live, he/she can then better concentrate on other personal issues.

'8 Turning the Key: Assessing Housing and Related Supports for Persons Living with Mental Health
Problems and lliness. Mental Health Commission of Canada




Housing First is generally based on five principles:

1. No housing readiness requirements:
Individuals and families are not required to first demonstrate that they are “ready” for
housing. This approach runs in contrast to what has been the orthodoxy of “treatment
first” for homelessness, which suggested that people who are homeless should be
placed in emergency services until they are ready for housing (having received access
to health care or treatment).

2. Choice:
Clients are able to exercise some choice regarding the location and type of housing they
receive, but choice may be constrained by local availability and affordability.

3. Individualized support services:
Some people, once housed, will need minimum supports, while other people will need
supports for the rest of their lives, ranging from case management to assertive
community treatment. A key philosophy of Housing First is that people have access to
the supports they need, if they choose. This is sometimes called “minimal barrier”
housing.

4. Harm Reduction:
Harm reduction aims to reduce the risks and harmful effects associated with substance
use or mental health-related behaviours of the individual, the community and society as
a whole, without requiring abstinence.

5. Social and community integration:
Part of the Housing First strategy is to help people become socially integrated into their
community and this requires socially supportive engagement and the opportunity to
participate in meaningful activities. If people are housed and become or remain socially
isolated, the stability of their housing may be undermined.

In February 2008, the Federal government allocated $110 million to the Mental Health
Commission of Canada to find ways to help the growing number of homeless people who live
with a mental illness. The Mental Health Commission launched its At Home/Chez Soi research
demonstration project in November 2009 (it will end in 2013) to test the application of the
Housing First approach in five communities, with separate dimensions to each project (but each
one focusing on people who have been homeless and living with a mental health issue):

1. Moncton (roughly the size of Sarnia): focusing on people in a rapidly growing city with a
shortage of mental health services, with a focus on the rural population
Montreal: focusing on outcomes for people related to vocational interventions
Toronto: focusing on people from different ethno-racial backgrounds
Winnipeg: focusing on urban Aboriginal people
Vancouver: focusing on people who also have substance use issues.

arwn

The Housing First approach used in these five communities provides people with housing, along
with support services tailored to meet their needs. Each site is exploring issues related to sub-
populations. Over 2,300 homeless people are participating across the country. About half of
them are receiving housing and support services and approximately half have access to the
regular supports and services available in their communities.
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The approach shows promise. At Home’s Early Findings Report Volume 2 (January 2012) has
this to say:

DOES HOUSING FIRST WORK?

It has been estimated that homelessness costs Canadians $1.4B per year. People who are homeless
have a higher use of health, criminal and social services. For example, a study in British Columbia found
that these costs are 33% higher for people who are homeless than for people with housing.

There is promising evidence that investing in Housing First models and in housing and services results in
a variety of positive outcomes for people. We are already seeing the benefits of investment in housing
and services like the Housing First approach in Canada.

e A recent homelessness count in Vancouver found an overall reduction in the number of people who
are homeless; At Home/Chez Soi was cited as one of the reasons for that decrease

e A Calgary shelter recently announced it was closing shelter beds as a result of a decrease in use of
shelter beds due to Calgary’s investments in a Housing First program

e A Canadian study found investing in supportive housing (estimated annual costs $13,000-$18,000) is
less costly than traditional institutional responses e.g. prisons and psychiatric hospitals (estimated
annual cost of $66,000-$120,000)

e Research from Vancouver estimates that there is a 30% cost savings by providing stable housing to
people who are homeless

We also know that the Housing First Approach has shown good outcomes in other countries including

that it can:

e Reduce costs associated with health care and justice system use; cost savings in these areas
significantly offset the cost of Housing First Programs

e Reduce Emergency Visits and Hospitalizations; chronically homeless adults with serious mental
health issues are heavy users of high-cost emergency psychiatric services

e Reduce Involvement with Police & Criminal Justice Systems

e Increase Long-Term Housing Stability, improve health and addictions outcomes and improve quality
of life

While the Housing First approach is showing promise, we still need to learn more about its application in
Canadian settings. Many of the studies cited above have methodological weaknesses or were based in
the US. This is why At Home/Chez Soi is investigating the costs and cost benefits associated with the At
Home/Chez Soi Housing First approach in Canada. We will be able compare the costs of the program as
well as track the service use of both the participants in Housing First and the Treatment as Usual groups
(e.g. hospital admissions, emergency room use, pharmaceuticals, involvement in the criminal justice
system, etc.). At Home/Chez Soi will help us learn about which interventions work best for whom and in
which settings.

Introducing the Housing First model into Erie St. Clair, enriched by learnings from the At
Home/Chez Soi research initiative, holds some promise. It is also a concept that is already
familiar to housing providers in Erie St. Clair.

Additionally, it may complement the Inner City Model for mental health and other human
services being developed for Windsor. This model draws heavily on the multi-sector mobilization
that characterizes the approach to helping the multi-service user population in Ft. Meyers
Florida. The Windsor Inner City initiative will focus on multiple service users, many of whom are
long term or serially homeless people. If the Inner City model works well in Windsor it can be
adapted for use in Sarnia and Chatham. The Inner City model, at its current stage of
development in Erie St Clair, envisages a short term housing component as part of its array of
services. However there may be homeless people who will not enter the short term housing
option but who may accept Housing First housing, then — given housing stability — be able to
enter other elements of the Inner City model's programming.
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Opportunity #31

Mental health service providers in Erie St. Clair, with leadership from the Community
Mental Health Coordinating Agency and with support from the LHIN, should further
examine the Housing First model and should track the outcomes of the model as applied
through At Home/Chez Soi demonstration projects. If the model shows further evidence
of its success elsewhere, it should be introduced into Erie St. Clair through a “minimal
barrier” housing option for people who experience long term or multiple-episode
homelessness.

e Establish a group that studies the Housing First model as applied elsewhere, to derive
Year One lessons for Erie St. Clair.

e Examine the learnings from the At Home/Chez Soi demonstration projects.
Year Two e Introduce evidence-based Housing First approaches and resources in Windsor.
Year Three e Introduce evidence-based Housing First approaches and resources in Sarnia and Chatham.

Opportunity #32

Mental Health service providers and other service providers serving Windsor should
develop and implement an Inner City model for addressing the housing, mental health
and other needs of multi-service users in Windsor and incorporating a Housing First
approach. Subsequently, Inner City models should be developed and introduced in
Sarnia and Chatham, learning from and linked with the Windsor Inner City model.

Year One e Complete the development of the Windsor Inner City model and secure multi-stakeholder
support for introduction of the model.
e Provide resources via the LHIN and other stakeholders to begin introduction of the model in
VL T Windsor.
Viesr Three Continue to introduce the Windsor Inner City model
Begin a consideration of introducing similar Inner City models in Sarnia and Chatham.

Group Homes, Independent Assisted Living, and Something In Between

For some period of time after the wave of deinstitutionalization from psychiatric hospitals, group
living arrangements in the community (group homes) were the solution of choice in terms of
providing both housing and support to people with mental illness. More recently, mental health
housing service systems have moved to an emphasis on helping people to find accommodation
in the community and supporting them when they live in these accommodations. This has often
produced mixed systems of group homes and independent but supported living in the housing
stock the free housing market provides (usually in apartment buildings). This mixed system is
the system that prevalils in Erie St. Clair.

Group homes and independent but supported living each have their advantages and

disadvantages:

e Group homes promote social interaction among people prone to become isolated and lonely
in independent supported living (despite the supports), and it is easier to provide on-site
support (sometimes 24 hours a day) in group homes. On the other hand, many people with
mental illness aspire to the more normal lifestyle, more easily integrated with the lives of
people who do not have a mental illness, that independent living represents.
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e Independent supported living provides a greater degree of independence and normalization.
It is less costly to provide, and research done in the development services field suggests it
does not sacrifice positive outcomes for the sake of lower costs (see text box below). But it
can also foster loneliness and expose people to greater stigmatization and victimization. And
as the Mental Health Commission of Canada’s report on housing Turning the Key points out:

“Recovery orientation in mental health spurred the movement towards
independent living and provision of the relevant opportunities and supports.
However, this movement has always been riddled by problems like conversion of
existing stock, inadequate independent housing stock, negligible rent
supplements, and other funding dilemmas.” *°

“A range of studies have shown that semi-independent living is a more cost-effective alternative
to group homes and also yields more favourable outcomes in terms of personal control and
choices (Emerson, et al., 2001; Emerson, 1999; Howe et al., 1998; Stancliffe, 2005; Stancliffe &
Keane, 2000; Stancliffe & Lankin, 2004). Stancliffe and Keane (2000) found that, in comparison to
people living semi-independently, group home residents did not obtain better scores on any
measured outcomes and that, overall ‘most outcomes were similar, but where differences were
evident they consistently favoured semi-independent participants’ (Stancliffe & Keane, 2000, p.
298).”

) No Place Like Home: A Report on the Housing Needs of People with Intellectual Disabilities. Canadian

Association for Community Living, March 2008

But there is an in-between option — an option that does not replace group homes or independent
market housing, but that supplements these two models. The third option provides people with
individual apartments in a well-designed apartment building specifically for people with mental
illness. An example of this option that is cited both by the Mental Health Commission of Canada
and the Canada Mortgage and Housing Corporation as a best practice is Wakamow Place in
Moose Jaw, Saskatchewan.

“Wakamow Place provides housing and support, such as income-management services,
education groups, meal programs, personal care supplies and help with medications, at no extra
cost to residents. Individualized staff support and access to a nearby mental health resource
centre are geared towards long-term recovery and independent living. Regular social events
promote a sense of community, helping residents gain the confidence and skills they need to
move back into the community.

Wakamow Place opened in June, 2006. It is a 16-unit complex, with four bachelor and 12, one-
bedroom suites. The units take advantage of passive solar heating, which reduces energy costs,
and are expected to exceed Model National Energy Code for Houses standards by 25 per cent.

Several community groups pooled their efforts, and took advantage of a wide range of funding
programs to build Wakamow Place. Through the Affordable Housing Initiative, CMHC provided
$490,000 and the government of Saskatchewan contributed $302,000. The federal National
Homelessness Initiative and the City of Moose Jaw also provided funding.”

Canada Mortgage And Housing Corporation Project Profile: Wakamow Place

There is some indication that demand for group home assisted living has decreased in Erie St.
Clair. CMHA Windsor Essex County Branch, for instance, has shut down its group homes and
its Transitional Home, in part because of low occupancy.

¥ Turning the Key: Assessing Housing and Related Supports for Persons Living with Mental Health
Problems and lliness. Mental Health Commission of Canada, undated
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There will likely remain a need for group home/congregate living and support in Windsor and in
other parts of Erie St. Clair, but existing group homes programs might be downsized, with the
savings invested (along with new dollars if needed) in creating new housing options. The
creation of an apartment complex similar to Wakamow Place in Moose Jaw should be high on
the list of consideration for reinvestments. One such building could be created in one of Erie St.
Clair's three major communities, to be expanded thereafter to other communities.

Opportunity #33

The Community Mental Health Coordinating Agency should determine whether its group
homes could be reduced in number to free up funds for reinvestment in other housing
options, including but not limited to an apartment building specifically for people with
mental illness. This might be an adaptation of the Wakamow Place model operating in
Moose Jaw.

e CMHA Erie St. Clair determines whether its group homes could be reduced in number to free
up funds for reinvestment.

e CMHA Erie St. Clair, in consultation with other stakeholders, begins an exploration of priorities
for reinvestment of funds saved by group home reductions or investment of new funds.

Year One

e  CMHA Erie St. Clair reduces its group homes if necessary.
Year Two e CMHA Erie St. Clair completes its exploration of priorities for reinvestment of funds saved by
group home reductions or investment of new funds.

e Investment/reinvestment takes place to kick-start new housing options, including but not

Year Three necessarily limited to an apartment building specifically for people with mental iliness.

Step-Down Housing

The purpose of step-down housing is to help people re-enter the community following a hospital
inpatient stay by providing integrated support and treatment services. The service is intended to
shorten the length of hospital stay and provide time for the individual to complete a search for
permanent housing in a non-hospital setting.

“There is a growing issue that many inpatient psychiatric units are facing. Individuals have been
admitted onto the inpatient psychiatric units for treatment only to find there is no place to be
discharged to when their illness is stabilized. Many clients spend weeks and sometimes months
on inpatient units waiting for placement. At the other end of the spectrum, clients are admitted to
the inpatient psychiatric units and discharged earlier than anticipated due to pressures for the
bed. There is a need to develop transitional housing and a ‘step-down’ capacity to support...
inpatient psychiatric units. This will ensure improved flow-through and reduce the number of beds
being blocked on inpatient psychiatric units. ‘Step-down’ capacity could be developed by
designating a few beds in current licensed residential facilities as ‘step-down’ beds where
individuals who are stable and waiting for longer term placement could be discharged to.”

Mental Health 5 Year Housing Plan, Fraser Health, May 2006

“A new study by Lin, Diaz-Granados, Stewart, and Bierman (2011) further highlights the
importance of transition planning with clients leaving the hospital. Findings showed that 25% of
Ontarians hospitalized for depression were either readmitted or visited an ER within 30 days of
discharge. A more integrated and coordinated system of care could save the healthcare systems
upwards of $8 million and 14,000 hospital days (Lin et al., 2011). Having sufficient high support
housing stock creates an important step-down option, as many people who spend time in high
support housing eventually move on to live in more independent environments (Butterhill et al.,
2009). High support housing as part of a full continuum of housing options is crucial for the
recovery of Ontarians.”

A Doorway to Success: Housing and Supports. Canadian Mental Health Association, Ontario (undated)
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Several stakeholders during this strategic planning project have pointed to the importance of
developing step-down housing programs. These programs provide a creative learning and living
environment for people who are ready to be discharged from hospital but are not yet ready to
move into a congregate or individual living space in the community — either because such a
space cannot yet be found, or because the client needs help in preparing to move to the
appropriate space. A step-down facility could have a step-up function as well, as a place in
which a person facing difficulties in their independent living environment could live briefly to re-
prepare them to return to more independent living.

It may be fair to say that Windsor already has a specialized step-down unit — the eight bed
Residential Rehabilitation/Treatment Program operated by Windsor Regional Hospital that
provides a structured program providing training in self-care, meal planning/ preparation,
shopping, budgeting, using public transportation, leisure, social/ interpersonal skills, job
readiness, coping, medication, and symptom management. However, in keeping with Windsor
Regional Hospital's tertiary care role, this facility quite rightly limits access to referrals from long
term psychiatric facilities or assertive community treatment teams that are processed through a
central access committee. The average length of stay in this facility is 18 months.

Similar step-down facilities for clients ready to be discharged from Schedule One psychiatric
facilities (hospitals) in Windsor (Hotel Dieu Grace Hospital), Chatham (Chatham-Kent Health
Alliance) and Sarnia (Bluewater Health) is worth exploring. A step-down unit for people
discharged from Schedule One facilities would likely have much shorter lengths of stay than
those at Windsor Regional Hospital's Residential Rehabilitation/Treatment Program.

Options for creating step-down capacity might include:
e Converting a group home in each community into a step-down unit
e Creating new purpose-designed step-down units in one or more of Erie St. Clair's three
major communities
e In Windsor, creating a step-down unit adjacent to, or as an extension of, Windsor
Regional Hospital's Residential Rehabilitation/Treatment Program.

Opportunity #34

Mental health service providers in Erie St. Clair, with leadership from the Community
Mental Health Coordinating Agency, and with support from the LHIN, should develop a
way to provide step-down capacity (and if necessary, step-up capacity as well) in Erie St.
Clair's three major communities. Options to be considered should include but not be
limited to:
e Converting agroup home in each community into a step-down unit
e Creating new purpose-designed step-down units in one or more of Erie St. Clair’s
three major communities
e In Windsor, creating a step-down unit adjacent to, or as an extension of, Windsor
Regional Hospital’s Residential Rehabilitation/Treatment Program.

VieEr Giie e CMHA Erie St. Clair develops and analyzes options for providing step-down capacity (and if
necessary, step-up capacity as well) in Erie St. Clair's three major communities.
e CMHA Erie St. Clair selects preferred option(s) for providing step-down capacity (and if
iRl T necessary, step-up capacity as well) in Erie St. Clair's three major communities.
e CMHA Erie St. Clair prepares to implement preferred option(s) for providing step-down capacity
(and if necessary, step-up capacity as well).
Viesr e e CMHA Erie St. Clair implements preferred option(s) for providing step-down capacity (and if
necessary, step-up capacity as well).
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Partnering with IRIS House

“The name ‘Domiciliary Hostel’ emerged as a term used to describe a range of housing operations
that received funding to provide board and lodging and some support for activities of daily living
on a per-bed basis. Domiciliary Hostels were initially created as a municipal response to meet the
housing needs of impoverished frail/elderly adults. Over the years the program has evolved to
become permanent housing for vulnerable adults with a wide range of special service needs, such
as persons with mental illness, physical and/or developmental disabilities and/or frail elderly....

In June 1998, the province [of Ontario] made a commitment to review the Domiciliary Hostel
Program and agreed to again cost-share the program with municipalities (80% provincial/20%
municipal).”
A Survey of Domiciliary Hostel Program Tenants in Ontario: Final Report. Dr. Stephen Hwang S, Chiu S,
Wilkins E. Centre for Research on Inner City Health, St. Michael's Hospital. Jan. 19 2009

IRIS House is a domiciliary hostel located in downtown Windsor. It receives its funding from the
City of Windsor on a per diem basis ($47.75 per resident per day). The per diem is in turn cost-
shared between the City of Windsor (20%) and the Province of Ontario (80%). It provides safe
secure supportive housing to up to 65 residents, all of who have persistent mental illness. IRIS
House was originally created by parents of people with persistent mental illness.

Since it appears that funding limitations make it difficult for IRIS House to provide care to the
level of quality it desires, it has approached the Erie St. Clair LHIN for funds to augment its per
diem. A recent study conducted by IRIS House suggests there have been significant savings as
a result of IRIS House service, in terms of reduced hospital readmissions for mental health
disorders for the 62 residents whose admission histories were examined in the study.

Most domiciliary hostels in Ontario serve a number of people who are living with serious mental
illness. However, IRIS House exclusively serves people with serious mental iliness.

“Domiciliary Hostel tenants had a very high prevalence of mental health issues: 73% of the
participants reported being diagnosed with at least one mental health issue (excluding substance
abuse/dependence) and 52% reported being diagnosed with at least one of the following serious
mental health issues: schizophrenia, psychosis other than schizophrenia, bipolar affective
disorder (manic-depressive illness), and manic disorder. The majority of study participants (64%)
reported no use of alcohol or drugs in the last 3 years. Based on the Global Appraisal of Individual
Needs (GAIN) instrument, 8% of the participants were classified as having a moderate level of
substance dependence in the last 1 year, and 5% were classified as having a high level of
substance dependence. A total of 23% of the participants had used alcohol and/or drugs in the
last 3 years, but were classified as having no/low level of substance dependence.”

A Survey of Domiciliary Hostel Program Tenants in Ontario: Final Report. Dr. Stephen Hwang S, Chiu S,
and Wilkins E. Centre for Research on Inner City Health, St. Michael's Hospital. January 19, 2009

IRIS House seems to play a major role in providing supportive housing for people who need
fairly structured residential and support service for extended periods of time. Its request to
become more embedded in the formal mental health housing system through subsidization of its
per diem rate seems warranted.

Before any decision is made by the Erie St. Clair LHIN, however, it is wise to engage IRIS
House in discussions about how the funding could be accompanied by assurances that IRIS
House will become a responsive part of a more integrated continuum of mental health housing
services in Erie St. Clair. Since this strategic plan recommends that the Community Mental
Health Coordinating Agency should be accountable for providing or ensuring the provision of all
mental health housing services in Erie St. Clair, the discussions about IRIS House’s role in the
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integrated system should include the Community Mental Health Coordinating Agency as well as
IRIS House and the LHIN.

Opportunity #35

Subject to clarification of the role of IRIS House in an integrated mental health housing
system in Erie St. Clair, the Erie St. Clair LHIN should consider providing funding to IRIS
House through augmentation of its per diem rates, via money flowed to the Community
Mental Health Coordinating Agency and in turn flowed to IRIS House on the basis of an
accountability agreement between IRIS House and the Community Mental Health
Coordinating Agency.

e Discussions take place between IRIS House, the Community Mental Health Coordinating
Agency and the Erie St. Clair LHIN to clarify the role of IRIS House in an integrated mental

Year One health housing system in Erie St. Clair.

e Erie St. Clair decides at what level to fund IRIS House, taking into account the clarification of
the role of IRIS House in the mental health housing system.

e The Community Mental Health Coordinating Agency negotiates and signs an accountability
agreement with IRIS House specifying the funding level and IRIS House’s deliverables related
to its role in an integrated mental health housing system in Erie St. Clair.

e  Funds begin to flow to Iris House.

Year Two

Year Three e Monitoring of IRIS House’s role in the integrated mental health housing system begins.

Meeting the Mental Health Needs of Younger People with Responsive Behaviours

Recently the Government of Ontario created its Behavioural Supports Ontario (BSO) program.
This program is currently being implemented in Erie St. Clair with the help and active
participation of the Erie St. Clair LHIN. BSO aims to enhance services and improve the quality
of life for people with mental health challenges (dementia, responsive behaviours, and other
neurological conditions) who live in the community, long-term care facilities, or Alternate Level
of Care based in hospitals.

“Responsive behaviour has been described in the research (Cohen-Mansfield, 2000) as:
Verbally non-aggressive (verbal complaints, constant requests for attentions)

Verbally aggressive (cursing, sexual content)

Physically non-aggressive (pacing, undressing, handling objects )

Physically aggressive (spitting, hitting throwing objects, physical sexual advances and
hurting self or others)”

Responsive Behaviour Training Presentation, Ontario Association of Non-Profit Homes and Services for Seniors,
January 27, 2011

The Erie St. Clair LHIN created a Responsive Behaviours Action Plan to provide clinical
interventions for older adults. The Action Plan, endorsed by the Ministry of Health and Long-
Term Care, helps ensure that resources and services are aligned to meet the needs of older
adults with responsive behaviours as well as their caregivers. However, the LHIN and other
stakeholders recognize that one population that could benefit from BSO services is a population
currently inappropriately housed in long-term care homes. This population constitutes younger
people who exhibit responsive behaviours because of acquired brain injury, very early onset of
dementia, or some other neurological condition. This population can also include some people
who exhibit responsive behaviours because of developmental disabilities. These people often
do not fit well into long-term care facilities (see box on the next page), nor do they fit well within
mental health housing programs because of the aggressive or persistent dimensions of their
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behaviour. In short, if they can no longer live at home there is no “right place” for them. This
strategic plan affords the opportunity to:
e Develop a right place for younger people with responsive behaviours because of
acquired brain injury, very early onset of dementia, or some other neurological condition
o Develop right service for this population, through BSO or some variation of the BHO
program.

The next page identifies many of the reasons why facilities that largely serve seniors are not
appropriate for younger people with acquired brain injury.

Opportunity #36

The Erie St. Clair LHIN should explore, with stakeholders from a variety of fields:

e The desirability and feasibility of creating a residential mental health facility for
younger people who exhibit responsive behaviours because of acquired brain
injury, very early onset of dementia, some other neurological condition, or
developmental disability

e How mental health programming can be provided to this population either in-
home, in along term care home or in the specialized facility described above.

e The Erie St. Clair LHIN conducts or commissions a study into the housing and mental health
programming needs of younger people who exhibit responsive behaviours because of acquired
brain injury, very early onset of dementia, some other neurological condition or developmental
disability; and how these needs can best be met.

Year One

o If aresidential mental health facility is advisable for the population-in need, the LHIN initiates a
plan to create such a facility.

Year Two e LHIN and stakeholders agree on the mental health and support services to be made available to

this population and how the services should be provided, regardless of the housing environment

of people-in-need.

e The facility is created.
e Mental health and support services for the population-in-need begin to operate.

Year Three
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“There are many reasons why aged care is not suitable for many younger people with an acquired brain
injury.

Social environment

There is a lack of peer interaction for younger residents who are in the minority and have nothing in common with
other residents. Residents with Acquired Brain Injury frequently seek staff contact in preference to other residents as
they are closer in age, interests and can offer more meaningful interaction than some residents who are frail or have
dementia. In general, aged care facilities primarily attempt to maintain a serene, quiet atmosphere for aged residents
to live their remaining years. Social activities, entertainment, music, exercise and even diet understandably cater for
the elderly.

Aged care building design for younger residents

In some facilities there is a lack of privacy and single rooms. Young residents with Acquired Brain Injury may share
rooms with people who are elderly and sometimes have dementia. Such living restrictions are likely to create feelings
of depression, loneliness, frustration and boredom, thus compounding any existing problems of mood swings,
behaviour and impulse control resulting from the brain injury. As many people with Acquired Brain Injury do not have
a shortened life span their stay in supported care could be lengthy depending on the age of entry. Younger residents
may experience significant loss, through death of many roommates when they reside in aged care facilities for a
number of years.

Rehabilitation of younger residents in an aged care setting

Younger residents are usually more physically fit and stronger, requiring a very different level of stimulation and
rehabilitation to frail aged residents. On average, younger residents with Acquired Brain Injury require higher
numbers of staff hours to meet their nursing and exercise needs than aged residents. Aged care staff are usually not
trained in aspects of Acquired Brain Injury. They frequently report problems in communication, managing challenging
behaviours and managing the emaotional needs or moods of younger people with Acquired Brain Injury. Research has
indicated that aged care staff believe that the social, cognitive and rehabilitation aspects of care were of greatest
difficulty, and the areas in which the needs of this client group were being least catered for.

Meeting care needs

Aged care staff report the majority of needs as being met. However, there is a markedly different picture with regards
to the rehabilitation, emotional, cognitive and social aspects of care. Staff often identify difficulties with providing
supervision, communicating with, and managing the emotions and moods of residents with Acquired Brain Injury, and
dealing with their challenging behaviours such as disinhibition, verbal or physical aggression.

Adjustment issues for younger residents

For the resident, feelings of loss of independence and control, and post-placement depression are common in
adjustment to the new environment and high levels of ongoing support and counselling are often needed. It is often
the staff who work in aged care facilities who are faced with providing this complex and ongoing support, with a lack
of resources, inadequate levels of training and skills in the area of Acquired Brain Injury, and limited access to
specialised rehabilitation and community services.

Family involvement

Often families wish to participate and be involved in all aspects of their relatives' care. Research has indicated limited
family participation in the physical aspects of resident care, in contrast with more frequent leisure and social
interaction. There are a number of possible reasons for this finding. Families may have chosen to hand the burden of
care to professional staff but maintain social and leisure contact. Daily tasks of care are mostly completed in the
morning and evening, at the times of day when visitors are not available or not permitted to visit. Some families were
reported to have limited contact as a result of their own emotional distress. Sometimes young children and teenagers
can be distressed by the aged care environment. It is also possible that aged care facilities do not encourage family
participation in the physical aspects of client care, viewing this as predominantly the professional caregiver's role.”

Younger People with Acquired Brain Injury in Nursing Homes - Fact Sheet, Brain Injury Association of
Queensland, based in the research study Longer-term Care of Younger People with Severe Acquired Brain
Injury: Appropriateness of Aged Care Facilities, University of Queensland

118




Respite Beds

While this strategic plan has not uncovered statistics that show the level of need for respite
beds, anecdotal evidence from mental health service providers suggests that this may be an
unmet need in Erie St. Clair, for people who need a break from their current living environment
as result of stress in that environment. Failure to provide respite in these circumstances can
lead, in the opinion of some providers, to the escalation of tensions to a crisis level that results
in emergency department visits or admission to psychiatric beds.

One interesting way to provide respite beds is found in the State of Georgia, where respite beds
are part of the peer support system:

“Often when things are breaking down, we are not in a situation where hospitalization will serve
our needs. Peer Support may be all we need and desire, along with a safe place to stay the night.

At each of the three Peer Support, Wellness, and Respite Centers, we have three private rooms
where peers can stay for up to a week at a time and receive peer support and respite in lieu of
psychiatric hospitalization. To qualify for a respite bed, a person must:

Identify as a current or former consumer of mental health services

e Be 18 years of age or older

e Not be a danger to self or others

e Have a Proactive Interview on file with the Center.

A Proactive Interview is conducted with a peer staff at a Peer Support, Wellness, and Respite
Center when you're doing well. It allows participants and peer staff to form a relationship that will
be useful during a future time of respite. Many times in a hospital setting, we are surrounded by
strangers. The Proactive Interview serves to surround peer guests with friends and supporters.
The Proactive Interview also allows participants to direct their own recovery while in respite.
Participants define meaning for crisis and decide what challenges it presents to them. We support
peers in meeting those challenges, and we hold each other accountable in this process. A peer
relationship is based in mutuality and on mutual responsibility.”

Website, Georgia Mental Health Consumer Network, Peer Support, Wellness, and Respite Centers:

http://www.gmhcn.org/wellnesscenter/respite.htmi

While the Georgia model may not be appropriate for Erie St. Clair — and while respite beds may
not be a priority at all for housing within Erie St. Clair — the idea of respite beds is worth further
consideration, particularly since a form of respite care for a specific population — seniors — is
about to be implemented in Windsor. The DETOUR program, developed by the Victorian Order
of Nurses (VON Windsor Essex) has created partnerships with local retirement living homes to
provide the respite space where VON will provide 24 hour emergency respite care for up to 14
days for seniors living in Windsor/Essex who need limited mental health support and minimal
supervision from personal support workers.

Opportunity #37

Mental health stakeholders in Erie St. Clair, including but not limited to the Community
Mental Health Coordinating Agency and consumer/survivor/family-run organizations,
should explore the desirability and feasibility of creating a mental health respite bed
capacity in Erie St. Clair.

e Mental health stakeholders in Erie St. Clair, including but not limited to the Community Mental
Year Two Health Coordinating Agency and consumer/survivor/family-run organizations, should explore
the desirability and feasibility of creating a mental health respite bed capacity in Erie St. Clair
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APPENDIX SIX: SYSTEM CONNECTORS

System connectors are features that connect an array of services to make them a system rather
than an unconnected collection of parts. The framework for this strategic plan identified ten
connectors:

1. Service integration 6. Care pathway templates

2. Stakeholder knowledge about 7. Stakeholder engagement protocols
services/systems/processes 8. An integrated service database

3. Service co-location 9. System-focused planning, monitoring and

4. Navigation evaluation and problem solving

5. Advocacy for/by consumers and families 10. A quality improvement strategy

This section of the strategic plan describes how these system connectors might be maintained
or developed.
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Stakeholder Knowledge about Services/Systems/Processes

This section of the plan recognizes two components to knowledge:
e Knowledge about what services and resources exist in Erie St. Clair and environs
e Provider, consumer and family knowledge exchange that goes beyond inventory
information and that includes knowledge such as tip sheets, links to therapeutic literature
and an on-line mutual support capacity for both users and providers of mental health
services.

