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Editorial

Valuable Lessons in How to Transform

a Mental Health System

s the Chair of the Senate Committee which
published Canadas first national report on mental
health, and as the Founding Chair of both the
Mental Health Commission of Canada and Partners
for Mental Health, I am very pleased to have been asked to be
the guest editor of this special issue of Healthcare Quarterly. This
special issue is designed to help organizations and individuals
who are involved in transforming a mental health system.
Readers are encouraged to pay particular attention to the
Lessons Learned section in the various papers; they provide
valuable insights into how to be successful in system reform.
The papers stress the critical importance of detailed
planning and strong partnerships. They also illustrate the
extraordinary amount of patience, determination and, above
all, time required. The resistance to change among those
currently working in the mental health system is truly incred-
ible. Unfortunately the people who suffer as a result are people
living with a mental illness.

This volume is also valuable for its papers on three issues
which are extremely important, yet often overlooked, in mental
health system reform. These issues are:

* DPeer support

* Social enterprise in which the employees are people living
with a mental illness

* Early intervention, particularly for children and youth.

All three of these issues should be a part of any mental health
system transformation.

All the organizations and individuals involved in the transfor-
mation of the mental health system throughout south western
Ontario, and in the London Middlesex area in particular, are to
be congratulated for what they have achieved.

Now if only the pace of change could be accelerated elsewhere!

Michael Kirby, OC
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Mental Health System
Transformation: Drivers for Change,
Organizational Preparation,
Engaging Partners and Outcomes

Deborah J. Corring, Sandy Whittall, Jill MustinPowell, Sarah Jarmain, Patty Chapman and Sam Sussman

Abstract

St. Joseph's Health Care London (hereafter referred to as
St. Joseph’s) is a publicly funded hospital that has led
mental health (MH) service system transformation in
south west Ontario following directives from the Health
Services Restructuring Commission (HSRC) (Sinclair 2000).
This paper documents how provincial policy; HSRC direc-
tives; use of change management activities; organizational
planning; and partnerships with other hospitals, commu-
nity agencies and LHINs drove, shaped and accomplished
the transformational change.

The transformation included divestment of beds and
related ambulatory services to four other hospitals, closure
of beds and employment services and the construction of
two state-of-the-art facilities. This paper documents the
tracking of system performance measures and the outcomes
that resulted.

Drivers for Change

The Very Early Days (1850s-1983)

In 1870, the London Asylum (later known as London Psychiatric
Hospital) was opened as an independent asylum. Richard
Maurice Bucke acted as superintendent of the London Asylum
from 1877 to 1902. He is credited with having introduced “moral
therapy” to London Psychiatric Hospital. The moral therapy

6 Healthcare Quarterly Vol.18 Special Issue 2016

method employed compassion, leniency and all that was best
in the humanitarianism and moral ethics of the Victorian era. It
disavowed the use of drugs, physical restraints and bleeding in
favour of a psychological approach. Moral therapy, however, was
never totally implemented, even by Bucke. By the late 1800s, the
institutions throughout Canada bore more of a custodial than
a moral therapy stamp. Overcrowding and a lack of resources
characterized them all to a greater or lesser extent.

St. Thomas Psychiatric Hospital, a massive institution built
to hold 5,000 mental healthcare patients, opened in 1939.
Overcrowded and under-resourced, St. Thomas Psychiatric
Hospital was similar to the other psychiatric facilities in the
province. The patient count when it was opened was 2,400.
Then, no sooner had the facility opened when it was closed
and served as a training centre for the Royal Canadian Air Force
throughout the war years, 1939-1945. It reopened in 1945, and
by 1947, there were 1,100 patients.

Provincial Mental Healthcare Reform

(1983 to Present)

Mental health reform policy in Ontario has followed a long
and winding road and has been attempted more than once.
The most recent MH reform initiative has sought to refocus
the service delivery system from one with an emphasis on insti-
tutionalization of persons with mental illness to a policy reform
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that focuses on effective, accessible services, increasingly deliv-
ered in the community rather than in a hospital, and oriented
to recovery-focused care (CMHA Ontario 2015).

The most recent initiative began in 1983, with a report
entitled “Towards a Blueprint for Change: A MH Policy and
Program Perspective” (Heseltine 1983), which was followed by
the Graham Report (Graham 1988) and the “Putting People First:
The Reform of MH Services in Ontario (MOH 1993)” policy
statement and implementation guidelines in 1993 and 1995
(MOH 1995) respectively. A review of progress made, published
in the “2000 and Beyond: Strengthening Ontarios MH System”
report (Newman 1998), noted that at the 5-year mark, funding
had not yet been allocated to implement needed reform.

The HSRC began its work in April 1996. Included in its report
was a recommendation for Ontario’s nine provincial psychiatric
hospitals to be divested to public hospitals. In addition to specific
recommendations in each community regarding closure of beds,
transfer of beds to other communities, closure of existing facili-
ties and the building of new facilities, the report also recom-
mended significant transitional funding to build community
resources that would offset the eventual closure of beds.

Subsequent policy and implementation guidelines were
produced by the Ontario Ministry of Health and Long-Term
Care (MOHLTC) in 2000 and 2001. In 2002-2003, MH
implementation task forces were formed and, over their 3-year
mandate, they provided recommendations to the MOHLTC
on how to reform the MH service system in Ontario, specific
to several regions.

Their final report, “The Time is Now” (MOHLTC 2002),
identified a number of areas of focus to drive reform. They
included adopting a recovery philosophy, with the consumer
at the centre of the system; creating partnerships with other
supporting services in the health, social and justice sectors;
implementing regional decision-making; improving local
delivery systems; building peer support into the MH system;
increasing support to families of people living with mental
illness; providing safe and affordable housing; adding an
increased emphasis on early intervention and treatment;
enhancing employment support; ensuring adequate income
support; developing greater system accountability, performance
standards and information systems; and appointing a provincial
team to keep MH reform on the provincial agenda.

Government policy regarding MH reform remained
somewhat silent until 2009, with the release of the “Every Door
is the Right Door” report, which outlined the 10-year strategy
for MH and addictions service system reform (2009). Finally,
Ontario released the “Open Minds, Healthy Minds: Ontario’s
Comprehensive MH and Addictions Strategy” document in
2011 (MOHLTC 2011). The strategy is inter-sectorial and
interministerial in scope and is intended to align with various
other Ontario initiatives, including new strategies arising from

the Excellent Care for All Act, the Poverty Reduction Strategy,
Early Learning Strategy and the Long-Term Affordable Housing
Strategy. Ontario’s new MH and addiction strategy has four
guiding goals: 1) improve MH and well-being for all Ontarians;
2) create healthy, resilient, inclusive communities; 3) identify
MH and addictions problems early and intervene; and 4)
provide timely, high quality, integrated, person-centred health
and other human services.

The strategy’s focus in the first three years was on children
and youth. Supports for this target population address three
key areas: fast access to high-quality services, early identification
and intervention and supporting kids with unique needs, and
bridging service gaps for remote communities. In the last five
years, issues regarding services for the adult population in St.
Joseph’s region have focused on emergency room waits; access
to beds; funding for a variety of community supports — most
particularly case management; peer support; housing; and Tier 2
and 3 activities. Additionally, in 2006, Local Health Integration
Networks (LHINs) were established and the MOHLTC
published guidelines for the basic principles to be followed for
any Tier 3 activities.

The two hospitals in London, Ontario, with the assistance
of the South West (SW) LHIN and community partners, have
been able to respond to many of the areas of focus noted in the
“Time is Now” and the “Open Minds, Healthy Minds: Ontario’s
Comprehensive MH and Addictions Strategy” reports, as well
as the SW Mental Health Implementation Task Force, while
following the HSRC directives. The work done at St. Joseph’s
Health Care London in this regard is described below.

MIH Transformation at St. Joseph’s Health Care
London (2001-2015)

HSRC recommendations directed that the governance and
management of London and St. Thomas Psychiatric Hospitals
be assumed, as well, by St. Joseph’s in 2001. London and St.
Thomas Psychiatric Hospitals were divested to St. Joseph’s
Health Care London in 2001. For St. Joseph’s, the directives
also included two additional steps. The first was the divestment
of beds and related ambulatory services to four other hospitals,
closure of beds, and transfer of employment services, assisting
in the development of community capacity, and the second was
the construction of two new state-of-the-art facilities. The long
term goal for St. Joseph’s was to focus on specialized (tertiary)
MH care service delivery on an inpatient (IP) and outpatient
(OP) basis. Such a large mandate required detailed planning, as
outlined below.

Organizational Preparation for Change Within
St. Joseph’s and With its Partners (2001-2009)
St. Joseph’s leaders were heavily involved in the SW Mental
Health Implementation Task Force (MOHLTC 2002) and
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contributed to many of the recommendations made for the
region. Although the recommendations were never endorsed by
the government, they were used as a guideline by the constituents.

In 2003, discussions took place at the provincial level
between the MOHLTGC, the Tier 2 partner hospitals and the
Ontario Public Services Employees Union (OPSEU), and agree-
ment regarding the first principles of human resources trans-
fers, including the employee rights to follow work and service
recognition, were reached. Beginning in 2004 and continuing
to 2008, the Tier 2 partner hospitals met to discuss funding
transfer methodologies, patient-related planning and other
matters of importance. In 2008, the Tier 2 partners endorsed
the Program Transfer Methodology (PTM) model, which would
divide the funding for MH at St. Joseph’s between the partners
and the MOHLTC. It was acknowledged from the beginning
that the allocations were equitable but not adequate for future
service delivery and would be further eroded if there were delays
in construction and transfers. As promised, at the five-year mark,
following the Tier 1 transfer, the MOHLTC commissioned the
consulting company Deloitte to complete a “rightsizing review”
as well as a peer review of St. Joseph’s mental health care budget.
This resulted in a further reduction in the envelope available
for the PTM.

In 2003, St. Joseph’s submitted the first functional plan
to the MOHLTC. In 2005, Infrastructure Ontario (I0O) was
established and the new IO process introduced, and St. Joseph’s
was included in the first five-year facility construction plan for
the province. In 2007, Tier 2 partners began construction
tenders (Grand River Hospital [GRH]), planning (Windsor
Regional Hospital), revisions to functional plans (St. Joseph’s
Healthcare Hamilton and St. Joseph’s Health Care London)
and costing (St. Thomas Elgin General Hospital). In 2009, St.
Joseph’s functional plan was approved and St. Joseph’s and two
other Tier 2 partners moved along the design, build, finance,
maintain (DBFM) continuum with 10.

During these years, St. Joseph’s also undertook some internal
changes. In 2006, it reviewed and realigned its MH clinical
programs with an eye to alignment with its provincial and
national partners of like mandate, as well as best practices in the
literature. The overarching philosophy of care chosen was one of
psychosocial rehabilitation (PSR), with a recovery orientation to
service provision. Clinical leaders were reduced and realigned at
this time, access issues were streamlined with the creation of the
coordinated access team (CAT), and consultants were recruited
to do a critical review of the programs adoption of PSR and
recovery, with a view to recommendations for improvement.

Engaging Partners

The first of the four beds-and-services transfers took place in
2010, when 50 beds were transferred to GRH in Kitchener.
In addition, one Assertive Community Treatment (ACT) team
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and one transition team, staff and patients were also transferred.

Months of discussions and planning took place prior to the
actual transfer. Each patient was reviewed to ascertain his or
her ongoing care needs, and a group of community agencies,
the sending and receiving hospitals, and representatives of the
Waterloo Wellington (WW) LHIN met on a regular basis to
minimize the number of patients who needed to be transferred
to a bed. As a consequence, several individuals were discharged
with appropriate housing and support prior to the transfer of
IPs. Families of transferring patients were also engaged and
had an opportunity to tour the new space in Kitchener prior
to the transfer. Communication from families was positive and
reaffirmed one of the underlying principles of MH reform,
which suggests that people should be able to access care closer
to home.

The husband of a geriatric psychiatry program patient shared
his delight in not having to travel from Kitchener to London on
a bus every week any longer (something he had done for several
years); he was now able to see his wife much more often as she
was close to home.

Three issues complicated the transfer. The first was construc-
tion delays in the new space in Kitchener, which adjusted the
overall timeline. The second was the lack of local capacity in
the Kitchener-Waterloo area to provide ongoing tertiary level
OP care for patients with a dual diagnosis. Finally, third was
the lack of capacity at Cambridge Memorial Hospital (CMH)
to take back the acute care overflow work that had been done at
St. Joseph’s for several years. Clinicians at St. Joseph’s set about
building capacity in partnership with GRH and the WW LHIN
for services for people with dual diagnosis, and the care for these
patients was transferred on March 31, 2013. Leaders at both
hospitals, both the SW and WW LHIN and the MOHLTC
met several times regarding the acute care IP services at CMH,
with approval being obtained to increase the number of acute
care beds at CMH, and the work was subsequently transferred
in May 2012.

In concert with the transfer, 50 beds needed to be decom-
missioned at the St. Joseph’s end and the impact on staff
resources managed. Due to the mitigation strategies agreed
to by leaders and union executives, a number of opportunities
were available to staff — namely transfer with the work, early
retirement or voluntary exit, reassignment within the MH
programs at St. Joseph’s and, as a last resort, notice of layoff.
(Overall human resource impacts for all transfers will be noted
at the end of this section.) The transfers took approximately
one year to plan and execute.

The second transfer to Windsor Regional Hospital occurred
in 2011, with 59 beds and three ACT teams being transferred.
The third transfer saw 14 beds transfer to St. Joseph’s Health
Care Hamilton in March 2013, and the final transfer of 15 beds
and related ambulatory services to St. Thomas Elgin General
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Hospital was in January 2014. Similar patient and family involve-
ment and management of staff impacts occurred on all transfers,
with good results. Construction delays also plagued these three
transfers. Each transfer again took approximately one year to
plan and execute. Details regarding two of the transfers can be
found in another article in this issue entitled “Divestment of
Beds and Related Ambulatory Services to Other Communities
While Maintaining a Patient- and Family-Centred Approach.”
In addition, approval was obtained for a three-phase plan for
an overall reduction of 70 beds (in addition to the transfers) to
ready St. Joseph’s for the number of beds that would be avail-
able in the new facility. Phase 1 was completed in December
2010, phase 2 in December 2011 and the final phase in June
2014. A total of 208 beds were transferred or closed over the 4
years. Two employment-related programs were also closed, and
considerable attention was paid to working with other hospital
and community partners to ensure that St. Joseph’s was engaged
in tertiary care work only on an OP basis.

One particularly important system issue was access to the
remaining IP beds. In February 2011, with the assistance of
the London-Middlesex Community Care Access Centre, the
SW LHIN and several community mental healthcare agencies,
a review of all long-stay patients was started. Long-stay patients
were defined as those who had been in St. Joseph’s beds for more
than 365 days. Over the next 4 years, with a consistent focus on
discharge of these individuals plus the addition of a transition
team for 3 years and involvement in the Council of Academic
Hospitals Traditional Discharge Model project (Forchuk
2015), more than 100 long-stay patients were discharged to
the community with the right housing and the right supports,
with very few readmissions (see Figure 1). As a consequence,
the average waiting time for access to remaining beds was

FIGURE 1.
Mental Health Divestment Discharge Statistics
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reduced to 1 day in Q3 of 2014/15 and maintained until the
end of the transformation period (see Figure 2).

FIGURE 2.
Mental Health Divestment Wait Time Statistics
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As promised above, the human resources metrics are
provided in Figure 3. A shift in care culture was also attended to
in this period of tremendous change, and more detail regarding
the challenges of that work can be found in another article in
this issue entitled “Relentless Incrementalism: Shifting Front-
Line Culture From Institutional to Recovery-Oriented Mental
Healthcare.”

FIGURE 3.
Human Resources Impact

B Transferred

B Reassigned

B Retired
Layoffs

Last, but certainly not least, was the planning, construc-
tion and occupying of two new state-of-the-art facilities that
provide the springboard to take us to the next level of clinical
and academic excellence.
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Lessons Learned

* Understanding the receiving community’s array of
support services, both hospital and community, and
completing a full assessment of individual client
needs to match with the available support services was
critical to the success with community placements for
individuals with complex needs.

* Ensuring a strong relationship base with funders and
community providers prior to planning efforts and
developing a mutual common vision among partners
for desired outcomes is also necessary.

* Advocating for funding assistance to complete and
sustain transition and anticipating higher funding
and support needs for complex conditions (e.g., dual
diagnosis) is necessary.

* Planning well in advance with the MOHLTC to
complete necessary documentation and a business
case related to changes in facility designation,
function, and name can prevent unnecessary delays.

Conclusion

The experiences of the last five years in particular have
highlighted the importance of careful planning, attention to
change management and fatigue and the invaluable benefits
of partnering with service sector partners, staff and physicians,
patients, and families of the patients cared for in an organiza-
tion like St. Joseph’s. St. Joseph’s organizational roots, values and
mission support the needs of a tertiary level mental healthcare
service uniquely. Limited space for this paper prevents further
details regarding strategies employed on various components,
but inquiries are most welcome.
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Divestment of Beds and
Related Ambulatory Services
to Other Communities While
Maintaining a Patient- and
Family-Centred Approach

Deborah J. Corring, Deborah Gibson and Jill MustinPowell

Abstract

Individuals living with serious mental iliness who require
acute and/or tertiary mental healthcare services represent
one of the most complex patient groups in the healthcare
service delivery system. Provincial mental health policy has
been committed to providing services closer to home and in
the community rather than an institution wherever possible
for some time. This paper articulates the strategies used by
one organization to ensure the successful transfer of beds
and related ambulatory services to four separate communi-
ties. In addition a case study is also provided to describe in
more detail the complex changes that took place in order to
accomplish the divestments of beds and related ambulatory
services to one of the partner hospitals.

Introduction and Context
St. Joseph’s Health Care London is a publicly funded hospital
that has led mental health service system transformation in
southwest Ontario following directives from the Health Services
Restructuring Commission (HSRC). The HSRC began its work
in April 1996. In its report, one of the recommendations was
for Ontario’s nine provincial psychiatric hospitals to be divested
to public hospitals.

London and St. Thomas Psychiatric Hospitals were divested
to St. Joseph’s Health Care London in 2001. For St. Josephss,
the directives also included two additional steps. The first was the
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divestment of beds and related ambulatory services to four other
hospitals, closure of beds, and transfer of employment services,
assisting in the development of community capacity, and the
second was the construction of two new state-of-the-art facilities.

This paper documents the processes used to ensure successful
transfers of beds and services and, using a case study approach,
describes the specifics of one of the four transfers of beds and
related ambulatory services to another community.

Ontario’s first mental health policy document (Heseltine
1983) provided an important guiding principle, namely focusing
the primary objective on the achievement of a continuum of
service delivery while ensuring that people with mental illness
can receive appropriate help in their own communities, more
commonly referred to as “receiving care closer to home.”

Two of the four transfers involved the transfer of tertiary
care beds and related ambulatory services at St. Joseph’s to two
organizations that were already providing tertiary level care —
one that had provided only acute care services before and one
that had not had any mental healthcare services previously.

The HSRC directives stipulated that St. Joseph’s transfer
a total of 138 beds to the four organizations: 59 tertiary care
inpatient (IP) beds and related ambulatory services to one
organization, 50 tertiary care beds and related services to a
second, 14 tertiary care beds and services to a third and finally
15 acute care beds and related services to a fourth.
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Recognizing the importance of timing in planning and
executing the transfers to four different communities, factoring
in the building of new construction or renovation in order to
receive the beds and services and focusing on a patient- and
family-friendly process, St. Joseph’s initiated meetings with the
partner hospitals to discuss timing and other issues important
to well-planned transfer of services.

