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Preface  
The title of this report deserves some explanation.  En Avant was chosen to reflect the fact 
that mental health reform is an evolutionary process of growth and change.  It is not about 
getting it right, then stopping.  But, it is about going forward, standing on the shoulders of 
those who have gone before, and moving into the future.  

Albert Camus 
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En Avant! Executive Summary 

Southeastern Ontario Mental Health Implementation Task Force 

En Avant: On The Road to Recovery (Volume I and II) was submitted to the Minster of Health and 
Long-Term Care to outline the implementation plan developed by the Southeastern Ontario District 
Mental Health Implementation Task Force.  The Task Force was one of nine throughout the 
Province appointed by the Minister of Health and Long-Term Care to implement the mental health 
reforms outlined in Ministry policy documents such as Making it Happen and Making it Work. 

Volume II contains the detailed documents and recommendations from the Task Force’s various 
committees and working groups.  These reflect untold hours of work and the best thinking of each of 
these committees and should be considered to reflect more detailed thinking around the principles 
and guidelines for implementation..   

Volume I reflects the Task Force members’ best attempt to summarize, synthesize, integrate, 
reconcile, and prioritize these different and sometimes competing perspectives into an 
implementation plan that, they believe, reflects the philosophy and priorities of the Ministry of Health 
and Long-Term Care as expressed in government policy documents.   

The implementation system that is recommended is designed to meet the needs of those with serious 
mental illnesses, which remain the priority population for Ontario’s mental health reform.  However, 
many of our recommendations also address the broader needs of consumers across the full spectrum 
of need (such as those with moderate mental illness), across the life span (children and youth), and 
across diverse specialty population groups.   

We used a recovery framework that fosters independence and community living, shares power and 
responsibility with consumers and family members, provides opportunities to enhance coping, and 
engages in stigma reduction.  We also emphasized the importance of mental health promotion, 
prevention, and advocacy. 

 

Our District: 

We planned for a district that includes Hastings, Prince Edward, Frontenac, Lennox & Addington, 
Lanark, Leeds, and Grenville counties, some 500,000 people and growing.  Over the next decade, we 
expect a 13% increase in people over the age of 65 years, and a 12% decline in children and youth, 
aged 0-14 years.  Our greatest population growth will occur in Lanark County where a 12% increase 
is expected.  Overall, we will experience 6% growth. 

From epidemiological data, we estimate that 20% of our population, over 100,000 individuals, will 
experience a mental disorder in any given year.  At least 2.5% of the population (12,500) will 
experience a serious mental disorder.  Children and youth (up to the age of 19) make up about 26% 
of our population so as many as 3,000 of those with a serious mental disorder will be below the age 
of twenty. 

Highlights 
 

  Volume I is the 
implementation strategy 

  Volume II is a resource 
containing detailed   
reports and 
recommendations 

  Building on past 
successes 

  Consumers at the centre 

  Focus throughout on: 
  across the lifespan  
  a recovery framework 
  promotion, prevention 

and advocacy 
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Fewer than one in four will ever receive mental health care, although most would benefit from it.  
Many will delay approaching a mental health professional because they fear the stigma associated with 
mental illness.  Close to half of the consumers in our region who are currently receiving community 
based services report that they have delayed seeking treatment in the past because of their fear of 
being stigmatized. 

Some of the features that make our district a high-needs area for mental health services include a 
higher than average unemployed population, particularly among youth in the more rural counties; a 
large post-secondary student population; a Canadian forces military base, eleven correctional 
institutions with an combined offender population of 4,000 to 5,000 a year; a large developmentally 
disabled population residing in the region as a result of our previously hosting four provincially 
operated facilities which were downsized and closed; and two psychiatric hospitals with broad 
catchment areas that are preparing to relocate clients into local communities, the bulk of which will 
reside in Kingston and Brockville. 

The Ministry of Health and Long-Term Care defined the Southeastern Ontario District to include 
Hastings, Prince Edward, Frontenac, Lennox & Addington, Leeds & Grenville, and South Lanark.  
Splitting Lanark County posed a number of problems, not the least of which was the duplication of 
effort required by providers who were called to participate in two task forces planning initiatives.  It 
also posed problems for data collection, since most sources could not be broken down into sub-
county units.  Providers in Lanark County strongly opposed the split. 

Consequently, the Task Force recommends that the boundaries for the district be co-terminus with 
existing county boundaries, and the Southeastern Ontario Mental Health District be defined to 
include the six counties of: Hastings, Prince Edward, Frontenac, Lennox & Addington, Lanark, and 
Leeds & Grenville.  All of our planning was done assuming this revision. 

 

Current Structures and Services: 

We are home to Queen’s University Academic Health Sciences Centre and its affiliated teaching 
hospitals.   These house a number of academic psychiatrists and researchers, and provide a range of 
intensive and specialized mental health services, including a secure forensic assessment and treatment 
program.  In addition, we have a number of other teaching institutions in our District, including St. 
Lawrence and Loyalist Colleges. 

Several large capital projects are underway or planned.  A large capital funding project is underway to 
move the psychiatric inpatient services currently at Hotel Dieu Hospital, in Kingston, to Kingston 
General Hospital.  A second capital project is building a maximum security correctional centre with a 
secure forensic program at Brockville.  A third will move the Schedule 1 facility currently located at 
Brockville Psychiatric Hospital to the Brockville General Hospital. When divestment and planned 
relocations are complete, we will have three Schedule 1 general hospitals in the district, each with a 
comparably sized catchment area.   

There are some 30 mental health agencies and programs in the district funded through the Ministry 
of Health and Long-Term Care. Their combined budgets amount to approximately 80 million 
dollars.   

Community and hospital services in the district have been heavily involved in network development 
during the past few years and several active service, consumer, and family networks now exist.  We 
have a growing telepsychiatry network to bring clinical and educational services from Kingston to 

Our District 
 

  Five counties 

  500,000 people 

  100,000 with a mental 
health problem  

  12,500 suffering a serious 
mental illness 

  Offender population of 
4,000 to 5,000 

  Large developmentally 
disabled population 

  Two divested provincial 
psychiatric hospitals 

  Military base 

  Royal Military College 

  Queen’s University 

  St. Lawrence College  
(two campuses) and 
Loyalist College 

Construction 
Underway 

 
  Capital projects in two 
general hospitals 
underway 

  Maximum security 
correctional treatment 
centre almost complete 
and now designated as 
Schedule One hospital 
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outlying areas.  Also, a number of agencies have developed innovative service delivery models, 
including several affirmative business opportunities.   

The challenge for the Task Force was to develop a governance and service delivery system that 
would build on these existing accomplishments without destroying or dislocating existing agency or 
board structures.  We also wanted to create new service arrangements to provide the comprehensive 
delivery networks we envision.  To accomplish these ends, we have adopted a network and 
diplomacy philosophy as the preferred basis for our implementation strategy. 

 

District Governance: 

Mental health services are exceedingly complex and difficult to coordinate, especially for people with 
serious mental illnesses with complex needs who must access services and supports across a wide 
variety of agencies.   Whereas some agencies employ case managers to coordinate care for these 
clients, there are no comparable structures that could perform these coordination functions at the 
system-level.  Consequently Mental Health Implementation Task Forces have been asked to 
recommend governance structures that could be added to the system to improve system-level 
coordination and accountability. 

Our governance recommendations build on existing and emerging partnerships to create formal 
service networks will be responsible and accountable for providing services to defined populations of 
consumers.  A new umbrella organization—a District Trust—will be created to develop service 
networks, oversee system-level functioning and coordination on behalf of the Ministry of Health and 
Long Term Care, engage in system level strategic planning and development, advise the Ministry on 
resource allocations that are consistent with strategic plans, implement and coordinate system-level 
accountability processes, and monitor the formal service partnerships required to coordinate 
comprehensive care.      

Members of the Trust will reflect a balance of key service provider groups in the region including 
representatives of the consumers, family members, Academic Health Sciences Centre, the District 
Health Council, mental health agencies (through district program structures), and a limited number of 
other stakeholders, as deemed appropriate.  The Ministry of Health and Long-Term Care, through its 
regional representatives will participate in an ex-officio capacity. 

The Ministry of Health and Long-Term Care will make the Trust responsible for coordinating and 
monitoring the system functioning at the district level.  Agency roles and responsibilities vis a vis 
system-level functioning will be outlined by the Ministry of Health and Long Term Care in their 
agency funding contracts.  Current Agency Boards will meet their accountability and reporting 
requirements to the Ministry of Health and Long-Term Care for system-level functioning through 
the Trust.   

The Trust will build on existing partnerships and networks to formalize systems of care through 
inter-agency contracts, partnership agreements, and letters of understanding.  Agency roles and 
responsibilities with respect to service delivery, performance monitoring, and reporting will be 
articulated in their respective funding agreements with the Ministry of Health and Long Term Care.  
Accountability systems will monitor the extent to which agencies are meeting their system 
performance targets. 

The Trust will have a modest infrastructure that includes a Chief Executive Officer, a secretariat for 
administrative support, a Planning Research and Evaluation Unit, so that system and service 
outcomes can be monitored and evaluated on an ongoing basis and, a district-wide promotion, 

Network and 
Diplomacy Model 

 
  30 mental health agencies 
and programs 

  District Trust steering the 
system not individual 
agencies/services 

  Promotion, prevention and 
advocacy 

  Program, Evaluation and 
Research Unit 
coordinated through 
Department of Psychiatry, 
Queen’s University 

  Consumer Advisory 
Council 

  Family Advisory Council 
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prevention, and advocacy program, and an operating budget to support the costs of Trust activities 
(such as transportation costs to ensure that consumers and family members can be included in all 
Trust functions).   

The Program, Evaluation and Research Unit will be coordinated through Queen’s University, 
Department of Psychiatry with linkages to other departments and research groups, as appropriate.  It 
will be responsible for setting up accountability mechanisms, working in partnership with district 
programs to undertake evaluation, supporting research aimed at developing new knowledge, and 
identifying and transferring best practices.   

The district-wide promotion, prevention and advocacy program will undertake system wide advocacy 
aimed at improving access to recovery supports for individuals with severe mental illness and 
increasing awareness of the mental health needs of children and youth.  This program will identify 
promotion opportunities and participate in prevention activities aimed at reducing psychiatric 
disabilities (through public education aimed at early identification) and social stigma.  Through 
various technological means, this program will also provide information to the public to assist them 
in understanding the mental health system, mental health reform, and best practices in the treatment 
of mental illness.   

The Trust will appoint a Chief Executive Officer and will be advised by both a Consumer Advisory 
Council and a Family Advisory Council.  These Councils will reflect the views of consumers and 
family members and will be composed of representatives from coalitions of current and future 
consumer and family organizations and advocacy groups in the three service planning areas.  The 
Councils will have operating budgets and will be responsible for providing appropriate planning, 
administrative, logistical and advocacy support to consumer and family initiatives throughout the 
district.  The secretariat will also provide financial management support required by consumer and 
family initiatives throughout the district. 

In order to advise the Ministry of Health and Long-Term Care with respect to district funding, the 
Trust will require the Ministry to develop a consolidated funding envelope for the region that will 
adequately reflect population needs, be equitable compared to other districts, and appropriate for a 
recovery-oriented system.   

The Ministry of Health and Long-Term Care will retain the responsibility of providing adequate 
funding to district programs.  Therefore, the Trust will not manage the funding envelope directly.  
The Trust will advise the Ministry on funding allocations by developing detailed strategic system 
development plans.  These will recommend allocations to agencies and organizations based on their 
negotiated system-level goals and objectives.  A key aspect of the system-level planning cycle will be 
the inclusion of performance measures and outcomes to demonstrate progress toward strategic 
targets.   

Because it is an umbrella-like structure, the Trust may be implemented without any changes in 
legislation, organizational mergers, dissolution of Boards, or alteration of existing clinical or 
management structures.  Because it is based on a partnership philosophy, it will build on the strengths 
of existing inter-agency agreements and innovative service arrangements.  It may also stand as an 
interim step toward more definitive health or mental health authorities. 

A number of health and mental health networks already exist in the district so the Trust model will 
build on these experiences.  Because agency roles and responsibilities for system-level functioning will 
be clearly outlined in their funding contracts with the Ministry of Health and Long Term Care (on 
advice from the Trust), and because performance measures will evaluate the extent to which these 
responsibilities are addressed, the proposed Trust model is not based on good will alone.   
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We have not estimated the incremental costs of the Trust but expect that it will be modest, relative to 
alternative structures such as regional authorities.  In addition, so as not to become top heavy, we will 
strive for an appropriate balance of clinical (direct) and administrative costs throughout the district. 

 

Accountability: 

The Ministry of Health and Long-Term Care will delegate system accountability to the District Trust.  
All funded agencies and programs will be responsible and accountable to the Trust for the system 
outcomes they are contracted (by the Ministry of Health and Long term Care) to achieve.  Roles, 
responsibilities, and outcomes will be clearly specified in advance through negotiated partnerships 
and shared care arrangements.  Standardized performance measures will be collected and routinely 
analyzed as part of quality monitoring.   

 

Area Program Structure: 

In order to ensure that mental health services are delivered closer to home, there will be three service 
areas in the Southeastern Ontario district:  (1) Hastings and Prince Edward, (2) Frontenac, Lennox, & 
Addington, and (3) Lanark, Leeds & Grenville.  Each service area is currently served by a Schedule 1 
hospital and will be equitably funded to provide a comprehensive continuum of community based 
services consistent with Making it Happen.  Services will be appropriately linked across the continuum 
to provide wrap-around care.   

In order to ensure that consumers and family members can more easily navigate their local systems 
and that knowledge of system functioning in one area is transferable throughout the district, each 
service area will have a similar system structure.   

Specifically, mental health services in each area will be organized into five program networks:  a 
comprehensive consumer program (to work with the Consumer Advisory Council), a family program 
(to work with the Family Advisory Council), an integrated community mental health program, a 
Schedule 1 hospital linked to community-based programs and other community hospitals in the area, 
and a program to provide psychiatric services to children and youth.  Each program component will 
have a Program Coordinator who will organize network activities and report on network functioning.  
Whereas each area will have the same five programs, the specific agency configurations making up 
the programs may vary according to local needs.   

There will be a single Clinical Coordinator in each service area who will ensure continuity of clinical 
care, oversee the development of integrated service networks, implement accountability and 
performance monitoring processes, organize training and educational opportunities for staff and 
students, assist staff in creating and applying new scientific knowledge, and trouble-shooting network 
difficulties.  To ensure that services are coordinated across programs so as not to create separate silos,  
Program Coordinators will also coordinate their activities, horizontally, through a local Area Service 
Council.  

Each Clinical Coordinator will be assisted by an Associate Coordinator of Rehabilitation who will 
oversee the assimilation of recovery supports into all services, create mechanisms and structures to 
integrate clinical and rehabilitation models, and participate in advocacy strategies designed to improve 
consumer access to recovery supports. 

Three Service Areas
 

  Area wide service 
networks 

  Boards of agencies and 
hospitals responsible and 
accountable  

  Best practices 

  Evidence based 

  Diversity of networks 



E N  A V A N T !    

6 

District-wide Specialty Services: 

There are seven specialty populations:  forensic clients who have come into conflict with the law as a 
consequence of their mental illness; dually diagnosed clients who have a developmental disability and 
a psychiatric disorder; clients who have a concurrent substance abuse and mental disorder; those with 
an acquired brain injury with mental health problems, children and youth who require specialized 
psychiatric care, adults with serious and persistent mental disorders who require specialty services, 
and geriatric clients with complex, rare, or unstable conditions. 

Specialized services for these groups will be organized and coordinated on a district-wide basis and 
operate as centres of academic and clinical excellence.  They will work through designated agencies to 
serve consumers in their local communities, first through specialized services that are locally operated, 
second through services that are locally delivered but centrally organized, and third through services 
that are centrally managed and accessed, such as inpatient beds, but with a planned return to the local 
community. 

The District-wide Clinical Coordinator or locally specialized designated clinical lead will represent the 
local specialized services on Area Councils.  The District-wide Clinical Coordinator will be 
accountable to the Trust and will work through a District-wide Council of Program Administrators 
and Clinical Coordinators of the seven specialty services.   

 

Service Delivery and Governance Structure: 

The service delivery and governance structure described above:  

 provides a mechanism for district-based governance and system delivery,  

 includes consumers and family members at both system and program levels, 

 ensures specialty services "as close to home as possible" to fulfill their mandate as a resource to 
locally based mental health systems, and 

 harmonizes concepts and ideas from the best practice literature, reports and presentations that 
have been made to the Task Force, and specific recommendations made by Task Force 
committees and working groups.   

 
This structure, depicted in the following figure, is designed to promote: 

 locally provided services in three defined service areas, 

 system accountability, 

 wrap-around care through comprehensive program networks provided in each local area, 

 specialty service supports provided as close to local communities as possible, 

 structural consistency across service areas through similar program and structures, mandates, 
and governance structures, 

 district-area governance, and 

 streamlined access to care. 
 

Coordinators 
 

  One clinical coordinator in 
each area 

  One associate coordinator 
of rehabilitation in each 
area 

  Performance monitoring 

  Training and education 

  New scientific knowledge 
 

District–wide 
Specialty Services 

 
  Seven specialty 
populations 

  Organized across the 
District 

  Locally operated or 
delivered 

  Specialty hospital 
(Providence Continuing 
Care Mental Health 
Services) 

  District clinical coordinator 

  Comprehensive 
assessments 

  Services to match 

  Active linking to general 
practitioners 

  State of the art electronic 
information systems 
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Proposed District Governance Structure  
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The central hub of the reformed service delivery system will be the integrated community mental 
health program in each area.  This program will retain full service responsibility for all consumers 
residing with their catchment area, across all levels of care, and across the life span.  Community 
mental health providers will assess consumer needs using comprehensive structured assessments, 
then match services to needs.  To accomplish this, they will draw on other specialty supports and 
services as needed, and link to agencies and services in other sectors.  Community mental health 
programs will be evaluated for their ability to create wrap-around systems of care. 

In the past, much of the burden of creating shared care arrangements with primary care has rested on 
the shoulders of the general practitioner.  In order to forge strong links to primary care practitioners, 
community mental health programs will become responsible for creating shared care arrangements.  
They will take a more active role in linking to family practitioners in their communities, and their 
success in this regard will be evaluated by the number of family practitioners they have successfully 
“affiliated” to their program.  Every mental health consumer should have access to the family 
practitioner of their choice, and every family practitioner should have access to mental heath 
expertise. 

Consumers will be considered to be clients of the mental health system in their service area, rather 
than any specific program or service.  This will mean that clinical information may be more easily 
shared within areas as required for the provision of clinical care, in keeping with standards of 
confidentiality and privacy.  State-of-the-art electronic systems with appropriate safeguards will be 
required to allow all direct care providers to access pertinent clinical information when appropriate, 
and contribute to an electronic client record.  Pre-defined standardized fields from the client record 
will be aggregated for performance monitoring. 

Finally, through strong partnership agreements with Queen’s University, the Trust will create a rich 
teaching, learning, and research environment throughout the District that will improve access to 
specialized personnel, improve clinical capacity and competencies of existing personnel, create and 
apply best practices, foster innovation, and encourage local application of new knowledge. 

In terms of next steps, we see the immediate development of an interim structure—an Interim 
Trust—to keep momentum going and move the reform process forward.  Specifically, there are a 
number of agency partnerships and agreements that must be negotiated, performance measurements 
to be finalized and implemented, human resource strategy and workforce readjustment plan to be 
created, information systems to be developed and implemented, and a host of other developmental 
initiatives that will need to be in place to fully operationalize this model.  Task Force Members look 
forward to their future participation in this process. 

 

Summary of Recommendations Made in This Report: 

Our District: 

With respect to district boundaries, the Task Force recommends that: 

 the boundaries for the district be co-terminus with existing county boundaries, and  

 the Southeastern Ontario Mental Health District be defined to include the six counties of: 
Hastings, Prince Edward, Frontenac, Lennox & Addington, Lanark, and Leeds  & Grenville. 
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System Design and Governance: 

In order to implement the proposed system design in the Southeastern Ontario mental health 
planning district, we recommend that the Ministry of Health and Long-Term Care: 

 designate a district structure (the Trust) to be responsible for overseeing the mental health 
system in the Southeastern Ontario, defined as (1) Hastings, Prince Edward, (2) Frontenac, 
Lennox & Addington, and (3) Lanark and Leeds & Grenville; 

 appoint members to the Trust to include consumers, family members, key partners in the area 
(including the Academic Health Sciences Centre and the District Health Council), key service 
providers, and  members of the general public; 

 develop a framework to ensure the equitable distribution of funds to populations initially based 
on per capita allocations by service area but ultimately based on their level of need for mental 
health services and supports; 

 create an annual system planning cycle and designate district and area funding envelopes for 
planning purposes; 

 fund the infrastructure costs for development of district governance and accountability 
structures; 

 clearly mandate all community mental health agencies and services located within the district to 
be accountable to the Ministry of Health and Long-Term Care through the Trust for system-
level functioning, and  

 monitor the performance of the Trust in meeting its district mandate through the proposed 
system planning cycle. 
 

The Southeastern Ontario District Trust will: 

 implement Consumer Advisory Council and Family Advisory Council, 

 hire a Chief Executive Officer and create the necessary infrastructure to support the proposed 
planning, accountability, and evaluation functions, 

 implement the proposed district and area governance and program structures, 

 oversee the development of district-wide services, 

 delegate Area Councils to oversee the development of the proposed area-wide service delivery 
systems, 

 for planning purposes implement an annual system planning and evaluation process, 

 foster excellence in service delivery by implementing district-wide training and professional 
development programs and capacity enhancement programs through district-wide specialized 
services, 

 implement system-wide performance monitoring data and evaluation reports, and ensure that 
appropriate corrective actions have been taken, 

 create necessary advisory mechanisms, as needed, to ensure smooth system and program 
functioning,  and 

 develop a local mental health system that is accessible and able to meet the needs of diverse 
mental health populations, across the age span, and across all levels of disability. 



E N  A V A N T !    

10 

 

Consumer and Family Advisory Councils will: 

 appoint a Coordinator who will bring forward consumer and family views to the Trust, 

 provide administrative and networking support to consumer and family programs, 

 create partnerships (e.g. between consumer and family initiatives, consumers and providers, 
family members and providers) and use these to build a better mental health system, 

 help strengthen the presence of consumers and families in all aspects of mental health system 
functioning and actively participate in district decision making, 

 ensure that there are appropriate advocacy mechanisms for consumers and families at the 
system and at the program levels, and 

 actively participate in accountability and program evaluation. 
 

Specialized services will: 
  

 develop a local council consisting of lead representatives from each specialty population health 
program 

 designate a representative of specialty services will be a member of each area Council and 

 provide leadership in coordination and development in relationship to their specific populations 
as outlined in the Specialized Services Report in Volume II. 

 
 
Transition Plan 

 
In order to promote a smooth transition from Task Force functioning to fully fledged district 
governance, it is recommended that the Ministry of Health and Long-Term Care appoint and fund 
an Interim Trust for the District that will begin functioning January 1 2003 to: 

 provide a bridge between Task Force activities and the implementation of district governance 
structures, 

 in conjunction with appropriate Ministry of Health and Long-Term Care representatives 
develop a planning template that will be used to recommend system-level funding allocations to 
and within the district, 

  create and fund the Family and Consumer Advisory Councils, 

 begin realigning available internal resources (through inter-agency agreements and partnerships) 
to create a district-wide infrastructure for research and evaluation through the Academic Health 
Sciences Centre, Department of Psychiatry, 

 under the leadership of the Planning, Evaluation, and Research Unit draw together appropriate 
clinical, administrative, and research experts to begin developing a strategic systems integration 
and technology plan to support clinical and accountability requirements of the district, 
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 draw together appropriate clinical, administrative, human resource and other experts to develop 
a human resources re-deployment and training strategy for the district based on a detailed 
assessment of core competencies, wage parity and union issues. 

 draw together appropriate clinical and academic experts to develop standardized clinical 
assessment tools, care protocols, and performance monitoring tools that will be the foundation 
of structured clinical assessment, performance monitoring, and outcome assessment across 
diverse populations, 

 draw together appropriate clinical, management, and other experts to create the protocols 
required to support the provision of a continuum of crisis and emergency services in each area, 
including emergency room triage and care protocols, logistics and costs of co-locating services, 
draft agency service agreements, etc.  

 draw together appropriate clinical, management, and other experts to create service agreements 
and protocols required to implement area community mental health programs,  

 draw together appropriate clinical, management, computer and technical experts to begin 
developing a plan for a computerized record management and information system, 

 in conjunction with appropriate Ministry of Health and Long-Term Care representatives, agency 
staff, local researchers, and other relevant individuals, develop and implement a plan, including 
outcome measures, to follow clients who are transferred from the psychiatric hospitals to ensure 
that they remain a priority population for service (particularly reinvestment funding) and that 
their needs are being met, 

 continue to coordinate efforts provincially through a Provincial Forum,  

 in conjunction with relevant community leaders, specialty population health leads, Ministry 
personnel, consumers and families, prepared a multi-year plan defining priority, strategic actions, 
and implementation activities be completed within the next nine months for (a) overall specialty 
services and (b) each specialty population mental health program, and 

 actively develop links between mental health reform and primary care reform initiatives currently 
underway in the province. 

 
 
Inter-Ministerial Linkages 

In order to create strong inter-ministerial linkages it is recommended that the Ministry of Health and 
Long-Term Care function as coordinating Ministry for mental health inter-ministerial issues for all 
diverse populations and across the age span, but particularly with respect to: 

 the Ministry of Community, Family and Children’s Services for children and youth and 
individuals who are dually diagnosed; and disability supplements for persons with serious mental 
illness 

 the Ministry of Public Safety and Security for mentally disordered offenders and 

 the Ministry of Education for early identification and mental health promotion in schools. 
 
It is further recommended that the Ministry of Health and Long-Term Care provide leadership in 
working with other ministries to modify policies and operational implementation strategies to 
eliminate inequities and barriers to accessing needed services and social supports. 
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Given that many services for children and youth are jointly funded with the Ministry of Community, 
Family and Children’s Services, it is recommended that all MCFCS programs that address the mental 
health needs of children and youth be part of the comprehensive continuum of mental health care 
and represented, as appropriate, in District service delivery structures.   
 
Toward this end, it is further recommended that the Ministry of Health and Long-Term Care take a 
leadership role in striking an inter-ministerial task force designed to  
 
 evaluate the adequacy of mental health services for children and youth, particularly transitional 

youth who will require the services of the adult mental health system, and  

 create the necessary inter-ministerial linkages and reporting relationships necessary to create a 
comprehensive continuum of services. 

 
If it proves impossible to develop workable inter-ministerial structures within a reasonable time 
period (one year) that result in improved integration of mental health services for children and youth, 
then we would recommend that funding for children’s mental health services be repatriated from the 
Ministry of Community, Family and Children’s Services to the Ministry of Health and Long Term 
Care. 
 
 
Resources: 

In order to ensure that programs are adequately funded, it is recommended that: 

 base budgets be indexed to cost of living and inflation, and 

 adequate funding is provided for maintenance and up-keep of space and equipment. 
In order to achieve an initial funding baseline that is equally distributed across service planning areas, 
we recommend that: 

 the Ministry of Health and Long-Term Care strive for funding parity across our service areas, 
indexing funding to yearly population growth projections, 

 using a benchmark of $80.00 per capita—the estimated expenditure for adult services in 
Frontenac, Lennox, and Addington Counties—immediately increase resources to: 

 
  Hastings and Prince Edward Counties by $2,140,488 for and estimated adult 

population of 127,500.  This will increase funding for this area to $10,200,000 from 
the current level of $8,059,512. 
  Lanark, Leeds, and Grenville Counties by $74,981 for an estimated adult population 

of 122,500. This will increase funding for this area to $9,800,000 from the current 
level of $9,725,019. 

 using a benchmark of $31.00 per capita—the estimated expenditure for the Ministry of Health 
and Long-Term Care portion of services for children and youth in the Hastings and Prince 
Edward Counties—immediately increase resources to: 

 
  Frontenac, Lennox, and Addington counties by $562,500 for an estimated 

population of 30,000 children and youth.  This will increase  funding for this area to 
$930,000 from $367,500. 

Resources 
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  Lanark, Leeds, and Grenville by  $1,395,000 for an estimated population of 45,000 
children and youth.  This will increase funding for this area from nothing, to 
$1,395,000. 

 
This reflects a total increase of $2,215,469 to the Southeastern Ontario District to create resource 
parity for adult services across our three service areas, and an increase in $1,957,000 for Ministry of 
Health and Long-Term Care services for children and youth.  This will even the playing field so that 
services can move forward with mental health reforms from a common base of services. 

 

First Line Services 

It is recommended that the Ministry of Health and Long-Term Care: 

 protect and enhance funding for first line services (e.g. for CCAP-defined Level 1 (self managed 
care) and Level 2 (community care) clients, 

 enlarge organizational mandates and funding of mental health services to permit an expanded 
range of first line interventions to meet the diverse needs of consumers and families, across the 
life span, irrespective of  level of disability or specialized care needs, 

 make funding available to cover the extra costs of shared care between trained psychiatrists and 
primary care practitioners for consultations and ongoing treatment, 

 mandate and fund a comprehensive emergency and crisis response program in each service area 
consistent with best practices described in Making it Happen,  

 ensure able, accessible, and coordinated outpatient services for individuals with Level 2 CAP 
needs and a moderate mental illness, and 

 expand early identification and first episode programs so that these services are readily available 
to consumers in each service area in the district. 

 
In order to provide continuity of care and streamlined access to acute care hospital services, it is 
recommended that crisis response programs be sponsored by the Schedule 1 hospital in each service 
area but be co-located throughout the community, as appropriate. 

In order to reduce duplication in clinical assessment and ensure that a comprehensive assessment is 
undertaken, it is recommended that crisis and emergency services implement common, standardized 
assessment and triage protocols that reflect the needs of the diverse populations across the age span. 

In order to ensure continuity of care between crisis and emergency services and community 
general hospitals, it is recommended that crisis and emergency services implement models of 
shared care with all community hospitals in their respective catchment areas, including explicit 
referral protocols. This includes collaborative arrangements with specialized population 
services. 
 
 
Intensive Services: 

In order to promote consistency in service area programming it is recommended that the District 
Trust, through Area Councils, implement network protocols and partnership agreements designed to 
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ensure that intensive level services function as a single, comprehensive community program in each 
service area that is mandated to provide a range of services consistent with best practices. 

In order to ensure that an appropriate range of intensive services exist, it is recommended that the 
Ministry of Health and Long-Term Care fund a comprehensive range of services: 

 intensive case management services that provide a flexible approach to treatment and support 
that is consistent with recovery, including: 
  consumer identification and proactive outreach, 
  comprehensive individualized assessment, treatment and planning,  
  direct service provision, as well as assistance with locating and maintaining housing, 

treatment and supports, 
  co-ordination and support,  
  monitoring and evaluation, and  
  systemic advocacy and co-ordination. 

 

 intensive community treatment and support programs to provide psychosocial and skills 
development programs including: 

  skills and activity based training,  
  evidence based counselling and therapy,  
  evidence based interventions specific to those with unique needs (e.g. special 

populations and trauma survivors),  
  supported employment and education, and  
  social and recreational activities. 

 
To offset the costs of service integration, particularly the costs of co-locating programs throughout 
the community, it is recommended that the Ministry of Health and Long-Term Care adequately fund: 

 acquisition of appropriate space (which may include capital developments), 

 moving expenses, and 

 rent (particularly for programs co-locating from hospitals as their operating budgets would not 
include rental costs). Funding estimates will be based on feasibility studies undertaken prior to 
co-location of services. 

 
In order to ensure continuity of care across the spectrum of necessary supports and services, it is 
recommended that the Ministry of Health and Long-Term Care clearly mandate community services 
to undertake the shared care arrangements necessary to meet the recovery needs of their clients. 

In order to ensure that a comprehensive assessment is undertaken for all clients, it is 
recommended that the Trust, through Area Councils and District-wide specialty services 
implement common, standard assessment and triage protocols in all intensive level services 
that are appropriate to the needs of diverse population groups. 
 
In order to ensure that staff in community-based and hospital-based intensive services have 
sufficient skills in both sets of core competencies to provide and coordinate care for their most 
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complex clients, it is recommended that the Trust undertake community development and skills 
enhancement programs through joint-capacity enhancement strategies with specialized services.  
They must meet and maintain a basic level of competency to be set by the district Trust on the basis 
of information from a district-wide Human Resources Restructuring Plan. 
 
In order to realign intensive level service positions, taking into consideration geography, consumer 
need, and population projections, it is recommended that the Trust, through Area Councils, review 
their respective court diversion, case management, and case coordinator positions and realign them 
accordingly. 

 
 
Specialized Services: 

To ensure that there is an academic clinical leader with specialized training in each specialty area, it is 
recommended that the Ministry of Health and Long-Term Care: 

 ensure the present funding for existing academic leaders be maintained, and  

 create three additional positions through the Academic Health Sciences Centre for: 
 

  an addictions psychiatrist, 
  a specialist in mental health and acquired brain injury, and 
  a specialist in community psychiatry. 

 
In order to begin to create the required community capacity to engage community programs in 
shared care for specialized populations, it is recommended that the Ministry of Health and Long-
Term Care fund a capacity enhancement strategy in the amount of $1.4 million per year for two years 
which will enable the development of the Southeastern Ontario mental health system to: 

 enhance the local mental health services in the three service areas to effectively serve diverse 
populations, 

 establish and strengthen linkages between specialty services and area mental health programs, 

 move specialized services to locally based delivery, 

 provide more specialty services to area-based mental health programs, 

 provide insights into effective, innovative methods for specialized community based delivery 
models, and 

 prepare the community for scheduled bed reductions. 
 
In addition, it is recommended that the Ministry of Health and Long-Term Care, through the District 
Trust transitional planning process, commission a multi-year implementation plan to: 

 be developed as part of our transitional planning activities to outline priorities, strategic actions, 
and implementation activities for overall specialty services, and for each specialty population 
mental heath program, 

 begin the process of implementing the recommendations contained in the report from the 
Specialized Services report (Volume II), and 
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 implement a two-year capacity enhancement strategy (see transitional plan). 
 
It is recommended that the Ministry of Health and Long-Term Care protect and significantly 
enhance budgets to enable specialty teams to increase their outreach and specialized community 
rehabilitation services targeted toward consumers who require CAP-defined Level 3 (intensive 
community supports) and as many as CAP-defined Level 4 (residential care) individuals as possible.  
These budgets should be protected and equitably distributed across service areas. 

In order to ensure that appropriate and effective community services are in place before consumers 
are discharged from long-stay hospital beds, it is recommended that receiving services should be in 
place and evaluated by the Research, Planning, and Evaluation Unit to ensure that they are stable, 
effective, and can meet client needs.  

Consumer Initiatives 

Our goal is to ensure that all areas are working from a common baseline of funding from 
which to initiate proposed reforms.  Therefore, there is a need to create funding parity across 
the three service areas composing the District.  We wish to accomplish this using a phased-in 
approach to allow for the creation of networks, financial and management structures, and for 
adjustments to service mandates, where appropriate, to create the comprehensive services 
envisioned.  To achieve this end it is recommended that the Ministry of Health and Long-Term 
Care provide additional annualized funding as follows: 
 
 $703,308 Frontenac, Lennox, and Addington  

 $590,045 Lanark, Leeds, Grenville 
 
As funding for consumer initiatives is relatively recent, and considering that Making It Happen 
identifies consumer initiatives as a priority, we consider that the additional funding required to 
achieve geographic parity will constitute new funding to the system.   
 
In order to promote comprehensive consumer initiatives that will meet the needs of diverse 
populations across the age span, are independently funded, and accountable to service area service 
structures, it is recommended that: 
 
 new and existing resources for consumer initiatives be realigned through partnership agreements 

to form three integrated consumer programs that are mandated to provide a comprehensive 
range of services, 

 area programs be made responsible and accountable to the District Trust for the outcomes that 
they achieve, 

 a phased-in plan be developed for systematically increasing the proportion of district wide 
resources currently spent on consumer initiatives. 

 
In order to improve consumer advocacy and participation in District-level governance and 
accountability, the three service area consumer programs, through their respective 
Coordinators, be actively involved in the District Consumer Advisory Council.  The District 
Consumer Advisory Council and the Trust Secretariat will provide support to consumer 
initiatives to assist them in system planning, financial management, and accountability and 
performance monitoring.   
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Family Initiatives and Supports: 

In order to improve funding for family initiatives so that they can provide a more 
comprehensive range of services designed to meet the need of diverse populations across the 
age span, and become actively involved in District governance, it is recommended that the 
Ministry of Health and Long-Term Care: 
 
 increase funding for family support initiatives, 

 distribute new funding equally across the three service areas to achieve parity, and 

 index funding for family support initiatives to funding for consumer initiatives such that an 
appropriate ratio is maintained in each service area. 

 

Employment and Employment Supports: 

In order to adopt an integrated employment support model that is consistent with best practices and 
ensure that every program has access to employment specialists, it is recommended that the Ministry 
of Health and Long-Term Care: 

 fund 35.5 FTE employment coordinator positions that will be used to enhance the complement 
of existing job counsellors to 15FTE per local area program, 

 provide adequate operating budgets for these teams including appropriate clerical support and 
travel budgets to undertake outreach activities in satellite clinics throughout the district, 

 fund a local training program to support staff development in this area,  

 take a leadership role in developing an inter-ministerial process designed to assess the 
educational and vocational support needs of transitional children and youth. 
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The District Trust will: 

 continue the transformation of sheltered workshop environments into affirmative business 
opportunities that offer competitive employment opportunities through local area programs, 

 undertake staff development and education to bridge the gap between clinical and rehabilitative 
models such that they become integrated components of community mental health programs, 

 create system supports for integration of clinical and rehabilitation components by creating Area 
and Program Coordinators, 

 develop an affirmative employment policy for consumers to ensure that they have employment 
opportunities within district programs and that they are appropriately reimbursed for their time, 
and 

 pursue advocacy through the district-wide promotion, prevention, and advocacy program.  
Advocacy goals will include: 

 
  advocating for changes to Ontario Disability Support Program benefits to provide: 
  enhanced economic incentives for consumers to enter and remain in the work force 

(such as raising the $160 limit), 
  drug coverage in cases where this is not available through employer plans, 
  enhanced stability of supports during periods of illness, 
  inclusion of vocational and educational benefits specifically for people with a mental 

disability, and 
  enhancement of the capacity of Ontario Disability Support Program staff to deal 

with the specialized needs of the mentally ill through specialized training. 
 

 developing additional business partnerships with local employers to ensure that: 
 

  consumers have access to competitive job roles in a variety of industries, 
  programs are in place to protect positions through periods of relapse, and 
  work-sharing and flexible work opportunities exist for consumers who may be 

unable to maintain full time competitive employment. 
 