Desired Outcome

Consumers, family members and providers have access to current information about what
services exist, how to access them in a timely way, what options exist among service areas, and
other knowledge that supports recovery.

Current State

In the extensive consultation process undertaken during this strategic planning process, a
strongly voiced and very consistent theme was lack of knowledge about what Erie St. Clair's
mental health services are, how to access them and what should be the expectations of clients
and providers who are referring people to the mental health system. Some commented that
mental health services in Erie St. Clair do not comprise a system as there was no clear entry
point, no equitable way to access specialized services such as psychiatry, and no one
responsible for monitoring the overall functioning of services.

Some providers commented that they had been able to solve or somewhat solve some of their
referral problems through 1:1 negotiations with other providers. Some expressed concern that
this 1:1 relationship approach was not necessarily a sustainable client management approach,
and some noted that this was a fragile arrangement at best. Some people who use the system
noted the difficulty in transitioning from the culture of one organization to that of another and the
lack of preparation for these transitions.

Rationale for Change

This strategic plan’s section on pre-entry, entry and early help proposes that the contact points
for ConnexOntario, a provincial database and associated help lines for information on mental
health, addiction and problem gambling services, should be better publicized as a way to
improve knowledge access. However, there may still be a need for a more local data base (in
addition to but not instead of the ConnexOntario information base). This Erie St. Clair
knowledge base would contain more detail on services and programs, useful especially for
providers who need more information on what other mental health providers and programs do.
Through links to other community databases, this web-based resource could also contain
information on other community services (information that is not captured in the ConnexOntario
information base).

But a word of caution is in order. Web site or hard copy service inventories often disappoint their
users. Information on them is often too vague or outdated, with entries from separate sources
that are not comparable, and (if web-based) hard to navigate.
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On the other hand an interactive website maintained by a small team of information specialists
(to deal with the information part) and website managers (to deal with the internet technology
part) might be feasible if the web site serves a number of purposes:

o A place where people can look up mental health-related local information

e A place where people can post information, questions, tips or ideas

o A place where people can connect to knowledge bases elsewhere.

A potential downside to such a web resource (or perhaps an upside depending on one’s point of
view) is that an interactive website cannot guarantee that only “authorized” information will be
posted. It is inherently chaotic.

Opportunity #38

The Erie St. Clair LHIN should host a meeting of interested parties from within the mental
health services system to explore the possibility of creating a “Mental Health in Erie St.
Clair” website for both information compilation and retrieval purposes and knowledge/
opinion exchange purposes.

e Interested parties meet to explore the possibility of creating a “Mental Health in Erie St. Clair”

Year One website.

e If interested parties concur that a web site is needed, an organization to manage the website

Year Two is identified and website development begins.

Year Three e The website becomes operational.

Note: Later sections of this strategic plan entitled An Integrated Service Database and System
Focused Planning, Monitoring and Evaluation also contain material related to improving the
mental health information base in Erie St. Clair.
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Service Co-Location

Desired Outcome

Mental health services are located with or near each other, at sites that are accessible by public
transit, and are located with or near other services that are used by people with mental illness
and their families.

Current State

Communities in Erie St. Clair are much like most communities elsewhere in Ontario: mental
health services are located in a number of sites in a community (particularly the three largest
communities in Erie St. Clair). Many mental health programs (CMHA branches for instance)
have been situated in downtown cores — areas of higher need in the community.

Much of the literature on co-location related to mental health services focuses on co-location of
mental health services with primary care services. One example of such co-location in Erie St.
Clair is the co-location of City Centre Health Care (a satellite program of Windsor Essex
Community Health Centre) with CMHA Windsor-Essex County Branch in downtown Windsor.

There are several potential forms of co-location:
1. Two or more programs or agencies can locate in the same building
o Mental health programs can be co-located
o Other human services can be co-located with a mental health service
2. Two or more programs or agencies can be located in separate buildings that are
relatively close to each other
o Mental health programs can be co-located
o Other human services can be co-located with a mental health service
3. One agency or program can make space available for other agencies or programs to
provide visiting services in the space (the space is provided free or at a cost)
o Space can be made available to other mental health services
o Space made available to other human services
4. Virtual co-location though tele-links between/among sites.

Co-location options should be seen through two lenses:

e The lens of service users. Some people with a mental illness may, for instance, be
reluctant to visit a place specifically labelled as “mental health” for fear of being identified
as a person with a mental iliness (a particular concern in smaller communities).

e The lens of service providers and funders. Full co-located service (the first type
described above) can lead to back-office integration and savings. As well, interactions
among personnel from two or more agencies are enhanced if they are co-located.

Rationale for Change

From a long-term point of view, co-location of a range of health services (including mental
health services) and other community services on single campuses or hubs in Windsor, Sarnia
and Lambton may make sense.
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In the shorter term, however, co-location might concentrate on:

e Ensuring the co-location of mental health services and selected primary care
organizations via visiting mental health services provided on specific days by the
Community Mental Health Coordinating Agency at these primary care organization sites

e Creating multi-service hubs in smaller communities, where few human service agencies
can afford to have a full-week presence, but where a number of agencies can afford to
have a presence for part of the week if hub space is available to them

e Further use of tele-links to create virtual co-location.

Opportunity #39

In the long-term, mental health services in Erie St. Clair should explore possibilities for
easily accessible co-location of mental health and related human services in Sarnia,
Chatham and Windsor. In the shorter term, the mental health service system in Erie St.
Clair should:

e Ensurethe co-location of mental health services and selected primary care
organizations via visiting mental health services provided on specific days by the
Community Mental Health Coordinating Agency at the sites of primary care
organizations

e Create multi-service hubs in smaller communities, where few human service
agencies can afford to have a full-week presence, but where a number of agencies
can afford to have a presence for part of the week if hub space is available to them

e Make further use of tele-links to create virtual co-location.

e Visiting mental health services are provided on specific days by the Community Mental Health
Coordinating Agency at selected primary care sites.

Year One e  Services continue or expand the use of tele-links.
e  Services explore opportunities for co-location with other human services in hubs in smaller
communities.
e Co-location of mental health services at primary care locations is extended to more primary
care sites.
Year Two e  Services continue or expand the use of tele-links.

e  Services continue to explore opportunities for co-location with other human services in hubs in
smaller communities.

Services continue or expand the use of tele-links.
Year Three e  Services continue to explore opportunities for co-location with other human services in hubs in
smaller communities.
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Navigation

Desired Outcome

Adults experiencing mental iliness and their families receive the information and support they
need to navigate through the mental health service system, and have access to specialized
navigation resources if they cannot or do not choose to navigate on their own.

Current State

Navigation, a term which can be applied to information and supports supplied by professionals
and in some cases through peer support, is available (informally at least) from various sources
including consumer/survivor/family run organizations, CMHA branches and primary care
providers. Generally, health professionals are aware of potential referral options for clients and
some go the extra mile to facilitate the connections. However what is lacking is a system level
expectation around helping clients to other supports, and the tools with which to ensure the
navigation support is effective.

Rationale for Change

It is consistent with the recovery philosophy to first of all put trust in the capacity of clients and
their families to navigate through the system (with support if they want that support). This
support includes technical or procedural support (how to navigate) and emotional support (how
to interpret one’s feelings when navigation hits a roadblock). Navigation support can come from
peer support programs like the Family to Family training program developed by the by the
National Alliance on Mental lliness. A number of families in Erie St. Clair have been trained
through this program. The line of support could also come from peer support workers in
consumer/survivor/family-run organizations in Erie St. Clair.

The next line of support could come from case management help from a case management
program, in addition to or instead of peer support. And the final line of support could come from
navigators within a service agency (which can be considered a specialized form of case
management). These options suggest that there can be a tiered response for navigation (please
see next page). In this model, it is up to the person or family to choose which tier they want to
enter.

Opportunity #40

Mental health service providers should decide whether they want to develop a tiered
navigation model. If so, they should develop an estimate of the resources needed to
implement the tiered navigation model.

e Mental health services explore the tiered navigation model, and other models, to determine

Year One which model best fits Erie St. Clair.

Year Two e Mental health services determine how to best implement the preferred navigation model.

Year Three e Mental health services begin implementing the preferred navigation model.
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TIERED NAVIGATION MODEL

it is up to the person or family to choose which tier they want to enter

First tier
person or family navigates without help

Second tier
person or family navigates with help from a training program

Third tier

person or family navigates with help from an assigned peer support worker-navigator

Fourth tier
person or family navigates with help from a case manager

Fifth tier

person or family navigates with help from a case management-trained navigator

126




Advocacy For/By Consumers and Families

Desired Outcome

Consumers and families are given tools and opportunities to advocate for themselves, and to
advocate for system changes.

(This outcome is similar to but broader than the desirable navigation outcome described in the
previous section).

Current State

Based on consultation sessions with consumers and family members in Erie St. Clair and input
from health professionals, it is important to increase the influence that consumer and family
members have on the organization and delivery of mental health services. While comments on
what is working well and what is not working well differed across the consultation sessions,
themes related to greater input and greater respect were firm and consistent.

As well, the Mental Health Strategy for Canada highlights the need to:
o Actively involve people with mental health iliness and their families in making decisions
about service systems
e Actively involve people living with mental health problems and illnesses and their
families in governance, accreditation, monitoring, and advisory bodies in the service
system.

Rationale for Change

The LHIN and its service partners have an opportunity to:
e Strengthen self-advocacy
e Strengthen the influence that people with mental health illness and their families have on
agencies in the mental health service system, and on the system as a whole.

Opportunity #41

The LHIN should encourage and fund consumer/survivor/family-run organizations to
develop and operate programs to train and support people so they can become better
self-advocates (including greater use of the NAMI Family-to-Family Program), with
particular attention to providing this training and support in or for people living in
smaller communities in Erie St. Clair.

Opportunity #42

Mental health service agencies in Erie St. Clair should create/identify and publicize
opportunities for people with mental iliness and family members to serve on their boards
and on committees within their agencies and programs.

Opportunity #43

The LHIN, the hospitals group and the Community Mental Health Coordinating Agency
should establish a joint consumer/family member advisory group. The foundation for its
advice can be the visions for the service system and for supportive communities that
were developed during the strategic planning project.
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Year One

Consumer/survivor/family-run organizations develop and operate programs to train and support
people so they can become better self-advocates (including greater use of the NAMI Family-to-
Family Program), with particular attention to providing this training and support in or for people
living in smaller communities in Erie St. Clair.

The LHIN, the hospitals group and the Community Mental Health Coordinating Agency
establish a joint consumer/family member advisory group.

Mental health service agencies in Erie St. Clair create/identify and publicize opportunities for
people with mental illness and family members to serve on their boards and on committees
within their agencies and programs.

Year Two

Continue activities from Year One.

Year Three

Continue activities from Year Two.
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Care Pathway Templates

Desired Outcome

Evidence-based care pathway templates and care pathways for people needing mental health
services help ensure that people in Erie St. Clair efficiently receive the right care from the right
providers in the right sequence at the right times, while ensuring that care pathways are flexible
enough to ensure that a person’s uniqueness and preferences are taken into account.

Current State

A care pathway template describes, for a specific clinical condition and in evidenced-based
terms, the typical tasks to be carried out, the timing and sequence of these tasks and the
discipline involved in completing the task.

This definition uses the phrase “for a specific clinical condition” — but it is people, not clinical
conditions, that receive care. A care pathway template is a roadmap for addressing clinical
conditions that needs to be adjusted to fit people’s unique need and preferences. So although a
care pathway template is not an end-point, it is an essential intermediate point, preceded by an
evidence-based guideline that drives the template, and followed by an individualized care
pathway and care plan.

Guideline Care Pathway Care Pathway Care Plan
) USHIALENE Application of the care Document that
Evidence-based Application of guidelines pathway template to fit includes the client’s
recommendation that a to determine who should and reflect the needs, care pathway, any
procedure or set of do what and when for a characteristics and other features affecting
procedu_res is the right clinical condition or preferences of an care, and progress
thing to do population group individual client reports/plan variations

—

Rationale for Change

Many health care providers in Erie St. Clair are familiar with care pathway templates and care
pathways. However, these tools could be more rigorously developed and applied across the
mental health system. While the tools take great effort to develop and to maintain as practice
characteristics, they can produce advantages for all participants in the helping process:

e Service users benefit because the help they receive is rooted in best practices that are
replicated across the system.

e Providers benefit because some procedures/care chains become relatively routinized, giving
providers more time to address the needs of clients with exceptional issues (keeping in
mind, however, that routinization can become a drawback if it is used in ways that obscure
or override the uniqueness of the challenges many clients face). Newly hired providers in
the service system benefit because the presence of care pathway templates speeds up their
orientation and learning processes.
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The service system as a whole benefits when care pathway templates are developed that
shape the activities of mental health professionals in different programs and agencies who
are serving the same client. There are less likely to be “border skirmishes” when the details
of evidence-driven care collaborations are set out in advance.

All stakeholders benefit because the development of care pathway templates — if carried to
a sufficient level of detail®® — can identify processes or procedures in the care chain that add
little or nothing to the overall care process (or that harm the care process) and that can be
eliminated for the sake of efficiency or more accessible service processes. Improvements of

this kind can shorten time-to-care and are therefore important access improvements.

Care pathway templates can be developed “from scratch” in Erie St. Clair, they can be
developed collaboratively by stakeholders from several LHINS, or an external authority such as
Health Quality Ontario may decide to develop care pathway templates. While it is premature to
decide which process will best generate mental health pathway templates for Erie St. Clair,
stakeholders in Erie St. Clair (with LHIN support) should commit to develop or adopt templates
based on clinical guidelines (a sample list of guidelines is shown on the next page).

Opportunity #44

Mental health service agencies in Erie St. Clair should develop or adopt and regularly
review care pathway templates for populations served by the mental health service
system and should ensure that these templates are used to develop care pathways and
care plans for people receiving mental health services.

Year One, Year Two, Year Three

Stakeholders determine which route is most feasible for developing
care pathway templates (local, multi-LHIN or provincial) and create a
template development plan based on the preferred option.

20 Techniques such as value stream mapping allow this level of detail to be determined. If one eliminates,
for instance, a step in the client service process that adds no value, if the step takes 30 minutes per client
and worker to perform and 100 clients per year go through this unnecessary step, then eliminating it
saves 50 hours of care worker time per year, at no loss to clients (and an actual gain to clients, because

their time is valuable too).
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SELECTED GUIDELINES THAT CAN INFORM CARE PATHWAY TEMPLATE DEVELOPMENT

Guidelines

ADHD

Publication  Author/Sponsoring Organization

Attention-deficit hyperactivity disorder: Diagnosis and management of ADHD in children,

NICE (UK)

young people and adults 2008
Evidence-ba_sed guid(_alines for management of_ attention-deficit hyperactivity disorder in 2006 British Association for Psychopharmacology
adolescents in transition to adult services and in adults
Anxiety
Clinical Guidelines:_Management of Anxiety Disorders 2006 Canadian Psychiatric Association
Anxiety:_ management of anxic—;ty (panic_ disqrder, with or without agoraphol_aia, and 2004 NICE (UK)
generalised anxiety disorder) in adults in primary, secondary and community care
Evidence-based guidelines for the pharmacological treatment of anxiety disorders 2005 British Association for Psychopharmacology
Practice Parameter for the Assessment and Treatment of Children and Adolescents With American Academy of Child and Adolescent
Anxiety 2007 Psychiatry
Bipolar Disorder
Canadian Network for Mood and Anxiety Treatments (CANMAT) guidelines for the 2005 CANMAT (Canada)
management of patients with bipolar disorder: (update,
consensus and controversies 2007)
The management of bipolar disorder in adults, children and adolescents, in primary and 2006 NICE (UK)
secondary care
Bipolar Affective Disorder 2005 Scottish Intercollegiate Guidelines Network (SIGN)
Evidence-Based Guidelines for Treating Bipolar Disorder 2009 British Association for Psychopharmacology
Depression
Clinical Guidelines for the Treatment of Depressive Disorders 2001 CANMAT (Canada)
(rev. 2004) (see CMA collection)
Depression (MDD) - Diagnosis and Management 2004 British Columbia Medical Association
Depression in adults 2004 NICE (UK)
Depression in children and young people 2005 NICE (UK)
Interventions for Postpartum Depression 2005 Regqistered Nurses Association of Ontario
(RNAO)
Evidence-based guidelines for treating depression with anti-depressants 2000 British Association for Psychopharmacology
(rev. 2008)
Identification of common mental disorders and management of depression in primary care 2008 Ngw Zealand Guidelines Group
primary care
National guidelines for seniors mental health: the assessment and treatment of depression 2006 Canadian Coalition for Seniors’ Mental Health
Eating Disorders
Eating disorders in adolescents: Principles of diagnosis and treatment 1998 Canadian Pediatric Society
(rev. 2007)
Eat_ing. disorders: Core intervent_ions _in the treatment and management of anorexia nervosa, 2004 NICE (UK)
bulimia nervosa and related eating disorders
Treatment of Patients With Eating Disorders, Third Edition 2006 American Psychiatric Association
OCD
Obsessiye-co_mpulsive disorder: Core intgrvgntions in the treatment of obsessive- 2005 NICE (UK)
compulsive disorder and body dysmorphic disorder
Treatment of Patients With Obsessive-Compulsive Disorder 2007 American Psychiatric Association
Personality Disorders: BPD
Borderline personality disorder: treatment and management 2009 | NICE (UK)
Panic Disorder
Treatment of Patients With Panic Disorder, Second Edition 2009 | American Psychiatric Association
PTSD
Treatment of Patients With Acute Stress Disorder and Posttraumatic Stress Disorder 2004 American Psychiatric Association
P(_)st-traumatic stress disorder (PTSD): The management of PTSD in adults and children in 2005 NICE (UK)
primary and secondary care
Schizophrenia
Guidelines: Treatment of Schizophrenia 2005 Canadian Psychiatric Association
Core interventions in the treatment and management of schizophrenia in primary and 2009 NICE (UK)
secondary care (update)
Self-harm and Suicide
Self-harm: The short-term physical and psychological management and secondary 2004 NICE (UK)
prevention of self-harm in primary and secondary care
National guidelines for seniors mental health: the assessment of suicide risk and the 2006 Canadian Coalition for Seniors’ Mental Health

prevention of suicide

Source: CAMH Knowledge Exchange webpage

http://knowledgex.camh.net/amhspecialists/guidelines_materials/Pages/clinical_guidelines_pathways.aspx
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http://guidance.nice.org.uk/CG72�
http://www.nice.org.uk/�
http://www.bap.org.uk/docdetails.php?docID=10�
http://www.bap.org.uk/index.php�
http://publications.cpa-apc.org/browse/documents/67�
http://www.cpa-apc.org/index.php�
http://guidance.nice.org.uk/Type/CG/Published�
http://www.nice.org.uk/�
http://www.bap.org.uk/docdetails.php?docID=8�
http://www.bap.org.uk/docsbycategory.php?docCatID=2�
http://www.aacap.org/�
http://www.aacap.org/�
http://www.canmat.org/guides.php�
http://www.canmat.org/�
http://guidance.nice.org.uk/CG38�
http://www.nice.org.uk/�
http://www.sign.ac.uk/guidelines/published/index.html#Mental�
http://www.sign.ac.uk/index.html�
http://www.bap.org.uk/docdetails.php?docID=6�
http://www.bap.org.uk/docsbycategory.php?docCatID=2�
http://www.canmat.org/guides.php�
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http://www.bcguidelines.ca/gpac/guideline_mdd.html�
http://www.bcma.org/�
http://www.nice.org.uk/guidance/cg/published/index.jsp?d-16544-p=2�
http://www.nice.org.uk/�
http://guidance.nice.org.uk/CG28�
http://www.nice.org.uk/�
http://www.rnao.org/Page.asp?PageID=924&ContentID=806�
http://www.rnao.org/Page.asp?PageID=1212&SiteNodeID=155&BL_ExpandID=�
http://www.rnao.org/Page.asp?PageID=1212&SiteNodeID=155&BL_ExpandID=�
http://www.bap.org.uk/docdetails.php?docID=5�
http://www.bap.org.uk/docsbycategory.php?docCatID=2�
http://www.nzgg.org.nz/library_resources/13�
http://www.nzgg.org.nz/�
http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm�
http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm�
http://www.cps.ca/english/statements/AM/am96-04.htm�
http://www.cps.ca/�
http://guidance.nice.org.uk/CG9�
http://www.nice.org.uk/�
http://www.psychiatryonline.com/pracGuide/pracGuideTopic_12.aspx�
http://www.psych.org/�
http://guidance.nice.org.uk/CG31�
http://www.nice.org.uk/�
http://www.psychiatryonline.com/pracGuide/pracGuideTopic_10.aspx�
http://www.psych.org/�
http://guidance.nice.org.uk/CG78�
http://www.nice.org.uk/�
http://www.psychiatryonline.com/pracGuide/pracGuideTopic_9.aspx�
http://www.psych.org/�
http://www.psychiatryonline.com/pracGuide/pracGuideTopic_11.aspx�
http://www.psych.org/�
http://guidance.nice.org.uk/CG26�
http://www.nice.org.uk/�
http://publications.cpa-apc.org/browse/documents/67�
http://www.cpa-apc.org/index.php�
http://guidance.nice.org.uk/CG82�
http://www.nice.org.uk/�
http://guidance.nice.org.uk/CG16�
http://www.nice.org.uk/�
http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm�
http://www.ccsmh.ca/en/natlGuidelines/initiative.cfm�

Stakeholder Engagement Processes

Desired Outcome

A full range of stakeholders are consistently engaged in the planning, monitoring and evaluation
of mental health services and systems in Erie St. Clair in ways that make the results of various
engagement activities comparable with each other.

Current State

Many mental health service organizations already engage stakeholders — including clients, staff
and agency partners — in processes for planning, monitoring and evaluating their services.
Requirements for stakeholder engagement will likely become even more rigorous when the
provisions of The Excellent Care for All Act (2010) and the Excellent Care for Mental Health
and Addictions (ECMHA) initiative are fully in place (please see the Quality Improvement
Strategy section of this plan for a description of these initiatives).

Rationale for Change

Stakeholder engagement strategies do not seem to be coordinated across mental health service
agencies, nor can the results of stakeholder engagement in one agency be compared with the
results of stakeholder engagement in other agencies, nor are stakeholders often engaged in
providing input into system characteristics rather than the characteristics of single agencies or
programs. Engagement fatigue and the unintentional exclusion of some stakeholders can result
from uncoordinated stakeholder engagement.

Opportunity #45

Mental health and addiction services in Erie St. Clair, through the redesigned Mental
Health and Addictions Network proposed in this strategic plan, should develop common
and complementary approaches to the engagement of stakeholders in planning,
monitoring and evaluation of mental health and addiction services and systems in Erie
St. Clair in ways that make the results of engagement activities comparable with each
other.

e The redesigned Mental Health and Addictions Network creates a working group to examine and
Year One propose common and complementary approaches to the engagement of stakeholders in
planning, monitoring and evaluation of mental health and addiction services* and systems.

e The working group examines and proposes common and complementary approaches to the
Year Two engagement of stakeholders and presents its findings to the redesigned Mental Health and
Addictions Network.

e Implementation of common and complementary approaches to the engagement of stakeholders
begins.

Year Three

L This proposed action refers to addiction services as well as mental health services because both
sectors are likely to be involved in somewhat similar engagement processes with overlapping service
populations.
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An Integrated Service Database

Desired Outcome

An accurate up-to-date service database is used for planning, monitoring and evaluating mental
health and related services in Erie St. Clair.

Current State

During this strategic planning project it became clear that mental health agencies are generating
large amounts of data, much of which is not comparable to data from other agencies, often
because of basic definitional issues. Until a greater degree of standardization and specificity is
introduced into data collection (and even more importantly, preparing for data collection),
agencies will continue to spend significant time gathering data that cannot be put to full use to
help the system know how it did in the past, how it is doing now, and what to do in future.

Rationale for Change

The creation of a Programs and Services Data Group that comprises community and hospital
mental health service providers (including primary care providers) and that reports to the
redesigned Mental Health and Addictions Network (please see the next section of this plan)
would provide a mechanism for aligning program definitions and program data collection
protocols to produce truly comparable data in the future.

The standardization of data collection is also essential for program evaluation over time to
determine levels of efficiency and equitable resource allocation.

Once the program definitions and data are comparable, a review of programs and services
should be undertaken to move toward a consistent and equitable set of services across Erie St.
Clair.

Opportunity #46

Mental health services in Erie St. Clair, with the support and participation of the LHIN,
should create and commit to support a Programs and Services Data Group to help
improve the quality, timeliness and specificity of data for use in program, service and
system monitoring, evaluation and planning in Erie St. Clair. Once the program
definitions and data are comparable as a result of the work of the Programs and Services
Data Group, areview of programs and services should be undertaken to move toward a
consistent and equitable set of services across Erie St. Clair.

Year One e Erie St. Clair LHIN and mental health service providers develop membership and terms of
reference for an Erie St. Clair Mental Health Programs and Services Data Group.
N ) e Erie St. Clair Mental Health Programs and Services Data Group begins meeting and identifies
data improvement priorities.
e Erie St. Clair Mental Health Programs and Services Data Group begins addressing data
el Tliree improvement priorities.

Note: a follow-up to these activities would be a review of programs and services to move the
system toward a consistent and equitable set of services across Erie St. Clair.
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System Focused Planning, Monitoring and Evaluation

Outcome

To ensure that people in Erie St. Clair have access to an integrated system of mental health
services, mechanisms are in place to plan, monitor and evaluate the system, as well as
effectively integrate it with the addiction sector and with other societal and community sectors
affecting mental health.

Current State

While some organizations have formed collaborative working relationships to benefit clients as
well as provider efficiency, there is currently no overall mental health system framework to guide
decisions about resource allocation and to monitor and evaluate the results of these decisions,
or through which the LHIN can understand and expect accountability from providers for client
outcomes.

The Mental Health and Addiction Network sponsored by the Erie St. Clair LHIN, exists and plays
a key role in information sharing and planning.

Rationale for Change

The provincial mental health framework Open Minds, Healthy Minds states that:

“Ontarians with a mental iliness and/or addictions need timely access to health and
social services that meet their needs. These services should be integrated so people
have easy access to the right mix of supports. Better coordination across health and
other human services — such as housing, income support, employment and the justice
system — will lead to better mental health.”

As this extract notes, greater integration of services across the continuum of mental health and
addictions, and beyond, helps enable client-centred care and evidence-based supports to help
people toward recovery. Stakeholder engagement during this strategic planning process also
showed that people with mental illness, their families and mental health providers all want a
more integrated system and believe such as system does not yet exist.

The Erie St. Clair adult mental health strategic plan is an opportunity to achieve system
integration and to set in place target outcomes and processes to support these outcomes. The
LHIN remains the body most responsible for the local system design and performance. Under
that umbrella of LHIN policy direction and system design, roles for planning and managing the
system should be clearly articulated.

This can be achieved by creating a series of planning tables, each reflecting a component of the
adult mental health system, guided by an “umbrella table” — an evolved version of the current
Mental Health and Addiction Network. The new Network would have two levels of engagement:

e An assembly level: all members of all other tables described in the chart below would
be invited to attend a very limited number of meetings per year (perhaps twice per year
for a full day each time) to review reports on system performance, identify emerging
issues, and debate the biggest change issues.

e An accountability level: this would comprise a smaller group — perhaps one delegate
from each of the other tables — accountable for integrating what comes from the other
tables, and for organizing rapid system response to emerging system problems
(backlogs in key parts of the system for example).
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THE PROPOSED ERIE ST. CLAIR MENTAL HEALTH LEADERSHIP TABLES

System Leadership
Tables?

The Mental Health and
Addictions Network

Mandates

Lead table for ensuring integration across mental health and addiction
services, effective use of funding to promote positive client outcomes
Ensures integration of planning, monitoring and evaluation led by other
tables
o Over the next three years a Programs and Services Data Group
and a Working Group on Stakeholder Engagement would report to
the Network.

The Community Mental
Health Coordinating
Agency

Lead table for implementing the opportunities cited in the adult mental
health strategic plan related to community mental health services, and
community connections across providers

Ensures planning, monitoring and evaluation of community mental health
services, incorporating the findings of the Programs and Services Data
Group (and co lead with the Community Mental Health Coordinating
Agency on planning for discharge/transition to and from the community).

Consumer/survivor/
family-run
organizations

Lead table for implementing opportunities cited in the adult mental health
strategic plan related to support to people with mental iliness (information,
referral, psychosocial rehab) and related to family supports.

Hospitals providing
mental health services

Lead table for implementing opportunities cited in the adult mental health
strategic plan related to hospital-based mental health services

Ensures planning, monitoring and evaluation of hospital mental health
services, incorporating the findings of the Programs and Services Data
Group (and co lead with the Community Mental Health Coordinating
Agency on planning for discharge/transition to and from the community).

The Psychiatric
Consortium

Lead table for planning for psychiatry capacity in the LHIN — both supply of
health professionals and models of care to maximize support to people
with mental iliness, their families, and mental health agencies that serve
people and families

Ensures monitoring and evaluation of psychiatric service outcomes.

Primary care

Lead table for implementing opportunities cited in the adult mental health
strategic plan related to mental health dimensions of primary care
Ensures planning, monitoring and evaluation of mental health dimensions
of primary care.

Opportunity #47

The mental health service system should develop a network of five leadership tables,
integrated under an umbrella table that is a redesigned version of the Mental Health and
Addictions Network, to help implement the mental health strategic plan and to conduct
further planning, monitoring and evaluation activities.

Year One e The mandates and memberships of all leadership tables are determined.

Year Two e The leadership tables meet.

Year Three e A formative evaluation of leadership tables is conducted.

Planning for the future requires more than the structure described above. It also needs expertise
in monitoring and evaluating current services and assessing possible future services in terms of
best practices. In short, it needs a research and development component.

22 children’s mental health service providers and addiction service providers would also be incorporated

into these tables.
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Some of this expertise already lies within the mental health service system and the broader
health system in Erie St. Clair — but some of it also lies in the University of Windsor. The
University’s School of Social Work, Faculty of Nursing, Department of Psychology, Faculty of
Business Administration and Department of Sociology, Anthropology, and Criminology, as well
as the Schulich School of Medicine and Dentistry at Western University (which provides
undergraduate medical education at the University of Windsor) may be interested in a strategic
alliance with the Erie St. Clair LHIN and the mental health service system.