One of the principles understood from the beginning is that
once the transfer was accomplished, the receiving organizations
would then serve the counties aligned with their Local Health
Integration Networks (LHIN), and St. Joseph’s catchment area
would be reduced accordingly. Following a format put in place
at the first transfer, and utilizing project management strategies,
a steering committee composed of representatives from both
hospitals and both LHINs was formed to oversee the details of
the transfer and ensure timely and participative communica-
tion and decision-making. A kick-off meeting between parties
enabled partnership by providing an opportunity for all strategic
players to meet each other prior to the start of the work.

The two vice-presidents of mental health at each hospital
served as the project sponsors, and senior leaders from finance,
human resources, facilities planning, communications and
support from both hospitals were named to the committee. In
addition, each hospital named a project lead, formed project
teams at each site and formed an internal advisory committee to
oversee the project internally. A project charter was developed
and approved by both project sponsors.

Implementation of Directives at the Patient
Care Level

Challenges and Strategies Employed

The primary planning principle agreed upon by all organiza-
tions was to ensure that individual patients and their families
associated with the transfer were not impacted negatively. A
patient transfer committee was formed within St. Joseph’s, with
a mandate to plan and implement communication and care
planning strategies individualized to each patient and family.
Their work started several months before the actual transfer and
also included providing advice regarding how beds would be
decommissioned in preparation for the transfer without unduly
impacting access to remaining beds. Beds were to be decommis-
sioned in several of the clinical programs. Each program had
patients who were complex and had long lengths of stay.

A discharge planning exercise began, focused on long-stay
patients. This strategy is further detailed in another article in
this issue — “Mental Health System Transformation: Drivers
for Change, Organizational Preparation, Engaging Partners
and Outcomes.” The exercise involved engaging community
mental health agencies, the appropriate Community Care

Access Centre (CCAC), Long-Term Care (LTC) home repre-

a Patient- and Family-Centred Approach

sentatives and the local LHIN in developing discharge plans for
individuals with the right housing and right supports. Given the
closure of beds, the CCAC was also able to grant “crisis” status
to patients waiting for LTC. The committee recommended that
phasing of bed decommissioning occur over 2 to 3 months in
order to ensure access to beds in the time before the transfer
took place. Using this approach, beds could be taken offline as
discharges occurred.

While this work went on, meetings between clinical teams
at both hospitals focused on planning for each individual IP
transferring. This planning was designed to assist in the prepa-
ration of patients, families and clinicians for the transfer.
Receiving hospitals included their community mental health
agency partners and a representative of their LHIN to also
explore possible community alternatives for individuals prior
to being transferred to one of their beds. By the end of each
process, fewer patients than those identified at the beginning of
the process required transfer, with several others discharged to
appropriate facilities and support in the local community. This
strategy engaged community partners, the LHIN and other
sectors early on, thereby preventing the filling and potentially
blocking of beds as well as finding patient- and family-friendly
alternatives to an IP bed.

Planning for the transfer also required agreement between
partners, including any local acute care facilities, that there would
be no new admissions or transfers from their area one month
before the transfer date. This was meant to minimize patients
and their families having to start their care in St. Thomas or
London and then have it transferred shortly afterward to the
receiving facility. Finally, it was agreed that the actual patient
transfers would occur over several days in order to coordinate the
movement of St. Joseph’s staff who were also transferring with the
beds to ensure the delivery of appropriate care at both facilities.

As noted below in the outcomes section, a considerable
number of staff from St. Joseph’s took advantage of transfer-
ring with the work. While this certainly assisted in minimizing
the impact on staff, overall, it presented the St. Joseph’s clinical
programs with the challenge of staffing beds that had not yet
been transferred and decommissioned, while the receiving
organization oriented the transferring staff over a one-month
period while the patients were still in St. Joseph’s beds.

It was a little like “building a 727 while in flight,” one leader
said. In addition, one of the receiving hospitals was experiencing
issues with recruitment of additional clinical staff in the local
area that were needed to fully staff all of the beds, as they would
be negatively impacting staffing at local acute facilities in the
process. Agreement was reached at a local level and with St.
Joseph’s that only a portion of the transferring beds would be
opening, with all of them being occupied with the identified IPs
from St. Joseph’s. The opening of the remaining beds was to be
managed by the organization and the LHIN.
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The transfer of assertive community teams (ACTs) associated
with the geography of the receiving organizations was achieved
without difficulty. The transfers were easier because the teams
were already physically located in the locality of the transfer,
with staff and patients already residing in their communities.
One community was also able to accept the transfer of dual
diagnosis OPs without difficulty, while another had to build
capacity to receive these patients. St. Joseph’s worked with that
community for more than a year to help build the capacity by
providing education to local providers.

Other administrative issues that were managed included
coordinating mitigation strategies to minimize staff impacts
(internal transfers, early retirement offers, transfers with the
work and voluntary exit packages), and the finalization of the
transfer agreement between the two hospitals.

Outcomes
The project outcomes were identified at the beginning of the

project and tracked regularly throughout. They are outlined
below in Table 1.

Case Study - St. Thomas Elgin General Hospital

Context

The HSRC directives required St. Joseph’s to transfer 15 acute
care IP beds and related ambulatory services to St. Thomas
Elgin General Hospital (STEGH). After transfer, these services
would provide the acute (both IP and OP) and emergency

TABLE 1.
Project Outcomes

Project Outcome How Was This Outcome Met?

mental healthcare needs for citizens of Elgin County previously
provided by St. Joseph’s. After transfer, St. Joseph’s would
continue to provide tertiary IP care when necessary for Elgin
county residents and continue to provide ambulatory care in the
county through ACTs and other OP services. As noted above,
the same project management strategies were put in place.

Challenges and Strategies Employed

As noted above, planning for patients and families impacted by
the upcoming transfer took centre stage. A patient transfer team
was put in place and meetings arranged with STEGH clinical
leaders, community mental health agency partners and repre-
sentatives of the South West (SW) LHIN to discuss potential
discharge planning for patients, which in the end resulted in
only four IPs being transferred.

A bigger part of this transfer was the work that needed to
be done to ascertain which of the approximately 1,000 OPs
should continue receiving tertiary level, OP follow-up with
St. Joseph’s, which patients could be transferred back to their
family physicians for care, and which were in need of acute
care—level follow-up. An extensive review of their clinical needs
was completed by their clinical teams and resulted in the transfer
of 300 OPs to STEGH.

Further complicating this transfer was the issue of new
facilities for STEGH not being scheduled for completion until
2017/18. St. Joseph’s new facility in St. Thomas was due to be
opened in June 2013 and the former facility decommissioned

in the fall of 2013.

Project completed on time and
within budget

“Successful” transfer of beds and
ambulatory services

Preserve financial/budget
resources

Minimize staff impacts

Minimize disruption to patient
services

Minimize disruption to the
individual patients impacted by
these transfers and their families

Local system issues and human resources challenges often delayed opening of the beds at receiving hospitals. Program
transfer agreements were adjusted accordingly, extensive discussions were held with all affected and all parties agreed
that the project was completed to all parties’ satisfaction.

Transfer of identified IPs, ACTs and related ambulatory services for persons with dual diagnosis completed on time and
within budget.

Decommissioning of units/beds at St. Joseph’s and financial transfer to receiving hospitals completed on time.

Staff was impacted by delays and lack of information at various points in the process, but in the end, after all transfers
and bed reductions, more than 130 staff transferred with the beds, more than 170 were reassigned within St. Joseph's,
more than 60 accepted early retirement offers and voluntary exits, and less than 20 were given layoff notices and exit
packages.

Disruption to patient services was minimal. Access to beds was maintained. Quarterly tracking of access to St. Joseph's
beds occurred during the period from 2011 to 2015. Bed access was maintained at an average of 11 days during
2011-2012 and was reduced to an average of 3 days thereafter. See further metrics data in “Mental Health System
Transformation: Drivers for Change, Organizational Preparation, Engaging Partners and Outcomes” in this issue.

Detailed planning by patient transfer team and weekly meetings between St. Joseph’s and receiving clinical teams in
the weeks prior to the transfer resulted in minimal impacts to patients and families. Patient and family satisfaction was
evaluated through feedback from these parties and was judged to be successful.
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In consultation with the SW LHIN and the Ministry of
Health and Long-Term Care, the decision was made to renovate
existing space at STEGH to accommodate the acute care service
as a temporary measure until the new building was completed.
The first transfer date chosen was May 30, 2013, to coordinate
with the opening of St. Joseph’s new facility. Unfortunately, as
sometimes happens with renovations of older buildings, unfore-
seen issues arose that made the May date impossible to achieve,
and the transfer date was changed to September 30, 2013.
Intensive discussions were held regarding options for delivering
care in the interim and included representatives from STEGH
mental health and emergency department leaders, local and
provincial police, ambulance services, community mental health
agencies and the SW LHIN. In the end, the decision was made
to relocate the IP services to the St. Joseph’s facility in London,
relocate the OP services to a community location in the city of
St. Thomas and provide clinician and physician support directly
to the STEGH emergency department.

Strategies were also put in place to use the wait time to
provide orientation to staff for the transfer to their new
employer. Staff who had chosen to transfer with the work were
assigned to the IP unit where the transferring beds were located
and to the OP work that was relocated, and any other staff not
transferring were reassigned within St. Joseph’s. This strategy
allowed for STEGH to plan and deliver the necessary orienta-
tion for their new staff while they were waiting for the renova-
tions to be completed. A further delay in the transfer date to
January 2014 emphasized the wisdom of relocating the services
in preparation for the transfer.

TABLE 2.
STEGH Transfer Project Outcomes

Project Outcome

Project completed on time and within budget

a Patient- and Family-Centred Approach

Other administrative issues that were managed included
the provision of beds and other furniture to STEGH (which
was possible because St. Joseph’s would be receiving new beds
and furniture with its new facility) and the finalization of the
transfer agreement between the two hospitals.

Outcomes
The project outcomes were identified at the beginning of the

project and tracked regularly throughout. They are outlined
below in Table 2.

Lessons Learned

* Factors such as careful, collaborative planning for
patients who were transferring, timing of bed transfers
and bed decommissioning, planning for discharge
of long-stay patients and maximizing alternatives for
staff to minimize impact on them all contributed to
the success of the overall effort.

e Wait time for access to the remaining beds at St.
Joseph’s was reduced over time, thereby minimizing
impact on the overall system dependent on those
beds. Recognition in each transfer that it was not just
the two hospitals impacted but also other hospitals
and community partners was critical in completing
the transfers. Working with all involved LHINs and
Ministry of Health and Long-Term Care (MOHLTC)

policy directives for levels of service assisted in sorting

How Was This Outcome Met?

Transfer of four IPs and related ambulatory services (300 OPs). Transfer was delayed twice and

required a contingency plan that relocated IP and ambulatory services for 9 months.

“Successful” transfer of beds and service and patient
demand to St. Thomas Elgin General Hospital and
receiving community

Preserve financial/budget resources

Patient aspects of transfer were successful. Beds and other furniture were also transferred.

Decommissioning of units/beds at St. Joseph’s completed on time, 33 staff transferred to STEGH,

9 staff reassigned and no layoff notices needed

Minimize staff impacts

Minimize disruption to patient services

Staff was impacted by delays and lack of information at various points in the process.

There was no disruption to patient services. Access to beds maintained with a weekend hold on

admissions at the time of transfer.

Minimize disruption to the individual patients impacted
by these transfers and their families

No negative impacts to patients and families were noted. Patient and family satisfaction
was evaluated through feedback from these parties and was judged to be successful. STEGH

acknowledged that mental healthcare was new to their organization and focused considerable
efforts on preparing their staff and their community for the opening of their mental healthcare
unit, with an emphasis on addressing stigma. The campaign entitled “Opening Hearts, Opening
Minds" sought to build a welcoming environment for patients and families. See comments below.
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out what was once thought to be the mandate of
provincial hospitals and reaching agreement with
partners regarding who was to provide what in the
respective communities. In one community, St.
Joseph’s had for some years accepted acute care IP
overflow but knew going forward that this could not
continue. Negotiations with the LHIN, MOHLTC
and a hospital not part of the transfers eventually
resulted in an increase in acute care beds in the region
to the satisfaction of all concerned.

* Minimizing staff impacts was also an important
objective. St. Joseph’s reached early agreement with
the involved union locally to use mitigating strategies
noted above in Table 1 with good effect. Additionally,
for each transfer, meetings were held with receiving
and sending unions to facilitate cooperation between
unions.

* We learned the importance of ensuring communi-
cation with patients and families so that they are
adequately informed of plans going forward.

Opening Hearts, Opening Minds

The central message of the campaign was “care closer to home
means we now serve all community members in our hospital.”
St. Thomas is a community where everyone knows everyone.
When the first patient arrived, the registration clerk remarked,
“She is my best friend.” This illustrated how people with mental
illness keep the fact that they are receiving care from even their
best friends. Later that day, a colleague told the leader that his
mother’s best friend was receiving mental healthcare and how

pleased he was that STEGH had addressed stigma in their
culture.
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Relentless Incrementalism:
Shifting Front-Line Culture from
Institutional to Recovery-Oriented

Mental Healthcare

Deborah J. Corring, Jennifer Speziale, Nina Desjardins, and Abraham Rudnick

Abstract

St. Joseph's Health Care London is a publicly funded hospital
that has led mental health service system transformation
in south west Ontario following directives from the Health
Services Restructuring Commission (HSRC).

This paper documents how provincial policy, HSRC direc-
tives, organizational planning, research projects, quality
initiatives and change management activities drove, shaped
and accomplished a cultural shift at the front line to recovery-
focused care.

Simultaneous to these activities, beds and related ambula-
tory services were divested to four other hospitals, beds and
employment services were closed and two new, state-of-the-
art facilities were constructed, adding considerable complexi-
ties to achieving cultural change. This paper documents the
incremental steps that were taken to achieve that change.

Introduction

Until the 1980s, the understanding in the mental healthcare
field generally was that a severe mental illness (SMI), partic-
ularly a diagnosis of schizophrenia, entailed a deteriorating
course. Individuals and families of individuals with such SMIs
were counselled to expect that they or their relatives were
unlikely to achieve much in life and that the illness they were
experiencing would require lifelong treatment and support as
well as long periods in hospital. Treatment tended to focus on

psychopathology and symptom control rather than on strate-
gies for rehabilitation related to functional roles and learning
to live with mental illness and achieve a desired quality of life
(Anthony 2005).

Recovery-oriented care was first formally introduced to
the professional field by William Anthony in 1993, although
people with lived experience of SMI such as Patricia Deegan
had been speaking and publishing about recovery and related
care since the 1980s. Anthony suggested that recovery from
mental illness involved more than recovery from the illness
itself. He noted that “people with mental illness may have to
recover from the stigma they have incorporated into their very
being: from the iatrogenic effects of treatment settings; from
the lack of recent opportunities for self-determination; from
the negative side effects of unemployment and from crushed
dreams” (Anthony 1993).

Stigma is produced and exacerbated by several sources —
society in general, service providers, other persons with mental
illness and self-stigma (Corring and Cook 2007). The Mental
Health Commission of Canada (MHCC) defines stigma as
beliefs and attitudes about mental health and mental illness that
lead to negative stereotyping of people and prejudice against
them and their families (MHCC 2009). This paper will focus
on how one Canadian mental healthcare organization tried to
address the stigma of its healthcare providers.
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Shifting from institutional care to recovery-
oriented care

Early Stages

Major reform in service systems, along with significant improve-
ment in treatment and rehabilitation strategies, now makes it
possible for people with SMI to live more independently in the
community (World Health Organization 2001).

One of the major service system changes is the adoption of
recovery-oriented service delivery by mental healthcare facili-
ties. Research has documented improved outcomes of individ-
uals with SMI using this approach to care. In Zoward Recovery
and Well-Being: A Framework for a Mental Health Strategy for
Canada, the MHCC noted as its Goal #1 that “people of all
ages living with mental health problems and illnesses are actively
engaged and supported in their journey of recovery and well-
being” (MHCC 2009). Yet, despite the progress noted above,
change at the front line of care delivery, particularly in inpatient
settings, has been slow.

In Ontario, in 1997, the HSRC tabled a number of signifi-
cant directives to shift mental healthcare service delivery in
south western Ontario. Of particular significance to this paper is
the transfer of governance and management of the London and
St. Thomas Psychiatric Hospitals as part of a three-tiered process
(Corring 2015) to St. Joseph’s Health Care in 2001. The long-
term goal established for St. Joseph’s was to focus on becoming
a state-of-the-art, specialized (tertiary) mental healthcare facility
providing both inpatient and ambulatory services.

From the beginning, St. Joseph’s set about planning for a
number of preparatory steps to achieving the next two tiers
of restructuring but also knew that attention to the culture of
providers at the front line of care was critical to achieving an
organization that was fully oriented to recovery.

In the early years, the organizational mission and values
would be stated, and various educational activities provided.
Despite these efforts, improvement of the attitudes of front-line
care providers was slow in regard to the potential for recovery of
those being treated in inpatient services, and many institution-
alized practices, such as focusing mainly on safety, continued.
Something more was needed to achieve change at the front
line. It was acknowledged that such fundamental change was
an extremely complex process and would require smaller, incre-
mental changes to translate what we saw in the research litera-
ture into everyday practice.

Later Stages

Clinical program leadership that believed in, and was committed
to, recovery-oriented care was fundamental for change to occur.
Therefore, St. Joseph’s realigned the clinical programs and
leadership. Prior to the realignment, clinical programs consisted
of large general adult programs and small specialty programs.
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Realignment strengthened the focus on providing specialty care
for individuals with psychotic and mood disorders.

Additionally, a consultation was arranged with acknowl-
edged experts in psychiatric rehabilitation and recovery, with a
mandate for a review of current programs and services, noting
areas of strength and areas needing improvement.

The consultants provided 27 recommendations focusing on
translating St. Joseph's vision into action, by engaging stakeholder
groups in developing an action plan; maintaining momentum
without skipping important steps in the implementation
process; focusing on building a culture of affirmation, respect
and hope; using recovery-oriented language in care planning and
documentation; building on identified internal models of excel-
lence; strengthening the patient and family councils; involving
community partners in the change and evaluating the implemen-
tation of all initiatives attempted for change.

Pilot Projects and Their Evaluation

The Recovery Milieu Project

In an effort to understand what the important elements were
to move an inpatient unit with a traditional custodial approach
to care to one that is oriented to recovery, a 6-month pilot
project was begun on an inpatient unit that was part of a clinical
program caring for persons with psychotic disorders.

The unit was an assessment unit with an average length of
stay of 3 to 6 months. The aim of the project was to develop
a recovery milieu in order to offer each patient an opportu-
nity to maintain, enhance and practice adaptive coping, such
as independent living skills and engaging in healthy routines
important for safe, successful and satisfying community living.

Several months were spent with a number of front-line
providers, planning the project and identifying changes to the
unit milieu that would be necessary to support recovery. The
changes included, but were not limited to, access to showers
when patients wanted to access them rather than at designated
times, individualized medication sessions conducted by nurses
with patients rather than lineups for meds, the ability to prepare
meals on the unit rather than having to receive them from the
hospital food services, and the availability of lockers for personal
belongings rather than having to store valuables at the care
station.

All providers were trained in basic recovery principles using
the Illness Management and Recovery approach (Mueser et al.
2012), cognitive behavioural therapy tenets, and rehabilitation
readiness strategies. A few providers were already prepared with
advance training in these interventions.

As part of an individual recovery/care plan that the patient
had access to, he or she determined the need for meal prepa-
ration support; home management skills education; relapse-
prevention education; peer support; family support; budgeting
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skills training; self-care training, including dental hygiene
and other physical wellness; medication management; social,
vocational, educational, leisure and other meaningful activi-
ties; wellness activities; symptom management; substance use
management; cognitive remediation and spiritual care support.

This pilot project was evaluated using a focused ethnog-
raphy framework (Knoblach 2005). After research ethics board
approval, the following methods were used to gather data: focus
groups, individual interviews, field journals, document analysis
and (pre/post project) Recovery Knowledge Inventory surveys
(Bedregal et al. 2006).