Housing and Housing Supports: 

Using Ministry of Health and Long-Term Care benchmarks for Homes for Special Care and 
Supported Housing alternatives, it is recommended that the Ministry of Health and Long-Term Care 
provide additional funding to the district to support the housing needs of adults (15+ years) with 
serious mental illness.  This excludes individuals with specialized housing needs (such as dually 
diagnosed or secure forensic populations).  It is recommended that funds be allocated to support: a 
minimum of: 

 an additional of 320 supported housing, and 

 170 additional residential care spaces. 
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Estimates should be updated to include the housing needs for North Lanark and funding should 
have flexibility to include both the ‘bricks-and-mortar’ costs, as well as the additional case 
management resources required to provide flexible mental health supports. 

It is further recommended that the Ministry of Health and Long-Term Care: 

 create maintenance funds for local area mental health programs so that they may enter into 
maintenance agreements with landlords on behalf of consumers, 

 fund local area community mental health programs in cooperation with the District Planning, 
Research and Evaluation Unit to undertake a systematic review of the quality of housing 
accommodations available to persons with severe mental illness living in the District.  Such a 
review would include safety and security issues, standards for amenities, availability of subsidies, 
and the proportion of income spent on rent, 

 initiate an inter-ministerial process designed to assess the housing needs of transitional youth, 

 build on existing initiatives throughout the district to fund a district-wide local demonstration 
project to evaluate the effects of providing mental health information and support to landlords 
who agree to rent to consumers with a serious mental illness.  This should be part of a 
community-wide initiative targeting municipal and business leaders.  Results should be measured 
against consumer outcomes such as access to adequate housing stock, satisfaction with their 
housing, and permanency of residence, 

 finalize the policy for the new Homes for Persons with Special Needs, move toward a speedy 
implementation of this policy, communicate with agency staff, and designate an individual to act 
as point for questions and information, 

 take the leadership in coordinating an inter-governmental process that has the goal of linking 
subsidy supports to real market values for accommodations that meet minimum quality 
standards, including, but not limited to increasing Ontario Disability Support Program subsidies 
for rent and utilities, and 

 establish a process to define the appropriate housing needs funding and implementation 
strategies to meet the diverse medical, functional, cognitive, and psychosocial support needs of 
specialized populations.   

 
In order to ensure that housing options are regularly reviewed for quality, it is recommended that the 
District Trust, through appropriate district and local area programs: 

 undertake systematic quality monitoring of the housing available to mental health consumers, 

 support ongoing clinical reviews of consumers currently residing in Homes for Special Care and 
other residential care settings (particularly long staying residents and those who are aging) to 
ensure they are not suffering from the side effects of old medications, have access to newer 
medication, are not developing medical problems that require attention, have appropriate 
rehabilitation supports, and have an up-to-date care plan in place that is consistent with best 
practices and will maximize their independence, 

 directly or through service agreements provide a range of housing supports in line with best 
practices to promote independent housing options, 

 develop a mechanism and process to include standardized activities of daily living assessments 
into common intake assessment tools so that housing needs and placements may be routinely 
assessed at intake, 
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 develop a district-wide housing inventory detailing available housing (including a quality rating) 
and make this available to consumers to assist them in their housing search, 

 through the district-wide stigma-reduction program, advocate for better quality housing and 
housing subsidies for mental health consumers to ensure that a full continuum of supports 
(including respite beds) are available, meet minimum quality standards, and are accessible in a 
timely manner to individuals with severe mental illness, and 

 continue to develop partnerships with local-area landlords aimed at improving the availability of 
housing options to those with severe mental illnesses who wish independent housing options. 

 
Transportation Costs: 

In order to promote shared care, outreach to rural and outlying areas, and ensure that consumers and 
family members from these areas have an opportunity to participate fully in Trust activities, it is 
recommended that the Ministry of Health and Long-Term Care adequately fund transportation 
budgets for all agencies. 

As the amount of additional agency funding for transportation cannot be determined at this time, it is 
further recommended that the Ministry of Health and Long-Term Care initiate a process designed to:  

 cost out transportation expenses both for outreach activities and for consumer and family 
involvement in the reformed mental health system, 

 develop funding protocols that adequately capture the added cost of doing business in rural and 
remote areas, 

 ensure that transportation funding is equitably distributed across all rural areas in the District. 
 

Streamlined Access: 

To improve identification of consumer needs and reduce the number of assessments that are 
required, service area programs will develop and implement comprehensive standardized screening 
and diagnostic protocols as part of regular intake procedures for all mental health programs in the 
District.  Tools will be sensitive and responsive to the needs of diverse populations across the life 
span. 

To build clinical capacity of mental health staff to undertake standardized assessments and maintain 
more acutely ill consumers in local community settings, District-wide Specialized Services will 
develop and implement a coordinated district-wide community development and skills enhancement 
initiative. 

To improve continuity of clinical information within the limits of legal requirements, and provide a 
source of performance monitoring data, the Planning Evaluation and Research Unit will develop and 
implement a district-wide information system infrastructure to support the creation of consumer 
registries, computerized records, and performance monitoring. 

 

Streamlined Access 
 

  No door will be the wrong 
door 

  Reduced number of 
assessments for each 
consumer 

  Screening and diagnostic 
protocols 

  Community development 

  Skills enhancement 

  District-wide information 
system infrastructure 

  Consumer registries 

  Computerized 
records/privacy protected 

  Performance monitoring 

  Telepsychiatry 

  Accountability 
mechanisms 

Transportation Costs 
 

  Part of budget for all 
agencies/services 

  For outreach 

  For consumer 
involvement 

  For family involvement 

  Protocols 



E N  A V A N T !    

21 

Shared Service Models: 

In order to improve access to psychiatric expertise, community mental health programs will develop 
and implement consultation and referral protocols governing access to psychiatric consultation, acute 
inpatient care, and specialty services. 

In order to improve linkages to primary care, community mental health agencies will be responsible 
for active outreach and shared care to family physicians and primary care programs such as 
Community Care Access Centres and Community Health Centres.  Toward this end they will 
develop a system to affiliate family doctors to mental health programs in each service area.  These are 
to be based on formal written agreements and their success is to be judged against the proportion of 
seriously mentally ill clients who have regular access to a family doctor and the proportion of family 
doctors who have regular access to clinical consultation and support from community mental health 
staff. 

In order to facilitate linkages between the mental health and primary care sectors, it is recommended 
that the Ministry of Health and Long Term Care clarify the roles of Community Care Access Centres 
vis-à-vis provision of services to the mentally ill. 

To promote continuity across the age span, children’s psychiatric services will be part of the locally-
based mental health system.  In order to promote continuity of care across all agencies providing 
specialty services for children and youth, a district-wide specialized services agency will be designated.  
This designated agency will be mandated and held accountable to provide coordination and 
integration with respect to: 

 child and youth mental health services (including inpatient acute care services provided through 
8 designated inpatient beds), 

 continuity of care across first line and intensive services, 

 associated supports and services, 

 information and resources, 

 education, 

 outreach, and 

 program evaluation and research. 
 
In order to provide funding parity for Ministry of Health and Long-Term Care funded services for 
children and youth across the three service areas, it is recommended that the Ministry of Health and 
Long-Term Care provide new annualized funding as follows: 

 $562,500 services in Frontenac, Lennox, and Addington  

 $1,395,00 for services in Lanark, Leeds and Grenville  
 
These figures have been estimated based on a per capita benchmark of $31.00—the estimated 
Ministry of Health and Long-Term Care portion of the expenditure for current services provided to 
children and youth in Hastings and Prince Edward counties.  Therefore, this reflects the additional 
funding that would be needed to bring the other two service areas up to the current per capita 
benchmark in Hastings and Prince Edward.  Details on the calculation of this benchmark can be 
found in the Resources section of this report.    

Shared Care Models
 

  Consultation and referral 
protocols 

  Community mental health 
agencies reach out 
assertively to family 
doctors 

  Children’s psychiatric 
services part of local area 
system 

  Co-ordination and 
integration 

  Immediate geographic 
parity 
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Accountability: 

To create district-level system accountability structures, it is recommended that the Ministry of 
Health and Long-Term Care: 

 fund infrastructure requirements for a district-wide performance monitoring and accountability 
system, based in part on a computerized client record, designed to promote better system-level 
functioning and service integration; faster uptake of performance data and implementation of 
best practices; greater responsiveness to local conditions and needs; and greater management 
flexibility,  

 include funding to support innovation and evaluation in service delivery, 

 clearly designate accountability relationships between funded agencies and the District Trust. 
 
The District Trust should work through Area Councils to clearly define the roles, responsibilities, 
goals, and targets of all programs as well as their data reporting requirements. 

To assist the Trust in carrying out system-level performance monitoring and accountability, we 
recommend that: 

 the Trust designate a Planning, Research, and Evaluation Unit to provide necessary 
infrastructure support responsible for: 
  creating an operational plan (including a budget) for the collection of standardized, 

linked performance monitoring data, 
  harmonizing data demands across different agencies, 
  developing and implementing information brokerage models to synthesize and 

communicate the literature on best practices to key participants within the district, 
  actively communicating with accountability partners regarding the results and 

outcomes of local accountability processes, and 
  collaborating with other systems-based accountability units in multi-centred or 

provincial evaluation initiatives. 
 

In order to promote appropriate access to independent critical appraisal, research expertise, and 
district-level experts, it is recommended that the Planning, Research, and Evaluation Unit be 
coordinated through Queen’s University, Department of Psychiatry, with additional affiliations to 
other departments and research groups, as appropriate.   

With the assistance of the Planning, Research, and Evaluation Unit, programs will implement a 
common, standardized linked dataset to monitor agency and system-level functioning for outcomes 
such as: 

 consumer focus, consumer autonomy (and use of least restrictive alternatives) integrated and 
coordinated care, 

 accessibility, 

 equity in matching services to needs, 

 safety, and 

 effectiveness in achieving system outcomes, efficiency, and value for money. 

Accountability 
 

  District wide system level 
performance monitoring 

  District wide accountability 

  Funding for innovation  

  Clarity of roles, 
relationships and 
responsibilities 

  Planning, Research and 
Evaluation Unit staffed 
from district wide 
specialists and affiliated 
with Academic Health 
Sciences Centre of 
Queen’s University and 
other institutions 

  Assistance in 
implementing common 
dataset 
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Promotion, Prevention, and Advocacy: 

In order to create a district-wide program responsible to the District Trust that will be mandated to 
undertake promotion and advocacy, it is recommended that the Ministry of Health and Long-Term 
Care initially provide annualized operating funding to support: 

 a Masters prepared individual trained in health promotion and community action,  

 one FTE administrative support , 

 computer programming support to develop and maintain the District Web site,  

 Honoraria for consumers and family members who will undertake advocacy efforts on behalf of 
the program including public consultations, public speaking, and staff training,  

 operating funding to include outreach travel, the costs of operating a 1-800 line, production of 
health promotion materials, training costs, rent, supplies, etc.  

Resources for these positions are not presented at this time because salaries have not yet been 
harmonized across hospital and community sectors or matched to skills and competencies.  In the 
Community Action for Mental Health Promotion and Prevention report (Volume II), we estimated an 
annualized yearly budget of $350,000.  However, feedback from community consultations has 
indicated that this may be too low.   
In order to ensure that advocacy efforts remain separate and distinct from service delivery, it is also 
recommended that an advocacy system be set up outside the existing mental health delivery system 
for all mental health consumers, similar to what is currently provided through the provincial 
psychiatric hospitals.  This could be accomplished by protecting existing funding and expanding 
existing psychiatric hospital programs. 

 

Telepsychiatry: 

To insure the sustainability of this network, and growth of telepsychiatry as an outreach and 
educational tool, we recommend that: 

 pilot funding be annualized and increased to hire an additional coordinator to be based at Hotel 
Dieu Hospital, 

 equipment funding be increased to purchase additional referring sites to under-serviced areas to 
be phased in over time, and 

 funding be included to provide remuneration for the site support at referring sites. 
 

 
Human Resources: 

We believe it is too soon to elaborate a workload adjustment policy.  Although we have begun to 
examine current staffing configurations we do not have a method for evaluating core competencies 
across all providers and service locations.  A systematic methodology for evaluating core 
competencies in all staff is required.  Therefore, we recommend that the Ministry of Health and 
Long-Term Care strike a provincial committee to examine workforce issues that have broader 
provincial relevance or implications such as: 

Promotion, 
Prevention and 

Advocacy 
 

  District wide  

  Staff of two 

  Honouraria for consumers 
and family members 

  District web site – 
www.mentalhealthontario.
ca  

  1-800 line 

  health promotion 
materials 

  close liaison with area 
services 

Telepsychiatry 
 

  Annualize pilot funding 

  Additional coordinator 

  Equipment 

  Site support 
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 important legal and union issues,  

 labour relations policy, 

 pay equity, 

 coordinated recruitment and retention strategies, and 

 core competencies. 
 
It is recommended that the Ministry of Health and Long-Term Care set aside one-time funding for 
Districts who may require legal or other expert advice to develop or operationalize their local 
workload adjustment plans. 

We further recommend that the Ministry of Health and Long-Term Care provide a variety of 
physician payment options in the reformed mental health system, (including salary, alternate funding 
payment, fee-for-service, and adequate sessional monies) to support the provision of evidence-based 
mental health and psychiatric intervention across all levels of need, across the life span, and for all 
diverse populations. 

Finally, we recommend that the Ministry of Health and Long-Term Care, work through the Trust to 
fund and evaluate a pilot program designed to recognize and reward clinical competence of providers 
in the district. 

The District Trust will strike a Human Resources Adjustment Committee composed of current 
human resource managers and other resources within the district that have expertise relating to issues 
of recruitment and retention of personnel.  Using the principles and recommendations outlined in the 
report of the Human Resources Committee (Volume II), this Committee will: 

 develop a human resources adjustment plan designed to resolve inequities in compensation 
among mental health providers and create a program for salary and benefit administration that 
will ensure equity and external competitiveness for employees, 

 detail core competencies for mental health providers, including the adoption of standards of 
practice to promote a culture of leadership that develops leaders, supports leadership values, and 
encourages leaders to act as mentors to other staff, 

 develop a manpower plan for the recruitment and retention of  personnel, particularly personnel 
in specialty areas that are in short supply, 

 coordinate human resources policies to address cooperation among mental health agencies with 
respect to recruitment and retention of providers in the district, 

 develop a protocol for ongoing consultation between providers, employers, and educators 
regarding the coordination of basic education, training, and continuing professional 
development, 

 develop protocols for the evaluation of training programs and feedback mechanisms to ensure 
that findings are used to enhance training programs in the district in keeping with best practices 
in the field, and 

 contract external specialists, as appropriate, to assist with these matters. 
 

Human Resources 
 

  Caring competent 
staff/build on strengths  

  Methodology for 
evaluating core 
competencies 

  Provincial committee for 
workforce issues 

  Variety of provincial 
physician payment 
options 

  Program of recognition 

  Recruitment and retention 

  Resolution of inequities 

  Culture of leadership 

  Co-ordination of 
education, training, and 
professional development 

  Appropriate use of 
external specialists 
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Queen’s University: 

It is recommended that: 

 the Ministry of Health and Long-Term Care ensure that Queen’s University has 
 appropriate representation in district governance structures through 

membership in the Trust,  
 appropriate funding to support the additional costs of the recommended 

specialty psychiatrists in addictions, acquired brain disorder with mental 
health problems, and community psychiatry, 

 appropriate operational and capital funding to ensure that outpatient 
facilities currently attached to the Queen’s Department of Psychiatry are 
adequately staffed and appropriately housed, 

 appropriate capital funding to move forward with plans to move inpatient 
facilities from Hotel Dieu Hospital to Kingston General Hospital, 

 operating funds to support research and evaluation activities that are integral 
to system accountability, performance monitoring, and best practices. 

 the District Trust ensure that  
 strong partnership and affiliation agreements are in place with appropriate 

University Departments to ensure that the reformed mental health system 
will provide rich educational opportunities for students across the full 
continuum of care throughout the District, 

 human resource strategies aimed at enhancing core competencies and 
clinical skills of staff be developed with close affiliations to the appropriate 
academic departments, and 

 there are sufficient resources to support training opportunities for learners in 
all disciplines. 

 

 Queen’s University, through the Department of Psychiatry and other departmental 
arrangements as appropriate will work with the Trust to: 

 
 re-orient the content and form of existing training programs, as appropriate, 

to adequately train students to occupy roles in the reformed mental health 
system, 

 participate in the development and implementation of skills training 
programs to be implemented in the context of a broad-based human 
resource strategy designed to improve clinical capacity and core 
competencies among existing staff, 

 take a leadership role in establishing centres of excellence for creating, 
evaluating, and implementing best practices in mental health care,  

 recruit and retain specialists to the District through the development of 
district-wide centres of excellence for specialized care, 

 create partnership agreements that appropriately deploy specialty staff from 
university-based programs and affiliated hospitals to community settings, as 
appropriate to meet reform goals, and 

 develop formal partnerships and arrangements with other academic 
institutions such as St. Lawrence College and Loyalist College. 

Queen’s University 
 

  Represented on Trust 

  Support of specialists  

  Rich opportunities for 
education 

  Clinical skills development

  All appropriate  disciplines 
e.g. psychology 

  Training for occupying  all 
roles in system including 
family physicians 

  Improving clinical capacity 

  Centres of excellence 

  Partnerships  
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Introduction  
This report is respectfully submitted to the Ministry of Health and Long-Term Care 
by the Southeastern Ontario District Mental Health Implementation Task Force on 
behalf of consumers and family members in the Southeastern Ontario planning 
district.    

The Southeastern Ontario District Mental Health Implementation Task Force is 
one of nine similar Task Forces across the province created to develop an 
implementation plan for mental health reform.  The reformed system will:   

 focus on the consumer 

 tailor services to consumer needs in order to improve quality of life 

 improve consumer choice and access 

 link and coordinate services so that consumers will move easily from one part 
of the system to another, and  

 base services on best practices identified from the research literature and 
through locally generated service innovation, research, and evaluation. 

 

About This Report: 

This report was written at the request of the Minister of Health and Long-Term 
Care following a pre-defined structure.  This structure was designed to provide 
Ministry officials with the information they need to move forward with mental 
health reform.  Consequently, it may not be entirely user-friendly for the lay reader. 

There are many ways to implement change and no consensus on which way is best.  
In order to understand the different options available, the Task Force 
commissioned a number of reports from its various committees and advisors. 
Volume II contains all of these reports and their detailed recommendations.   

Chapter 

1 
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Volume I, this report, reflects the Task Force members’ best attempt to synthesize, 
integrate, reconcile, and prioritize these different and sometimes competing 
perspectives into an implementation plan that, reflects the philosophy and priorities 
of the Ministry of Health and Long-Term Care as expressed in government policy 
documents while honouring local culture and practice patterns. 

Many gaps and inconsistencies remain in our thinking, and numerous details have 
yet to be worked out.  We see this as an evolutionary process so emphasize the 
importance of continuing this work beyond the sunset of the Task Forces through a 
transitional planning structure; one that will bridge the gap between the status quo, 
existing strengths and a future fully fledged district-wide governance structure. 

It is also important to note that En Avant! differs in many respects from Avanti!, our 
Interim Submission, although the major themes remain.  Since then, we have 
conducted extensive community consultations.  Our thinking has benefited from 
the extensive feedback we have received as well as the results of our Consumer 
Preference Study.  We have also had an opportunity to augment and update our 
research and statistical data.   

Finally, it is important to remember that statistical and financial information came to 
the Task Force from many different sources and the numbers didn’t always match.  
At times, the financial information needed to provide accurate cost estimates was 
difficult to obtain.  The figures presented often reflect our best attempt to fill gaps 
or reconcile competing estimates.  Therefore, all figures and service descriptions 
should be considered as “best guess” and used with this limitation in mind. 

 

Our Focus 

ur system design is intended to meet the needs of severely mentally ill as defined by 
the Ministry of Health and Long-Term Care as the priory population for mental 
health restructuring and reform.  However, in addition, we recognize the 
importance of early intervention among those with moderate mental illness as well 
as the role of primary prevention in reducing disability, particularly among children 
and youth.  We believe that a fully functioning and effective mental health system 
must protect and enhance the services required to meet the needs of the most 
disabled clients without neglecting the needs of consumers with mild or moderate 
mental illnesses.  We have conceptualized this as a continuum of care required 
across the life span, across all levels of need, and across diverse specialty 
populations. 
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  Across the Life Span 

Improving community mental health means extending the number of healthy years 
of life lived free of mental disability.  Early intervention, before disorders become 
severe, is key to improving health and quality of life.  Early intervention is important 
to all age groups, but particularly important to children and youth.   

The onset of most mental disorders occurs during adolescence and young 
adulthood where early intervention can significantly reduce disruptions to 
educational, occupational, and social functioning.  Gains made at this time may have 
life long impacts.  In an attempt to reduce the disability associated with serious 
mental illnesses, the Task Force has not neglected this broader view of mental 
health as it occurs across the life span. 

 

  Across All Levels of Need 

It is impossible to plan a system for people with serious mental illness without also 
thinking about the importance of promotion, prevention, and early identification 
for those who are less seriously mentally ill—those with moderate or even mild 
mental illnesses. 

While the priority population for mental health reform has been identified by the 
Government as those with a serious mental disorder(s), we recognize that a fully 
reformed and functioning mental health system has to work for people at all levels 
of need.   

We have also highlighted the importance of undertaking promotion, prevention, 
and early identification activities aimed at preventing serious disability.  We consider 
that these should be integral to every level of the service delivery system, from first 
line, intensive, and specialized services, through area and district-wide community 
action efforts. 

 

  Across Diverse Specialty Populations 

One size does not fit all.  People with severe mental illnesses are not a 
homogeneous group.  Rather, there are a number of specialty population sub-
groups, each with its own unique challenges and service delivery needs: 

 Forensic clients who are in conflict with the law 

“If your soul doesn’t 
sing, your science is 

worth nothing.”  
 

Henry R .Lickers 2002 
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 Dually diagnosed with a mental disorder and a developmental disability 

 Concurrently diagnosed with a substance abuse and mental disorder 

 Acquired Brain Injury with mental health concerns 

 Consumers with serious mental disability who have specialized needs 

 Children and youth, particularly transitional youth who are moving into the 
mental health system from other service delivery systems 

 Geriatric clients who have significant psychiatric impairments 
 
The service delivery system must be flexible and responsive to the needs of all 
of these diverse specialty groups.  No one should be excluded from care. 
 
 

The Scope of the ”Mental Health System’” 

The Mental Health Implementation Task Forces were mandated to devise 
implementation strategies for mental health reform in Ministry of Health and Long-
Term Care funded mental health agencies and programs.  When this report talks 
about mental health services, or the mental health system, unless otherwise stated, it refers 
to services that are funded by the Ministry of Health and Long-Term Care. 

Many other systems also provide mental health treatment and related supports such 
as the Ministry of Community, Family and Children’s Services for children and 
youth and dually diagnosed, the Addictions system, the judicial and correctional 
systems, primary care, housing supports, employment supports, municipalities, and 
vocational programs, to name a few.  Many of our strongest recommendations 
relate to the need to develop better linkages between sectors and between 
Ministries.  Feedback we have received confirms our view that without this broad 
involvement, the system will never be as effective as required by the community. 

In addition, mental health services may be provided privately.  We have not 
specifically addressed the role of the restructured mental health system vis a vis 
private mental health services, such as employer assistance programs, marriage 
counsellors, or other private therapists.  However, we recognize their important role 
and consider that the shared care models we espouse would entail linkages to 
private programs and therapists as appropriate, to meet individual needs. 

 



E N  A V A N T !    

 
C h a p t e r  O n e :  I n t r o d u c t i o n   

31

Our Framework for Reform 

Our ideas have come from many sources.  They reflect our best thinking and our 
understanding of best practices in the field.  These have formed the scaffolding for 
our work and provided us with the framework for our recommendations.   

Our thinking has built upon a long legacy of mental health reform initiatives 
beginning in recent history during the community mental health philosophy of the 
1970’s, subsequent Ontario policy documents, and local work completed through 
our own and other District Health Councils—too numerous to detail here.  These 
have provided the broad context for our current work.   

It is our belief that the program recommendations we make are entirely consistent 
with the recommendations that have been submitted over the years.  Some of the 
more recent examples of reform documents that have informed our thinking are 
outlined below. 

 

  Recovery Philosophy 

The word “recovery” means different things to different people, depending on their 
experiences with mental illness, their training, or the area of mental health in which 
they work.  Recently, the term “recovery” has come to mean something very 
specific in the context of community mental health and active rehabilitation. 

In the early days of mental health care, treatments were largely custodial.  People 
with mental illnesses were admitted to a psychiatric hospital where they might stay 
for the rest of their lives.  Next, with new treatments, legislative reforms, and new 
thinking, care moved from the hospital to the community where it became 
maintenance-oriented.  The goal was to maintain someone in the community as 
long as possible between hospitalizations.   

The future reformed mental health system will be recovery-oriented.  The goal will 
be to help people with mental illnesses live independent and meaningful lives.  As a 
result of their interaction with the mental health care system, consumers should 
expect to be better able to manage their health and improve their quality of life.  
Therefore, a recovery philosophy must be the overriding framework for a mental 
health reform and the standard against which we measure our success. 

A recovery philosophy is both humanistic and hopeful.  It recognizes that people 
recover from mental illnesses.  For many this means learning to live beyond their 
disability; learning to live a full and meaningful life where the illness is not the 
central focus; having good social relationships; being integrated into the community; 
contributing to society; and living up to one’s full potential.   

"It is time to deal with 
this issue and bring 

mental health into the 
mainstream of public 

health care."  
 

Roy Romanow 
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Recovery is also holistic.  It goes beyond any particular service or support.  In a 
recovery-oriented system, mental health services are but one of the many necessary 
ingredients.  Employment, housing, financial resources, social supports, peer 
support, and opportunities for self-care are also key.  Therefore, a recovery 
philosophy emphasizes partnerships:  partnerships between government Ministries, 
partnerships between clients and their providers, partnerships among providers 
themselves, and partnerships between systems.  A system that supports recovery:  

 shares power and responsibility with consumers and family members, 

 provides educational opportunities to enhance coping, 

 includes consumer and families in all aspects of planning, service delivery, and 
evaluation, 

 provides support for consumer operated services, and  

 undertakes stigma reduction initiatives. 
Recovery is also a process that requires the mental health system to be flexible 
enough to adapt to consumers’ changing needs over time, across the life span, 
across different levels of need, and across diverse populations.  It is a person-
centred process that builds on personal strengths. 

Recovery principles must be fully integrated into mental health system functioning 
and applied at every step of the way:  through promotion, prevention, early 
identification, crisis intervention, engagement, treatment, rehabilitation, community 
support, and, most importantly, through appropriate resourcing of these 
activities.  

 

  Making it Happen 

Making it Happen is the Ontario Government’s policy for mental health system 
reform.  It outlines a recovery-oriented system that will provide wrap-around care 
for people with a serious mental disorder to help them live independently in the 
community.  It will do this by: 

 providing a comprehensive continuum of services and supports that will be 
matched to consumer needs, 

 streamlining access to care to make it easier for consumers and family members 
to obtain services and supports when needed, 

 using shared care models to make sure that consumers with complex needs 
have them appropriately addressed, 

 maintaining clear system and service accountability demonstrating that 
consumer needs are being met, and 
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 using decentralized regional structures to steer the system so that services are 
delivered as close to local communities as possible. 

The Task Force has “operationalized” these and other important features in its 
proposed system design.   

 

 Making it Work 

Making it Work is the Ontario Government’s policy framework for employment 
supports for people with serious mental illness.  It recommends an approach that 
integrates employment supports into the mental health system where they may be 
linked to community-based services and easily accessed by consumers.  Shared 
arrangements with other government ministries, the business community, and 
educational community are also emphasized.   

Making it Work requires the Mental Health Implementation Task Forces to:  

 provide greater accessibility of employment supports for consumers, 

 focus on placing people directly into competitive employment by giving on-the-
job support and training as required, 

 provide a comprehensive range of employment and vocational supports based 
on best practices, 

 fully integrate employment supports with other mental health and rehabilitation 
services, and 

 develop strong linkages with local employers and other sectors. 
It defines a comprehensive system of employment supports as including eight 
elements:  (1) job development, creation, and employer outreach, (2) skills 
development, training for jobs, and education, (3) skills training on the job, (4) job 
search skills and job placement, (5) employment planning and career counselling, (6) 
supported education, (7) supports to sustain education and employment, and (8) 
leadership training.   

 

 Best Practices  

Government policy documents (such as Making it Happen or Making it Work) 
indicate that the reformed mental health system must be based on best practices.  
The term “best” means practices that are based on our best knowledge at any given 
time; those that are supported by our best scientific evidence.  However, it is 
probably more accurate to think it terms of “better” practices since our knowledge 
of what works is always evolving. 
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The reform structure proposed is our translation of best practices, as we understand 
them today.  As best practices change with time, so must the system.  Therefore, we 
have recommended that we work closely with our local University to develop 
evaluation capacity and monitor changes in the field so that they can be 
incorporated into service delivery.   

We have emphasized practices that improve the quality of life of consumers and 
their family members.  In order to ensure that our implementation 
recommendations were based on current best practices, we commissioned several 
literature reviews to document scientific thinking with respect to treatment services 
across the disability spectrum, recovery supports such as supportive housing and 
employment supports, and community action for prevention and promotion. The 
First Line, Intensive and Specialized Working Groups of the Task Force made 
extensive use of best practice literature in developing their recommendations (see 
Volume II). 

In addition, the Task Force undertook several related research and planning 
projects to evaluate consumer needs. Where literature could not be found, or was 
deemed unreliable, Task Force members drew on the experiences of prominent 
researchers and practitioners in the field, and on their own knowledge to develop 
consensus views concerning what works across the life span, across all levels of 
need and across diverse population groups.  

 

 A Guide to Developing Recommendations on Streamlining Access to 
Mental Health Services and Supports 

In February 2002, the government released a guide to help Task Forces streamline 
access to mental health services.  Based on the principles articulated in Making it 
Happen, this guide identified the key considerations that Task Forces were to 
address: 

 development of a central source of information describing mental health 
services and how to access them, 

 facilitating access to consultation services provided by psychiatrists, 

 minimizing the number of assessments conducted so that consumers are asked 
to provide necessary information only once, and 

 redesigning local mental health systems so that there are fewer points of entry. 
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 The Berkeley Report  

In 2001, the Ministry of Health and Long-Term Care commissioned the Berkeley 
Consulting Group to lead a review of the mental health system in Hastings and 
Prince Edward Counties.  They were asked to recommend an integrated service 
delivery model for these counties.  Since that time, many of these recommendations 
have begun to be implemented.  This experience has set the stage for Task Force 
recommendations at the district level and, in many ways, has provided us with a 
local blueprint for system-level change.   

The Berkeley Consulting Group described a number of problems with system 
functioning that echoed the themes in Making it Happen.    

 Despite the fact that the entire mental health system was relatively small—no 
larger than a medium sized human service organization—intake and referral 
patterns were highly fragmented, diverse, and complex.    

 Information on individuals and their services were equally fragmented and of 
uneven quality. 

 The consumer voice in planning had been weakened by fragmentation across 
consumer initiatives. 

 Access to case management was fragmented and inconsistent. 

 Connections between service levels were under-developed and continuity of 
care was poor. 

 Hospital emergency and crisis services were under pressure as a result of 
shortages and gaps in community services. 

 There was a shortage of psychiatric resources. 

 There were access challenges for persons living in rural areas. 

 Accountability was poorly developed due to a lack of common reliable planning 
data and mechanisms to support system-wide planning and problem solving. 

 
The Berkeley Report provided numerous ideas on how to solve these problems, 
many of which have since been implemented.  Some of the more important 
integration strategies coming out of the Berkeley Report and the subsequent 
blueprint for change (“Towards the Future”) include:  

 creation of a district-wide governance structure to improve coordination and 
system-wide planning, 

 creation of a single comprehensive consumer support agency that is 
independently funded and mandated to provide a range of consumer services 
including overseeing all consumer initiatives (vocational/life skills programs, 
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drop-in centres, Clubhouse programs, peer counselling programs, or 
transportation), 

 creation of a family network to support the advocacy and information needs of 
family members, funded and supported by the Ministry of Health and Long-
Term Care but sponsored by a community mental health program (e.g. 
Community Mental Health Association), 

 creation of a comprehensive crisis service located in the community but 
managed by the Schedule 1 hospital and linked with the emergency services 
there, 

 streamlined entry through the use of a common assessment protocol and 
standardized referral procedures, 

 specialized services (such as dual diagnosis or geriatric psychiatry services) 
managed on a district-wide basis but locally available to support the local 
community mental health system, and 

 links to teaching institutions to support the recruitment and retention of 
psychiatrists. 

 

Our Planning District: 

The Ministry of Health and Long-Term Care defined our planning district as 
including the counties of Hastings and Prince Edward, Frontenac, Lennox & 
Addington, Leeds-Grenville, and South Lanark.  North Lanark was assigned to the 
Champlain District Task Force.   

Splitting Lanark County posed a number of problems, not the least of which was 
the duplication of effort required by providers who were called to participate in two 
Task Force planning initiatives.  It also posed problems for data collection, since 
most sources could not be broken down into sub-county units.  Mental health 
service providers in Lanark county expressed strong opposition to splitting the 
county and recommended to us that all of Lanark county be affiliated with the 
Southeastern Ontario mental health planning district. 

Consequently, the Task Force recommends that the boundaries for the district be 
co-terminus with existing county boundaries, and the Southeastern Ontario Mental 
Health District be defined as including the following six counties and their 
separated cities and towns (see glossary): 

 Hastings, 

 Prince Edward, 

 Frontenac, 
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 Lennox & Addington,  

 Lanark, and 

 Leeds & Grenville. 
 

Our Socio-demographic Profile 

The present and future socio-demographic characteristics of the district make it a 
deceptively high needs area for mental health services.  The Southeastern Ontario 
district has an area of 20,000 square kilometers and a population of approximately 
500,000.  

Table 1 estimates our population growth  from 2001 to 2011.  Over this ten year 
period, our population will grow and its age composition will change.  The largest 
increase in population is expected in Lanark County.  There will be a large increase 
in the number of seniors over 65 years of age and a similarly sized decrease in the 
number of children under the age of fourteen  

Table 1:  Population Change Summary, Southeastern Ontario Mental 
Health Implementation Planning District 

County Area Year Change 

 2001 2011 Total % 

Ontario 11,900,000 13,298,00
0 1,390,000 12% 

SEO District 496,500 525,500 29,000 6% 

Hastings 125,000 133,900 8,900 7% 

Prince Edward 26,600 28,500 1,900 7% 

Lennox & Addington 40,800 42,500 1,700 4% 

Frontenac 138,900 142,900 4,000 3% 

Leeds & Grenville 100,600 106,300 5,700 6% 

Lanark 63,900 71,400 7,500 12% 

Age Group     

0-14 88,920 78,650 -10,270 -12% 

15-64 331,530 360,670 29,140 10% 

65+ 76,180 86,220 10,040 13% 

Note:  All figures are rounded. 
Source:  Ontario Population Projections, Ontario Ministry of Finance,  
July 2000. 



E N  A V A N T !    

 
C h a p t e r  O n e :  I n t r o d u c t i o n   

38

 

 

Some Unique ”High-Needs” Features 

The district is also a uniquely high needs area for mental health services.  We have a 
higher than average unemployed population, particularly in the villages and small 
towns.  The rural nature of much of our district has raised important access 
challenges for many consumers and highlighted the need to devote appropriate 
resources to comprehensive outreach programs and transportation. 

We are also home to several special population groups known to have higher than 
average mental health needs.  As a result, we must spend more money delivering 
mental health services than communities of similar size and socio-demographic 
make-up.  These special high-need population groups include:   

 a large post-secondary student population originally coming to Kingston from 
across Canada to study at Queen’s University, the Royal Military College, St. 
Lawrence and Loyalist Colleges, The Ontario School for the Deaf, The 
Correctional Services Staff College, or one of several other colleges or college 
campuses in the area;  

 eleven correctional institutions (Federal and Provincial) with a combined 
offender population of 3,000 at any given time and over 4,500 in any given year, 
many of whom have chosen to relocate to Kingston with their families to 
support their planned release from custody.  In addition, a new maximum 
security correctional centre with a province wide catchment area is under 
development in Brockville.   

 a Canadian Services military base housing active duty military personnel and 
their families. 

 Prior to restructuring, the district hosted four large provincially operated 
facilities that attracted the developmentally disabled and their families to our 
area.  Three of these have since been downsized or closed and their services and 
clients have been transferred to local communities.  Southeastern Ontario’s 
Geographic Registry in Developmental Disabilities (GRIDD) contains over 
2,000 individuals, and counting.  It is estimated that over half live with their 
families (48-58% depending on the service area) and 13-23% live in group 
homes. Approximately 40% have a dual diagnosis so require mental health 
services and supports.  Comparable data are not available for other areas as the 
GRIDD project is unique to this district. 
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 Prior to divestment, the District was home to two provincial psychiatric 
hospitals with catchment areas that extended far beyond our district boundaries.  
Historically, these institutions drew people from all over the Province.  They are 
now in the process of transferring services to community-based alternatives and 
it is expected that most of their clients (even those who may have originally 
come from other regions) will choose to remain in the local communities, 
particularly Kingston and Brockville. 
 

 

Current Structures and Services 

The district is home to Queen’s University Academic Health Sciences Centre and 
affiliated teaching hospitals that provide a range of intensive and specialized mental 
health services, including a secure forensic assessment and treatment program.  
Psychiatrists who are affiliated with Queen’s have major teaching and academic 
responsibilities, so do not devote 100% of their time to direct service delivery.  We 
also serve as a retirement centre for many professionals who come to Kingston and 
the Thousand Islands.  A high number of semi-retired and academic psychiatrists 
skews our per-capita comparisons to make it look like we have too many 
psychiatrists practicing in our communities when in fact we are under-resourced. 

As a result of restructuring, Kingston Psychiatric Hospital has been divested to the 
Providence Continuing Care Centre.  Brockville Psychiatric Hospital has been 
divested to the Royal Ottawa Health Care Group in the Champlain District. Plans 
are now well underway for the divestment of the acute beds of the Royal Ottawa 
Health Care Group in Brockville to the Brockville General Hospital.  When 
restructuring is complete, there will be three Schedule I acute care general hospitals 
in the district that are able to accept consumers under mental health legislation.     

Capital funding has been received and plans are well underway to build new space at 
the Kingston General Hospital for psychiatric services.  These are expected to be 
complete within the next two years.  The new space will house the psychiatric 
services that are currently located at the Hotel Dieu Hospital.   

There are some 30 mental health agencies and programs in the district funded 
through the Ministry of Health and Long-Term Care. Their combined budgets 
amount to approximately 80 million dollars.  These are described in more detail in 
Appendix C. 