These academic centres could benefit by having more field placements for students as well as
local opportunities for educationally relevant and socially important research.

The mental health service system stands to gain from adding, via an alliance, a body of
research and development knowledge to its resource base.

Opportunity #48

The mental health system should create a strategic alliance with the University of
Windsor as a way to augment research, monitoring and evaluation capacities in the
system.

e The mental health system in Erie St. Clair, supported by the LHIN, explores with the University

Year One of Windsor the desirability and feasibility of a research and development-oriented strategic
alliance.
e If such an alliance seems desirable and feasible, the Erie St. Clair LHIN, on behalf of the
Year Two mental health service system, develops a draft strategic alliance agreement with the University
of Windsor.

The Erie St. Clair LHIN and the University of Windsor sign the strategic alliance agreement.
e  Working with the University of Windsor, the Erie St. Clair LHIN and the mental health service
system begin to set up the processes and structures necessary to implement the strategic
alliance.
e The Erie St. Clair LHIN and the mental health service system explore, with Lambton College
and St. Clair College23, the possibility of similar strategic alliances.

Year Three

% | ambton College has campuses in Sarnia and Petrolia. St. Clair College has campuses in Windsor,
Chatham and Wallaceburg.
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Quality Improvement Strategy

Desired Outcome

The adult mental health service system in Erie St. Clair engages in active and ongoing quality
improvement, and it meets or exceeds all quality targets.

Current State

Quality improvement processes in Ontario’s mental health service system in the foreseeable
future will largely be determined by:

The Excellent Care for All Act, 2010. Among the provisions of the Act:

e Every health care organization will establish and maintain a quality committee

o Every organization will carry out surveys (a) at least once per fiscal year, of people who
received its services in the past 12 months and of caregivers of people who had contact
with the organization about those services; and (b) at least once every two fiscal years,
of its employees and of people providing services in the organization.

e Every organization will have a patient relations process and make information about that
process available to the public

e Every health care organization will create a publicly available patient declaration of
values produced after consultation with the public, and make it available to the public

e Every fiscal year, every organization will develop a quality improvement plan for the next
fiscal year and make it available to the public. It must contain annual performance
improvement targets, justification for the targets, and information about how executive
compensation is linked to achieving the targets

The hospital sector will implement these legislative changes first, and results from hospitals will
be assessed before extending the requirements to other health sectors.

Excellent Care for Mental Health and Addictions (ECMHA), a government strategy spread
over several years to accelerate successful implementation of Ontario’s mental health strategy
through quality improvement. ECMA will address four priorities:

e Improvement in the consumer experience in accessing services when required

e Reduction in avoidable visits and repeat visits for consumers with mental iliness and
addictions who use emergency departments, and reduction of wait times

o Improvement in four functional relationships:

e between mental health services and addiction services

e between mental health and addiction services and primary healthcare
providers

e between emergency departments and mental health and addiction
services

e between mental health and addiction services and other health and
social services (e.g. police, education and judicial systems)

e Improvement in the capability and capacity of primary healthcare to address mental
health and addiction problems.

137



Rationale for Change

Since major quality improvement initiatives will take place at the provincial level that will engage
the Erie St, Clair LHIN and its service partners, no separate or alternate change rationale is
proposed by this strategic plan, except participation in the implementation of the Excellent Care
for Mental Health and Addictions (ECMHA) initiative in Erie St. Clair when the initiative migrates
from the provincial level to the LHIN level.

Opportunity #49

The Erie St. Clair LHIN and its service partners should engage fully in the Excellent Care
for Mental Health and Addictions (ECMHA) initiative meant to improve quality in the
mental health and addition sectors and should monitor and learn from the introduction of
this initiative in the first wave of LHINs that will be asked to participate.

Years One, Two and Three

Actions in these three years will be determined by when and how the
Excellent Care for Mental Health and Addictions (ECMHA) initiative moves
from the provincial level to implementation at the LHIN level.
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APPENDIX SEVEN: UNIQUE POPULATIONS

While the mental health system is meant to serve everyone in need, some populations require
special consideration to ensure both access and equity, including:

1. Francophones 9.
2. Aboriginal, First Nations and Métis people 10.
3. Children and youth 11.
4. People with eating disorders
5. Seniors 12.
6. People experiencing poverty or low

incomes 13.
7. People in rural areas 14.
8. People at risk of suicide

People with addictions

People with disabilities

Immigrant, refugee, ethno-cultural and
racialized groups

Lesbian, gay, bisexual and
transgendered people

People involved in the legal system
People who have experienced trauma.

These populations, and strategies for serving them, are described in the next sections of this

strategic plan.
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Francophones

Desired Outcome

French speaking people in Erie St. Clair are informed about available mental health services in
French, are actively offered these services, have access to these services and are satisfied with
the quality of these services.

Current State

Erie St. Clair is designated under Ontario’s French Language Services Act.

Sizeable French speaking populations live across Erie St. Clair (see map on next page).
Census data for 2006 show that 19,995 people in Erie St. Clair indicated that their mother
tongue was French or French and English. The largest concentration is in Windsor/Essex
(68.5% of the total for Erie St. Clair), living primarily in Windsor and the adjacent municipalities
of Tecumseh and Lakeshore.

Chatham-Kent accounted for 16% of those in Erie St. Clair whose mother tongue was French or
French and English. Sarnia/Lambton accounted for 15.5%.

The following health services providers in Erie St. Clair have been identified for designation as
providers of French Language Services:*

1. Alzheimer Society of Chatham-Kent 16. Country Village Health Care Centre
2. Alzheimer Society of Windsor and Essex County 17. Erie St. Clair Community Care Access
3. Amherstburg Community Services Centre
4. Assisted Living Southwestern Ontario 18. Essex Community Services
5. Banwell Gardens 19. Family Services Kent
6. Brain Injury Association of Chatham-Kent 20. Hospice of Windsor and Essex County
7. Brentwood Recovery Home 21. Hétel-Dieu Grace Hospital
8. Bulimia Anorexia Nervosa Association 22. House of Sophrosyne
9. Canadian Hearing Society, Windsor 23. Leamington District Memorial Hospital
10. Canadian Mental Health Association, Lambton- 24. Ontario March of Dimes, Chatham
Kent Branch 25. Sexual Assault Crisis Centre of
11. Canadian Mental Health Association, Windsor- Windsor-Essex
Essex County Branch 26. Tilbury Manor Nursing Home
12. Canadian National Institute for the Blind, Windsor  27. Westover Treatment Centre
13. Chatham-Kent Community Health Centre 28. Windsor Essex Community Health
14. Chatham-Kent Health Alliance Centre
15. Community Support Service of Essex County 29. Windsor Regional Hospital.

An identified health service provider only becomes a designated provider when it has been
designated, through an order-in-council, as an organization able to provide its services in
French on a permanent basis during its hours of operation.

2 Although these health service providers have been identified under the Act, only Assisted Living
Southwestern Ontario and Community Support Service of Essex County have achieved designation, and
this designation is only partial.
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Sarnia/Lambton, Total and Francophone Populations
by Age Groups
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As with other parts of Erie St. Clair, the Francophone population in Sarnia/Lambton is skewed
toward older age groups compared to the population as a whole. The Francophone population
in Sarnia/Lambton lives largely in Sarnia and environs.

People Reporting French or French and English as Mother Tongues, Sarnia Lambton,

as per 2006 Census

community number

1. Sarnia 2,430
2. St. Clair 230

3. Plympton-Wyoming 120

4, Lambton Shores 105

5. Point Edward 90

6. Petrolia 75

7. Warwick 20

8. Brooke-Alvinston 15

9. Enniskillen 10
10. Total 3,095
11. People Reporting French or French and English as Mother Tongues, Sarnia/Lambton, as % of

total for Erie St. Clair = 15.5%
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As with other parts of Erie St. Clair, the Francophone population in Chatham-Kent is skewed
toward older age groups compared to the population as a whole.

People Reporting French or French and English as Mother Tongues, Chatham-Kent,

as per 2006 Census

Community Number
1. Chatham-Kent 3,205
2. Total 3,205
3. People Reporting French or French and English as Mother Tongues, Chatham-Kent, as % of total

for Erie St. Clair = 16%
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Windsor/Essex, Total and Francophone Populations
by Age Groups
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As with other parts of Erie St. Clair, the Francophone population in Windsor/Essex is skewed
toward older age groups compared to the population as a whole. The Francophone population
in Windsor/Essex lives largely in Windsor and environs, with a sizeable rural Francophone
population in Lakeshore.

People Reporting French or French and English as Mother Tongues, Windsor/Essex,

as per 2006 Census

Community Number

1. Windsor 6,675
2. Lakeshore 3,080
3. Tecumseh 1,225
4. LaSalle 665

5. Ambherstburg 665

6. Essex 570

7. Leamington 515

8. Kingsville 300

9. Total 13,695
10. People Reporting French or French and English as Mother Tongues, Windsor/Essex, as % of total

for Erie St. Clair = 68.5%
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During the strategic planning process, a focus group was held in French and a number of
interviews (largely with Francophone service providers and community leaders) were conducted
in French to gauge Francophones’ perceptions of:
e The adequacy of the overall mental health services system in Erie St. Clair
e The adequacy of mental health services in terms of service to Francophones in Erie St.
Clair.

The focus group and interviews were facilitated by Marthe Dumont, French Language Services
Lead for the Erie St. Clair LHIN. The full results of these engagement events are included as
Appendix Thirteen.

In summary, comments from these stakeholders echoed the concerns expressed by other
stakeholders in terms of the overall mental health system in Erie St. Clair. Unacceptably long
waiting lists for some services, inadequate longer-term follow-up after short-term help, the need
for education to combat stigmatization, lack of knowledge of what mental health services exist in
Erie St. Clair, lack of system continuity, inadequate navigation services and insufficient attention
to the mental health needs of women were all cited as generic challenges.

In terms of Francophone-specific issues, several major themes emerged:

e The issue of language is particularly important in terms of mental health services. People
with a mental illness may show increased fear, anxiety and aggression when service is not
provided in the language with which they are comfortable. This may compound their unease
at using services and make it harder for them to benefit from services that use the spoken
word, and cultural associations of words, as treatment modalities. These problems are
heightened when a linguistically inappropriate encounter takes place within a crisis service.

e Personnel in some provider agencies do not seem to fully embrace the intent of the French
Language Service Act (“French-speaking patients are often not greeted appropriately when
asking for services. The response to English-speaking individuals is much better”).

e Much of the written material used by mental health service agencies is not available in
French.

e Sometimes a person is initially served by someone who speaks French, only to be referred
on to an English-only service.

e Translation is not always acceptable in therapeutic encounters. Often translations are literal
rather than capturing the nuances of spoken French. As well, family members are
sometimes used as translators — a practice which should generally be considered
unacceptable. Translation is often a second-rate substitute for services provided in French
to Francophone clients.

e Sometimes an agency assigns a French-speaking professional to help a Francophone
client, even though the help they try to provide is beyond their scope of practice.

e A critical mass of Francophone mental health service providers is needed (including mental
health professionals whose mother tongue is French as well as Anglophones who have
learned to speak French competently in a mental health service environment). This critical
mass should not be concentrated in any one organization at the expense of others, but
strategically situated across the entire service spectrum — a workforce that is competently
recruited, adequately reimbursed, and supported in terms of continuing education in French.

o Greater use of telemedical resources as a way to increase French language service
provision would help, but it is not the ideal or only solution.

e An accessible inventory of French language mental health services in Erie St. Clair would
also help improve service access.

e Anin-depth survey of mental health needs of Francophones in Erie St. Clair is warranted.
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Rationale for Change

Several strategies can be pursued to improve Erie St. Clair's mental health services for
Francophones:

Encouraging mental health and related services that have been identified under the
French Language Services Act but have not yet been designated, to achieve designation
as French Language service providers

Increasing the desire and capacity of designated mental health services to actively offer
services in French (please see the description of an “active offer” on the next page)

Envisaging and planning for Francophone mental health services as a “system within a
system” — a grouping of resources that may be spatially and administratively separate
from each other, but that cooperate to create a virtual integrated system of mental health
services for Francophones. This requires:

e A willingness on the part of Francophone mental health professionals to look
beyond the walls of their agencies — to build information sharing and resource
sharing links with other Francophone providers

e The active cooperation of the management of mental health agencies and
programs, rooted in recognition that a Francophone professional in an agency
has an allegiance to both the agency and also to a broader virtual system. In
concrete terms this might involve recognition that a proportion of a Francophone
employee’s time would be spent on agency-specific activities, but a proportion
would also be spent on Francophone system issues (coaching a new
Francophone employee in another agency for instance).

Creating distinct mental health programs for Francophones — but there may not be
enough Francophones in Erie St. Clair to warrant the creation of such programs

Maximizing the extent to which the primary care sector can meet the mental health
needs of Francophones. This can be done in either or both of two ways:

e By working with organized primary care groups in Erie St. Clair that are
designated under the French Language Service Act, to increase their capacity to
provide mental health services in French. The Windsor Essex CHC and
Chatham-Kent CHC are designated under the Act. Earlier, this strategic plan
proposed that a Community Mental Health Coordinating Agency be created in
Erie St. Clair by designating an amalgamated CMHA in Erie St. Clair as the
Agency. This Agency could help provide Francophone mental health services at
these CHCs to augment mental health services the CHCs already provide to
Francophone clients (both CMHA branches in Erie St. Clair are also designated
under the Act).

e By creating a Francophone family health team or community health centre to
provide basic primary care and mental health services. Erie St. Clair can rely in
part on advice from the Centre de Santé Communautaire Hamilton/Niagara (a
Francophone CHC serving Niagara, Hamilton and the Region of Halton) as it
explores this option.
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“Services de counseling en santé mentale pour adultes

Notre équipe de conseillers peut vous aider a gérer vos difficultés ou répondre a vos questions
en ce qui concerne diverses problématiques telles que :

e Les troubles d’anxiété, du sommeil, de I'humeur, la dépression

* Les traumas, le deuil

* Les défis du role parental

* Les conflits et problémes familiaux

« Les difficultés liées a I'intégration dans un nouveau milieu de vie (pays, province)”

From the website of Centre de Santé Communautaire Hamilton/Niagara

Exploration of these options is made easier because of the recent creation of L’entité de
planification des services de santé en francais Erie St-Clair/Sud Ouest, an organization with its
own board and staff that advises the Erie St. Clair and South West LHINs on the creation and
maintenance of French language services. L'entité has taken an active role in supporting
Francophone stakeholder engagement during development of this mental health strategic plan.

Opportunity #50

The Erie St. Clair LHIN, L’entité de planification des services de santé en francais Erie St-
Clair/Sud Ouest, mental health service providers and Francophone communities and
organizations in Erie St. Clair should collaborate to:

e Encourage and assist mental health and related services that have been identified
under the French Language Services Act, but have not yet been designated, to
achieve designation as French Language service providers

o Develop strategies for encouraging designated French language mental health
service providers to actively offer services to Francophones

e Develop a “virtual system” or network of Erie St. Clair French language service
providers

e Develop strategies for enhancing mental health services for Francophones at the
primary care level in Erie St. Clair.

Active Offer happens when...

Francophone members of the public are informed about available services in French, have access
to these services and are satisfied with the quality of these services.

Quality French-language services are ‘actively offered’ if the following elements are present:
e a‘“client” or “service-focused” approach
e knowledgeable and well-trained staff who have a clear understanding of their corporate
and individual responsibilities regarding FLS
e awillingness, where necessary, to look at alternative or innovative ways to meet FLS
obligations and the needs of the Francophone community; and
e timeto ‘plan ahead'.

e The Erie St. Clair LHIN, L'entité de planification des services de santé en francais Erie St-
Year One Clair/Sud Ouest, mental health service providers and Francophone communities develop a
“virtual system” or network of French language service providers in Erie St. Clair.

e The above partners develop strategies for encouraging identified French language mental

Year Two health service providers to actively offer services to Francophones and achieve designation.

e The above partners develop strategies for enhancing mental health services for Francophones

el Tliree at the primary care level in Erie St. Clair.
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Aboriginal, First Nations and Métis People

Desired Outcome

Aboriginal, First Nations and Métis people benefit from mental health services that are provided
in ways that recognize their cultural and healing roots, traditions and practices.

“The Erie St. Clair LHIN views Aboriginal communities as very important partners in the delivery
of health care. A good relationship and effective communication is necessary for our work with
Aboriginal communities. By developing a strong relationship we are able to work together to
jointly plan, implement and evaluate our work.”

An Introduction to the Erie St. Clair LHIN: A handbook for First Nations, Friendship Centers, Métis
Organizations and Urban Aboriginal Organizations. March 25, 2009

Current State

The Government of Ontario’s policy document on mental health and addictions, Open Minds,
Healthy Minds, identifies members of the Aboriginal community as one of the populations most
at risk of mental health and addictions problems (in addition to individuals with developmental or
physical disabilities, newcomers, people experiencing unemployment, seniors and those who
have experienced trauma in their family or communities). As well, one of the six strategic
directions in the Mental Health Commission of Canada’s report Changing Directions, Changing
Lives: The Mental Health Strategy for Canada is:

“Work with First Nations, Inuit, and Métis to address their distinct mental health needs,

acknowledging their unique circumstances, rights, and cultures.”

Aboriginal, First Nation and Métis people live across Erie St. Clair, in communities and on lands
that are considered First Nation territories, as well as in other cities and towns in Erie St. Clair.

The following four tables show the Aboriginal identity population in Erie St. Clair and in each of
its three areas, based on 2006 census data.?®

Erie St. Clair: Aboriginal identity population, 2006 Total Male Female
Total population 623,280 306,745 316,530
Total Aboriginal identity population 14,895 7,280 7,615

North American Indian - single response 10,190 4,945 5,250
Métis - single response 4,220 2,100 2,120
Inuit - single response 25 20 10
Multiple Aboriginal identity responses 125 70 60
Aboriginal responses not included elsewhere 330 145 180
ggggla/Lambton. Aboriginal identity population, Total Male erale
Total population 126,540 61,940 64,605
Total Aboriginal identity population 5,795 2,835 2,960
North American Indian - single response 4,875 2,400 2,475
Métis - single response 825 390 430
Inuit - single response 25 15 0
Multiple Aboriginal identity responses 10 10 0
Aboriginal responses not included elsewhere 65 15 45

% Census data on Aboriginal, First Nations, Métis and Inuit populations have a relatively high rate of

inaccuracy and should be interpreted with caution.

148




Chatham-Kent: Aboriginal identity population, 2006 Total Male Female
Total population 107,145 52,290 54,860
Total Aboriginal identity population 2,715 1,350 1,365
North American Indian - single response 1,665 760 905
Métis - single response 995 580 415
Inuit - single response 0 10 0
Multiple Aboriginal identity responses 10 10 10
Aboriginal responses not included elsewhere 40 0 35
\é\(/)l(r)\gsor/Essex. Aboriginal identity population, il Male EEe
Total population 389,590 192,515 197,070
Total Aboriginal identity population 6,380 3,090 3,290
North American Indian - single response 3,645 1,780 1,865
Métis - single response 2,400 1,130 1,275
Inuit - single response 0 0 0
Multiple Aboriginal identity responses 105 55 55
Aboriginal responses not included elsewhere 225 125 100

The following tables show the population in each of the landmasses (“reserves”) held by First
Nations in Erie St. Clair. These land masses are dispersed across Erie St. Clair, at some
distance from each other. Not included in the tables is the Caldwell First Nation (a First Nation
of about 420 people, sometimes known as the Chippewas of Point Pelee), which does not have
a land base at present (although recent land claims negotiations resulted in an agreement to
create an urban reserve for the Caldwell First Nation in Leamington).

People living on these territories are most often from the First Nations cultural grouping called
Anishinaabeg or Anishinabek that includes the Chippewa (also known as Ojibway), Potawatomi
and Ottawa (Odawa) people. The people who are Moravian of the Thames are largely Munsees,
part of the Delaware (also called Lenape) cultural and linguistic group.

First Nations lands in Sarnia/Lambton:

\Walpole Island (Bkejwanong First Nation):

)Aboriginal identity population, 2006 = izl FemElE

Total population 1,875 955 925
Total Aboriginal identity population 1,835 930 905

_Chlppewas of K_ettle and Stony Point: Aboriginal Total Male Female

identity population, 2006

Total population 1,020 525 495
Total Aboriginal identity population 790 410 385

IAamjiwnaang First Nation (also known as Sarnia

45): population, 2006 Total Male Female

Population in 2006 706 not available not available

First Nations lands in Chatham-Kent:

Moravian of the Thames: population, 2006 Total Male Female

Total population 410 175 235
Total Aboriginal identity population 390 170 220
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Sizeable Aboriginal, First Nations and Métis populations live in major communities in Erie St.
Clair. The number of Aboriginal, First Nations and Métis people in Erie St. Clair who do not live
on First Nation lands is more than twice the number living on these lands.?®

people who identify as Aboriginal in major Erie St. Clair communities, 2006 census

Windsor Sarnia Chatham-Kent Total, three communities

3,960 1,490 2,320 7,770

The ConnexOntario service inventory lists one mental health program specifically for Aboriginal,
First Nations and Métis people in Erie St. Clair:

The Ontario Federation of Indian Friendship Centres: Adult Community Development
Program, Can-Am Indian Friendship Centre. This program, operated by the Can-Am
Indian Friendship Centre in Windsor with funding flowed through the Ontario Federation
of Indian Friendship Centres, provides individualized assessment, planning and
evaluation of services to clients, and advocacy. Average program length varies by
individual. It serves males and females aged 16 and up from Windsor and Essex
County.

A number of health services on First Nations territories in Erie St. Clair provide services which
may not be mental health services in the narrow sense, but that are likely to encounter and
serve people with mental illness:

The Walpole Island Community Service Program (Bkejwonong First Nation) provides
counselling and referrals and offers prevention education to youth groups at schools as
well as community information and collaboration with other agencies in the community
The Aamjiwnaang First Nation Health Centre (E'Mino Bmaad-Zijig Gamig) adjacent
to Sarnia provides counselling, case management and support services

The Health Department of the Chippewas of Kettle and Stony Point provides
counselling, referral and support groups. As well, the Chippewas of Kettle and Stony
Point operate three addictions programs: an outpatient community treatment program, a
relapse prevention program and a family intervention program.

The Munsee-Delaware Nation Health Centre provides addiction counselling.

The Erie St. Clair LHIN has also identified several urban resources for Aboriginal, First Nation
and Métis health services in Erie St. Clair:

The Can-Am Friendship Centre in Windsor provides a range of programs to Aboriginal
people in Windsor/Essex, including a substance abuse intake/assessment program and
a community addiction treatment program.

Can-Am Urban Homes provides rental accommodation for Aboriginal people in Windsor
as well as Biimskiinodin, a transitional housing program that helps families move from
homelessness to permanent housing.

Windsor/Essex Métis Council (which also serves Chatham-Kent), is one of a number
of Councils affiliated with the Métis Nation of Ontario. Through the Métis Nation, Métis in
Windsor (as well as other Aboriginal people in Windsor) have access to at-a-distance
mental health services through a mental health demonstration project/telemental health
initiative that also serves a number of other Métis communities in Ontario.

Ska:Na Family Learning Centre provides early childhood education/child care services
at two campuses in Windsor and one campus in Sarnia.

% A significant number (about one third) of people who identify themselves as “Aboriginal” for census
purposes in these larger communities identify themselves as Métis.
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e The Sarnia-Lambton Friendship Centre which provides a range of programs to
Aboriginal people in Sarnia/Lambton.

Rationale for Change

At both the federal and provincial levels, mental health services for Aboriginal, First Nations and
Métis people are a priority. Adding to this sense of priority is a set of factors affecting Aboriginal
mental health that suggest a thoughtful and culturally aware approach must be taken in
examining, supporting and expanding Aboriginal mental health services:

e The mental health of Aboriginal populations is bound up with a history of colonization
and the trauma that colonization inflicts on colonized people.

¢ In general, Aboriginal populations do not see mental health as a compartmentalized
health issue. It is often seen as an integral part of holistic wellness and well-being.

e Some culturally rooted behaviours and practices that are norms within Aboriginal culture
can, to the inexperienced eye, be misinterpreted as symptoms of a mental health
problem. For instance, quiet non-confrontational interpersonal communication styles
(merely good manners to many Aboriginal people) may be mistaken for avoidance or
depression.

e Because of jurisdictional issues going back as far as the British North America Act of
1867, both provincial and federal governments must jointly cooperate with Aboriginal
communities to ensure adequate health services, including mental health services.

“In the 1983 Round Table discussion of the Royal Commission on Aboriginal Peoples, Dr. C.
Brant, a Mohawk psychiatrist, of Tyendinaga identified poverty, despair, poor housing and
political alienation as the root causes for the traumatic mental health problems that plague many
Aboriginal communities. The most serious mental health problems influenced by these root
concerns, Brant indicates, are suicide and depression, violence and sexual abuse, child neglect
and abuse, and substance abuse.

Many Aboriginal caregivers and policy analysts do not think about mental health problems as
medically defined disorders; instead, they contend that suicidal and other self-destructive
behaviors as primary by-products of the colonial past with its layered assaults on Aboriginal
cultures and identities (RCAP, 1995). They view these as serious threats to the survival and health
of the Indigenous communities.”

An Introduction to the Erie St. Clair LHIN: A handbook for First Nations, Friendship Centers, Métis
Organizations and Urban Aboriginal Organizations. March 25, 2009

Both the Erie St. Clair LHIN and the South West LHIN have recognized the importance of
Aboriginal health (including mental health) by appointing a joint Aboriginal Health Lead serving
both LHINs. The Aboriginal Health Lead has engaged Aboriginal, First Nations and Métis people
and organizations in the LHINS’ planning processes.

This engagement led the two LHINSs to partner with the Southwest Ontario Aboriginal Health
Access Centre to commission the development of a three year South West and Erie St. Clair
mental health and addictions services strategy that includes services funded at local, provincial
and federal levels. The strategy will be conceived from an indigenous world view and will
address the underlying issues relating to poor mental health within the Aboriginal population. It
will include a framework and model, identification of significant gaps which need to be
addressed, strategic directions, a three year plan and a high level implementation plan. It will
also recommend integration opportunities between mainstream and Aboriginal services where
possible. The development of this strategy began in late summer 2012 and will be completed by
March 2013.
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In deference to and in support of this major and necessary strategy development process, this
adult mental health strategic plan does not cite any opportunities at this time that are specific to
the mental health of Aboriginal, First Nations and Métis people in Erie St. Clair.

Children and Youth

Desired Outcome

There is an integrated accessible array of mental health services for children and youth, an
integrated accessible array of mental health services for adults, and an integrated transition
process between the two service systems.

Current State

One in five Canadian youth suffers from a mental disorder. These conditions are often chronic
and endanger young people’s social, interpersonal and vocational development. Seventy
percent of people with mental illness experience the onset of the illness in childhood or
adolescence.

Major mental iliness often occurs at the ages when youth are transitioning from child to adult
mental health services, making them more vulnerable and jeopardizing their life success.
Supporting young people during the transition from youth to adult mental health services is an
important way to facilitate recovery.

“Within MCYS [Ministry of Child and Youth Services] the term ‘transitional-age youth’ refers to
young people between 16 to 18 years of age. The transitional age period may vary, however,
across programs/services funded by different ministries.”

A Shared Responsibility: Ontario’s Policy Framework for Child and Youth Mental Health. Ontario Ministry of
Children and Youth Services

“Neurocognitive evidence... combined with data supporting the developmental trajectory of risk-
taking behaviours and the sociological evidence of a protracted adulthood in this culture, all
suggest that many young people do not develop the skills necessary to negotiate effective mental
health transitions before their mid-twenties. As a result, the expectation that youth can
successfully negotiate CAMHS/AMHS transitions without embedded supports and in the absence
of an appropriate model of care is a rather unrealistic idea, and one that is not well informed by
the literature in the area.”

We've got growing up to do: Transitioning youth from child and adolescent mental health services to adult
mental health services. Ontario Centre of Excellence for Child and Youth Mental Health May 2011

Comments from a focus group of child and youth mental health service leaders held during this
strategic planning project showed that many problems and priorities that characterize the adult
mental health service system are also common in the child and youth system:

e Incomplete understanding of who does what in the child/youth and adult service systems
The need for, and benefits of, early intervention
The need to respect, engage and serve the families of young people with mental illness
The need to reduce wait times
Access to diagnostic service
The need to balance client choice with service recommendations from providers. In the
child and youth sector, there is a concern that people too young to make informed
decisions are allowed to terminate service.
¢ Problems with transition between youth and adult systems.
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Rationale for Change

Ontario’s mental health strategy described in its policy document Open Minds Healthy Minds
gives priority for the next three years to child and youth mental health. The strategy includes
three priorities for children and youth:
1. Providing children, youth and families with fast access to high quality services
2. ldentifying and intervening in child and youth mental health issues early
3. Closing critical service gaps for vulnerable children and youth, children and youth at key
transition points, and those in remote communities.

How these provincial-level priorities will translate into guidance to LHINs and their local service
partners is not yet fully known. However, it is safe to assume that:

e LHINs and their child, youth and adult mental health service partners will want to be
involved, and will be expected to be involved, in strengthening the transition process as
young people move between youth and adult mental health service systems

e LHINs and their child, youth and adult mental health service partners will base their
approach to transition on a highly collaborative model.

In a later section, this strategic plan stresses the importance of anti-suicide strategies for
children and youth. These strategies need to transition seamlessly into anti-suicide strategies
that continue into young adulthood.

Recommendation #51%'

The Erie St. Clair LHIN and its partners should:
e |dentify who does what in Erie St. Clair within the transition process between child

and youth mental health service systems

Identify problems within the transition process

Identify best transition practices

Develop the capacity to act quickly on government policies supporting transition

Develop a collaborative transition support plan

Create a multi-sectoral urgent need resolution process for youth and their families

facing immediate transition problems

e Ensure that seamless transition takes place between anti-suicide strategies that
begin in childhood or teen years, and anti-suicide strategies that continue into
young adulthood.

e The Erie St. Clair LHIN and its partners identify who does what in Erie St. Clair within the
transition process between child and youth mental health service systems.

Year One e The LHIN and its partners create a multi-sectoral urgent need resolution process for youth and
their families facing immediate transition problems.

e The LHIN and its partners identify problems within the transition process.

The LHIN and its partners identify best transition practices.

e The LHIN and its partners develop the capacity to act quickly on government policies
supporting transition.

e The LHIN and its partners develop a collaborative transition support plan.

Year Two

Year Three e The LHIN and its partners begin implementing the collaborative transition support plan.