Analysis of results was generally positive. Patients spoke of
an inviting atmosphere that they had not experienced on other
inpatient units. They described the unit as welcoming, quiet and
relaxing. One patient described his relationship with a provider
as “contact conscious,” with providers addressing his immediate
and other needs and goals in an open working relationship.
Providers shared how their past, pessimistic assumptions
about patients’ capabilities regarding cooking their own meals,
managing personal belongings or administering self-medication
were challenged and changed as part of the project. An informal
check six months later indicated that, despite unrelated change
in the organization affecting this unit and others, these gains
were sustained.

The Smart Apartment Project

Simultaneous to this pilot project was the creation of a “smart
apartment” within the hospital. Building on the knowledge that
many people with psychosis also experience cognitive impair-
ments and that smart technology had been used with good effect
with other cognitively challenged persons, such as people with
dementia (Haig and Yanco 2002), a research project associated
with the same unit was established.

A convenience sample of eight inpatients was provided
cognitive remediation via smart technology. Each participant
lived alone for up to one month in the apartment and engaged
in daily living activities such as cooking, cleaning and social-
izing. They also received care as usual. The technology assisted
them in keeping appointments, checking in with providers each
day via audio and video communication between the inpatient
unit and the apartment to explore well-being and to monitor
and prompt for daily living activities such as medication adher-
ence and meal preparation.

Evaluation consisted of baseline and end-of-intervention
measures, comprising individual semi-structured interviews
with participants and focus groups with providers, as well as
quantitative measures such as cognitive testing. Comparative
thematic analysis (Boyatzis 1998) was applied to the coding of
the individual interview and focus group transcripts.

Qualitative data about the smart apartment revealed three
major categories of themes — the apartment experience, the

technology and learning to live on one’s own. Patients reported
the apartment as a chance to experience living on their own with
the support of the inpatient team. It gave them a sense of privacy
that was not possible on the inpatient unit and a place to build
confidence in advance of discharge. The technology provided
for an interface with providers when the patient felt the need for
it and for life skills building. Learning to live on one’s own in a
safe setting increased patients’ confidence regarding discharge.

Quantitative data showed moderate improvement in cogni-
tive abilities, but it did not reach statistical significance (Corring
et al. 2012). This study is part of a larger, citywide research
project that is still in process.

The Vital Behaviours Project

The Mental Health Care (MHC) leadership of the organization
was pleased with the success of the two projects and recognized
the need for a strategy that would have wider impact across all
inpatient units. A small working group of front-line providers,
physicians and leaders was formed to plan such a strategy.

An extensive scientific and grey literature review was
conducted and revealed a number of strategies used by other
facilities. The general conclusion of the planning group was
that a preliminary step was necessary. The group identified the
need for a project that would identify and reinforce basic vital
behaviours (of providers) critical to adopting a recovery orienta-
tion to care.

Building on the introduction of the more general Vital
Behaviours (Patterson et al. 2008) training that St. Joseph’s was
introducing across the organization, the planning group initiated
the Vital Behaviours project. It was designed as a quality improve-
ment initiative with formal evaluation and was supported by the
MHC leaders and the union’s executive leadership.

A mixed-methods evaluation design with five pilot units
and five control units, utilizing focus groups, behavioural
observations and quantitative surveys of knowledge and
atticudes was used, at baseline, during and after three months
of intervention. Communication from leadership emphasized
that providers, including physicians of the pilot inpatient units,
were expected to demonstrate the vital behaviours on a regular
and consistent basis.

Three vital behaviours were addressed: 1) being fully present
with patients and families, with an emphasis on being welcoming
and using patient and family member names when meeting with
them; 2) anticipating care needs and wants through individual
conversations with patients on a regular basis and asking how
providers and physicians may be of assistance; and 3) engaging
patients in purposeful, meaningful conversation and activity to
assist them in realizing their goals.

Provider participation in the formal evaluation was limited,
probably due in large part to the considerable change occur-
ring in the organization that involved bed and service transfers
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to another organization and closure of vocational rehabilita-
tion programs and a parallel human resources process resulting
in potential layoffs. Many providers were suspicious of the
motivation behind the evaluation and chose not to partici-
pate, and other providers vocalized their embarrassment that
such basic behaviours needed to be emphasized, although they
acknowledged that some of their colleagues did not engage in
these behaviours. Providers in the focus groups were able to
identify barriers to adoption of these vital behaviours and strate-
gies for wider adoption among providers. The conclusion was
that although gains were made, wider impact and adoption of
recovery-oriented behaviours had not yet been achieved.

Additional Initiatives to Date

St. Joseph’s had also formed the Quality and Recovery Advisory
Group during this time, as part of continuing to move this set
of initiatives forward. Representatives from all clinical programs
and from all disciplines and professions as well as leader-
ship, met monthly to review and advise on program-specific
and overall organizational efforts to continue to advance the
recovery agenda.

These meetings generated the Enhancing Patient and Family
Experience project. This project was based on the work of the
Center for Nursing Excellence (International Global Center
for Nursing Excellence 2013) that outlined strategies for using
patient stories to increase provider appreciation of patient
experiences and ultimately to improve patient care.

Mental health research has indicated that hearing directly
from persons with mental illness about their experience, i.e.,
their story, has the greatest impact on reduction of stigma and
thus enhances recovery opportunities (Knaak and Patton 2014).

The patient story approach was tested on two inpatient units
that the advisory group thought might be the most challenging
for implementation; one was a forensic program treatment unit
and the other was a dual diagnosis (developmental disability
with mental or behavioural disorder) program unit. Providers
were asked to meet with their assigned patients and use a set of
questions to explore with the patient various aspects of their
lives outside the hospital. They were then to do some self-reflec-
tion regarding what they had learned and share those reflections
with the rest of the treatment team.

Providers on both units adopted the strategy with little effort,
incorporating it into everyday activities without too much diffi-
culty and expressing some surprise that it had expanded their
view of patients and challenged them to think differently about
care plans.

With the relocation of the original mental healthcare
building onto a new site neighbouring with physical rehabili-
tative medicine, the goal of embedding a recovery-orientated
philosophy of care has been identified as a priority project
within the organization, and a blueprint for design is underway.
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Lessons Learned

e The primary lesson learned is that this type of funda-
mental attitude change of mental healthcare providers
takes time, patience and determination.

¢ Mission statements, educational activities and
communication from leadership, although well inten-
tioned, are not sufficient to shift cultures of practice
without concrete and persistent reinforcement at the
front line of behavioural expectations in delivering
such recovery-oriented care.

e The simpler the strategy the more effective it can
be. Changes to everyday — seemingly unimportant
— routines such as allowing and enabling patients to
shower when they feel the need can have important
effects.

* Providers who predicted that chaos would result from
such a change in routine learned that chaos did not
occur and in fact, the change brought unforeseen
benefits to them as well as to the inpatients, with time
freed up for other duties.

* Time spent with patients learning about their lives
before hospitalization reminds providers that they are
dealing with human beings who are much more than
just someone with an illness.

¢ The consultants’ advice “to maintain momentum
without skipping important steps in the implementa-
tion process” was wise, even though we may not have
fully grasped the implications of that at the time. This
work takes incredible amounts of energy and persis-
tence and, when possible, one, or preferably more
than one, person should be dedicated to focusing
exclusively on this work.

* Finally, this work takes time. The activities described
above have taken place over the last nine years.
Significant progress has been made, but we are not
done yet, and improving the patient experience with a
recovery-oriented approach will continue to be a high
priority for the hospital’s quality improvement plans.
Further evaluation as well as research is needed on this
matter.

The strategic indicators related to patient experience and
restraint and seclusion will be a focus of the council’s work
during the new strategic plan. Building upon the recent improve-
ment in patient satisfaction scores by implementing initiatives
targeted at enhanced provider and patient communication strat-
egies, the design of a new strategy will focus on the creation and
implementation of meaningful activities for patients, and we
will foster focused quality improvement projects on assessing
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the patient experience through experienced-based design
methodologies.

In addition, care delivery process improvements, including
the standardization of clinical assessment methodologies and
tools, reflection and debriefing practices related to the use of
restraint and seclusion and the development of enhanced care
pathways between inpatient and outpatient services, will occur
by applying the principles of recovery-oriented care.

Policy Implications

Adoption of service delivery approaches such as a recovery-
oriented approach is complex. The experience outlined above
will hopefully inform and make clear for healthcare leaders
as well as funders and policy-makers that time, energy and
resources are needed to accomplish such fundamental culture
change in an organization. The investment is well worth it and
will result in improved outcomes for persons living with SMI
and other mental illness (and arguably substance use challenges)
if we can move beyond the words and address everyday behav-
iours of healthcare practitioners that reinforce a recovery-
oriented approach to care.
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Planning — An Essential Component
of a Hospital-Based Mental
Healthcare System Transformation

Sarah Jarmain

Abstract

The World Health Organization (WHO) defines health
human resource planning as “the process of estimating
the number of persons and the kinds of knowledge, skills,
and attitudes they need to achieve predetermined health
targets and ultimately health status objectives” (OHA 2015).
Health human resource planning is a critical component of
successful organizational and system transformation, and
yet little has been written on how to do this for physicians
at the local level. This paper will outline a framework for
developing and managing key aspects of physician human
resource planning related to both the quantity and quality
of work within a hospital setting. Using the example of a
complex multiphase hospital-based mental health transfor-
mation that involved both the reduction and divestment of
beds and services, we will outline how we managed the
physician human resource aspects to establish the number
of psychiatrists needed and the desired attributes of those
psychiatrists, and how we helped an existing workforce
transition to meet the new expectations. The paper will
describe a process for strategically aligning the selection
and management of physicians to meet organizational
vision and mandate.

Introduction

Health human resource planning is a critical component of
successful organizational and system transformation. It is
increasingly recognized that robust human resource manage-
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ment practices are a necessary condition for the successful reform
of healthcare services (Bach 2001), and these practices need to
be developed in conjunction with the desired reforms. To be
effective, physician human resource planning should involve
consideration of the number of physicians required, the types
of roles they need to fulfill, the competencies to fulfill these roles
and the attributes of the individual physicians that will support
the delivery of evidence-based, high quality, patient-centred
care. While there are many frameworks that outline the stages
of strategic human resource planning and talent management,
they can be summarized as follows:

1. Planning — identify the organization’s human resource
needs as determined by a review of organizational need,
strategic direction and current and future gaps in numbers
or competencies

2. Selection — sourcing, recruiting and selecting individuals
with the right knowledge, skills and attitudes

3. Alignment — developing an onboarding process that intro-
duces the candidate to the desired organizational behav-
iours and performance objectives; subsequent performance
development and management to align with organization
vision and values

4. Retention — ongoing engagement and empowerment,
learning and development, rewards and recognition

5. Succession — career development, transition management
and succession planning
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This paper will review the relevant literature in physician
health human resource planning and describe how one organi-
zation (St. Joseph’s Health Care London) developed processes
to support the planning, selection and alignment of physicians
through a period of significant organizational change.

Background

The Mental Health Care Program, part of St. Joseph’s Health
Care London, is a mid-sized academic mental health program
based on two sites that serves a catchment area of approximately
1.5 million people in south western Ontario. It consists of 89
forensic psychiatry beds and 153 non-forensic specialized beds
serving individuals from age 14 and up with a range of complex
psychiatric disorders. However, it has undergone considerable
change over the last 15 years.

In 1997, the Health Services Restructuring Commission
(HSRC) in Ontario issued a number of recommendations
related to hospital restructuring, including direction for the
existing provincial psychiatric hospitals to be divested from the
Ontario government and for investment to be made in building
new mental health facilities across the province. In the south-
west region, these directives resulted in the following:

e 2001: Divestment of London Psychiatric Hospital and
St. Thomas Psychiatric Hospital to St. Joseph’s Health Care
London

e 2006-2007: Restructuring of beds and services to
diagnostically based groupings to better align with peer
service providers, academic mandate and best practice

e 2010, 2011, 2013, 2014: Divestment of a total of 138
inpatient beds and resources with associated outpatient
services to four receiving hospitals

e 2010, 2011, 2014: Reduction in inpatient beds in
three phases

e 2013, 2014: Construction of two new facilities for the
mental healthcare program and services at St. Joseph’s
Health Care London — Southwest Centre for Forensic
Mental Health Care (completed 2013) and Parkwood
Institute Mental Health Care Building (completed 2014)

These structural changes within the region’s specialized
mental health delivery system required transformational changes
of the medical staff in both the number of physicians and their
competencies and characteristics. These changes included elimi-
nation of psychiatrist positions, transfer of psychiatrists with
the divestment of beds and services to other communities and a
requirement for increased academic focus and greater specializa-
tion. There was a corresponding shift in the philosophy of care
from a more traditional, custodial approach to a care model
consistent with the principles of recovery and rehabilitation,
which similarly required different roles, skills and attitudes

Mental Healthcare System Transformation

within the psychiatric workforce providing care.

While these structural and cultural transformative changes
impacted significantly on the human resource needs of all
disciplines, it was particularly essential to attend to these issues
within the medical staff, for the following reasons. Whether
they hold a position of authority or not, physicians are often
looked to as informal leaders by the rest of the interdiscipli-
nary team, and therefore often have a significant impact on the
culture of the team. They are also a relatively scarce resource.
Lau and colleagues outline a number of studies that suggest that
Canada is already experiencing a shortage of psychiatrists and
that this problem is projected to worsen significantly over the
next 10 years (Lau et al. 2015). Given this shortage, and the fact
that it can take from 6 to 18 months from recruitment through
to a physician starting with an organization, the need to retain
and develop our existing workforce of psychiatrists to be able to
continue to serve our region was felt to be essential.

Planning - Determination of Physician

Numbers

Traditional approaches to physician health human resource
planning have focused on the number of physicians required in
a particular region (typically number of physicians per 100,000
population). However, much has been written on the limited
utility of this approach because it fails to factor in a variety of
contextual factors, including those related to the provider (e.g.,
stage of career, gender, productivity, degree of subspecializa-
tion), the geography (e.g., urban versus rural) and the popula-
tion being served (e.g., socioeconomic factors, disease burden)
(Fooks et al. 2002). Furthermore, this approach has limited
utility when applied to the level of the individual organization.
Sargeant and colleagues, in their position paper, “Psychiatric
Human Resources Planning in Canada,” suggest that the
judicious application of several approaches, including bench-
mark, needs-based and demand-based principles, may be more
useful than any one alone, as they are suited to different levels
of analysis (Sargeant et al. 2010).

In the St. Joseph’s Mental Health Care transformation,
there was a need to determine the physician full-time equiva-
lents (FTEs) required to support the clinical and academic
mandate of the organization through the restructuring process.
By identifying the desired service capacity (e.g., number of
beds, outpatients served) and relevant workload variables (e.g.,
patient complexity, desired length of stay, assistance from
team members) at each stage of the restructuring, a model was
created using previously established workload benchmarks
that identified the FTE of physicians needed per service area
for each stage. This method allowed for proactive planning to
determine the number of physician positions to transfer with
divested resources or the number to be reduced to align with
the proposed bed reductions. It also provided an opportunity to
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explore innovative solutions to retain physicians in the region,
for example, partnering with community agencies that needed
to recruit psychiatrists to meet their increasing needs.

While estimating the numbers of physicians required and the
associated workload is an important underpinning of human
resource planning, the area has evolved to include discussions
around strategic talent management and high-performance
work systems — “a group of separate, but interconnected human
resource practices that together recruit, select, develop, motivate
and retain employees” (Zacharatos et al. 2005). There is
growing evidence that healthcare organizations that have imple-
mented and sustained such evidence-based approaches have
documented substantial improvements in operating margins,
workforce engagement and performance, faculty promotion
rates, and quality of care (Leggat et al. 2011; Fox etal. 2011). A
fundamental aspect of these approaches has been to identify the
desired behaviours and competencies that will support both the
strategic direction of the organization and the desired culture.

There has been a growing recognition that the environment
in which physicians practice today is significantly different from
that of the past. Recent healthcare reform efforts in the United
States and Canada have focused on the “triple aim” of improving
healthcare for individuals, improving population health and
lowering costs. Physicians, who traditionally have practised with
considerable autonomy, are now required to become members
of the team-based patient care models that are necessary to
support these aims (Mahon et al. 2013; Halpern et al. 2001).
The Royal College of Physicians and Surgeons of Canada has
recognized this change through its work with the CanMEDS
framework, which is in the process of being updated (Frank et
al. 2014). In addition to the role of medical expert, physicians
are described as having the roles of communicator, collaborator,
leader, health advocate and scholar. Updates from prior versions
have included an increased focus on quality and patient safety,
patient as partner and the role of health information technology.

Development of Physician Human Resource
Planning Principles and Selection Criteria
Anticipating the significant impact of the HSRC directives on
hospital restructuring, and in turn on physicians and dentists,
a guiding document was prepared in 1997 by representatives
from the London Hospitals Medical/Dental Staff Organizations,
providing a “principled process” to guide medical human
resource planning (London Hospitals Task Force on Medical
Human Resources, 1997). The intent was to develop plans
consistent with “the mission, role and strategic direction for
each institution while considering the impact on patient care,
academic and research missions.” It formed the basis for the
development of a subsequent document in 2010 titled “Human
Resource Planning for the Evolving Specialized Mental Health
and Forensic Facilities at RMHC/SJHC.” (St. Joseph’s Health
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TABLE 1.
Guiding Principles and Physician Selection Criteria

Guiding Principles

¢ Medical/dental resource planning and decision-making will be fair
and transparent.

e All physicians/dentists will have equal opportunity to apply for
positions as these become available.

e Hospital, academic (teaching and research) and community needs will
be considered in decision-making, together with physician skill and
time allotment.

o All stakeholders (particularly administrative partners within the
hospital but including other departments/programs) will be consulted
in the process.

e The best person for the position will be selected irrespective of prior
hospital attachment or contractual relationship.

© An appeals process will be identified.
Physician Selection Criteria

o Ability and qualifications to provide evidence-based psychiatric care
bath in a broad, generalist context and in a range of subspecialty
areas, including recovery models of care, evidence-based
psychotherapies, psychopharmacology and electroconvulsive therapy
(ECT)

e Ability for specialized physicians to upgrade where needed, within a
reasonable amount of time

e Willingness to provide both inpatient and outpatient services

e Collegiality (i.e., the ability to work in a professional manner with
physician colleagues and other hospital staff)

e Contribution (i.e., the degree to which the physician contributes to the
program, hospital, university and community)

e Physician utilization of resources (e.g., case volumes, lengths of stay,
number of separations) are within normative levels

® Physicians will be familiar with CanMEDs roles and will practise in
this context

e Any complaints and concerns expressed by staff/patients regarding
the physician that have led to performance management processes
may factor into selection process

e Strong preference will be given to full-time clinical academics with
an adjunct appointment being a minimal requirement

e For areas of Royal College subspecialization (child and adolescent,
geriatric, and forensic psychiatry), demonstration of defined
competencies and affiliations in those specialties will be required

o Seniority will not be a consideration unless all other factors between
two potential candidates are judged to be equal; in this case,
seniority may be the final deciding criterion
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Care London Department of Psychiatry, 2010). The physi-
cian leaders within the mental healthcare program developed
this document with input from key stakeholders, including the
medical staff, operational program leaders and the vice-presi-
dent, medical. The document identified principles and processes
and the factors to be considered for physician selection. It also
outlined key issues to be considered in the work, such as antici-
pated decreases in program funding, the need for accessible and
effective ambulatory services in the region to support the reduced
number of beds, the need for greater collaboration with commu-
nity partners, changing demographics with an aging population,
and the shift in the model of care to a recovery philosophy and
emphasis on psychiatric rehabilitation. Table 1 outlines the
specific guiding principles and selection criteria that were used.