Community and hospital services in the district have been heavily involved in 
network development during the past few years and several active service, 
consumer, and family networks now exist.  In addition, there are a number of data 
sharing partnerships for purposes of system monitoring and evaluation.  Indeed, 

“Never doubt that a 
small group of thoughtful, 

committed citizens can 
change the world. Indeed, 
it’s the only thing that 

ever has.”  
 

Margaret Mead 



E N  A V A N T !    

 
C h a p t e r  O n e :  I n t r o d u c t i o n   

40

Kingston has one of the longest standing psychiatric registers linking data across 
hospitals. A number of agencies have also developed innovative service delivery 
models, including several affirmative business opportunities.   

The service delivery culture is heavily weighted toward the use of partnership 
models.  Therefore, the challenge for the Task Force was to develop a governance 
and service delivery system that would build on these existing accomplishments, 
while fostering new service arrangements and partnerships as a means of 
developing comprehensive delivery networks, and retaining agency and Board 
autonomy.   

 

Frequency and Distribution of Mental Health 
Problems 

There are no community epidemiologic data specifically for this area (although 
Kingston has one of the longest standing record linkage systems for measuring 
treated prevalence).  Community-based epidemiologic studies conducted elsewhere 
indicate that mental illnesses are common and affect all ages.  Approximately 20% 
of the population will suffer from a mental disorder during any given year.  The 
other 80% of the population will be affected in some way, through a family 
member, a close friend, or a colleague.  Mental illnesses are a major cause of 
disability and suffering and deserve attention commensurate with this burden. 

The Ministry of Health and Long-Term Care has estimated that 2.5% of adults will 
have a serious mental disorder.  While there is no strict definition of “serious mental 
disorder”  these individuals will suffer significant impairment and require intensive 
and specialized community-based treatment and supports to promote their 
recovery.   

Table 2 applies these estimates to population figures for 2003 to develop a picture 
for our district.  Approximately 100,000 individuals will experience a mental 
disorder and some 13,000 will experience a serious mental disorder.  Children and 
youth (up to the age of 19) make up 26% of the Southeastern Ontario population, 
so perhaps as many as 3,000 children and youth will experience a serious mental 
disorder.  

Results from a survey conducted in the nine public high schools in Leeds and 
Grenville counties showed high levels of stress and distress reported among a 
quarter of the grade 9-13 students surveyed (N=3,421), increasing with grade.  
Similarly 20% reported use of substances (alcohol or illicit drugs) on a daily or 
weekly basis.  Stress and distress was higher among young women and substance 
use higher among young men (full results are contained in Volume II).  This raises 
important possibilities for promotion and prevention activities. 

“As we think about 
mental illnesses, we 
must synthesize and 
understand them as 

mind/brain 
disorders. We will be 

mindless if we 
address only the 

brain and brainless if 
we address only the 

mind”  
 

Nancy C. Andreasen, M.D., 
PhD 

“…if I go home and 
take an overdose 

then they will send 
an ambulance and you 

get help”  
 

Southeastern Ontario 
consumer/survivor, 2002 
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Table 2: Estimated Frequency of Mental Illness Across the Life 
Span in the Southeastern Ontario Mental Health District for 2003 

County 
2003 
Total 

Population

Any Mental 
Disorder 

(20%) 

Serious Mental 
Disorder (2.5%) 

Hastings and Prince Edward 154,700 30,900 3,868 

Lennox & Addington 41,000 8,200 1,025 

Frontenac  140,000 28,000 3,500 

Leeds & Grenville  102,000 20,400 2,550 

Lanark 65,500 13,100 1,638 

Total 503,200 100,600 12,580 

Children and Youth up to 19 
yrs  
(26% of population) 

130,832 26,156 3,271 

Adults 20+ years  
(74% of population) 372,368 74,444 9,309 

Note:  figures are rounded 
Source:  Ministry of Finance Population Projections 
 

 

Fear of stigma is the number one barrier to care.  Only about one in four people 
with a mental illness will ever receive mental health care, although most would 
benefit from it.  Many people with a mental illness will delay seeking treatment 
because they are afraid of being stigmatized by their friends and family.  Combating 
stigma and preventing discrimination against people with mental illness are the most 
pressing priorities for improving the mental health of Canadians. 

A Consumer Preference Survey conducted as part of the Comprehensive 
Community Assessment Project undertaken by the Task Force in preparation for 
reform indicates that close to half of the consumers in our region who are currently 
receiving community mental health care have delayed seeking treatment at some 
time in their life because of their fear of being stigmatized.   
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Levels of Need for Mental Health Services 

People with a mental illness need different levels of care at different times in their 
life.  An important goal of the mental health system is to match services to needs. 

To begin to document different levels of need, and the fit between services and 
needs, three Comprehensive Assessment Projects (or CAPs) were undertaken in 
our District.  An important strength of the CAP studies is that they all use the same 
five-level continuum to characterize level of need so they permit comparisons 
across different population groups and different areas: 

 Level 1:  Self-Management – People at this level are capable of managing their 
own care.  They may attend an outpatient clinic or see a family doctor monthly 
and they may use a range of community mental health supports and services 
intermittently.   

 Level 2:  Community Treatment and Support – People at this level need regular 
individualized support (approximately weekly) to help them identify their 
treatment needs and access a range of community mental health supports and 
services.  Their psychiatric care should be provided through regular contact 
with a psychiatrist or mental health nurse in a community-based setting.   

 Level 3: Intensive Community Treatment and Support – People at this level are 
able to live in the community if they receive intensive, integrated, community 
treatment, rehabilitation and support.  They may need daily visits and access to 
clinical services and individual supports 24 hours a day, 7 days a week. 

 Level 4:  Residential Treatment – People at this level need treatment with a 
strong rehabilitative component.  They have high needs for safety maintenance, 
individual support, and clinical services.  They may be elderly persons who need 
daily nursing care and rehabilitation in a supportive environment.  Many have 
behaviours that make it difficult for them to live independently.  From time to 
time they may need a secure environment. 

 Level 5:  Inpatient Treatment – People at this level require care from a multi-
disciplinary team with high levels of psychiatric expertise and the capacity to do 
a comprehensive assessment in a secure setting.  They have complex, difficult-
to-treat psychiatric conditions that may be complicated by co-existing medical 
or developmental disorders. 

 

 Kingston Psychiatric Hospital Comprehensive Assessment Project 

The “Kingston Psychiatric Hospital Comprehensive Assessment Project” was 
conducted in 2000 to characterize the service needs and preferences of psychiatric 
hospital clients (inpatients, outpatients, and residents of Homes for Special Care).  
When the levels of care described in the previous section were mapped against 



E N  A V A N T !    

 
C h a p t e r  O n e :  I n t r o d u c t i o n   

43

current service, it was clear that the mental health system needed to provide more 
community based care.   

Many of those surveyed could have been discharged from hospital if more intensive 
community services were available.  About half of the consumers that were 
surveyed thought that their hospital admission could have been prevented if they 
had been given access to the right community-based care.  The majority thought 
that they could live in the community with varying levels of support.   

This study made a number of recommendations for improving the mental health 
delivery system.  Most focused on the need for more community based supports 
and services, including appropriate access to psychiatric and medical expertise; safe, 
affordable individualized accommodation with appropriate supports; better 
coordination of services; more appropriate use of inpatient and residential care 
alternatives; and more opportunities for educational and vocational supports. 

 

  Brockville Psychiatric Hospital Comprehensive Assessment Project 

Almost a year earlier, “The Brockville Psychiatric Hospital Comprehensive 
Assessment Project” had shown similar results.  A significant number of their 
clients were not receiving the community-based services they required.  There was a 
particularly high level of unmet need for vocational and social/recreational supports 
and services.  The majority of clients were admitted against their will.   

The most common reason for hospitalization was the lack of access to appropriate 
community-based supports and services.  Services that were identified as key 
included clinical services, medication management, help with obtaining housing and 
a job, transportation, and help with finances.  About half wanted an independent 
living situation.   

This study also made many recommendations for a full range of community-based 
supports including psycho-social rehabilitation; comprehensive crisis response; and 
the development of appropriate range of supported housing. 

 

“You have 
championed a 

massive undertaking 
with short timelines 
in a way that has 

made possible 
meaningful and 

significant reform in 
Ontario’s mental 
health system.” 

  
Elizabeth Witmer   
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  Kingston Community Comprehensive Assessment Project 

The Comprehensive Community Assessment Project extended the hospital CAP 
data to include a broader sample of persons receiving outpatient and community 
care.  A registry created from all community based services in the district indicated 
that there were just over 3,100 clients receiving community based services in the 
three months prior to the study.  Specialized populations (such as forensic, dually 
diagnosed, or geriatric clients) were excluded from this project.  Also, results do not 
reflect the needs of people who have not accessed the treatment system.  A copy of 
this report is contained in Volume II.   

Table 3 summarizes the results of all of the CAP studies completed in this district.  
These figures also provide a rough approximation of the proportions of clients that 
will require care in each of the levels, excluding clients receiving care in specialty 
services (e.g.  forensic, dually diagnosed, geriatric psychiatry, concurrent disorders). 

Table 3:  Summary of Level of Care Findings from C-CAP Studies 
Level of 

Care 
Estimated Number of Current Clients Total Clients 

(Total = 3803)
 Kingston 

Psychiatric 
Hospital CAP* 

Brockville 
Psychiatric 

Hospital CAP* 

Community 
CAP** 

 

Self-
managed 
care  

2 14 600 616 (16%) 

Community 
care 25 44 1,550 1616 (42%) 

Intensive 
Community  105 104 1,000 1209 (32%) 

Residential  
care 125 102 100 327 (9%) 

Inpatient 
care 
 

10 25 N/A 35 (1%) 

* Includes all inpatients and clients in Homes for Special Care at the time of the 
survey.  Excludes individuals who did not come into contact with the mental health 
system and individuals receiving services from specialized programs . 
**survey estimates have been extrapolated to the full population of clients who 
used non-specialty community based services within 3 months of the survey. 
  

In interpreting these figures, it is important to note that considerable work has 
already been completed with respect to hospital downsizing.  Therefore, the relative 
proportions of inpatients and outpatients will be different now.  Nevertheless, this 
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table highlights the importance of providing a continuum of care that meets the 
needs of consumers with different levels of disability and need. 

This table shows that at any given time there are some 4,000 consumers receiving 
either hospital or community-based care in our District.  Of these: 

 16% (or 600 individuals) will require self-managed care largely in the primary 
care sector, 

 42% (some 1,600 individuals) will need community based care with up to 
weekly contact with a community mental health program,  

 32% (some 1,200 individuals) will need more intensive community based 
supports requiring up to daily contact with a community based mental health 
team,  

 9% (some 300 individuals) will need residential care, and  

 1% (some 35 individuals) will need inpatient care.   
These figures illustrate the importance of ensuring that the mental health system has 
sufficient resources directed to community-based care across all levels of need. 
 

Consumer Preference Assessment 

A key component of a consumer-focused system is the routine assessment of 
consumer views and preferences.  Therefore, the Task Force undertook a consumer 
preferences assessment of a cross-section of 324 clients of intensive-level 
community based mental health programs.  The full report is contained in Volume 
II.   

Findings highlight the importance of: 

 Better Employment and Income Supports:  The majority of clients surveyed 
were not working for pay and reported that their main source of income was a 
disability pension (usually from the Ontario Disability Support Program).  Half 
indicated that they seldom or never had enough money to get through the 
month.  One in three had difficulty affording their medications when they 
weren’t in hospital, and 15% reported having difficulty affording their 
medications all of the time. 

 More Supported Stable Housing:  The majority were living in their own 
apartments.  Most did not have supervision or support where they lived.  Men 
were more likely to live alone and receive higher levels of supervision and 
support than women.  One quarter had moved in the last year at least once 
(some many times), and a third would move if they could. 
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 Need for Shared Care:  Most were intensive service users both of the mental 
health system and the primary care system.  Two thirds had regular psychiatrists 
(which they saw weekly or monthly), three quarters had a care coordinator, and 
virtually all (94%) had a family doctor.  One third (34%) received mental health 
care from their family doctors on a regular basis (once a month or more 
frequently), and a third also had a worker other than a doctor that helped them 
manage medications.  Most (76%) had been hospitalized at some time for a 
mental health problem and almost half (40%) had been hospitalized 
involuntarily at some time.  One in ten (11%) had used hospital emergency 
services in the previous six months.   

 Better Community Supports:  Inadequate community supports were reported 
by just under a quarter of the sample.  Few reported needing more help with 
medication.  However, a quarter identified needing more help with diagnosis 
and treatment, managing upsets and crises, and finding out what services are 
available.  The most problematic areas were in obtaining skills, educational 
training, finding a job and obtaining transportation.   

 Need for Stigma Reduction:  A quarter indicated they had felt stigmatized by 
health professionals.  One quarter reported having had difficulties 
communicating with a health professional in the last year, often because their 
views were not taken into consideration.  Half reported that they had delayed 
seeking treatment because they were afraid of being stigmatized.  One in five 
reported delaying treatment because of stigma in the prior six months. 

 Improved System-level Functioning:  Satisfaction with clinical care was 
generally good.  Less than one in ten were dissatisfied.  The majority reported 
that their ideas and opinions count, they had a treatment plan, they were treated 
with respect and dignity, and their services fit their needs.  Satisfaction with 
system functioning was considerably lower.  Fifteen percent said that services 
did not work together to meet their needs and one quarter said they had to deal 
with too many agencies and professionals.  About a third thought that they 
would have difficulty accessing a hospital bed if they needed one. 

 Public Education About Mental Health Reform:  Close to half worried 
about mental health reform and associated it with service cut-backs and 
problems accessing hospital beds. 

 

Summary and Conclusions 

In this chapter we have provided an introduction to government policies relating to 
mental health reform and have summarized some of the key principles, ideas, and 
research findings that have guided the development of our implementation plan.   
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In particular, we have indicated the importance of meeting the diverse needs of 
those with serious mental disorders across all levels of disability, across the life span, 
and across diverse specialty groups.   

We have provided an overview of our current mental health system in terms of its 
basic service components and have shown that we have a number of high needs 
sub-groups in our region that increase our overall per-capita mental health 
expenditures.   

Most importantly, we have also described local research that shows we have 
insufficient community-based services to create a system of care that is truly 
recovery-oriented and based on best practices.  This is an important theme that will 
re-emerge in different ways throughout this report.  In the next section we will 
describe the Task Force and outline the methods we used to develop an 
implementation plan for mental health system reform in the Southeastern Ontario  
District. 
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Task Force Mandate and Methods 

Task Force Mandate 

The Minister of Health and Long-Term Care officially appointed the Southeastern 
Ontario District Mental Health Implementation Task Force in July 2001.  The chair 
was appointed in December 2000. The first meeting of the Task Force was held in 
January 2001.  The last meeting was held on December 3, 2002,.  

This is one of nine similar task forces across the province charged with 
implementing mental health reform. Our goals were to create an implementation 
plan for a system that would: 

 put the consumer first, 

 tailor services to needs in order to improve quality of life for people with a 
mental illness, 

 improve access to mental health services and recovery supports, 

 coordinate services so that consumers can move from one sector to another, 
and back again, as their needs require, and 

 implement services based on the best scientific evidence for their effectiveness. 
 

Within this framework, Task Forces were asked to develop a multi-year 
implementation plan.  The Ministry of Health and Long-Term Care provided 
operational funding.  The Southeastern Ontario District Health Council helped to 
support the Southeastern Ontario Mental Health Implementation Task Force by 
providing funding and staff support for several joint projects.   

Chapter 

2 
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Methods: 

We created a series of committees and working groups for our Task Force structure 
(Figure 1).  Each committee and working group had a clear mandate and formal 
terms of reference to guide their activities.  They assessed system needs and gaps 
relating to their respective areas, when data permitted, and formulated 
recommendations for change.  In most cases, written reports were provided (see 
Volume II). 

Figure 1: Committee Structure 
 

 

 

 

 

 

 

Terms of reference for committees and membership lists are contained in 
Appendix A.  Briefly, the Community Committee made recommendations to the 
Task Force on public education, prevention, and community awareness.  The 
results of their work and their recommendations are contained in a document 
entitled Community Action for Mental Health (Volume II). 

The Integration Committee made recommendations concerning the actions 
necessary to create an integrated service delivery system providing a full continuum 
of services and supports across the lifespan, and across first line, intensive, and 
specialized levels of care. Three working groups, one relating to each level of care, 
identified gaps and overlaps in the system, and suggested remedies that would 
ensure integrated care in both rural and urban settings.  The Integration Committee 
compiled a list of recommendations made by all other committees and working 
groups and synthesized these to the service delivery structure described in detail 
later in this report.  The views of the working groups and their recommendations 
are contained in the Technical Report to the Integration Committee, Volume II. 

The Research Committee recommended a governance and accountability 
structure including routine performance monitoring systems, performance 
indicators, and the creation of research and evaluation capacity in support of best-
practices.  Their work is contained in two documents:  A Framework for District-level 

“The Mental Health 
System and how it 

functions is a 
responsibility of everyone 

and if it doesn't 
function … then we 

have all failed."  
 

Southeastern Ontario 
consumer/survivor, 2002 
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Governance for Mental Health Service Delivery and A Framework for Mental Health System 
Accountability in Southeastern Ontario (Volume II). 

Finally, the Human Resources Committee made recommendations concerning 
core competencies for staff in the reformed system, education and training 
requirements, recruitment, and retention.  Their recommendations are contained in, 
Human Resources: A Plan for A Reformed Mental Health System in Southeastern Ontario 
(Volume II).   

In addition to the committee structure, the Task Force also identified Champions 
who were to actively promote the special needs and interests of their respective 
groups: 

 consumers,  

 family members, 

 children and youth, 

 seniors, 

 adults with a serious mental illness, 

 those with a mental illness and concurrent substance abuse disorder, 

 dually diagnosed with a mental disorder and developmental disability, 

 forensic clients, and 

 members of the general public. 
 
Every committee and working group of the Task Force had a Champion from each 
of these areas.  Champions actively represented the needs of their respective sub-
populations and, in most cases, met separately to discuss issues and formulate 
recommendations.  Several Champion Groups presented their thinking and 
recommendations in written form.  These documents are also contained in Volume 
II. 

 

Key Informants and Consultations 

The Task Force benefited from a number of key informants through formal 
presentations.  In the first months, key informant presentations addressed 
orientation and key policy issues.  These were designed to inform members about 
the operational and policy framework within which all Task Force and Committee 
members would subsequently work.  Next, key informants provided an overview of 
different aspects of mental health services and strategic reinvestment plans.  
Strategies for system integration and streamlined access were also addressed.   
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On December 4, 2001, the Task Force convened a Grand Summit where members 
received and discussed interim reports from all of the Committees and Working 
Groups.  Each Champion Group “tested” the emerging system for their particular 
population. 

The next phase of key informant consultations emphasized the needs of specialized 
populations.  At this time the Task Force received reports from Champion Groups, 
Committee reports, study results, and recommendations for the Interim Report. 

A complete list of key informant presentations is contained in Appendix B. 

 

Current System Resources 

Regional staff of the Ministry of Health and Long-Term Care provided the Task 
Force with a list of all funded agencies in the district, their utilization capacity (when 
known) and their service delivery mandates.  These were updated throughout the 
course of our deliberations as things changed.  These are contained in Appendix C.  

Programs providing employment and vocational supports are listed in Appendix 
D. 

 

Logic Models 

Logic models graphically depict the various parts of the system and how they ought 
to interact to achieve pre-defined outcomes.  Once created, they serve as a guide to 
system design and implementation.   

Early in the process, Task Force and committee members met to develop the logic 
models that would guide their system redesign plans.  These were based on reform 
principles and clearly articulated the system, core services, roles, and service 
outcomes of first-line, intensive and specialty services that would be expected and 
monitored as part of the accountability framework.   

Logic models are contained in Appendix E. 

 

“The purpose of 
science is to advance 

knowledge, and 
knowledge can be used 
in turn to promote the 
health and welfare of 

human beings”  
 

Nancy C. Andreasen, M.D., 
PhD 

“People stigmatize 
themselves”  

 
Southeastern Ontario 

consumer/survivor, 2002 
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Interim Report to the Minister of Health and Long-
Term Care 

Task Forces across the Province were to submit an interim report to the Minister of 
Health and Long-Term Care by June 30, 2002.  The essence of our report was used 
as the basis of an extensive consultation process, first with members of the Task 
Force Committees and Working Groups, then with the broader mental health 
community and general public. 

 

Community Consultation Process 

The Chair of the Task Force held over 30   fora to discuss our plans for mental 
health reform.  These began with an overview of our proposed reforms and allowed 
time for questions and feedback.  Question and answer periods were used to clarify 
and raise issues.  A recorder attended each session and collated questions raised.  All 
attendees were provided a “ticket out the door” asking them to provide structured 
feedback on the key principles underlying the proposed implementation plan, as 
well as unstructured feedback about any aspect of mental health reform. 

Results were collated and provided to the Integration Committee for discussion and 
report revisions.  A summary of the consultation schedule and the feedback 
obtained is contained in Appendix F. 

Members of the mental health and health communities were provided draft copies 
of our final report and written feedback was solicited.  Letters were reviewed by the 
Integration Committee and Task Force Members.  Points were raised for 
discussion, clarification, and the final report was revised accordingly.     

 

Final Report Templates 

Appendix G contains the completed final report templates outlining our key steps 
in a multi-year plan. 

 

“we heard from doctors, 
lawyers, teachers, church 
ministers and students, to 

name just a few. We 
heard from people whose 
careers are thriving, and 

from others who are 
unemployed. Some were 

angry at the state of 
mental health services; 
others were grateful for 
the help they’d received. 
And some people were 
sharing true secrets, 

talking openly for the 
first time in their lives.” 

 
 Julia Nunes, Scott Simmie 
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Glossary of Terms 

We have included a glossary of key terms and concepts in Appendix H. 

 

Summary 

In this chapter we have summarized the Southeastern Ontario Task Force’s 
committee structure and membership.  We identified four committees that were 
charged with: making recommendations for community advocacy; service 
integration across first line, intensive, and specialty services; research (including 
governance and accountability issues); and human resources.   

In the next chapter we will outline our proposed plan for system design and 
functioning. 
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Key Areas of Focus 

System Design and System Functioning 

Services and agencies described in this section are described in detail in Appendix 
C. 

 

  Current Status 

Systems function as organic entities geared toward some end.  Their parts are inter-
dependent and they function in concert.  Systems have feedback mechanisms to tell 
them when they are off course, and they have built-in correction mechanisms.  
They learn, change, adapt, and evolve.  This is not yet the nature of mental health 
service delivery.  

Mental health agencies function largely independently, although many informal 
partnerships and service arrangements do exist in our District.  Individually, 
agencies function well and meet their specific objectives.  However, there is no 
structure to promote their wider integration.  System-level objectives may be 
sacrificed to competing program interests.  Also, there is no feedback mechanism to 
help them to adapt to their changing environments.  This problem is reflected in 
consumer and family feedback indicating relatively high levels of satisfaction with 
individual service providers and agencies, but much lower levels of satisfaction with 
service integration and system functioning.  

Mental health services are exceedingly complex and difficult to coordinate.  Even 
with the existence of case managers who coordinate services for some of the more 
seriously disabled clients, consumers and family members still report a bewildering 
array of services that are fragmented and difficult to negotiate.  There is much 
duplication as they tell their stories over and over again.  When things don’t go 
smoothly, they feel they have little voice or power to create change.  They don’t 

Chapter 

3 

“there are really only 
eight kinds of people 
affected by mental 

disorders. It’s a small 
list, but we all know 

someone on it: 
someone’s mother, 
daughter, sister, or 

wife; someone’s 
father, brother, 

husband, or son.” 
 

Scott Simmie, Julia Numes
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know who to approach to make the system work better.  No one seems to be in 
charge, and nobody is empowered to coordinate services across agencies. 

 

  Proposed Changes: 

A detailed description of issues related to system-wide governance can be found in 
the Governance report from the Research Committee of the Task Force contained 
in Volume II.  Material presented in this section has been revised from the original 
report in response to consultation feedback. 

Figure 2 gives a high level overview of our proposed system integration and 
governance model. 

 
Figure 2:  Overview of System Integration and Governance Model 
 

It depicts a district-wide structure, a District Trust, that will be responsible and 
accountable to the Ministry of Health and Long-Term Care for integrating mental 
health system functioning and implementing mental health reform.  Toward this 
end, the Trust will undertake strategic system planning, steer system development 
and functioning, assess the effectiveness of system functioning and integration 
through pre-defined performance monitoring and accountability processes, and 
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advise the Ministry of Health and Long-Term Care on funding allocations within 
the district through a structured district-wide planning process.   

The Trust will create system-level change using an empowerment and diplomacy 
model supported by the Ministry of Health and Long-Term Care making negotiated 
revisions to agency funding contracts.   

The governance of hospitals and agencies will not change.  Boards will retain 
responsibility, autonomy, and accountability for the services provided and the 
clinical outcomes achieved.  However, reporting relationships for system 
functioning will change, as will expectations for integrated service delivery, though 
changes will be accomplished through negotiated partnerships and network 
agreements. The Ministry of Health and Long-Term Care will delegate 
responsibility for system-level reporting to the Trust.  Funded agencies will be 
accountable to the Trust, through their respective Boards, for system performance.  
Specific roles and responsibilities for system-level functioning for each agency will 
be written into Ministry funding contracts. 

The Trust will steer the mental health system through Area Councils, rather than 
directly manage it. Area Councils will coordinate system level functioning in their 
respective catchment areas.  Functions of area programs and area councils are 
described in more detail in a subsequent section of this report. 

The Trust will not be fully autonomous from the Ministry of Health and Long-
Term Care.  Therefore, it will not function as a board or district health authority.  
Neither will the Trust manage the funding envelope directly.  Rather, the Ministry 
of Health and Long-Term Care will retain the responsibility for ensuring that 
services are appropriately funded in line with Ministry reform policies.  However, 
the Trust may guide resource allocation decisions through an annual system 
development plan which may make recommendations for resource allocations 
within local areas and at the district level.  In order to advise the Ministry of Health 
and Long-Term Care with respect to district funding, the Trust will require the 
Ministry to develop: 

 a consolidated funding envelope for the region that adequately reflects 
population needs and can be demonstrated to be equitable compared to other 
districts, 

 a funding package for the district that is appropriate for a recovery-oriented 
system.  This expectation is now firmly fixed in the minds of the many 
consumers, family members, and providers who have participated widely in 
Task Force planning. 

 
We recommend that membership on the Trust be kept small and workable.  It 
should strike a balance between key health partners in the region (who must 
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implement mental health reform), including consumers, family members, Academic 
Health Sciences Centre and the District Health Council, service providers, and 
others as deemed appropriate.  The Ministry of Health and Long-Term Care, 
through its regional representatives, should participate in an ex-officio capacity. 

The Trust will incorporate input from a Consumer Advisory Council and Family 
Advisory Council each composed of representatives from coalitions of current and 
future consumer and family organizations and advocacy groups throughout the 
district.  

The Trust will work through a Chief Executive Officer and it will be supported by:   

 a secretariat to provide administrative support to the Trust and the Advisory 
Councils.  The Secretariat will be the administrative and operational arm of the 
Trust.  It will require a modest operating budget to support the costs of the 
administrative and support salaries as well as operational costs.  Operational 
costs will include transportation funding to make meaningful consumer and 
family involvement in Trust activities possible, and to support the operations of 
the Consumer and Family Advisory Councils. 

 a Planning, Research and Evaluation Unit that will be coordinated through 
Queen’s University Department of Psychiatry and affiliated with other Queen’s 
Departments and external research groups, as appropriate.  This unit will 
support system-wide accountability, evaluation, and research aimed at 
improving system integration and best practices.  A key aspect of the system 
planning process will be the inclusion of performance measures and outcomes 
to demonstrate progress toward strategic reform goals.  

 
In community consultations, we have received considerable feedback about the 
proposed structure.  The majority of comments have indicated that consumers, 
family members, and providers prefer a diplomacy model to a model that would 
alter the functioning of current boards or change existing agency management 
structures.   

Other feedback has identified the model’s complexity.  We recognize this but point 
out the complexity of the mental health system which this structure is designed to 
integrate.  We believe that the broad structure we have outlined and the emphasis 
on partnerships and shared care networks will reduce the possibility that the District 
Trust will become a silo.  Further, our emphasis on shared care should improve the 
integration of mental health services and clients within main stream health care 
delivery. 

Finally a small number of individuals thought that the umbrella model 
recommended would not have sufficient power to integrate agencies; that 
diplomacy without “teeth” was doomed to failure.  In response, we would point out 
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that the partnership model we suggest would be reinforced through revisions to 
Ministry of Health and Long-Term Care funding agency contracts, appropriate 
operational funding for network activities, and system-wide performance evaluation.  
Further this model will not require extensive legislative or other change to be 
implemented and can be viewed as an interim step toward more structured 
authorities, should the Government wish to move in that direction.  Finally, because 
it is based on partnerships, networks, and shared care arrangements, the risk of 
creating smaller mental health silos is minimized.   

 

 Service Delivery System: 

Our service delivery system design is based on seven principles, or steps: 

 1st Principle:  Locally Provided Services 
In keeping with the directions outlined in Making it Happen, a full continuum of 
first line, intensive, and specialized services will be offered as close to local 
communities as possible.  Given the rural nature of our district, the tendency 
has been to concentrate services in a small number of urban centres.  In order 
to ensure more equitable coverage for rural areas, services will be formalized 
within three smaller areas having comparably sized populations, each with a 
Schedule 1 hospital.   

These areas correspond to naturally occurring markets, and take advantage of 
existing service networks and partnerships.  

(1) Hastings and Prince Edward Counties,  

(2) Frontenac and Lennox & Addington Counties,  

(3) Leeds & Grenville, and Lanark Counties. 

 2nd Principle:  Local Comprehensiveness 
Each service area will be appropriately funded to provide a comprehensive 
continuum of services that are: 

 accessible to all residents of their respective catchment areas,  

 meet the needs of the severely mentally ill, and 

 address consumer’s needs across:   

 first line and intensive services,  

 the life span, and  

 all levels of need.   
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Currently we have no mechanism to match resources to needs within 
geographically defined population groupings.  We recognize that resource needs 
may differ from area to area depending on social, economic, and demographic 
circumstances, as well as the added costs of doing business in rural and remote 
areas.  This is depicted in Figure 5 in a subsequent section of this report. 

However, we also recognize that each of the proposed service areas are of 
comparable size and large variations in funding are more likely to be a product 
of funding inequities (given our current lack of system planning), rather than 
large differences in need.  Lacking any formal means of estimating population 
based resources, we will initially strive for resource parity across the three 
service areas as a baseline from which to work.  We will strive to increase 
funding to under-resourced areas (i.e. relative to other areas), while protecting 
funding in other locations.   

 

 3rd Principle:  Local Accountability: 
Local communities are the best judges of their own needs and can respond 
more quickly than large centralized structures.  Therefore, in order to 
decentralize planning authority, promote integration across Area Programs, and 
undertake system-level planning, each area will be coordinated through an Area 
Council. 

Figure 2 (above) depicts three area councils, each with a defined geographic 
catchment area.  Area Councils will be accountable to the District Trust for 
system-level outcomes.  They will represent the programs in their respective 
catchment areas and present yearly system plans to the District Trust 
articulating their system-level goals and objectives, performance measures, and 
standardized outcome data showing progress to date.   

Area Councils will be appropriately resourced to support their networking 
activities.  For example, budgets will include transportation funds so that 
consumers and family members, particularly those in rural and outlying areas, 
can maintain meaningful participation in Council activities.   

 

 4th Principle:  Specialty Population Services will Support Local Programs 
Specialty population services will address the needs of consumers with complex, 
rare, or unstable conditions.  Specialty population programs will include 
forensic, dual diagnosis, geriatric psychiatry, concurrent disorders, specialized 
child and youth services, and certain specialty services for seriously mentally ill 
adults.   
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Specialty population services will be organized on a district-wide basis through a 
District-wide Clinical Coordinator following the templates for Specialized 
Services contained in Volume II.  They will be affiliated with Queen’s 
University, Department of Psychiatry and function as centres of academic and 
clinical excellence.   

Providence Continuing Care Mental Health Services will be the major provider 
of specialty services in forensic, psychogeriatrics and adult psychiatric 
rehabilitation.  The three Schedule I facilities in the District will be the major 
providers of adult acute care services.  Hotel Dieu Hospital (Kingston General 
Hospital when the psychiatric unit moves over to this Hospital) will be the 
major provider of services in specialized outpatient clinics (Anxiety, Eating, 
Mood Disorders and First Episode Psychosis) and Child and Adolescent 
Psychiatry.  Ongwanada and Providence Continuing Care Mental Health 
Services will be the major providers for Developmentally Disabled persons.  
Future academic divisions for Addictions, Brian Damage and Community 
Psychiatry will be co-located between the Kingston General Hospital and other 
leading agencies.   

Specialized services will provide both academic and clinical leadership as well as 
clinical support, education, and training.  This will be accomplished through the 
use of specialty outreach services, stabilization and rehabilitation services, 
telepsychiatry consultations, distance education, and district-wide, locally based, 
and locally accessible services.   

Specialized services will function as supports to local-area programs in order to 
improve their clinical capacity to deal with a wider array of consumer needs (see 
Figure 3).  They will also coordinate access to centrally based specialty beds 
provided by Providence Continuing Care Mental Health Services, but with a 
planned return to service area services.    

The activities of specialized services will be coordinated at the district level 
through a district-wide Coordinator and a District Specialty Council composed 
of the Program Directors of the seven specialized services. 

Closer to home, specialized services will work through a designated community 
agency and a locally specialized clinical lead to serve consumers in their local 
communities, first through specialized services that are locally operated, second 
through services that are locally delivered but centrally organized, and third 
through services that are centrally managed and accessed, such as inpatient 
beds, but with a planned return to the local community. 
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 5th Principle:  Structural Consistency 
To simplify system navigation and ensure that consumers and families can 
transfer their knowledge of system functioning from one area to the next, each 
service area will have a comparable service structure composed of five Area 
Programs: 

 a comprehensive consumer program (to work with the Consumer 
Advisory Council),  

 a family program (to work with the Family Advisory Council),  

 an integrated community mental health program,  

 a Schedule 1 hospital linked to the community and other 
community hospitals in the area, and  

 a program to provide psychiatric services to children and youth and 
linked to other agencies providing services to children and youth. 
 

Area Programs will be created through negotiated service agreements between 
agencies and will be responsible and accountable for providing comprehensive and 
seamless care to the consumers in their respective geographic catchment areas.  As 
such, they will reflect networks of care with common goals, objectives, clearly 
articulated performance criteria, and measures of success. 

Schedule 1 general hospitals will be an integral part of Area Programs.  Each of the 
three defined service areas has a Schedule 1 hospital:  in Belleville, Brockville, and 
Kingston.  Schedule 1 hospitals will offer specialized services for persons with 
serious, complex, and/or rare mental disorders who cannot be adequately served by 
first line or intensive level programs.  Admissions to inpatient units will be short-
stay (13-20 days on average) with the majority of inpatients presenting through the 
emergency.  The aims of inpatient care will be to stabilize and control symptoms, 
and arrange for return to the local community with planned follow-up as 
appropriate, through outpatient services.   

Schedule 1 programs will include a comprehensive emergency and  community-
based crisis response service (including holding beds, community crisis teams, and 
emergency services), inpatient acute care, step-down programs (such as day 
hospitals) to create a transition between hospital and community care, outpatient 
specialty care, outreach, and consultation services.   
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 6th Principle:  Area Governance Structures 
Each Area Program will nominate a Program Coordinator who will be 
responsible for coordinating the activities of these care networks.  Program 
Coordinators will be funded positions with appropriate operating funding to 
carry out these functions (see Figure 3).  Program Coordinators will coordinate 
their activities horizontally, across programs, through the Area Councils.  

 Figure 3:  Overview of Area Councils 

Area Councils will also include a representative from the District-wide specialized 
services. 

By creating Area Programs that are responsible and accountable for providing 
integrated and comprehensive care, we hope to decentralize service delivery and 
bring programs closer to local communities. 

Secondly, we will facilitate the recovery process by supporting local environments 
and help to mitigate the many challenges confronted by consumers:  poverty, poor 
housing, economic uncertainty, social dislocation, and poor access to service.  
Toward this end, we believe that our plan will also support the development of 
sustainable communities. 

 

 

"meaningful, 
accountable 

partnerships driven 
by a common vision 

that is 
directed by those who 

use the system"  
 

Elizabeth Witmer 
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 7th Principle:  Streamlined Access 
To promote integration and coordination across hospitals and community 
agencies, each area will have a single (shared) Clinical Coordinator who will: 

 take a leadership role in integrating and coordinating clinical 
services across hospital and community agencies,  

 
 implement standardized assessment protocols, and the 

accountability and performance monitoring processes 
associated with these,  

 organize training and educational opportunities for staff,  
 represent Queen’s University to insure appropriate teaching 

and learning opportunities for students, and 
 develop area structures and opportunities to support the 

creation and application of new scientific knowledge, 
 develop appropriate information sharing mechanisms and 

procedures to ensure that clinical information can be shared 
(within a an appropriate legislative and protective framework) 
among direct clinical care providers, and across agencies when 
shared care arrangements are in place, or for management of 
emergency situations.    

 
An Associate Coordinator of Rehabilitation who will be responsible for integrating 
clinical treatment will assist each Clinical Coordinator in this task and rehabilitation 
models to better promote recovery.   

In this model, streamlined access to care will not mean a single point of access as 
this would be impractical for consumers living in rural areas.  Rather, any point of 
access into the system will be the right one.  This means that staff will be trained to 
conduct comprehensive assessments and follow pre-arranged triage and treatment 
protocols designed to match services to needs. 

Community-based programs will serve as the central hub for service delivery in each 
area.  They will be responsible for organizing access to specialized services and 
recovery supports for consumers who are resident in their catchment area.  

When service or support needs fall outside of the scope of Ministry of Health and 
Long-Term Care funded mental health programs (such as Ministry of Community, 
Family and Children’s Services programs for children and youth, family doctors, 
local housing, employment or addictions programs), community programs will be 
responsible for creating appropriate shared care arrangements.  In this way, they will 
be responsible for providing complete wrap-around care for all mental health 
consumers residing in their respective catchment areas. 
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Community-based programs will retain responsibility for coordinating services for 
all consumers residing in their respective catchment areas, across all levels of care, 
and across the life span.  Therefore, clients will never be referred away or left to 
make their own service connections.  In the re-structured system, clients will have 
their needs assessed and addressed through their local community mental health 
provider who will draw on other specialty services and supports as needed.  The 
wrap-around nature of restructured community mental health services is depicted in 
Figure 4 

Figure 4:  Wrap-around System of Care 
 

 

 

 

 

 

 

 

 
 

In the reformed mental health system, consumers will no longer be clients of a 
single agency.  They will become clients of their local area system.  As such, 
information will be more easily shared within area programs, following appropriate 
standards for privacy and confidentiality.  Information systems will be developed to 
facilitate clinical record keeping and sharing within area programs.   