" Note that the section of this report entitled Pre-Entry/Early Identification/Early Help contained a relevant
related recommendation; “The Erie St. Clair LHIN and its service delivery partners should continue, and if
necessary expand, their collaborative work with other sectors to improve child and youth mental health,
since the child and youth sectors are crucial in early identification and help for mental health problems.”
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People with Eating Disorders
Desired Outcome

People of all ages with eating disorders, and their families, make use of a full range of services
and supports for eating disorders and for the physical effects of eating disorders.

Current State

Three conditions lie at the core of eating disorders:

e Anorexia nervosa, involving extreme weight loss because of extreme dieting, often
coupled with excessive exercise and distorted perception of body size, weight and shape

e Bulimia (properly called bulimia nervosa), involving frequent fluctuations in weight
because of repeated periods of uncontrollable binge eating, followed by purging by self-
induced vomiting, abuse of laxatives, diet pills and/or diuretics. As with anorexia
nervosa, the person with bulimia has a distorted body image.

e Binge-eating disorder (compulsive eating), often triggered by chronic dieting. It
involves periods of overeating, often in secret and often carried out as comfort
(sometimes followed by fasts or dieting).

“It is estimated that 3% of women will be affected by eating disorders in their lifetime.
Approximately 0.5% to 4% of women will develop anorexia nervosa during their lifetime, and about
1to 4% will develop bulimia. BED [binge-eating disorder] affects about 2% of the population...
Anorexia nervosa and bulimia predominantly affect young women. Some studies have found that
young men represent only about 10% of individuals with the disorder. An Ontario study found that
0.3% of men ages 15-64 and 2.1% of women had anorexia nervosa or bulimia. In most cases, BED
starts during adolescence or young adulthood. Men are more likely to be affected by BED than by
other eating disorders... In 1999, women in all age groups had higher rates of hospitalization than
men for eating disorders... Females accounted for 94% of all hospital admissions for eating
disorders. Adolescents of both sexes between the ages of 10 and 19 years had the highest rates
of hospitalization.”

Report on Mental llinesses in Canada. Health Canada, October 2002

“Eating disorders have the highest mortality rate of all mental illnesses, with 10% to 20%
eventually dying from complications.”

Fact Sheet: Eating Disorders. Canadian Mental Health Association, Ontario

“The medical and psychological consequences of eating disorders may persist throughout life if
patients remain chronically ill. The mortality rate from AN [anorexia nervosa] is estimated to
increase by 5% every decade a patient remains ill (Sullivan 1995; Steinhausen 2002). Although the
mortality rate from BN [bulimia] is thought to be lower, it has not been well studied. Serious
medical complications occur with both illnesses with cardiac complications being most
dangerous. In AN deaths are due to medical complications in about 50% of cases, whereas about
30% of deaths are from suicide, and the remaining 20% from unknown causes. Studies in the adult
population suggest that only about 50% of patients with AN recover (Steinhausen 2002), whereas
in the adolescent population approximately 70% recover (Strober, Freeman et al 1997; Herpertz-
Dahlmann, Muller et al 2001). The reason for the better prognosis in adolescents is unknown, but
perhaps it is due to the support provided by families in securing help for the young patient.”

New Developments in Child and Adolescent Eating Disorders. Couturier J. Journal of the Canadian
Academy of Child and Adolescent Psychiatry 2007 November; 16(4)
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In short, eating disorders are more common in girls and women than in boys and men, the
onset of eating disorders is often in childhood or youth, and high mortality rates are associated
with eating disorders.

The ConnexOntario service inventory shows ten Erie St. Clair programs for eating disorders:

Eating Disorder Services by Community in Windsor/Essex

Organization Program Type Windsor Leamington Essex Belle River ~Amherstburg
Bulimia Anorexia Nervosa |Adult Cognitive Behavioural |Counselling & X
Association (BANA) Therapy (CBT) Treatment
Bulimia Anorexia Nervosa |Adolescent Cognitive Counselling & X
Association (BANA) Behavioural Therapy (CBT) |Treatment
Bulimia Anorexia Nervosa |Family Therapy Counselling & X
Association (BANA) Treatment
Bulimia Anorexia Nervosa |Specialized Diagnostic Counselling & X
Association (BANA) Assessment - Adult Treatment
Bulimia Anorexia Nervosa |Specialized Diagnostic Counselling & X
Association (BANA) Assessment - Youth and Treatment

Children
Bulimia Anorexia Nervosa |Psychotherapy and Counselling & X
Association (BANA) Education - For Adolescents | Treatment
Bulimia Anorexia Nervosa |Psychotherapy and Counselling & X
Association (BANA) Education - Adults Treatment
Windsor Essex CHC - Teen |Eating Disorder Parent Counselling & X
Health Group Treatment

Eating Disorder Services by Community in Chatham-Kent

Organization Program Type Chatham Wallaceburg
Chatham-Kent CHC Be Your Own Beautiful Self-esteem group X
for female youth
C-K Health Alliance - MH & |Brief Treatment - Eating Counselling & X
Addictions Disorders Program Treatment

As these tables show, the Bulimia Anorexia Nervosa Association (BANA) in Windsor provides
the largest number of eating disorder services — three programs oriented to serving children or
youth with eating disorders, three oriented to serving adults with eating disorders, and one that
provides family therapy.

The Chatham-Kent Health Alliance Eating Disorders Program is a satellite program of the
London Health Sciences Centre Eating Disorders Program for Youth. It provides eating
disorder counselling and collaborative treatment planning with pediatricians and the London
Health Sciences Centre eating disorder team. Because of low demand it has also provided
services to adults in exceptional circumstances, so they would not need to travel out of town for
treatment, but more recently the demand has increased for service for youth.

Although not shown in the ConnexOntario inventory, Bluewater Health in Sarnia has an Eating
Disorders Outreach Program that provides assessment and treatment. The program is located
in the hospital, providing ready access to emergency services, paediatric services for medical
stabilization and mental health impatient child and adolescent beds for serious concurrent
illnesses. Most of its supporting services do not receive specific eating disorder funding and are
provided from the hospital’s programs budget. As well, Hotel Dieu Grace Hospital in Windsor
supports medically and emotionally unstable adults with eating disorders primarily in acute care
through its adult mental health and medical programs. Maryvale, a children’s mental health
treatment centre serving young people and their families through 24 hour crisis intervention, 24
hour intensive treatment, stabilization and discharge planning, after-school and overnight
respite and child psychiatric assessment, also serves young people within eating disorders
within its generic programs.
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The Erie St. Clair LHIN recently awarded funds to community health centres for eating disorder
programming:

e Funding to the Chatham-Kent Community Health Centre for a nurse practitioner to
create a Nurse Practitioner Community Mental Health Eating Disorders Program. It will
operate in partnership with the Grand Bend Area CHC and the North Lambton CHC.

e Funding to the Windsor-Essex Community Health Centre for a nurse practitioner to
create a Nurse Practitioner Community Mental Health Eating Disorders Program.

Several services headquartered beyond Erie St. Clair provide services that benefit clients with
eating disorders in Erie St. Clair. The Ontario Community Outreach Program for Eating
Disorders provides training in specialized assessment, management, treatment and prevention
of eating disorders to practitioners working in publicly-funded institutions in Ontario who have
backgrounds in counselling and therapy. It offers prevention training to educators, public health
staff and other stakeholders who work with youth. It also offers written material to support its
training and educational activities. The organization makes on-site visits to Ontario communities
to promote professional linkages and ongoing professional support to its practitioner network.

As well, in 2011 the Ministry funded a comprehensive eating disorder program — a partnership
including the Eating Disorders Foundation of Canada, the London Health Sciences Centre and
Western Ontario Therapeutic Community Hostel (WOTCH) in London. It comprises:

e An eight-bed residential treatment facility for adults with eating disorders run by WOTCH

e Inpatient medical care in up to four medical/psychiatric stabilization hospital beds

e A day treatment program to help 20 full-time and 32 part-time patients

e Aninterdisciplinary team of health care professionals including psychiatrists, nurses,

nurse practitioners and dieticians, so patients receive care throughout their iliness.

A planning process is currently underway in Erie St. Clair, supported by the LHIN, to improve
and coordinate eating disorder services provided to children, youth and their families.

Rationale for Change

Based on the approach to integration described earlier in this strategic plan, it would seem
logical and consistent to transfer community programs for adults with eating disorders to the
new Community Mental Health Coordinating Agency. However, eating disorder programming
poses an unusual challenge because of the serious physical health issues that accompany
eating disorders. Strengthening the primary care base for eating disorder treatment (as the Erie
St. Clair LHIN has already begun to do by funding nurse practitioner positions in community
health centres for eating disorder programming) may be the more promising option because it
ties together the mental and physical dimensions of eating disorder treatment. This primary care
base would in turn need to be well integrated with back-up hospital-based and/or other
residential-based eating disorder services. Creating this primary care base may involve transfer
of some eating disorder programs from the Bulimia Anorexia Nervosa Association (BANA) to
one or more community health centres in Erie St. Clair.

Opportunity #52

The LHIN and its service partners should continue to plan for eating disorder services in
Erie St. Clair, including planning to transfer selected services from BANA to one or more
community health centres.

e Continue to plan for and integrate eating disorder services, informed by

Years One, Two and Three eating disorder service planning currently taking place in Erie St. Clair.
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Seniors

Desired Outcome

Seniors and their families and caregivers promptly receive the mental health preventative,
diagnostic, treatment, support and rehabilitation services they need, whether their mental iliness
iS organic or non-organic.

Current State

Estimates of the prevalence of mental illness among seniors vary widely, in part because:

¢ Many seniors do not come to the attention of treatment services

e Non-organic mental illness among seniors is sometimes misdiagnosed as organic dementia

e Even within organic conditions, the difference is not clearly drawn by diagnosticians
between enduring organic dementias such (Alzheimer disease, Parkinson's disease,
Huntington's disease and Creutzfeldt-Jakob disease for example) and reversible pseudo-
dementias resulting from medication side-effects and the effects of other illnesses.

The rate of organic disorders increases fairly rapidly as age increases, and the rate of
depression increases somewhat with advancing age (depression that can be associated with or
made worse because of declining health, low income, isolation, bereavement after the death of
partners and friends, medication side effects and elder abuse). As well, the rate of suicide
among elderly men is very high in the very oldest age groups (85+).

“Depression, considered the most common mental disorder, afflicts up to five percent of people
aged 65 and older. Many researchers think this is a low estimate, because depression can mimic
dementia. Some experts thus estimate that as many as ten percent of those diagnosed with
dementia actually suffer from depression that, if treated, is reversible.”

Mental Health of the Elderly. Mental Health Canada
http://www.mentalhealthcanada.com/article_detail.asp?lang=e&id=31

The following prevalence estimates may be outdated and on the low side, but they provide a
rough sense of the rates of mental illness among seniors. The onset of some of these problems
may be during senior years, but many may have onsets earlier in life.

Prevalence of mental disorders among people in Canada aged 65+

age group dementia depression substance anxiety schizophrt_ania and
abuse bipolar disorder
65-74 2.1% 8.8%
75-84 7.5% 10.5%
85+ 26.2% 12.6%
Average 6.7% 9.8% 57-11% 3.5% 2%

Source: Health and Welfare Canada (1991): Mental Health Problems Among Canada’s Seniors: Demographic and
Epidemiological Considerations

The ConnexOntario service inventory cites three programs designed for seniors in Erie St. Clair:

Organization Program Type
1. Windsor Regional Hospital Psychogeriatric Outreach Program Counselling & Treatment
2. Chatham-Kent Health Alliance |Brief Treatment - Psychogeriatric Program Counselling & Treatment

3. CMHA Lambton Kent (Sarnia) ?ggﬂa(lgeéja?ee)riatric Mental Health Outreach |-5qe Management

157



Many other mental health services in Erie St. Clair may serve seniors with mental illness, since
many services indicate they have no upper age limit on the services they provide. And even
more than for younger age groups, primary care resources are crucial to mental health for
seniors, in part because of the frequency with which seniors use primary care for physical health
issues which may have associated mental health problems.

“When older adults require mental health support beyond what can be provided by primary care
resources, referrals to the mental health system are typically required. General adult mental health
services should have the skills and capacity to provide care to older adults, except in complex
cases, when specialized geriatric mental health services may be required. For many older adults
who have lived with serious mental illness throughout their adulthood, receiving care through
general mental health services offers continuity and ongoing management of iliness in later life.
Services may need to be adapted to seniors by, for example, making home visits, ensuring
housing for clients and offices are accessible to those with mobility challenges, adapting
information and interventions to accommodate seniors with visual or hearing impairments. Using
specialized geriatric mental health services to help build capacity and the knowledge of general
mental health services providers will help to build a more integrated and age-friendly mental
health service system.”

Guidelines for Comprehensive Mental Health Services for Older Adults in Canada. Mental Health

Commission of Canada, June 2011

As well, resources that lie within the broader geriatric service system in Erie St. Clair often play
a major role in addressing mental health issues — for instance, the geriatric emergency
management (GEM) nurses that are in place at Hotel Dieu Grace Hospital, Windsor Regional
Hospital, Leamington District Memarial Hospital, Chatham-Kent Health Alliance and Bluewater
Health. GEM nurses are based in emergency departments. They assess, make treatment
recommendations for, and refer seniors with complex medical, functional or psychosocial
problems who are frail and at risk of losing independence (typically aged 75 years or older
whose problems might include falls, delirium, dementia, depression, elder abuse, pressure
ulcers, incontinence, malnutrition and functional decline).

A recent addition to the array of mental health services for seniors in Erie St. Clair (and other
LHINSs) is the Behavioural Supports Ontario (BSO) program. BSO was created to enhance
services for people with complex behaviours wherever they live (at home, in long-term care
homes or elsewhere) through the development and implementation of new models of care that
focus on quality of care and quality of life. BSO was initiated at least in part because of the
challenge of seniors in long-term care homes whose responsive behaviours made it impossible
for the long-term care homes to continue to meet their needs, and by the continued stay of
seniors with responsive behaviours in hospital beds because long-term care homes did not
have the expertise and capacity to admit them or accept them back as residents.

“Responsive behaviour has been described in the research (Cohen-Mansfield, 2000) as:
Verbally non-aggressive (verbal complaints, constant requests for attentions)

Verbally aggressive (cursing, sexual content)

Physically non-aggressive (pacing, undressing, handling objects )

Physically aggressive (spitting, hitting throwing objects, physical sexual advances and
hurting self or others)”

Responsive Behaviour Training Presentation, Ontario Association of Non-Profit Homes and Services for
Seniors, January 27, 2011
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Indicators of success for the BHO initiative are:
e Reduced transfers from long-term care homes to acute or specialized units because of
responsive behaviour issues
e Delayed need for more intensive services (evidenced by reduced admissions and risk of
residency in alternative level of care beds)
¢ Reduced length of stay for people in hospital who can be discharged to a long-term care
home with enhanced behavioural resources.

BSO in Erie St. Clair involves a partnership among many agencies, including long-term care
homes (including five “lead homes”), the Erie St. Clair Community Care Access Centre, three
Alzheimer's Societies in Erie St. Clair and hospitals in Erie St. Clair. It provides an enhanced
workforce to address responsive behaviours among seniors, including three system navigators,
a Community Care Access Centre specialized case manager, enhanced geriatric mental health
outreach teams and a knowledge exchange coach. BSO’s basic delivery approach is through
mobile teams that offer modelling, consultation, reporting aid, knowledge transfer, and coaching
— but not hands on care. Modest increases in staffing are provided to participating long-term
care homes. The initiative will be linked to primary care and specialized psychiatric resources.

Another innovation in serving seniors with mental health issues is the DETOUR program
developed by the Victorian Order of Nurses (VON Windsor Essex). Through partnerships with
local retirement living homes, VON will provide 24 hour emergency respite care for up to 14
days for seniors living in Windsor/Essex who need limited mental health support and minimal
supervision from personal support workers. A full time Registered Nurse Coordinator and Social
Worker Resource will act as community systems navigators to make sure clients are linked with
the right community services. People are admitted to the program via hospital emergency
departments, since an anticipated side benefit is a reduction in admissions to emergency
departments for seniors who need emergency respite rather than hospital admission.

Rationale for Change

“To meet the challenge of treating mental disorders in the aging population, we consider three
themes for the future: a focus on function, prevention of the consequences of mental disorders,
and integration of mental health care and primary health care services.

e The first theme—a focus on function—requires that the full spectrum of depressive symptoms
and comorbidity be examined in relation to function and quality of life....

e A second theme concerns ways to promote well-being and prevent the adverse consequences
of the mental disorders of late life. Studies in which pharmacotherapy is used to slow the
progression of Alzheimer's disease are already under way. A multisite investigation is
examining the effects of training in memory, reasoning, and other abilities on prevention of
functional decline in older adults at risk. Control of cardiovascular risk factors may diminish
the impact of vascular dementia. Conditions that exacerbate cognitive impairment, such as the
immoderate use of alcohol or the prescription of offending medicines, may be preventable.
Understanding and addressing the psychological aspects of physical illnesses might result in
prevention of disability from depression and may make the difference between dependence
and independence...

e A third theme is the organization of health care services to meet these challenges... Elderly
persons with mental disorders may be especially unlikely to bypass the general medical
sector.

The Epidemiology of Common Late-Life Mental Disorders in the Community: Themes for the New Century.
Gallo, J, Lebowitz B, Psychiatric Services , Sept. 1999
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Four factors suggest that a plan for seniors’ mental health is needed in Erie St. Clair:

e Senior populations make up a higher percentage of total population in Erie St. Clair than
in Ontario as a whole — higher in Sarnia/Lambton and Chatham-Kent than in Windsor/
Essex (see tables below).

e Senior populations will grow at a rate higher than the rate for other age cohorts.

e New programs for seniors’ mental health may be added as local or provincial initiatives
that run the risk of not being integrated into a systemic whole.

e Existing and future seniors’ mental health programs must be aligned with the overall
integrated mental health system proposed in this strategic plan (including integration
with primary care) while also being integrated with more generic services for seniors.

The plan should be guided in part by Guidelines for Comprehensive Mental Health Services for
Older Adults in Canada (Mental Health Commission of Canada, 2011).

Senior Populations in Erie St. Clair

Windsor/Essex Ontario
population groups total men women total men women
65 to 69 years 17,750 8,685 9,065 563,485 270,875 292,610
70 to 74 years 13,705 6,360 7,345 440,780 206,350 234,435
75 to 79 years 11,080 5,045 6,035 356,150 161,345 194,805
80 to 84 years 8,585 3,585 4,995 271,510 113,620 157,890
85 years and over 8,020 2,575 5,445 246,400 80,925 165,475
Total 65+ 59,140 26,250 32,885 1,878,325 833,115 1,045,215
Total 65+ as % of total population 15.2% 6.8% 8.5% 14.6% 6.5% 8.2%
Total 75+ 27,685 11,205 16,475 874,060 355,890 518,170
Total 75+ as % of total population 7.2% 2.9% 4.3% 6.8% 2.8% 4.1%
Chatham-Kent Ontario
population groups total men women total men women
65 to 69 years 5,455 2,630 2,825 563,485 270,875 292,610
70 to 74 years 4,375 2,075 2,300 440,780 206,350 234,435
75 to 79 years 3,405 1,525 1,880 356,150 161,345 194,805
80 to 84 years 2,720 1,110 1,610 271,510 113,620 157,890
85 years and over 2,630 760 1,870 246,400 80,925 165,475
Total 65+ 18,585 8,100 10,485 1,878,325 833,115 1,045,215
Total 65+ as % of total population 18.0% 7.9% 10.2% 14.6% 6.5% 8.2%
Total 75+ 8,755 3,395 5,360 874,060 355,890 518,170
Total 75+ as % of total population 8.5% 3.3% 5.2% 6.8% 2.8% 4.1%
Sarnia/Lambton Ontario
population groups total men women total men women
65 to 69 years 7,115 3,495 3,625 563,485 270,875 292,610
70 to 74 years 5,375 2,540 2,830 440,780 206,350 234,435
75 to 79 years 4,545 2,060 2,480 356,150 161,345 194,805
80 to 84 years 3,545 1,515 2,030 271,510 113,620 157,890
85 years and over 3,070 955 2,115 246,400 80,925 165,475
Total 65+ 23,650 10,565 13,080 1,878,325 833,115 1,045,215
Total 65+ as % of total population 18.8% 8.4% 10.4% 14.6% 6.5% 8.2%
Total 75+ 11,160 4,530 6,625 874,060 355,890 518,170
Total 75+ as % of total population 8.9% 3.6% 5.3% 6.8% 2.8% 4.1%

Source: Statistics Canada, 2011 Census of Population.
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Opportunity #53

The LHIN and stakeholders in Erie St. Clair should develop a plan for seniors’ mental
health services in Erie St. Clair that produces integration with other mental health
services (including primary care), integration with other services for seniors, and
integrated caregiver support.

Year One o |dentify stakeholders to be involved in developing a plan for seniors’ mental health services

Year Two e Engage stakeholders and gather information necessary to develop the plan

Year Three e Complete the development of the plan for seniors’ mental health services

People Experiencing Poverty or Low Incomes
Desired Outcome

People experiencing poverty or low incomes in Erie St. Clair have full access to respectful
mental health services that do not impose direct or indirect financial burdens on them or their
families and that help them, or connect them to help if they wish help, to address problems of
poverty and low income.

Current State

Poverty and low income can be traumatic, chronic and stigmatizing, adding an additional
complexity to the lives of people with mental illness. Many people with mental illness who were
engaged in focus groups during the strategic planning process shared stories of their daily
difficulties getting by on limited incomes. Some family members shared stories about their
distress when loved ones with mental illness did not have the skills necessary to manage the
limited incomes they receive.

A debate has gone on for decades about whether poverty causes mental illness, or mental
illness causes poverty, or whether that are associated in a non-causative way. In effect all these
ways of looking at the connection between poverty and mental illness are probably true.

“The concept of selection proposes that certain individuals may be predisposed both to a mental
illness and to lower expectations and ambition. These in turn, result in lower levels of educational
and occupational achievement. On the other hand, milder undiagnosed mental illness makes it
difficult for individuals to succeed in the complex post-industrial society. Poverty is associated
with a lower level of achievement in formal education. In this situation, then, there is an indirect
association between poverty and mental illness.

"Drift" refers to the likelihood that those with a mental illness may drift into poverty as they have
difficulty achieving and maintaining regular employment. This indirect association between
poverty and mental illness may be mitigated by the "class" effect, whereby the networks of
support around people in higher socio-economic classes prevent their drift into poverty.

Direct association between poverty and mental iliness implies that the social experience of
individuals who are poor increases the likelihood that they may develop a mental illness. For
example, living in poverty may lead to a lack of opportunity and consequently to hopelessness,
anger and despair. Poverty may also increase the risk of exposure to chronic or traumatic stress.
When combined with a genetic predisposition, such factors may contribute to the development of
mental illnesses. However, it is important to note that most people who are poor do not have
mental illnesses. This suggests that if there is social causation, it involves additional factors.”

A Report on Mental llinesses in Canada. Health Canada, 2002
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Rationale for Change

Three issues stand out related to poverty, low income and mental iliness:
e Management of the limited financial resources a person with a mental illness may have
e Vocational rehabilitation as a way for people with mental illness to remain in, join or re-
join the workforce
e Advocacy for increased income supports for people with mental iliness.

In terms of management of limited financial resources, case management services in Erie St.
Clair play a role in assisting (or locating assistance for) people who need help managing their
resources. Generic community services such as credit counselling agencies also play a role in
helping with money management. As well, consumer/survivor/family-led organizations provide
an environment of mutual support around money management. In some instances, legal
procedures can be taken to remove a person’s freedom to manage his or her financial
resources.

Vocational rehabilitation services are provided by CMHA branches in Windsor, Sarnia and
Lambton. As well, Ten Friends Diner in Windsor is a consumer/survivor initiative that directly
provides jobs for a limited number of people with mental iliness. However, the best efforts of
these programs will be stymied unless employers overcome stereotypes about people with
mental iliness, retain them or hire them, and make necessary workplace adjustments to address
the disability status of many people with mental illness.

In terms of advocacy at the systems level, consumer/survivor/family-run organizations can play
a key role because they channel the authentic voices and experiences of people with mental
illness who struggle to survive. However, their advocacy must be augmented by the voices of
other mental health services and by champions in the broader community.

“Many people with disabilities rely on social assistance as their primary source of income. In
2006, there were 77,430 people receiving income support through the Ontario Disability Support
Program (ODSP) with a serious mental illness, representing 1 in 3 ODSP recipients. Yet, ODSP
rates are significantly lower than what is needed to cover the cost of basic necessities, such as
food, clothing, and housing. Many people with mental iliness access Ontario Works (OW), the
publicly funded income support program for those in temporary financial need, while waiting to be
granted ODSP benefits. OW recipients receive roughly half the amount provided to ODSP
recipients... income support for a single person on ODSP or OW is far below a subsistence level.
Individuals on ODSP are 34% below the poverty line, while those on OW are 63% below.”

Backgrounder: Poverty and Mental lliness, Canadian Mental Health Association, Ontario. November 2007

Opportunity #54

To foster a collaborative approach to inclusion and income security for people with
mental illness, mental health service providers in Erie St. Clair, as well as champions in
the broader community, should work closely with consumer/survivor/family-run
organizations to document and publicize issues of income and employment
disadvantages faced by many people with mental iliness.

e Ongoing collaboration to document and publicize issues of income and employment

Years One to Three disadvantage faced by many people with mental illness
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People in Rural Areas

Desired Outcome

People living in rural areas of Erie St. Clair have access to as many mental health services as
possible in a timely way, and benefit from innovative and effective ways to bring services to rural
people, or to help rural people to get to the services they need.

Current State

People living in rural areas of Erie St. Clair face unique challenges accessing mental health
services locally and getting to mental health services in larger communities. It is unlikely that
people in rural areas will ever achieve the same level of access as urban people, but continued
efforts to improve access for rural people is warranted. This strategic plan’s emphasis on
augmenting the role of primary care in providing mental health services may help, because
primary care resources are better distributed across rural areas than most other mental health
services are.

“The Canadian Community Health Survey (CCHS) [2002] indicates that across Canada, the self-
rated health of Canadians declines from the most urban regions of the nation to the most rural
and remote areas. Geographic location is thus a determinant of health. The CCHS reveals that
men and women living in rural and small towns have a lower 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 disorder.... A scan of the geographic
distribution of more than 300 agencies providing community mental health services listed in the
Mental Health Service Information Ontario (MHSIO) database supports information from the field,
that the basket of available mental health services and supports is often less comprehensive in
rural settings. There is no consistent method to identify capacity or map trends and gaps in
services in rural communities due to the absence of a standardized definition of what constitutes
arural community in Ontario.”

Rural and Northern Community Issues in Mental Health: Backgrounder. Canadian Mental Health Association

Ontario, September 1, 2009

Rationale for Change

Many people living in rural Erie St. Clair (including small towns and villages) cannot get mental

health services of mental health agencies in or near where they live. As well, some people in

rural areas are reluctant to access mental health services near where they live, for fear that

friends and neighbours will find out they have a mental health problem. Improving access for

rural people involves a mix of approaches:

e Outreach from mental health services in larger communities that provide service, full-week
or part-week, in smaller communities, in rented space or space in a local organization

e Telephone or video-based help

o Enhanced mental health services provided by primary care, since primary care is more
decentralized that most other forms of care

e Mobile services that visit people in their own homes

e Assisted transportation (sometimes provided by volunteers) to help people get to services in
larger communities.
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Opportunity #55

Mental health service providers in Erie St. Clair should continue to implement innovative
and effective ways to bring services to rural people, or to help rural people to get to the
services they need.

e Ongoing collaboration to implement innovative and effective ways to bring services

Years One to Three to rural people, or to help rural people to get to the services they need.
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People at Risk of Suicide

Desired Outcome

People contemplating or at risk of suicide, and their families, friends and associates, receive

information, help and hope that lead to life choices and actions other than suicide.

Current State

Suicide claims the lives of a number of people in Erie St. Clair each year. The following tables
show the potential years of life lost as a result of suicide in Erie St. Clair from 2000 to 2007,
compared to the potential years of life lost from selected other causes.

potential years of life lost (PYLL), Erie St. Clair, 2000 to 2007

infectious and parasitic diseases)

2000/2002 2005/2007
PYLL % of total PYLL PYLL % of total PYLL
Total, all causes of death 94,368 100% 92,419 100%
All malignant neoplasms 30,579 32.5% 30,051 32.5%
Circulatory diseases 17,307 18.4% 17,412 18.9%
Unintentional injuries 9,348 10.0% 10,664 11.6%
Suicides and self-inflicted injuries 4,932 5.3% 4,298 4.7%
Respiratory diseases (excluding 3.537 3.8% 3,415 3.7%

Source: Statistics Canada

Suicide is not distributed evenly across age groups in Canada. The following tables show
Canadian suicide rates per 100,000 population for both genders, for males, and for females.

suicide rate per 100,000 population, Canada (both sexes rate)

2005 2006 2007 2008 2009
All ages* 11.6 10.8 11.0 11.1 11.5
10 to 14 2.0 1.5 1.6 1.2 1.3
15 to 19 9.9 7.0 8.3 9.2 9.0
20 to 24 13.2 11.7 12.8 11.2 11.9
25 to 29 10.4 10.6 12.6 11.2 11.0
30 to 34 12.7 10.9 10.7 11.6 13.2
35 to 39 16.1 13.5 14.1 13.7 14.4
40 to 44 18.0 15.5 15.2 17.6 17.4
45 to 49 18.2 17.1 18.0 17.0 17.6
50 to 54 17.7 15.6 16.7 16.6 18.5
55 to 59 14.6 15.7 14.6 15.7 16.7
60 to 64 11.0 13.2 11.8 12.4 12.8
65 to 69 11.6 11.8 9.0 10.8 9.8
70 to 74 9.5 9.9 9.7 10.8 11.3
75 to 79 13.1 12.8 11.5 11.1 9.0
80 to 84 10.5 9.7 11.6 10.1 10.8
85 to 89 9.6 11.3 11.4 10.7 13.1
90 and older 7.6 11.2 7.5 10.9 9.3
1. "All ages" includes suicides of children under age 10 and suicides of persons of unknown age. Source: Statistics Canada,
CANSIM, table 102-0551.Last modified: 2012-05-31. Age cohort with highest rate per year is shaded in yellow.
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Suicide rate per 100,000 population, Canada (males rate)

2005 2006 2007 2008 2009
All ages? 17.9 16.7 16.7 16.8 17.9
10 to 14 1.7 1.2 1.7 1.6 1.3
15 to 19 13.4 10.1 11.4 12.1 12.6
20 to 24 20.1 18.9 19.6 17.4 17.1
25 to 29 17.5 15.5 19.9 16.7 17.1
30 to 34 19.6 16.6 16.5 18.2 20.7
35 to 39 24.9 21.7 21.8 20.6 21.7
40 to 44 27.2 24.2 21.9 27.4 27.0
45 to 49 28.8 26.1 27.0 24.4 26.8
50 to 54 25.7 22.8 25.3 24.7 28.4
55 to 59 22.2 24.5 21.5 22.2 26.0
60 to 64 17.5 22.3 17.9 16.8 19.4
65 to 69 18.3 17.4 14.2 17.5 16.4
70 to 74 17.0 14.0 15.5 18.1 20.5
75 to 79 22.7 23.4 20.9 22.0 16.9
80 to 84 19.4 18.4 23.5 21.7 19.6
85 to 89 21.4 29.2 23.8 20.8 30.6
90 and older 20.1 35.7 18.3 33.1 27.5

1. "All ages" includes suicides of children under age 10 and suicides of persons of unknown age. Source: Statistics Canada, CANSIM, table 102-0551.
Last modified: 2012-05-31. Age cohort with highest rate per year is shaded in yellow.