The above selection criteria were translated into a “physi-
cian selection scorecard,” whereby the selection criteria were
weighted based on importance to the strategic direction of
the organization, and each physician was rated on each of the
criteria through a consensus process. Based on these ratings,
it was determined whether a physician was a high performer,
a solid performer or a low performer and therefore needing
improvement. The physicians were provided feedback on where
they were perceived to contribute strength to the organization
and where they needed improvement. Based on this feedback,
a performance development plan was collaboratively created,
with targets and timelines for improvement. In some situations,
it was clear that the physician would not be able to meet the
future requirements of the position (e.g., would not be eligible
for an academic appointment with the university) and in this
case discussion centred around transition planning options such
as retirement or alternative work within the region.

Results and Next Steps

In 2007, St. Joseph’s Mental Health Care program had a
total allocation of 64.3 FTE physicians and was staffed with
60 individuals, of which 34 (or 57%) were full-time clinical
academics. Through the restructuring process, 10 individuals
followed the divested beds and resources, and 5 individuals
developed retirement/transition plans to leave the organization.
Three physicians undertook part-time work in the community,
providing collaborative care to community mental health and
addiction agencies. As of 2015, the program’s physician alloca-
tion was 42.5 FTEs, with a head count of 45. Of those physi-
cians, 35 (or 78%) were full-time clinical academics, six were
adjunct faculty, and four were hospitalists providing medical
care. From a qualitative standpoint, the sense is that physi-
cian engagement has significantly improved, with increased
participation in program planning, medical staff meetings and
academic deliverables. Workload remains a challenge due to
higher-than-predicted occupancy rates and shorter lengths of
stay, but there is an equitable and transparent process to deal

Mental Healthcare System Transformation

with these issues and plan for future changes in care delivery.
In regard to next steps, the organization is embarking on
an initiative to further improve physician engagement through
a focus on shared leadership practices, increased emphasis on
performance measurement and ongoing quality and process
improvement. Discussions are underway with a peer tertiary
mental healthcare program to share elements of the physi-
cian human resource planning framework and evaluate the
spreadability of the approach. There is a need to evaluate these
approaches in a more formalized way and look at how they
might be adapted for different settings and contexts.

Lessons Learned

* Physician engagement — A key success factor in our
work was the engagement of our front-line physicians
in the selection of principles to guide our transfor-
mation work. This involvement facilitated the later
implementation of the principles and contributed
to the development of a culture of transparency
and equity.

* Communication — We initially underestimated the
need for repeated and varied communication to
the physicians, given the speed at which rumours
and misinformation can spread. We addressed this
concern by providing monthly updates at our medical
staff meetings, even if there wasn't new information
to share, along with the rollout of key informa-
tion through our physician leaders and one-on-one
meetings with the physicians. This was in addition to
the monthly staff and physician forums that are co-led
by the vice-president, mental health and the site chief.

* Planning approaches — A challenge in the physi-
cian planning process was the significant lead time
required for making any change to physician staffing
for the organization. This longer lead time was due
to a combination of long notice periods for salaried
physicians (approximately 12 months), the need
to demonstrate a robust performance management
process for those physicians who weren’t meeting
the future requirements of the organization, and the
typical time to recruit a new psychiatrist, which could
range from 6 to 12 months. In addition to these
factors, it was important to have mitigation strate-
gies in place when physicians left the organization,
well before their position was reduced. We dealt with
this problem by identifying who might be willing
to take on additional work on a temporary basis
and ensuring we compensated individuals for this
increased workload.
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Social Determinants of Health:
Housing and Income

Cheryl Forchuk, Kevin Dickins and Deborah J. Corring

Abstract

Social determinants of health such as housing and income
have a large impact on mental health. Community-based
initiatives have worked to address access to housing,
prevent homelessness and assist people who are homeless
with mental health problems. There have been several large
research projects to tease out multiple subgroups such as
youth and veterans and other individuals experiencing long-
term homelessness.The issue of poverty has been addressed
by exploring issues related to employment. The use of social
enterprises is a promising practice to address issues around
poverty, social inclusion and employment. Similarly, the
community has worked to move hospital-based employment
programs to the community.

Social Determinants of Health

The term social determinants of health refers to those “economic
and social conditions that shape the health of individuals,
communities and jurisdictions as a whole” (Raphael 2009:
2). Raphael gives examples of economic and social conditions
as gender, education, income and its distribution in society,
housing, employment and job security, access to food, access
to healthcare, living with a chronic disability and membership
in a minority racial group. These aspects, alone or in combi-
nation, have been shown to have a stronger association with
ill health than the effects of an individual’s behaviour related
to diet, smoking, physical activity or alcohol consumption

(Raphael 2009).

The determinants of health were integral to the drawing
up of the Ottawa Charter for Health Promotion in 1986 and
were also considered central to achieving “Health for All” by
the year 2000 and beyond. The concept of health promotion
includes people’s capacity to actively participate in control of
their health with the proviso that certain prerequisites need to
be met. These provisos link back to the social determinants of
health and include peace, shelter, education, food, income, a
stable ecosystem, sustainable resources, social justice and equity
(World Health Organization [WHO] 1986). In regard to the
promotion and maintenance of mental health, these determi-
nants are particularly significant.

Within the London-Middlesex area, we have had a number
of projects examining two specific social determinants —
housing/homelessness and income/poverty. There have been
two Community and University Research Alliance (CURA)
initiatives over the past decade to enhance capacity building in
these areas using a participatory action research (PAR) approach
through the active engagement of community agencies, people
with lived experience and researchers.

Housing

From 2002 to 2006, the Social Sciences and Humanities
Research Council (SSHRC) funded a five-year CURA project on
housing and mental health. This programmatic funding enabled
the development of research capacity within multiple commu-
nity agencies and further understanding of how these complex
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issues occur in the context of a mid-sized city surrounded by
small towns and rural communities. One priority was to better
understand the reason for homelessness increasing as a mental
health issue and to develop strategies to address this trend.
The impact of deinstitutionalization of psychiatric survivors
from long-stay hospitals to community-based mental health-
care, along with changing housing policy (from the federal to
provincial and then municipal levels), placed some individuals
at increased risk of homelessness throughout Ontario and
Canada. The deinstitutionalization process happened during a
period when affordable housing was limited, particularly the
public housing stock. Despite the dramatic decrease of avail-
able beds within psychiatric hospitals during the early 1990s, a
concurrent increase in community-based housing did not occur.
The disconnect between housing policy, income support policy,
and mental health policy at the provincial level in this period
resulted in a situation where many people with mental health
problems found themselves homeless (Forchuk et al. 2007).
For example, the Toronto shelter system found that approxi-
mately two-thirds of its population had a previously diagnosed
addiction and an additional two-thirds were diagnosed with
other psychiatric conditions (Goering et al. 2002). In London,
specific diagnoses are not tracked at the shelter level.

The provision of stable housing and having a place to call
home is a basic human need (WHO 1986). A number of strat-
egies have been developed and implemented in London that
address such concerns as preventing discharge from psychiatric
hospital wards to homelessness (Forchuk, Vann et al. 2011;
Forchuk, Godin et al. 2013a and 2013b), addressing the specific
needs of homeless youth (Forchuk, Richardson et al. 2013) and
homeless veterans (Forchuk et al. in press).

To prevent discharge to homelessness, a baseline study
was conducted to determine the extent of this issue. Using
data from London shelters and hospitals, this phenomenon
occurred, conservatively, almost 200 times per year (Forchuk
et al. 2006). An intervention was then developed to more
quickly provide in-hospital access to housing stability income
support through a partnership with the local offices of Ontario
Works and Ontario Disability Support Program, as well as
providing available housing support through the local Canadian
Mental Health Association (CMHA). This intervention, after
pilot testing (Forchuk et al. 2008), was further refined with
online support from the wards, including access to the Ontario
Works database, as well as a database of accessible housing in
the London area. Following this intervention, the shelter data
showed a 90% drop, from an original 200 cases to just 15 direct
discharges to their emergency services (Forchuk et al. 2013b;
Forchuk, Richardson et al. 2013).

Another example of a collaborative project is London
Community Addiction Response Strategy (CAReS), a
non-profit organization that aims to improve the health and
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housing outcomes of individuals experiencing homelessness
who live with the complex and co-occurring challenges associ-
ated with addiction, mental health and poverty. A recent study
explored outcomes in health and housing, as well as partici-
pants’ healthcare utilization and emergency shelter use before
and after enrollment in London CAReS. The study identified
reductions in emergency room visits, resulting in decreased
strain on the healthcare system while supporting individuals in
the community (Forchuk et al. in press).

The work of the CURA on mental health and housing/
homelessness was cumulated into a 2011 book (Forchuk,
Csiernik et al. 2011) that contains two dozen chapters of
published works emerging from collaborative efforts.

Income/Poverty

The London community was unprecedented in receiving a second
CURA from SSHRC. The second CURA initiative focuses on
poverty and social inclusion among psychiatric survivors.

The relationship between poverty and mental illness is both
straightforward and complex (CMHA 2007). People with
mental illness often live in chronic poverty, and conversely,
poverty is a significant risk factor for poor physical and mental
health (CMHA 2007). Understanding this broader context is
key to addressing poverty, through the promotion of mental
health and in supporting the recovery of persons with mental
illness. Having a stable income, either from employment or
through financial support and benefits, is directly related to
other determinants of health, namely affordable housing and
rent, food and transportation to access healthcare (Raphael
2009). Social inclusion, or the ability to engage fully in the
community, is also somewhat dependent on available finances
(Mikkonen andRaphael 2010). A community-based solution
is the development of social enterprises to provide competi-
tive quality employment for people who have experienced
a mental illness. Our CURA on poverty and social inclusion
has partnered with community agencies to evaluate these new
approaches to employment. Examples include IMPACT Junk
Solutions (IMPACT), as well as a variety of employment strat-
egies, to replace the previously closed hospital-based employ-
ment programs at St. Joseph’s Health Care London’s Regional
Mental Health Care Program in London and St. Thomas.

Transitioning Employment Programs From
Hospital to Community

Vocationally related activities have been a part of the care for
patients in St. Joseph’s mental health programs throughout its
history. Over the years, vocational activities have included farm
work, work placements within the hospital departments and
programs, greenhouse work, and light industrial packaging and
assembly. As the field of vocational rehabilitation progressed,
greater emphasis was placed on preparation for employ-
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ment, such as upgrading education and work opportunities
outside of these institutions. Sheltered workshops at both sites
preceded supported employment. Sheltered workshops provide
revenue-generating alternatives to the general labour market for
individuals with disabilities, including psychiatric disabilities,
while supported employment programs equip individuals with
necessary supports and services to be successful in competitive
employment (Canadian Association for Community Living
2011). Feedback from participants of the sheltered workshop
programs over the years has been positive. They reported
the importance of being productive, being accepted, not
feeling pressured, and having opportunities for socialization.
Unfortunately, a move from this type of sheltered “employ-
ment” to competitive employment was achieved by only a few.

The 1997 directives from the Health Services Restructuring
Commission (HSRC) of Ontario resulted in a number of
changes to the delivery of mental healthcare services in south-
western Ontario. The governance and management of the two
psychiatric hospitals was transferred to St. Joseph’s Health Care
London in 2001, during the initial phase. Subsequent phases
in 2011 resulted in the transfer of beds and related services
to four other communities, leading to a shift of resources to
the community, the closure of the two vocational programs
attached to the hospitals and the construction of two new
mental healthcare facilities. Functional planning for the two
new facilities did not involve continuing the two vocational
programs. In keeping with provincial mental health reform
philosophy, vocational and other rehabilitation services were
to be provided in the community, rather than at an institution,
in order to better assist individuals with mental illness in their
reintegration into everyday life (Ontario Ministry of Health and
Long-Term Care 2011).

The two programs were situated on the grounds of each
hospital site and were committed to providing client-centred
vocational services. The primary focus was to assist individuals
to develop employment skills and provide vocational training
and education opportunities. The predominant work that was
available consisted of light assembly and packaging from local
industry. Individuals could work a few hours or several hours
per week, depending on their wish to work and their work toler-
ance. The limitations of what they could earn placed on them
by the Ontario Disability Support Benefits and/or by other
disability pension also impacted the number of hours worked,
as did the availability of work available to individuals.

Clients accessing these services had a wide range of abilities
and potential for competitive employment. When the closure of
the two sheltered employment programs was announced, service
users expressed a significant sense of loss and anxiety regarding
their future. Reassurances were provided with alternative work
spaces in the community, but these were met with a fair degree
of pessimism.

Preparation for the closure of these services with transition to
more evidence-informed vocational rehabilitation services, such
as supported and transitional employment, began in earnest
when partnerships across sectors were formed with the local
South West (SW) LHIN: Goodwill Industries, CMHA Elgin,
and the previous Western Ontario Therapeutic Community
Hostel (WOTCH) organization, which later became part of
CMHA London-Middlesex. In order to track what happened
to individuals after these services closed and to assess the impact
on them, a formal evaluation was planned and the CURA
Vocational Transitions project became part of a larger CURA
social enterprise initiative.

The St. Thomas sheltered workshop program closed its
doors in June 2013. Goodwill developed new services in St.
Thomas, based on a light industrial contract platform. Goodwill
Pivotal was launched in July 2013, with some initial one-time
funding from the SW LHIN. It was premised on the “choose,
get and keep” model of psychiatric rehabilitation, established
in the last few decades by researchers at Boston University
(Danley et al. 1992). Goodwill Pivotal provides a social enter-
prise environment with a focus on productivity and assistance
for individuals who face barriers to competitive employment.
An additional service element was added that focused on transi-
tional employment with wraparound supports, including job
coaching, job-seeking support and a job development specialist.
CMHA Elgin received annual funding from the SW LHIN and
developed services designed to provide vocational preparation
and experiences for individuals.

With London closing its sheltered workshop in March
2014, Goodwill expanded its London operation to accommo-
date persons who were interested in pursuing employment with
them, and similar to St. Thomas, added a transitional employ-
ment element to its overall services. CMHA London-Middlesex
welcomed referrals to its individualized (particularly, placement
and support) vocational services, which were primarily based on
a place-then-support model, for those interested in the oppor-
tunities they provided. The CURA Vocational Transitions
research project has tracked individuals affected by these
closures and is nearing the end of the evaluation period, with
results to be reported in 2016.

IMPACT Junk Solutions

Designed to be an innovative solution to the high unemploy-
ment rate amongst individuals diagnosed with a mental
illness, IMPACT was launched in the spring of 2012 as a self-
sustaining social enterprise of CMHA London-Middlesex.
IMPACT provides professional junk removal and commercial
cleaning services to the London area. As a revenue-generating
enterprise that does not receive any direct funding from
CMHA or any other government source, this model poses
significant operational challenges. However, these challenges
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are outweighed by the benefits created through the develop-
ment of a competitive employment opportunity, rather than
being yet another funded program.

Having started with only 3 employees, IMPACT has quickly
grown to accommodate over 25 staff in its brief 3-year existence.
With each employee living with a mental health diagnosis, the
perception from the community, at times, is that the quality of
work will be inferior to that of a traditional provider. Contrary to
these perceptions, IMPACT has been the recipient of multiple
awards and nominations and has received recognition as the
Ontario Governmentss first ever Social Enterprise Strategy. The
employees of IMPACT were privileged in both 2013 and 2015
with the London Free Press Best of London award for the best
junk removal/recycler. This recognition signified the commu-
nity’s embracing of the social enterprise and the abilities of those
working within it.

Honoured by the Social Enterprise Strategy of Ontario,
IMPACT has established a unique business model, not only
for a social enterprise but unique for any revenue-generating
company. IMPACT operates its junk removal service with a
triple bottom line philosophy that ensures social, environmental
and financial sustainability; “Focusing on People, Planet, and
Profit” allows IMPACT to be successful while creating new
working and learning opportunities for employees.

When IMPACT employees remove items from a customer’s
home or property at a cost, they transport the items back to
their warehouse. They then carefully sort items that can and will
be kept in the warehouse and those that can be recycled, either
by another social enterprise or through other recycling avenues,
as is done with electronics and metals. The items that are kept
in the warechouse are instrumental to creating an ecosystem
of community building. Furniture and household items are
repurposed by donation to individuals and families in need,
often three to four times a week. This act of social beneficence
allows the employees of IMPACT to be in the position of service
providers, not service recipients, a responsibility they cherish
and excel in.

To date, IMPACT has diverted over 52 tons of material from
landfills, either through its recycling efforts or by donations.
This environmental stewardship has resonated with customers,
who now call upon IMPACT as opposed to other competitors,
knowing that their items can be repurposed.

In addition to junk removal services, IMPACT operates
a residential and commercial cleaning service that makes up
roughly 70% of its workforce. The cleaning contracts provide
steady, routine employment for the cleaning employees. The
cleaning contracts take place in the evening, a schedule that
employees find works well with their living habits and sleep
patterns. The cleaning staff fulfill several responsibilities beyond
cleaning the contracted properties; they also ensure that build-
ings are locked each evening and alarm systems are activated
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upon the completion of their shifts. Their relationships with
customers have been instrumental in combatting the stigma
associated with mental illness.

IMPACT has benefitted from having a workforce comprised
entirely of individuals with lived experience, as none of their
previous concerns with staff turnover, absenteeism and human
resources management have been realized. The dedication
and commitment to work demonstrated by the employees of
IMPACT illustrate the advantage that competitive employment
has on the well-being and recovery of individuals living with a

Lessons Learned

e Itis believed that the transition of vocational support
services from an institution base to that of a commu-
nity agency such as was undertaken by St. Joseph’s is
relatively unique in the group of former provincial
psychiatric hospitals.

* Although discussions began several months before the
first closure, it took considerable time to put alterna-
tives in place as they had to be built from the ground
up. Although time was spent with individuals to plan
for the change, the resulting down time for clients
proved difficult for them. Over time, many have
resumed participation in one of the alternatives but
some have not done so.

* It became apparent that some of the clients were
unable to make the transition due to a lack of ability
to transition from a sheltered environment to one that
was supportive but more demanding than the insti-
tution-based program they had been involved with
in the past. If other organizations were to consider
such an initiative, a planning period of at least one
year is recommended to ensure smooth transitions for
clients.

* The promise provided by social enterprises is worth
further exploring in mental health. While there are
many examples of successful social enterprises, they
tend to be grassroots organizations and community-
specific. Developing a social enterprise often requires
different skill sets than those typically needed within
organizations that provide mental healthcare. It
requires an entrepreneurial approach, marketing and a
strong business case to be developed.

* Linking with and learning from other social enter-
prises is an important strategy for success. The
Social Enterprise Council of Canada can be a useful
resource. However, there does not appear to be any
specific list of social enterprises specifically addressing
the needs of people with mental illnesses.
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mental health diagnosis. Growth of this social enterprise and
the awards and recognition it has already received speak to the
gains made in reducing the stigma surrounding mental illness.
The employees of IMPACT continue to develop themselves
while strengthening their communities, one junk removal call
at a time.

Implications/Conclusion

In order to address the social determinants of health, particu-
larly as they are manifested in people with mental illness and
addiction issues, it is important to foster partnerships that cross
all sectors of social care and healthcare. Those who advocate
for this specific subpopulation of society must think beyond
solutions that predominantly focus on the mental health sector.
In London, there has been a great deal of work to not only
address social determinants of health, but also to evaluate the
effectiveness of such approaches.
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Peer Support

Cheryl Forchuk, Michelle Solomon and Tazim Virani

Abstract

The Mental Health Commission of Canada defines peer
support as “a supportive relationship between people who
have a lived experience in common ... in relation to a mental
health challenge or illness ... related to their own mental
health or that of a loved one” (Sunderland et al. 2013: 11).
In Ontario, a key resource for peer support is the Ontario
Peer Development Initiative (OPDI), which is an umbrella
organization of mental health Consumer/Survivor Initiatives
(CSls) and peer support organizations across the province
of Ontario. Member organizations are run by and for people
with lived experience of a mental health or addiction issue
and provide a wide range of services and activities within
their communities. The central tenet of member organiza-
tions is the common understanding that people can and
do recover with the proper supports in place and that peer
support is integral to successful recovery. Nationally, Peer
Support Accreditation and Certification Canada has recently
been established. The relatively new national organization
focuses on training and accrediting peer support workers.
This paper focuses on a range of diverse peer support groups
and CSls that operate in London and surrounding areas.