Ideally, there should be computerized client records that are accessible, with client 
consent, by any professional providing direct clinical services from any location 
within the district.  All clinical providers would be linked through a network to the 
area clinical record keeping system so that they could contribute and retrieve 
necessary information, as appropriate.   

Such a system should eliminate the need for consumers to repeat information each 
time they see a mental health professional.  Further, it will ensure that information 
from specialized services and standardized assessments of needs can be made 
available to all authorized professionals when needed.  It will also be important to 
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consider how information can be appropriately shared in emergencies involving 
other departments such as the Police or Fire Departments. 

Standardized fields within the computerized client record could be designated for 
performance monitoring and outcome analysis.  At regular intervals these data 
could be made anonymous and transmitted to the District Planning, Research  and 
Evaluation Unit for analysis and benchmarking. 

The system logic model in Appendix E shows how the various components of the 
reformed system will work together to provide a comprehensive continuum of 
services designed to: 

 improve the quality of life for consumers, families, and significant others across 
the life span 

 improve the economic, physical, and social well-being of people living with a 
serious mental illness or other mental health problem 

 increase the number of consumers able to access mental health supports and 
interventions 

 provide a seamless continuum of high-quality, consumer-oriented care that is 
based on best practices and demonstrated to be effective 

 improve clinical outcomes through provision of effective crisis, early 
intervention, intensive treatment, and specialized services and 

 improve the system’s overall ability to respond to consumer needs. 
 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

67

 Recommendations and Expected Outcomes: 

In order to implement the proposed system design in the Southeastern Ontario 
mental health planning district, we recommend that the Ministry of Health and 
Long-Term Care: 

 designate a district structure (the Trust) to be responsible for overseeing the 
mental health system in the Southeastern Ontario, defined as (1) Hastings, 
Prince Edward, (2) Frontenac and Lennox &  Addington, and (3) Lanark and 
Leeds & Grenville; 

 appoint members to the Trust to include key partners in the area (including the 
Academic Health Sciences Centre and the District Health Council), key service 
providers, members of the general public, consumers, and family members; 

 develop a framework to ensure the equitable distribution of funds to 
populations initially based on per capita allocations by service area but ultimately 
based on their level of need for mental health services and supports; 

 create an annual system planning cycle and designate district and area funding 
envelopes for planning purposes; 

 fund the infrastructure costs for development of district governance and 
accountability structures; 

 clearly mandate all community mental health agencies and services located 
within the district to be accountable to the Ministry of Health and Long-Term 
Care through the Trust for system-level functioning, and  

 monitor the performance of the Trust in meeting its district mandate through 
the proposed system planning cycle. 
 

The Southeastern Ontario District Trust will: 

 implement Consumer and Family Advisory Councils, 

 hire a Chief Executive Officer and create the necessary infrastructure to support 
the proposed planning, accountability, and evaluation functions, 

 implement the proposed district and area governance and program structures, 

 oversee the development of district-wide services, 

 delegate Area Councils to oversee the development of the proposed area-wide 
service delivery systems, 

 for planning purposes implement an annual system planning and evaluation 
process, 
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 foster excellence in service delivery by implementing district-wide training and 
professional development programs and capacity enhancement programs 
through district-wide specialized services, 

 implement system-wide performance monitoring data and evaluation reports, 
and ensure that appropriate corrective actions have been taken, 

 create necessary advisory mechanisms, as needed, to ensure smooth system and 
program functioning,  and 

 develop a local mental health system that is accessible and able to meet the 
needs of diverse mental health populations, across the age span, and across all 
levels of disability. 
 

Consumer and Family Advisory Councils will: 

 appoint a Coordinator who will bring forward consumer and family views to 
the Trust, 

 provide administrative and networking support to consumer and family 
programs, 

 create partnerships (e.g. between consumer and family initiatives, consumers 
and providers, family members and providers) and use these to build a better 
mental health system, 

 help strengthen the presence of consumers and families in all aspects of mental 
health system functioning and actively participate in district decision making, 

 ensure that there are appropriate advocacy mechanisms for consumers and 
families at the system and at the program levels, and 

 actively participate in accountability and program evaluation. 
 

Specialized services will: 
  

 develop a local council consisting of lead representatives from each specialty 
population health program 

 designate a representative of specialty services will be a member of each area 
Council and 

 provide leadership in coordination and development in relationship to their 
specific populations as outlined in the Specialized Services Report in Volume II. 
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Figure 5  
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Transition Plan 

 Current Status 

There is no transitional planning mechanism in place to bridge the work of the Task 
Forces with subsequent governance structures and to link to other health reform 
initiatives currently underway in the Province, such as primary care reform.  This 
has been identified as a key concern at the Provincial Forum and among Task Force 
members. 

 

 Proposed Changes 

The Southeastern Ontario Mental Health Implementation Task Force has steered 
perhaps the largest system-wide planning effort ever undertaken in the district.  
Despite a steep learning curve for all involved, we have gained considerable 
momentum.  Innovative services have been identified and applauded, existing 
networks have been recognized and strengthened, new ones have been created, and 
consumers and family members have had greater voice in system design and 
planning than every before.  Important friendship and partnerships have developed. 
We now seek a mechanism to keep this momentum going. 

The Interim and Final reports to the Ministry of Health and Long-Term Care, and 
the processes behind these, have provided a strong foundation from which to 
continue this work.  We do not want to loose the valuable momentum we have 
created.  We envision a transitional structure—an Interim Trust--that will continue 
on with this work after the sunset of the Task Forces in December 2002. 

As part of our multi-year plan, we recommend that the Interim Trust’s activities  
evolve along two levels:  the system level and the program level.  At the system 
level, our first priority will be to lay the foundation for change by implementing the 
proposed district infrastructure and begin implementation of the system governance 
and accountability structure.  These supports will provide the engine for continued 
change.   

Our second priority will be to begin the process of developing the agency 
partnerships that will be required to create the service delivery structure we envision.  
Workforce adjustment and union issues will figure prominently in our thinking and 
outside expertise may be required to assist us in working through these details.   

At the same time, we wish to move forward with the development of our 
specialized services infrastructure and capacity enhancement plan.  These activities 
will be guided by the work of a task group of key stakeholders who are charged with 

“We will not win the 
war if we 

underestimate the 
power of the enemy”  

 
Nancy C. Andreasen, M.D., 

PhD 
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the development of a multi-year implementation plan specific for specialized 
services.   

Finally, we will work toward forging links between mental health reform and 
primary care reform to insure that the needs of mental health consumers are 
adequately addressed and that sufficient structures are in place to promote 
integrated services across these key sectors. 

 

  Recommendations and Expected Outcome 

In order to promote a smooth transition from Task Force functioning to fully 
fledged district governance, it is recommended that the Ministry of Health and 
Long-Term Care appoint and fund an Interim Trust for the District that will begin 
functioning January 1 2003 to: 

 provide a bridge between Task Force activities and the implementation of 
district governance structures, 

 in conjunction with appropriate Ministry of Health and Long-Term Care 
representatives develop a planning template that will be used to recommend 
system-level funding allocations to and within the district, 

  create and fund the Family and Consumer Advisory Councils, 

 begin realigning available internal resources (through inter-agency agreements 
and partnerships) to create a district-wide infrastructure for research and 
evaluation through the Academic Health Sciences Centre, Department of 
Psychiatry, 

 under the leadership of the Planning, Evaluation, and Research Unit draw 
together appropriate clinical, administrative, and research experts to begin 
developing a strategic systems integration and technology plan to support 
clinical and accountability requirements of the district, 

 draw together appropriate clinical, administrative, human resource and other 
experts to develop a human resources re-deployment and training strategy for 
the district based on a detailed assessment of core competencies, wage parity 
and union issues. 

 draw together appropriate clinical and academic experts to develop standardized 
clinical assessment tools, care protocols, and performance monitoring tools that 
will be the foundation of structured clinical assessment, performance 
monitoring, and outcome assessment across diverse populations, 

 draw together appropriate clinical, management, and other experts to create the 
protocols required to support the provision of a continuum of crisis and 
emergency services in each area, including emergency room triage and care 

“people settle for what 
they have because they 

think that it’s all 
they’re going to be”  

 
Southeastern Ontario 

consumer/survivor, 2002 
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protocols, logistics and costs of co-locating services, draft agency service 
agreements, etc.  

 draw together appropriate clinical, management, and other experts to create 
service agreements and protocols required to implement area community 
mental health programs,  

 draw together appropriate clinical, management, computer and technical 
experts to begin developing a plan for a computerized record management and 
information system, 

 in conjunction with appropriate Ministry of Health and Long-Term Care 
representatives, agency staff, local researchers, and other relevant individuals, 
develop and implement a plan, including outcome measures, to follow clients 
who are transferred from the psychiatric hospitals to ensure that they remain a 
priority population for service (particularly reinvestment funding) and that their 
needs are being met, 

 continue to coordinate efforts provincially through a Provincial Forum,  

 in conjunction with relevant community leaders, specialty population health 
leads, Ministry personnel, consumers and families, prepared a multi-year plan 
defining priority, strategic actions, and implementation activities be completed 
within the next nine months for (a) overall specialty services and (b) each 
specialty population mental health program, and 

 actively develop links between mental health reform and primary care reform 
initiatives currently underway in the province. 

 
 

Inter-Ministerial Linkages 

 Current Status 

Collaboration (and fragmentation) begins at the top.  A key theme in community 
consultations has been the serious lack of collaboration and communication 
between Ministries providing mental health services and supports.  Without this, 
area services will not be able to create the linkages necessary to provide wrap-
around care.   

 Proposed Changes 

In the reformed system, we require the Ministry of Health and Long-Term Care to 
take an active leadership role in creating strong and sustained inter-ministerial 
linkages that will remove barriers and actively foster integrated services.  Past inter-
ministerial committees have not fulfilled this function.   

“’Our brain can get 
sick, Fish, just like the 
rest of our body.’  ‘It’s 
important to take care 

of our brains,’ Iris 
replied.”  

 
Fish and Iris the Dragon 
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Consumers with complex needs may require supports from services provided by a 
number of Ministries and sectors.  Some of the keys ones are: 

 Ministry of Community, Family and Children’s Services, particularly with 
respect to the needs of transitional youth and dually diagnosed; early 
intervention, prevention, and promotion; and the needs of consumers who 
receive disability supports. 

 Ministry of Public Safety and Security particularly with respect to the needs of 
forensic clients, court diversion programs, and the needs mentally ill offenders 
who may be incarcerated in provincial facilities. There is also a need to liaise 
with the corresponding Federal Department of Justice to meet the needs of 
federally incarcerated offenders, particularly with respect to pre-release 
planning. 

 Ministry of Education, particularly with respect to the needs of children and 
youth, early intervention, prevention, and promotion 

 Ministry of Training, Colleges and Universities, and 

 lead province-wide initiatives focusing on issues that pertain to all districts (such 
as human resource readjustment   or  public education). 

 

 Recommendations and Expected Outcomes 

In order to create strong inter-ministerial linkages it is recommended that the 
Ministry of Health and Long-Term Care function as coordinating Ministry for 
mental health inter-ministerial issues for all diverse populations and across the age 
span, but particularly with respect to: 

 the Ministry of Community, Family and Children’s Services for children and 
youth and individuals who are dually diagnosed; and disability supplements for 
persons with serious mental illness 

 the Ministry of Public Safety and Security for mentally disordered offenders and 

 the Ministry of Education for early identification and mental health promotion 
in schools. 

It is further recommended that the Ministry of Health and Long-Term Care 
provide leadership in working with other ministries to modify policies and 
operational implementation strategies to eliminate inequities and barriers to 
accessing needed services and social supports. 
 
Given that many services for children and youth are jointly funded with the 
Ministry of Community, Family and Children’s Services, it is recommended that all 
MCFCS programs that address the mental health needs of children and youth be 

“…knowledge about 
the neurobiology of 
mental illnesses in 
children is in rapid 
transition, leaving 

parents and teachers 
adrift in the turbulence 
of old-versus-new and 

tried-versus true.”  
 

Joyce Burland, PhD 

“[They] used to 
reimburse 

transportation to 
support group 

recommended by doctor” 
 

Southeastern Ontario 
consumer/survivor, 2002 
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part of the comprehensive continuum of mental health care and represented, as 
appropriate, in District service delivery structures.   
 
Toward this end, it is further recommended that the Ministry of Health and Long-
Term Care take a leadership role in striking an inter-ministerial task force designed 
to  
 evaluate the adequacy of mental health services for children and youth, 

particularly transitional youth who will require the services of the adult mental 
health system, and  

 create the necessary inter-ministerial linkages and reporting relationships 
necessary to create a comprehensive continuum of services. 

 
If it proves impossible to develop workable inter-ministerial structures within a 
reasonable time period (one year) that result in improved integration of mental 
health services for children and youth, then we would recommend that funding for 
children’s mental health services be repatriated from the Ministry of Community, 
Family and Children’s Services to the Ministry of Health and Long-Term 
CareMinistry of Health and Long-Term Care. 
 
 

Resources 

 Current Status 

Currently, base budgets are not indexed to the cost of living or inflation.  Over time, 
operating budgets that may have been adequate, have eroded and staff positions 
have been lost.  As well as reductions in staff and services, there has also been a 
general decline in the physical space occupied by many programs.  In some cases, 
the level of disrepair has fallen far below what is considered acceptable.  A good 
example is provided by the outpatient program of the Department of Psychiatry, 
Hotel Dieu Hospital which is located in a run-down building that is prone to break-
ins, is in serious disrepair, and is disconnected from other hospital and community 
services.  Not only does this reflect an inequitable allocation of resources for mental 
health clients, it reinforces stigma and perpetuates discrimination. 

Schedule I hospitals are not uniform in the range of services they provide, 
particularly with respect to step-down programs such as day hospitals.  
Consequently, they may be poorly equipped to adopt the role envisioned for them 
in the reformed system.  In addition, community based mental health programs are 
inequitably distributed geographically with some regions having significantly fewer 
resources than others.   

When planning for district-wide and area-specific service delivery, it is important to 
have a clear understanding of district and regional funding envelopes.  The Task 

"In addition to 
improving care and 

support for people with 
mental illnesses, 
providing case 

management and 
interventions when needed 

is also a cost-effective 
approach."  

 
Roy Romanow 
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Force has not yet achieved this goal.  Part of the difficulty has been that funding is 
not allocated on a district basis.  Another part of the difficulty has been that funding 
flows directly to agencies, with little centralization of funding information.   

Up-to-date funding information could be obtained only through verification with 
agency representatives, resulting in a time-consuming and cumbersome process.  
Even as the final report was submitted, we were receiving information from 
agencies that significantly altered the funding information provided in the Appendix 
C which was provided by the regional representatives of the Ministry of Health and 
Long-Term CareMinistry of Health and Long-Term Care.  It is important to note 
that we have not made last-minute adjustments to these tables based on agency 
feedback, so they must be considered provisional estimates, at best. 

Funding from the divested Brockville Psychiatric Hospital could not be sorted out.  
It is expected that some of this budget will remain in the district to meet the needs 
of consumers who choose to locate here, and some will transfer to the Champlain 
District.  Global budget figures from Brockville Psychiatric Hospital could not be 
confirmed through the Royal Ottawa Health Care Group.   

Similarly, it is difficult to know how much of the budget of Providence Continuing 
Care Centre Mental Health Services is currently allocated to meet the needs of local 
consumers and how much of it is devoted to meeting the needs of clients who 
originally came from outside of the planning district and who may wish to return 
there when hospital restructuring is complete. 

We were unsure how to count funds for psychiatrist services.  There are multiple 
funding mechanisms in place throughout the district, including sessional fees, 
salaries, alternative funding arrangements (such as the Alternative Funding Plan 
through Queen’s University), and fee-for-service arrangements. It is even more 
difficult to know how to appropriately discount and plan for part-time, semi-retired, 
and  academic psychiatrists (who may spend up to 50% of their time in teaching 
and research activities).  The Kingston area has a large number of semi-retired and 
retired psychiatrists. 

Originally we presented information from the Addictions system and from the 
Ministry of Community, Family and Children’s Services in our interim report.  This 
information was taken from Ministry of Health and Long-Term Care Task Force 
web page.  Feedback from provider groups received during our community 
consultations indicated that many of these figures were inaccurate, particularly those 
relating to Ministry of Community, Family and Children’s Services expenditures. 

We have no way to officially confirm expenditures from other Ministries, or 
reconcile our different sources of information.  So, in this report, we have restricted 
our view to resources to those funded by Ministry of Health and Long-Term Care 
for mental health programming as reported to us by the regional representatives.  
This means that we have presented an incomplete and possibly inaccurate picture of 
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the resources available to mental health consumers in our district.  These figures do 
represent the approximate amount of the district funding envelope for mental 
health services that would be managed by the District Trust through its annual 
system planning cycle. 

Queen’s University plays a vital role in the provision of mental health services in our 
district through the Kingston Schedule 1 Hospital, Providence Continuing Care 
Centre and through partnership arrangements with many community-based clinics.  
It was impossible for us to identify the added costs of providing care in an academic 
context but believe it will be necessary to do so.  Understanding the added costs of 
teaching will be vital if we are to ensure that these activities are appropriately 
funded. As teaching moves away from urban hospitals and academic centres to the 
community, having an adequate assessment of the added costs of teaching will be 
key to ensuring that community agencies are appropriately funded to support their 
expanded academic and teaching roles.   

Table 4 summarizes information provided by the regional staff of the Ministry of 
Health and Long-Term Care outlining the Ministry of Health and Long-Term Care 
portion of mental health services funding available in each of our designated service 
areas.  More detail is provided in Appendix C. 

Tables reflect both area services that have mandates for specific county catchment 
areas as well as district-wide services that are responsible for all residents in the 
district.  Funding for adults is shown separately from funding for children and 
youth.  As many programs have multiple funding partners, these figures reflect only 
the Ministry of Health and Long-Term Care portion of the overall budgets.   

There are a number of changes made in this table from our original submission in 
the Avanti report. 

 We wished to assess parity of funding across the three similarly sized service 
areas with the aim of equalizing funding to a common baseline from which to 
begin our mental health reform.  In order to assess parity of funding across 
service areas, per capita allocations were originally calculated by dividing the 
total resources assigned to an area by the total population in that area.  The 
Ministry of Health and Long-Term Care regional representatives have indicated 
that, for planning purposes, they use the ages 15 and above to signify the adult 
population, and 0-14 to signify children and youth.  These populations have 
been roughly estimated by comparing the population figures reported on Table 
2 and Table 7 in this report 

 In the Avanti report we calculated per capita costs using the entire population 
(adults and children combined) as the denominator.  Here, we have separated 
out children and youth from adults.  This is a more refined approach as it 
adjusts for area-specific demographic differences.  It also provides higher per-
capita figures for both populations because the denominators being used for 
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the calculation are smaller.  Therefore, these figures will not match those 
reported in the Avanti report.  However, the point to be made is the same. 

 It is important to note that the age designation used to define children and 
youth does not reflect the age range of actual service users, particularly for 
transitional youth and young adults who may still access services designated for 
children and youth into their early 20’s.   

 Since submitting the Interim Report we have had an opportunity to update our 
funding figures to include reinvestment and homeless funding.  The infusion of 
significant reinvestment and homelessness funding in some areas has 
significantly altered our original per capita estimates and the amount of funding 
that would be required to achieve baseline parity across the areas. 

 
Table 4:  Summary of District Annualized Operational Funding 
for Ministry of Health and Long Term Care Mental Health Services 
Funding Service Area 

 HPE 
$ 

(per capita) 

FLA 
$ 

(per capita) 

LLG 
$ 

(per capita) 

Services for Adults* $8,059,512 
($63.00) 

$11,472,600 
($80.00) 

$9,725,019 
($71.00) 

Services for Children and Youth* $846,012 
($31.00) 

$367,500 
($12.00) 

-- 
(--) 

District-wide resources for Adults $49,020,633 
($122.00) 

District-wide resources for children 
and youth 

$697,804 
($7.00) 

Total (All District Resources) $80,189,080 
($159.00) 

HPE = Hasting and Prince Edward Counties; FLA = Frontenac, Lennox & Addington Counties; 
LLG = Lanark, Leeds, and Grenville Counties. 
See Tables C-1 and C-2 in Appendix C for a more detailed breakdown of costs. 
Funding totals have been divided by the 2003 total population in each area to give per-capita 
allotments (estimates come from population figures on Table 2 and Table 7).  Population figures 
for adults (15+):  HPE = 127,500; FLA = 151,000; LLG = 138,000.  Population figures for children 
and youth 1-14 years: HPE = 27,000; FLA = 30,000; LLG = 45,000).   
The Ministry of Health and Long-Term Care regional representatives define adult to be 15+.  This 
is problematic in the present situation as the age range for children and youth accessing these 
services can be much older.  Our approach will over-estimate the per capita expenditures for 
youth and under-estimate those for adults, but it will do so similarly in every service area.  
Therefore, comparisons will not be biased. 
Our best guess is that area funding for adult services ranges from $63.00 to $80.00 
per adult.  An additional $122.00 per capita is allocated to district-wide services for 
adults.  Area funding for children and youth psychiatric programming ranges from 
nothing to $31.00 per capita.  An additional $7.00 per capita is allocated to district-
wide psychiatric services for children and youth. 
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Lacking any empirical data to support such wide variations in population need, this 
table demonstrates that considerable inequities exist in Ministry of Health and 
Long-Term Care funding across geographic areas, particularly for psychiatric 
services for children and youth.  If we are to move services closer to communities, 
these inequities will have to be rectified.  Only then will it be possible to move 
forward with mental health reform. 

 

 Proposed Changes 

Budgets will be indexed to cost of living and inflation and agency premises will be 
provided with sufficient capital resources to be well-maintained.  Community 
mental health program space will not look seedy or run down, but will be well 
maintained, bright, and appropriate for the services and activities housed within. 

Our system plan calls for local comprehensiveness and structural consistency with 
respect to the services offered.  As we currently have no empirical means of directly 
linking mental health funding to differences in population need, our approach will 
be to recommend funding parity across the areas using the highest area-specific 
per capita benchmarks as a baseline from which to move forward. This will be 
used to level the playing field so that areas can initiate mental health reforms at the 
same pace. 

Our choice of the highest benchmark, rather than the average or the lowest, reflects 
our conviction, supported by the CAP results, that we have insufficient resources to 
provide the wrap-around care envisioned by the system improvements outlined in 
Making it Happen.  Therefore, we expect that parity will be achieved by infusing new 
funding into the system, rather than through reallocations of existing funding.  On 
this basis we have used the following benchmarks as the basis for establishing our 
initial funding baseline: 

 $80.00 for adults (15 years and above), 

 $31.00 for children and youth (aged 0-15). 
It is important to note that both benchmarks reflect the Ministry of Health and 
Long-Term Care funding portion only.  The benchmark for children and youth is 
much smaller because funding from the Ministry of Community, Family and 
Children’s Services has not been included. 
 

  Recommendation and Expected Outcomes  

In order to ensure that programs are adequately funded, it is recommended that: 

 base budgets be indexed to cost of living and inflation, and 
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 adequate funding is provided for maintenance and up-keep of space and 
equipment. 

In order to achieve an initial funding baseline that is equally distributed across 
service planning areas, we recommend that: 

 the Ministry of Health and Long-Term Care strive for funding parity across our 
service areas, indexing funding to yearly population growth projections, 

 using a benchmark of $80.00 per capita—the estimated expenditure for adult 
services in Frontenac, Lennox & Addington Counties—immediately increase 
resources to: 

 Hastings and Prince Edward Counties by $2,140,488 for and 
estimated adult population of 127,500.  This will increase funding 
for this area to $10,200,000 from the current level of $8,059,512. 

 Lanark, Leeds, and Grenville Counties by $74,981 for an estimated 
adult population of 122,500. This will increase funding for this area 
to $9,800,000 from the current level of $9,725,019. 

 using a benchmark of $31.00 per capita—the estimated expenditure for the 
Ministry of Health and Long-Term Care portion of services for children and 
youth in the Hastings and Prince Edward Counties—immediately increase 
resources to: 

 Frontenac, Lennox & Addington counties by $562,500 for an 
estimated population of 30,000 children and youth.  This will 
increase  funding for this area to $930,000 from $367,500. 

 Lanark, Leeds, and Grenville by  $1,395,000 for an estimated 
population of 45,000 children and youth.  This will increase funding 
for this area from nothing, to $1,395,000. 

This reflects a total increase of $2,215,469 to the Southeastern Ontario District to 
create resource parity for adult services across our three service areas, and an 
increase in $1,957,000 for Ministry of Health and Long-Term Care services for 
children and youth.  This will even the playing field so that services can move 
forward with mental health reforms from a common base of services. 
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First Line Services 

 Current Status: 
 
First line services are the point of first contact with the system.  They refer to 
prevention, early identification, assessment and treatment that are provided by front 
line health care providers such as general practitioners, mental health providers, 
social service providers, hospital emergency room personnel, or hospital primary 
care clinic staff.   

There are numerous entry points for first line services in our district.  A client 
could present to a hospital with a specialized psychiatric emergency, or to an 
emergency department at a general hospital that may not have easy access to 
specialized psychiatric expertise.   

Front line providers deal with mild, moderate, and serious conditions across the 
entire life span.  Because first line providers come from different treatment systems, 
they can perform an important connecting function matching services to needs.   

An overview of best practices for First Line Services is contained in the First 
Line Working Group Submission (Volume II). 

Within the mental health system there are a variety of telephone, mobile, and 
crisis response services offered by community mental health agencies.  These 
range from dedicated crisis response centres to crisis response capacities that 
may be woven into an array of services provided by a community mental health 
centre.  Mobile crisis programs and 24/7 crisis lines are few, and often 
circumscribed by location or hours of operation. Comprehensive emergency 
and crisis coverage is lacking and core competencies of crisis staff are not 
standardized so may not be matched to level of consumer need. 

Primary care providers (general practitioners) are a major source of mental 
health treatment.  Epidemiologic data show that half or more of the fee for 
service funds for mental health care are billed by family practitioners.  The 
consumer preference survey revealed that almost 95% of community-based 
mental health clients report having a family doctor.  About a third indicted they 
receive regular mental health services (monthly or more frequently) from their 
primary care physicians.   
 
This means that shared care service models where mental health and general 
practitioners jointly undertake care will be a priority.  These models are 
currently under development in our District, but they are undermined by the 
lack of family doctors.   
 

“you get points in your 
life where you’re at 
different edges of the 

ladder”  
 

Southeastern Ontario 
consumer/survivor, 2002 

"The overall aim of 
primary health care is 
to significantly increase 
the importance of the 
first line of care and 

those who deliver these 
‘first contact’ services." 

 
 Roy Romanow 
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While most current clients of intensive-level community based agencies have 
family doctors, the current shortage of family physicians makes it difficult for 
them to change doctors.  Clients from specialty populations often do not have a 
family doctor who is willing to take them on.  Further, we anticipate difficulties 
in obtaining doctors for the psychiatric hospital clients who will be relocated to 
community-based alternatives.   
 
 

 Proposed Changes 
 
The Logic Model (Appendix E) summarizes how the various components and 
functions of first line services should work towards broader system goals. 
 
Each service area will operate a single crisis response program that will provide 
a comprehensive range of emergency and crisis response options for clients 
across all levels of need and across the age span, including:   
 
 24/7 psychiatric emergency through the local Schedule 1 facilities with access to 

medical interventions, holding and safe beds, and a range of  assessment and 
stabilization interventions co-located throughout the community as appropriate, 

 a single, district-wide 24/7 telephone  crisis line with appropriate transfer links 
to area crisis teams and information resources, 

 mobile outreach, and 

 formal links to community hospital emergency rooms, 

 partnerships with family practitioners, community hospitals, police, 
ambulance, homeless shelters, other local agencies, specialized mental 
health programs, and other relevant services. 

 
Crisis services will operate from multiple sites and will be capable of meeting 
the needs of diverse population groups.  Strong minimum educational 
qualifications and special experience for regulated health professionals dealing 
with crisis will be implemented across the district to ensure that crisis staff are 
highly trained and capable of dealing with crisis situations that may occur in 
diverse population groups, across the life span, and across all levels of need.   
 
To facilitate access to acute care inpatient beds and other hospital resources, 
and to ensure that complex needs of diverse populations can be adequately 
addressed, crisis response programs will be sponsored by the Schedule 1 
hospital in each service area.  To facilitate links to community mental health 
programs, all crisis response services will be co-located within community 
mental health programs in various locations throughout the service area.  This 

“Stigma was, for me, 
the most agonizing 

aspect of my disorder. It 
cost friendships, career 
opportunities, and – 
most important – my 

self-esteem “ 
 

Consumer in the Last Taboo 
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proposed structure is consistent with the changes that have occurred in the 
Hastings and Prince Edward area subsequent to the Berkeley Report.   
 
In order to better integrate services across sectors, the local crisis response 
service will create partnerships and service agreements with family practitioners, 
community hospitals, police, ambulance, homeless shelters, other local 
agencies, and specialized mental health programs. 
 
Finally, crisis response staff will engage in an expanded range of early 
identification, outreach, health promotion, and prevention activities and see 
these as integral to the delivery of first line care. 
 
Community consultations with service providers indicated provided us with a 
diversity of opinion concerning the sponsorship of crisis services by Schedule 1 
hospitals.  We heard both strong support and strong objection for this idea.   
 
Major objections have come from the community-sponsored crisis providers 
who have worked hard to establish comprehensive crisis networks and feel that 
these are operating successfully.  A second concern related to anticipated 
problems mixing hospital and community-based unionized employees.  Since 
there is considerable down time in a crisis service, these employees must 
provide cross-coverage to other program areas to maintain cost-efficiency.  It 
was not clear whether such cross coverage would be permitted across different 
unions.   
 
We also continue to hear strong support for this model in community 
consultations. Preliminary reports from Hastings and Prince Edward counties, 
where this model is being implemented, suggest that it has many strengths.   
Therefore, while we continue to support the idea of a hospital sponsored crisis 
service that is co-located throughout the community but linked to the Schedule 
1 emergency service, we recognize that there is need for a careful transitional 
planning, a careful examination of the pros and cons of this model, an 
evaluation of outcome data from existing crisis networks, and a full assessment 
of the union implications before moving forward.   
 
We also recognize the importance of allowing for flexibility in the nature of the 
sponsorship model adopted within each planning area in order to build on 
existing strengths and partnerships, and allow programs to address local needs.   
 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

83

 
 Recommendations and Expected Outcomes 

 
It is recommended that the Ministry of Health and Long-Term Care: 

 protect and enhance funding for first line services (e.g. for CCAP-defined Level 
1 (self managed care) and Level 2 (community care) clients, 

 enlarge organizational mandates and funding of mental health services to permit 
an expanded range of first line interventions to meet the diverse needs of 
consumers and families, across the life span, irrespective of  level of disability or 
specialized care needs, 

 make funding available to cover the extra costs of shared care between trained 
psychiatrists and primary care practitioners for consultations and ongoing 
treatment, 

 mandate and fund a comprehensive emergency and crisis response program in 
each service area consistent with best practices described in Making it Happen,  

 ensure able, accessible, and coordinated outpatient services for individuals with 
Level 2 CAP needs and a moderate mental illness, and 

 expand early identification and first episode programs so that these services are 
readily available to consumers in each service area in the district. 

 
In order to provide continuity of care and streamlined access to acute care hospital 
services, it is recommended that crisis response programs be sponsored by the 
Schedule 1 hospital in each service area but be co-located throughout the 
community, as appropriate. 

In order to reduce duplication in clinical assessment and ensure that a 
comprehensive assessment is undertaken, it is recommended that crisis and 
emergency services implement common, standardized assessment and triage 
protocols that reflect the needs of the diverse populations across the age span. 

In order to ensure continuity of care between crisis and emergency services and 
community general hospitals, it is recommended that crisis and emergency 
services implement models of shared care with all community hospitals in their 
respective catchment areas, including explicit referral protocols. This includes 
collaborative arrangements with specialized population services. 
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Intensive Services  

 Current Status 
 
Making it Happen defines intensive services as those that are targeted to people with 
serious mental illnesses who have multiple and complex needs, who are at risk of 
repeated or prolonged hospitalizations, and who may be at risk of being 
incarcerated.  Intensive services provide ongoing contact for people who require 
weekly, monthly, or less frequent interventions.  They correspond to the CAP-
defined Level 2 (community) and Level 3 (intensive community) supports.  

Intensive-level care includes a full range of assessment, treatment, and support 
services that can be provided in the community or in a hospital.  They may  include 
services offered by Schedule 1 hospitals, intensive case management, intensive 
community treatment and support, court diversion programs, and programs for 
individuals on community treatment orders.  Best practices in Intensive services are 
outlined in more detail in the Intensive Services Working Group Report (Volume 
II).   

Initial Community Comprehensive Assessment Project (CCAP) results indicated 
that Intensive Services in our district (49 programs) currently serve some 5,000 
unique consumers per year, reflecting about a thousand new consumers annually. 
Whereas the majority of new clients were typically assessed within one month of 
referral, clients could wait up to eight months for an assessment. 

There have been significant developments in community mental health 
programming in our district since 1995 but more recently since 2000 with 
reinvestment funding.  However, service gaps still exist across all levels of need.  
The Kingston Comprehensive Assessment Project identified a need for more 
investment in psychosocial rehabilitation for the general adult population including 
life skills, social/recreational, vocational and educational supports and services. It 
also called for greater access to counselling services and peer support for 
consumers. The Brockville Psychiatric Hospital Comprehensive Assessment Project 
identified gaps in the domains of self-care and activities of daily living, meaningful 
activities and social/recreational programs and vocational programs. 

The Program Profile conducted as part of the Southeastern Ontario Community 
Comprehensive Assessment Project indicates that the most frequent community 
service still offered remains the traditional counselling and treatment program—one 
that would be expected to work well for individuals who need less intensive 
community treatment (e.g. CAP Level 1 or Level 2).  Only a quarter of our 
programs currently provide intensive community based services, such as case 
management.   

“When dollars came 
into Lanark it meant 
seeing a worker every 
week when I hadn’t 

seen one in five years” 
 

Southeastern Ontario 
consumer/survivor, 2002 

“Canada has the 
highest rate of youth 

suicide in the 
industrialized 

world.”  
 

Scott Simmie and Julia 
Numes 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

85

In addition, patterns of client care in community based services do not reflect a 
system that is recovery-oriented.  In a recovery-oriented system, clients move 
through the continuum of services toward independent community functioning.  
Long staying clients are uncommon.  However, the C-CAP program survey 
frequently identified long stay clients who had spent over five years in a program.  
Almost half of the programs surveyed had long staying clients, and 17% of 
programs reported that the majority of their clients (60% or more) had been 
receiving services for over five years.  Whereas the majority of new clients were 
typically assessed within one month of referral, clients could wait up to eight 
months for an assessment.   

More than one third of the workforce were bachelor/diploma trained and 
insufficiently skilled to provide intensive community treatment or work with clients 
having complex needs.  Therefore, as we move toward a recovery model we will 
have significant human resource and training challenges. 

Intensive services are poorly linked to specialty services, and at present, do not have 
the ability to meet the needs of diverse specialty populations. Many programs do 
not have regular access to a psychiatrist and have indicated that they need more. 
When psychiatrists are involved, it is most often to provide direct clinical care, and 
less often to provide clinical leadership, development, or training relating to 
maintenance of core competencies or enhancing clinical skills.  

 

 Proposed Changes 

In the proposed service delivery system, there will be an integrated network of 
intensive services linked to first line and specialized services in each of the three 
service areas.  They will be coordinated through partnership and service agreements 
and will coordinate activities through a single Clinical Coordinator and Area 
Councils.  The various components of intensive services systems, their functions, 
and outcomes are reflected in the logic modes in Appendix E. 

A single Clinical Coordinator in each service area will be responsible for maintaining 
the quality of clinical care across the full continuum of services and bridging the 
current gap between hospital and community based services.  An Associate 
Coordinator of Rehabilitation will ensure that recovery supports are built into each 
and every program. 

Intensive community-based services will serve as the central hub from which wrap-
around care will be organized.  Community mental health programs will interact 
with hospitals, specialty services, family practitioners, housing supports, 
employment supports, and other social/vocational programs.  They will be 
responsible for coordinating a full range of services tailored to meet the needs of 
consumers in their catchment  area.  In this sense, the concept of the treatment 

“Mood disorder is a 
trip I would rather not 

take” 
 

Consumer in The Last Taboo 
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team will be enlarged to include all of the necessary services and supports that will 
facilitate recovery. 

There will be no exclusions of specialty populations in intensive services, as there 
sometimes has been.  Staff will be appropriately trained and have sufficient clinical 
skills to coordinate community and specialty care across diverse population groups. 

Staff in intensive level services will be skilled in conducting comprehensive 
assessments.  Using standardized assessment and triage instruments, they will link 
clients with services and supports required to meet their needs.   

To obtain and maintain this level of clinical capacity, community mental health staff 
will actively participate in development programs to be offered by the district-wide 
specialty services as part of their community development and skills enhancement 
role.  They will be taught and supported by academic clinical leaders and specialized 
outreach teams. 

 

 Recommendations and Expected Outcomes 

In order to promote consistency in service area programming it is recommended 
that the District Trust, through Area Councils, implement network protocols and 
partnership agreements designed to ensure that intensive level services function as a 
single, comprehensive community program in each service area that is mandated to 
provide a range of services consistent with best practices. 

In order to ensure that an appropriate range of intensive services exist, it is 
recommended that the Ministry of Health and Long-Term Care fund a 
comprehensive range of services: 

 intensive case management services that provide a flexible approach to 
treatment and support that is consistent with recovery, including: 

 consumer identification and proactive outreach, 

 comprehensive individualized assessment, treatment and planning,  

 direct service provision, as well as assistance with locating and 
maintaining housing, treatment and supports, 

 co-ordination and support,  

 monitoring and evaluation, and  

 systemic advocacy and co-ordination. 

 intensive community treatment and support programs to provide 
psychosocial and skills development programs including: 
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 skills and activity based training,  

 evidence based counselling and therapy,  

 evidence based interventions specific to those with unique needs 
(e.g. special populations and trauma survivors),  

 supported employment and education, and  

 social and recreational activities. 
 

To offset the costs of service integration, particularly the costs of co-locating 
programs throughout the community, it is recommended that the Ministry of 
Health and Long-Term Care adequately fund: 

 acquisition of appropriate space (which may include capital developments), 

 moving expenses, and 

 rent (particularly for programs co-locating from hospitals as their operating 
budgets would not include rental costs). Funding estimates will be based on 
feasibility studies undertaken prior to co-location of services. 

 
In order to ensure continuity of care across the spectrum of necessary supports and 
services, it is recommended that the Ministry of Health and Long-Term Care clearly 
mandate community services to undertake the shared care arrangements necessary 
to meet the recovery needs of their clients. 