Suicide rate per 100,000 population, by age group (females rate

2005 2006 2007 2008 2009
All ages” 5.4 5.0 5.3 5.5 5.3
10to 14 2.4 1.8 15 0.9 1.2
1510 19 6.3 3.8 5.0 6.2 5.2
20 to 24 5.9 4.2 5.6 4.6 6.5
25 to 29 3.0 5.6 5.3 5.6 4.7
30 to 34 5.7 5.1 5.0 5.0 5.7
35 to 39 7.2 5.2 6.1 6.6 7.1
40 to 44 8.8 6.6 8.4 7.7 7.6
45 to 49 75 8.2 8.8 9.6 8.3
50 to 54 9.8 8.5 8.2 8.5 8.7
55 to 59 7.2 7.1 7.8 9.3 7.7
60 to 64 47 4.3 6.0 8.2 6.3
65 to 69 5.3 6.6 4.1 45 3.6
70 to 74 2.9 6.3 4.7 4.3 3.1
75 to 79 5.5 45 4.0 2.2 2.6
80 to 84 4.9 4.1 3.8 2.3 4.7
85 to 89 3.7 2.2 4.9 5.5 37
90 and older 3.2 2.3 3.7 2.8 2.7

1. "All ages" includes suicides of children under age 10 and suicides of persons of unknown age. Source: Statistics Canada,
CANSIM, table 102-0551. Last modified: 2012-05-31. Age cohort with highest rate per year is shaded in yellow.

In general the suicide rate rises from the teen years and reaches a plateau in mid-life years,
declining somewhat in early senior years but climbing again in very old age for men (but not for
women). In Canada as in other countries, men kill themselves at a higher rate than women do.
This is usually explained by the fact that men more frequently try to commit suicide using
methods more likely to produce death (guns and hanging for instance), while women tend to
use methods that have less chance of succeeding (medication overdoses for instance). Suicide
rates, then, do not necessarily reflect the rates of attempted suicide.

While suicide rates for teens are generally lower than the rates for mid-life age cohorts, teens
have lower overall death rates, making suicide a larger contributor to overall death rates for
teens than would be true for mid-life age cohorts.

“Among 10-19 year olds, suicide is the second leading cause of death in Canada, representing
approximately 19.7% of deaths (Statistics Canada, 2009). In Canada, the suicide rate of 15 to 19
year olds is one of the highest in the world ranking 4th amongst the 29 countries belonging to the
Organization for Economic Co-operation and Development (OECD, 2009).”

We've got growing up to do: Transitioning youth from child and adolescent mental health services to adult
mental health services. Ontario Centre of Excellence for Child and Youth Mental Health May 2011
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Concern about youth suicide is embedded in provincial priorities: reduced child and youth
suicides/suicide attempts is one of ten indicators of success for Ontario’s Three Year Child and
Youth Mental Health Plan. However, Canada (unlike most developed countries) does not have a
government-endorsed national suicide prevention strategy,?® nor does Ontario have such a
strategy, but New Brunswick, Nova Scotia, Quebec, Nunavut, Manitoba and British Columbia
have strategies or frameworks in place.

“In 1993, 14 out of every 100,000 seniors in Canada committed suicide. This rate is comparable to
people in the 15 to 24 age group (National Advisory Council on Aging, 1999). Men over the age of
80 have highest suicide rate among Canadians (Health Canada, 2002). The suicide rate among
male seniors (24 per 100,000) is much higher than among female seniors (6 per 100,000) (National
Advisory Council on Aging, 1999).”

Seniors: Demographic and Prevalence Statistics. Canadian Mental Health Association
http://www.ontario.cmha.ca/seniors.asp?clD=5801

“A study by economist John Helliwell found that the same factors explain suicides rates in many
different countries. These factors include the prevalence of divorce, unemployment, quality of
government, religious beliefs, trust in other people, and membership of non-religious
organizations. Therefore, a country with high unemployment, for example, may also have a higher
suicide rate. But differences among countries may also reflect cultural or country

specific practices in recording deaths due to suicide — for example, the criteria used by officials to
establish the person’s ‘intention’ of killing themselves, confidentiality rules, and cultural and
religious stigmas that put pressure to record suicides as being due to other causes.

Suicide is a predominantly male phenomenon... In Canada, the factor is three-to-one, while in the
U.S. it is four-to-one. In most OECD countries, the frequency of suicides rises with age. This is not
true in Canada, except for the very elderly (that is, those aged 90 and over). One reason may be
the lower elderly poverty rate in Canada than in peer countries.

Youth suicide, while not as prevalent as suicide in those aged 30 to 60 years of age, is a concern,
and raises issues about youth disengagement.”

Conference Board of Canada

There is little clarity in terms of suicide prevention best practices. However, best practices
reviews conducted in Alberta (2003) and British Columbia (2011) shed light on the best
practices issue:

“As is reflected in the literature review for the Provincial Suicide Clinical Framework, CBT
[cognitive behavioural therapy] is a best practice across the five populations examined for the
purpose of the PIP initiative [Children and Youth, Adults, Older Adults, Vulnerable and/or High
Risk Populations]. Promising practice in the areas of intervention and postvention are DBT
[dialectical behaviour therapy], family support, gatekeeper training, phone counselling and risk
assessment. Unfortunately, literature on postvention was notably absent and led to significant
gaps in understanding of postvention practices that could be used. Media education was
suggested as a potentially promising practice in postvention.”

The Provincial Suicide Clinical Framework Version 1.0. BC Mental Health and Addition Services, January
2011

% A private member’s bill (Bill C-300) outlining a national suicide prevention framework (rather than a
strategy) recently passed third reading in the Commons and is now under consideration by the Senate of
Canada. The Canadian Association for Suicide Prevention has developed a draft national suicide
prevention strategy, found at http://www.suicideprevention.ca/blueprint/
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“This report provides an overview of the evidence from systematic reviews on the effectiveness of
suicide prevention strategies.

» Ten reviews were selected. Two reviews covered a wide range of suicide prevention strategies,
three reviews focused on school-based suicide prevention programs for adolescents, four
reviews assessed psychosocial and pharmacological treatments for suicidal patients, and one
review examined long-term lithium treatment for patients with major affective disorders. Out of
ten reviews, three reviews received a ‘good’ methodological quality rating.

 Suicide, parasuicide, attempted suicide, and suicide prevention were not clearly defined in the
reviews. In the future, clarifying these definitions will enable one to make comparisons among
the various studies.

* As the intervention strategies assessed as a means for suicide prevention in the reviews were
very different from one another, direct comparisons among the interventions were not
possible. In addition, a standardised approach to identify those individuals considered to be
“at-risk” for suicide is needed.

» There was uncertainty and insufficient evidence as to the safety and effectiveness of school-
based preventive programs for adolescents. The programs directed to the at-risk students
appeared promising in terms of reduction in suicidal risk behaviours and enhancement of
protective factors.

» There was insufficient evidence to make any firm recommendations about the most effective
form of clinical intervention, psychosocial treatment, or pharmacological treatment for
patients who deliberately self-harmed themselves. Evidence from reviews with a good
methodological quality rating suggests that some types of psychosocial and pharmacological
treatments including problem-solving therapy, provision of a card for emergency contact,
flupenthixol treatment and dialectical behavioural therapy appeared promising in reducing
rates of repeated self-harm among suicide attempters.

» Suicide is complex and multifaceted and therefore requires a combination of prevention/
treatment strategies to achieve reduction in suicide rates. In recognition of the low base rate
of suicide, it may not be feasible and appropriate to assess the effectiveness of a single
suicide prevention strategy against a population rate reduction standard.

Suicide Prevention Strategies: Evidence from Systematic Reviews. Guo B, Scott A, Bowker S. Alberta
Heritage Foundation for Medical Research, 2003

As well, there is some evidence regarding suicide prevention best practices for elderly people:

“Conwell (2004) reports that there is low awareness that depressive symptoms and suicidal
ideation are not normal features of ageing, but rather are indicative of iliness that is responsive to
treatment. Older people who are isolated and lack social support are especially vulnerable to
suicide in the presence of other risk factors (Conwell, 2004).

There is a dearth of published literature focusing on interventions or treatments that have been
specifically directed at the prevention of suicide in older adults. Evidence linking depression and
suicide suggest that timely and appropriate treatment of the depressive illness is also likely to
prevent suicide. However, many older people who die by suicide have had an active relationship
with a primary care provider at the time of death and had clear symptoms of depression which
may have been under-estimated or under-treated (CCSMH, 2006b). This understanding has
focused attention on the contexts in which older people at risk can be recognized, diagnosed and
treated, with early identification and treatment of depression identified as the most effective way
to prevent suicide (CCSMH, 2006b).”

Guidelines for Comprehensive Mental Health Services for Older Adults in Canada. Mental Health
Commission of Canada, June 2011
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Rationale for Change

The LHIN and mental health service providers can take four roads to influence suicide:

1. Continue to pursue this strategic plan’s nine strategic directions. Strategies such as early
help, a full continuum of service and addressing the needs of high risk populations and
multi-service users may help people before suicide looms as their preferred option.

2. Continue to be alert to the possibility of suicide among people who are already engaged
with the mental health or the primary care systems, and follow emerging suicide
prevention practices with them. While this plan has not uncovered statistics showing how
many successful suicides or suicide attempts in Canada or Erie St. Clair are carried out
by people already engaged with mental health services, data from the United Kingdom
shows an association between suicide and being seen by the mental health system (see
box below). In particular, mental health services should remain alert for clients showing
the known risk factors such as one or more previous suicide attempts, and precipitating
factors for suicide which include job loss, the death of a loved one, the end of a
relationship, divorce or loss of position in society, pressure to succeed, conflict with the
law, financial difficulties, and rejection by society for some personal trait such as ethnic
origin or sexual orientation. As well, various jurisdictions have identified high-risk or at-
risk populations for whom a sharp eye for suicidal ideation is warranted. British
Columbia’s anti-suicide strategy identifies these high-risk or at-risk populations: youth
aged 15 to 24 years, Aboriginal populations, people with a mental iliness, people
bereaved by suicide, chronically ill or terminally ill people, the elderly, homeless people,
people in custody, rural and remote populations, ethnic populations, gay/lesbian/bisexual
and transgendered people, abuse survivors and people with addictions.

Leamington District Memorial Hospital and the Chatham-Kent Health Alliance both use a
competent tool to assess suicide risk. Called the Suicide Risk Screening Tool, this
instrument is accompanied by a 12 step procedure for use of the tool and its results.
Other hospitals and mental health programs in Erie St. Clair may use similar tools. If not,
they should consider using them.

“An inquiry into suicides in the five years to 2001 found that approximately a quarter of
people who died by suicide in England and Wales, Scotland and Northern Ireland had
been in contact with mental health services in the year before death — this amounted to
about 1,200 people each year. At the time of their death, 16% of cases in England and
Wales, 12% in Scotland and 10% in Northern Ireland were psychiatric in-patients.”
The Fundamental Facts: The latest facts and figures on mental health. Mental Health Foundation
(UK) 2007

3. Continue to work with community groups such as crisis lines, and with coalitions, to
develop community-wide suicide prevention strategies. Such coalitions exist in Erie St.
Clair:

o The Sarnia Lambton Suicide Prevention Committee (affiliated with CMHA
Lambton Kent)

o The Chatham Suicide Prevention and Education Committee

o Windsor-Essex County Injury Prevention Coalition.

4. Continue to promote and disseminate anti-suicide materials such as Suicide Prevention
among Older Adults: a guide for family members (produced by the Canadian Coalition
for Seniors’ Mental Health), Preventing Suicide: A Resource For General Physicians
(produced by SUPRE, the World Health Organization’s worldwide initiative for the
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prevention of suicide), Men & Suicide: a High-Risk Population and Plus 65: At the end of
the day... (anti-suicide resource toolkits produced by the Canadian Centre for Suicide
Prevention) and Suicide Warning Signs (posted on the Canadian Mental Health
Association website).

Opportunity #56

To help reduce suicides and suicide attempts, mental health services in Erie St. Clair
should continue to:

Pursue the strategic directions outlined in this strategic plan

Be alert to the possibility of suicide among people who are already engaged with
the mental health system or the primary care system, particularly people who
exhibit risk factors or precipitating factors, and follow emerging suicide
prevention practices with them

Work with community groups such as crisis lines, and with coalitions, to develop
community-wide suicide prevention strategies

Promote and disseminate anti-suicide materials.

Opportunity #57

All hospitals and mental health programs in Erie St. Clair should adopt and use a suicide
risk screening tool.

e Continue to carry out the activities cited in the statement of opportunity.

Years One, Two and Three | ¢  All hospitals and mental health programs in Erie St. Clair adopt and use a

suicide risk screening tool.
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People with Addictions

Desired Outcome

Integrated mental health and addiction service systems serve, with equal quality, people with an
addiction, people with a mental illness, and people with both.

Current State

The ConnexOntario inventory of addiction services lists 50 addiction service programs in Erie

St. Clair:

organization

ADDICTION PROGRAMS — ERIE ST. CLAIR

program

location

Awareness and 1. Community Treatment - Outpatient Program Kettle & Stony Point Reserves
Prevention of Drug and 2.  Community Treatment - Family Intervention Program Kettle & Stony Point Reserves
Alcohol Abuse Program |3, Relapse Prevention Program Kettle & Stony Point Reserves
4. Adult Assessment Sarnia
5. Adult Counselling Sarnia
6. Aftercare Program Sarnia
7. Day Treatment Program Sarnia
8. Family Assessment Sarnia
Bluewater Health 9. Gambling Counselling Sarnia
10. Family Gambling Program Sarnia
11. Gambling Assessment Sarnia
12. Prevention and Awareness — Problem Gambling Sarnia
13. Youth Assessment Sarnia
14. Youth Counselling Sarnia
ggﬂuﬂﬁyvgrsnscohr Essex 15. Men's Addiction Support Treatment (MAST) Salvation Army, Windsor
Brentwood Recovery Home,
16. 21 Day Program Windsor
Charity House (Windsor) |17. 90-Day Long Term Program Svri?]rét:é?()d Recovery Home,
18. Residential Treatment — Fee Per Service Br_entwood Recovery Home,
Windsor
19. Problem Gambling Assessment Chatham
20. Problem Gambling Community Treatment Chatham
Chatham-Kent Health 21. Substance Abuse Assessment Adult Chatham
Alliance 22. Substance Abuse Assessment Youth Chatham
23. Substance Abuse Community Treatment Adult Chatham
24. Substance Abuse Community Treatment Youth Chatham
25. Community Treatment Leamington
26. Community Treatment Windsor
27. Concurrent Supportive Housing Windsor
House of Sophrosyne 28. 21 Day Treatment Addiction Windsor
29. 7 Day Relapse Prevention Windsor
30. 35 Day Integrated Addiction/Trauma Windsor
31. 14 Day Beyond Trauma Windsor
Ontario Federation of 32. Intake / Assessment Windsor
Indian Friendship Centres |33. Community Treatment Programs Windsor
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ADDICTION PROGRAMS - ERIE ST. CLAIR (continued)

organization program location

34. Addiction Assistance Service Thamesville
35. Aftercare Family Program Sarnia
36. Aftercare Family Program Thamesville
37. Aftercare Family Program Windsor

Westover Treatment 38. Aftercare for Substance Dependence Program Sarnia

Centre 39. Aftercare for Substance Dependence Program Thamesville
40. Aftercare for Substance Dependence Program Windsor
41. Residential Co-Dependency Program Thamesville
42. Residential Substance Dependence Program Thamesville
43. Weekend Family Program Thamesville
44. Assessment - Family Member Problem Gambling Windsor
45. Assessment - Gambling Client Problem Gambling Windsor
46. Community Treatment Family Member Program .

. : *Problem Gambling Windsor
Windsor Regional - - -
Hospital 47. Commynlty Treatment Gambling Client Problem Windsor
Gambling

48. Day Treatment Problem Gambling Windsor
49. Prevention and Awareness Program Windsor
50. Residential Program Problem Gambling Windsor

The ConnexOntario inventory of mental health services in Erie St. Clair shows five mental
health programs for people with concurrent disorders:

organization program location
CMHA Windsor-Essex 1. Concurrent Supportive Housing Program Windsor
mggﬂ Regional 2. Concurrent Disorder Treatment Program Windsor
CMHA Lambton Kent 3. Concurrent Disorders (case management) Windsor
gngrr:gén-Kent Health 4. Brief Treatment - Concurrent Disorders Program Chatham
CMHA Lambton Kent 5. Concurrent Disorders Program (case management) Sarnia

The term “concurrent disorders” refers to any combination of mental health and substance use
disorders.

In Ontario, concurrent addiction problems are estimated to range from 15% to 45% among
those receiving mental health services. Concurrent mental health problems are estimated to
range from 75% to 100% among those receiving substance use services.?*

Mental health services are generally more likely to see people with serious mental iliness such
as psychosis, while addictions services are more likely to see people with affective, anxiety and
personality disorders.*°

There is also evidence that the likelihood of having a concurrent mental health disorder
increases with the number of substances used.*

29 Rush, B. Presentation to the Standing Senate Committee on Social Affairs, Science & Technology,
2004

30 Current Practice in Management of Clients with Comorbid Mental Health and Substance Use Disorder
in Tertiary Care Settings. Commonwealth Department of Health and Aging. National Drug Strategy and
National Mental Health Strategy — National Comorbidity Project. Government of Australia. 2003

31 Substance Abuse Treatment for Persons with Co-Occurring Disorders. Treatment Improvement
Protocol (TIP) 42. Center for Substance Abuse Treatment, Substance Abuse and Mental Health Services
Administration, 2005
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During the development of this strategic plan, addiction service providers were surveyed to elicit
their perceptions of what could be done to improve the draft visions for mental health, how the
mental health system could improve, and how collaboration between the mental health and
addiction systems could be improved. Three replies were received. Comments included the
following:

Education is vital in order to help a community to understand mental iliness. It is not
something to be feared but to be understood and supported. Education in the workplace,
school, and TV would go a long way to enlighten those around us.

More doctors, less wait time in the emergency room, and 24 hour clinic. More of a seamless
system to see a mental health worker. If a person does not have a diagnosis they cannot
even see a mental health worker.

To help reduce suicides, services should be available 24 hours a day. People are not
always going to go to the emergency room or see their doctor if they are suicidal. These
people need to be able to reach someone 24 hours a day. The team needs to be able to go
out to see the person and then have a system in place that allows the team to form the
person ASAP. Often the process involving forming a person is so complicated the client is
allowed to go home from the emergency room where they are able to carry their plan of
suicide.

To help reduce suicides, addiction workers and mental health workers must work more
closely together, share information on clients that are in both systems, and give a heads up
so that the client doesn't get lost in the system. As of now there is no formal way of
exchanging information.

Very seldom are the family and client brought together as a cohesive group. With the
privacy act this has made it difficult. We need to change our model in how we address
mental health and addictions as it affects the whole family. We need to find ways that mental
health issues have fewer stigmas and are accepted as part of life. We will only do this
through education.

To reduce emergency department mental health repeat visits within 30 days, we need to
have a few clinics open 24 hours a day. This would take the pressure off of the emergency
room and allow those who are in crisis to obtain the support they need. Each clinic should
have a mental health worker on staff 24 hours a day to support the family, staff and doctor.
Doctors are overloaded and don’t have the time to invest in each client.

A detox or withdrawal management centre would help reduce repeat visits to the emergency
department. Those clients who use the hospital to detox do so over and over again as there
are no other services in Chatham-Kent.

To reduce repeat admissions for schedule one patients within 30 days, we need ongoing
follow up for the client with mental health workers/addiction workers. We should not wait for
the client to come back to the emergency room but offer support soon after the visit to the
ER. We need to go where the client is — in their home.

To reduce community mental health wait times by 40%, we need services offered 24 hours
a day with proper staffing to allow the flow of clients.

Even though we have said we have combined the mental health and addiction service
systems we have failed to do so. Both systems have put a drain on our community and
funding is always the barrier. More money is needed in order to provide the services that are
required. We have to ask what is attainable and affordable.

Increasing the collaboration between the mental health and addiction service systems is not
an easy question due to the very nature of funding pockets. You can have an addiction
without mental health issues and the other way around. We cannot compartmentalize the
two nor join them; this in itself is the rub.
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o We need to show what the true face of mental illness looks like. It isn’t what we picture in
our mind, it isn’t what we hear on the news, often we hear only about the extreme cases. It
can affect each one of us. How can we get the word out? I've heard over and over how
people are afraid to talk about mental iliness. We are more open to address and talk about
substance abuse than mental health issues. It is something as a society we are fearful of.
Again | would like to say education is the key.

e A project that was supposed to happen was between CMHA and the addictions sector was
supportive housing. CMHA was to provide the housing and the addiction sector was to
provide the counselling. There were to be units in Windsor, Chatham and Sarnia. This was
supposed to be phased in over a three year period. It is up and operating in the London area
but not in all parts of Erie St. Clair.

Because many people who have both a mental illness and an addiction, the mental health
service system and the addiction service system are intertwined at the levels of planning,
service delivery, monitoring and evaluation. Each of the two fields comes to joint tables with a
legacy of diverse philosophies that have, in the past, made cooperation between the fields
difficult. While these philosophical differences still exist, the two have in part learned to co-exist
and cooperate, often made easier by their joint commitment to the recovery model. The Mental
Health and Addiction Network in Erie St. Clair has been, and will be, a very useful vehicle for
collaboration between the two fields.

Recommendation #58

Planning, operation and evaluation of mental health services and addiction services
should be carried out in an integrated manner between the mental health and addiction
service systems in Erie St. Clair. While respecting different philosophies of care within
and between these two systems, both systems should pursue integration based on
evidence-based approaches and not merely philosophical approaches to service
delivery.
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People with Disabilities

Desired Outcome

People with physical, intellectual or sensory disabilities have full access to mental health
services in Erie St. Clair, unhindered by their disability, and are served with respect and
understanding by service providers.

Current State

The needs of three groups of people with disabilities will be discussed in this section of the
strategic plan:

e People living with physical disabilities

e People living with intellectual disabilities

e People living with sensory disabilities.

This strategic plan uses the phrase “people with disabilities” guardedly, realizing that disability
can be a stigmatizing label, that disability does not cause mental illness and that people with
disabilities define themselves more by what they can do than by what they cannot do.
Nevertheless, people with disabilities face unique challenges that affect their mental health.

People with Physical Disabilities

People with physical disabilities may be people who have lived with their disabilities since birth
or childhood. Others developed their disabilities later in life as a result of medical conditions or
accidents. Given the aging of the population it is likely that a higher proportion of people with
mental iliness will also be people with physical disabilities than in the past — or the age factor
may be partially offset by a reduction in the number of people who are born with disabling
conditions as a result of improved prenatal care.

“Disabled people are more likely to experience a lot, or a great deal, of worry than those who are
not disabled. Key survey findings in a report by the Equality Commission for Northern Ireland
highlight whilst 34% of those who were not disabled had experienced quite a lot or a great deal of
stress in the last 12 months prior to the survey, the percentage rose to 52% for disabled people.
Experiences of depression within the last 12 months were higher among women who were
disabled (44%) than men (34%).

People with disabilities (e.g. physical impairments such as cerebral palsy, multiple sclerosis,
spinal cord injury etc.) are just as likely as the general population to experience mental health
problems. They may be even more likely than the general population to need and use mental
health services. Possible reasons for this may include — higher rates of poverty and unemployed
amongst disabled people which are themselves associated with poor mental health; the

greater risks of abuse experienced by disabled children and adults; and, some people with mental
health support needs may be more likely to become physically disabled as a result of accidents or
attempted suicide. There is also increasing acknowledgement that long- term mental health
problems are correlated with conditions such as heart disease and diabetes.

It is suggested that people with physical impairments and mental health support needs tend to be
overlooked by policy-makers and commissioners of services. Many people with disabilities report
having difficulty accessing mental health services because of their physical impairments. Many
also have difficulty accessing physical disability services because of the inadequate recognition
of mental health needs with disability related services.”
Inequalities and Unfair Access Issues Emerging from the DHSSPS (2004) “Equality and Inequalities in
Health and Social Care: A Statistical Overview” Report. Department of Health, Social Services and Public
Safety (undated)
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Several people who participated in focus groups for people with mental iliness during the
strategic planning process are people who use wheelchairs as mobility aids. Among their
observations:

o People with physical disabilities often find it hard to deal with costs related directly or
indirectly to their disability — costs not fully covered by government support programs
(and difficult to absorb within the incomes available to people with disabilities). This puts
undue stress on people already striving to recover from mental illness.

o People with physical disabilities sometimes encounter a stereotype that people with
physical disabilities have intellectual disabilities too. As one woman bluntly put it: “some
people see me as crazy and stupid and a cripple, all at the same time”.

e Several participants said that mental health workers are as prone to stereotype people
with physical disabilities as the general public is.

People with Intellectual Disabilities and Dual Diagnoses

People with developmental disabilities are three to four times more likely to develop emotional,
behavioural and psychiatric difficulties than the general population. This makes people with
developmental disabilities a priority for concerted action between the mental health system and
the system serving people with intellectual disabilities. Concerted action with the physical health
care sector (particularly primary care) is necessary too, since people with intellectual disabilities
face complex physical health issues.

“Diagnostic overshadowing refers to the tendency for health professionals to regard a diagnosis
for an intellectual disability as the cause for unrelated illnesses. For example, an individual with
an intellectual disability may have undiagnosed mental or physical ilinesses because the
symptoms of the illnesses are thought to stem from the disability rather than a secondary,
undiagnosed illness. Whilst this bias was initially thought to affect psychologists and mental
health clinicians, more recent evidence suggests that GPs are also ‘cognitively susceptible’. The
phenomenon of diagnostic overshadowing may partially explain the high number of undiagnosed
conditions in people with intellectual disabilities.”

Primary Health Care for People with Intellectual Disabilities. Katterl R, Bywood P. Research Roundup Issue

17, June 2011. Primary Health Care Research & Information Service

The ConnexOntario inventory of mental health services in Erie St. Clair lists five programs
serving people with dual diagnoses:

organization program location
CMHA Windsor-Essex 1. Dual Diagnosis Program (case management) Windsor

2. Dual Diagnosis Outreach Stabilization Program
(counselling and treatment)

3. Dual Diagnosis Specialist (crisis intervention) Chatham

4. Brief Treatment - Dual Diagnosis Program Chatham
(counselling and treatment)

CMHA Lambton Kent 5. Dual Diagnosis Specialist (case management) Sarnia

Windsor Regional Hospital Windsor
CMHA Lambton Kent

Chatham-Kent Health Alliance

In 2008 the Ministry of Health and Long-Term Care and the Ministry of Community and Social
Services developed a Joint Policy Guideline for the Provision of Community Mental Health and
Developmental Services for Adults with a Dual Diagnosis, which updates an earlier agreement
between the two ministries on serving people with developmental disabilities. The goal of the
Guideline is to increase access to dual diagnosis services and ensure seamless service delivery
across all sectors.
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In 2008 the two ministries decided to conduct a review of the effectiveness of the Joint Policy
Guideline. The results of this review, to be completed in the fall of 2012, will lead to the
development of a toolkit of promising practice standards to improve the delivery of services and
supports and outcomes for adults with a dual diagnosis (people 18 years and older).

One of the structures created under this guideline was Community Networks of Specialized
Care (CNSCs), funded by MCSS to create partnerships of specialized developmental services
and other community agencies, including LHIN-funded mental health service providers and
organizations, working together to improve and coordinate specialized services for people who
have an intellectual disability and mental health issues and/or challenging behaviour. The
CNSCs were created with a mandate to build capacity and linkages across local planning
groups so they can better serve people with a dual diagnosis.

CNSC activities in Erie St. Clair comprise three community tables (Windsor/Essex, Sarnia/
Lambton and Chatham-Kent) whose members are drawn from a range of health, social services
and other agencies serving people with dual diagnosis (including police and representatives of
First Nations). At these tables, the needs of individuals with dual diagnosis and complex
problems are discussed so agencies can mobilize together to meet the person’s needs. The
tables are also a place where agencies can share information about each other. Each
community table’s discussions are guided by a facilitator from CNSC’s Southern Ontario
Division. The Sarnia/Lambton table meets monthly and the other two tables in Erie St. Clair
meet every second month. The relationships forged among agencies at these tables help them
to jointly problem-solve on service issues between table meetings.

As well, a health care facilitator (a registered nurse) is assigned to the South West Office of
CNSC in London. Her service area includes Erie St. Clair. She works with the primary care
sector to improve primary care for people with developmental disabilities, she is a resource
person to primary care workers seeking information on serving people with developmental
disabilities, and she is a resource to people with developmental disabilities who are seeking
primary care.

Opportunity #59

The mental health services system and the developmental services system should
maintain and, when possible, augment their individual and joint efforts to serve,
advocate for and help remove stigma related to people with dual diagnoses and their
families.

People with Sensory Disabilities
The majority of people with sensory disabilities are people who are:
e Deaf, deafened and hard of hearing, or

e People who have low vision or who are blind
e Or both.
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People Who Are Deaf, Deafened and Hard of Hearing

“One group of people who need special attention are those who are Deaf and who are susceptible
to mental ill health. It would appear that early influences, both biological and environmental, can
impact on the development of children and communication barriers can impede, at every stage, an
individual's access to health promotion and care. These same barriers also make it more difficult
for a Deaf individual to access education and employment as well as enjoying the range of leisure
and social activities that most people take for granted. This can give rise to isolation and
exclusion, important influences on the development of mental ill health.