Peer Support in Region

A review of peer support programs in the South West Local
Health Integration Network (LHIN) identified eight programs
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that were publically funded through the South West LHIN
and operated by a CSI. The programs were assessed against
promising practice criteria for peer support identified in the
literature. The majority of South West LHIN peer support
models used by CSIs were based on an informal peer support
model or a walk-in centre. In addition, some of the programs
also used a formal/intentional peer support model. However,
since intentional peer support was often reported in the absence
of formal matching (i.e., formal matching being a key element
of formal peer support), it may be possible that the identifica-
tion to a formal/intentional peer support model was used more
broadly than intended. Table 1 below (Sunderland et al. 2013)
denotes a spectrum of peer support models that range from
friendship to clinical care. Peer support models used in the
South West LHIN were more aligned to the friendship end of
the spectrum of models (see Table 2) (Mings and Cramp 2014).
The eight programs are identified by number only within the
chart. In addition, most of the beneficiaries of peer support
were identified through word of mouth, outreach and commu-
nity referrals. In some instances, referrals were made by mental
health professionals where some linkages were established,
the majority of which were not formalized. The Transitional
Discharge Model (TDM) research study implemented in the
London area provided interactions between some of the CSIs
and mental healthcare professionals and service organizations.



TABLE 1.
Spectrum of Peer Support Models

Friendship
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Informal Peer Support — naturally occurring, voluntary, reciprocal relationships with peers, one-on-one or possibly in a community

Clubhouse/Walk-in Centre — mainly psychosocial and social recreational focus with peer support naturally occurring among

participants

Self-Help, Mutual Peer Support — consumer-operated/run organization and activities, voluntary, naturally occurring, reciprocal

relationships with peers in community settings

Formalized/Intentional Peer Support — consumer-run peer support services within community settings, group or one-on-one,
focusing on issues such as education, employment, MH systems navigation, systemic/ individual advocacy, housing, food security,
Internet, transportation, recovery education, anti-discrimination work, etc.

Workplace Peer Support — workplace-based programs where employees with lived experience are selected and prepared to provide

peer support to other employees within their workplace

Community Clinical Setting Peer Support — peer supporters selected to provide support to patients/clients that utilize clinical
services, e.g., outpatient, ACT teams, case management, counselling

Clinical/Conventional MH System-Based Peer Support — clinical setting, inpatient/outpatient, institutional peer support,

Clinical Care

TABLE 2.

multidisciplinary groups, recovery centres, or rehabilitation centre crisis response, crisis management, emergency rooms, acute wards

Peer Support Programs in the SW LHIN and Types of Models Employed

Peer Informal Walk- In Clubhouse  Self-Help, Formalized/ @ Workplace Family = Community Clinical /

Support Model Centre/ Model Mutual Intentional Model Model  Clinical Conventional

Program Activity PEER Setting MH System-
Centre SUPPORT Model Based Model

1 Yes No No No Yes No Yes No No

2 Yes Yes Somewhat Somewhat Somewhat Yes No No No

3 Yes Yes Yes Yes No Yes No No No

4 Yes Yes No Somewhat ~ Somewhat No No No No

5 Yes Yes No Yes Yes No Yes Yes Yes

6 Yes Yes Yes Yes Yes No No Somewhat No

7 Yes No No No Yes No No No No

8 No No No No Yes No No No No

The major gap in the South West LHIN was the relative
absence of peer support programs in workplace and clinical
settings (e.g., community or hospital), although, with the intro-
duction of the TDM studies, several partnerships had resulted
between CSls and professional services in hospitals. Once the
two-year study grant (funded through the Council of Academic
Hospitals of Ontario [CAHO]) came to an end, there were
concerns that this type of model would not be sustained, despite
positive health and system outcomes.

CONNECT for Mental Health
One example of a group providing peer support is CONNECT
for Mental Health Inc. CONNECT is a non-profit peer

support organization run by and for individuals who have been

affected by mental illness. It was founded in 2007 by Michelle
Solomon, who was driven by her own experiences with mental
health issues and her own need for peer support. As a student
nurse, Michelle started a group at the Fanshawe College Student
Union, sharing her story and letting others know they were not
alone. Her strong vision was to create a peer support organiza-
tion in London. This was supported by other consumer/survi-
vors, and in 2011, CONNECT became an official non-profit
organization.

CONNECTs vision is to promote sustainable systems of
support that enable individuals affected by mental illness to
thrive and maintain wellness in the community. To do this,
CONNECT embarks on a three-fold mission: 1) supporting

individuals affected by mental illness, 2) educating a wide
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audience on relevant mental health topics, and 3) providing
outreach to the community to help decrease stigma and promote
early intervention of mental health disorders.

CONNECT focuses on engaging youth and young adult
populations and maintaining face-to-face contact with individ-
uals in the community. Meetings occur at the local library or
coffee shop and in community spaces. There is an emphasis
on “getting into action for mental health,” where individuals
are encouraged to be active participants and experts in their
own recovery. Volunteers offer emotional support, support
that encourages positive coping and self-management of mental
illness. To date, CONNECT has more than 50 volunteers
who offer both group and one-to-one peer support services.
media websites and are then trained in peer support through

CONNECT and OPDT’s peer support core essentials program.

Support
CONNECT provides peer support in group settings. The
longest-running program is the weekly coffee “socials,” where
individuals drop in to gain emotional support from others
who have “been there.” There is also an eight-week recovery
group, started in 2012, that addresses topics that promote self-
management and the exploration of tools to help prevent crises
and maintain wellness. This group occurs at the local Canadian
Mental Health Association (CMHA). In 2013, CONNECT
started a student support group at Western University for
students in need of support with mental health and school.
CONNECT partnered with Lawson Health Research
Institute, London Health Sciences Centre, and OPDI in 2013
to provide transitional support to individuals being discharged
from the hospital. The TDM, funded by CAHO, expanded
CONNECTs provision of peer support in the community. In
this program, peer coordinators have a presence on the hospital
ward, offering peer support to clients and also matching clients
with volunteers who further support peers in the community
after their discharge. Furthermore, in 2014, St. Joseph’s Health
Care’s Parkwood Institute invited CONNECT to offer peer
support to their clients, allowing CONNECT to provide
support to individuals who are in hospital for longer periods
of time.

Education

As a consumer/survivor voice, CONNECT works with organi-
zations in the community to provide education to the public on
topics concerning mental illness and recovery. From 2008 to
2012, CONNECT partnered with the London Public Library
(central branch) to provide workshops on various mental disor-
ders and mental health and to raise awareness about supports.
To date, CONNECT partners with organizations who want to
provide information and raise public awareness on mental health.

34 Healthcare Quarterly Vol.18 Special Issue 2016

Outreach
In addition to working with community organizations to facili-
tate educational events, CONNECT has an outreach team,
whose purpose is to connect with the community, particularly
with youth, to decrease stigma associated with mental illness,
promote early intervention and connect individuals to peer
support. Volunteers share their personal experience with mental
illness and recovery through public speeches. Venues include
Western University and other public forums in the community.
In a community that is in need of various types of support
for mental health struggles, CONNECT has seen an amazing
response from its residents. People are likely to open up to
individuals who have “been there,” and in turn, gain emotional
support, which places people with lived experience in an oppor-
tune situation to help. With the proper training, mentorship
and financial support, peer support can be used to help people
maintain wellness. The key to starting a peer support group is
to listen to the needs of individuals, work with people who share
the same vision for the group and foster leadership from people
who are passionate about helping others. With a dedicated team
and support from the community, anything is possible.

Tips for Starting a Peer Support Group from CONNECT
Vision: Create a vision for the group. What is the group trying to achieve?
Audience: Who is the audience?

Goals: What are the needs of the group and how will you meet those
needs?

Guidelines/Contract: How will people share? Is everyone expected to
share? What topics will not be discussed?

Facilitation: Are the facilitators trained in peer support? Is this training
evidence based?

Topics/Discussion: Will there be specific topics? Are topics evidence
based? Is discussion random or structured?

Crisis Management: How will adverse events be handled to maintain the
safety of the group?

Boundaries: Participants are experts on their experience and don't give
advice. Use “I” language. It's social support, not clinical support.

Local Innovation and Consumer/Survivor
Groups Involvement in Research

CSIs have a long involvement in research generally. This is
illustrated with the involvement in the TDM. The TDM is
an evidence-based approach that includes both peer support
and continued involvement of inpatient staff until a thera-
peutic relationship has been established with the community
care provider (Forchuk et al. 2013; Forchuk et al. 2007a and
b). It was originally developed through a participatory action
research project, including front-line hospital and community



staff, consumers who were currently hospitalized as well as ones
who had successfully made the transition to the community,
and researchers. The pilot ward was a long-term schizophrena
program, where length of stay was typically many years. The
concept of providing a safety net of relationships, both profes-
sional and through a peer friendship model, was the cornerstone
of what people said they needed to make a successful transi-
tion out of hospital. All 38 inpatients on the pilot ward were
successfully transitioned to community care (Forchuk, Chan
et al. 1998; Forchuk, Jewell et al. 1998; Forchuk, Schofield et
al. 1998; Schofield et al. 1997). TDM has since been tested
in a number of wards. For example, in a randomized cluster
study with 26 tertiary care wards (13 implementing TDM
and 13 with usual care) across four hospital sites, the length
of stay on the TDM wards dropped by 116 days per person
(Forchuk et al. 2005). The TDM has been replicated in many
places. For instance, after a successful randomized trial on acute
care wards in Scotland (Reynolds et al. 2004; Sharkey et al.
2005), where the control group was more than twice as likely
to be readmitted, the Scottish parliament declared TDM a best
practice. More recently, TDM was identified as a best practice
by CAHO (n.d.). CAHO supported an implementation project
to extend the model. Two London hospitals (London Health
Sciences Centre and St. Joseph’s Health Care London), OPDI
and local peer support organizations were recently involved,
with the Lawson Research Institute as the lead site.

TDM was implemented in collaboration with OPDI on 14
wards (eight tertiary, six acute) in nine hospitals across Ontario.
Peer support coordinators and volunteers/workers based out
of CSIs partnered with participating hospital wards to offer
the peer support component of the TDM. The average length
of stay on the participating wards dropped by an average of
9.8 days, which freed up the equivalent of approximately $33
million. As well, consumers being discharged reported feeling
better supported and less anxious in making the transition to
the community.

Recent Regionwide Work
The South West LHIN has sponsored the development of
a regional peer support strategy focusing on strengthening
existing peer support models that promise practices while
addressing identified gaps. This strategy is in alignment with
Ontario’s 10-year mental health and addictions strategy, which
states, “An Ontario where all people have the opportunity to
thrive, enjoying good mental health and well-being throughout
their lifetime — an Ontario where people with mental illness or
addictions can recover and participate in welcoming, supportive
communities” (Ontario Ministry of Health and Long-Term
Care 2011: 4).

A key South West LHIN peer support strategy is the devel-
opment of partnerships between CSIs and mental healthcare
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programs in the community and in hospital. A stakeholder
engagement process was used to identify the following hopes,
aspirations and outcomes that stakeholders wished to achieve:

* Regionwide acceptance of peer support as a valid and effec-
tive intervention

* Availability of peer support wherever individuals are in
their recovery journey — community, hospital, outpatient,
work and school, as well as wherever they live in the region
— urban, rural or remote locations

* Appropriate and sustainable funding to support implemen-
tation of models based on promising practices

* CSIs and mental health providers working in a true
partnership — as true partners, peer supporters are part of
the planning and ongoing oversight of mental health and
addiction programs

¢ Standards for peer support practices linked with
accountability

* Continuous support and improvement of existing peer
support programs, while filling the gaps with new models
where these are needed, such as models that include
partnership with clinical agencies. Expand mandates of
existing programs, where appropriate and feasible, to
address gaps

* Deer support programs — no matter where they exist —
in CSI or on mental healthcare teams — are part of a peer
support network of sharing and learning

Areas of Focus and Goals

Stakeholders reflected on a set of promising practices identi-

fied through the literature and assessed their own peer support

programs against these practices. The findings from the self-

reflections, or self-assessments, of these programs were presented

at an in-person stakeholder meeting. Through discussions and

an exercise to rank priorities, the following four areas of focus

were identified for the peer support strategy:

*  Models of peer support

* Standards in training and investments in people

* Linkages and integrated processes with the mental health-
care system

* Governance and infrastructure support

The South West LHIN will be sharing the peer support
strategy with our board in October 2015 to receive a motion to
accept the report, recommendations and suggested next steps.
Some readiness activities are already underway.

Conclusion

Peer support has a long and valued role within the London area
as well as across the entire South West LIHN. The groups in
the area have a strong history and are continuing to evolve to
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address the needs of people who experience mental health and
addiction challenges. Many of the groups began as grassroots
organizations. They tend to offer more informal forms of peer
support. A major area of potential growth is with more formal
arrangements with clinical services. An example of where this
does occur is with the TDM, which encourages partnerships
between psychiatric wards and consumer organizations. Some
groups also have formal arrangements with the local CMHA
offices, but these are often informal systems. Using evidence-
based approaches, CSIs and peer support organizations in
London, Ontario, as well as throughout the LHIN, are working
together in partnership with others to provide strong support
to individuals with mental health and addiction issues. The
strong partnerships with CSIs and research have supported the
evidence base, demonstrating the benefits of peer support.

Lessons Learned

* Consumer organizations that provide peer support
often start as grassroots, volunteer organizations. As
they grow and experience success, the need to look at
funding increases. Start looking at diverse sources of
funding as early as possible.

* Linkages and communication with the formal mental
health system ensures that the consumer’s voice is
heard, provides support and increases referrals.

* DPeer support organizations need to work together
and provide peer support for each other. They have
an unique role within the healthcare system and can
provide concrete learning and assistance to each other.
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Prevention and Early Intervention
Program for Psychoses (PEPP)

Ross M.G. Norman and Rahul Manchanda

Abstract

The Prevention and Early Intervention Program for
Psychoses (PEPP) was established in 1997 for individuals
with first-episode non-affective psychotic disorder. The
objectives of PEPP are to improve outcomes for clients
by providing a prompt, comprehensive, coordinated and
effective treatment program as well as to advance research
concerning early intervention for psychotic disorders. This
article describes the clinical and research program and the
lessons learned.

Introduction

Psychotic disorders, such as schizophrenia, are amongst the
most personally disruptive and costly of psychiatric condi-
tions. Although medical interventions have proven effective
in reducing positive symptoms such as hallucinations and
delusions, their impacts on negative symptoms, including
reduced motivation and expressiveness, and other characteris-
tics associated with the illness, are less robust (Miyamoto et al.
2012). Psychosocial interventions also have proven benefits on
symptoms, functioning and quality of life (Turner et al. 2014)
but are not always readily available in effective form (Lehman
and Steinwachs 1998).

Symptoms of psychosis typically have their onset in late adoles-
cence or early adulthood. If they are not successfully treated,
psychotic illnesses can have a very deleterious impact on the

long-term prospects of affected young people as exemplified by
repeated hospitalizations, high rates of unemployment, poor
quality of life and high rates of suicide. It is important, there-
fore, to promptly provide the best possible treatment to those
who develop a psychotic disorder.

Over the past 20 years, there has been considerable enthu-
siasm for reforming mental health services in order to provide
excellent care more quickly, particularly for young people
(Coughlan et al. 2013). Much of this work has been spear-
headed in the field of early intervention for psychotic disor-
ders (McGorry 2015). The Prevention and Early Intervention
Program for Psychoses (PEPP), in London, Ontario, was one
of the first developed within North America for the purpose of
providing better services more quickly to improve outcomes for
young people with psychotic disorders. From its inception in
1997, PEPP has been an integrated clinical and research program
devoted to not only developing and providing improved clinical
care but also evaluating outcomes for patients, developing a
research base for improving service delivery and better under-
standing the nature of psychotic disorders and determinants of
outcome (www.PEPP.ca).

Clinical Program

The core features of the PEPP clinical program include the
following:
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a) Initiatives for case detection and rapid assessment of

b

=

o

d

=

previously untreated individuals showing possible
symptoms of psychosis; prompt initiation of treatment of
those found to have a non-affective psychotic disorder. To
facilitate case identification, PEPP has carried out educa-
tion programs with schools, community service agencies
and healthcare providers concerning the symptoms of
psychosis and the importance of early intervention. In
addition, PEPP has an open referral policy, responding to
enquiries from anywhere in the community — including
families and potential clients — without the need for
physician referral. Initial screening is carried out by a
psychiatric nurse or social worker within 24 hours and,

if indicated, this is followed by an appointment for a full
assessment with a psychiatrist, offered within one week.
Individuals between the ages of 16 and 40 with a previ-
ously untreated psychotic disorder who live in the defined
catchment area are immediately accepted into the program
— there is no waiting list. Those who present with other
mental health problems are referred to alternative services.
Following admission to PEPD, a treatment plan is
developed in collaboration with the client and, when
feasible, family. Using standardized scales, assessments of
symptoms, functioning and living circumstances are carried
out on a regular basis during the individual’s treatment to
assess progress and identify needs, and treatment plans are
updated as indicated.

Flexibility in assessment and treatment approaches in order
to facilitate engagement. There can be significant barriers
to an individual’s willingness to accept treatment, even
when a psychotic disorder is clearly present. These barriers
include an ill person’s poor insight about the presence of

a disorder (Amador and David 2004) and the perceived
stigma of having a serious psychiatric illness (Corrigan
2004). It is sometimes necessary to show considerable
flexibility and creativity to facilitate and maintain engage-
ment. Assessments and clinical interventions are, when
necessary, undertaken outside of the clinic, including in
the home. While pharmacological interventions can be
essential, we do not insist that clients take medications

in order to be provided with support and education. In
order to encourage engagement and reduce disruptions,
hospital admission or compulsory treatment is used only
when absolutely required. Considerable efforts are made
to negotiate a shared understanding of what is wrong and
what is required between clinicians and families.

Provision of comprehensive and coordinated pharmaco-
logical and psychosocial interventions to quickly address
the acute symptoms of psychosis and bring about recovery.
Given evidence of fragmented and poorly coordinated
delivery of services for individuals with psychotic disorders
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e)

f)

in the past (Bachrach 1986), an assertive case manage-
ment model (Mueser et al. 1998) is central to PEPP. The
case manager is responsible for ongoing assessment of the
client’s needs, coordinating interventions and advocating
for the client’s needs.

Provision of interventions designed to achieve several
outcomes. Often, the first priority is reduction of the
disruptive and bizarre symptoms of psychosis, which

can include hallucinations and delusional thinking.
Pharmacological interventions are usually an essential
factor in addressing such symptoms. The rationale for
choice of antipsychotic medication is explained, and treat-
ment is generally initiated with as low a dose as possible
and gradually increased as needed. Symptom response
and side effects are closely monitored. When adherence to
oral medications is problematic, longstanding injectable
preparations can be used. Often, particularly over the first
months of treatment, adjustments in type and dosage of
medication are required.

Experiencing a psychotic disorder is very disruptive
to a young personss life, often accompanied or preceded by
difficulties in school or work, disruptions in interpersonal
relations and social support, substance abuse, anxiety and/
or depression and the so-called negative symptoms of social
withdrawal, decreased motivation, emotional expression
and social engagement. These phenomena (often exacer-
bated by the stigma of having a serious mental illness) can
present major barriers to an individual’s full personal, social
and functional recovery. PEPP provides both individual
and group interventions to address these concerns.