In order to ensure that a comprehensive assessment is undertaken for all 
clients, it is recommended that the Trust, through Area Councils and District-
wide specialty services implement common, standard assessment and triage 
protocols in all intensive level services that are appropriate to the needs of 
diverse population groups. 
 
In order to ensure that staff in community-based and hospital-based intensive 
services have sufficient skills in both sets of core competencies to provide and 
coordinate care for their most complex clients, it is recommended that the Trust 
undertake community development and skills enhancement programs through 
joint-capacity enhancement strategies with specialized services.  They must meet 
and maintain a basic level of competency to be set by the District Trust on the basis 
of information from a district-wide Human Resources Restructuring Plan. 
 
In order to realign intensive level service positions, taking into consideration 
geography, consumer need, and population projections, it is recommended that the 
Trust, through Area Councils, review their respective court diversion, case 
management, and case coordinator positions and realign them accordingly. 
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 Specialized Services 

  Current Status 
 
Specialized services are highly specialized mental health programs provided in 
either a hospital or community setting that serve people with severe mental 
illness who have complex, rare, or unstable conditions.   
 
There are seven specialty population sub-groups: 
  
 forensic clients who have come into conflict with the law as a consequence 

of their mental illness or for which there is an issue of competency to stand 
trial or criminal responsibility, 
 dually diagnosed clients who have a developmental disability and a 

psychiatric disorder, 
 concurrently disordered clients who have both a psychiatric disorder and a 

concurrent substance abuse disorder , 
 Acquired brain injury clients with mental health problems, 
 children and youth who require specialized psychiatric services, 
 adults with serious and persistent mental disorders who require specialty 

services, and 
 geriatric clients with complex, rare, or unstable conditions. 

 
Currently there is no over-arching framework for specialty services in our 
District.  They have operated as parallel treatment systems, distinct from each 
other, and often distinct from community mental health programs.  Once 
clients enter a specialty service, it is often difficult to return them to community 
programming.  Generic community programs may be reluctant to take them 
back, or may have been reluctant to offer their services due to their lack of 
expertise or training with specialized populations.  In the case of specialized 
assertive community treatment teams, the staff understand their mandate as 
providing a self-contained service, consequently they take few new clients.   
 
Resources for specialty services are heavily oriented toward direct inpatient 
clinical services and have been poorly equipped to aid community programs to 
increase their skills and capacities.  Outreach activities an outreach budgets have 
been modest.  Consequently, community programs have difficulty meeting 
consumer needs for intensive-level supports.  Without significant support from 
specialized services, and maintenance and enhancement of outreach budgets for 
specialized services, community programs will remain ill-equipped to provide 
intensive services.  Sharing responsibility for meeting the complex needs of 

“ the important thing 
is not to stop 

questioning. Curiosity 
has its own reason for 
existing. One cannnot 

help but be in awe 
when he contemplates 

the mysteries of 
eternity, of life , of the 
marvelous structures of 
reality. It is enough if 

one tries merely to 
comprehend a little of 
the mystery everyday. 

Never lose a holy 
curiosity.”  

 
Albert Einstein 
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these clients has not been a priority for most programs; specialty and generic 
community programs alike. 
 
Specialized programs are in different stages of development.  Four of the seven 
have academic clinical leaders who can take a central role in coordinating 
community development and outreach.  Areas that are missing academic 
clinical leaders are addictions psychiatry (for the population of consumers 
having concurrent disorders), acquired brain injury with mental health 
problems, and community psychiatry (to support community development and 
community care. 
 
Some areas, such as the district-wide psycho-geriatric program or the dual 
diagnosis program, have received reinvestment funding in support of the 
development of community outreach teams. We consider these to be key 
supports for the academic clinical leader in discharging community 
development responsibilities and for providing specialized outreach and 
support to assist community programs in meeting the needs of their most 
complex clients.   
 
The development of community based rehabilitation services for specialized 
populations to minimize the need for inpatient or residential treatment beds has 
been much slower.  Lacking these alternatives, we over-use residential and 
inpatient services.  We have now had occasions when lawyers have attempted 
to use the legal system to order hospitalizations for clients who would more 
appropriately be housed in residential treatment settings located in the 
community. 
 
Given the Health Services Restructuring Commission’s emphasis on bed 
reduction, there is a danger that hospital downsizing will be implemented prior 
to the development of the appropriate community infrastructure, capacity 
development, and particularly, specialized outreach.  This problem is only 
partially mitigated by reinvestment funding as the specialized supports and 
outreach activities necessary to support these new and enhanced community 
services in meeting the needs of complex specialty populations are not yet in 
place.   
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 Proposed Changes: 

 
Specialized services will be coordinated and developed on a district-wide basis 
and will support community-based services in each service area.  The various 
components of specialized services, their functions and outcomes are depicted 
in the logic models in Appendix E.  Details of a common framework for 
specialized services and specific recommendations for how this framework will 
be implemented are described in the Specialized Services Report (Volume II). 
 
Providence Continuing Care Centre Mental Health Services will continue to 
transform its services from general purpose psychiatric hospital to a major 
provider of specialized services and a key community resource, through district-
wide programs and through locally provided and accessed specialty services.  
Specialized programs will be affiliated with Queen’s University Department of 
Psychiatry and will function as centres of clinical and academic excellence. 
 
Because they take a district-wide focus, specialized services will consider the 
needs of the entire population and take this broader conceptual approach to 
care.  Specialty care providers will move beyond direct service delivery to 
embrace a wider range of activities aimed at ensuring the needs of their 
respective populations are met.  Population based activities will include 
developing resource centres, working with consumer groups, advocacy 
programs, and family groups, and taking a leadership role in district training 
and capacity building.   Specialty services will be accountable for the strength of 
their support to other parts of the service delivery system.  Outreach activities 
to local communities will be key. 
 
Specialized services will work through a designated agency with a Program and 
Clinical Coordinator.  The overriding goal will be to serve consumers in their 
local communities, first through specialized services that are locally operated 
and located, second through services that are locally delivered but centrally 
organized, and finally through services that are centrally managed and centrally 
accessed, such as specialized inpatient beds, but with a planned return to the 
local community. 
 
Specialized care will not be synonymous with long-term care.  In a recovery-
oriented system, the goals are rehabilitation and stabilization—helping 
consumers move toward independent functioning in the community where they 
are returned to lower intensity service and support structures.   
 
A major component of specialty services will be community development, 
capacity building, and skills development within service area programs.  
Community development principles used in the context of shared care models 
and district-wide development and skills enhancement programs will forge links 
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between local program staff and specialized outreach teams, and increase 
community capacity.  The importance of improving community capacity for re-
orienting the system toward a recovery-model cannot be overstated.  Neither 
can the equitable distribution of outreach budgets to planning areas and 
enhancement of outreach funding to meet the needs of rural and remote areas. 
 
An academic clinical leader who will be affiliated with the Academic Health 
Sciences Centre will head each of the seven specialty service areas.  This individual 
will provide leadership to each of the specialized population health programs. There 
will also be a District-wide Clinical Coordinator. The District-wide Clinical 
Coordinator or locally specialized designated clinical lead will represent the local 
specialized services on the Area Councils.  This structure provides a mechanism for 
district-based governance and system delivery that includes consumers and family 
members at both system and program levels and ensures specialty services “as close to home 
as possible” to fulfill their mandate as a resource to locally based mental health systems.  It 
harmonizes concepts and ideas from the best practice literature, reports and 
presentations that have been made to the Task Force, and specific 
recommendations made by Task Force committees and working groups. 

To reduce the need for institutional and residential treatment beds, specialized 
services will develop community-based rehabilitative alternatives that provide 
appropriate levels of physical security and nursing care, suitably matched to 
consumers’ needs. 
 
A specialty area’s development will be considered complete when the following 
components are in place:  
 academic clinical leader, 

 an ongoing community-based development and skills enhancement program 
designed to maintain and improve clinical competency among non-specialized 
community based providers, 

 a specialized clinical outreach team to support community based programs, 

 community-based rehabilitation and residential alternatives to residential and 
institutional treatment, 

 protocols to access specialty beds with planned and supported return to local 
communities, and 

 a monitoring and evaluation framework for ensuring accountability to the 
system. 
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 Recommendations and Expected Outcomes 

 
To ensure that there is an academic clinical leader with specialized training in each 
specialty area, it is recommended that the Ministry of Health and Long-Term Care: 

 ensure the present funding for existing academic leaders be maintained, and  

 create three additional positions through the Academic Health Sciences Centre 
for: 

 an addictions psychiatrist, 

 a specialist in mental health and acquired brain injury, and 

 a specialist in community psychiatry. 
 

In order to begin to create the required community capacity to engage community 
programs in shared care for specialized populations, it is recommended that the 
Ministry of Health and Long-Term Care fund a capacity enhancement strategy in 
the amount of $1.4 million per year for two years which will enable the 
development of the Southeastern Ontario mental health system to: 

 enhance the local mental health services in the three service areas to effectively 
serve diverse populations, 

 establish and strengthen linkages between specialty services and area mental 
health programs, 

 move specialized services to locally based delivery, 

 provide more specialized services to area-based mental health programs, 

 provide insights into effective, innovative methods for specialized community 
based delivery models, and 

 prepare the community   for scheduled bed reductions. 
 
In addition, it is recommended that the Ministry of Health and Long-Term Care, 
through the District Trust transitional planning process, commission a multi-year 
implementation plan to: 

 be developed as part of our transitional planning activities to outline priorities, 
strategic actions, and implementation activities for overall specialty services, and 
for each specialty population mental heath program, 

 begin the process of implementing the recommendations contained in the 
report from the Specialized Services report (Volume II), and 

 implement a two-year capacity enhancement strategy (see transitional plan). 
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It is recommended that the Ministry of Health and Long-Term Care protect and 
significantly enhance budgets to enable specialty teams to increase their outreach 
and specialized community rehabilitation services targeted toward consumers who 
require CAP-defined Level 3 (intensive community supports) and as many as CAP-
defined Level 4 (residential care) individuals as possible.  These budgets should be 
protected and equitably distributed across service areas. 

In order to ensure that appropriate and effective community services are in place 
before consumers are discharged from long-stay hospital beds, it is recommended 
that receiving services should be in place and evaluated by the Research, Planning, 
and Evaluation Unit to ensure that they are stable, effective, and can meet client 
needs.   

 
Consumer Initiatives  

  Current Status 

Including recent reinvestment funding, consumer driven or consumer-run 
initiatives in the Southeastern Ontario Mental Health Implementation Planning 
district  have close to $1,180,324.  This is approximately 1.5% of the total district 
budget for area-specific and district-wide services.   

There are considerable disparities in funding across service areas (see Appendix C 
for details).  Consumer funding is distributed as follows: 

 $814,559 Hastings and Prince Edward,  

 $111,251 Frontenac andLennox &  Addington,  

 $224,514 Lanark and Leeds, & Grenville, 

 $30,000 District-Wide Resources (Eastern Region Network Funding) 
 
Total funding for consumer initiatives in Hastings and Prince Edward Counties was 
over 4-7 times more than in the other two comparably sized service areas, owing to 
the existence of a club house program in that area.  It is important to note that the 
bulk of current funding for consumer initiatives has come with recent re-investment 
funding.  Prior to this, little funding for consumer initiatives was available.  It is also 
important to note that the $30,000 funding for district-wide resources is for the 
Eastern Region Network, which has a catchment area beyond our planning district.  
The portion of funding devoted to our district is unknown. 

There is also considerable variation in the range of services offered by consumer 
initiatives.  Two programs are multi-site.  Most offer peer support and drop-in 
services, but they vary to the extent they offer referral information, provide system 

”our expectation is for 
something negative – 

you get cynical”  
 

Southeastern Ontario 
consumer/survivor, 2002 

”Mood disorder is a 
trip I would rather not 

take. When it all 
happens, all I ask is 
that you understand 
I’m not a volunteer 

tourist.” 
 

 Consumer in The Last 
Taboo 
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navigation resources, employment opportunities, and they extent to which they 
undertake public education.     

In some cases, consumer initiatives are sponsored by local mental health agencies.  
In others, they are entirely independent and consumer run.  Where they are 
sponsored by a local agency, funds may be subsumed in a global budget and, 
therefore, not visible on the table of current resources in Appendix C.  This means 
that we may have under-estimated the total funds available for consumer initiatives 
in the district. 

Consumer initiatives have not focused on or engaged in services and activities for 
the diverse specialty populations.  Also, performance and outcome monitoring 
systems for these services are undeveloped. 

 

 Proposed Changes 
 
In order to expand the availability of consumer-run and consumer initiated 
services that promote recovery, each service area will be adequately funded to 
operate an integrated multi-site consumer program that will provide a full range 
of consumer support services, including: 
 
 peer counselling, self-help, and mutual support, 

 consumer resource centres, 

 business development and employment opportunities, 

 job coaching and employment support, 

 leadership and training for consumers, 

 advocacy, 

 public education,  

 leisure, artistic, and cultural activities, 

 networking and alliance building, 

 planning, research, and evaluation, and 

 participation in system governance through Consumer Advisory Council. 
 
As in other areas, consumer programs will be composed of networks of 
consumer agencies that accept joint responsibility accountability for provision 
of a comprehensive continuum of services.   
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The area-specific consumer programs will be accountable to the Trust for the 
services they provide.  Each area-specific consumer program will be staffed by a 
Coordinator (a paid position), who will be a member of the Area Council and other 
paid employees, as appropriate. Policies with respect to no forced amalgamations 
will apply.  The Trust, through the Secretariat as well as through the Consumer 
Advisory Council will provide necessary financial and administrative support to 
consumer agencies to assist them with financial management. 
 
The goals of area consumer programs will be to improve consumer’s quality of 
life for all diverse populations, across the age span, and across all levels of need 
by providing opportunities for: 
 organizational empowerment, through leadership training, participation in 

system activities, networking and alliance building, and through participation in 
local and district governance, 

 employability, through consumer-run business, development of employment 
opportunities, and job coaching, 

 leisure and other meaningful life activities, through volunteer opportunities, 
peer support and mutual aid, and social events, 

 system accountability, through participation in the District Consumer Advisory 
Council and district-wide performance monitoring and accountability, 

 research and program evaluation through peer-directed and peer-supported 
research activities undertaken in partnership with the District Planning Research 
and Evaluation Unit, and 

 public education and advocacy. 
 
 

 Recommendations and Expected Outcomes 

 
Our goal is to ensure that all areas are working from a common baseline of 
funding required to initiate proposed reforms.  Therefore, there is a need to 
create funding parity across the three service areas composing the District.  We 
wish to accomplish this using a phased-in approach to allow for the creation of 
networks, financial and management structures, and for adjustments to service 
mandates, where appropriate, to create the comprehensive services envisioned.  
To achieve this end it is recommended that the Ministry of Health and Long-
Term Care provide additional annualized funding as follows: 
 $703,308 Frontenac and Lennox & Addington  

 $590,045 Lanark and Leeds & Grenville 
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As funding for consumer initiatives is relatively recent, and considering that Making 
It Happen identifies consumer initiatives as a priority, we consider that the additional 
funding required to achieve geographic parity will constitute new funding to the 
system.   
 
In order to promote comprehensive consumer initiatives that will meet the needs of 
diverse populations across the age span, are independently funded, and accountable 
to service area service structures, it is recommended that: 
 
 new and existing resources for consumer initiatives be realigned through 

partnership agreements to form three integrated consumer programs that are 
mandated to provide a comprehensive range of services (as described above), 

 area programs be made responsible and accountable to the District Trust for 
the outcomes that they achieve, 

 a phased-in plan be developed for systematically increasing the proportion of 
district wide resources currently spent on consumer initiatives. 

 
In order to improve consumer advocacy and participation in District-level 
governance and accountability, the three service area consumer programs, 
through their respective Coordinators, be actively involved in the District 
Consumer Advisory Council.  The District Consumer Advisory Council and the 
Trust Secretariat will provide support to consumer initiatives to assist them in 
system planning, financial management, and accountability and performance 
monitoring.   
 
 
Family Initiatives and Supports 

  Current Status 

It is difficult to identify funding that is specifically designated for family 
initiatives.  Family supports are often provided from within existing agency 
budgets.  For example, a comprehensive Empowerment Centre is under 
development at the Providence Continuing Care Centre Mental Health 
Services.   This will provide services to both consumers and their family 
members.  Staff have estimated the total operating budget for this service will 
be slightly over $100,000 with approximately 40% of these costs devoted to 
family supports and initiatives. This service does not appear in Table C 
(Appendix C).   
 
Similarly, we are aware of a family resource service operated through Frontenac 
Community Mental Health Services that has been in operation for nearly four 
years.  This program is the Kingston representative of the Eastern Ontario 

“my family has 
disowned me”  

 
Southeastern Ontario 

consumer/survivor, 2002 
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Family Network.  They have taught eight 12-week NAMI (National Alliance for 
the Mentally Ill) Family-to-Family Education programs (one of five teams 
teaching this course in Canada) where  consumers and family members 
participate in presentations to high school students.  They have a resource 
centre with close to 1000 books and 100 videos. 
 
The Family Support Network in Hastings and Prince Edward Counties is the most 
easily identified service supported by the Ministry of Health and Long-Term Care 
(Appendix C) with a total budget allocation of $15,000.  It is sponsored by a local  
Community Mental Health Program.  We understand that there are family resource 
networks in each service area and that each area was initially provided with $15,000 
to support these initiatives although these are not easily identified from within their 
global budgets so do not appear in Appendix C.  Nevertheless, by these estimates, 
family support initiatives are funded at less than 0.1% of the total estimated district 
budget. 

The relative lack of funding for family support initiatives means that they cannot 
meet the needs of family members across the spectrum of need, across the life span, 
and across diverse specialty population groups.   

Many people with severe mental illness live with family members who often act (by 
default) as their care coordinators.  We know that over one third of consumers 
responding to the Consumer Preference Assessment reported living with a family 
member: either a spouse (26%), another relative (9%), or parents (4%).   We know 
little about the needs of family members of consumers from the specialty 
populations. 

Task Force members unanimously agreed on the importance of family support 
initiatives and the fact that they are significantly under-funded within the district. 
 
 

  Proposed Changes 
 
Each service area will have a funded family support initiative with the following 
functions: 
 self-help and mutual support,  

 family resource centre, 

 leadership and training for family members who wish to participate in the 
mental health system, 

 advocacy and public education, 

 planning, research, and evaluation, and 

 networking and alliance building. 
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A local community mental health program will sponsor family support 
initiatives.  Each Family Initiative will be staffed by a Coordinator (a paid 
position), who will be a member of the Area Council.  Administrative staff 
from the local community mental health program will support the Coordinator. 
This program will be mandated by the District Trust and will be accountable to 
the Trust for the services provided.  
 
The goals of the family initiatives will be to improve and promote for all 
diverse populations, all levels of need, across the life span: 
 
 opportunities for organizational empowerment, through leadership training, 

participation in system activities, networking and alliance building, and through 
participation in local and district governance, 

 system accountability, through participation in the District Consumer Advisory 
Council and district-wide performance monitoring and accountability, 

 research, through peer-directed and peer-supported research activities 
undertaken in partnership with the Planning, Research and Evaluation Unit, 
and 

 public education and advocacy. 
 

 
 Recommendations and Expected Outcomes: 

In order to improve funding for family initiatives so that they can provide a 
more comprehensive range of services designed to meet the need of diverse 
populations across the age span, and become actively involved in District 
governance, it is recommended that the Ministry of Health and Long-Term 
Care: 
 
 increase funding for family support initiatives, 

 distribute new funding equally across the three service areas to achieve parity, 
and 

 index funding for family support initiatives to funding for consumer initiatives 
such that an appropriate ratio is maintained in each service area. 
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Employment and Vocational Supports 

Having a permanent, satisfying job is one of the most important needs identified by 
consumers in support of their recovery.  Yet its importance is often seriously under-
valued by treatment teams and unemployment rates among the severely mentally ill 
remain high.   

The labour force survey conducted by Statistics Canada (www.statcan.gc.ca) shows 
that the unemployment rate for adults is higher than the Ontario average in two of 
our three service areas, and higher than both the Canadian and Ontario averages for 
youth and young adults in all service areas (Table 5).  A more competitive market 
means fewer naturally occurring employment opportunities.   

Table 5:  Local Labour Market Statistics 
 

Local Area 
(by Public Health Unit) 

Unemployment Rate 

 Adults (15+) Youth and Young Adults
(15 to 24 years) 

HPE  6.5% 14.7% 

FLA 6.6% 14.9% 

LLG 6.3% 12.8% 

Ontario 6.3% 12.5% 

Canada 7.2% 12.8% 

 

The Southeastern Ontario C-CAP study identified that 71% of current users of 
intensive community-based services were not working and only 3% were working 
in supported employment setting.  Assertive employment outreach and support 
activities are needed to assist consumers achieve their employment goals.   

Best practices in the field have changed significantly over the past decade.  Prior to 
1990, transitional employment was the dominant model.  Transitional employment 
programs adopted a graduated approach to competitive employment including a 
long assessment process, prevocational training, and sheltered employment 
opportunities, finally graduating into competitive employment.   

During the last decade a more direct place-and-train approach has evolved; one that 
involves more immediate placements in competitive work environments coupled 
with individualized employment supports to assist consumers in maintaining their 

“I used to be a 
foreman” 

 
 Southeastern Ontario 

consumer/survivor, 2002 
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jobs.  The new “Individualized Placement and Support” is a theoretical marriage 
between supported employment and assertive treatment paradigms.   

At the Kingston Psychiatric Hospital, for example, there has been a decline in the 
number of individuals served by traditional sheltered workshops and a rise in the 
number of individuals served in affirmative business settings over this time.  The 
number of consumers in traditional sheltered workshops has dropped from 130 to 
100 and 116 new affirmative employment positions have been created.  Hourly 
wages have also risen with the shift to affirmative business from an average of 
approximately $1.00 per hour (well under minimum wage) to an average of over 
$6.00.  (The current minimum wage is $6.85.)  Because affirmative businesses often 
profit-share, some consumers still make below minimum wage. 

Individualized Placement and Support is a community-based approach that assists 
consumers in finding competitive employment in the jobs of their choice as quickly 
as possible.  The underlying assumption is that with the right supports, all 
consumers are capable of participating in the competitive workforce in ways that are 
satisfying to them.   Competitive employment and individual choice are 
emphasized. 

There is good scientific support for the underlying principles of the Individual 
Placement and Support model:   

 Competitive employment is the goal in work settings that are integrated into the 
local community’s economy.  Consumers are expected to obtain jobs rapidly, 
rather than following lengthy pre-employment training.  Most consumers need 
direct assistance in finding and maintaining a job, rather than motivational 
interventions.   

 Integration of rehabilitation and clinical treatment is an integral component of 
the model.  Typically mental health workers have low expectations for 
consumers with respect to competitive employment.  Clients often receive little 
encouragement to work and may even receive conflicting messages from their 
treatment and rehabilitative workers.   

 Clinical and rehabilitative components must be integrated and a major focus 
must be on achieving competitive employment.  This means that employment 
supports must be provided at the same agency, within the same team, as the 
clinical services.  Brokered vocational approaches are less effective because 
these often place the burden of service integration onto consumers.  Integrated 
services encourage providers to communicate with one another to develop a 
unified, coherent plan. 

 Consumer preferences drive the services and supports provided.  Consumers 
prefer approaches that emphasize rapid job search to those emphasizing 
extended prevocational training.  Consumers prefer appropriately paid 
employment to volunteer or underpaid employment.    Most consumers 
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entering job programs can state realistic job preferences, which remain stable 
over time.  Consumers who acquire jobs that match their stated preferences 
report greater satisfaction and longer employment tenure. 

 Comprehensive, ongoing assessment and support based on the consumer’s real 
work experiences, starting from initial contact and continuing throughout 
employment, are needed.  The greatest challenge for people with a severe 
mental illness is not finding work, but keeping work.  Therefore, the bulk of 
assessment and support efforts should be directed to specific issues that arise in 
the work environment and focus on the development of management and 
problem solving strategies.  Ongoing assessment of the fit between the 
consumer and the work environment is important.  Employment rates may be 
maintained or increased over time if intensive supports continue over the Long-
Term.   

 
Given the strong empirical evidence in support of this approach, the challenge for 
mental health services now is to integrate Independent Placement and Support 
services within their networks of community-based services.  Few mental health 
agencies have built rehabilitative interventions directly into their day-to-day practice.   

Rehabilitation specialists and employment programs have operated separately from 
clinical teams, or at arm’s lengths within the same organization.  Implementing a 
recovery model requires that clinical treatment and rehabilitation become fully 
integrated.  Integrated service agencies that combine clinical with employment 
specialists result in greater workforce participation, fewer group and institutional 
housing arrangements, greater social support, more leisure activity, and greater 
quality of life for clients.  

 

 Current Status 

The current system lacks the incentives and supports necessary for consumers to 
pursue competitive employment.  For example, current income support provided 
by the Ontario Disability Support Program provides up to $930 per month for a 
single person.  Amounts are higher for people who are married or people with 
children, and lower for people with lower shelter costs.  Income supports can be 
topped up through employment by another $160 per month.  Anything more than 
this, and the client can keep only 25%.  The result is that they may be effectively 
working for $2.00 per hour or less.   

Consumers are careful not to exceed the $160 top-up and feel that their financial 
security is threatened by these work constraints.  The result is that they remain living 
at or about poverty levels.  It also has the secondary effect of inhibiting business 
growth in affirmative industries that are based on profit sharing. 
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The profile of current resources is shown in Table D-1 (Appendix D).  Programs 
are few and exist separately from their host organizations or other mental health 
programs.  There is little evidence that employment specialists are fully integrated 
into mental health programming or that Individual Placement and Support model is 
being widely implemented in the District.   

There are also wide disparities in resources across local areas.  Affirmative 
businesses that create competitive job opportunities for consumers in for-profit 
business enterprises do exist, but in insufficient numbers.  This profile is not 
consistent with best practices as they are described in the literature. 

The Community Comprehensive Assessment project estimated that 20% of the 
people receiving intensive services in the community were under serviced with 
respect to educational supports, and this was as high as 34% among children and 
youth between the ages of 16 and 24 years.  Similarly, it was estimated that 24% of 
clients received fewer vocational supports than they needed, and this was again 
noted to be higher among youth (35%).  However, this is likely a conservative 
estimate because the staff making the assessments may have made the traditional 
assumption that persons with severe mental illness are not appropriate for 
competitive employment.  Rehabilitation experts and the best practice literature 
suggest that most consumers with severe mental illness would benefit from an 
Independent Placement and Support programming. 

The Task Force recognizes the importance of providing adequate supports to 
transitional children and youth who are at risk of having their educational 
trajectories disturbed because of their mental illness.  The specific needs of children 
and youth for vocational and educational supports could not be assessed at this 
time.  Such an assessment would require a coordinated, inter-ministerial effort 
which is recommended elsewhere in this report. 

 

 
 Proposed Changes 

 
Whereas three-quarters of current mental health clients are currently unemployed, 
the goal for the future will be to have three-quarters employed in job options that 
maximize independence and integration into the competitive work force.  We 
believe a 75% benchmark is reasonable given our recovery philosophy and our 
estimate that some 25% of consumers (elderly and youth) will not be eligible for or 
choose competitive employment.  To accomplish this goal, a much broader range 
of employment supports will be needed than is currently available. 
 
We envision a community mental health system that provides every consumer with 
an opportunity to identify job preferences, and then work with a trained 
employment coordinator and consumer job coaches to realize these goals.  The 
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term employment coordinator will be used to signify someone who will help consumers 
obtain the range of services outlined in Making it Work.   Terms used elsewhere in 
reference to some or all of these functions include “vocational specialist”, “job 
counsellor”, and “job coach”.  We use the generic term “coordinator” to reflect an 
individual who is capable of undertaking all of these activities and providing services 
in a flexible and integrated fashion. 
 
Community mental health programs must be provided with sufficient resources to 
give equal priority to employment as they do to clinical functioning.  Employment 
and vocational goals need to be integrated into the clinical care process in every 
agency.  This will ensure that the consumer’s recovery goals help drive the clinical 
process.  Identification of employment and vocational goals must become a regular 
part of care and discharge planning.   
 
A second important role for employment coordinators is to work with employers in 
an effort to ensure that these individuals do not forfeit their jobs whenever they 
relapse.  These individuals must also develop creative partnerships with the business 
community to decrease stigma and discrimination, and ensure a range of 
employment opportunities exist.   
 
We recommend a shift to a model of employment support that is based on the 
Individualized Placement and Support Model as this will allow us to integrate 
employment coordinators into all local area community mental health programs 
such that every consumer with serious mental illness will participate in an 
assessment for job preferences, placement, employment, and vocational support.   
 
Our goal is to place one team of employment coordinators into each service area to 
integrate employment and vocational services within local area mental health 
programs, and establish assertive outreach activities with local businesses.  We have 
estimated that 15 FTE employment coordinators per local area will be sufficient to 
begin the process of integration and move toward our 75% employment 
benchmark.  
 
The rationale for our choice of 15 FTE positions is based in part on our current 
service configuration in Frontenac, and in part on information provided by current 
employment services indicating long waiting lists and an inability to serve more than 
a few hundred clients (see Appendix D).  We have chosen an employment 
benchmark of 75% based on a best practice model that indicates that employment 
supports and services should be available to all consumers and integrated within 
clinical care programs.  To accomplish these goals, we will need a significant 
expansion of employment supports.   

However, over time as business opportunities for consumers develop through 
growth in affirmative businesses, additional positions may be required.  Each 
employment team will work under a Coordinator of Rehabilitation who will be 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

104

responsible for coordinating all rehabilitation services in the local area and ensuring 
that rehabilitation and recovery supports become integrated into mental health 
programming.   

Table 6 (below) compares this benchmark to existing services to arrive estimate a 
shortfall of 35.5 FTE employment coordinators.   
 

Table 6:  Need for Employment Coordinators, 
Table 6:  Need for Employment Coordinators, Southeastern Ontario 
Mental Health Planning District 
 

Local Area 
Estimated Current 

Positions 
(FTE) 

Required Positions*
(FTE) 

HPE 0 15 FTE 

FLA 12 FTE** 8 FTE** 

LLG 2.5 FTE 12.5 

Estimated Shortfall  35.5 FTE 

* using an initial benchmark of 15 FTE employment coordinators per local area 
mental health program.   
*  Note:  all local area teams will require clerical support (1 FTE), a program 
budget to cover the costs of educational and vocational fees for consumers; a 
transportation budget to provide active outreach and to have consumers travel 
into centres and to and from job activities; and, when appropriate; training budget 
to for staff re-development. 
** five positions (one at PSOK(Peer Support of Kingston) and four at FCMHS) are 
currently being borrowed from other budgets.  These have also been included 
under required positions. 

 
 
A reasonable staff to client ratio seems to be 25:1.  This has been ‘guesstimated’ 
from staff experiences at the Frontenac Community Mental Health Services for 
employment programs that provide a range of services consistent with Making it 
Work.   
 
Using this benchmark, we will be able to provide employment services for an 
additional 800 individuals in our area with staff additions outlined above.  This 
constitutes less than one quarter of our current community-based consumer 
population (excluding specialized populations) as identified by the C-CAP projects.  
The recommended infusion of 35.5 FTE positions is considered to be the first 
phase of a process designed to reconfigure our delivery system toward our 
previously stated employment goals.  This will ensure a qualified team of 
employment experts is available in each service area to be integrated within clinical 
services.   
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Over time, we wish to expand these services using consumer job coaches to be 
integrated with the Consumer programs in each service area, as well as additional 
specialist staff, as required.   
 
It is important to note that there are currently no training programs available in 
Canada for employment coordinators. Currently, they are trained through specific 
field experience and may come from a variety of different backgrounds.  Existing 
staff will need to be trained for these roles.  This would be greatly facilitated by 
developing a local training program through the School of Rehabilitation at Queen’s 
University.   
 
With an appropriate local training program, staff that are dislocated as a result of 
hospital downsizing and restructuring could be given first priority for these new 
roles. Ideally, consumers should do job mentoring.  Therefore, over time our goal is 
to train consumers for job mentoring roles so that every community team has a 
cadre of consumer mentors who are available to provide ongoing employment 
supports. 
 

 Recommendations and Expected Outcomes 

 
In order to adopt an integrated employment support model that is consistent with 
best practices and ensure that every program has access to employment specialists, 
it is recommended that the Ministry of Health and Long-Term Care: 

 fund 35.5 FTE employment coordinator positions that will be used to enhance 
the complement of existing job counsellors to 15FTE per local area program, 

 provide adequate operating budgets for these teams including appropriate 
clerical support and travel budgets to undertake outreach activities in satellite 
clinics throughout the district, 

 fund a local training program to support staff development in this area,  

 take a leadership role in developing an inter-ministerial process designed to 
assess the educational and vocational support needs of transitional children and 
youth. 
 

The District Trust will: 

 continue the transformation of sheltered workshop environments into 
affirmative business opportunities that offer competitive employment 
opportunities through local area programs, 
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 undertake staff development and education to bridge the gap between clinical 
and rehabilitative models such that they become integrated components of 
community mental health programs, 

 create system supports for integration of clinical and rehabilitation components 
by creating Area and Program Coordinators, 

 develop an affirmative employment policy for consumers to ensure that they 
have employment opportunities within district programs and that they are 
appropriately reimbursed for their time, and 

 pursue advocacy through the district-wide promotion, prevention, and 
advocacy program.  Advocacy goals will include: 

 advocating for changes to Ontario Disability Support Program 
benefits to provide: 
 enhanced economic incentives for consumers to enter and 

remain in the work force (such as raising the $160 limit), 
 drug coverage in cases where this is not available through 

employer plans, 
 enhanced stability of supports during periods of illness, 
 inclusion of vocational and educational benefits specifically for 

people with a mental disability, and 
 enhancement of the capacity of Ontario Disability Support 

Program staff to deal with the specialized needs of the mentally 
ill through specialized training. 

 developing additional business partnerships with local employers to 
ensure that: 
 consumers have access to competitive job roles in a variety of 

industries, 
 programs are in place to protect positions through periods of 

relapse, and 
 work-sharing and flexible work opportunities exist for 

consumers who may be unable to maintain full time 
competitive employment. 

 

Housing and Housing Supports 

 Current Status 
 
If asked, consumers will usually rate having a safe, permanent, and affordable place 
to live as the key ingredient in their  community success.   Without it, they cannot 
achieve and maintain recovery. However, there is a significant lack of affordable 

“some people don’t  like 
group homes”  

 
Southeastern Ontario 

consumer/survivor, 2002  
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supported housing consistent with best practices.  In 2001, the Social Planning 
Council of Kingston reported the following statistics: 

 emergency shelter use in Kingston increased by 211% between 1998 and 2000, 

 the vacancy rate in Kingston dropped to 1.4% from 3.2% in 1995, and 1.8% in 
2000, 

 between 1992 and 1998, the number of people on waiting lists for public 
housing in Kingston rose 66%, 

 more than 50% of tenants in Kingston pay more than 30% of their income on 
rent,   

 tenants paying more than 30% of their income on housing rose from 37% to 
51%, 

 the maximum monthly shelter allowance for a single person in Ontario was 
$325.00 while the average monthly rent for a bachelor apartment in Ontario 
was $561, and   

 no new rent-geared-to-income housing or condominium construction has 
occurred in Kingston since 1995. 

 
These statistics highlight the fact that affordability is the first hurdle that must be 
crossed.  However, for people with a serious mental illness, it is also necessary to 
have an expanded range of housing supports that are flexible and responsive to 
their needs. This could mean support services ranging from daily, weekly, to less 
frequent on-site supports.   

There is also need for respite care options to assist families however these are 
considered to be part of a comprehensive emergency and crisis response system and 
so not discussed in detail here.   

Beginning with the Graham Report, some two decades ago, reform documents 
have been consistent in their themes.  Provision of adequate supportive housing to 
people with severe mental illness is both an essential component of independent 
living, and a mental health system responsibility.   

Best practices for housing supports have moved away from custodial models 
toward housing options that are: 

 founded on consumer choice, 

 use generic housing throughout the community wherever possible, 

 provide flexible individualized supports which vary according to consumer need 
in terms of intensity, 

“It’s nice to sleep in a 
quiet place.” 

 
 Eastern Ontario 

consumer/survivor, 2002 

“have heard of a 
number who when they 
came out of hospital 
their home was gone” 

 
Southeastern Ontario 

consumer/survivor, 2002 
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 provide assistance in obtaining and maintaining housing, 

 promote housing permanency; that is, no restriction on the length of residence, 
and 

 ensure that access to intensive community mental health services is not tied to 
any particular residential setting; services are available to the consumer wherever 
they choose to live. 

 
The Hospital CAP projects indicate that about a third of consumers in 
provincial psychiatric hospitals in this district want to live alone after their 
discharge, a third want to live with family, and a quarter want to live with 
friends.  The majority (80%) want to live in a house or an apartment and the 
minority (less than 20%) would prefer congregate living.   

Whereas consumers value private accommodations of their own choosing, the 
system is currently geared toward communal living, with a significant component of 
custodial housing.  In many cases, housing supports to mental health services are 
contained within the context of a single program so are directly linked to the receipt 
of mental health care.  The consumer preference assessment indicates that one third 
of consumers who are currently living in the community would move if they could. 

The quality of regular housing stock available in the community to people with 
serious mental disorders can vary widely.  Some have been described as “appalling”.  
Rental units may not meet minimum standards for cleanliness, amenities (such as 
heat or running water), safety, or security.  Shortages of affordable housing across 
the district make such options a necessary evil for many consumers. Such has also 
been the experience in other locales across Canada where it is not uncommon for 
consumers to lack running water, bathrooms, doors that lock, clean shower 
facilities, or working appliances. 

Disability supplements are not tied to real market values for rents and utilities.  In 
our tight housing market, consumers must spend the bulk of their income on 
housing, even when it is sub-standard.  Across most of the Southeastern Ontario 
Mental Health Planning District the Ontario Disability Support Program 
supplement is barely sufficient to afford a room, and it is insufficient for 
independent accommodation in a single bedroom or bachelor apartment.   

While housing standards do exist, there has been no clear way of ensuring that they 
are consistently applied, nor has there been capital development funding to bring 
houses up to basic safety standards.  Without this, pushing landlords to meet 
minimum housing standards simply jeopardizes housing availability.  If they cannot 
afford the costs of capital improvements to bring dwelling units up to code, they 
close them, further contributing to the problem.   
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Standard housing assessments are not always conducted by the mental health 
system to ensure that clients are not placed in sub-standard accommodations, nor 
has forceful advocacy for better accommodation been a role that many agencies 
have been able to adopt.   

Restrictive zoning by-laws make it difficult to locate new facilities close to amenities.  
There has been limited subsidized housing provided (either federal or provincial) in 
the district since 1990.  In some locations, such as Prescott or Brockville, the wait 
for subsidized housing may exceed two years.  People from Ottawa who can’t find 
accommodation there, are now relocating in Lanark County, making it more 
difficult for local residents to find appropriate housing.  As well as using up 
available social housing in the area, this pushes up the price of rents for local 
residents. 