There is a link between mental ill health and deafness. Estimates in children suggest a prevalence
of mental health problems of 40% in Deaf children compared to 25% in their hearing counterparts.
In adults, a number of studies from different countries have indicated a significantly higher level
of mental ill health. Alcohol problems are frequently mentioned, although much of the evidence
for this is anecdotal.”

Mental Health and Deafness: Towards Equity and Access: Best Practice Guidance. National Institute for
Mental Health in England, 2005

“People who became deaf in adult life usually consider this in purely negative terms. They are
unlikely to learn sign language or to join the deaf community. Deafened people often undergo a
bereavement reaction and, unless they can work through this, they may be left with anger and
denial. Many people do not make the necessary practical adjustments to their lives because of
reluctance to acknowledge the extent of their hearing loss. Problems due to deafness in old age
may be missed or attributed to depression or dementia. Because two-way communication is
affected, a deafened person’s family and friends may become frustrated, and the risk of social
withdrawal is increased.”

Sensory impairment and mental health. du Feu M, Fergusson K. Advances in Psychiatric Treatment (2003)
9: 95-103

The ConnexOntario inventory of mental health services in Erie St. Clair lists services for Deaf,
deafened and hard of hearing clients provided by the Canadian Hearing Society in three
communities:

organization program Windsor Chatham Sarnia
Canadian Hearing Society CONNECT Counselling Services (counselling X X X
and treatment)
Canadian Hearing Society Health .Promotlon and.Educatlon (health X X X
promotion and education)

People Who Are Blind or Have Low Vision

“Sight loss, particularly when rapid, can precipitate a bereavement reaction. Often, practical help
is accepted only after a person is ready to move into an altered way of life. Specific losses, or the
fear of them, may be worse for some individuals than for others. The loss of reading and of
independent travel are significant thresholds. People with acquired visual impairment face
repeated conflicts between the wish to function independently and the need to ask for help as
they make constant efforts to fulfil society’s norms. As time passes, they remember people’s
faces as they were and meet new people who have voices but no faces. People with visual
impairment may be anxious about the attitudes of others, whether negative or patronising, or
afraid of appearing confused, arrogant or uninterested if they do not respond appropriately. There
may be sleep disturbances as diurnal rhythms are lost. Expert treatment with melatonin can be
effective. There is a significant risk of depression, which may be unrecognised and untreated.”

Sensory impairment and mental health. du Feu M, Fergusson K. Advances in Psychiatric Treatment (2003)
9: 95-103
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There are no mental health programs in Erie St. Clair specifically for people who are blind or
have low vision.

People Who Are Deaf-Blind

“Between 5% and 10% of congenitally deaf people have Usher syndrome, a recessive genetic
condition which, in addition to deafness, causes progressive retinitis pigmentosa. This leads to
night blindness, tunnel vision and, eventually, severe or total blindness in middle age... A person
with Usher syndrome may pass through phases of denial, anger, fear and loss. Counselling, peer-
group support and practical help should be given (Miner, 1999)... Times of significant
deterioration in hearing or sight can lead to acute episodes of anxiety or depression. In addition, a
specific psychosis can occur in Usher syndrome (Hallgren, 1959). Visual disturbances and
auditory misinterpretations should not be mistaken for hallucinations but it is important that a
psychotic illness is not missed because of communication problems.”

Sensory impairment and mental health. du Feu M, Fergusson K. Advances in Psychiatric Treatment (2003)
9: 95-103

There are no mental health programs in Erie St. Clair specifically for people who are deaf-blind.

Culture and Disability

“Most people think of Deafness as a disability. That view is often shared by those who acquire
deafness through illness or injury. However, many people who are born Deaf and who
communicate mainly through sign language see themselves as part of a distinct community with a
common language and cultural heritage. Sign language should not be seen as a degraded form of
any spoken language. Rather, it is a fully formed language in its own right - readily capable of
drama, comedy, poetry and the most evolved forms of prose. It should be remembered, also, that
many users of sign language will view English, including written English, as, at best, a second
language.”

Mental Health and Deafness: Towards Equity and Access: Best Practice Guidance. National Institute for

Mental Health in England, 2005

“To admit that blindness was more than a disability, that it was a cultural characteristic of which
we could be proud, would be like finally admitting that we are not the pitiful creatures that the
media, and some of society, usually portray. To call us a culture would be like recognizing our
uniqueness without belittling it. Would it be an accurate term though? Are we truly a culture? |
posit that we are. Like some signing deaf people need an aural interpreter, those of us not around
our chosen written medium need someone as a print interpreter. We may share the same
language as the majority, but the way in which we access printed material differs markedly. We
also attach different meanings to words than the general public and use them accordingly (partial,
total, legal, low vision etc.). We share linguistic traits unique to the blind. A culture can be formed
by the problems that minorities face as a group. Blindness is rife with them.”

The Culture of Blindness. Alyssa Hopfe. Alliance for Equality of Blind Canadians, July 1999

“Most people who are disabled do not have parents who are disabled. That means we are different
than other cultures that learn their culture from their parents. We have to learn it from each
other.”

What is Disability Culture? National Kids As Self Advocates

During a focus group held with staff of the Connect mental health program operated by the
Canadian Hearing Society in Erie St. Clair, participants identified a number of system
deficiencies that were also identified by other stakeholders and are addressed in this strategic
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plan. Canadian Hearing Society staff also pointed out that people who have been Deaf from
birth generally consider themselves as members of a distinct, rich and valued culture — a culture
that rejects the negative, deficit-driven concept of deafness. To a lesser extent perhaps, people
who are blind or have low vision see themselves as a valid culture — just as some people with a
mental illness consider themselves part of “mad culture”. Recognition of this facet of the lives of
many people with disabilities helps mental health service providers who serve people with
disabilities to better understand the lived experiences of people with disabilities and to offer
them person-centred and culturally sensitive help.

Opportunity #60

The mental health service system should pursue opportunities to explore, understand
and value the cultures that have developed within populations with disabilities.

As of January 1, 2012, all employers in Ontario who provide goods and services were required
to be compliant with the Accessibility Standards for Customer Service issued under the
Accessibility for Ontarians with Disabilities Act ( AODA). While the Customer Service Standards
have applied to designated public sector organizations since January 1, 2010, they now apply to
all providers of goods or services in Ontario (including charities and not-for-profit organizations).

Under these standards, employers must establish policies, practices and procedures governing
the provision of goods and services to persons with disabilities; provide training to all people
who interact with the public on the organization’s behalf, as well as to those who are involved in
developing the organization’s policies and procedures; allow people with disabilities who use
service animals or support persons to enter areas that are open to the public or that are open to
other third parties where the organization is providing goods or services; notify the public
regarding temporary planned or unexpected disruptions to facilities or services that persons with
disabilities use to access the organization’s goods or services; and establish a process by which
people can give feedback on how the organization serves people with disabilities.

Mental health service providers in Erie St. Clair have the opportunity to go beyond the
provisions of the Act and its standards, however, by developing an Erie. St. Clair-specific and
mental health-specific approach to ensuring full accessibility that exceeds legally mandated
requirements.

Opportunity #61

Guided by an advisory group of people with disabilities (including consumers and
providers of mental health services who have disabilities), mental health service
agencies in Erie St. Clair should consider conducting “best practice” accessibility audits
of their physical plants, processes and structures to ensure there are no physical,
procedural, communications or cultural barriers to serving people with disabilities.
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Immigrant, Refugee, Ethno-Cultural and Racialized Groups

Desired Outcome

The Erie St. Clair adult mental health system understands and continually learns about cultural
issues related to mental health, it understands and learns about the uniqueness of stereotyped,
racialized and stigmatized communities, and it uses this understanding and learning to improve
services for people from diverse backgrounds.

Current State

There is significant ethno-cultural and racial diversity within Erie St. Clair, particularly in Essex
County (mainly in Windsor).

Windsor/Essex Sarnia/Lambton Chatham-Kent

% of population speaking a 24% 8% 10%
mother tongue other than
English or French

% of population who are 24% 12% 11%
immigrants
% of population who are 4% 1% 1%

immigrants in Canada for five
years or less

% of population who are visible 14% 3% 4%
minorities Largest groups: Largest groups: Largest groups:
South Asian South Asian Black
Black Chinese South Asian
Arabic Black Southeast Asian
Chinese

Source: Census of Canada 2006

This diversity has been noted in consultations with providers across the LHIN, and specific
approaches to working with a diverse population have been mentioned by some providers. At
the same time, some providers say this is an added layer of complexity to the pressures they
already experience.

It is not likely that any one ethno-cultural or racial or racial group is large enough to warrant its
own mental health agency, although there may be a need in future for individual programs that
serve an ethno-cultural group or a cluster of groups®. The “mainstream” service system will
therefore remain the service system available to immigrant, refugee, ethno-cultural and
racialized groups.

Rationale for Change
There seems to be some ambivalence about the importance of taking ethno-cultural and racial

issues into account when providing mental health services. However, this will be a growing area
of activity for mental health systems across Canada.

%2 CMHA Windsor-Essex County Branch already provides an Intensive Case Management Low German-
Speaking Program in Leamington.
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“Improving services and outcomes for immigrant, refugee, ethno-cultural and racialized groups
(IRER), is a common challenge for mental health systems in high income countries. Increased
rates of illnesses, poorer access to care and care outcomes and poorer satisfaction with services
have been reported in these groups in Canada and internationally. Canada is becoming more
diverse each year because immigration is the driver of population growth. The size of the
population, the rate of increase, and specific issues may differ in each province or territory but all
jurisdictions will have to meet the challenge of providing mental health services to their multi-
cultural population, and develop health promotion strategies that improve the health status of
IRER groups.”

Improving mental health services for immigrant, refugee, ethno-cultural and racialized groups: Issues and

options for service improvement. Centre for Addition and Mental Health and Mental Health Commission of
Canada November 12, 2009

On the principle “learn then act”, the LHIN and Erie St. Clair's mental health service providers
can take a first coordinated step by developing an inventory of promising mental health
practices that are already in place in Erie St. Clair related to serving immigrant, refugee, ethno-
cultural and racialized groups. The inventory could also identify champions in the mental health
system — people committed and knowledgeable enough to spearhead the development of
improved practices in this service area.

The LHIN and mental health service providers in Erie St. Clair, with help from the champions
identified above, should explore the dimensions of culturally sensitive and anti-oppressive
service delivery by building learning bridges (and potential action bridges) with organizations in
Erie St. Clair that are rooted in its rich multicultural and racial diversity. These organizations
include but are not limited to:

e The Multicultural Council of Windsor Essex

e The Cultural Coalition of Chatham-Kent

e The Northern Multicultural Awareness Club in Sarnia

e Local Immigration Partnership® Councils in Sarnia/Lambton, Windsor/Essex and

Chatham-Kent.

The LHIN and mental health service providers, working with the organizations listed above,
should host a one day summit on the mental health of immigrant, refugee, ethno-cultural and
racialized groups. The summit would:
e Share information on existing best practices in the mental health service system
e Generate ideas for improvement
¢ Identify additional champions in this area of mental health service, both within the mental
health service system and beyond it.

Based on the results of the inventory and summit, and drawing on the pool of champions, the
LHIN and the mental health service system should create a working group to recommend ways
to improve mental health service to immigrant, refugee, ethno-cultural and racialized groups.

% Local Immigration Partnerships operate across Ontario as a joint initiative of Citizenship and
Immigration Canada and the Ministry of Citizenship and Immigration Canada with help from the
Association of Municipalities of Ontario. Their mandate is to strengthen the role of local and regional
communities in serving and integrating immigrants. An Erie St. Clair LHIN staff member serves on one of
the Local Immigration Partnership Councils in Erie St. Clair.
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Opportunity #62

The Erie St. Clair LHIN and the mental health service system should:

e Develop an inventory of current good practices in delivering mental health
services in Erie St. Clair for immigrant, refugee, ethno-cultural and racialized
groups.

e Host asummit on improving mental health services for immigrant, refugee, ethno-
cultural and racialized groups

e Create aworking group to find ways to better serve these groups.

e The LHIN and the mental health service system develops an inventory of current good
Year One practices in delivering mental health services in Erie St. Clair for immigrant, refugee, ethno-
cultural and racialized groups.

e The LHIN and the mental health service system, with other community partners, host a summit

Year Two on improving mental health services for immigrant, refugee, ethno-cultural and racialized
groups
Near Three e The LHIN and the mental health service system create a working group to find ways to better

serve immigrant, refugee, ethno-cultural and racialized groups.
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Lesbian, Gay, Bisexual and Transgendered People

Desired Outcome

The mental health service system serves lesbian, gay, bisexual and transgendered people®*
sensitively and effectively, with an understanding of unique factors affecting the mental health of
lesbian, gay, bisexual and transgendered people, and affecting their access to service. When
necessary the system provides separate physically and emotionally safe specialized treatment
services for this population.

Current State

Lesbian, gay, bisexual and transgendered people are at high risk for mental health problems.

“Large Canadian studies indicate that LGB people are more likely than heterosexuals to report

unmet mental health needs and were more likely to consult mental health practitioners.

e Studies have found high rates of depression, anxiety, obsessive-compulsive and phobic
disorders, suicidal thoughts and acts, self-harm, and alcohol and drug dependence among
LGBT people.

e LGB people are almost twice as likely to experience childhood maltreatment, interpersonal
violence, and personal loss and are at double the risk of developing post traumatic stress
disorder as their heterosexual peers.

e Meta-analysis studies found that sexual minority individuals were two and a half times more
likely than heterosexuals to have attempted suicide and had a risk of depression and anxiety
one and a half times higher than heterosexuals.

e Sexual minority women were particularly at risk for substance-related disorders, while sexual
minority men had a higher risk of suicide.

e LGBT youth have an increased risk of suicide, substance abuse, isolation and experiencing
sexual abuse. A Canadian study estimated that the risk of suicide among LGB youth is 14
times higher than for their heterosexual peers. A recent U.S. study of LGBT youth found that
10% of them met the criteria for post traumatic stress disorder and 15% met the criteria for
major depression.

e A large statistically representative study of trans people in Ontario found that 77% had

seriously considered suicide, and 45% had attempted suicide. Trans youth were at greatest

risk of suicidality, as were those who had experienced physical or sexual assault.”

RHO Fact Sheet: LGBT Mental Health. Rainbow Health Ontario and the Centre for Addiction and Mental
Health. June 2011

Evidence from other jurisdictions suggests that serving this population is often hampered by the
attitudes and beliefs of some service providers.

“Two studies in the US found that 89% of lesbians and bisexual women experienced a negative
reaction when they came out to their doctor. A study of medical students found that one quarter
were significantly homophobic, and nine percent viewed homosexuality as a mental disorder.”

RHO Fact Sheet: LGBT Mental Health. Rainbow Health Ontario and the Centre for Addiction and Mental
Health. June 2011

% This term is used as an abbreviation but includes all people who identify themselves as lesbian, gay,
bisexual, transgender, transsexual, two-spirited, genderqueer, intersex, queer and questioning.
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“As described by providers, therapeutic neutrality is rooted in the notion that ‘they,” meaning
LGBT clients, are ‘no different from the rest’ and that ‘they’ should not be pathologized because of
their sexual orientations or gender identities. Ironically, however, ‘therapeutic neutrality’
insinuates another layer of bias into treatment contexts. Sustained by the multicultural ideal of
caring for all clients in, as one lesbian provider stated, a ‘colorblind’ way, this concept
encourages providers to apprehend the common humanity within all psychologically distressed
individuals seeking care. Yet the assumption that ‘everyone is the same’ makes it possible for
providers to maintain an outward appearance of acceptance, without compelling them to
challenge their own cultural prejudices and lack of knowledge of LGBT mental health issues. The
enactment of therapeutic neutrality also allowed some providers to discount the possibility that
sexuality and gender issues could be implicated in the mental health or substance abuse
problems of clients."

Brief Reports: Unequal Treatment: Mental Health Care for Sexual and Gender Minority Groups in a Rural
State. Willging CE, Salvador M, Kano M. Psychiatric Services 2006

The inventory of mental health services developed for this strategic plan does not include any
programs that, by name, appear to be specifically for lesbian, gay, bisexual and transgendered
people. However, the Windsor Family Health Team is developing related programs, and gives a
clear message of welcome to lesbhian, gay, bisexual and transgendered people. As well, in 2011
Family Service Windsor-Essex County, Windsor Family Health Team, and Windsor Pride
launched OK2BME, a series of specialized support groups for Windsor and Essex County’s
LGBT population.

“At the Windsor Family Health Team we've taken steps to ensure LGBT people in our community
receive culturally sensitive health care services. Our team regularly receives training on LGBT
health matters and are proud to declare our clinic a LGBT positive space. If your medical
professional at the Windsor FHT is not aware of your gender identity or sexual orientation please
feel free to bring up the topic so that we can provide you with the best possible health care. The
Windsor Family Health Team is currently developing support groups and health education
focusing on bisexual (BSide) and trans health (Gender Journeys).”

Windsor Family Health Team website

Service Alliance For Equality (SAFE), a Windsor-based gay-straight alliance, publishes a
directory of services in Windsor/Essex. Several mental health organizations including CMHA
Windsor-Essex County Branch and Mental Health Connections are listed in the directory, but it
does not indicate specific services they provide to lesbian, gay, bisexual and transgendered
people. Mental Health Connections is a Full Member of SAFE.

Another resource that connects lesbian, gay, bisexual and transgendered youth to the services
they need is the Lesbian Gay Bi Trans Youth Line (1 800 268-9688), a toll-free Ontario-wide
peer support service provided “by youth for youth”. It offers support, information and referrals
specific to callers’ needs.

A useful resource for mental health agencies in bridging to the lesbian, gay, bisexual and
transgendered community is Rainbow Health Ontario, a health promotion and capacity building
resource designed to promote better access to services and to enhance the health of Ontario’s
lesbian, gay, bisexual and transgendered communities. Rainbow Health Ontario has a
Community Outreach Team of 14 people who work in each of the 14 LHINs, including a
community outreach worker (part time) in Erie St. Clair.
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Rationale for Change

It is important that all mental health services in Erie St. Clair have the desire and knowledge
base necessary to allow them to sensitively and competently serve lesbian, gay, bisexual and
transgendered people. However, it is equally important that each of the three major
communities in Erie St. Clair have at least one program providing mental health treatment
specifically tailored to this population.

Opportunity #63

After developing and sharing a compendium of best practices in providing mental health
services to lesbian, gay, bisexual and transgendered people, the Erie St. Clair LHIN
should require all mental health agencies and programs to indicate how they will develop
and maintain competency and sensitivity in serving this population.

Opportunity #64
The Erie St. Clair LHIN should ensure that each of the three major communities in Erie St.

Clair has at least one program providing mental health treatment and support specifically
tailored to lesbian, gay, bisexual and transgendered people.

e The Erie St. Clair LHIN or the mental health service system develops and shares a
Year One compendium of best practices in providing mental health services to lesbian, gay, bisexual and
transgendered people.

e Erie St. Clair LHIN gives notice that it requires all mental health agencies and programs to
indicate how they will develop and maintain competency in serving this population.

Year Two e The Erie St. Clair LHIN develops a plan to ensure that each of the three major communities in

Erie St. Clair has at least one program providing mental health treatment and support

specifically tailored to lesbian, gay, bisexual and transgendered people.

e Mental health agencies provide plans for developing and maintaining competency in serving

Year Three leshian, gay, bisexual and transgendered people.
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People Involved with the Legal System

Desired Outcome

People whose actions, stemming directly or indirectly from their mental illness, have brought
them into conflict with the law, have opportunities to take part in mental health programs that are
acceptable to the legal system and that have a therapeutic focus.

Current State

According to Ministry guidelines, (A Program Framework for Mental Health Diversion/Court
Support Services, February 2006), where appropriate, mental health diversion/court support
services re-direct people with a mental illness from the criminal justice system to mental health
services and/or provide mental health services to those in the criminal justice system. Diversion
is appropriate for people whose alleged offence is considered to be low risk and whose mental
health needs can be met through services based in the community.

The ConnexOntario mental health service inventory recognizes three kinds of programs for

people involved with the legal system:

e Court Support, provided in the courts to clients and their families to assist the judiciary,
clients and their families with the legal process, to link clients to services, and to provide
services/supports to clients.

o Diversion, which is provided pre- or post-charge to link the person to community or
institutional mental health services

e Short-term crisis support beds (safe beds) are used as an alternative to custody which
provide time-limited emergency housing with high-intensity care for individuals with serious
mental illness. This includes services such as assessment, monitoring, care/treatment,
symptom stabilization, assistance with securing access to case management and long-term
housing services.

The ConnexOntario mental health service inventory for Erie St. Clair lists eleven programs
serving people involved with the legal system:

organization program location
) 1. Community Treatment Orders (CTO) (case ]

CMHA Windsor-Essex management) Windsor

CMHA Windsor-Essex 2. Justice Support Services (diversion and court support) Windsor

CMHA Windsor-Essex 3. Safe Beds (short-term crisis support beds) Windsor

CMHA Lambton Kent 4. Release from Custody (case management) Chatham

CMHA Lambton Kent 5. Court Support (diversion and court support) Chatham

CMHA Lambton Kent 6. CI:IS_IS Safe Beds and Emergency Housing (short-term Chatham
crisis support beds)

Chatham-Kent Health Alliance Community Treatment Order Program (case Chatham
management)

Bluewater Health 8. Community Treatment Order Program (case Sarmia
management)

CMHA Lambton Kent 9. Release from Custody (case management) Sarnia

CMHA Lambton Kent 10. CI:IS_IS Safe Beds and Emergency Housing (short-term Sarnia
crisis support beds)

CMHA Lambton Kent 11. Court Support (diversion and court support) Sarnia
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In addition to formal health-funded programs to help people involved with the legal system,
other innovations in Erie St. Clair help serve this population — for instance:**

e The Chatham-Kent Police Services Help Team, comprising a group of front -line officers
with enhanced training to handle incidents involving police interaction with emotionally
disturbed people, who are dispatched to or provide help to the investigating officer for
calls involving emotionally disturbed persons. In most cases, the HELP Team is
available 24 hours a day, 7 days a week. Partners working closely with Chatham-Kent
Police Services on this initiative include the Chatham-Kent Health Alliance, the
Chatham-Kent ACT team and CMHA Lambton Kent,

e Hotel Dieu Grace Hospital in Windsor has developed a protocol for fast tracking people
with mental iliness under police accompaniment to the hospital’'s emergency
departments.

Rationale for Change

A number of issues involving the interaction of police, the mental health service system and
people it serves have been identified at the provincial level. For example, the report Police &
Mental Health: A Critical Review of Joint Police/Mental Health Collaborations in Ontario
(Provincial Human Services and Justice Coordinating Committee, January 2011) lists fifteen
issues that need to be resolved:

Lack of comprehensive provincial policy for police/mental health collaboration

Increase in mental health diversion is needed

Lack of provincial standards for police/mental health education

Provincial guidelines for crisis intervention services should be monitored

Memorandums of understanding between hospitals and police services are needed
Lack of provincial protocol for sharing, collecting and disclosing client information
Provincial policy regarding the disclosure of mental health police records is needed

Lack of provincial policy regarding client transportation

Review of community treatment orders, Assertive Community Treatment Teams and safe
bed programs is needed

10. Engaging multiple stakeholders is necessary to promote police/mental health collaboration
11. Shortage of funding and resources for police/mental health collaborations

12. Lack of mental health services in rural and northern communities

13. Anti-discrimination initiatives are needed to address mental health discrimination

14. Increased support is needed for vulnerable populations who face systemic barriers

15. Lack of Ontario-based research on police/mental health collaboration.

CoNo,rWNE

Processes already exist in Erie St. Clair for exploration of multi-sectoral human service and
justice issues, including issues involving people with mental iliness. Each of Erie St. Clair’s three
areas has a multi-sectoral Human Services and Justice Coordinating Committee. Similar
committees exist in communities across Ontario at local and regional levels, with mandates to
support the implementation of the Ontario Government’s policy framework (1997) for people
who come into contact with the justice system and who have needs which can be met by one or
more of the provincial human services systems.

% These innovations and a number of other Erie St. Clair and London initiatives to serve this population
are described in Best Practices In Four Cities In Southwestern Ontario: The Interface Between People
With Mental lliness And The Criminal Justice System, May, 2003.
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Opportunity #65

The Erie St. Clair LHIN and mental health service agencies should remain involved with
the work of Human Services and Justice Coordinating Committees in Erie St. Clair.

An issue that seems to be common across Ontario affects Erie St. Clair as well. Several years
ago the Government of Ontario funded safe beds — small numbers of beds in communities that
are available to people in crisis — often people whose crisis brought them into contact with the
police. Safe beds operate in Windsor, Sarnia and Chatham. It appears that the operation of
these beds has been underfunded across Ontario from the time they were created. As one
stakeholder put it, “They are three shift operations with only enough funding for one shift.” In
some instances this has led to attachment of safe beds to larger mental health housing units
even though the crisis and non-crisis components do not fit well together.

An innovation in access to safe beds is currently being explored by the Erie St. Clair LHIN and
service providers with ConnexOntario, which has developed a system in use elsewhere that
gives police expedited access to safe beds. This could be a useful system enhancement in Erie
St. Clair.

Opportunity #66

In partnership with service providers, the Erie St. Clair LHIN should explore the adequacy
of funding levels for safe beds in Erie St. Clair.

People Who Have Experienced Trauma

Desired Outcome

People who have experienced trauma receive mental health services (either related to the
trauma or unrelated to it) that are skilled at using unique therapeutic approaches that help
people who have lived through trauma.

Current State

The ConnexOntario inventory of mental health services in Erie St. Clair lists eight programs
serving people who have experienced trauma:

organization \ program location
Sexual Assault Crisis Centre of 1. Sexual Assault Crisis Centre Windsor
Essex County
Sexual Assault Crisis Centre of . )
Essex County 2. Female Counselling Program Windsor
Sexual Assault Crisis Centre of 3. Non-Significant Others/Family Members Program .
) Windsor
Essex County (counselling and treatment)
Sexual Assault Crisis Centre of 4. Children's Program (counselling and treatment) Windsor
Essex County
Sexual Assault Crisis Centre of 5. Female Adolescent Program (counselling and .
Windsor
Essex County treatment)
Sexual Assault Crisis Centre of 6. Male Survivor Program Windsor
Essex County
Chatham-Kent Health Alliance 7. Abuse Services (counselling and treatment) Chatham
Family Counselling Centre 8. Sexual Assault Outreach Program Sarnia
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While men, women and children may experience physical or emotional trauma, power and
status differences in our society mean that children and women are still most likely to be
traumatized, particularly on a repeated basis, through sexual, physical or psychological abuse.

Traumatization does not necessarily lead to mental illness, but it may make people vulnerable
because they self-medicate with alcohol or drugs to deal with the effects of abuse, because their
capacity to create healthy trusting relationships is damaged, because their self-confidence
erodes or because they cannot fully trust people with authority (including people in helping
systems). There is also evidence that people with mental illness are at greater risk of abuse,
exploitation and trauma than other members of the community — an uncomfortable irony given
that one common stereotype portrays people with mental illness as dangerous people who
threaten others.

Rationale for Change

A promising approach to helping people with mental health problems who have been
traumatized is trauma informed counselling. This approach is more commonly used in the
addiction service sector, but it seems to be just as useful in the mental health sector, not only in
special environments such as shelters and assault programs, but in the day-to-day practice of
most counsellors. Controlled studies have shown modest but significant advantages when
trauma-informed counselling is compared to the use of more traditional treatment approaches.

This strategic plan is not aware of how widespread trauma informed counselling is in Erie St.
Clair's mental health service system. However, the extent to which it is used, and whether it
should be used more widely in Erie St. Clair, warrant consideration.

Opportunity #67

Mental health service providers should determine how widely trauma informed
counselling is used in Erie St. Clair, and whether it should be used more widely.
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APPENDIX EIGHT: WHAT WILL MENTAL HEALTH LOOK LIKE
IF THIS PLAN SUCCEEDS?

The analyses conducted during this strategic planning process identified a number of desired
outcomes. These are broad and need to be refined and turned into specific indicators when
operational planning follows strategic planning.

But of these outcomes are achieved, this is what the mental health service system in Erie St.
Clair will look like.

Integration of Mental Health Services

An integrated adult mental health service system provides coordinated seamless services to
people with mental illness and their families in Erie St. Clair — a system in which resources can
be flexibly deployed to cover gaps, relieve service pressure points and meet changing client
needs.

Public Education, Prevention, Community Capacity Building, Community Mobilization

Communities, educated about mental health, have the capacity and motivation to mobilize
around supporting people with mental illness and their families, and around addressing the
social and community conditions that work against good mental health.

Pre-Entry/Early ldentification/Early Help

People know how to contact the mental health system, which in turn quickly responds to
contacts.

Entry, Including Assessment and Intake

There are multiple easy-to-find entry points to the adult mental health service system leading to
specialized assessment when required, and rapid care planning and help.

Primary Care

The role of the primary care sector in providing mental health services is recognized, supported,
enhanced and integrated with other mental health services.

Psychiatry
People in Erie St. Clair have timely access to psychiatry services. These services are in turn
well integrated with the rest of the mental health service system.

Non-Residential Treatment

An array of non-residential treatment programs, integrated with each other and with other
mental health services, provides timely treatment to clients who are best served in this setting.

Residential Treatment

An array of residential treatment programs, integrated with each other and with other mental
health services, provides timely treatment to clients who cannot be better served by non-
residential treatment services.

Evening and Weekend Treatment

People access evening and weekend mental health services when they cannot conveniently
access weekday services.
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Crisis Services

A coordinated and comprehensive community based mental health crisis service system is
provided equitably across Erie St. Clair, integrated with other crisis response systems in Erie St.
Clair.

Case Management

Case management services are in place across Erie St. Clair, offering a range of breadth and
intensity, and integrated with each other and with assertive community treatment resources.

Assertive Community Treatment

Rapid multidisciplinary continuing treatment and support is provided by ACT teams where the
person is and at whatever time the person needs it, for people with serious, complex or
persistent mental illness.

Rehabilitation

An array of effective rehabilitation services consistent with the philosophy of recovery is in
place, including but not limited to consumer/survivor/family-run rehabilitation services.

Housing for People with Mental lliness

There is adequate stable health-enhancing housing for people with a mental illness, including
people who have not chosen to enter treatment.

Stakeholder Knowledge about Services/Systems/Processes

Consumers, family members, and providers have access to current information about what
services exist, how to access them in a timely way, what options exist among service areas, and
other knowledge that supports recovery.

Service Co-Location

Mental health services are located with or near each other, at sites that are accessible by public
transit, and are located with or near other services that are used by people with mental illness
and their families.