All clients receive supportive therapy from their case
managers. Specific psychological interventions, such as
cognitive behavioural therapy, are provided through the
Program’s clinical psychologist to address problems with
anxiety, depression and substance use. Interventions are
also delivered through several group formats, including
the Recovery through Activity and Participation (RAP)
group, which provides low-stress activities to enhance
daily functioning; the Youth Education Support (YES)
group, which is designed to assist clients in the process of
recovery by preventing relapse and encouraging resump-
tion of important roles; and Cognitively Oriented Skills
Training (COST) group, which addresses any challenges
in cognitive functioning in order to facilitate clients’
return to school or work.

Involvement of families. Psychotic disorders have implica-
tions for the families of those afflicted, and families often
play an important role in identifying the psychosis and
facilitating engagement in treatment and recovery. From
the time of initial contact with PEPP, strong efforts are
made to involve families in the assessment process, in
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Lessons Learned

Our experience in developing the program, our research, and
findings from other centres, support the following conclu-
sions relevant to delivering early intervention services for
individuals with psychotic disorders.

* Earlier intervention (shorter treatment delay) is associ-
ated with better treatment outcomes (Marshall et al.
2005; Norman et al. 2007).

* Reducing treatment delay is challenging (Cassidy et al.
2008; Lloyd-Evans et al. 2011) and needs to include
educating both the public and healthcare professionals
about the symptoms of psychosis and the need for early
intervention.

* Specialized early intervention services for psychosis,
which are designed to specifically address barriers to
service engagement and the needs of young people
experiencing psychotic illness, bring about better
outcomes than standard mental health services (Craig et
al. 2004; Petersen et al. 2005). Continuing to provide
less intense specialized services increases the likelihood
that benefits will persist (Norman et al. 2011). There
is evidence that early intervention programs can also
lead to healthcare cost savings (Goldberg et al. 2006;
McCrone et al. 2010).

* Recovering from a psychotic disorder requires more
than the reduction of acute symptoms through medica-
tion and includes psychological, functional and social
dimensions (Norman et al. 2013; Windell et al. 2012).
Addressing psychological and social influences, as well as
substance use, are important in bringing about broader
recovery (Carr et al. 2009; Norman et al. 2012b;
Windell and Norman 2013).

* Ideally, there should be ongoing monitoring and
measurement of the services being provided to clients
and families and of their outcomes. It is important
to keep examining the logic and effectiveness of the
program. This would help in the identification of areas
needing improvement and lead to necessary adjustments
in the program model and service delivery (Rossi et al.
2004). Although the rationale for such an approach
seems impeccable, there are considerable difficulties
in obtaining reliable and relevant information in the
context of a busy clinical service and regularly providing
feedback to the program. Ideally, there would be
personnel whose time could be devoted to facilitating
such a process, but few programs can support such a

resource. Even with such supports, obtaining the neces-
sary information from busy clinicians who are already
struggling to meet broader institutional reporting
requirements is challenging.

The symptoms of an acute psychotic episode are often
very distressing and disruptive and can require hospi-
talization. Dedicated beds for specialized early psychosis
care, and close coordination between the services
provided by an early intervention program such as PEPP
and inpatient services, are essential (IEPA Working
Group 2005). In addition, physical proximity to an
inpatient service allows prompt and effective response
to situations where there is urgent need for hospitaliza-
tion and also facilitates the engagement of first-episode
inpatients into PEPP. On the other hand, it is also
desirable that early intervention programs be located in
non-stigmatizing community settings. Balancing these
needs and protecting the required inpatient resources
has proven difficult.

* As noted earlier, there are several psychological, social

and economic aspects to recovery. Given the young age
at which psychotic disorders usually occur, issues related
to employment are very important. Employment can
provide financial benefits and may also yield benefits
for symptoms and psychological well-being (Burns et al.
2009; Priebe et al. 1998). The addition of an employ-
ment counsellor to our staff has been helpful in begin-
ning to address clients’ employment needs, but much
remains to be done. The development of a supported
employment program (Mueser and McGurk 2014) and
possibly the development of social enterprises (Gilbert
et al. 2013) would be of considerable assistance in
increasing actual employment rates among our clients,
but these require additional resources.

Early intervention services are by definition time-
limited (IEPA Working Group 2005). For those clients
requiring continuing specialized care, it is important
that appropriate long-term services be available (Kam
et al. 2015). There have been significant difficulties

in accessing such services within the London region,
resulting in many clients continuing to receive follow-
up services from clinicians within PEPP. This situation
results in the diversion of resources and threatens the
program’s capacity to continue to provide ready access
to services for individuals and families dealing with a
recent-onset psychotic disorder.
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supporting engagement and treatment and in facilitating
recovery. Families themselves usually need help and PEPP
endeavours to provide this help through education about
the illnesses and treatments, as well as practical advice
and support for coping with the challenges families face.
These have been provided through educational workshops,
which include information on the nature of psychosis,
treatment and psychosocial issues related to outcome;
individual family interventions; and a parent support
group. In addition, video materials were developed to help
educate and support families. Families can provide impor-
tant mutual support for one another and can be strong
advocates for those with psychotic disorders and provision
of required services (Norman et al. 2008a).

Intensive treatment within PEPP usually occurs for
a minimum period of two years, with additional follow-up
for up to a total of five years.

Research

From its inception, PEPP has functioned as an integrated
clinical and research program, focusing on pathways to care
(Norman and Malla 2009), treatment outcomes for our clients
(Norman et al. 2011), the influence of treatment delay on
recovery (Norman et al. 2007; Norman et al. 2012a), the stigma
associated with psychotic disorders (Norman et al. 2008b), the
nature and determinants of recovery from psychosis (Windell
et al. 2012), as well as furthering understanding of the basic
pathology of schizophrenia and related psychotic disorders
(Manchanda et al. 2005; Manchanda et al. 2014).

Conclusions

Although we and our colleagues at PEPP feel some satisfac-
tion in what has been accomplished, we are very aware of the
continuing challenges in developing and evaluating an early
intervention program for psychosis. Even though PEPP has now
been in existence for almost 20 years, we must always consider
it a program under development. Its ongoing evolution has to
respond to new knowledge generated in the field (e.g., Bird et
al. 2010; Wunderink et al. 2013); the evolving standards of care
(Addington et al. 2009) and our own recognition of our clients’
current needs and weaknesses of the program. These challenges
have to be addressed while dealing with constraints posed by the
local mental health service delivery system.
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Early Intervention in Mood and
Anxiety Disorders: The First Episode
Mood and Anxiety Program (FEMAP)

Elizabeth A. Osuch, Evelyn Vingilis, Sandra Fisman and Carolyn Summerhurst

Abstract

The First Episode Mood and Anxiety Program (FEMAP) was
developed for youth with mood and/or anxiety concerns
in London, Ontario, to provide early intervention for these
disorders, similar to the first-episode psychosis programs
across Ontario and Canada. The logic and causal models
of the pathway to and through FEMAP are described and
inclusion/exclusion criteria are delineated. Results of the
process evaluation of the model and preliminary data from
a treatment-effectiveness evaluation and ongoing cost-
comparison evaluation are provided. Several characteristic
quotes from youth utilizing the service are included, as is
an overview of utilization statistics. Challenges and lessons
learned are conveyed.

Background

Many facts support early intervention. First, 75% of all mental
illnesses start before the age of 25 (Kessler et al. 2007). Second,
early intervention is the medical standard for chronic and/
or episodic illnesses, including diabetes (Nathan et al. 2007),
chronic pain (MTUS 2009), heart disease (Grady et al. 2000),
arthritis (Emery 2002), multiple sclerosis (Jacobs et al. 2000)
and cancer (Smith et al. 2006). Third, provincial and national
initiatives for early identification and intervention of psychosis
have been standard for over a decade (Ehmann et al. 2004).
Finally, mood and anxiety disorders respond well to treatment,
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particularly if treated early (Perry et al. 1999; Kennard et al.
2009; Rapee et al. 2009; Berk et al. 2011; Otte 2011).

Given these facts, it is remarkable that, in 2006, no services
were available for psychiatric help for teenagers with a mood
or anxiety problem in London, Ontario, with a wait time of
less than 18 to 24 months. Moreover, accessible psychiatric care
was ridiculously brief — one to two visits to the hospital’s urgent
consultation service, usually accessed through the emergency
room (ER) or other physician referral. The expense to the system
determined by this care pathway, almost necessitating a visit to
the ER, was equally untenable. And this situation was not unique
to London, Ontario (EAO, personal communication).

The negative economic consequences of non-treatment of
mental illnesses far exceed the direct costs of treatment (Hu
2006). For mood and anxiety disorders, the hidden cost of
non-treatment may include youth dropping out of school,
thereby not achieving their academic potential, which in turn
leads to underemployment and the need for social assistance.
Disturbed family and friend relationships are also common
and, without intervention, there is further deterioration of
youth’s social supports. Some youth resort to substance abuse
to manage their symptoms. Suicide, the second leading cause of
death in 15- to 24-year-olds in Canada (Langlois and Morrison
2002), can be the final conclusion to untreated mood and
anxiety disorders.
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The Rea Chair of Affective and Anxiety Disorders was created
through a generous donation from the Rea Family Foundation.
Filled in late 2005, the position established a commitment to
furthering research excellence in the understanding and treat-
ment of mood and anxiety disorders. The incoming psychiatrist
(EAO) was interested in brain imaging and the neurocircuitry
of reward processing in major depressive disorder in the early
stages, before patients have lived through years of debilitating
illness. This led to the emphasis on identifying late teens and
young adults with depression in 2006. What was not a surprise
was that depression in youth was prevalent. What was a surprise
was that after completing research protocols investigating brain
pathophysiology there was nowhere to send these youth for
treatment. That was the inspiration for the First Episode Mood
and Anxiety Program (FEMAP).

Local Innovation

FEMAP started as one psychiatrist (EAO) with the ardent
support of the then department chair (SF). FEMAP was
modelled on the early psychosis program in London — the
Psychosis and Early Intervention Program for Psychoses (PEPP)
(Norman and Manchanda 2015). PEPP includes the ability to
self-refer, emphasis on ambulatory services, short wait times, no
artificial discharge dates and focus on first episode. In addition,
the integration of clinical care and clinical research is standard.

With that backdrop, FEMAP took shape. Mood and anxiety
disorders caught early are treatable with psychotherapy and
psychopharmacology, even though they often recur (Perry et al.
1999; Morriss et al. 2007; March et al. 2009; Rapee et al. 2009).
By 2011, funded by the department of psychiatry, charitable
donations and research project funding, FEMAP had 1.6 full-
time equivalents of psychiatrist, a full-time intake assessment
clinical social worker, a one-day-per-week addictions therapist, a
one-day-per-week family therapist and a receptionist. By 2013,
charitable donations had supported hiring a psychologist two
days per week.

In early 2009, with the help of the department chair (SF) and
support of the St. Joseph’s Health Care Hospital board, FEMAP
moved from limited hospital space to a renovated house in the
community. This provided a much friendlier, welcoming and
less stigmatizing environment for youth. With guidance from
our health systems evaluation expert (EV), we set about to fully
describe and evaluate FEMAP.

FEMAP’s goal is to catch mood/anxiety disorders early,
identify youth and treat them effectively before they veer off
their normal developmental trajectory. The causal and logic
models, updated from previous versions (Ross et al. 2012;
Osuch et al. 2015), are illustrated in Figure 1. The upper
diagram reflects experiences/changes expected in youth with
mood/anxiety problems on their pathway to and through care;
the logic model presents program activities to effect the expected

changes. The logic model includes outputs (program activities)
and short-, medium- and long-term outcomes, such as a reduc-
tion in ER and inpatient psychiatric service utilization, school
dropouts and suicide attempts.

Programmatic activities of Phase I involve community
outreach, in-person and in-depth assessment and the establish-
ment and communication of recommendations to youth. The
recommendations include acceptance into FEMAP for treat-
ment versus the decision that the youth would be better served
in another program or, in rare cases, reassured that no specialty
mental healthcare is needed. If youth are referred elsewhere,
facilitation of that transition is attempted.

Phase II involves full psychiatric or psychological evaluation,
treatment and recovery from illness. Two possible long-term
outcomes are: 1) sustained recovery from illness or 2) eventual
recurrence of illness requiring episodic care or lack of remission
and the need for prolonged care. Due to the natural course of
mood and anxiety disorders, some youth will have sustained
recovery while others will experience repeated episodes of illness
or chronic illness.

Adherence to strict inclusion/exclusion criteria has been
essential to optimize scarce resource utilization. These criteria
for FEMAP are as follows: mood or anxiety symptoms as the
primary problem; age 16-25 (previously 16-26); no develop-
mental delay or severe learning disability; no primary substance
use that preceded the onset of mood/anxiety symptoms; no
major medical problems; no ongoing legal charges; and less than
18 months of prior psychiatric medication treatment. These
criteria were designed for one primary purpose — maximizing
the probability that youth admitted into FEMAP could recover
with the level of treatment available, given the lack of resources.
Youth were screened by using a brief telephone interview.

Results of Innovation

Pathway to Care
Phase I has undergone a process evaluation to determine
whether it has been meeting its goals as a pathway to care; the
results indicate that the outreach was effective and the model
was attracting youth in need of specialty psychiatric care, as
indicated by their severity of symptoms and level of functional
impairment (Ross et al. 2012; Osuch et al. 2015). Given the
ability of youth to access FEMAP without a physician referral,
careful screening according to FEMAP inclusion/exclusion
criteria and a full in-person assessment by a skilled clinician
have been important in reducing over-inclusion of inappro-
priate patients, a potential negative unintended consequence
of open access.

In the early evaluation, approximately 73% of 548 youth
who contacted FEMAP were appropriate and were accepted
into the program after screening and assessment (Osuch et al.
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FIGURE 1.

Pathway through care and Logic model of the First Episode Mood and Anxiety Program (FEMAP).

A. Pathway through care of FEMAP. including two phases that support youth on their trajectory through care. Phase | consists of outreach, intake and
assessment of youth with mood/anxiety concerns. Phase Il involves full psychiatric/psychological evaluation, and then treatment and, ideally, recovery to

baseline functioning.

Brief telephone sxreen

Phase | Concerned Youth [ Contacts FEMAP —) Assessed [ m

L Referred/
Reassured

Episodic or
Evaluated Treated R d
- - =

Sustained
Recovery

B. Logic model indicates outputs (activities and participation) as well as outcomes or impact, including short-, medium- and long-term impacts. Potential

unintended consequences are listed as well. FMD = family medical doctor.

Outputs
Activities Participation Short-term
Phase I: Youth age 16-25 with concerns

Intake process allows for
self-referral

Assess and identify: level of
symptom severity; symptom
clusters; level of functional
impairment

Direct youth to needed
services: FEMAP or other

related to mood and/or anxiety
with or without substance use

FEMAP staff provide assess-
ment of youth with mental
health and substance use
concerns

Psychiatric, psychological,
addictions and family therapy
specialty treatment services in

one location
Phase Il:

Provide treatment, as
clinically indicated

Direct access of youth
with significant mood/
anxiety concerns to mental
health services, when
they're ready

Less usage of Emergency
Services as first paint of
contact for psychiatric
care by youth

Outcomes — Impact

Medium-term Long-term

Reduction in functional
impairment of youth with
mood/anxiety concerns

Fewer untreated youth
with mental illness

Reduced youth school drop-
Recovery from mood/ out and unemployment
anxiety and substance

; Reduced youth suicide
use disorder(s)

Reduced inpatient
psychiatric service use

Reduced stigma; faster
recovery

Potential Unintended Consequences:
Excessive use of psychiatric specialty services by youth who are not ill enough to warrant
such services—cost implications

With no FMD referral, psychiatrist is left doing long-term care

2015). Recent, newer data indicate that this proportion has
increased to 85% in a sample of 607 youth calling for services
or referred by a physician, suggesting that the community
is getting better at self- (and physician-) screening. Of 897
youth recently assessed, less than 5% were not accepted but
only reassured that no specialty services were needed. This
indicated that over-inclusion was minimal (Osuch et al. 2015)
and the FEMAP telephone screening criteria were highly effec-
tive at minimizing clinician time spent with youth not needing
specialty care.

The pathway evaluation also revealed that the term first
episode is a misnomer in that between 60 and 70% of youth
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assessed at FEMAP had received prior treatment for mood and/
or anxiety concerns (Osuch et al. 2015). This was also evident
based on the clinical history of many youth who had not sought
prior professional help, but first episode was retained in the
program title to encourage youth to connect even when they are
unsure if they are “sick enough” to justify reaching out for help.

Referral sources for accessing the program varied. Between
2009 and 2015, a majority of youth (63% of 1332) who came
to FEMAP did so from non-physician referrals. In recent years,
non-physician referrals included those from post-secondary
school services such as university or college guidance (11%) and
secondary school services (5%).
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Treatment Effectiveness and Cost Comparison

Phase II involves full psychiatric/psychological evaluation, treat-
ment and recovery back to baseline functioning (Figure 1A).
The goal of treatment is full recovery with no artificial termina-
tion of treatment based on time. Treatment goals include stabi-
lization so that specialty mental healthcare is no longer required;
medication administration can be taken over by a family doctor
(EMD), if necessary and available.

Figure 2 illustrates the course of symptom severity for depres-
sion and anxiety in the first 88 FEMAP patients to be evaluated
in our ongoing longitudinal, prospective treatment-effective-
ness study. It also illustrates functional improvement and life
satisfaction for the same time period. Each clinical measure
indicated highly statistically significant improvement over the
course of treatment. Further results are pending completion of
this effectiveness study. The measure shown in Figure 2A is
the Montgomery-Asberg Depression Rating Scale (MADRS)
self-report version, which has 9 questions, and possible scores
range from 0 to 27; high score indicates low mood/higher
depression and scores greater than 10 indicate probable or
undoubted need for treatment (shown by the horizontal line in
Figure 2A). MADRS scores were highly significantly better at
4-month follow-up, and fell below the threshold score for need

FIGURE 2.

for treatment. The Reiss-Epstein-Gursky Anxiety Sensitivity
Index (ASI) (Figure 2B) has16 questions with possible scores
ranging from 0 to 64; high score indicates greater anxiety. The
Sheehan Disability Scale (SDS)(Figure 2C) has three Likert-
scale questions resulting in a total score ranging from 0 to 30.
A score of 5 on any one of the subscales indicates clinically
significant functional impairment. The bar graph illustrates
mean total scores at the three time points shown; there was
highly significant improvement in functioning at the 4-month
follow-up. The Quality of Life Enjoyment and Satisfaction
Questionnaire — Short Form (QLESQ) (Figure 2D) has 14-item
scale ranging from 14 to 70. Again, the bar graph shows that the
youth in treatment at FEMAP experienced a highly significant
improvement in their life enjoyment and satisfaction scores.

In spite of high rates of remission in youth with mood/
anxiety disorders, there are several possible long-term outcomes.
Recovery can be sustained over time or the course of illness can
be marked by recurrent episodes, or, for the most ill patients, by
the need for prolonged care and incomplete recovery. The proba-
bility of subsequent depressive episodes is significantly higher
after one depressive episode, even when treatment is optimal
(Melartin et al. 2004; Vittengl et al. 2007). Anxiety disorders also
can recur (Nay et al. 2013). Thus, as with other episodic illnesses,

Treatment effectiveness of the FEMAP model for the first 88 patients evaluated in phase Il of the pathway

through care

Assessment Evaluation 4 months

80

nF

60 -

40 L L )

Assessment Evaluation 4 months

Assessment Evaluation 4 months

Evaluation 4 months

Assessment

* indicates clinically significant changes of p<.001 at time points indicated, as assessed with repeated measures ANOVA.
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establishing a positive working relationship with care providers is
important so that repeat episodes will be captured early and long-
term problems prevented. Often, the only difference between a
mild-to-moderate mental illness and a chronic and persistent
one is the passage of time and the absence of adequate treatment.
A long-term, one-plus year follow-up study of the therapeutic
effectiveness and cost-effectiveness of FEMAP is underway.