In order to obtain housing for people with severe mental disorders, mental health 
agencies often have to guarantee to landlords that their property will not be 
damaged.  Under these arrangements, any damage that does occur is the 
responsibility of the agency to correct.  This could include special cleaning (for  
example for individuals who may have problems with incontinence), regular 
cleaning, or even repair.   

Currently there are no budgets to cover these expenses. Having a maintenance 
budget to cover the costs of cleaning or minor repairs can mean the difference 
between a consumer having stable housing which is of adequate quality, or living in 
sub-standard and unstable conditions. 

Specialty populations require housing options that address their diverse needs for 
medical, functional, cognitive and psycho-social supports.  Currently, there is no 
process in place to identify and match these needs to funding alternatives.  For 
example, individuals with developmental disabilities are highly represented in 
Homes for Special Care.  In the HSC operated by the Providence Continuing Care 
Centre, for example, it is estimated that 41% of the HSC residents are individuals 
with developmental disabilities requiring  placements. Also, 59% of the residents are 
over 65 years of age and are also not easily moved to alternative placements.   

This situation has reduced the availability of HSC spaces for other specialty 
populations and those with severe mental disorders who require high levels of 
support.  For forensic populations, courts may dictate specific requirements for 
placements to restrict access to neighbours, or cautions to avoid access to schools 
or day cares.  Consumers who fall under the Ontario Review Board may need 
higher levels of security.  With respect to children there is no district-wide process 
for coordinating the supported housing needs of transitional youth.  Practices vary 
across local areas.  Housing support benchmarks for this group require clarification. 

Thus, the need for supportive housing options for consumers who wish to live 
independently in the community in the housing of their choice remains high, 
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particularly in rural areas.  For this, housing subsidies with supportive care from 
community mental health teams will be needed.   

However, even with additional subsidy support, subsidies will devalue over time as 
the market changes. Subsidy supports are not tied to the real market value of rental 
accommodations that meets minimum quality standards.  There is a need to link 
subsidy supports to real market values and build in incentives for employment to 
allow consumers to top up subsidies without fear of loosing their financial security, 
should their job status change. 

In 2000-2001 the Ministry of Health and Long-Term Care requested all District 
Health Councils in the province to undertake an assessment of the supply of and 
need for housing and community supports for people with serious mental illness.  
Results from these projects were to inform respective Mental Health 
Implementation Task Forces.   

Ninety Ministry-funded landlords were identified in Southeastern Ontario (43% 
responded).  An unknown number of surveys were sent to Residential Care 
Owner/Operators as these were distributed through the Ontario Homes for Special 
Needs Association (none were returned).  The District Health Council distributed 
surveys to 13 residential care owner/operators (4 were returned).  Twenty mental 
health agencies were surveyed (65% responded).  Because of the poor response 
rates in many sectors, it is difficult to use this information to develop specific 
estimates of housing needs.   

However, it is interesting to note that, of the mental health agencies with dedicated 
beds, the majority of beds were for shared or congregate living (75%).  On site 
housing support, housing coordination, and case management were the most 
frequently cited supports provided; each approximately one third of the time.  
Finally, when asked to identify factors contributing to successful housing, some 
form of rent control was the most frequently cited success factor.     

To develop specific housing estimates, we have used the housing support 
benchmarks developed by the Ontario Ministry of Health and Long-Term Care’s 
Community Investment Fund and System Redesign.  According to the 2002/2003 
ten year housing support benchmarks, the total bed capacity for persons with a 
mental disability averages to 207 per 100,000 general adult population defined for 
Ministry purposes as 15 years of age and older (N=416,551).   

Table 7 outlines the required spaces, existing spaces, and the shortfall for 
supported/supportive housing, and residential care.  Ministry of Health and Long-
Term Care regional representatives supplied these figures.  It is important to note 
that this table includes figures for South Lanark only (approximately two thirds of 
the overall county population), so under-estimates the total number of housing 
spaces needed within the Southeastern Ontario mental health planning district as we 
have defined it.   
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Table 7:  Summary of Mental Health Housing Spaces Required in 
Southeastern Ontario Mental Health Planning District 
 

County Adults 
(15 +) 

Total MH 
Spaces 
Needed* 

Supported and 
Supportive  

MH Housing 
Residential Care Shortfall of MH 

Housing Spaces 

   Needed Existing Needed Existing Supportive 
Housing 

Resid. 
Care 

Hastings 104,510 216 151 60 65 13 91 52 

Prince 
Edward 

23,011 48 34 0 14 0 34 14 

Lennox & 
Addington 

33,976 70 49 12 21 0 37 21 

Frontenac 116,941 242 169 89 73 35 80 38 
Lanark** 38,128 79 55 13 24 0 42 24 
Leeds & 
Grenville 

84,465 175 122 86 52 31 36 21 

TOTAL 401,031 830 580 260 249 79 320 170 
Table figures provided by the Ministry of Health and Long-Term Care regional representatives. 
 
*Based on a benchmark of 207/100,000 adult population.   Does not include domiciliary hotels, 
gear-to-income housing 
 
**Champlain MHITF indicated a planned-for population in North Lanark of 16,095.  The 2003 
census indicates a population of 53,648 suggesting that either SEO MHITF should plan for 
38,128 or Champlain should plan for 26,824 
 
The Southeast Ontario District contains 4% of Ontario’s population, but retains only 2.9% of the 
funding for housing supports.   Currently the housing stock is 40% units and 60% head lease 
(rent subsidy).  Based on this, it is recommended that SEO plan for 40% head lease (rental 
subsidy) and 60% units except Frontenac County that currently has no head lease (rental 
subsidy) arrangements. 

 

Table 7 shows that 830 new housing spaces are needed in the Southeastern Ontario 
Mental Health Planning District.  We currently have 260 supported housing spaces 
and 179 residential care spaces for a total of 339 spaces.  This leaves a shortfall of 
320 supported housing and 170 residential care spaces for the district—490 spaces 
in total. 
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  Proposed Changes 
 
In September 2000, the Ontario Government proposed a number of changes in the 
way housing and related services will be provided.  Provincially funded housing 
programs (Homes for Special Care Approved Homes, Habitat Homes, and 
Domiciliary Hostels) will be consolidated under a single program entitled, Homes for 
Persons with Special Needs.   

The new program will have a clear mandate and will avoid overlap with other 
Provincial and municipal housing programs and services.  It will integrate housing 
with appropriate treatment and support services and will streamline access by 
providing a single point of entry.  This program is an important step forward in 
terms of improving the standards for housing for people with serious mental illness, 
but it will not address the needs of those who wish to live in generic community 
housing who need a range of flexible mental health supports to do this.   

Rehabilitation supports provided in Homes For Special Care vary and it is not clear 
whether the units subsumed under the new Homes For Persons with Special Needs 
will consistently adopt the rehabilitation focus needed to implement a recovery 
model.  Given the current population of long-staying residents in existing residential 
care, the new program is not likely to ease the pressure for additional residential care 
spaces.  As the policy has not been fully implemented, agency staff are uncertain 
how to proceed to access these spaces and have no identified individual who can 
serve as the contact point for questions or further information. 

Elsewhere in this report, we have identified a mental health service delivery 
structure that will consolidate community-based services under a single mandate to 
provide wrap-around care to consumers, regardless of their location.  Part of the job 
of agency staff will be to help consumers get and keep a home, and performance 
monitoring will include these as measures of agency success.   

This will mean that more consumers will have access to the assistance they will need 
to get and keep a home that: meets their standards for safety and privacy, is in the 
location of their choice, is integrated into the community, and is affordable.  Guided 
by the principles of diversity, flexibility, responsiveness, and creativity, the following 
range of housing options will be employed: 

 general purpose housing with rent subsidies geared to market values for 
consumers capable of independent living in the community without intensive 
supports (CAP levels 1-2).  This will include a full range of available rental and 
social housing options. 

 general purpose housing with rent subsidies geared to market values with 
intensive community supports (including rent guarantees where appropriate) for 
consumers who are capable of living in the community in supportive housing 
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options (CAP level 3).  This will include a full range of available rental and 
social housing options. 

 dedicated supported housing funded by the Ministry of Health and Long-Term 
Care for consumers who are seriously ill and require intensive rehabilitation 
supports focused on achieving independence (CAP level 4).  Supported housing 
will range from independent apartment units to communal living arrangements 
with varying levels of support matched to the needs of the client.  This housing 
will be owned or reserved by local area mental health programs for their clients, 
and 

 supervised residential care for consumers who are seriously ill and need 24-hour 
supervision to promote activities of daily living (CAP level 5).  In the reformed 
system, residential care options are envisioned to provide room and board, 24-
hour supervision, assistance with activities of daily living, and rehabilitation 
supports matched to the needs of the client. 

 
 

 Recommendations and Expected Outcomes 

 
Using Ministry of Health and Long-Term Care benchmarks for Homes for Special 
Care and Supported Housing alternatives, it is recommended that the Ministry of 
Health and Long-Term Care provide additional funding to the district to support 
the housing needs of adults (15+ years) with serious mental illness.  This excludes 
individuals with specialized housing needs (such as dually diagnosed or secure 
forensic populations).  It is recommended that funds be allocated to support: a 
minimum of: 

 an additional of 320 supported housing, and 

 170 additional residential care spaces. 
 
Estimates should be updated to include the housing needs for North Lanark and 
funding should have flexibility to include both the ‘bricks-and-mortar’ costs, as well 
as the additional case management resources required to provide flexible mental 
health supports. 

It is further recommended that the Ministry of Health and Long-Term Care: 

 create maintenance funds for local area mental health programs so that they 
may enter into maintenance agreements with landlords on behalf of consumers, 

 fund local area community mental health programs in cooperation with the 
District Planning, Research and Evaluation Unit to undertake a systematic 
review of the quality of housing accommodations available to persons with 
severe mental illness living in the District.  Such a review would include safety 
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and security issues, standards for amenities, availability of subsidies, and the 
proportion of income spent on rent, 

 initiate an inter-ministerial process designed to assess the housing needs of 
transitional youth, 

 build on existing initiatives throughout the district to fund a district-wide local 
demonstration project to evaluate the effects of providing mental health 
information and support to landlords who agree to rent to consumers with a 
serious mental illness.  This should be part of a community-wide initiative 
targeting municipal and business leaders.  Results should be measured against 
consumer outcomes such as access to adequate housing stock, satisfaction with 
their housing, and permanency of residence. 

 finalize the policy for the new Homes for Persons with Special Needs, move 
toward a speedy implementation of this policy, communicate with agency staff, 
and designate a individual to act as point for questions and information, 

 take the leadership in coordinating an inter-governmental process that has the 
goal of linking subsidy supports to real market values for accommodations that 
meet minimum quality standards, including, but not limited to increasing 
Ontario Disability Support Program subsidies for rent and utilities, and 

 establish a process to define the appropriate housing needs funding and 
implementation strategies to meet the diverse medical, functional, cognitive, and 
psychosocial support needs of specialized populations.   

 In order to ensure that housing options are regularly reviewed for quality, it is 
recommended that the District Trust,  through appropriate district and local 
area programs: 

 

 undertake systematic quality monitoring of the housing available to 
mental health consumers, 

 support ongoing clinical reviews of consumers currently residing in 
Homes for Special Care and other residential care settings 
(particularly long staying residents and those who are aging) to 
ensure that are not suffering from the side effects of old 
medications, have access to newer medication, are not developing 
medical problems that require attention, have appropriate 
rehabilitation supports, and have an up-to-date care plan in place 
that is consistent with best practices and will maximize their 
independence, 

 directly or through service agreements provide a range of housing 
supports in line with best practices to promote independent 
housing options, 
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 develop a mechanism and process to include standardized activities 
of daily living assessments into common intake assessment tools so 
that housing needs and placements may be routinely assessed at 
intake, 

 develop a district-wide housing inventory detailing available 
housing (including a quality rating) and make this available to 
consumers to assist them in their housing search, 

 through the district-wide stigma-reduction program, advocate for 
better quality housing and housing subsidies for mental health 
consumers to ensure that a full continuum of supports (including 
respite beds) are available, meet minimum quality standards, and are 
accessible in a timely manner to individuals with severe mental 
illness, and 

 continue to develop partnerships with local-area landlords aimed at 
improving the availability of housing options to those with severe 
mental illnesses who wish independent housing options. 

 
Transportation Costs  

 Current Status 

As previously described, the Southeastern Ontario Mental Health Planning 
District has large rural areas that are sparsely populated but have high needs for 
mental health care.  The needs of rural residents are quite different from the 
needs of urban residents, although benchmarks that could be used to capture 
and fund for these differences do not yet exist. 
 
Figure 5 is a map that plots a combination of socio-economic indicators from 
the 1996 population census by census division.  These indicators have been 
used  throughout the literature as indirect indicators of mental health needs such 
as: 
 percent of the population over the age of 75 years, 

 percent of the population with a grade 9 education or less, 

 unemployment rate, 

 percent of the population in the Statistics Canada low income bracket, and 

 percent of lone parents. 
 
The Southeastern Ontario District Health Council did the analysis and mapping 
on behalf of the Task Force.  More recent census data were not available.   
 

“I can’t get to 
appointments”  

 
Southeastern Ontario 

consumer/survivor, 2002 
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Figure 6:  Relative Needs for Mental Health Services  
Using Indirect Census Indicators 
 

This map shows areas of higher relative need within our district by the deeper red 
colour.  It shows many rural and northern areas with high needs, relative to 
southern and urban areas.  It highlights the importance (and the challenge) of 
outreach to these areas in order to locate mental health services as close to 
consumers in their communities as possible. 

While many services run satellite and outreach clinics (see Appendix C ) the bulk of 
services, particularly specialized services, remain in the urban areas that border the 
St. Lawrence River and Lake Ontario.   

One factor contributing to this situation is the lack of travel funding in agency 
budgets.  This limits the amount of outreach that can be undertaken.  Also, long 
travel times (6 or more hours by car to some areas) means that extra staff are 
needed to provide outreach services.  Current experience with the telepsychiatry 
initiative has taught us that many remote areas cannot be accessed by telepsychiatry 
equipment because of the lack of appropriate telephone lines and cabling, and 
because of the lack of health professionals at the receiving end to manage the 
encounter. 

Distances also pose significant barriers to consumers and family members, both in 
terms of their ability to access services when they need them, and for those who 
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wish to become involved in program advisory activities.  Transportation has been 
identified as the number one challenge for rural and remote residents with serious 
mental illnesses. 

 

 Proposed Changes 

There will be a significant need for transportation funding in the reformed mental 
health system.  Services will be provided much closer to the community than ever 
before, satellite clinics in rural areas will be the norm, and consumers and family 
members will be involved in all aspects of service delivery, from governance, 
program planning, evaluation, to program delivery.   

Shared care delivery models will be essential in supporting the needs of mental 
health consumers living in rural and outlying areas.  Better outreach will also mean 
that there will be improved early identification and management of mental health 
problems, and a resulting increase in consumer’s abilities to access appropriate 
services, manage their mental health, and increase their capacity for recovery. 

Transportation funding will be key to realizing these goals. 

 

 Recommendations and Expected Outcomes 

In order to promote shared care, outreach to rural and outlying areas, and ensure 
that consumers and family members from these areas have an opportunity to 
participate fully in Trust activities, it is recommended that the Ministry of Health 
and Long-Term Care adequately fund transportation budgets for all agencies. 

As the amount of additional agency funding for transportation cannot be 
determined at this time, it is further recommended that the Ministry of Health and 
Long-Term Care initiate a process designed to:  

 cost out transportation expenses both for outreach activities and for consumer 
and family involvement in the reformed mental health system, 

 develop funding protocols that adequately capture the added cost of doing 
business in rural and remote areas, 

 ensure that transportation funding is equitably distributed across all rural areas 
in the District. 
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Streamlined Access 

 Current Status 

Mental health services in Southeastern Ontario operate as stand-alone programs.  
While many agencies have pursued partnerships in order to facilitate triage and 
referral across levels of care, consumers and families continue to have difficulty 
navigating services, particularly if they have complex needs that span several services 
or sectors.  If a client requires services of more than one agency, multiple 
assessments may be conducted with little sharing of information across services.  
The lack of comprehensive clinical assessments means that complex problems such 
as concurrent disorders or dual diagnosis may go undetected and un-managed.   

 

 Proposed Changes 

The proposed service delivery model has been designed to streamline access in 
several ways.  

 An integrated multi-site community mental health program in each service area 
will reduce the duplication and fragmentation inherent in stand-alone services.  
It will also make it easier to co-locate staff and resources in different locations 
to meet changing population needs. 

 The community mental health programs in each service area will be responsible 
for coordinating all services and supports required by individuals in their 
respective catchment areas through network and partnership agreements.  
Psychiatric expertise will be deployed to the community mental health program 
as required, either through the local Schedule 1 facility or through the District-
wide specialized services.   

 Specialized services will function as supports to community-based programs 
with clear expectations that clients will return to their local community mental 
health program once specialized care is no longer required.   

 Standardized needs assessment and triage protocols (such as those developed 
for the Addictions services throughout Ontario) will be adopted by all 
treatment services and front line staff will be trained in their use.  Data from the 
standardized assessments will form the basis for treatment planning and service 
coordination.  Built-in thresholds and referral procedures will identify when a 
psychiatric or specialist consultation is required.  These will be appropriate to 
diverse specialty population, across all levels of need, and across the life span.   

"Home mental health 
care management and 
intervention services 

should immediately be 
included in the scope of 

medically necessary 
services covered in the 

Canada Health Act."  
 

Roy Romanow 
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 Information from the standardized assessment will be shared with district 
agencies, through an electronic clinical record that can be accessed by all MOH-
funded direct service providers working under the aegis of the area-specific 
program, with appropriate protections for consumer rights to confidentiality 
and privacy.  Standardized anonymized fields from this record will form the 
basis for performance monitoring and system evaluation. 
 

 Recommendations and Expected Outcomes 

To improve identification of consumer needs and reduce the number of 
assessments that are required, service area programs will develop and implement 
comprehensive standardized screening and diagnostic protocols as part of regular 
intake procedures for all mental health programs in the District.  Tools will be 
sensitive and responsive to the needs of diverse populations across the life span. 

To build clinical capacity of mental health staff to undertake standardized 
assessments and maintain more acutely ill consumers in local community settings, 
District-wide Specialized Services will develop and implement a coordinated 
district-wide community development and skills enhancement initiative. 

To improve continuity of clinical information within the limits of legal 
requirements, and provide a source of performance monitoring data, the Planning 
Evaluation and Research Unit will develop and implement a district-wide 
information system infrastructure to support the creation of consumer registries, 
computerized records, and performance monitoring. 

 

Shared Service Models 

 Current Status 

Collaborations between agencies and representatives from different Ministries in 
our region have been conducted at the level of the individual program or service 
provider, based on good will, with no formal mandates or infrastructure support.  
In the absence of district-level governance, there have been no district-level 
structures to create or sustain shared service models at the system-level.  
Fragmentation of services across Ministries has been recognized for all diverse 
populations and shared care across the lifespan has been problematic. 

It is unclear how the mental health system will interact with the larger health sector.  
Linkages between the mental health and primary care systems have not been made 
in any formal way even though (a) a high proportion of those with serious mental 

“having a psychiatric 
disability is no fun!” 

 
Southeastern Ontario 

consumer/survivor, 2002 
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illness also have medical conditions that require care and (b) most people with a 
mental illness approach family doctors as their first line of service.   

Primary care reform is underway in the Province with no clearly articulated plan for 
the delivery of services to mental health consumers, particularly those with mild or 
moderate levels of disability.  There are also significant practice variations with 
respect to how Community Care Access Centres address the needs of the mentally 
ill and the mandate of these centres with respect to providing services to the 
mentally ill is not clearly specified by the Ministry of Health and Long-Term 
CareMinistry of Health and Long-Term Care.   

Links to other delivery sectors, such as the addictions system, police, or corrections 
may be equally haphazard.  At the broader social level, it is also unclear how the 
mental health system will interact with  municipalities in which they are housed to 
help them create communities that promote mental health across the life span.   

Most of those responding to the Consumer Preference Assessment were intensive 
service users both of the mental health system and the primary care system.  Two 
thirds had reporting having a regular psychiatrist, whom they saw weekly or 
monthly, and virtually all had a family doctor.  The majority reported that they 
received mental health care from their family doctors on a weekly or monthly basis. 

Any attempts to create shared care arrangements with family doctors has placed 
much of the burden of responsibility on the family doctors to consult with mental 
health providers and sustain these connections.  Consumers with complex or 
specialized mental health needs often have difficulty obtaining or maintaining a 
family doctor.  Local shortages of family physicians and planned closures of some 
walk-in clinics may mean that significant advocacy will have to occur in order to 
ensure that all mental health consumers, regardless of level of needs, have 
appropriate access to family physicians.  We will also have to ensure that consumers 
being discharged from psychiatric hospitals will have appropriate access to family 
physicians. 

To further complicate this picture, many family doctors do not possess in-depth 
skills and resources to provide services to those with a serious mental illness.  
Therefore, the responsibility for advocating for shared care models with family 
doctors must rest with the mental health field and these must be pursued actively 
by community-programs. 

 

"Meaningful, 
accountable partnerships 
[are]driven by a common 
vision that is directed by 
those who use the system" 

 
The Honourable Elizabeth 
Witmer, Deputy Premier 
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 Proposed Changes 

 For  Adults 

The integrated community mental health programs in each service area will be 
responsible for providing a comprehensive continuum of services to all clients in 
their respective catchment areas.  This includes the provision of direct care, the 
coordination of specialized district-wide services, and other supports such as 
housing, employment, addictions services or vocational programming.   

A standardized, comprehensive needs assessment will identify the full range of 
services and supports required by each client and the program will be responsible 
and held accountable for meeting these needs.  Individuals with specialized needs 
will have these identified and addressed through the community mental health 
program with the support of district-wide specialty services. 

Community mental health programs will take a more active role in linking to family 
practitioners in their community, and their success in this regard will be judged by 
the number of family doctors they have successfully “affiliated” to their program.  
Every mental health consumer should have access to a general practitioner and/or 
primary care; every general practitioner should have access to mental health 
expertise.  

Community mental health programs will be formally mandated to be the conduit 
between mental health clients, general practitioners and primary care programs such 
as Community Care Access Centres or Community Health Centres.  The Ministry 
of Health and Long-Term CareMinistry of Health and Long-Term Care will initiate 
and support plans to integrate the provision of mental health services and primary 
care, through appropriate links to primary care reform, and clarification that 
Community Care Access Centres as important providers of health services to 
mental health consumers. 

 

 For Specialty Populations: 

Specialized population mental health services will be implemented for each of the 
specialty populations through organizational, clinical and developmental shared-care 
strategies. From an organizational perspective, this will involve joint collaborative 
activities and support of the locally-based mental health system and relevant 
associated systems.   

Clinically and developmentally, specialty population mental health services will 
engage in shared care activities with both the mental health system and associated 
systems (forensic, addictions, dual diagnosis, etc) through service, education, 
program and systems development. 
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 For Children and Youth 

The bulk of mental health services for children and youth are divided between the 
Ministry of Health and Long-Term Care and the Ministry of Community, Family, 
and Children’s Services.  Representatives of the Ministry of Community, Family and 
Children’s Services agency have reported that they adopt a philosophy that avoids 
labeling children or youth with a psychiatric diagnosis.  Therefore, diagnostic labels, 
important for planning psychiatric services, are not captured in existing information 
systems. Furthermore, the fact that labeling is avoided does not diminish the stark 
reality that mental illness, drug abuse and suicidal behaviours are commonly found 
among the youth.       

This makes it difficult for Ministry of Community, Family and Children’s Services 
representatives to document the special psychiatric needs of children with mental or 
behavioural disorders.  In turn, this has seriously impeded our ability to plan 
services across the life span, particularly for those children and youth who will 
ultimately require the services of the mental health system as they age. 

Ministry of Community, Family and Children’s Services staff working with the Task 
Force have identified transitional youth as a population for whom mental health 
needs are not well met.  In addition, local child psychiatrists have voiced concerns 
that there may be insufficient psychiatric expertise available to Ministry of 
Community, Family and Children’s Services staff. through shared care 
arrangements.  They worry that mental disorders in children and youth may be 
inadequately diagnosed and treated. 

In our proposed service delivery model we show an integrated community mental 
health program for children and youth in each service area.  This is considered to be 
essential for establishing a common vision, at least at the local level, for mental 
health services for children and youth, particularly transitional youth, in our District.   

At the provincial level, there is also need for an inter-ministerial task force to 
establish a common vision and system directions for child and youth mental health 
services across the province.  A comprehensive integrated child and youth mental 
health system, which incorporates first line, intensive and specialized services, is a 
necessity.  Methods for achieving this range from a provincial initiative mandating 
all child and youth mental health services to be delivered from a single Ministry, to a 
district and service area organizational initiatives that co-locate important services 
together.    

Toward this end, Child and Youth programs funded through the Ministry of Health 
and Long-Term Care will help to create an integrated child and youth mental health 
system which will incorporate first line, intensive, and specialized services, as 
necessary, to meet the needs of children and youth and their families.  Area 
programs will be held accountable for the overall coordination and delivery of 
psychiatric services to children and youth, particularly transitional youth. This will 
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mean that they will have to actively pursue networking protocols, shared care 
arrangements, and service agreements with Ministry of Community, Family and 
Children’s Services staff.   
 

  Implementation Recommendations and Expected Outcomes: 

In order to improve access to psychiatric expertise, community mental health 
programs will develop and implement consultation and referral protocols governing 
access to psychiatric consultation, acute inpatient care, and specialty services. 

In order to improve linkages to primary care, community mental health agencies 
will be responsible for active outreach and shared care to family physicians and 
primary care programs such as Community Care Access Centres and Community 
Health Centres.  Toward this end they will develop a system to affiliate family 
doctors to mental health programs in each service area.  These are to be based on 
formal written agreements and their success is to be judged against the proportion 
of seriously mentally ill clients who have regular access to a family doctor and the 
proportion of family doctors who have regular access to clinical consultation and 
support from community mental health staff. 

In order to facilitate linkages between the mental health and primary care sectors, it 
is recommended that the Ministry of Health and Long-Term CareMinistry of 
Health and Long-Term Care clarify the roles of Community Care Access Centres 
vis-à-vis provision of services to the mentally ill. 

To promote continuity across the age span, children’s psychiatric services will be 
part of the locally-based mental health system.  In order to promote continuity of 
care across all agencies providing specialty services for children and youth, a district-
wide specialized services agency will be designated.  This designated agency will be 
mandated and held accountable to provide coordination and integration with 
respect to: 

 child and youth mental health services (including inpatient acute care services 
provided through 8 designated inpatient beds), 

 continuity of care across first line and intensive services, 

 associated supports and services, 

 information and resources, 

 education, 

 outreach, and 

 program evaluation and research. 
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In order to provide funding parity for Ministry of Health and Long-Term Care 
funded services for children and youth across the three service areas, it is 
recommended that the Ministry of Health and Long-Term Care provide new 
annualized funding as follows: 

 $562,500 services in Frontenac, Lennox & Addington  

 $1,395,00 for services in Lanark, Leeds and Grenville  
 
These figures have been estimated based on a per capita benchmark of $31.00—the 
estimated Ministry of Health and Long-Term Care portion of the expenditure for 
current services provided to children and youth in Hastings and Prince Edward 
counties.  Therefore, this reflects the additional funding that would be needed to 
bring the other two service areas up to the current per capita benchmark in 
Hastings and Prince Edward.  Details on the calculation of this benchmark can be 
found in the Resources section of this report.    

  

Accountability 

 Current Status 

Currently agencies are stand-alone structures that are responsible through their own 
management and board structures to their funders.  Agencies may have multiple 
funders and so may also have multiple and complex data and reporting 
requirements.   

Standardized accountability and performance monitoring across agencies does not 
exist, although a number of provincial and local efforts are underway.  For example, 
the Kingston areas has had one of the longest standing linked administrative 
databases, the Kingston Psychiatric Record Linkage System (KPRLS), now the 
Psychiatric Administrative Information Data System (PAIDS).  Recently, this 
system enlarged to include community partner agencies (the Argus System).  This 
initiative has been funded by the Ministry of Health and Long-Term CareMinistry 
of Health and Long-Term Care. 

Agencies often make decisions in isolation with little or no understanding of their 
effect on other agencies.  Capacity for innovation, local evaluation and performance 
monitoring is limited.  Capacity for synthesizing and translating best practices 
research literature into models of care is limited by the lack of local research and 
evaluation capacity. 

 

The brain forms the 
essence of what defines 
us as human beings. 
To understand its 
structure and its 

working is to 
understand ourselves.” 

 
Nancy C. Andreasen, M.D., 

PhD 
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 Proposed Changes 

To be accountable is to answer for ethical and legal obligations such as: 

(a) responsibilities conferred by the Ministry of Health and Long-Term Care (or 
other funders),  

(b) legal and ethical codes of conduct embodied in professional practice standards 
and best practices; and  

(c) formal agreements and partnerships between mental health agencies.  The 
essence of accountability is clear communication of goals, objectives, 
processes, and outcomes.   

In order to provide seamless, wrap-around care that is consumer-focused, the 
mental health system requires an accountability framework that is built on multiple 
accountability relationships.  Our accountability model emphasizes a tripartite view 
of accountability but recognizes that there may be many more points of reference. 

 In order to become consumer-focussed, the mental health system must become 
accountable to those who will most directly be impacted by their services; 
consumers and their families. 

 Secondly, if local agencies are going to operate as interdependent parts of an 
integrated continuum of care, they must be accountable to each other for  
service and partnership arrangements. 

 Finally, local mental health systems must become accountable, as systems, not 
as isolated agencies, to their primary funders through district-level governance 
and steering structures. 

 
Our first step toward improved accountability will be to set clear goals and targets 
for every agency in the context of formal partnership agreements.  In order to 
achieve system accountability across a continuum of care, networks of agencies 
must have clearly defined responsibilities toward a specific service population and 
be able to specify the outcomes to be achieved.  Then they must work together 
jointly, within shared care models, to achieve these ends.  We will rely on the 
Ministry of Health and Long-Term Care to formalize these partnership agreements 
and performance outcomes in agency funding contacts. 

Once targets are defined, performance will be assessed through routine 
performance monitoring, annual reporting of key indicators through annual 
planning, periodic quality audits, and program evaluations.   

Standardized performance measurement systems will be implemented to routinely 
monitor performance.  In order to remain consumer-focussed and ensure that an 

“getting a handle on the 
impact of mental heath 

disorders is never an easy 
task. A number of 

factors complicate the 
gathering of reliable data, 
not the least of which is 

stigma”  
 

Scott Simmie, Julia Numes 
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appropriate range of measures are adopted, consumer and family members will be 
actively involved in this process through area and district-wide steering structures.   

Performance data will be used to assess the extent to which the system has become 
recovery oriented, improve service delivery, and take corrective action.  We will 
foster a culture of self-assessment and continuous quality improvement.  When 
outcomes are less than expected, explicit plans for corrective action will be 
identified and implemented.  Performance outcomes and corrective actions will be 
actively reported to consumers, their family members, agencies, and the Ministry of 
Health and Long-Term Care, through the District Trust.   

In order to promote innovation in service delivery, pilot projects with clear 
evaluation and performance outcomes will be encouraged and protected 
development budgets will be made available toward this end. 

Performance monitoring and outcome evaluation will be an iterative process.  Each 
time corrections to the system are made, they will be re-evaluated to ensure that the 
expected improvements have occurred.  In this way a continuous quality 
improvement cycle will be at the core of our accountability process. 

Indicators, such as those described in Table 8, will be evaluated for their ability to 
provide a meaningful assessment of system functioning and performance at both 
the service area level and the district-wide level. 
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Table 8:  Potential System-Level Performance Indicators 
 

Domains Indicators 

Consumer-focused 
Consumer satisfaction ratings on all aspects of service 
Per-capita resources for consumer initiatives 
Consumers participation in governance, accountability, 
program planning and treatment 

Integrated and 
coordinated care 

Continuity of care 
Provider and service linkage activities 
Involuntary commitment rate 
Emergency presentations 
Consumers with adequate and stable housing 
Criminal justice contacts 
Educational and vocational opportunities 
Cases lost to follow-up or missed appointments 

Fosters autonomy 
andpromotes least 
restrictive alternatives 

Involuntary Hospitalization Rate 
Frequency of Community Treatment Orders 
Frequency of police conveyances to emergency rooms 
Patterns of service flow across levels of care 
Community integration 

Equitable in matching 
services to needs 

Geographic variation in treated prevalence 
Socio-cultural variation in treated prevalence 
Ratio of relative needs to treatment coverage 
Adequate coverage to meet population needs 

Accessible 
Perceived barriers to care 
Hours of service operation 
Duration of untreated symptoms 
Duration of waiting times 

Safety 
Error and/or complication rate 
Unusual incident rate  
Staff skills and competencies 
Overwork and workplace stress 

Effective in achieving 
outcomes 

Reduction in symptoms 
Improvement in functioning 
Improvement in quality of life 
Reductions in family burden 
Improvement in social and economic well-being 
Increased community awareness and knowledge 
Reduced stigma 
Staff training and expertise in best practices 

Efficiency or value for 
money 

Cost per treated case 
Cost per episode of care 
Cost per outcome of care 
Recruitment and retention of trained staff 
Staff satisfaction 

Note:  Measures adapted from McEwan and Goldner (2001) and Southeastern 
Ontario District Integrated Mental Health Services System Design Logic Model 
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 Recommendations and Expected Outcomes: 

To create district-level system accountability structures, it is recommended that the 
Ministry of Health and Long-Term Care: 

 fund infrastructure requirements for a district-wide performance monitoring 
and accountability system, based in part on a computerized client record, 
designed to promote better system-level functioning and service integration; 
faster uptake of performance data and implementation of best practices; greater 
responsiveness to local conditions and needs; and greater management 
flexibility,  

 include funding to support innovation and evaluation in service delivery, 

 clearly designate accountability relationships between funded agencies and the 
District Trust. 

 
The District Trust should work through Area Councils to clearly define the roles, 
responsibilities, goals, and targets of all programs as well as their data reporting 
requirements. 

To assist the Trust in carrying out system-level performance monitoring and 
accountability, we recommend that: 

 the Trust designate a Planning, Research, and Evaluation Unit to provide 
necessary infrastructure support responsible for: 

 creating an operational plan (including a budget) for the collection 
of standardized, linked performance monitoring data, 

 harmonizing data demands across different agencies, 

 developing and implementing information brokerage models to 
synthesize and communicate the literature on best practices to key 
participants within the district, 

 actively communicating with accountability partners regarding the 
results and outcomes of local accountability processes, and 

 collaborating with other systems-based accountability units in 
multi-centred or provincial evaluation initiatives. 

 
In order to promote appropriate access to independent critical appraisal, research 
expertise, and district-level experts, it is recommended that the Planning, Research, 
and Evaluation Unit be coordinated through Queen’s University, Department of 
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Psychiatry, with additional affiliations to other departments and research groups, as 
appropriate.   

With the assistance of the Planning Research and Evaluation Unit, programs will 
implement a common, standardized linked dataset to monitor agency and system-
level functioning for outcomes such as: 

 consumer focus, consumer autonomy (and use of least restrictive 
alternatives)integrated and coordinated care, 

 accessibility, 

 equity in matching services to needs, 

 safety, and 

 effectiveness in achieving system outcomes, efficiency, and value for money. 
 

Prevention, Promotion and Advocacy 

 Current Status 

First line, intensive, and specialized agency staff undertake limited prevention, 
promotion, and advocacy activities, however, they see these as an important part of 
their role in the reformed mental health system.   

The District currently has no fulcrum for leadership for prevention, promotion, and 
advocacy, nor does it have the resources necessary to undertake and coordinate 
these activities in any meaningful way.   

Stigma and discrimination are the main barriers preventing community integration 
of people with serious mental illness.  Often they are disadvantaged educationally, 
are under or unemployed, have difficulty accessing disability benefits, and have 
difficulty developing and maintaining social relationships.   

Mental health issues among children and youth are often minimized.  Indeed, some 
still believe that mental health and psychiatric problems apply only to adults.  Even 
among otherwise knowledgeable groups, children’s mental health issues are often 
misunderstood. 

 

“Stigma is almost and in 
some cases probably is 
more painful than the 

illness itself”  
 

Southeastern Ontario 
consumer/survivor, 2002 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

130

 Proposed Changes: 

In the reformed system the District Trust will create a program that is mandated to 
coordinate and undertake promotion, prevention, and advocacy activities through a 
Community Action Program  (see Volume II).   

Its goals will be to promote community integration of those with a serious mental 
illness and raise awareness concerning the mental health needs of children and 
youth.  This will be accomplished through anti-stigma and educational programs 
that will service as the focal point for liaising with provincial, national, and 
international efforts.  

It will promote consumer advocacy and will support consumer training of mental 
health professionals and the public so that they may become better mental health 
advocates.   

Finally, it will create partnerships between consumers and providers and agencies 
inside and outside of the mental health system to promote the interests of those 
with a mental illness across the life span.  In addition to creating partnerships for 
education and advocacy, this program will create and run a resource centre 
including the  Task Force established Web site – www.mentalhealthontario.ca (with 
appropriate links to other sites) and a 1-800 telephone resource line.  

 

 Recommendations and Expected Outcomes: 

In order to create a district-wide program responsible to the District Trust that will 
be mandated to undertake promotion and advocacy, it is recommended that the 
Ministry of Health and Long-Term Care initially provide annualized operating 
funding to support: 

 a Masters prepared individual trained in health promotion and community 
action,  

 one FTE administrative support , 

 computer programming support to develop and maintain the District Web site,  

 Honoraria for consumers and family members who will undertake advocacy 
efforts on behalf of the program including public consultations, public 
speaking, and staff training,  

 operating funding to include outreach travel, the costs of operating a 1-800 line, 
production of health promotion materials, training costs, rent, supplies, etc.  

 

“prejudice and stigma 
take on a life of their 
own. Not only do you 
watch your child suffer, 
you are isolated…it’s 

exhausting and it comes 
as no surprise to me 

that so many 
…families live quietly 
in shame, guilt and 

embarrassment”  
 

Scott Simmie and Julia Numes 

“We cannot continue 
to allow the mentally 

ill to be held 
responsible for an 

illness they are unable 
to control. We must 
give them acceptance, 
room to acquire skills 

and appropriate 
education!”  

 
Scott Simmie and Julia Numes 
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Resources for these positions are not presented at this time because salaries have 
not yet been harmonized across hospital and community sectors or matched to 
skills and competencies.  In the Community Action for Mental Health Promotion and 
Prevention report (Volume II), we estimated an annualized yearly budget of 
$350,000.  However, feedback from community consultations has indicated that 
this may be too low.   