Navigation

Adults experiencing mental iliness and their families receive the information and support they
need to navigate through the mental health service system, and have access to specialized
navigation resources if they cannot or do not choose to navigate on their own.

Advocacy For/By Consumers and Families

Consumers and families are given tools and opportunities to advocate for themselves, and to
advocate for system changes.

Care Pathway Templates

Evidence-based care pathway templates and care pathways for people needing mental health
services help ensure that people in Erie St. Clair efficiently receive the right care from the right
providers in the right sequence at the right times, while ensuring that care pathways are flexible
enough to ensure that a person’s uniqueness and preferences are taken into account.

Stakeholder Engagement Processes

A full range of stakeholders is consistently engaged in the planning, monitoring and evaluation
of mental health services and systems in Erie St. Clair in ways that make the results of various
engagement activities comparable with each other.
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An Integrated Service Database

An accurate up-to-date service database is used for planning, monitoring and evaluating mental
health and related services in Erie St. Clair.

System Focused Planning, Monitoring and Evaluation

To ensure that people in Erie St. Clair have access to an integrated system of mental health
services, mechanisms are in place to plan, monitor and evaluate the system, as well as
effectively integrate it with the addiction sector and with other societal and community sectors
affecting mental health.

Quality Improvement Strategy

The adult mental health service system in Erie St. Clair engages in active and ongoing quality
improvement, and it meets or exceeds all quality targets.

Francophones

French speaking people in Erie St. Clair are informed about available mental health services in
French, are actively offered these services, have access to these services and are satisfied with
the quality of these services.

Aboriginal, First Nations and Métis People

Aboriginal, First Nations and Métis people benefit from mental health services that are provided
in ways that recognize their cultural and healing roots, traditions and practices.

Children and Youth

There is an integrated accessible array of mental health services for children and youth, an
integrated accessible array of mental health services for adults, and an integrated transition
process between the two service systems.

People with Eating Disorders

People of all ages with eating disorders, and their families, make use of a full range of services
and supports for eating disorders and for the physical effects of eating disorders.

Seniors

Seniors and their families and caregivers promptly receive the mental health preventative,
diagnostic, treatment, support and rehabilitation services they need, whether their mental iliness
iS organic or non-organic.

People Experiencing Poverty or Low Incomes

People experiencing poverty or low incomes in Erie St. Clair have full access to respectful
mental health services that do not impose direct or indirect financial burdens on them or their
families and that help them, or connect them to help if they wish help, to address problems of
poverty and low income.

People in Rural Areas

People living in rural areas of Erie St. Clair have access to as many mental health services as
possible in a timely way, and benefit from innovative and effective ways to bring services to rural
people, or to help rural people to get to the services they need.
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People at Risk of Suicide

People contemplating or at risk of suicide, and their families, friends and associates, receive
information, help and hope that lead to life choices and actions other than suicide.

People with Addictions

Integrated mental health and addiction service systems serve, with equal quality, people with an
addiction, people with a mental iliness, and people with both.

People Living with Disabilities

People with physical, intellectual or sensory disabilities have full access to mental health
services in Erie St. Clair, unhindered by their disability, and are served with respect and
understanding by service providers.

Immigrant, Refugee, Ethno-Cultural and Racialized Groups

The Erie St. Clair adult mental health system understands and continually learns about cultural
issues related to mental health, it understands and learns about the uniqueness of stereotyped,
racialized and stigmatized communities, and it uses this understanding and learning to improve
services for people from diverse backgrounds.

Lesbian, Gay, Bisexual and Transgendered People

The mental health service system serves lesbian, gay, bisexual and transgendered people
sensitively and effectively, with an understanding of unique factors affecting the mental health of
lesbian, gay, bisexual and transgendered people, and affecting their access to service. When
necessary the system provides separate physically and emotionally safe specialized treatment
services for this population.

People Involved with the Legal System

People whose actions, stemming directly or indirectly from their mental illness, have brought
them into conflict with the law, have opportunities to take part in mental health programs that are
acceptable to the legal system and that have a therapeutic focus.

People Who Have Experienced Trauma

People who have experienced trauma receive mental health services (either related to the
trauma or unrelated to it) that are skilled at using unique therapeutic approaches that help
people who have lived through trauma.
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APPENDIX NINE: PROVINCIAL AND NATIONAL
FRAMEWORKS FOR CHANGE

PROVINCIAL FRAMEWORK FOR CHANGE (summary version)

source: Open Minds, Healthy Minds: Ontario’s Comprehensive Mental Health and Addictions
Strategy, June 2011

GOAL 1:

IMPROVE MENTAL HEALTH AND WELLBEING FOR ALL ONTARIANS

e Lay the foundation for good mental health early in life
e Improve mental health literacy, fostering resilience and mental wellness
e Develop workplace programs

GOAL 2:
CREATE HEALTHY RESILIENT INCLUSIVE COMMUNITIES

e Reduce stigma and discrimination
Harmonize policies to improve housing and employment supports
Create community hubs for activities and services

GOAL 3:
IDENTIFY MENTAL HEALTH AND ADDICTIONS PROBLEMS EARLY AND INTERVENE

Enhance the capacity of our first responders
Build school-based capacity
Strengthen family health care

GOAL 4:

PROVIDE TIMELY, HIGH QUALITY, INTEGRATED, PERSON-DIRECTED HEALTH & OTHER
HUMAN SERVICES

e Strengthen and integrate mental health and addictions services:
e Enhance the capacity of the health system to provide integrated services:
e Integrate health and other human services and improve transitions between services
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NATIONAL FRAMEWORK FOR CHANGE (summary version)
source: Changing Directions, Changing Lives: The Mental Health Strategy for Canada, 2012

STRATEGIC DIRECTION 1: PROMOTION AND PREVENTION

e AWARENESS: Increase awareness about how to promote mental health, prevent mental illness and suicide wherever
possible, and reduce stigma

e CHILDREN AND YOUTH: Increase support for parents and caregivers to promote healthy social and emotional
development in infancy and early childhood, paying special attention to those at high risk

e WORKPLACES: Create mentally healthy workplaces

e SENIORS: Increase the capacity of older adults, families, care settings, and communities promote mental health in later
life, prevent mental illness and suicide wherever possible, and intervene early when problems first emerge

STRATEGIC DIRECTION 2: RECOVERY AND RIGHTS

e POLICIES AND PRACTICES: Shift policies and practices toward recovery and well-being for people of all ages living
with mental health problems and illnesses and their families

o INVOLVEMENT: Actively involve people living with mental health problems & illnesses & their families in making
decisions about service systems

e RIGHTS: Uphold the rights of people living with mental health problems and ilinesses

e CRIMINAL JUSTICE: Reduce the over-representation of people living with mental health problems and illnesses in the
criminal justice system, and provide appropriate services, treatment and supports to those who are in the system

STRATEGIC DIRECTION 3: ACCESS TO SERVICES:

e PRIMARY HEALTH CARE: Expand the role of primary health care in meeting mental health needs

e COMMUNITY-BASED: Increase availability & coordination of mental health services in the community for all ages

e ACUTE AND INTENSIVE: Provide better access to intensive, acute, and highly specialized services, treatments and
supports when they are needed by people living with severe or complex mental health problems and illnesses

e PEER SUPPORT: Recognize peer support as an essential component of mental health services

e HOUSING, EMPLOYMENT: Increase access to housing with supports, and to income, employment, and education
support for people living with mental health problems and illnesses, and provide greater support to families

STRATEGIC DIRECTION 4: DISPARITIES AND DIVERSITY

e SOCIAL DETERMINANTS: Make improving mental health a goal when working to enhance overall living
conditions/health outcomes

e IMMIGRANTS, REFUGEES, ETHNO-CULTURAL, RACIALIZED: Improve mental health services and supports by and
for immigrants, refugees, ethno-cultural and racialized groups

e NORTHERN AND REMOTE: Tackle the pressing mental health challenges in northern and remote communities

e MINORITY OFFICIAL LANGUAGE: Strengthen response to the mental health needs of minority official language
communities

e GENDER, SEXUALITY: Address the specific mental health needs related to gender and sexual orientation

STRATEGIC DIRECTION 5: FIRST NATIONS, INUIT AND METIS

e FIRST NATIONS STREAM: Establish a coordinated continuum of mental wellness services (mental health and
substance use services) for and by First Nations, which includes traditional, cultural, and mainstream approaches

e INUIT STREAM: Establish a coordinated continuum of mental wellness services (mental health and substance use
services) for and by Inuit, which includes traditional, cultural, and clinical approaches

e METIS STREAM: Build Métis capacity to improve mental health and to improve access to mental health and addictions
services through meaningful, inclusive, and equitable engagement processes

e URBAN, RURAL AND SOCIAL ISSUES: Strengthen the response to First Nations, Inuit, and Métis urban and rural
mental health issues, and to complex social issues that affect mental health

STRATEGIC DIRECTION 6: LEADERSHIP AND COLLABORATION

COORDINATION: Coordinate mental health policies across governments and across sectors

KNOWLEDGE: Improve mental health data collection, research, and knowledge exchange across Canada

HUMAN RESOURCES: Strengthen mental health human resources

LIVED EXPERIENCE: Expand the leadership role of people living with mental health problems and illnesses, and their
families, in setting mental health-related policy
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APPENDIX TEN: THE TEN FUNDAMENTAL COMPONENTS OF
RECOVERY

From National Consensus Statement On Mental Health Recovery
U.S. Department of Health and Human Services, 1994

Self-Direction
Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing autonomy,
independence, and control of resources to achieve a self-determined life. By definition, the recovery process must be
self-directed by the individual, who defines his or her own life goals and designs a unique path towards those goals.

Individualized and Person-Centered
There are multiple pathways to recovery based on an individual’s unique strengths and resiliencies as well as his or
her needs, preferences, experiences (including past trauma), and cultural background in all of its diverse
representations. Individuals also identify recovery as being an ongoing journey and an end result as well as an overall
paradigm for achieving wellness and optimal mental health.

Empowerment
Consumers have the authority to choose from a range of options and to participate in all decisions—including the
allocation of resources—that will affect their lives, and are educated and supported in so doing. They have the ability
to join with other consumers to collectively and effectively speak for themselves about their needs, wants, desires,
and aspirations. Through empowerment, an individual gains control of his or her own destiny and influences the
organizational and societal structures in his or her life.

Holistic

Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. Recovery embraces
all aspects of life, including housing, employment, education, mental health and healthcare treatment and services,
complementary and naturalistic services, addictions
treatment, spirituality, creativity, social networks, community participation, and family supports as determined by the
person. Families, providers, organizations, systems, communities, and society play crucial roles in creating and
maintaining meaningful opportunities for consumer access to these supports.

Non-Linear
Recovery is not a step-by-step process but one based on continual growth, occasional setbacks, and learning from
experience. Recovery begins with an initial stage of awareness in which a person recognizes that positive change is
possible. This awareness enables the consumer to move on to fully engage in the work of recovery.

Strengths-Based
Recovery focuses on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and
inherent worth of individuals. By building on these strengths, consumers leave stymied life roles behind and engage
in new life roles (e.g., partner, caregiver, friend, student, employee). The process of recovery moves forward through
interaction with others in supportive, trust-based relationships.

Peer Support
Mutual support—including the sharing of experiential knowledge and skills and social learning—plays an invaluable
role in recovery. Consumers encourage and engage other consumers in recovery and provide each other with a
sense of belonging, supportive relationships, valued roles, and community.

Respect

Community, systems, and societal acceptance and appreciation of consumers —including protecting their rights and
eliminating discrimination and stigma—atre crucial in achieving recovery. Self-acceptance and regaining belief in
one’s self are particularly vital. Respect ensures the inclusion and full participation of consumers in all aspects of their
lives.

Responsibility
Consumers have a personal responsibility for their own self-care and journeys of recovery. Taking steps towards their
goals may require great courage. Consumers must strive to understand and give meaning to their experiences and
identify coping strategies and healing processes to promote their own wellness.

Hope
Recovery provides the essential and motivating message of a better future—that people can and do overcome the

barriers and obstacles that confront them. Hope is internalized; but can be fostered by peers, families, friends,
providers, and others. Hope is the catalyst of the recovery process.
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APPENDIX ELEVEN: PRIMARY CARE SURVEY RESULTS

FAMILY HEALTH TEAM SURVEY

Overview

A mental health services survey instrument was developed in consultation with Family Health
Teams (FHTSs), to gather information on the operation of FHTSs related to the provision of mental
health services to residents of Erie St. Clair (information on client numbers, utilization and
programming). Program information provided via the survey has been included in the inventory
of services in this strategic plan. The survey was sent via the Erie St. Clair LHIN to seven FHTSs:

e Central Lambton FHT e Thamesview FHT
e Windsor FHT e Harrow FHT

e Leamington and Area FHT e Rapids FHT.

e Amherstburg FHT

A response was received from six of the seven FHTs. Some surveys were only partially
completed because data was not available.

Summary of Responses

The lack of a response by all FHTs in Erie St. Clair and the incomplete nature of some
responses make it difficult to create a complete picture of the extent to which FHTs are
providing mental health services. The definition of mental health disorder used by FHTs varied
based on their current data collection practices, making direct comparisons of data impossible.
However, even though the data may not be directly comparable, a partial picture of FHT
involvement with mental health clients is provided in the following summary points.

e The total number of FHT clients reported by six of the seven FHTs was 76,244. This
number is significantly below the 161,135 clients identified by Ministry’s Health Analytics
Branch, Health System Information Management and Investment Division, in newsletter,
The Quarterly, Fall 2011. The reason for the difference was not identified.

e The total number of mental health clients reported by four of the seven FHTs was 3,527.
For this group of FHTs, mental health clients as a percentage of total clients ranged from
4% to 25%.

e The total client visits reported by five of the seven FHTs was 178,506.

o Total mental health visits reported by four of the seven FHTs was 9,067. For this group
of FHTs, mental health visits as a percentage of total visits ranged from 4% to 24%.

e The total number of staff social workers reported by six of seven FHTs was 7 FTEs. For
these FHTSs, the number of social workers available to a FHT ranged from 0 to 2.5 FTEs.

e Forthe four FHTSs that reported both the number of mental health clients and the number
of social worker FTEs, the social workers per 100 mental health clients ranged from O to
.3 FTEs.

e The number of clients waiting to be seen by a social worker reported by four of the
seven FHTs ranged from 9 to 43.

e The wait time for clients to be seen by a social worker reported by six of the seven FHTs
ranged from 21 days to 180 days.
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e The wait time for clients referred to a psychiatrist reported by three of the seven FHTs
ranged from 90 days to 365 days.

e One FHT reported that sessional fees available in the FHT budget had been sent back
to the Ministry for the last two years due to difficulties partnering with a psychiatrist.

Summary and Interpretation

Family Health Teams are providing some level of mental health care to a significant number of
clients in Erie St. Clair. Primary care services, including FHTs, are one of the only sources of
care for those with mild and moderately mentally illnesses. FHTs and other primary care
services must manage clients with mental iliness for significant periods of time without access to
psychiatric consultation. Enhanced social worker services and improved access to
psychiatric consultations for FHTs is required based on the rather extensive wait times
(up to 180 days for social workers and 365 days for Psychiatrist) reported in this survey.
These long wait times likely lead to the unnecessary use of hospital emergency services and
admissions to hospital beds.

A true comparison of the number of FHT mental health clients and their utilization of services
was confounded by the lack of common definitions and reporting practices. A consistent
definition (i.e. list of codes) that can be used to define FHT mental health clients and visits
would be a useful tool for tracking needs and utilization. A FHT data group should be
established to develop such a definition and standardize other aspects of data collection
in order to make the data more comparable amongst FHTs for planning purposes.

COMMUNITY HEALTH CENTRE SURVEY
Overview

A mental health services survey instrument was developed in consultation with community
health centres (CHCs), to gather information on the operation of CHCs relates to the provision
of mental health services to residents of Erie St. Clair (information on client numbers, utilization
and programming). Program information provided via the survey has been included in the
inventory of services in this strategic plan. The survey was sent via the Erie St. Clair LHIN to
four CHCs:

North, West and East Lambton CHCs (NLCHC, WLCHC, ELCHC)

Chatham-Kent CHC (C-KCHC)

Grand Bend Area CHC (GBCHC)

Windsor Essex CHC (WECHC, WECHC City Centre)

All CHCs responded. A summary of the responses follows.

Summary of Responses

A summary of client numbers and visits is provided on the next few pages. All CHCs provided
total client numbers, and, the number of clients with a mental health disorder. The actual
definition of mental health disorder used by each CHC varied based on their current data
collection practices. However, even though the mental health numbers may not be directly
comparable, they help clarify the extent to which CHCs are involved with mental health clients.
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CHC Total Clients |MH Clients (% MH Clients [Total Visits |MH Visits |% MH Visits
C-KCHC 2489 574 23% 12052 1626 13%
WECHC City Centre 8322 1149 14% 19492 8847 45%
WECHC 21245 2305 11% 46681 17377 37%
NLCHC 2771 433 16% 28561 1243 4%
WLCHC 1318 323 25% 16648 931 6%
ELCHC 599 61 10% 3662 175 5%
GBCHC 5500 187 3% 10871 4210 39%
Total 42244 5032 12% 137967 34409 25%

The total number of CHC clients in Erie St. Clair is 42,244, comprising 7% of the total Erie St.
Clair population. CHCs ranged in size from 599 to 21,245 clients.

Total Enrolled Patients - 2011/12
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The number of mental health clients averaged 12% of total clients for all CHCs ranging from 3%
to 25% of total clients. A true comparison of these percentages is not possible since a standard
definition of "mental health client" was not available. However, this result is comparable to a
recent ICES study which categorized the condition of 27.6% of CHC clients under mental health
(Comparison of Primary Care Models in Ontario by Demographics, Case Mix and Emergency
Department Use, 2008/09 to 2009/10 - March 2012). The rather large variation in percentage of
mental health clients found in this survey could be partly attributed to the lack of a standard
definition for a mental health client. However, respecting that different definitions were used, the
responses indicate that CHCs have a significant number of mental health clients and are
therefore major providers of mental health service.
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MH Clients as % of Total Clients - 2011/12
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On average 25% of total visits of clients to CHCs were for mental health issues ranging from 4%
to 45% of total visits. When compared to the average percentage of total clients (12%), the data
suggest that mental health clients have considerably more visits than other client types.

MH Visits as % of Total - 2011/12
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37% 39%

The CHC with the greatest % of mental health clients (23%) and mental health visits (45% of
total visits) is WECHC City Centre which is a unique CHC established to focus primarily on
mental health.

All but one CHC had social worker(s) that specialized in mental health either part time or full
time. A total of 20.9 FTE social workers were reported.
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Social Worker FTEs
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The ratio of social workers per 100 mental health clients averaged .4 FTE for all CHCs and
ranged from O to 1.1.

Social Workers/100 Mental Health Clients
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A total of 125 clients were waiting to see a social worker ranging from 0 to 67.
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Clients waiting for Social Worker
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On average the wait time to see a social worker was approximately 49 days ranging from no
wait to 90 days.

Wait Times for Social Worker -Days
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Generally, patients requiring a referral to a psychiatrist are referred by the CHC physician or
nurse practitioner. The average wait time is 139 days, ranging from 56 to 180 days.
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Wait Time for Psychiatrist - Days

200 180

180 180
180
160
140
120
100 90
20 75 75
56
60
40
20
0

C-KCHC  WECHC  WECHC NLCHC WLCHC ELCHC GBCHC
City Centre

Summary and Interpretation

CHCs currently provide primary care services to over 5,000 residents in Erie St. Clair with
mental health issues. With a total client count of over 42,000, CHCs are well positioned to
respond to other clients in need of mental health services in the future.

The team approach to primary care used by CHCs is well suited to provide services to the
mentally ill. The report entitled Comparison of Primary Care Models in Ontario, March 2012
produced by ICES had the following statement as one of its key findings.

"Compared with the Ontario population, CHCs served populations that were from
lower income neighbourhoods, had higher proportions of newcomers and those
on social assistance, had more severe mental illness and chronic health
conditions, and had higher morbidity and co morbidity. In both urban and rural
areas, CHCs had ED visit rates that were considerably lower than expected."

Primary care services are one of the only sources of care for those with mild and moderately
mentally illnesses. Enhanced social worker services and improved access to psychiatric
consultations for CHCs is required based on the rather extensive wait times (up to 90
days for social workers and 180 days for psychiatrists) reported in this survey. These
long wait times can lead to unnecessary use of hospital emergency services, crisis services and
increased admissions to hospital beds.

CHCs in Erie St. Clair provide primary care to 7% of the total population. According to the
Ministry’s Health Analytics Branch, FHTs have 161,135 clients or 26% of total population in
ESC. Therefore 33% of ESC residents are covered by the team models of CHCs or FHTs.
Therefore a large portion of the population would benefit from enhanced mental health services
(i.e. counseling and access to psychiatrist) by primary care team agencies. It also means that
66% of population are served by other PC models (mostly non-team models) which may pose a
more difficult delivery issue for enhancing MH services for their clients.

A true comparison of CHC mental health clients and their utilization of services was confounded
by the lack of common definitions and reporting practices. A consistent definition (i.e. list of
codes) that can be used to define CHC mental health clients and visits would be a useful tool for
tracking needs and utilization. A CHC data group should be established to develop such a
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definition and standardize other aspects of data collection in order to make the data
more comparable amongst CHCs for planning purposes.

NURSE PRACTITIONER-LED CLINIC SURVEY
Overview

A mental health services survey instrument was developed in consultation with Nurse
Practitioner-Led Clinics (NPLCs), to gather information on the operation of NPLCs related to the
provision of mental health services to residents of Erie St. Clair (information on client numbers,
utilization and programming). Program information provided via the survey has been included in
the inventory of services in this strategic plan. The survey was sent via the Erie St. Clair LHIN to
three NPLCs:

e Twin Bridges NPLC

e Essex County NPLC

e VON NPLC.

All NPLCs responded. A summary of the responses follows.

Summary of Responses
e The total number of clients reported by the three NPLCs was 3,270.

e The total number of mental health clients reported was 630. The mental health clients as
a percentage of total clients ranged from 12% to 50%.

MH Clients as % of Total Clients
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30%
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20% 16%
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10%

0%
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e The total client visits reported was 9,344.

e Total mental health visits reported for two of the three NPLCs was 956. The third NPLC
was unable to extract the number from the data system. However, it should be noted
that that the NPLC stated that 50% of the total clients had a mental health disorder. For
the two NPLCs that provided the number of mental health visits, mental health visits as a
percentage of total visits ranged from 11% to 16%.
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o The total number of staff social workers reported was 1.8 FTEs. . The number of social
workers ranged from O to 1 FTEs.

e The social workers per 100 mental health clients ranged from 0 to .4 FTEs.
e There were no clients waiting to be seen by a social worker and no wait time.

e The reported wait time for clients referred to a psychiatrist ranged from 60 days to 90
days.

Summary and Interpretation

Nurse practitioner-led clinics are providing some level of mental health care to a significant
number of clients in Erie St. Clair. Primary care services, including NPLCs, are one of the only
sources of care for those with mild and moderately mentally illnesses. NPLCs and other
primary care services must manage clients with mental illness for significant periods of time
without access to psychiatric consultation. Improved access to psychiatric consultations for
NPLCs is required based on the rather extensive wait times of up to 90 days reported in
this survey. These long wait times likely lead to the unnecessary use of hospital emergency
services, crisis services and admissions to hospital beds.

Any true comparison of the number of mental health clients and their utilization of services was
confounded by the lack of common definitions and reporting practices. A consistent definition
(i.e. list of codes) that can be used to define NPLC mental health clients and visits would be a
useful tool for tracking needs and utilization. A NPLC data group should be established to
develop such a definition and standardize other aspects of data collection in order to
make the data more comparable amongst NPLCs for planning purposes.
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APPENDIX TWELVE: MENTAL HEALTH SERVICES SURVEY
RESULTS

Overview

A survey of selected mental health provider agencies was conducted in mid-2012, using a
survey instrument modified from an Erie St. Clair LHIN survey completed in 2010. The purpose
of the 2012 survey was to gather information on the operation of mental health services in Erie
St. Clair including information on client numbers, utilization, programming as well as
perspectives on what works well and what needs improvement.

The survey was sent via the Erie St. Clair LHIN to the following agencies (which were selected
because they took part in the 2010 survey):
e CMHA - Lambton Kent
CMHA - Windsor Essex
Bluewater Health
Chatham Kent Health Alliance
Hotel Dieu Grace Hospital
Windsor Regional Hospital.

The following pages provide a summary of the information collected on the following service
types:

. Case management

Crisis response services
Diversion/court support services
Assertive community treatment

Early intervention psychosis services
Housing

Concurrent disorder services

Dual diagnosis services

. Safe bed services

10. Vocational services

11. Psychogeriatric services

12. Acute Inpatient (Schedule 1) services.

CoNooO~WNE

An estimate of the number of seriously mentally ill (SMI) residents was used as a proxy for need
in order to compare service utilization and resource distribution relative to need across the three
geographical areas that make up Erie St. Clair: Sarnia/Lambton, Chatham-Kent and Windsor/
Essex . An estimate of 3% of the adult population was used to calculate the number of SMI
residents as follows:

people living with serious mental illness (SMI)

in Erie St. Clair, 2011

area people with SMI
Sarnia/Lambton 3,196
Chatham-Kent 2,582
Windsor/Essex 9,609
total 15,386
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1 Case Management

According to Ministry guidelines, (Intensive Case Management Service Standards for Mental
Health Services and Supports, May 2005), intensive case management services are a key part
of the continuum of mental health services and supports for people with serious mental illness.
Intensive case management promotes independence and quality of life through the coordination
of appropriate services and the provision of constant and on-going support as needed by the
consumer. The direct involvement of the consumer and the development of a caring, supportive
relationship between the case manager and the consumer are integral components of the
intensive case management process. Intensive case management is responsive to consumers’
multiple and changing needs, and plays a pivotal role in coordinating required services from
across the mental health system as well as other service systems (e.g., criminal justice,
developmental services and, addiction services). Case managers fulfill a vital function for
consumers by working with them to realize personal recovery goals. Case managers work to
build a trusting and productive relationship with the consumer and to provide the support and
resources that the consumer needs to achieve goals, stabilize his/her life and improve his/her
quality of life. The priority population for intensive case management services is people who
meet the Ministry’s definition for serious mental illness and require ongoing and long-term
support.

According to the Ministry a case manager-consumer ratio of no more than 1:20 must be
maintained where possible.

Formal case management programs are provided by:
e CMHA Lambton Kent
e CMHA Windsor Essex County Branch.
Findings

A total of 1738 clients received the service from 64 FTEs in Erie St. Clair. The number of cases
per case manager FTE averaged 27 and ranged from 21 to 28.

The number of case managers per 100 SMI in the three areas of Erie St. Clair averages .4
FTEs and ranges from 0.3 to 0.7.

The number of cases per 100 SMI averages 11.3 and ranges from 9.09 to 15.18

Case Managers (CM)

Area FTEs |Cases [Cases/FTE [FTEs/100 SMI |Cases/100 SMI
Sarnia/Lambton| 17.17 485 28 0.5 15.2
Chatham-Kent | 17.73 380 21 0.7 14.7
Windsor/Essex 29 873 30 0.3 9.1
Total 64| 1738 27 0.4 11.3
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Case Manager Cases/100 SMI, 2011/12
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2 Crisis Response Services

According to Ministry guidelines, (Crisis Response Services Standards for Mental Health
Services and Supports, May 2005) crisis response services are a key part of the continuum of
mental health services and supports for people with serious mental illness. Crisis response
services offer treatment and support to individuals experiencing a crisis. They provide
immediate relief from symptoms, prevent the condition from worsening and resolve the crisis as
soon as possible. Because mental health crises differ in their origins and symptoms, crisis
response services must be able to respond to individual need by providing a range of
appropriate services in a variety of settings. Services must be integrated and coordinated within
the broader mental health system to meet differing needs, including those of individuals
currently accessing other mental health services as well as those accessing the mental health
system for the first time through crisis response services.

Crisis response services provide individuals with timely access to a variety of crisis service
options such as telephone crisis response, walk-in services, mobile crisis outreach, crisis
residential services, and psychiatric emergency/medical crisis services. These services reduce
unnecessary hospitalization and improve quality of life for individuals experiencing a mental
health crisis through symptom relief and access to on-going support to prevent future crises.

Mental health crisis response services are provided by the following agencies.
CMHA Lambton Kent

Chatham-Kent Health Alliance

Bluewater Health

Hotel Dieu Grace Hospital.

A total of 12,592 clients received crisis response services from 43 FTEs in Erie St. Clair. FTEs
include psychiatric assessment nurse (PAN) staff for Windsor/Essex and Chatham-Kent.
Sarnia/Lambton does not have PAN services. The cases per FTE averaged 294 and ranged
from 145 to 400. The FTEs per 100 SMI averaged 0.28 and ranged from 0.21 to 0.54. The
cases per 100 SMI averaged 81.8 and ranged from 77.8 to 85.8.
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Crisis Response Services

Area FTE |Clients Cases/FTE [FTEs/100 SMiCases/100 SMI
Sarnia/Lambton 6.85 2741 400 0.21 85.8
Chatham-Kent 13.9 2009 145 0.54 77.8
Windsor/Essex 22.1 7842 355 0.23 81.6
Total 43 12592 294 0.28 81.8

Crisis Cases/FTE, 2011/12
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Crisis FTEs/100 SMI, 2011/12
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3 Diversion/Court Support Services

According to Ministry guidelines, (A Program Framework for: Mental Health Diversion/Court
Support Services, February 2006), where appropriate, mental health diversion/court support
services re-direct people with a mental illness from the criminal justice system to mental health
services and/or provide mental health services to those in the criminal justice system. Diversion
is appropriate for people whose alleged offence is considered to be low risk and whose mental
health needs can be met through services based in the community.

e Diversion services are provided pre- or post- conviction to link the person to community or
institutional mental health services.

e Court support services are provided in the courts to assist the judiciary, to support people
with mental health needs and their families with the legal process, and to link people to
required services.

Diversion/court support services:

e Provide linkages to a comprehensive system of mental health services and supports
including crisis response/emergency services, safe beds, court support services, intensive
case management, and supports to housing

Facilitate access to needed services and supports

Involve key players from the criminal justice, health and social service sectors

Provide referrals and consultation to those not suitable for diversion

Offer supports for family members/support networks

Improve the person’s quality of life.

Diversion/court support services are provided by the following agencies.
e CMHA Lambton Kent
e CMHA Windsor Essex County Branch.