FEMARP allows youth to return to treatment for subsequent
episodes of care, provided they have not drastically aged out of
the program. When a youth has been highly engaged with the
program, gotten better and been discharged, only to have a recur-
rence several years later, it is clearly most clinically and economi-
cally efficient to have FEMAP treat that individual again.

Formal cost effectiveness studies of FEMAP are pending, but
data using several relevant cost comparisons have proven illustra-
tive. In the United Kingdom, the London School of Economics
found that paying for non-physician mental healthcare providers
(social workers, psychologists) to conduct treatment through
the National Health Service provided an overwhelming savings
compared with the cost of social assistance (Layard 2006). To
conduct a similar but simpler analysis, we compared the cost
of 4 months of treatment at FEMAP to several other common
mental healthcare—related costs.

The average cost of 4 months of treatment at FEMAP for
the first 63 patients in our study was determined by chart
review. These costs included all clinician sessions (psychiatrist,
psychologist, addictions worker; all group or individual therapy
sessions), laboratory tests ordered, and medications prescribed
by FEMAP clinicians. This averaged $1634 per patient. In
contrast, the cost of compelling an individual to a psychiatric
evaluation in an ER using Form 1 of the Mental Health Act
in Ontario, plus the cost of the ER visit, was approximately
$2188 per patient, based on 330 such cases at the London
Health Sciences Centre in fiscal year 2013-2014. Further, the
cost of being on the Ontario Disability Support Program for 4
months, based on the pay-out costs to the provincial budget as
of September/October of 2014, was $4392 per patient. From
these estimated cost comparisons, it is reasonable to suspect
that effective, early, outpatient treatment of youth with mood/
anxiety disorders may be a much wiser investment of social
dollars than failing to treat these illnesses in the early stages and
paying the longer-term consequences.

Patient Experience
In the context of a research project, we interviewed patients
about their past experiences with mental healthcare in general
and with FEMAP in particular. Responses revealed how youth
experienced the mental healthcare system and the path to
receiving care within it. lllustrative quotes are below.
Comparing previous mental healthcare services to FEMAD,
one young man stated:
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...outside of FEMAR trying to find an appointment with
a psychiatrist was freaking ludicrous, like it was unreal,
and I can’t even begin to imagine the situation I would
have been in if [ wasn’t supported by my parents. Like I
don’t even know, man, what people must be going through.
It was insane. So that like blew my mind, especially when
we talk about how this is Canada and universal healthcare
and all that, and its completely inaccessible. (male, age 25)

About getting help at FEMAP: “It has gotten easier. The first
couple of times ... its the hardest thing in the world trying to open
up to a complete stranger, [to tell them] something you've never told
another living soul.”

About his treatment provider at FEMAP this individual
stated:

She really does seem to care, and ubb, [is] talking a lot
more than any other doctor I've had. Like I was afraid of it
at first, but I've really started to — I don’t think ‘enjoy’ is the
right word — but it’s good.... This is the first place I've come
to where Tve actually felt a proper patient—doctor dynamic.
I'm more than just a chart. They actually want to find out
what’s wrong and deal with that.

In contrast, regarding prior treatment in other settings, he
stated: “And, yeah, just the in and out, the in and out like, Just
take these pills,” just doesn’t work.” (male, age 26)

There is an expectation that FMDs will be the major
providers of mental healthcare for youth with mood and anxiety
concerns. However, some youth had strong opinions about that
model:

1 was uncomfortable especially because a family doctor to me
doesn’t ... like you go there for physical things. That's what
was in my mind and I was like, ‘How am I supposed to tell
him what’s going on? Like, he’s probably going to judge me
and stuff like that, because I'll have to go back to him later
to talk about physical things and it might be awkward’ .. ..
It was very awkward, yeah. Umm, be is definitely more of,
like, a medical kind of guy and I didn’t feel comfortable
telling him my feelings at all and wmm, I just wanted to get
out of there as soon as possible. (female, age 18)

The need to have an empathic treatment provider who cared
emerged repeatedly.

Well, I was treated like a person, not a ... just some experi-
ment or study. I sort of expected having [the treatment
providers at FEMAP] just be there to help me get better,
but I didn’t think that they would necessarily invest all the
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time and emotion that they did into me.... But they still
did because they genuinely cared about me, and I wasn’t
expecting that. (female, age 17)

Challenges and Ongoing Need

There have been challenges along the way. FEMAP has
assumed care for several patient groups that it was not specifi-
cally designed for. This was done to provide care for youth who
would have otherwise gone untreated. This has included youth
with posttraumatic stress disorder; youth with eating disorders
(ED) not ready to accept specialized ED treatment but who
had substantial mood/anxiety symptomatology; and youth
with substance use disorders, mostly isolated to cannabis and/
or alcohol use. Secondary substance use is quite common in
youth presenting with mood/anxiety symptoms and we have
found cannabis use to be associated with lower functioning in
this population (Osuch et al. 2013).

Conversely, a feature that FEMAP intended to maintain but
has not been able to is rapid response. There was a 65% increase
in requests for service between March 2013 and May 2015,
with over 35 new contacts per month, over 80% of whom are
appropriate for the service. With no resources forthcoming for
stable clinical salaries and no way to hire new clinical staff, this
has led to long wait times. The wait for entry into FEMAP has
gone from 2 weeks to over five months — a wait that is truly
unacceptable for an early intervention program. This should be
rectified without compromising the quality of service delivered
by the program, and the most effective way to do so would be
to add psychiatric support.

The complementary challenge is the discharge of youth from
the program, as specified as an unintended consequence in the
logic model (Figure 1B). While the average youth is substan-
tially improved in only 4 months of treatment or less, some need
more. Generally, this is not a matter of determining who will
prescribe stable doses of medications to youth who are doing
well. Even without a FMD, such youth are not a substantial
expenditure to the system because renewing a prescription once
or twice per year is not an onerous cost. The problem arises
when youth do not get better quickly with treatment.

While some mental healthcare systems address the challenge
of treatment refractoriness by placing limits on duration of
treatment, such an approach is not consistent with the medical
model or best practice (Mclntyre and O’Donovan 2004). It
would not be considered acceptable for the treatment of other
episodic/chronic medical illnesses to terminate treatment
based on a certain number of sessions. Consider a clinic for
diabetes where people with unstable diabetes are discharged to
no care after 10 sessions even when their blood sugar is poorly
controlled. Oddly, mental healthcare appears to be unique
within the medical model in deciding on end of treatment based
on factors other than the patient’s condition.

Lessons Learned

* FEMAP provides an example of a well-characterized
healthcare delivery model for early intervention for
mood and anxiety disorders in transition-aged youth.
The model’s pathway to care, treatment effectiveness
and cost-effectiveness have all been studied or are
under research investigation.

e The program has been able to engage the population
it aims to help — youth in the early stages of dysfunc-
tion from mood and/or anxiety disorders, with
or without secondary addiction issues. Symptom
severity and level of function of the youth studied
were highly significantly improved with treatment.
Youth appear to have a positive experience with the
service and feel comfortable with the clinicians they
receive care from.

o Self-referral did not result in the over-inclusion of
inappropriate patients and appeared to make little
difference when discharging youth who no longer
needed psychiatric expertise.

* Some youth with other related mental health
challenges found help at FEMAP, where alternatives
were not otherwise accessible in the community.

* A preliminary cost comparison of FEMAP appeared
excellent — the cost of treating mood/anxiety disor-
ders effectively in their early stages is far less than
the cost of waiting until youth require ER visits,
hospitalization or social assistance. Mood and anxiety
disorders with or without comorbid addiction issues
account for a large component of mental illnesses
with their onset in youth and are highly treatable,
making programs such as FEMAP a clear benefit
to the overall mental healthcare system design.

We conclude that this is an appropriate use of
specialty psychiatric resources.

* Provincial commitment to fund programs like
FEMARP is imperative. With a wait time now growing
from two weeks several years ago to over five months
currently, FEMAP is destined to collapse as it fails to
meet the rapid response needed for an early interven-
tion strategy, even while the need/demand for
its services increases.

* Next steps could include incorporation of this
model into a test site of province-wide hubs to
provide comprehensive care to transition-aged
youth, as inspired by the Boeckh Foundation
and related advocates for youth mental healthcare
(Snowdon 2014).
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On the contrary, as long as a young person is continuing
to make even small progress and there is no better, alternative
place for the youth to get treatment, she or he can continue
at FEMAP. Therefore, FEMAP clinicians have had to become
sensitive to when youth are not motivated to change and create
incentives for them to do so or abandon efforts at treatment
and discharge them until such motivation is forthcoming.
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Abstract

Creating a seamless system of care with improved system
and patient outcomes is imperative to the estimated 35,000
older adults living with mental health problems and addic-
tions in the South West Local Health Integration Network.
Building on existing investments and those offered through
the Behavioural Supports Ontario program, strategies to
improve system coordination were put in place, cross-
sectoral partnerships were fostered, interdisciplinary teams
from across the care continuum were linked, and educational
opportunities were promoted. This evolving, co-created
system has resulted in a decrease in alternate level of care
cases among those with behavioural specialized needs and
improved client/family perceptions of care. Also, in fiscal
year 2014/15, it provided more than 7,000 care providers with
learning opportunities.

Background

Increasing numbers of older adults are living with behavioural
and psychological symptoms associated with cognitive impair-
ment due to mental health problems, dementia, addictions
and other neurological conditions (Brookmeyer et al. 2007;
Mathillas et al. 2011; Smetanin et al. 2009). Referred to as
responsive behaviours, behavioural and psychological symptoms
can include aggression, disruptive behaviours, disinhibition,
apathy, depression, anxiety and agitation (Cerejeira et al. 2012;
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Patterson et al. 1999; Savva et al. 2009). These behaviours are
a means of communication and reflect a response to something
in the person’s environment (Cohen-Mansfield 2000; Kunik
et al. 2010). Responsive behaviours can threaten the safety and
well-being of the people experiencing them as well as their care
providers (Rodney 2000) and others within the care environ-
ment (Rosen et al. 2008). Responsive behaviours are associated
with increased care costs (Beeri et al. 2002; Herrmann et al.
20006), increased risk for hospitalization (Toot et al. 2013), early
institutionalization (Chan et al. 2003), and mortality (Russ et
al. 2012). In response to this growing problem, in 2010, the
Ontario government created the Behavioural Supports Ontario
(BSO) program, a pan-provincial, regionally implemented
quality improvement (QI) initiative that utilizes evidence-
informed change strategies and knowledge translation best
practices aimed at improving the system of care of older persons
experiencing responsive behaviours (Gutmanis et al. 2015).
An estimated 16,904 people in the South West Local Health
Integration Network (LHIN) are living with dementia (Hopkins
2010). As well, an estimated 26,077 to 46,019 older adults are
living with a mental health problem that could lead to respon-
sive behaviours, dependent on the specific diagnoses (based on
prevalence estimates of 17%-30%; Ontario Seniors’ Secretariat
2009). To meet service needs, multi-sectoral health service
providers came together to co-create a system of care for those
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living with responsive behaviours. Planning accounted for many
factors, including the broad geography of the South West LHIN
(size: 21,639 square kilometres), current and future population
need and the multiple service provider agencies involved.

This paper outlines the change strategies, executed in stages,
that were implemented in the South West LHIN and that led
to system redesign. It also describes the impact of those changes
both on health system transformation and on those living with
responsive behaviours and their family members. Funding was

provided by the South West LHIN.

Methods

Health system partners focused on co-creating a system of care
that was person-centred, would maximize the skills of staff in a
variety of healthcare settings and would provide equitable access
to services. St. Joseph’s Health Care London was identified as
the organization responsible for LHIN-wide BSO coordina-
tion. In 2010, a South West LHIN BSO steering committee
was struck, comprised of members from many agencies/services
to ensure that multi-sectoral, diverse perspectives were at the
table. Described below and organized by the three BSO pillars
((1) system coordination and management, (2) intersectoral and
interdisciplinary service delivery and (3) knowledgeable care
teams and capacity development (Gutmanis et al. 2015); opera-
tional and clinical structures were developed, implemented and
evaluated to support the BSO system of care.

System Coordination and Management

Many agencies/services were tasked with improving the coordi-
nation of services offered across the care continuum, including
six Schedule 1 hospitals (i.e., psychiatric facilities designated
under the Mental Health Act), 79 long-term care (LTC) homes,
six Alzheimer Societies, 10 adult day programs (ADDPs) offering
overnight respite, St. Joseph’s Health Care London (a tertiary-
care hospital that offers both specialized geriatric mental
health services and specialized geriatric services) and the South
West Community Care Access Centre. The development of a
common agenda and regional QI plans was facilitated by the
BSO operational team (including a project, evaluation and
QI lead) and at LHIN and local levels through Kaizen events
(Graban and Swartz 2012) that frequently included value stream
mapping (Martin and Osterling 2013). Findings informed the
South West LHIN BSO action plan (South West Local Health
Integration Network 2012). These events assisted with the
articulation of a BSO client value statement, vision, mission
and values (Table 1).

To ensure coordinated, system-wide change at a local level,
Geriatric Cooperatives were created in five sub-LHIN areas.
Co-led by a local hospital director and a community agency
lead, representatives from regional mental health services were
asked to identify system gaps and develop local work plans

TABLE 1.
BSO Vision, Mission and Values

BSO Client Value Statement: “| am a unique individual who wants
to live my life with dignity.”

BSO0 Vision: Enabling older adults to achieve positive emotional and
behavioural health and to live with dignity, value and meaning

BS0 Mission: Through partnership, collaboration, innovation and
evidence-informed practice, to build a quality-driven, sustainable
behavioural support system of person/family-centred care for older
adults living with or at risk of developing responsive behaviours

BSO0 Values:

Person-centred/family driven
Support for caregivers, both informal and formal
Collaboration

Innovation

Compassion

Evidence-informed

Integrity

Trust

Respect

Cultural competency

Courage to act beyond the status quo

that leveraged existing capacity. In addition, Cooperatives were
mandated to coordinate, leverage and improve linkages among
agencies/services.

In the summer of 2012 and 2015, Geriatric Cooperative
members completed the Partnership Self-Assessment Tool
(PSAT; http://www.lmgforhealth.org), a standardized tool that
identifies effectiveness related to synergy, leadership, efficiency
and sufficiency of resources (Lasker et al. 2001; Wiess et al.
2002). In addition, experience-based design (EBD) (Bate and
Robert 2006) methodology was used to gather personal stories
from individuals with responsive behaviours, their caregivers
and staff that described the emotional touch points associated
with healthcare journeys. This information was used to identify
QI opportunities.

Intersectoral and Interdisciplinary Service Delivery

Multiple strategies were used to ensure interdisciplinary service
delivery. One such strategy was the creation and/or enhance-
ment of Geriatric Mental Health Outreach Teams (GMHOTs).
Based out of local Schedule 1 hospitals, GMHOT members
provide assessment, consultation and short-term follow-up, as
well as timely education and support to staff working in LTC
homes, hospitals and community organizations, in addition to
families and other care partners. GMHOT members come from
many disciplines, including recreation therapy, social work and
occupational therapy. Teams are led by enhanced psychogeriatric
resource consultants (EPRCs), who provide “in the moment,”
case-based training opportunities, link team members with local
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services and specialized geriatric psychiatry expertise when more
intensive services are needed, and act as a liaison between the
EPRC Network and the Geriatric Cooperatives. EPRCs can be
from multiple professional backgrounds, including social work
and nursing.

Further service enhancements included embedded BSO LTC
home staff. Registered nurses, registered practical nurses, and/or
personal support workers collaborate with all LTC home staff to
improve the care experience of residents and their families and
offer staff education regarding responsive behaviours. They are
the point of contact within the LTC home for other commu-
nity-based services and specialized geriatric psychiatry resources.
As well, additional social work/social support staff were added
to local Alzheimer Societies, and more spaces were funded for
ADD:s offering overnight respite.

Knowledgeable Care Teams and Capacity
Development

Existing provincial resources were leveraged to support the
development of LTC home and community service provider
QI skills, including the Health Quality Ontario Residents First
Initiative (http://www.hqontario.ca/quality-improvement/long-
term-care), which provided QI training and coaching within
LTC homes. The BETSI tool (Behavioural Supports Ontario
2012a), a framework that helps organizations identify staff
readiness and need for education as well as appropriate programs
to meet these needs, was administered across all sectors involved
with BSO in the South West LHIN. Subsequently, in collabora-
tion with local, regional and provincial experts, the local EPRCs
and the BSO operational team coordinated education delivery,
providing both in-kind informal coaching and formal teaching.
As well, the Capacity Building Roadmap (Behavioural Supports
Ontario 2012b), a tool that describes the core competencies
required to manage responsive behaviours, was used to develop
job descriptions.

The EPRC Network continues to coordinate education
initiatives across the LHIN. As well, technology (e.g., Ontario
Telemedicine Network, OTN) is used to support clinical and
educational activities. HealthChat, an online forum for health
professionals to share information, communicate and collab-
orate (www.healthchat.ca), is used as a central repository for
BSO-related information and tools (e.g., assessment and QI
tools, protocols, data collection tools) as well as a communica-
tion venue for educational opportunities.

Results

System Coordination and Management

EBD (Bate and Robert 2006) data showed that consumers
felt that they were “assessed to death,” were not sure what was
happening with pending referrals to services, were confused
by medical jargon, lacked knowledge of available services and
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supports and how to access them and needed greater access to
crisis-oriented services. Communication strategies were imple-
mented that minimized assessment duplication and let clients
know when referrals were received and what crisis services were
available. These strategies continue to be tweaked using QI
methods. As well, plans are in place to train EBD champions
across the region.

In 2012, 54 Geriatric Cooperative members (a 64% response
rate), and the PSAT findings indicated that the Cooperatives
were functioning fairly well in all areas (Gutmanis and Hillier
2012). However, mean scores were in the “work zone” for
all dimensions, suggesting that more effort was needed to
maximize the partnership’s collaborative potential (Table 2).
Subsequently, strengths-based Cooperative work plans were
generated in an effort to maximize local partnerships.

When the tool was re-administered in 2015 (Gutmanis and
Hillier 2015), only 43 members (a 38% response rate) completed
the survey. However, similar results were obtained. Across both
administrations, the majority of respondents (>74%) reported
that the benefits of Cooperative partnership “exceeded” the
drawbacks. The majority of respondents provided ratings of
“mostly” or “completely” satisfied (ranging from 63% to 74%)

TABLE 2.
Geriatric Cooperative Evaluation: Partnership
Self-Assessment Tool (PSAT) Results by Year

Dimension 2012 (N =54) 2015 (N =43)
Mean (range) Mean (range)

Synergy 35(3.2-3.7) 3.4(3.1-3.7)

Leadership 3.4(3.0-3.9) 3.4(3.3-3.6)

Partnership Efficiency 3.3(3.1-3.8) 3.6(3.5-3.7)

Administration

and Management 3.2(2.7-3.7) 3.2(3.1-3.4)

Effectiveness

Sufficiency of

Non-Financial 3.7(3.3-3.9) 3.7(3.7-3.8)

Resources

Sufficiency of Financial

and Other Capital 3.8(3.4-4.0) 3.7(3.6-3.9)

Resources

Benefits Exceeding

0 0/ 0
Drawbacks (% Positive) 72.1% 69.3%~100%)

74.5% (55.5%—87.5%)

Note: Scores from 1.0 to 2.9 are in the Danger Zone, which means that this area needs a lot of
improvement. Scores from 3.0 to 3.9 are in the Work Zone, which means that more effort is needed

in this area to maximize the partnership’s collaborative potential. Scores from 4.0 to 4.5 are in the
Headway Zone, which means that although the partnership is doing pretty well in this area, it has the
potential to progress even further. Scores from 4.6 to 5.0 are in the Target Zone, which means that the
partnership currently excels in this area and needs to focus attention on maintaining its high score.
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with the way people/organizations worked together, their role
in the partnership, plans for achieving goals and the way the
partnership implemented its plans (Gutmanis and Hillier 2012;
Gutmanis and Hillier 2015). Administration and management
effectiveness (e.g., coordinating communication among people/
organizations outside of the partnership, providing orienta-
tion to new partners) remains an area that needs further work.
When asked to identify barriers, respondents indicated that
time constraints, high membership turnover and maintaining/
improving partner engagement posed challenges.