In order to ensure that advocacy efforts remain separate and distinct from service 
delivery, it is also recommended that an advocacy system be set up outside the 
existing mental health delivery system for all mental health consumers, similar to 
what is currently provided through the provincial psychiatric hospitals.  This could 
be accomplished by protecting existing funding and expanding existing psychiatric 
hospital programs. 

 

Telepsychiatry 

 Current Status 

Telemedicine is an enabling technology that is extensively used to enhance access to 
health care for those living in rural and remote areas.  The American Psychiatric 
Association defines telepsychiatry as the “use of electronic communication and 
information technologies to provide or support clinical psychiatric care at a 
distance”.  This definition includes all distance communications modalities, such as 
the telephone, faxes, email, still imaging, internet, and the more recent live two-way 
audio-visual systems that have been used in telehealth, telelaw and other 
applications. 

Technological advances have improved the reception and transmission quality of 
images so that new audio-visual systems are highly reliable and dependable.  
Similarly, legal and ethical considerations have been largely addressed with advances 
in encryption capabilities, decisions on ownership and guardianship of data, and 
clarification of the responsibilities of consultants.  In psychiatry, telemedicine is used 
for consultations, assessments, diagnosis, treatment follow-up, case-conferencing, 
legal assessments, research, and education. 

Telepsychiatry applications are becoming widely used in the District.  The 
Southeastern Ontario Telepsychiatry Network started operations in 1999 with a 
pilot project, based at Hotel Dieu Hospital.  It linked the receiving hub at the then 
Kingston Psychiatric Hospital with a referring site in Bancroft.  A small budget was 
obtained from the Ministry of Health and Long-Term Care and a part-time 
coordinator was hired for this purpose. 

“professional needs to 
listen well”  

 
Southeastern Ontario 

consumer/survivor, 2002 
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The pilot study permitted the identification of technical difficulties (of which there 
were many) and helped determine the organizational and political decision making 
lines that would be required to operate such a service.  It also set up an independent 
evaluation system through Queen’s University. 

 

 Proposed Changes 

Telepsychiatry services were re-located to Providence Continuing Care Centre 
Mental Health Services a year ago.  It now has two receiving hubs in Kingston:  one 
at Hotel Dieu Hospital and one at Providence Continuing Care Centre Mental 
Health Services, and eight referring sites that extend the network west from 
Kingston to Belleville, and north to Bancroft and Sharbot Lake.  The future system 
will extend sites to the east of Kingston. 

Although buy-in by clinicians for the use of this technology for clinical purposes has 
been slow, it is being increasingly used, particularly for educational purposes.  
Telepsychiatry will become an important tool in capacity building and clinical 
outreach, particularly for specialized services.   

Over time, the role of telepsychiatry will continue to expand to more outlying 
service sites and family physician offices.   

 

 Recommendations and Expected Outcomes 

To insure the sustainability of this network, and growth of telepsychiatry as an 
outreach and educational tool, we recommend that: 

 pilot funding be annualized and increased to hire an additional coordinator to 
be based at Hotel Dieu Hospital, 

 equipment funding be increased to purchase additional referring sites to under-
serviced areas to be phased in over time, and 

 funding be included to provide remuneration for the site support at referring 
sites. 
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Human Resources: 

 Current Status:  

Our district has now gained considerable experience in restructuring and 
reconfiguring mental health organizations.  Agencies in Hastings and Prince 
Edward counties have restructured and reconfigured mental health organizations as 
they have worked through the Berkeley Report.  In addition, three mental health 
organizations have voluntarily amalgamated in Leeds and Grenville.  Similarly 
successful consolidations have occurred in Frontenac County.  In all cases, this has 
been accomplished through knowledgeable staff, and cooperation from staff, 
management and boards. 

These experiences have taught us that human resources are key to successful system 
re-design.  Most recently, experience from the restructuring organizations in 
Hastings and Prince Edward Counties has demonstrated the complexities involved 
in harmonizing the labour requirements and obligations across the Employment 
Standards Act, Labour Relations Act Pay Equity Act, Occupational Health and Safety Act, 
and the Public Sector Transition Stability Act and the need for a detailed Human 
Resources Adjustment Plan.   

In order to realize our vision of a reformed mental health system, core 
competencies of staff must be considered.  There is a detailed description of service 
delivery competencies in the Human Resource Report (Volume II).  At the level of 
the individual, they include personal qualities that allow the provider to engage in 
clinical encounters that are respectful, collaborative, and protect the rights and 
dignity of consumers.  At the system level, they include leadership skills and ability 
to create and maintain mentoring relationships.    

The C-CAP Program Inventory has shown that at least a third of our community-
based workforce (perhaps more) is trained at the level of a diploma or general 
bachelor degree and unregulated by any professional body.  It will be important to 
ensure that they have the clinical skills that will be required to identify and meet the 
needs of consumers with serious mental illnesses, particularly those who will be re-
settled in the community from provincial psychiatric hospitals.   

A survey of the hospital workforce has yet to be done.  However, historically, there 
has been an emphasis on clinical treatment skills, rather than the skill necessary to 
implement the proposed rehabilitation and recovery model. 

 

“people who serve the 
mentally ill need to be 

responsible and 
accountable for their 

actions”  
 

Southeastern Ontario 
consumer/survivor, 2002 
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 Proposed Changes 

 
The Human Resources Committee has noted that mental health services cannot be 
delivered without a competent and caring workforce.   

The essence of restructuring is to change work cultures and work environments.  In 
the new system, as in the old, our major resource will be our staff.  However, many 
people will see their work roles and surroundings change.  Most will need to acquire 
new skills and augment their clinical knowledge in order to deal with more complex 
clients, or learn new community development skills for creating models of shared 
care.  Outreach activities, capacity development, and support from specialized 
services will be key in assisting community based staff in providing services to more 
complex client groups. 

Toward this end, there needs to be a clear understanding of core competencies that 
are required, a development strategy to promote these, and a mechanism to share 
knowledge and expertise across agencies and sectors in order to retain our current 
staffing pool and provide opportunities for skill enhancement and capacity building.  
To bring about this transition, staff must be meaningfully involved in this process 
and supported throughout the change.    

Our human resource goals will be to ensure: 

 that recruitment and retention efforts focus on the strengths of our current 
workforce and provide adequate training for the new skills that will be required, 

 that a culture of leadership develops to support and create leadership values, 
encourages leaders to act as mentors within a system philosophy that recognizes 
our commitment to helping others and the importance of providing 
opportunities for  fulfilling work, 

 an objective methodology be used to identify core competencies required for all 
providers in the reformed mental health system, 

 staff will have the opportunity to upgrade their skills and competencies to 
undertake their new roles, 

 continuing professional development opportunities will be adequately funded 
so that there will be opportunities for all staff to maintain their skills and 
competencies,   

 salaries will be equitable across sectors and tied to core competencies, and 

 manpower planning for the recruitment and retention of specialty staff in areas 
where there is a dearth. 
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 Recommendations and Expected Outcomes 

We believe it is too soon to elaborate a workload adjustment policy.  Although we 
have begun to examine current staffing configurations we do not have a method for 
evaluating core competencies across all providers and service locations.  A 
systematic methodology for evaluating core competencies in all staff is, therefore, 
required.  Therefore, we recommend that the Ministry of Health and Long-Term 
Care strike a provincial committee to examine workforce issues that have broader 
provincial relevance or implications such as: 

 important legal and union issues,  

 labour relations policy, 

 pay equity, 

 coordinated recruitment and retention strategies, and 

 core competencies. 
 
It is recommended that the Ministry of Health and Long-Term Care set aside one-
time funding for Districts who may require legal or other expert advice to develop 
or operationalize their local workload adjustment plans. 

We further recommend that the Ministry of Health and Long-Term Care provide a 
variety of physician payment options in the reformed mental health system, 
(including salary, alternate funding payment, fee-for-service, and adequate sessional 
monies to support the provision of evidence-based mental health and psychiatric 
intervention across all levels of need, across the life span, and for all diverse 
populations). 

Finally, we recommend that the Ministry of Health and Long-Term Care, work 
through the Trust to fund and evaluate a pilot program designed to recognize and 
reward clinical competence of providers in the district. 

The District Trust will strike a Human Resources Adjustment Committee 
composed of current human resource managers and other resources within the 
district that have expertise relating to issues of recruitment and retention of 
personnel.  Using the principles and recommendations outlined in the report of the 
Human Resources Committee (Volume II), this Committee will: 

 develop a human resources adjustment plan designed to resolve inequities in 
compensation among mental health providers and create a program for salary 
and benefit administration that will ensure equity and external competitiveness 
for employees, 
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 detail core competencies for mental health providers, including the adoption of 
standards of practice to promote a culture of leadership that develops leaders, 
supports leadership values, and encourages leaders to act as mentors to other 
staff, 

 develop a manpower plan for the recruitment and retention of  personnel, 
particularly personnel in specialty areas that are in short supply, 

 coordinate human resources policies to address cooperation among mental 
health agencies with respect to recruitment and retention of providers in the 
district, 

 develop a protocol for ongoing consultation between providers, employers, and 
educators regarding the coordination of basic education, training, and 
continuing professional development, 

 develop protocols for the evaluation of training programs and feedback 
mechanisms to ensure that findings are used to enhance training programs in 
the district in keeping with best practices in the field, and 

 contract external specialists, as appropriate, to assist with these matters. 
 

Queen’s University 

 Current Status 

Queen’s University, through the Academic Health Sciences Centre, and other 
related departments, has attracted health care professionals to the Southeastern 
Ontario District whose qualifications and expertise are more extensive than a 
population base of 500,000 would normally attract.  They have also espoused the 
principle that those who play a major role in the delivery of health services to the 
public should be affiliated with the University in order to advance the education, 
research, and service delivery goals through faculty appointments.    

The Academic Health Sciences Centre is heavily involved in the teaching and 
research in mental health services in the Southeastern Ontario District.  As well as 
providing the bulk of psychiatric services and specialized care, their mission is to 
educate health professionals and contribute to new knowledge in the field.  
Consequently, the Academic Health Sciences Centre will play an important role in 
the proposed District Trust and the reformed mental health system. 

The Department of Psychiatry at Queen’s University is responsible for mental 
health research, education of psychiatric residents and other affiliated heath 
professionals, and delivery of mental health services through both Kingston general 
hospitals, Providence Continuing Care Mental Health Services, and through formal 
partnership arrangements with community based clinics.  In addition, allied mental 

“the science of mental 
illness is horribly 
imprecise. For a 

condition that affects 
one in five Canadians, 
it is a national travesty 

that research into 
mental illness represents 

less than 4% of the 
total Canadian medical 

research efforts.” 
 

 Scott Simmie and Julia Numes 
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health professionals are trained in a host of departments such as the School of 
Rehabilitation Therapy, Nursing, and Psychology. 

The Department’s services have been hampered by lack of appropriate 
infrastructure for outpatient services, inadequate inpatient facilities, and lack of 
adequate staffing.  The outpatient facilities are located separately from the main 
facilities at Hotel Dieu hospital, making it difficult for them to integrate with both 
hospital and community functioning.  The houses in which they are located are old 
and dilapidated.  They are inadequate for the needs of an outpatient consultation 
and treatment system for the community and lack appropriate bathroom facilities, 
elevators and parking.  Running the system in these homes from the central 
Department has become a major logistic nightmare that leads to inefficient use of 
the limited resources allocated to this component of the mental health budget in the 
District. Unfortunately, up to now, no adequate solution has been found to remedy 
this situation.  

The inpatient facilities are currently located at Hotel Dieu Hospital where they are 
physically disconnected from the remaining medical supports at Kingston General 
Hospital.  Proposed capital developments will rectify this problem as inpatient 
facilities will be transferred to Kingston General Hospital.   

Psychiatric positions in the Department had declined in recent years and many 
positions were lost.  While the Department has been successful in recruiting new 
clinical staff, they remain understaffed by four positions for community and 
outpatient services, one in Child and Adolescent Psychiatry, two in Developmental 
Disabilities and three specialty positions (as described elsewhere in this report). 

 

 Proposed Changes 

Mental health programs that have been provided through Queen’s University 
affiliated teaching hospitals will increasingly move to the community.  This means 
that appropriate academic representation will also have to move to the community.  
This will require significant revisions in current affiliation agreements and re-
orientation of both teaching and research.   

There are currently many good examples of community based mental health service 
delivery, teaching, and research, that reflect mutual partnerships between the 
University and community based organizations.  To date, these have been 
concentrated in Kingston and surrounding areas.  In the future, there is need for 
broader representation of these roles throughout the District, extending to even the 
most rural and outlying areas. 

As the Psychiatric Hospital divests, current psychiatric positions will transfer to 
Queen’s Department of Psychiatry.  This means that the Department will become a 



E N  A V A N T !    

 
C h a p t e r  T h r e e :  K e y  A r e a s  o f  F o c u s   

138

major repository of psychiatric expertise, particularly specialist expertise.  The goal 
has been to recruit an academic clinical leader for each of the seven specialty 
services and recommendations are contained elsewhere in this document with 
respect to recruitment of three additional faculty to lead district specialty mental 
health programs for concurrent disorders and acquired brain injury and community 
psychiatry. 

Service, teaching, and research partnerships with community agencies, within the 
context of the proposed district structure will be a crucial aspect of proving high 
quality clinical services to severely mentally ill clients who are living in the 
community, and in providing specialized support to local communities.   

The requirement to integrate rehabilitation and clinical care paradigms through the 
provision of intensive recovery supports, and the need for a training opportunities 
for employment counselors means that the School of Rehabilitation will also be an 
important partner in realizing the goals outlined in both Making it Happen, and 
Making it Work.     

The requirement for all programs to undertake comprehensive intake assessments 
in order to appropriately diagnose and then triage clients, regardless of level of need 
and across diverse populations, will require enhanced clinical skills and core 
competencies that do not currently exist.  Human resource development, through 
formal and informal training and education programs will be key to our 
implementation strategy.  Current, key affiliations through academic Departments 
of Psychiatry, Psychology, Nursing, Community Health and Epidemiology, and 
through the School of Rehabilitation must continue and be enhanced.  Sufficient 
resources supplied to cover the additional costs of re-orienting these toward 
community mental health goals.  Additional operational support for training 
programs may be required, however, it is difficult to estimate how extensive this 
funding may need to be prior to implementing our transitional plan (as described 
elsewhere).   

Through its education and research roles, Queen’s University will play a pivotal role 
in reducing stigma and discrimination against the mentally ill among existing and 
future generations of health providers, and ensuring that those with serious mental 
illness have equal access to specialty services and supports ranging from internal 
medicine, diagnostic imaging, genetics, pathology, neurosciences, psychology and 
pharmacy, to name a few.  Further, they can ensure that academic psychiatrists and 
services provided through affiliated programs receive adequate medical support and 
advocate for improved funding for mental health services and professionals.   

Finally, a key affiliation with the University will occur within the context of the 
Planning Research and Evaluation Unit which will be coordinated through the 
Queen’s Department of Psychiatry.  This unit with coordinate performance 
monitoring, accountability systems, and outcome evaluations throughout the 
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District.  It will develop research and evaluation affiliations with other Queen’s 
University Departments, other Universities, and research groups across the country 
so as to become a centre of excellence for community based mental health services 
research and evaluation. 

Operational funding for the Trust must include sufficient protected funding to 
support the involvement of university based researchers and students through the 
various Departments listed above to undertake performance monitoring, program 
evaluation, and best practice reviews.  Sufficient funds must also be extended to 
ensure that community based services can be provided in an appropriate academic 
atmosphere. 

 

 Recommendations and Expected Outcomes 

It is recommended that: 

 the Ministry of Health and Long-Term Care ensure that Queen’s University has 

 appropriate representation in district governance structures through 
membership in the Trust,  

 appropriate funding to support the additional costs of the 
recommended specialty psychiatrists in addictions, acquired brain 
disorder with mental health problems, and community psychiatry, 

 appropriate operational and capital funding to ensure that 
outpatient facilities currently attached to the Queen’s Department 
of Psychiatry are adequately staffed and appropriately housed, 

 appropriate capital funding to move forward with plans to move 
inpatient facilities from Hotel Dieu Hospital to Kingston General 
Hospital, 

 operating funds to support research and evaluation activities that 
are integral to system accountability, performance monitoring, and 
best practices. 

 the District Trust ensure that  

 strong partnership and affiliation agreements are in place with 
appropriate University Departments to ensure that the reformed 
mental health system will provide rich educational opportunities for 
students across the full continuum of care throughout the District, 

 human resource strategies aimed at enhancing core competencies 
and clinical skills of staff be developed with close affiliations to the 
appropriate academic departments, and 
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 there are sufficient resources to support training opportunities for 
learners in all disciplines. 

 Queen’s University, through the Department of Psychiatry and other 
departmental arrangements as appropriate will work with the Trust to: 

 re-orient the content and form of existing training programs, as 
appropriate, to adequately train students to occupy roles in the 
reformed mental health system, 

 participate in the development and implementation of skills training 
programs to be implemented in the context of a broad-based 
human resource strategy designed to improve clinical capacity and 
core competencies among existing staff, 

 take a leadership role in establishing centres of excellence for 
creating, evaluating, and implementing best practices in mental 
health care,  

 recruit and retain specialists to the District through the 
development of district-wide centres of excellence for specialized 
care, 

 create partnership agreements that appropriately deploy specialty 
staff from university-based programs and affiliated hospitals to 
community settings, as appropriate to meet reform goals, and 

 develop formal partnerships and arrangements with other academic 
institutions such as St. Lawrence College and Loyalist College. 

 

Summary 

In this chapter we have tried to convey our vision for a reformed mental health 
system.  While many details are yet to be worked out, we are confident that the 
principles and structures outlined will move us into the future and help us to create 
a recovery-oriented system.  Even though facts and figures have proved more 
elusive, we are confident that our model will hold strong, meet local needs, build on 
local capacities, and provide a strong vision for the future.   

Appendix G contains the details of our multi-year plan using the template provided 
by Ministry of Health and Long-Term Care officials for this purpose.   

Appendix H contains the glossary of terms that have been used and developed 
through this report. 
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 Task Force  
Terms of Reference 
 
Whereas the Ontario Minister of Health and Long Term care has established governing 
terms of reference for all mental health implementation task forces in Ontario and has set 
about to establish these tasks forces in a timely manner and 

Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
district comprises Leeds and Grenville, South Lanark, Frontenac, Lennox and Addington, 
Hastings and Prince Edward and the cities of Kingston, Brockville and Belleville and has 
been established by the Minister, the following terms of reference are hereby adopted by the 
Southeastern Ontario District Mental Health Implementation Task Force 

 
Mission of the Southeastern Ontario District Mental Health 
Implementation Task Force is: 

 to recommend to the Ministry an implementation plan for Southeastern Ontario 
that is based on the values and principles of mental health reform and addresses 
the needs of the entire community 

 
Roles and Responsibilities: 
 
The role of the Task Force will embrace the development of the mental health service system, 
including the restructuring of the Kingston Psychiatric Hospital and the Brockville Psychiatric 
Hospital. Responsibilities will include:  

 
 developing a regional mental health service system  

 enhancing current community service capacity 
 developing a continuum of services and supports for the mentally ill population meeting the 

service needs of discharged provincial psychiatric hospital clients, consistent with Health 
Services Restructuring Commission advice that has been accepted by the Ministry.  These 
services must be in place before provincial psychiatric hospital restructuring takes place 

 providing advice with respect to both Phase One and Phase Two activities of provincial 
psychiatric hospital divestment, within the limits of available Ministry restructuring 
resources, and advise the Ministry on the implementation of both phases. 

 developing the mental health system which will ensure the achievement of key policy and 
program objectives, including accessibility, integration, prevention and accountability  
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Deliverables and Timeframes: 
 
The Southeastern Ontario District MHITF will: 
 
1. provide advice and recommendations on: 
 

 the Ministry Implementation Team activity:  
 to ensure all relevant regional service issues are addressed, within the 

content of service agreements and 
 to ensure streamlined access by establishing  effective linkages 

between first line, intensive, and specialty mental health services, as 
set out in Making It Happen 

 use of allocated funding by academic health science centres within the 
Eastern Region where applicable, to support research, evaluation and 
provide training and education;  

 roles and responsibilities of general practitioners, psychiatrists, Schedule 1 
facilities and 

  integration of treatment and community services. 
 

2. develop a multi-year implementation plan for a restructured regional service system that is 
based on the work of the Ministry Implementation Team to date, the level of need, 
evidence based research, and Ministry of Health and Long Term Care policy, as 
expressed in Making It Happen, including but not limited to: 

 
 a Comprehensive Assessment Project to identify the specific needs of 

inpatients and outpatients at the provincial psychiatric hospitals 
 an estimate from existing data sources of the projected mental health service 

needs of the mentally ill population 
 using multi-year Ministry of Health and Long Term Care reinvestment 

allocation, a description of the new services and enhanced capacity to be 
developed in first line and intensive mental health sectors to facilitate 
specialty services restructuring, and the full range of integrated community 
support programs 

 implementation of restructured specialty services, including discharge 
planning processes and mechanisms, transitional cost implications, allocation 
of new Ministry of Health and Long-Term Care operational funding, 
provider training requirements, and staging of implementation  

 processes and mechanisms for streamlined access, i.e., common assessment 
and referral; 

 identification of lead agencies and/or recommendations for amalgamations; 
and/or the development of formalized agreements to achieve integration 

 staging for implementation of community services and supports; 
 provision for the needs of people with concurrent disorder, dual diagnosis 

and psychogeriatric needs, and facility design issues including implications 
for construction and/or renovations and 

 local performance measures and evaluation.  
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Key Linkages 
 
The Southeastern Ontario District Mental Health Implementation Task Force will 
require regular strong linkages, relationships, communications and partnerships with 
other bodies.  These include specifically: 
 
 Minister of Health and Long-Term Care; 
 Ministry of Health and Long-Term Care Regional Director; 
 Ministry of Health and Long-Term Care Policy (including monthly meetings of Task Force 

Chairs with the Director, Mental Health and Rehabilitation Reform Branch) 
 community stakeholders including but not limited to organizations dedicated to specific 

mental health issues 
 District Health Council 
 Ministry Implementation Team 
 Health Services Restructuring Commission’s created restructuring processes  
 local / regional public health units; labour groups 
 offices of the Centre for Addiction and Mental Health 
 Champlain District Mental Health Implementation Task Force and 
 others as deemed appropriate. 

 
Reporting Relationship and Accountability   
 
The Assistant Deputy Minister of the Health System Management Division, through the 
Regional Director, is accountable for the establishment and the support of the Task 
Force. The Minister of Health and Long Term Care has appointed all members of the 
Task Force. 

 
Workplans developed by the Southeastern Ontario District Mental Health 
Implementation Task Force are subject to the approval of the Health Care Programs 
Regional Director and the Mental Health and Rehabilitation Reform Branch Director. 
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Membership 

 
The core membership of the Mental Health Implementation Task Force has the 
responsibility to manage and establish sound and defensible processes through which the 
required advice is developed.  Appointed members of the MHITF cannot appoint delegates. 

Core membership is presented in Section 1 of the Southeastern Ontario District Mental 
Health Implementation Task Force binder and this may from time to time be amended by 
the Minister.  

 
Quorum 
 
Quorum shall be comprised of two thirds of the core membership. Only core members may 
vote.  

 
Committees of the Southeastern Ontario District MHITF: 
 
Advisory Committees shall be established by the Southeastern Ontario District MHITF. 

Such committees will be responsible for researching, advising and making recommendations 
to the MHITF . Care will be taken to ensure the most effective and efficient committee 
structure. 

Committee members can not appoint delegates. Each Committee must be chaired by a member of the 
MHITF. 

Term 

The Mental Health Implementation Task Force will be an interim structure, to specifically implement 
service planning and restructuring as outlined in these terms of reference within a 12 to 18 month 
timeframe. The term of the MHITF may be extended by the Minister as required.  

Resources 

The Ministry will ensure resources are in place to support the MHITF activity through the 
Health Care Programs Regional Office.  Specific resources include: one full-time coordinator 
and one full-time executive assistant. 
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Meeting Frequency 

The MHITF will meet once (1) per month initially and then every second (2nd) month thereafter. 
Special circumstances may warrant interim meetings. Meetings will be held in predetermined locations 
throughout the Southeastern Ontario District. An information package will be distributed at least five 
working days prior to the meeting date. 

 

Rules of Procedure 

Voting 

Unless a decision is being made formal voting will be unnecessary. The rules of voting shall be 
generally as outlined in Robert’s Rules of Order. Voting will be by a show of hands. A recorded vote 
may be requested by any voting member of the Task Force. The chairperson is counted in a quorum 
and may vote on any motion. A tied vote is considered lost. 

The chairperson of the Task Force shall:  
 
 preside at all meetings of the Task Force  
 be an ex-officio member of each committee 
 abide by Robert’s Rules of Order where appropriate 
 work effectively with the coordinator to ensure the development of workplans for the Task 

Force, the coordinator and the committees 
 ensure open and respectful discussion, consensus development and timely decision making 
 ensure appropriate research, documentation and instruments of communication are available 

to the Task Force and 
 fulfill other duties as assigned by the Minister.  

 
The chairperson of a committee shall: 
 
 preside at all meetings of the committee 
 seek consensus 
 draft terms of reference for the committee for presentation to the Task Force  
 report to the Task force on behalf of the committee 
 undertake time limited tasks as assigned by the Task Force 
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Task Force Members 

Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation Task 
Force 

** 

Dr. Julio Arboleda-Flórez, Head, Department of Psychiatry, Queen’s University 

Belia Brandow, Executive Director, Leeds & Grenville Rehabilitation and Counselling Service 

Dr. Nick Delva, Deputy Head, Department of Psychiatry, Providence Continuing Care 
Centre, Mental Health Services 

Dr. Simon Davidson, Chief of Psychiatry and Chief of Staff, Children’s Hospital of Eastern 
Ontario 

Ms. Cathy Dunne, Chief Executive Officer, Providence Continuing Care Centre 

Dr. Charles Gardner, Medical Officer of Health and Chief Executive Officer, Lanark, Leeds 
& Grenville District Health Unit 

Wilma Guest, Family Representative 

Vick y Huehn, Executive Director, Frontenac Community Mental Health Services 

Dr. Ken LeClair, Clinical Director, Regional Geriatric Psychiatry Program, Providence 
Continuing Care Centre Mental Health Services 

Alan Mathany, Executive Director, Community mental Health Program of Hastings and 
Prince Edward 

Bob Napier, Deputy Chief, Kingston Police 

Marilyn Nicholson, Executive Director, Consumer Health Advocacy Rights Movement 

Michael Park, Executive Director, Southeastern Ontario District Health Council 

Sheryl Pedersen, Peer Support Worker, Frontenac Community Mental Health Services (Until 
October 30, 2002) 

Jackie Redmond, Chief Executive Officer, Access Centre for Hastings and Prince Edward 
Counties 

Dennis Timbrell, Business Representative 
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Carol Wannamaker, Director, Complex Continuing Care/Rehabilitation/Mental Health, 
Quinte Healthcare Corporation. 

 

Ex-Officio Members 

Wayne Barnett, Senior Manager, Ministry of Health and Long Term Care 

Jim Blackler, Executive Director, Regional Treatment Centre, Correctional Services Canada 

Bill Cooney, Deputy Regional Director, Adult Institutional Services, Ministry of Correctional 
Services 

Henry De Souza, Program Manager, Ministry of Health and Long Term Care, Health Care 
Programs  

Peter Finkle, Regional Director, Ministry of Health and Long Term Care, Health Care 
Programs 

Ken Fuller, Program Supervisor, Ministry of Community, Family, and Children’s Services, 
Children’s Services Division 

Rick Giajnorio, Long Term Care Program Consultant, Ministry of Health and Long Term 
Care, Health Care Programs 

Ray Marshall, President, Brockville General Hospital 

Ingo Ritmus, Chief Operating Officer, Brockville Psychiatric Hospital 

Chris Sullivan, Centre for Addiction and Mental Health, Kingston Office 

 

Resources 

Ms. Jane Banbury, Coordinator until June 30, 2002 

Ms. Catherine Cleary, Coordinator after July 15, 2002 

Kathy Barry, Mental Health Consultant, Ministry of Health and Long Term Care, Health 
Care Programs, Resource 

Dr. Heather Stuart, Queen’s University, Research Coordinator. 
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Community Committee 

 
Terms of Reference 

 
Whereas The Ontario Minister of Health and Long Term Care has established 
governing terms of reference for all mental health implementation task forces in Ontario 
and has set about to establish these task forces in a timely manner and 
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
has established four committees and three working groups to be responsible to research, 
advise and make recommendations to the Task Force and  
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
district comprises Leeds and Grenville, South Lanark, Frontenac, Lennox and 
Addington, Hastings and Prince Edward and the cities of Kingston, Brockville and 
Belleville and has been established by the Minister, the following terms of reference are 
herby adopted by the Community Committee and the members of Southeastern Ontario 
District Mental Health Implementation Task Force: 
 
Mandate and Missions of the Community Committee is to: 
 
 assist the Task force in the fulfillment of the vision of Making it Happen, the principles of 

which are: 
 the consumer is at the centre of the mental health system 
 services will be tailored to consumer needs with a view to increase quality of 

life 
 consumer choice and access to services will be improved 
 services will be linked and coordinated so that consumers will move easily 

from on part of the system to another 
 services will be based on Best Practices 

 
 provide recommendations to the Task Force on the development and implementation of 

initiatives in the areas of public education, prevention and community awareness 
  
 link with the provincial Mental Health implementation Task Force Communications Steering 

Committee and Work Team to assist in the development of a provincial public 
education/communication campaign 
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Role of the Community Committee: 
 
 to assist the Task Force in reforming the mental health service system by providing advice 

and recommendations related to the issues op public education, prevention, and community 
awareness 

 
 
Responsibilities of the Community Committee will include: 
 
 defining key terms, analyzing current programs, reviewing relevant literature, identifying gaps 

and proposing recommendations regarding the development and implementation of public 
education, prevention and community awareness programs 

 collaborating with other Task Force committees, working groups and champions and others 
as required 

 linking with the Provincial Mental Health Implementation Task Force Communications 
Steering Committee and Work Team 

 writing interim and final reports for submission to the Southeastern Ontario District Mental 
Health Implementation Task Force 

 
 
Deliverables/ Timeframes (Basis of Workplan): 
 
 The Community Committee will advise the Southeastern Ontario District Mental Health 

Implementation Task Force on a recommended design for the implementation of a public 
education, prevention and community awareness plan for the reformed mental health system 
in Southeastern Ontario. 

 
 
Reporting Relationship and Accountability: 
 
The Chair and Vice Chair of the Community Committee will be members of the 
Southeastern Ontario District Mental Health Implementation Task Force, and are 
appointed by the Chair of the Task Force. The Chair of the Task Force will also appoint 
all committee members. 
 
In order to ensure coordination of efforts and efficient budgeting, workplans, including 
requirements for resources, speakers and other key linkages, developed by the 
Community Committee are subject to the approval of the Chair of the Southeastern 
Ontario Mental Health Implementation Task Force. 
 
Membership 

 
The membership of the Community Committee has the responsibility to manage and 
establish sound and defensible processes through which the required advice to the Task 
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Force is developed. Appointed committee members of the MHITF cannot appoint 
delegates. 
 
Each committee member will be a “champion” for a special population and will ensure 
that the work of the Community Committee takes each special population into account. 
 
The chair and coordinator of the Task Force will  be ex-officio members and will assist 
the committee in all aspects of its work. 
 
 
Quorum 
 
Quorum shall be comprised of two thirds of the committee membership. Only 
committee members may vote. 
 
 
Term 
 
The MHITF, its committees and working groups are interim structures, to specifically 
implement service planning and restructuring as outlined in these terms of reference 
within a 12 to 18 month time frame. The Minister as required may extend the term of 
the Southeastern Ontario District Mental Health Implementation Task Force, which in 
turn will require the Chair of the Southeastern Ontario District Mental Health 
Implementation Task Force to extend the term of the committees and working groups. 
 
 
Resources  
 
The Ministry of Health and Long Term Care will ensure resources are in place to 
support the MHITF activity through the Health Care Programs Regional Office. Specific 
resources include; one full-time coordinator and on full-time executive assistant. 
 
 
Meeting Frequency 
 
The Community Committee will meet on a monthly basis. Special circumstances may 
warrant interim meetings. Meetings will be held in  predetermined locations and may be 
held throughout the Southeastern Ontario District. An information package will be 
distributed at least 5 working days prior meeting dates. 
 
 
Rules of Procedure 
 
Voting 
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Unless a decision is being made formal voting will be unnecessary. The rules of voting 
shall be generally as outlined in Robert’s Rules of Order. Voting will be by a show of 
hands. A recorded vote may be requested by any voting member of the Task Force 
committees or working groups. The chairperson is counted in a quorum and may vote on 
any motion. A tied vote is considered lost. 
 
The Chairperson/ Vice Chairperson of the Community Committee shall: 
 
 preside at all committee/ working group meetings 
 seek consensus through skilled facilitation 
 present draft terms of reference for the committee for presentation to the Task Force 
 report to the Task Force on behalf of the committee, and 
 undertake time limited tasks as assigned by the Task Force 

 
 
Dated at ______________  this ________ day of ________, 2001.  
 
 
__________________________________ 
Alan Mathany, Chair, Community Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Cathy Dunne, Vice Chair, Community Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Sandra Lawn,  Chair,  
Southeastern Ontario District 
Mental Health Implementation Task Force 
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Community Committee Membership 

 
 
Mr. Alan Mathany Chair, Executive Director, Community Mental Health Program, 
Hastings and Prince Edward,  Seriously Mentally Ill Champion 
 
Ms. Cathy Dunne (Vice-Chair), President and Chief Executive Officer, Providence 
Continuing Care,  Seniors Champion 

 

Mr. Philip Burge, Assistant Professor, Department of Psychiatry, Queen’s University, Dual 
Diagnosis Champion 

Ms. Alia Hogben, Program Supervisor, Ministry of Family and Children’s Services, Children 
& Youth Champion 

Mr. Bob Napier, Deputy Chief, Kingston Police, Forensic Champion 

Ms. Marilyn Nicholson, Executive Director, Consumer Health Advocacy and Rights 
Movement, Consumer Champion 

Mrs. Katie Rutledge, Family Champion 

Mr. Colin Slack, Executive Director, Canadian Mental Health Association Leeds & Grenville, 
General Public Champion 

Ms. Nadia Zurba, Program Consultant, Centre for Addiction and Mental Health, Concurrent 
Champion 

 
Ex-Officio Members 

Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation Task 
Force 

Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force 

Resource 

Dr. Heather Stuart, Queen’s University, Research Coordinator 

Ms. Joanne Trew, Providence Continuing Care Centre, Executive Assistant 
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Integration Committee 
 

Terms of Reference 

 
Whereas The Ontario Minister of Health and Long Term Care has established 
governing terms of reference for all mental health implementation task forces in Ontario 
and has set about to establish these task forces in a timely manner and 
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
has established four committees and three working groups to be responsible to research, 
advise and make recommendations to the Task Force and  
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
district comprises Leeds and Grenville, South Lanark, Frontenac, Lennox and 
Addington,  Hastings and Prince Edward and the cities of Kingston, Brockville and 
Belleville and has been established by the Minister,  
 
The following terms of reference are herby adopted and accepted by the Integration 
Committee and the membership of Southeastern Ontario District Mental Health 
Implementation Task Force: 
 
 
Mandate and Missions of the Human Resources Committee is to: 
 
 assist the Task force in the fulfillment of the vision of Making it Happen, the principles of 

which are: 
 the consumer is at the centre of the mental health system 
 services will be tailored to consumer needs with a view to increase quality of 

life 
 consumer choice and access to services will be improved 
 services will be linked and coordinated so that consumers will move easily 

from on part of the system to another 
 services will be based on Best Practices 

 be driven by consumers of the mental health system and their families in a 
responsive and responsible manner using best practices 

 identify gaps and overlaps in the system and suggest remedies that ensure an 
integrated and coordinated continuum of services and supports and continuity in 
both rural and urban settings 
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 ensure recommendations cover rural and urban communities across the three levels of care 
(first line, intensive, specialized), various sectors of the population and sectors of the health 
system 

 recommend actions necessary for an integrated system providing a caring continuum of 
services and supports across the lifespan of the individual. 

  
 
Role of the Integration Committee will be to: 
 
 advise and assist the Task Force in its role in the reform of the mental health service system 
 ensure mandate and mission of the committee are fulfilled 

 
 
Responsibilities of the Integration Committee will include: 
 
 defining a comprehensive, accessible, integrated mental health system across many 

dimensions (age, urban/ rural, level of care, special populations) as guided by the needs and 
perspectives of consumers and families 

 matching present and projected needs for services and supports in levels of care across 
populations and across lifespan of the individual 

 obtaining planning data from the District Health Council and other relevant sources as 
required 

 collaborating with other Task  Force committees as required, including issues related to Best 
Practice research and ongoing professional development of those working within a reformed 
mental health system 

 defining strategic recommendations, building on strengths and opportunities as driven by a 
future vision 

 coordinating, and taking into account the work of the three working groups of the 
committee: First Line, Intensive and Specialized 

 writing interim and final reports for submission to the Southeastern Ontario District Mental 
Health Implementation Task Force 

 
 
Deliverables/ Timeframes (Basis of Workplan): 
 
The Integration Committee will provide advise and recommendations to the 
Southeastern Ontario District Mental Health Implementation Task Force on: 
 the development of an integrated, accessible, coordinated Best Practice continuum of 

services and supports across levels of service (first line, intensive, specialized) taking into 
account the needs of varying populations of people in both urban and rural settings across 
the lifespan of the individual 
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Reporting Relationship and Accountability: 
 
The Chair and Vice Chairs of the Integration Committee will be members of the 
Southeastern Ontario District Mental Health Implementation Task Force, and are 
appointed by the Chair of the Task Force. The Chair of the Task Force will also appoint 
all committee and working group members. 
 
In order to ensure coordination of effort and efficient budgeting, all workplans, which 
include requirements for resources, speakers and other key linkages, developed by the 
Integration Committee are subject to the approval of the Chair of the Southeastern 
Ontario Mental Health Implementation Task Force. 
 
 
Membership 

The membership of the Integration Committee has the responsibility to manage and establish 
sound and defensible processes through which the required advice to the Task Force is 
developed. Appointed committee members of the MHITF cannot appoint delegates. 

Each committee member will be a “champion” for a special population and will ensure that 
the work of the Integration Committee takes each special population into account. 

The chair and coordinator of the Task Force will  be ex-officio members and will assist the 
committee in all aspects of its work. 

 

Quorum 

Quorum shall be comprised of two thirds of the committee membership. Only committee 
members may vote. 