A total of 715 clients received the services. Cases per FTE averaged 54 and ranged from 39 to

139. FTEs per 100 SMI averaged 0.09 and ranged from .04 to 0.1. Cases per 100 SMI
averaged 4.6 and ranged from 4.1 to 19.9.
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Diversion/Court Support Services

Area FTE |Clients |Cases/FTE |FTEs/100 SM|Cases/100 SMI
Sarnia/Lambton 1.4 194 139 0.04 6.1
Chatham-Kent 1.86 130 70 0.07 16.9
Windsor/Essex 10 391 39 0.10 4.1
Total 13 715 54 0.09 4.6
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Diversion/Court Support Cases/100 SMI, 2011/12
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4 Assertive Community Treatment

According to Ministry guidelines, (Ontario Program Standards for ACT Teams, October 2004),
assertive Community Treatment (ACT) is a client-centred, recovery-oriented mental health
service delivery model that has received substantial empirical support for facilitating community
living, psychosocial rehabilitation, and recovery for persons who have the most serious mental
illnesses, have severe symptoms and impairments, and have not benefited from traditional out-
patient programs. The important characteristics of assertive community treatment programs are:

ACT serves clients with serious mental illnesses that are complex and who have very
significant functional impairments, and who, because of the limitations of traditional mental
health services, may have gone without appropriate services. Consequently, the client group
is often over-represented among the homeless and in jails and correctional facilities, and
has been unfairly thought to resist or avoid involvement in treatment.

ACT services are delivered by a group of multidisciplinary mental health staff who work as a
team and provide the majority of the treatment, rehabilitation, and support services clients
need to achieve their goals. The team is directed by a team coordinator and a psychiatrist
and includes a sufficient number of staff from the core mental health disciplines, at least one
peer specialist, and a program/administrative support staff who work in shifts to cover 24
hours per day, seven days a week to provide intensive services (multiple contacts may be
as frequent as two to three times per day, seven days per week, and are based on client
need and a mutually agreed upon plan between the client and ACT staff). Many, if not all,
staff share responsibility for addressing the needs of all clients requiring frequent contact.
ACT services are individually tailored with each client and address the preferences and
identified goals of each client. The approach with each client emphasizes relationship-
building and active involvement in assisting individuals with serious mental illness to make
improvements in functioning, to better manage symptoms, to achieve individual goals, and
to maintain optimism.

The ACT team is mobile and delivers services in community locations to enable each client
to find and live in their own residence and find and maintain work in community jobs rather
than expecting the client to come to the program. Seventy-five per cent or more of the
services are provided outside of the program offices in locations that are comfortable and
convenient for clients.
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o ACT services are delivered in an ongoing rather than time-limited framework to aid the
process of recovery and ensure continuity of caregiver. Serious mental illnesses are
episodic disorders and many clients benefit from the availability of a longer-term
treatment/service approach and continuity of care. This allows clients opportunity to re-
compensate, consolidate gains, sometimes slip back, and then take the next steps forward
until they achieve recovery.

e ACT teams are required to have policies and procedures for each of the areas identified in
the standards.

e Once policies and procedures are in place, they maintain the organizational and service
structure that supports the work and are useful in orienting and training new staff. ACT
Standards require “ACT Policies and Procedures.” Typically, the larger agency operating
ACT has written policies and procedures, but because ACT programs are freestanding
programs, because they are complex to operate, because staff work as a team, and
because services are integrated, agency standards alone are not sufficient. Therefore, the
team coordinator has the responsibility to write policies and procedures for each of the
areas identified in the Standards.

Guidelines stipulate the following staffing levels for teams:

1. Each urban/full size ACT team shall have the organizational capacity to provide a minimum
of 1 full-time equivalent (FTE) staff person for every 10 clients (not including the psychiatrist
and the program assistant) when at full capacity. The staff-to-client ratio may need to be
adjusted in settings where the clients are consistently acutely ill, have spent long periods of
time in institutional settings, are being released from correctional settings, or have
complicating medical conditions that require more service contacts. However, the staff-to-
client ratio should be no less than 1 FTE for every 7 clients.

2. Rural/smaller size teams shall have the organizational capacity to provide a minimum of 1
full-time equivalent (FTE) staff person for every 8 clients (not including the psychiatrist and
the program assistant) when at full capacity. In addition to the above factors that may
warrant a lower staff-to-client ratio is a setting where staff must travel great geographical
distances. For rural teams, the staff-to-client ratio should be no less than 1 FTE for every 5.5
clients.

ACT Team services are provided by the following agencies in Erie St Clair:
e Bluewater Health
e Windsor Regional Hospital.

A total of 342 clients received ACT services in 2011/12. The estimated total number of potential
ACT clients based on 5% of the SMI population is 769.
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The total ACT staff for 2011/12 was 49.6. The estimated staff based on average rural (6.8
clients/1 FTE) and urban (8.5 clients/1 FTE) staff to client ratios is 114 rural and 91 urban for an
average rural/urban mix of 103 . Chatham-Kent and Sarnia/Lambton would tend to be more
rural and Windsor/Essex would tend to be more urban.

Estimated and Actual ACTT FTEs, 2011
Area Rural Estimate |[Urban Estimate |Actual
1FTE/6.8 clients [LFTE/8.5 clients
Sarnia/Lambton 24 19 8.0
Chatham-Kent 19 15| 13.6
Windsor/Essex 71 57| 28.0
Total 114 91| 49.6
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The actual number of ACTT clients per ACTT FTE averaged 7 which tends toward the rural
benchmark of 6.75 and the range was fairly consistent from 7 to 9. A ratio of 9 is just slightly
above the urban benchmark.

Actual ACTT Clients/FTE
Sarnia/Lambton
Chatham-Kent
Windsor/Essex
Total

~ |~ ~j©

Actual ACTT Clients/FTE, 2011/12
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5 Early Intervention Psychosis Services

According to the Ministry's policy framework (Program Policy Framework for Early Intervention
Psychosis, December 2004), the experience of psychosis has very profound impacts on the
individual and their family members and friends. A first episode of psychosis most often occurs
in adolescence or early adult life. An experience of psychosis at this stage has great potential to
derail educational, work and social goals. A response that specifically considers the key
developmental stage of those experiencing an initial episode of psychosis is critical.

Symptoms of psychosis include delusions, hallucinations, disorganized thinking and
disorganized or bizarre behaviour. About 3% of people worldwide will experience at least one
episode of psychosis in their lifetime and approximately one in 100 will receive a diagnosis of
schizophrenia. The incidence of first episode psychosis is estimated to be 15 to 20 cases per
100,000.The vast majority of first episodes of psychosis occur among young people between
the ages of 15 and 34.

Intervening in a comprehensive way as quickly as possible following the onset of psychosis is
very important. A recent Canadian study found that individuals experiencing psychosis for the
first time tried an average of 2.3 times to obtain help and the average length of time that
psychosis was untreated was almost two years. There is evidence that the time period between
the onset of psychosis and response with appropriate treatment is important because the longer
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this delay, known as the “duration of untreated psychosis” (DUP), the poorer the clinical
outcomes. Other consequences of delayed treatment that have been identified include:
interference with psychological and social development, strain on relationships, loss of family
and social supports, distress and increased psychological problems among family members,
disruption of study and employment, substance misuse, and increased costs of management.

The economic and societal impact of untreated psychosis should also be considered since
potential consequences include homelessness, incarceration and reduced prospects for long-
term recovery.

Early intervention psychosis services are provided by the following agencies in Erie St. Clair:
e CMHA Lambton Kent
e CMHA Windsor Essex County Branch
¢ Chatham-Kent Health Alliance.

A total of 195 clients received the services. Cases per FTE averaged 17 and ranged from 13 to
25. FTEs per 100 SMI averaged 0.07 and ranged from 0.05 to 0.12.

Early Intervention Psychosis Services

Area FTE |[Clients Cases/FTE |FTEs/100 SM|Cases/100 SMI
Sarnia/Lambton| 3.73 66 18 0.12 2.1
Chatham-Kent 2.53 62 25 0.10 2.4
Windsor/Essex 5 67 13 0.05 0.7
Total 11 195 17 0.07 1.3
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6 Housing

Mental health housing services are provided by the following agencies in Erie St. Clair:.
e CMHA Lambton Kent
e CMHA Windsor Essex Branch.

The total beds available for housing mental health clients in 2011/12 was 433 or 2.814 beds per
100 SMI. The beds per 100 SMI ranges from 2.643 in Windsor/Essex to 3.486 in Chatham-Kent,
a 24% difference. It should be noted that the total beds for Windsor/Essex includes 65 beds
located at IRIS House, a domiciliary hostel program not currently funded by the Erie St. Clair
LHIN. If these 65 beds are removed, the Windsor/Essex beds per 100 SMI drops to 1.967 or
46% below Chatham-Kent. Wait times averaged 65 days and ranged from 30 to 104 days.

Chatham-Kent had 20 group home beds in 2011/12 (22% of its total beds) while Windsor/Essex
(13 group home beds are being discontinued in 2012/13) and Sarnia/Lambton had none.

A detailed review of costs associated with the various levels of housing is required, to ensure an
accurate or "apples to apples" comparison. However, in order to show some level of
comparison, preliminary estimates have been made. They show a very sizeable difference in
per diem costs for group home (most expensive), domiciliary hostel and rent supplement
housing (least expensive). It should be noted that the rent supplement is received by CMHA
from the Provincial Government and flows through to Landlords.

e Basic rent supplement housing costs in Sarnia/Lambton, Chatham-Kent and Windsor/
Essex range from $4 to $6 per client per day. With the addition of staffing provided by
CMHA to manage these arrangements the costs rise to $5 to $7 per client per day.

e On the other end of the spectrum, group home housing costs in Chatham-Kent are
approximately $20 per client per day. Group home staff and facility costs in Chatham are
estimated at approximately $70 per client per day. These costs are part of the CMHA
beget.
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Estimates provided by IRIS House for domiciliary housing board and lodging costs are
approximately $50 per client per day. It should be noted that the IRIS House estimate

includes food at 9% of the total cost or approximately $5 per client per day or $45 per

client per day without food. Food costs are not included in the other estimates. These

beds are currently funded 80% by Province of Ontario and 20% by City of Windsor.

Housing Beds

Area Total Beds [Group Home | Total/100 SMI |GH Beds/100 SMI |Wait Times
Sarnia/Lambton 89 0 2.785 0.00 30
Chatham-Kent 90 20 3.486 0.77 104
Windsor/Essex 254 0 2.643 0.00 60
Total 433 20 2.814 0.13 65

* Residental Treatment Faclility and Safe Beds not included

* Windsor/Essex w ait times ranged from 41 to 90 days

* GH = Group Home

*13 Windsor group home beds have not been included because they are being discontinued in 2012/13

* Windsor/Essex total beds includes 65 beds at IRIS House not currently funded by ESCLHIN
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Housing Beds/100 SMI, 2012
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Group Home Beds, 2011/12
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7 Concurrent Disorder Services

Concurrent disorder services provide help to people who have both a mental health problem
and an addiction problem. Concurrent disorder services are provided by the following agencies
in Erie St. Clair:

e CMHA Lambton Kent

¢ CMHA Windsor Essex County Branch.

A total of 368 clients were served by 5 FTEs. The average cases per FTE was 75.7 and ranged
from 40.9 to 94.3. Cases per 100 SMI averaged 2.4 and ranged from 1.5 to 4.9.

222



Concurrent Disorders
Area FTE |Clients |Cases/FTE |FTEs/100 SMICases/100 SMI
Sarnia/Lambton| 0.93 47 50.5 0.03 1.5
Chatham-Kent 0.93 38 40.9 0.04 49
Windsor/Essex 3 283 94.3 0.03 2.9
Total 5 368 75.7 0.03 2.4
Concurrent Disorders, Cases/FTE, 2011/12
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8 Dual Diagnosis Services

Dual diagnosis services help people who have both an intellectual disability and a mental health
problem. Dual diagnosis services are provided by the following agencies in Erie St. Clair:

e CMHA Lambton Kent

e CMHA Windsor Essex County Branch

e Chatham-Kent Health Alliance.
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A total of 226 clients were served by 5 FTEs. The average cases per FTE was 42.2 ranging
from 24.7 to 51.6. FTEs per 100 SMI averaged 0.03.

Dual Diagnosis Services
Area FTEs |Clients |Cases/FTE|FTEs/100 SM|Cases/100 SMI
Sarnia/Lambton| 0.93 23 24.7 0.03 0.7
Chatham-Kent 1.93 48 24.9 0.07 6.2
Windsor/Essex 3.5 155 44.3 0.04 1.6
Total 6 226 35.5 0.04 1.5
Dual Diagnosis Services, Cases/FTE, 2011/12
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9 Safe Bed Services

Safe bed services offer short-term crisis accommodation for people who are involved or are at
risk of involvement with the criminal justice system, people with legal issues, people with
concurrent disorders, people with dual diagnoses and people who are homeless or at risk of
being homeless.

Safe bed services are provided by the following agencies in Erie St, Clair:
e CMHA Lambton Kent
e CMHA Windsor Essex County Branch.

A total of 124 clients were served by 3 FTEs. The average cases per FTE was 36.5 ranging
from 8 to 202. Cases per 100 SMI averaged 0.8 and ranged from 0.2 to 3.

Safe Beds Services
Safe Beds FTEs Clients [Cases/FTE |FTEs/100 SM|Cases/100 SMI
Sarnia/Lambton 0.47 95 202.1 0.01 3.0
Chatham-Kent 0.93 13 14.0 0.04 1.7
Windsor/Essex 2 16 8.0 0.02 0.2
Total 3 124 36.5 0.02 0.8
Safe Bed Cases/FTE, 2011/12
250.0
202.1
200.0
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100.0
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Safe Bed Cases/100 SMI, 2011/12
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10 Vocational Services

Vocational services can provide a range of employment supports including job development, job
creation, employer outreach, skills development, training for jobs, skills training on the job, job
search skills, job placement, employment planning, career counselling, supported education,
supports to sustaining education/employment, and leadership training.

Vocational services are provided by the following agencies in Erie St. Clair:
e CMHA Lambton Kent
e CMHA Windsor Essex County Branch.

A total of 452 clients received vocational services supported by 9 FTEs. The average cases per
FTE was 50.4 ranging from 22.5 to 138.6. The cases per 100 SMI averaged 2.9 and ranged
from 1.3 to 16.9.

Vocational Services

Vocational FTEs Clients |Cases/FTE [FTEs/100 SM|Cases/100 SMI
Sarnia/Lambton 1.4 194 138.6 0.04 6.1
Chatham-Kent 1.86 130 69.9 0.07 16.9
Windsor/Essex 5.7 128 225 0.06 1.3
Total 9 452 50.4 0.06 2.9
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Vocational Services, Cases/FTE, 2011/12
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11 Psychogeriatric Services

Psychogeriatric services address the mental health needs of older people.

Psychogeriatric services are provided by the following agencies in Erie St. Clair:
e CMHA Lambton Kent
¢ CMHA Windsor Essex County Branch
o Chatham-Kent Health Alliance.

A total of 445 clients were served by 13 FTEs. The average cases/FTE was 35.5 ranging from
11.1t0 49.6. FTEs per 100 SMI averaged .08 and ranged from .02 to .2.
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Psycho-geriatrics Services

Area FTE |Clients |Cases/FTE |FTEs/100 SMICases/100 SMI
Sarnia/Lambton| 6.53 324 49.6 0.20 10.1
Chatham-Kent 4.2 101 24.0 0.16 13.1
Windsor/Essex 1.8 20 11.1 0.02 0.2
Total 13 445 355 0.08 2.9

Psycho-Geriatric Services. Cases/FTE, 2011/12
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Psycho-geriatric Cases/100 SMI,2011/12
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12 Acute Inpatient Psychiatric Services (Schedule 1)

Schedule 1 bed services are provided by the following agencies in Erie St. Clair:
e Bluewater health
e Hotel Dieu Grace Hospital
e Chatham-Kent Health Alliance.

A total of 2,122 patients used 116 total beds supported by 129 FTEs. Beds per 100 SMI
averaged 0.75 ranging from 0.71 to 0.84. FTEs per bed averaged 1.11 and ranged from 0.98 to
1.24.

Acute Inpatient beds (Schedule 1)

Area Beds |FTEs Patients Beds/100 SMIFTEs/Bed
Sarnia/Lambton 27 33.6 530 0.84 1.24
Chatham-Kent 21 20.66 341 0.81 0.98
Windsor/Essex 68 74.6 1251 0.71 1.10
Total 116 129 2122 0.75 1.11
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Acute Inpatient Beds, Beds/100SMI,2011/12
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Areas in Need of Improvement

Mental health service providers were asked to identify "programs and services that are not
working well or are inadequate for meeting the needs of those with mental iliness". The following
were identified.

Windsor/Essex

Early interventions

e Access to psychiatrists
Wait times for a variety of services including concurrent disorder service, supported
employment, information and referral and justice case management

e 24]7 crisis service

e Hospital discharge follow-up
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Protocols between schedule 1 services and tertiary services

More resources and education for the community treatment orders program
Preventative services such as bereavement, public education, and services for mild and
moderate mental illness

An additional ACT team.

Chatham-Kent

OCAN requires considerable time to complete which will take resources away from
treatment and support and increase wait times

ACTT is at capacity. Transfer of clients from ACTT to case management is difficult.
Infrastructure is needed to support divestments from hospital including long acting
injection clinic, psychiatric rounds, clozaril monitoring, etc.

Need to continue process the at CMHA for enhancement of staff skills, establishing
quality programs and meeting accreditation standards

Wage harmonization with CCAC, hospitals and community services

Dual diagnosis services

Wait times for counselling

Challenges in the long-term care sector and lack of resources for managing behavioural
issues and adhering to recommended treatment approaches

Absence of local withdrawal management services

Lack of housing

Vocational rehab services

Integration of mental health services with primary care

Need to focus on core services which requires role clarification amongst all mental
health providers

More aggressive prevention and early intervention tactics

More community education and awareness

More co-location of services.

Sarnia/Lambton

Psychogeriatric expanded into rest homes and implementation of BSO initiative

Not enough social worker resources

OCAN will take resources away from treatment and support

Separation of management of ACT teams and case management inhibits client transfer
Wage harmonization with the Erie St. Clair CCAC, hospitals and community services
Discharge and follow-up of inpatients and crisis patients

Consistency of programs and services across LHIN and common understanding of what
should be done in hospital versus community

Care transition strategies and processes need to be developed collaboratively

Limited access to psychiatrists for new patients

Lack of intensive addictions intervention/support

Lack of supportive housing/group homes for specialized support (e.g., fetal alcohol
syndrome, dual diagnosis)

Return-of-patients policy from tertiary care creates discharge planning difficulties
Enhanced community partnerships and coordination

Care delivery model re-design with hospital
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Summary and Interpretation

The census data for Erie St. Clair do not suggest a wide variation in the demographic
characteristics of the three geographical areas that make up Erie St. Clair — Sarnia/Lambton,
Chatham-Kent and Windsor/Essex. This demographic picture suggests a similar level of need
with minor variations.

However, the program and service data gathered through the survey of mental health agencies
provides a picture of diverse resource distribution, resource intensity of use and unmet need.

Resource Distribution

The FTE per SMI population ratio for a service can be used as a proxy for resource distribution
as compared to need. The resources represented by the FTEs can be measured per 100 SMI
population to provide a comparable ratio of resource distribution relative to need.

The FTE/SMI ratio for almost every service has a wide range for the three areas of Sarnia/
Lambton, Chatham-Kent and Windsor/Essex. Given that the demographics suggest a similar
level of need, the variation in FTE/SMI ratio suggests that resources by service category are
being applied quite differently across the areas. For example, if the level of need is similar
across the areas, the FTE/SMI ratio for case management should be similar. The FTE/100 SMI
ratio averaged 0.4 and ranged from 0.3 to 0.7. This range exhibits more than a twofold
difference in resource allocation. Most other services display a pattern of significant variation.

Resource Intensity and Efficiency

The average number of cases served by a FTE equivalent can be a proxy for the intensity with
which resources are being used or a proxy for efficiency.

Like resource distribution, the service cases per FTE ratio also shows a wide range across the
three areas. A low case/FTE ratio suggests a very intense service or a very inefficient service. A
high case to FTE ratio suggests a less intense service or a more efficient service. The wide
variation of this ratio across almost every service type suggests that resources are being
applied quite differently under similar program names (e.g., crisis, case management and dual
diagnosis). For example, if case management resources are applied in the same way in each
area, the cases per case manager ratio should be similar. The average cases/FTE is 27 for
case management and ranges from 21 to 30 or a 1.4 times difference between highest and
lowest. A lower ratio suggests either comparatively higher intensity services or a less efficient
service.

Meeting Needs

The number of cases served by a program or service as a ratio of 100 SMI can be proxy for
need. The demographics suggest that the need for various service types should be similar
across the three areas. The cases per 100 SMI ratios show a wide variation for most service

types.
For example, if it is assumed that the need for case management is similar in the three areas,
the ratio of case management cases to 100 SMI for that area should be similar. Instead it

ranges from 9.1 cases per 100 SMI to 15.2 cases per 100 SMI, or a 67% higher ratio in one
area over another.
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Possible explanations for this variance include the following.
e The case management function for those in need is being received in a different way or
from a different program
¢ The unmet need of those not receiving case management services is significantly
greater in one area than another
e The data collected are not comparable and therefore paint a distorted picture of
comparative utilization.

Further study is necessary to find out which of these explanations is correct. The first step to
determine this would be a review of data collection techniques and definitions to understand any
differences in data collection processes that might undermine an "apples to apples" comparison.
This would include a comparison of program and service definitions, client definitions, mandates
and operations to identify program and service differences that would affect the intensity of the
application of resources.

The creation of a programs and services data group for community and hospital mental
health service providers (as recommended in this strategic plan) would provide a
mechanism for aligning program definitions and program data collection protocols to
produce truly comparable data in the future.

The standardization of data collection is also essential for program evaluation over time to
determine levels of efficiency and equitable resource allocation.

Once the program definitions and data are comparable, a review of programs and
services could be undertaken to move toward a consistent and equitable set of services
across Erie St. Clair.
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APPENDIX THIRTEEN: FRANCOPHONE ENGAGEMENT
RESULTS

These notes reflect the results of a focus group and seven interviews with stakeholders, held as
part of the adult mental health strategic planning process in Erie St. Clair.

Concepts that Should Be Included in a System Vision (recurring themes)

e Accessible e Flowing

e Community Sense e Easy to navigate
e Integrated e Flexible

e Coordinated e Equitable

Current Situation/Challenges

People do not understand what mental health or mental illness is. There is still stigma
associated with this illness. In the general population, mental illness is associated with
insanity/dementia. There is a need to break down myths about mental illness. Education is
important. There should be community engagement, visible recognized training programs,
and people willing to be trained to disseminate the information. We must avoid “labels”.
20% of the population has a mental illness.

There is a lack of respect for the work of social workers.

There are no long-term therapy and support services in place. It is always short-term
interventions. Patients who have private health insurance are privileged since they can buy
extra services. After the 10 paid visits, patients are left without support.

Access to services — counselling and psychiatry - is challenging. There is a waiting list
everywhere, and no flow between components of the system. The waiting list to see a
psychiatrist/psychologist is six to nine months. In Windsor/Essex, there should be at least 25
psychiatrists; all psychiatrists are overworked.

There is no follow-up after the visit with the psychiatrist.

There is a lack of community services.

Electroconvulsive therapy is only offered in Chatham or London.

It is expected that the tertiary services at Windsor Regional Hospital will not be sufficient to
respond to the demand.

There is an anticipation/fear of cuts. Services at present are fairly good, but this could
change with funding reductions.

Women’s mental health is often neglected.

There are a lot of changes, professionals come and go and we must always do research to
find services.

There a lack of continuity. Patients would not be able to navigate the system.

Services in Chatham-Kent are good. Partnership is in place between three major providers
(CMHA Lambton Kent, Chatham-Kent Health Alliance and Chatham-Kent CHC) who work
together to resolve navigation issues and reduce the need for clients to repeat their stories.
One of the ACT teams in Windsor has three or four Francophone clients. The ACT program
is made up of 24 staff divided into two teams. Four of the staff are French-speaking, all
working on the same team. ACT takes a holistic health approach that seems to work well,
but ACT cannot meet the demand and there is a waiting list, which frustrates clients and
staff. The ACT program can count on a good psychiatrist. It communicates well with other
community and hospital programs. The ACT program offered “on-call services” but this was
cut. Crisis services are now offered at Hotel Dieu Grace Hospital in Windsor.
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Francophone-Specific Issues

Due to the relative small size of the Francophone community, a person with a mental illness
is visible and could be labelled. In the general community, people are more anonymous.
There are gaps in service delivery to the Francophone population: service is hit and miss.
There are no services in French at CMHA Windsor-Essex. Written material in French is
rarely available, few people offer services in French, and service in French is rare.
French-speaking patients are often not greeted appropriately when asking for services. The
response to English-speaking individuals is much better. French-speaking patients are
referred to other services in English. This is unacceptable.

Francophones with a mental illness do not seem to use hospital mental health services.
Language is a barrier and a major challenge. There is a need for services in French. There
is a huge lack of understanding about the importance of serving French-speaking individuals
in their language; these individuals decline faster, they are isolated and become more
aggressive. Anxiety increases with the need to speak English.

Translation is not always acceptable. Often translations are literal.

Often stakeholders in the Francophone community are called upon to intervene in cases
which are out of their scope.

Recruitment of French-speaking staff is challenging.

Francophones continue to be an after-thought. It is not easy to change things. A lot of work
went into developing mental health services at Windsor Regional Hospital. A discharge
protocol is in place, but not in French. Children’s Mental Health Ontario’s website is bilingual
through Google Translate; nothing else.

Sarnia/Lambton-Specific Issues

Services are all in English, including counselling. One woman had to speak through her
husband. If a woman wants counselling in French for sexual abuse, she must go to Windsor
or London. Transportation is an issue.

Access to services is difficult. Staff refuse to interpret, to identify as French-speaking and to
speak French.

The community does not know what services are available.

Child and Youth-Specific Issues

Services offered by Glengarda Child and Family Services to Windsor and Essex County are
good and should remain in place.*® Services are available in French, but not assessments.
Psychiatric assessments in French are not available. Transition back to school is an issue.
Residential treatment is not offered in Chatham-Kent or Sarnia/Lambton.

Access to child and youth mental health services is difficult across the entire South West.
Vanier Children’s Services (London) provides services in French but there is nothing
elsewhere. Interventions take place in schools, but there is a need to expand these to the
family outside school hours. To increase services, an option would be for the school board
to have some its staff trained, but this would result in service reductions in other areas.
Community members do not know where services are. There are waiting times for services.
Parents must pay the cost of assessments. The French school board does some screening.
The lack of a standard protocol among providers is also an issue.

As part of the provincial School Mental Health Assist Initiative, resource mapping is planned.

% All operations at Glengarda Child and Family Services ended on April 15, 2012.
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There is no child psychiatrist in Chatham-Kent. There is a service gap for younger children,
but the gap is not as bad for teenagers.

Some good programs are offered in English in Chatham-Kent and Sarnia/Lambton (e.g.
Kids Team and grief therapy at Family Service Kent, Today Not Tomorrow and trauma
therapy at Chatham-Kent Health Alliance, PACE at Wallaceburg District High School, a
youth counsellor at the Chatham-Kent CHC, and a nurse navigator at WIFN) but no
programs are offered in French.

Possible Solutions

Providers should hire French-speaking human resources, offer language training to their
existing resources and identify French-speaking professionals. Benefits should be given to
those who provide services in French. Providers should acknowledge and value the skills of
their French-speaking workers. In general, Francophones are paid less than Anglophones in
the same position, leading to staff turnover. French-speaking staff should also have access
to training and upgrading to maintain their French-language skills (e.g., language courses,
conferences and courses in French related to mental health).

Providers such as the Alzheimer Society and CMHA should have staff who speak French.
Education about mental health should be given in schools. High school students are a
priority. Education should also be available about mental illness for families and clients.
Education should also be provided to front-line providers, psychiatrists and crisis service
staff about available services in French, including internet-based education.
French-speaking professionals should be made aware of the need to offer French services.
There should be a core of services on which we can build. Services should be equivalent to
those of the general population. There should be access to a network of qualified French-
speaking professionals, with at least one French-speaking professional in each sector of
each organization/agency working in mental health. Equitable services should be available
in French (e.g., support to people in palliative care and to people with dementias).

Services should be integrated and better coordinated.

There should be one common list of resources available in French.

There should be a unique intake form so patients do not have to repeat their stories.
Through a consent form, clients should be made aware of the importance of sharing of
information among professionals.

Family physicians who speak French are definitely a must.

Telemedicine could be considered (not ideal, but better than no service in French).
Transportation to services, as needed, could be considered.

Creating a Francophone community health centre in the South West should be considered.
A survey should be held to learn about the needs of Francophones.

CMHA services should be well organized and well established.

Geriatric care should be well organized with a psychiatric consultation happening quickly.
Professional interpretation is not an option.

There should be better communication among the different systems. Improved collaboration,
integration and case conferencing are important. More in-depth planning is needed. Staff
arrivals and departures should be communicated. It is the responsibility of the stakeholder to
be aware of the services and resources available.

Team work is a must, to link the medical side and the emotional side. The mental health
sector should work with the medical sector. Family health teams are a good example of this.
Job descriptions should be flexible to allow “outside of the box” activities.

Accompaniment is important.
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Child and Youth-Specific Suggestions

Improve access to services for families and young people.

e Improve access to psychiatric services, particularly child psychiatry.

e Improve system navigation by families. Eliminate intermediates. Allow direct referrals.
Parents are disoriented, and need help navigating the system. There should be a clear
protocol in place for navigation.

e Better information-sharing is essential (e.g., with paediatricians and family therapists), and a
protocol should be in place to allow this.

Improve the mental health literacy of students, staff and the community.

e Interms of prevention, define what is in place and what gaps exist and how to fill them.
Training for teachers to recognize the signs.

e Residential treatment should be available in Chatham-Kent.

Suggestions About Services in French

e Consider disseminating the PACE model used by Wallaceburg District Secondary School.

e There should be a conscious coordinated effort to ensure services in French at each step of
the continuum, and to make the services known to front-line staff and the public.

e A French CHC would ensure that mental health patients can also access primary care,
health promotion, social work, mental health counselling and education component that
almost all participants and interviewees talked about..

e Every door should be the right door to enter the system. If access to services is centralized,
this should be bilingual (staff and forms).

o |dentification of Francophone patients is essential, to be done in the context of an active
offer of services in French. No one can expect a Francophone patient in his/her most
vulnerable state to demand services in French. The services should come to him/her.

e Provider’s education is essential. There seems to be a general belief that if someone is able
to speak English, there is no need to provide service in the person’s language.

e Language = clear communication = quality services.
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