Qualitative data (i.e., patient and caregiver stories) demon-
strate some of the impacts of improved system coordination.
One caregiver whose spouse used the overnight respite program
on an ongoing basis wrote, “You certainly have relieved a lot of
pressure off me, because being the caregiver 24/7 was extremely
hard on me.”

Client impacts were also observed. For example, one LTC
home was struggling to find the best approach with a resident
who was refusing to take his medications and was experiencing
suicidal ideation. In collaboration with the local Community
Stroke Rehabilitation team, the GMHOT was able to gain a
better understanding of the resident’s personal situation and
adapt the approach to care used by the LTC home staff. One of
the LTC home staff said,

FIGURE 1.

One month after we started this initiative, we saw a
completely different individual!...While it may take a
lot of effort on our part, our home has learned to really
listen to what the resident is trying to tell you.

Intersectoral and Interdisciplinary Service Delivery

As predicted, need continues to increase. The number of clients
served by the BSO program has increased from 2,294 in the
third quarter of 2013/14 to almost 3,560 in the fourth quarter
0f 2014/15. More than 6% of the population aged 65 or older
are now being seen through BSO.

Both system and individual-level impacts have been noted.
Between October 2013 and April 2015 there were fewer
open alternate level of care (ALC) cases among those with
behavioural specialized needs in the South West LHIN, as
well as fewer ALC days (South West Local Health Integration
Network 2015). As seen in Figure 1, the number of open
ALC cases among those with behavioural specialized needs
has varied from a high of 58 in October 2013 to a low of
24 in September 2014. From November 2013 to April 2014,
the number fell from 55 cases to 36 cases (average: 49.8
cases). Over the same six-month period in 2014/15, the mean
number of open ALC cases was 36% lower (mean: 31.8 cases).
A similar decrease in the number of ALC days for open cases

Number of Open ALC Days and Cases With Behavioural Specialized Needs by Month:

South West Local Health Integration Network
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is observed between November 2013 and April 2014, with a
similar levelling off between November 2014 and April 2015.

Qualitative data further demonstrate the impact of inter-
disciplinary care on clients and their families. A LTC home
resident who had exhibited inappropriate behaviour toward
other residents was referred to a local hospital for assessment
and recommendations. As reported by the LTC home;

The BSO staff, inpatient mental health team,
hospital psychiatrist, LTC home Director of Care
and Alzheimer Society met together with [Resident]’s
family to review his history, challenges and possible
treatment approaches. [Resident] was successfully
returned to his LTC home within a week of admis-
sion to the hospital ... Other residents’ safety has
increased. No incident reports have been recorded
since the client’s return to the facility and no respon-
sive behaviours have been exhibited.... There was no
one individual more responsible for [Resident]’s care
than another. The team was truly interdisciplinary in
its approach to client-centred care.

Knowledgeable Care Teams and Capacity
Development

Opportunities for capacity development have increased. In
2012/2013, at the onset of the BSO initiative, 34 education
events/presentations related to the care of those with responsive
behaviours were scheduled. This increased to 325 in 2013/2014,
and then to 410 in 2014/2015. In 2013/14, more than 1,100
people attended these events. This number increased dramati-
cally in 2014/15, to 7,025 people.

Demonstrating effective outcomes, one caregiver wrote to
the then Ontario Minister of Health and Long-Term Care,
Deb Matthews, and related the story of her husband who had
frontotemporal dementia. Amongst several comments about the
high quality of care he received, she wrote of the LTC home in
which her husband was living, “All of the services are provided
by well trained, caring and cheerful professionals, who make
every possible effort to ensure those under their care feel secure,
comfortable and content.”

Discussion

With the implementation of BSO, system coordination has
improved and cross-sectoral communication has been enhanced.
Partnerships facilitated by the Geriatric Cooperatives have
changed the way agencies/services collaborate. As evidenced
by client and family stories, interdisciplinary service delivery
has improved client perceptions of care and increased the time
clients spend in the right place, accessing the right services.
The observed reduction in ALC days, though likely attribut-
able to the combined efforts of several LHIN-wide initiatives,
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Lessons Learned
Broad system change is not without its challenges and risks.

* Developing a common language proved more difficult
and confusing than expected (e.g., some mobile teams
were called behavioural response teams while others
were called BSO outreach teams, confusing some
referral sources).

e Sustainability has been challenging, particularly in
regard to staff recruitment and retention, ensuring
capacity development in light of staff turnover
and maintaining partner engagement, as recently
evidenced by some flagging engagement in the
Geriatric Cooperatives. Static funding can potentially
result in staffing erosion, as hospitals, LTC homes and
community services will not be able to compensate for
the anticipated rise in program and salary costs.

* Measuring BSO impacts/outcomes has been
challenging, as there is currently no valid method
of accessing BSO-specific data from existing large
databases. Process and QI measures continue to be
collected and used to understand system evolution.

Although these factors may be considered barriers, they
also serve as opportunities for creative problem-solving;
these issues are frequent agenda items at BSO meetings at
provincial, regional and local levels.

suggests improved client flow. And, when services are provided
by well trained, qualified staff, clients feel safe.

Although in place for several years, this new way of working
together requires nurturing, and, as evidenced by the PSAT
results, more effort is needed to maximize collaborative efforts.
Moving forward, with stable, appropriate, and consistent
membership, the Cooperatives will likely be in a better position
to excel in all areas of their partnership.

BSO has been a catalyst for change. It builds on existing local
and system resources and strengths and provides an approach
to capacity and care model development that has the potential
for replication in other jurisdictions seeking sustainable system
change. A renewed culture of QI and a fully developed health-
care force that keeps asking, “How can we make this better?”
will result in a system of care that can adapt and rectify future
service gaps.

Next Steps
As BSO evolves, ongoing local and system change will focus
on continuing support to primary care, the establishment
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of behavioural support units and alignment with existing
provincial and local addictions, dementia, and HealthLink
strategies (http://www.health.gov.on.ca/en/pro/programs/
transformation/com_healthlinks.aspx). Additional investments
to build on OTN technology and other mobile devices and
electronic patient systems across the South West LHIN will
further support clinical and educational initiatives.

Recently, a provincial operations team and BSO secretariat
were created with the aim of linking BSO initiatives across
Ontario to promote best practices in assessment, capacity
development and measurement. The “Ontario Best Practice
Exchange & Beyond” event was held on September 25, 2015.
In his concluding remarks, Dr. Ken LeClair (Queen’s University,
Professor and Chair, Division of Geriatric Psychiatry) supported
the philosophy of moving forward together for better health and
healthcare for older persons with responsive behaviours, mental
health and addictions, dementia, and families and caregivers. By
honouring people, honouring partners and honouring possibili-
ties, person- and family-centred care is and will continue to be
the foundation on which we build a better system of care for
those living with responsive behaviours.
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Mental Healthcare Delivery in
London-Middlesex Ontario —

The Next Frontier

Karima Velji and Paul Links

The next frontier for mental healthcare delivery
will be focused on three facets of innovation,
namely structure, process and outcome. The
structure innovation will seek to develop

new models of care delivery between the two
hospitals and with the community. The process
innovation will focus on embedding strategies
to adopt a recovery and rehabilitation approach
to care delivery. Lastly, the outcome innovation
will use system wide quality improvement
methods to drive breakthrough performance

in mental healthcare.

Background
The mental health services in the London-Middlesex area of
Ontario have undergone a significant amount of transformation
over the past two decades. This transformation has been focused
on the development of innovative models of care within the
hospital-based and community-based mental health programs.
In 2014, St. Joseph’s Health Care (St. Joseph’s) completed
a 17-year journey to transform its tertiary mental healthcare
service delivery following directives made by Ontario’s Health
Services Restructuring Commission (HSRC) in 1997. The
HSRC provided direction for three tiers of change. Tier 1 called
for the transfer of governance and management of the then
London and St. Thomas Provincial Psychiatric Hospitals to St.
Joseph’s Health Care London; Tier 2 called for the transfer of

138 beds and related ambulatory services to four partner hospi-
tals in the region as well as the closure of 70 beds; and Tier 3
recommended investment in building community capacity to
enable persons living with serious mental illnesses to achieve
successful community living. Finally, the HSRC also directed
the building of two purpose-built facilities to replace aging
hospital infrastructure.

Mental health services at the London Health Sciences
Centre (LHSC) have also undergone significant changes.
Prior to 1995, there were four independent acute care depart-
ments of psychiatry. In 1995, University Hospital and Victoria
Hospital amalgamated to become LHSC, with a single mental
health program.

There has been significant growth and expansion in the
capacity and capability of community mental health and addic-
tions services in London and across the South West Local Health
Integration Network (LHIN) over the last two years. The South
West LHIN has made funding investments over the last two
years to strengthen community-based mental health and addic-
tion services ($7.8 million, representing 90 new community-
based staffing positions).

We are well poised to build the next frontier of mental
healthcare delivery, by leveraging the transformation that has
taken place and addressing the structure, process and outcome of
mental healthcare delivery within the hospital-based programs
we lead, while continuing to build strong linkages and integra-
tion with the community.
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The Next Frontier - Structure

Amalgamation of Hospital Programs

We have embarked on a feasibility study to explore amalga-
mation of mental health programs at LHSC and St. Joseph’s
while we continue to strengthen integration efforts with the
community.

LHSC provides Schedule 1 psychiatric services, including
acute inpatient and ambulatory care services, to the residents of
London and Middlesex and a larger catchment area for selective
programs. St. Joseph’s offers specialized inpatient and ambula-
tory mental healthcare services to all residents of the South West
LHIN and receives referrals from all six Schedule 1 hospitals
in the LHIN. A significant number of patients transfer from
LHSC to Parkwood Institute Mental Health Care. In fiscal year
2014-15, 50% of all admissions to Parkwood Institute Mental
Health Care came from LHSC.

Access and wait times issues continue to be a challenge
for hospital-based mental health services. LHSC’s acute care
mental healthcare unit has been operating at 110% occupancy
for over one year, and mental health volumes presenting to the
emergency room have increased by 30% over the last year. Also,
more than 50% of the registered outpatients of St. Joseph’s who
require inpatient admission still end up in the emergency room
as the point of entry into the system. LHSC and St. Joseph’s
have made great strides with successful discharge of long-stay
patients; however, numbers of patients requiring alternate level
of care continue to be an issue, at about 10% of the bedded
volumes.

The voluntary integration of hospital-based mental health
programs is seen as a foundational step to achieve the following
objectives:

* Develop a single, comprehensive, cohesive and strategic
approach to the delivery of all hospital-based mental health
services and associated teaching/research programs

* Improve the patient experience, coordination and conti-
nuity of care and clinical outcomes

* Synchronize patient populations and models of care within
the integrated program and enhance integration with the
community

*  Optimize allocation of resources and alignment with
funding reform

There is a further opportunity to define patient
populations served across the continuum of
care and develop care pathways and integrated
outcomes for these populations.
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Integration With Community

The feasibility scudy will also examine opportunities to further
strengthen partnerships and integration with the community.
There are existing strong partnerships between the hospitals and
the community mental health and addiction programs of the
Canadian Mental Health Association (CMHA) Middlesex and
Addictions Services of Thames Valley (ADSTV). Under formal
agreements between these entities, addictions transitional case
managers (ATCMs), transitional case managers (TCMs) and
nurse practitioners (NPs) hired by the community sector work
at LHSC to support the transition of patients with mental
health and addictions issues to community services. LHSC,
CMHA Middlesex and ADSTV have worked in partnership to
create a new crisis centre, including residential supports, in the
city of London. LHSC, St. Joseph’s, Hotel Dieu Grace Hospital
in Windsor and Western University’s Division of Child and
Adolescent Psychiatry have partnered to support the Ontario
Child and Youth Telepsychiatry Program — Western Hub to
increase access to psychiatric consultation for professionals and
for children and youth living in rural, remote and underserved
communities. Since 2010, St. Joseph’s geriatric psychiatry
program has been responsible for the regional coordination
of a Behavioural Supports Ontario (BSO) program. The aim
of BSO is to improve the lives of caregivers and older adults
with responsive behaviours due to dementia, mental health and
addictions issues and other neurological disorders.

Building on these strong linkages, we are also increasing our
collaborations with primary care providers.. Over the past two
decades, some of the greatest advances in the field of mental
healthcare have been new evidence-based practices that are
shown to improve the outcomes of individuals with mental
illness. For those with severe mental illness, these evidence-
based practices have included Assertive Community Treatment
and Illness Management and Recovery models of care (Mueser
et al. 2003). Collaborative care interventions for depression
for patients with primary care providers have demonstrated
a twofold increase in treatment adherence, improvement in
depressive outcomes lasting up to five years, increased patient
satisfaction with care and improved primary care satisfac-
tion with treating depression (Katon and Seelig 2008). The
mental healthcare program at LHSC and St. Joseph’s Health
Care have been leaders in practice innovations including our
Mental Health Consultation and Evaluation in Primary Care
(MHCEP) and Transition into Primary-Care Psychiatry (TIPP)
services, which provide a spectrum of linkages between mental
healthcare and family physicians to improve care and access.
In addition, our programs are evaluating the use of SMART
technologies to improve the care of patients with severe mental
illness and patients with multiple comorbid medical and psychi-
atric disorders.
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The future of our community collaboration involves 1)
extending our collaborative practice innovations to new commu-
nity partners; 2) developing team-based patient care, targeting
multiple disease states in conjunction with other medical care
providers and 3) implementing and evaluating these models of
care using the latest technologies. Our plans include establishing
a Practice Innovation Centre that will develop and deliver the
latest service innovation models to our integrated mental health
service, developing self-management approaches for patients
with multiple comorbid conditions and using SMART technol-
ogies to provide decision support, patient-based feedback and
program evaluation.

The Next Frontier - Process

Recovery and Rehabilitation

The tertiary mental health program of St. Joseph’s is located in
a new building on the campus of the Parkwood Institute, which
was established in November 2014. The patient and resident
populations served at this one purposeful geographic location
include rehabilitation, specialized geriatrics, complex care,
palliative care, veterans care and specialized mental healthcare.
Bringing these teams together presents us with the potential to
leverage and create new synergies to achieve breakthroughs in
care, recovery and rehabilitation. We are at an important cross-
roads, where we can fully embrace and renew the ageless knowl-
edge that care of the body, mind and spirit go hand in hand
(Anthony et al. 1990; Anthony and Liberman 1986; Mental
Health Commission of Canada 2015).

St. Joseph’s strategic plan for 2015-2018 has identified three
areas of clinical, academic and educational focus. One of these
three areas is recovery and rehabilitation, which the Parkwood
Institute will play a critical role in advancing.

The Lawson Health Research Institute has also recently
led the development of a research strategic plan aligned with
Parkwood Institute and the focus on recovery and rehabili-
tation. The St. Joseph’s Health Care Foundation is also well
aligned and supporting the priorities within this plan.

Under the umbrella of recovery and rehabilitation has been
the development of cognitive vitality and brain health, which
has enabled us to bring together clinical and research leaders in
the areas of rehabilitation, geriatrics, dementia care, acquired
brain injury and mental healthcare — many already nationally
and internationally recognized leaders in their individual fields —
to explore new ground in advancing collaborative, interdiscipli-
nary research, education and clinical care. Their work continues
as they offer interdisciplinary-team-learning opportunities
and identify a set of collaborative research and care projects to
further together.

As our new future emerges, St. Joseph’s regional and provin-
cial role as a leader in recovery and rehabilitation models will

grow. This priority will now come alive through the develop-
ment of a comprehensive blueprint, in addition to articulating
the overall care, teaching and research priorities, to achieve the
vision of Parkwood Institute. By 2018, Parkwood Institute will
be regarded as the provincial leader in integrated recovery and
rehabilitation models of care, built on leveraging knowledge
and synergies across programs and through interdisciplinary
teaching and research.

Within the context of our strategic plan, the development
of a blueprint for recovery and rehabilitation is envisioned,
inclusive of our tripartite mission of care, education and
research. This blueprint will leverage the current strengths to
scale up quick-win opportunities while developing the infra-
structure for a long-term centre of excellence for recovery
and rehabilitation — body, mind and spirit. In addition, the
recalibration of a research chair to encompass a recovery and
rehabilitation focus at Parkwood Institute is regarded as a key
enabler for this work.

The Next Frontier - Outcome

Our program is dedicated to the relentless pursuit of safety for
our patients, family and staff. In addition to our day-to-day
work to support quality and safety for our patients, we will focus
on bold and audacious goals for safety. For example, one of our
future focuses on safety will be directed to the prevention of
suicide in patients under our care. A broad, multi-level approach
is required to prevent suicide.

First, we understand that our services must address the risk of
suicide behaviour over and above interventions that are directed
to treat and manage the individual’s mental illness.

Second, certain psychotherapies for patients at risk for
recurrent suicide behaviour have led experts to extract a limited
number of psychotherapy principles that may be effective in
reducing the risk of future suicide behaviour. These basic princi-
ples of management include the following (Links 2011):

* Adopting a theoretical model of understanding suicide
behaviour to promote the confidence and understanding
to work with patients who are suicidal

* Providing a stable treatment framework by increased
activity of the therapist

* Conveying empathic validation plus the need for the
patient to control destructive behaviours

* Fostering a greater sense of self-agency through the
therapeutic relationship

* Establishing a connection between destructive behaviours
and current feelings

* Developing methods with the patient to differentiate
nonlethal from true suicidal intention

¢ Setting a low threshold for seeking consultation or
supervision
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Third, managing transitions in care, for example after discharge
from hospital, can be an effective way to prevent suicides. Knesper
and colleagues (2010) summarized the evidence for rapid follow-
up after discharge from emergency departments or inpatient
settings and concluded that early contact after discharge led to
significant reductions in suicide reattempts versus usual care.
Attempts to improve community linkages after hospitalization
appear to be simple but effective ways of preventing repeated
suicide behaviour and, perhaps, suicides.

Finally, the prevention of suicide may be advanced by
striving for perfection rather than incremental goals, and the
zero-suicide approach promoted by the Suicide Prevention
Resource Center provides a toolkit to health and mental health
programs to follow and implement (http://zerosuicide.sprc.org/
about). Our approach will be to adopt and adapt these various
novel strategies to our own integrated mental health program.

Our program is also engaged in quality assurance projects
targeting certain diagnostic patient groups; for example, one
project being launched aims to increase engagement in mental
health treatment for patients with schizophrenia to improve
outcomes (Kreyenbuhl et al. 2009). Three outcomes will be
evaluated as part of the quality assurance project: readmission
to our psychiatric services, compliance with follow-up appoint-
ments and compliance with mental health treatment (including
medications). The quality assurance project will measure the
outcomes pre- and post-initiating low-intensity interventions
across the integrated mental health program. The low-intensity
interventions include minimizing wait time to first appoint-
ment, reaching-out techniques prior to first appointment and
enhancing our community reintegration curriculum during
hospitalization (Boyer et al. 2000).

The goal of the project is to improve by 50% our readmission
rates in 30 days or less after discharge, which is currently approxi-
mately13% overall across the integrated mental health program.

Conclusion

The next frontier of mental healthcare delivery will leverage
the transformation that has taken place within our region
by addressing the structure, process and outcome of mental
healthcare delivery within the hospital-based programs, while
we continue to build strong linkages and integration with the
community.
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