 

Term 

The MHITF, its committees and working groups are interim structures, to specifically 
implement service planning and restructuring as outlined in these terms of reference within a 
12 to 18 month time frame. The Minister as required may extend the term of the 
Southeastern Ontario District Mental Health Implementation Task Force, which in turn will 
require the Chair of the Southeastern Ontario District Mental Health Implementation Task 
Force to extend the term of the committees and working groups. 
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Resources  

The Ministry of Health and Long Term Care will ensure resources are in place to support the 
MHITF activity through the Health Care Programs Regional Office. Specific resources 
include; one full-time coordinator and on full-time executive assistant. 

 

Meeting Frequency 

The Integration Committee will meet every 6-8 weeks. Working groups will meet monthly. 
Special circumstances may warrant interim meetings. Meetings will be held in  predetermined 
locations and may be held throughout the Southeastern Ontario District. An information 
package will be distributed at least 5 working days prior meeting dates. 

 

Rules of Procedure 

Voting 

Unless a decision is being made formal voting will be unnecessary. The rules of voting 
shall be generally as outlined in Robert’s Rules of Order. Voting will be by a show of 
hands. A recorded vote may be requested by any voting member of the Task Force 
committees or working groups. The chairperson is counted in a quorum and may vote on 
any motion. A tied vote is considered lost. 
 
The Chairperson/ Vice Chairperson of the Integration Committee shall: 
 
 preside at all committee/ working group meetings 
 seek consensus through skilled facilitation 
 assist the committee in completing terms of reference for the committee for presentation to 

the Task Force 
 report to the Task Force on behalf of the committee, and 
 undertake time limited tasks as assigned by the Task Force 

 
 
 
Dated at ______________  this ________ day of ________, 2001.  
 
 
__________________________________ 
Dennis Timbrell, Chair 
Integration Committee 
Southeastern Ontario District 
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Mental Health Implementation Task Force 
 
 
__________________________________ 
Belia Brandow, Vice Chair 
Integration Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Ken LeClair, Vice Chair 
Integration Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Sheryl Pederson, Vice Chair (until October 30, 2002) 
Integration Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
__________________________________ 
Sandra Lawn,  Chair 
Southeastern Ontario District 
Mental Health Implementation Task Force 
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Integration Committee Members 

Mr. Dennis Timbrell, Chair, Supervisor, Ottawa Hospital, Riverside Campus, General Public 
Champion 

Ms. Belia Brandow (Vice Chair), Executive Director, Leeds and Genville Rehabilitation and 
Counselling  Services, Seriously Mentally Ill Champion 

Dr. Ken LeClair (Vice Chair), Clinical Director, Regional Geriatric Psychiatric Program, 
Providence Continuing Care Centre, Mental Health Services, Seniors Champion 
 
Ms. Sheryl Pedersen (Vice Chair) until October 30, 2002, Peer Support Worker, 
Frontenac Community Mental Health Services, Consumer Champion 
 
 
 

Dr. Julio Arboleda-Flórez, Head, Department of Psychiatry, Queen’s University, Forensic 
Champion 

 
Dr. Simon Davidson, Chief of Psychiatry, Chief of Staff, Children’s Hospital of Eastern 
Ontario, Children and Youth Champion 
 
Dr. Nathalie Garcin, Assistant Professor of Psychiatry, Department of Psychiatry, 
Queens University, Dual Diagnosis Champion 
 
Mrs. Wilma Guest, Family Champion 

Mr. Chris Sullivan, Senior Consultant, Centre for Addiction and Mental Health, Concurrent 
Champion 

 

Ex-Officio Members 

 
Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation 
Task Force 
 
Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force Until June 30, 2002 
 
Mrs. Kathy Barry, Mental Health Consultant, Ministry of Health and Long-Term Care 
 



E N  A V A N T !    

Appendix 164

Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
 
 
Resources 

 
Mr. Ken Macdonald, Centre for Health Services and Policy Research, Queen’s 
University 
 
Dr. Craig Jones, Centre for Health Services and Policy Research, Queen’s University 
 
Ms. Ruth MacCulloch, Administrative Support Assistant, Providence Continuing Care 
Centre, Mental Health Services 
 
 
 
First Line Working Group 

Ms. Belia Brandow (Chair), Executive Director, Leeds & Grenville Rehabilitation and 
Counselling Services, Seriously Mentally Ill Champion 

Ms. Colleen Small (Vice Chair), Program Director, Acute Mental Health Program, Kingston 
General Hospital, Dual Diagnosis Champion 

 

Ms. Lori-Ann Leggett, Peer Support Worker, ACTT Brockville Psychiatric Hospital, 
Consumer Champion 

Ms. Joanne Maltby, Executive Director, Pathways for Children and Youth, Children and 
Youth Champion 

Ms. Betty Ann McGrath, Administrator, Westgate Lodge, Seniors Champion 

Dr. Kola Oyewumi, Chair, Adult Psychiatry Division, Hotel Dieu Hospital, Concurrent 
Champion 

Mr. Bill Reinhart, Family Champion 

Ms. Hersh Sehdev, Executive Director, North Kingston Community Health Centre, General 
Public Champion 

Mr. Wolf Tausendfreund, Barrister and Solicitor, O’Flynn, Weese & Tausendfreund, Forensic 
Champion 
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Ex-Officio Members 

 
Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation 
Task Force 
 
Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force until June 30, 2002 
 
Mr. Dennis Timbrell, Chair, Integration Committee, Southern Ontario District Mental 
Health Implementation Task Force 
 
Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
 
 
 
Resource 

 
Mr. Ken Macdonald, Centre for Health Services and Policy Research, Queen’s 
University 
 
Dr. Craig Jones, Centre for Health Services and Policy Research, Queen’s University 
 
Ms, Shauna Kingstone, Program Support Assistant, Frontenac Community Mental 
Health Services 
 
 
 
 
Intensive Working Group 
 
Ms. Sheryl Pedersen (Chair), Peer Support Worker, Frontenac Community Mental Health 
Services, Consumer Champion – until October 30, 2002 

Mr. Dwight Druick (Vice Chair), Director, Lennox & Addington Community Mental 
Service, Seriously Mentally Ill Champion 
 
Ms. Linda Peever (Vice-Chair), Associate Vice President, Patient Care Services. Providence 
Continuing Care Centre Mental Health Services, Dual Diagnosis Champion 
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Ms. Sybil Foley, Program Supervisor, Ministry of Community, Family and Children’s Services, 
Children and Youth Champion 

Ms. Margot Hamblen, Family Champion 

Ms. Sheila Irvine, Program Manager, Elmgrove Unit, Brockville Psychiatric Hospital, Royal 
Ottawa Health Care Group, Concurrent Champion 

Dr. John Puxty, Head of Division of Geriatric Medicine, Providence Continuing Care 
Centre, Seniors Champion 
 
Dr. David Simourd, Clinical Director, Regional Forensic Services, Providence 
Continuing Care Centre Mental Health Services, Forensic Champion 
 
Mr. Rick Williams, Director of Social Services, Social Services of Prince Edward, Lennox 
& Addington, General Public Champion 
 

Ex-Officio Members 

 
Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation 
Task Force 
 
Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force until June 30, 2002 
 
Mr. Dennis Timbrell, Chair, Integration Committee, Southern Ontario District Mental 
Health Implementation Task Force 
 
Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
 
 

Resource 

Mr. Ken Macdonald, Centre for Health Services and Policy Research, Queen’s 
University 
 
Dr. Craig Jones, Centre for Health Services and Policy Research, Queen’s University 
 
Ms. Lesley Collins, Lennox & Addington Community Mental Health Program 
 
Ms. Ruth MacCulloch, Administrative Support Assistant, Providence Continuing Care 
Centre, Mental Health Services 
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Specialized Working Group 

 
Dr. Ken LeClair (Chair), Clinical Director, Regional Geriatric Psychiatric Program, 
Providence Continuing Care Centre, Mental Health Services, Seniors Champion 

 

Dr. John Leverette (Vice Chair), Deputy Head & Chair, Division of Child and Youth 
Psychiatry, Hotel Dieu Hospital, Children and Youth Champion 

 
 
 
Mr. Bill Dwyer, Patient Council Coordinator, Providence Continuing Care Centre, Mental 
Health Services, Consumer Champion 

Ms. Donna Joyce, Program Manager, Community Mental Health Program, Hastings and 
Prince Edward Counties, Forensic Champion 

Mr. Lloyd MacDonald, Family Champion 

Mr. Mike Poulin, Executive Director, Lanark County Mental Health, Dual Diagnosis 
Champion 

Mr. Shawn Souder, Assistant Administrator Clinical Care, Brockville Psychiatric Hospital, 
Seriously Mentally Ill Champion 

Mr. Chris Sullivan, Senior Program Consultant, Centre for Addiction and Mental Health 
Concurrent Champion 
 

Ex-Officio Members 

 
Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation 
Task Force 
 
Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force – until June 30, 2002 
 
Mr. Dennis Timbrell, Chair, Integration Committee, Southern Ontario District Mental 
Health Implementation Task Force 
 
Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
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Resources 

 
Mr. Ken Macdonald, Centre for Health Services and Policy Research, Queen’s 
University 
 
Dr. Craig Jones, Centre for Health Services and Policy Research, Queen’s University 
 
Ms. Ruth MacCulloch, Administrative Support Assistant, Providence Continuing Care 
Centre, Mental Health Services 
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Research Committee 
 
Terms of Reference 

 
Whereas The Ontario Minister of Health and Long Term Care has established 
governing terms of reference for all mental health implementation task forces in Ontario 
and has set about to establish these task forces in a timely manner and 
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
has established four committees and three working groups to be responsible to research, 
advise and make recommendations to the Task Force and  
 
Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
district comprises Leeds and Grenville, South Lanark, Frontenac, Lennox and 
Addington,  Hastings and Prince Edward and the cities of Kingston, Brockville and 
Belleville and has been established by the Minister, the following terms of reference are 
herby adopted by the Research Committee and the members of Southeastern Ontario 
District Mental Health Implementation Task Force: 
 
 
Mandate and Missions of the Research Committee is to: 
 
 assist the Task force in the fulfillment of the vision of Making it Happen, the principles of 

which are: 
 the consumer is at the centre of the mental health system 
 services will be tailored to consumer needs with a view to increase quality of 

life 
 consumer choice and access to services will be improved 
 services will be linked and coordinated so that consumers will move easily 

from on part of the system to another 
 services will be based on Best Practices 

 
 assist and advice the task force in the fulfillment of the vision of Making it Happen by: 
 advising the Southeastern Ontario District Mental Health Implementation 

Task Force on the creation of a comprehensive system of accountability for 
the Southeast Region that makes use of health information, research and 
analysis 

 providing essential data and information on the committees and working 
groups of the Southeastern Ontario District Mental Health Implementation 
Task Force  

 Being an advisory committee for the implementation of a Community 
Comprehensive Assessment Project in the Southeastern District  
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Roles and Responsibilities of the Research Committee will include:  
 
 Regarding designing a Mental Health Information and Accountability System 
 establishing mechanisms to support accountability  
 establishing goals and performance measures  
 identifying the “customers” who will need/ use the system data 
 making recommendations regarding ongoing strategies and standards to 

collect/ access/ disseminate and use information 
 planning for distribution/ use of information/ reports, evaluation of results 

and triggers to maintain or change courses of action 
 writing interim and final reports for submission to the Southeastern Ontario 

District Mental Health Implementation Task Force 
 Regarding providing essential data and information to the committee and working groups of 

the Southeastern Ontario District Mental Health Implantation Task Force 
 collaborating with other Task Force Committees/ Working Groups as 

required 
 examining recent/ current studies/ recommendations/ datasets (e.g. CAP 

surveys) and providing essential information to other Task Force committees 
and/ or working groups 

 Guiding the Community Comprehensive Assessment Project 
 
 
Deliverables/ Timeframes (Basis of Workplan): 
 
The Research Committee will provide to the Southeastern Ontario District Mental 
Health Implementation Task Force before the end of this term: 
 
 A report describing a recommended design for a mental health information system and an 

accountability system for Southeastern Ontario. This report will include the following: 
 A review of legal requirements for data handling 
 An analysis of current accountability mechanisms, gaps and proposed 

solutions 
 Mental health data/research that is available and required by the Task Force and its 

Committees 
 A report on the results of the Community Comprehensive Assessment Project in the 

Southeastern Ontario District in Collaboration with the Centre for Addiction and Mental 
Health and Queen’s University  

 
 
Reporting Relationship and Accountability: 
 
The Chair and the Vice Chair of the Research Committee will be members of the 
Southeastern Ontario District Mental Health Implementation Task Force, and are 
appointed by the Chair. The Chair of the Task Force will also appoint all committee 
members. 
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In order to ensure coordination of effort and efficient budgeting, all workplans, which 
include requirements for resources, speakers and other key linkages, developed by the 
Research Committee are subject to the approval of the Chair of the Southeastern 
Ontario Mental Health Implementation Task Force. 
 

Membership 

The membership of the Research Committee has the responsibility to manage and 
establish sound and defensible processes through which the required advice to the Task 
Force is developed. Appointed committee members of the MHITF cannot appoint 
delegates. 
 
Each committee member will be a “champion” for a special population and will ensure 
that the work of the Research Committee takes each special population into account. 
 
The chair and coordinator of the Task Force will  be ex-officio members and will assist 
the committee in all aspects of its work. 
 
 
Quorum 

Quorum shall be comprised of two thirds of the committee membership. Only committee 
members may vote. 

 

Term 

The MHITF, and its committees and working groups will be interim structures, to 
specifically implement service planning and restructuring as outlined in these terms of 
reference within a 12 to 18 month time frame. The Minister as required may extend the 
term of the Southeastern Ontario District Mental Health Implementation Task Force, 
which in turn will require the Chair of the Southeastern Ontario District Mental Health 
Implementation Task Force to extend the term of the committees and working groups. 
 
 

Resources  

The Ministry of Health and Long Term Care will ensure resources are in place to 
support the MHITF activity through the Health Care Programs Regional Office. Specific 
resources include; one full-time coordinator and on full-time executive assistant. 
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Meeting Frequency 

The Research Committee will meet on a monthly basis. Special circumstances may warrant 
interim meetings. Meetings will be held in  predetermined locations and may be held 
throughout the Southeastern Ontario District. An information package will be distributed at 
least 5 working days prior meeting dates. 

 

Rules of Procedure 

Voting 

Unless a decision is being made formal voting will be unnecessary. The rules of voting 
shall be generally as outlined in Robert’s Rules of Order. Voting will be by a show of 
hands. A recorded vote may be requested by any voting member of the Task Force 
committees or working groups. The chairperson is counted in a quorum and may vote on 
any motion. A tied vote is considered lost. 
 
The Chairperson/ Vice Chairperson of the Research Committee shall: 
 
 preside at all committee/ working group meetings 
 seek consensus through skilled facilitation 
 draft terms of reference for the committee for presentation to the Task Force 
 report to the Task Force on behalf of the committee, and 
 undertake time limited tasks as assigned by the Task Force 

 
 
Dated at ______________  this ________ day of ________, 2001.  
 
 
__________________________________ 
Chuck Gardner, Chair 
Research Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Carol Wannamaker, Vice Chair 
Research Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
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__________________________________ 
Sandra Lawn,  Chair 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 

Research Committee Members 

 
Dr. Charles Gardner (Chair), Medical Officer of Health and Chief Executive Officer, Lanark, 
Leeds and Grenville District Health Unit, General Public Champion 

Ms. Carol Wannamaker (Vice Chair), Director, Complex Continuing Care/ Rehabilitation/ 
Mental Health, Quinte Healthcare Corporation, Seriously Mentally Ill Champion 

 

Dr. Nick Delva, Deputy Head, Department of Psychiatry, Providence Continuing Care 
Centre Mental Health Services, Forensic Champion 

Mr. Ken Fuller, Program Supervisor, Ministry of Community, Family and Children’s Services, 
Dual Diagnosis Champion 

Mr. Rocci Pagnello, Director of Services, Family and Children’s Services, Children and Youth 
Champion 

Mr. Mike Piercy, Program Consultant, Centre for Addictions and Mental Health, 
Concurrent Champion 
 
Ms. Sandra Schentag, Family Champion 

Ms. Nancy Sears, Seniors Champion 
 
Mr. Geoff Wing, Consumer Champion 
 

Ex-Officio Members 

 
Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation Task 
Force 

Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force until June 30, 2002 
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Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
 
 

Resources 

Dr. Heather Stuart, Queen’s University, Research Coordinator 

Ms. Maryanne Takala, Kingston, Frontenac, Lennox & Addington Community Care 
Access Centre 
 
Ms. Gail Lock, Kingston, Frontenac, Lennox & Addington Community Care Access 
Centre 
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Human Resources Committee 
 
Terms of Reference 

 
Whereas The Ontario Minister of Health and Long Term Care has established governing 
terms of reference for all mental health implementation task forces in Ontario and has set 
about to establish these task forces in a timely manner and 

Whereas the Southeastern Ontario District Mental Health Implementation Task Force has 
established four committees and three working groups to be responsible to research, advise 
and make recommendations to the Task Force and  

Whereas the Southeastern Ontario District Mental Health Implementation Task Force 
district comprises Leeds and Grenville, South Lanark, Frontenac, Lennox and Addington,  
Hastings and Prince Edward and the cities of Kingston, Brockville and Belleville and has 
been established by the Minister, the following terms of reference are herby adopted by the 
Human Resources Committee and the members of Southeastern Ontario District Mental 
Health Implementation Task Force: 

Mandate and Missions of the Human Resources Committee is to: 

 assist the Task force in the fulfillment of the vision of Making it Happen, the principles of 
which are: 
 the consumer is at the centre of the mental health system 
 services will be tailored to consumer needs with a view to increase quality of 

life 
 consumer choice and access to services will be improved 
 services will be linked and coordinated so that consumers will move easily 

from on part of the system to another 
 services will be based on Best Practices 
 make recommendations based on a balanced understanding of mental 

health/ mental illness that integrates treatment, rehabilitation, support and 
community development  

 provide recommendations to the Southeastern Ontario District mental 
Health Implementation Task Force on education and training, core 
competencies, continuing professional development, recruitment and 
retention of people employed in the mental health system and other related 
systems thereby assisting the Task Force in the fulfillment of the vision of 
Making it Happen 
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Role and Responsibilities of the Human Resources Committee will include: 

 to embrace the development of the mental health service system through advice to the Task 
Force on: 
 education and training 
 core competencies  
 continuing professional development 
 recruitment 
 retention 

 to link other MHITF committees and champions and others as required 
 writing interim and final reports for submission to the Southeastern Ontario District Mental 

Health Implementation Task Force 
 

Deliverables/ Timeframes (Basis of Workplan): 

The Human Resources Committee  will provide advice and recommendations to the 
Southeastern Ontario District Mental Health Implementation Task Force on: 

 establishing and maintaining an adequate supply of qualified providers of mental health 
services across the lifespan including children/ youth, adults and the elderly 

 defining and developing a balance of core competencies within a reformed mental health 
system  

 determining minimum standards for education and training for providers of mental health 
services 

 developing a strategy for a regional approach to ongoing professional development 
 

Reporting Relationship and Accountability: 

The Chair and Vice Chair of the Human Resources  Committee will be members of the 
Southeastern Ontario District Mental Health Implementation Task Force, and are appointed 
by the Chair. The Chair of the Task Force will also appoint all committee members. 

In order to ensure coordination of effort and efficient budgeting, workplans, which include 
requirements for resources, speakers and other key linkages, developed by the Human 
Resources Committee are subject to the approval of the Chair of the Southeastern Ontario 
Mental Health Implementation Task Force. 
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Membership 

The membership of the Human Resources Committee has the responsibility to manage and 
establish sound and defensible processes through which the required advice to the Task 
Force is developed. Appointed committee members of the MHITF cannot appoint delegates. 

Each committee member will be a “champion” for a special population and will ensure that 
the work of the Human Resources Committee takes each special population into account. 

The chair and coordinator of the Task Force will be ex-officio members and will assist the 
committee in all aspects of its work. 

 

Quorum 

Quorum shall be comprised of two thirds of the committee membership. Only committee 
members may vote. 

 

Term 

The MHITF, and its committees and working groups will be interim structures, to specifically 
implement service planning and restructuring as outlined in these terms of reference within a 
12 to 18 month timeframe. The Minister as required may extend the term of the Southeastern 
Ontario District Mental Health Implementation Task Force, which in turn will require the 
Chair of the Southeastern Ontario District Mental Health Implementation Task Force to 
extend the term of the committees and working groups. 

 

Resources  

The Ministry of Health and Long Term Care will ensure resources are in place to support the 
MHITF activity through the Health Care Programs Regional Office. Specific resources 
include; one full-time coordinator and on full-time executive assistant. 

 

Meeting Frequency 

The Human Resources Committee will meet on a monthly basis. Special circumstances may 
warrant interim meetings. Meetings will be held in  predetermined locations and may be held 
throughout the Southeastern Ontario District. An information package will be distributed at 
least 5 working days prior meeting dates. 



E N  A V A N T !    

Appendix 178

Rules of Procedure 

Voting 

Unless a decision is being made formal voting will be unnecessary. The rules of voting shall 
be generally as outlined in Robert’s Rules of Order. Voting will be by a show of hands. A 
recorded vote may be requested by any voting member of the Task Force committees or 
working groups. The chairperson is counted in a quorum and may vote on any motion. A tied 
vote is considered lost. 

The Chairperson/ Vice Chairperson of the Human Resources Committee shall: 

 preside at all committee/ working group meetings 
 seek consensus through skilled facilitation 
 draft terms of reference for the committee for presentation to the Task Force 
 report to the Task Force on behalf of the committee, and 
 undertake time limited tasks as assigned by the Task Force 

 

Dated at ______________  this ________ day of ________, 2001.  

 

__________________________________ 
Jackie Redmond, Chair 
Human Resources Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Vicky Huehn, Vice Chair 
Human Resources Committee 
Southeastern Ontario District 
Mental Health Implementation Task Force 
 
 
__________________________________ 
Sandra Lawn,  Chair 
Southeastern Ontario District 
Mental Health Implementation Task Force 
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Human Resources Committee Membership 

Ms. Jackie Redmond (Chair), Chief Executive Officer, Access Centre for Hastings Prince 
Edward, Seniors Champion 

Ms. Vicky Huehn (Vice Chair), Executive Director, Frontenac Community Mental Health 
Services, Seriously Mentally Ill Champion 

Mr. Wayne Barnett, Senior Manager, Health Care Programs Division, Ministry of Health and 
Long Term Care Programs,  Forensic Champion 

Mr. Gerry Gregory, Director, Detoxification Centre, Hotel Dieu Hospital, Concurrent 
Champion 

Ms. Dianne Hoskin, Consumer Champion 

Dr. Jane Howard, Psychiatrist, Geriatric Psychiatry Program, Providence Continuing Care 
Centre Mental Health Service, General Public Champion 

Dr. Terry Krupa, Chair and Assistant Professor, Occupational Therapy, Queen’s Department 
of Rehabilitation, Queen's University, Dual Diagnosis Champion 

Ms. Eleanor Suboski, Family Champion 

Dr. Brenda Wattie, Children and Youth Champion 

 

Ex-Officio Members 

Ms. Sandra Lawn, Chair, Southeastern Ontario District Mental Health Implementation Task 
Force 

Ms. Jane Banbury, Coordinator, Southeastern Ontario District Mental Health 
Implementation Task Force until June 30, 2002 

Catherine Cleary, Coordinator, South Eastern Ontario District Mental Health 
Implementation Task Force after July 15, 2002 
 

Resources 

Ms. Della Faulkner, Queen’s University 

Ms. Debbie Hoefler, Administrative Assistant, Frontenac Community Mental Health Services 
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Recovery Supports Working Groups 

 

Education and Vocational Supports 
 

Carol Nelson 
Greg Williams 

Kate Dyne 
Dr. Terry Krupa 

Majka Legarde 
Pat Gray 

Sheryl Pedersen 
Arja Reynolds 

 
Sandra Lawn, ex-officio 

Catherine Cleary, ex-officio 
Dr. Heather Stuart, Resource 

 

 

Housing and Housing Supports 
 

Belia Brandow 
Carol Nelson 
Cathie West 

Gerry Haughian 
Sheila Irvine 

Jennifer Payne-Oddie 
Jessica Peters 
Karen Slater 
Linda Peever 
Vicky Huehn 

 
Sandra Lawn, ex-officio 

Catherine Cleary, ex-officio 
Dr. Heather Stuart, Resource 
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Research and Planning Support 

 

The following individuals provided research and planning supported the Task Force’s 
activities through the preparation of reports, research assistance with data management or 
analysis, or more general planning assistance. 

 

 
Matt Druillard, Queen's University 
Della Faulkner, Queen's University 

Lynne Gardner, Providence Continuing Care Centre Mental Health Services 
Craig Jones, Queen's University 

Ken Macdonald, Queen's University 
Don McGuinniss, Southeastern Ontario District Health Council 

Greg McQuat, Queen’s University 
Matt Melinyshyn, Southeastern Ontario District Health Council 
Ramsay Robinson, Southeastern Ontario District Health Council 

Dr. Heather Stuart, Queen's University, Research Coordinator 
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Appendix B 
Key Informant Presentations Received by the Task Force 
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January 10, 2001 – Task Force Meeting  

 Finkle, P.  (2001).  General role and function of the MHITFs.   
 Hodnett, M.  (2001).  Review of HSRC recommendations 
 McInnes, R.  (2001).  Mental health reform implementation to date.  
 Paul, L.  (2001).  Mental health reform – Making it happen.  
 Taillon-Wasmund, P.  (2001).  Progress of the Champlain district MHITF. 

 

February 15, 2001 – Task Force Meeting  

 Barry, K.  (2001).  Mental health homelessness initiative phase II, Southeastern Ontario  
 Davidson, B.  (2001).  Introduction to supportive housing. 
 Goering, P.  (2001).  Putting people first: have we?  Can we?  Will we?  
 Helm, D.  (2001).  Ontario’s forensic system, an update.  

 

March 20, 2001 - Task Force Meeting  

 Barry, K.  (2001).  Mental Health Programs and Services Southeastern Ontario District.   
 Finkle, P.  (2001).  Mental Health Strategic Reinvestment Southeastern Ontario District. 
 Lawn, S.  (2001).  Building our integrated system of advisory committees and working 

groups.  
 

April 24, 2001 – Task Force Meeting  

 Carmichael, K.  (2001).  Providence Continuing Care Centre.   
 Ritums, I. and Langill, G.  (2001).  Royal Ottawa Health Care Group. 
 Slack, C.  (2001).  Brockville General Hospital. 
 Small, C. and Dahl, M.  (2001).  Hotel Dieu Hospital and The Kingston General Hospital. 
 Tataryn, K.  (2001).  Children’s Hospital of Eastern Ontario.  
 Wannamaker, C.  (2001).  Quinte Healthcare Psychiatric Mental Health Services. 

 
June 19, 2001 – Task Force Meeting 

 MacKay, J.  (2001).  Directions for change in Hastings & Prince Edward Counties. 
 McDonald, L.  (2001).  Making it happen: implementation plan for the reformed mental 

health system. 
 McDonald, L.  (2001).  Streamlining access. 
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July 31, 2001 - Task Force Meeting  

 Arboleda-Flórez, J.  (2001).  Forensic Psychiatry: General issues and applications to Ontario.   
 Stuart, H.  (2001).  Overview of Research Issues. 

 

July 31, 2001 – Integration Committee Meeting  

 Druick D.  (2001).  Lennox & Addington Community Mental Health Services – Strategic 
Reinvestment Program and Services Implementation Plan Review.  

 Mathany A.  (July 2001).  Community Mental Health Program of Hastings and Prince 
Edward. 

 Poulin M.  (July 2001).  Lanark County Mental Health – Highlights of strategic reinvestment 
proposals and implementation plans. 

 Scott S.  (2001).  Club Freedom. 
 Wannamaker C.  (2001).  SEO Strategic Reinvestment Operating Plan Hastings Prince 

Edward Enhancements to Crisis Response System Quinte Healthcare. 
 

August 22, 2001 – Integration Committee Meeting  

 Brandow, B.  (Aug 2001).  Leeds & Grenville Rehabilitation & Counseling Services – 
Strategic Reinvestment Program & Services Implementation Plan.  

 Huehn, V.  (2001).  Frontenac Community Mental Health Services – Community Mental 
Health Program. 

 Irvine, S.  (Aug 2001).  Elmgrove Service – Schedule 1 Facility. 
 Nicholson, M. (2001). CMHA – Leeds and Grenville Presentation of 

Proposals/Implementation Plans.  
 Nicholson, M.  (Aug 2001).  Consumer Health Advocacy Rights Movement (CHARM). 
 Schweitzer, J.  (Aug 2001). Adult Eating Disorder Program/Hotel Dieu Hospital. 

 

October 2, 2001 – Task Force Meeting 

 Douglas, N.  (2001).  Policy framework for supports to employment for people with serious 
mental illness.   

 Fuller, K.  (2001).  Ministry of Family and Children’s Services, Services in the South East 
Region. 

 Ontario Council of Alternative Businesses.  (2001).  Working on Working. 
 Wilson, R.  (2001).  Family Health Networks in Ontario. 

 

October 11, 2001 – Integration Committee Meeting  
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 Butterill, D., Durbin, J.  (2001).  Strategies for Mental Health System Integration.   
 McDonald, L.  (2001).  Streamlined Access to Mental Health Services: A Policy Guide. 

 

October 22, 2001 – Child/youth Champion Meeting  

 Allan, B.  (2001).  Specialized mental health programs for children/youth in the Champlain 
District. 

 

December 4, 2001 – Grand Summit  

 Lawn, Sandra (2001)  Opening and Closing Address – Grand Summit    
 Interim Progress Reports: 
 Research Committee 
 Integration Committee 
 First Line Intensive Working Group 
 Intensive Working Group 
 Specialized Working Group 
 Human Resources Committee 
 Community Committee 

 

December 10, 2001–Integration Committee Meeting  

 Lloyd, E.  (2001).  Telepsychiatry Network of Southeastern Ontario. 
 Oyewumi, K.  (2001).  The Kingston Psychosis Prevention and Treatment Program. 
 Providence Continuing Care Centre.  (2001).  Dual Diagnosis Outreach Consultation Team. 
 Providence Continuing Care Centre.  (2001).  Specialty Rural Geriatric Psychiatry 

Implementation Plan. 
 Regional Community Treatment Order Coordinating Committee.  (2001).  Community 

Treatment Coordination Operation and Implementation Plan. 
 Regional Court Diversion Coordinating Committee.  (2001).  Regional Court Diversion 

Program. 
 

January 8, 2002 – Task Force Meeting  

 Brant, Suzanne (2002). (no presentation notes) 
 Delva, N. (2002). Report on Policy Forum on Mental Health Integration: Oct. 17, 2001. 
 Fuller, K. (2002) Dual Diagnosis Champions: Status Report and Champion Challenge to the 

Mental Health Implementation Task Force. 
 Lawn, S. (2002) Positioning the Work of Ontario’s Implementation Task Forces. 
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 Lurie, S. and Higgins, C. (2002). The Whole Picture: A provincial framework for redesigning 
the Ontario mental health system. 

 

January 31, 2002 – Integration Committee Meeting  

 Rivera, M. (2002). DSM IV-R Personality Disorders 
 Johnston, J., Phillips, M., Downey, D. (2002). Acquired Brain Injury and Mental Health – 

System Design Issues Across the Lifespan. 
 

February 7, 2002-First Line Working Group Meeting 

 Giajnorio, R. (2002). Information and Referral Long-Term Care System. 
 

February 13, 2002 – SEO MHITF Positioning Workshop 

 Dalla Costa, J. (2002) Mental Health Implementation Task Force Project: Positioning 
Workshop. 

 

March 5, 2002 – Task Force Meeting  

 Arboleda-Flórez, J. (2002). The Brain. 
 Arboleda-Flórez, J. (2002). Forensic Mental Health Services Expert Advisory Panel: Interim 

Report. 
 Eyre, L. and Baril Picard, C. (2002). Health Care Programs – East Division: Community 

Mental Health Monitoring Tool. 
 Pedersen, S. (2002). Consumer Presentation to the Mental Health Implementation Task 

Force – March 5, 2002. 
 Stuart H. (2002). Research Committee Report: Governance and Accountability. 
 Stuart H. (2002). Community Committee Report: Community Action for Mental Health. 

 

May 7, 2002 – Task Force Meeting  

 Redmond, J., Huehn, V. (2002). Human Resources Committee Report.  
 

June 4, 2002 – Task Force Meeting  

 Stuart, H. (2002). Matching Services to Needs. 
 Stuart, H. (2002). Program Profile: Highlights of Results. 
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 Stuart, H. (2002). A Proposed Framework for Integrating Mental Health Services in the 
SEO District “7 steps”. 

 Huehn, V. (2002). Human Resources Final Report. 
 

June 25, 2002 – Task Force Meeting 

 McDonnell, R. (2002). Brockville Psychiatric Hospital Transition Planning Update. 
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Appendix C 
Current Resources 

 

These figures have been supplied by the Ministry of Health and Long Term Care regional 
representatives.  While Ministry staff made every attempt to confirm their accuracy, they may 
not reflect changes to services that have occurred over the last three months and may still 
contain inaccuracies.  Indeed, since releasing our Interim report, we have received input from 
agencies point out inaccuracies.   

We use the Ministry of Health figures here to provide the reader with a general overview of 
our services and resources, and expect that they would be used cautiously with the above 
caveats in mind.  
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Table C-1: Adult mental health services in Southeastern Ontario 
Including reinvestment funding (RF) and homelessness funding (HF) 

Program Service Funding 

Hastings and Prince Edward Counties 

Quinte Healthcare 
Corporation Department 
of Psychiatry 
 
 
 
 
 
Belleville 
 
 
 
Trenton, Picton, Bancroft 
 
 

Schedule 1 facility.   
 
Inpatient services:  26 bed adult acute 
care psychiatric unit.  Assessment, 
stabilization, short-term inpatient 
treatment; discharge and follow-up 
planning;  
 
Education to families, community and 
hospital services; Psychiatric day hospital 
with 100 spaces. 
 
Outpatient services:  Assessment, 
diagnosis, treatment, consultation, 
outreach treatment and consultation. 
 

$1,113,524 
 

3 FT & 2 PT 
Psychiatrists 

3GP’s 
 
 
 
 
 
 
 

$229,424 

Crisis Intervention Centre 
(Sponsored by Quinte Health 
Care Corporation) 

Belleville, Picton, Trenton, 
Madoc 

24-hour telephone or walk-in capacity in 
Belleville with limited outreach crisis services.  
Expansion pending meeting with MOHLTC 

$925,652  

$495,000 RF 

5.8 FTE (current, 
until approval) 

Community Mental Health 
Program of Hastings & Prince 
Edward 

Belleville, Picton, Bancroft, 
Trenton, Tweed, North 
Hastings Counselling Centre 

Range of case management and mental health 
counselling services for consumers and their 
families 

Belleville:  M-F 8:30 am  to 4:30 pm 

Awaiting outcome of restructuring 

$1,487,547 

$778,698 RF 

North Hastings Counselling 
Centre 

Bancroft 

Crisis response, assessment, case management, 
treatment and consultation. 

8:30 am to 4:30 pm 

Service to be transferred to new consolidated 
mental health agency.  Awaiting outcome of 
restructuring. 

$480,625 

$221,666 RF 

3.8 FTE (current)

Club Freedom (Sponsored by 
Community Mental Health 

Consumer-directed.  One of 13 Clubhouses in 
Ontario providing psycho-social rehabilitation. 

$412,937 
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Program of Hastings & Prince 
Edward) 

Belleville 

Ontario providing psycho-social rehabilitation. 

Awaiting outcome of restructuring 

Mon, Tues, Fri  8 am to 3 pm; Thurs, noon to 3 
pm; Wed administration only. 

$343,937 RF 

1 FTE 

Consumer Drop-in Centres 

Bancroft, Tweed, Belleville, 
Picton 

Consumer run drop-in centres 

Awaiting outcome of restructuring 

$57,685 

Family Support Network 
(Sponsored by Community 
Mental Health Program of 
Hastings & Prince Edward) 

Facilitates access to appropriate information 
about mental illness, local services, and supports. 

(CIF funded through CMHP of HPE) 

$15,000 

Quinte & Region Community 
Homes 

Belleville  

Housing and housing supports residence in 
Belleville  

M-F 8:30 am to 4:30 pm  

Awaiting outcome of restructuring 

$899,443 

$123,500 HF 
Rent Supplement 

$390,772 HF 
Support 

14.31 FTE 

Sexual Assault Centre of 
Quinte 

Individual and group counselling for adults who 
are survivors of childhood sexual abuse and/or 
recent sexual assault.  Operates a 24 hour sexual 
assault crisis line 

$84,102 

1.5 FTE 

Total Hastings & Prince Edward Funding for Adult Services $8,059,512 

Total Adult Population (15+) 127,500 

Per capita expenditure $63.00 
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Table C-1 continued: Adult mental health services in Southeastern Ontario 
Including reinvestment funding (RF) and homelessness funding (HF) 

Frontenac, Lennox & Addington Counties 

Hotel Dieu Hospital 

 

Schedule 1 facility  

Inpatient Services: 34 bed adult acute care 
psychiatric unit; assessment, stabilization, short-
term treatment; rehabilitative services; discharge 
and follow-up planning; 2 (of 34) beds dual 
diagnosis; Education to families and hospital 
services.   

Outpatient Services:  Anxiety disorder, eating 
disorders; general program for individual and 
group Mood Disorders; Psychosis prevention 
and treatment; other outpatient programs. 

 

$2,175,044 

42.55 FTE 

9FT & 2PT 
Psychiatrists 

$469,517 

Lennox & Addington 
Community Mental Health 
Services 
 
Napanee, Amherstview, 
Northbrook., & Tamworth 

Range of case management and mental health 
counselling services to individuals and their 
families, crisis services, housing and housing 
supports; rehabilitative services; peer support 
services (sponsored until established). 
 
Case management: M-F 8:30 am to 4:30 pm   
Crisis services: M-F 8:30 am to 10:00 pm; 
Sat., Sun., holidays 2:00 pm to 10:00 pm. 

$1,386,938 
 

22.04 FTE 
 

$893,815 RF 
 

$850,000 Capital 
Grant HF* 

 
$140,256 HF 

Support 
Frontenac Community Mental 
Health Services 

Kingston, Sharbot Lake (hiring) 

 

Range of case management and mental health 
counselling services to individuals and their 
families, mobile crisis within 30 minutes of 
Kingston, 24/7 telephone crisis response, 
housing and housing supports; employment 
opportunities. 

Case management M-F 8:30 am to 4:30 pm; 
Mobile crisis M-F 8:30 am to 10:00 pm; Sat. Sun. 
& holidays 12 noon to 10:00 pm; Drop-in centre 
M-Sat 9:00 am to 5:00 pm; Wed 9:00 am to 8:00 
pm; Daily lunch, Weekly dinner; Family 
Resource Centre M-F 8:30 am to 4:30 pm. 

$4,330,591 

80.62 FTE 

$390,579 RF 

$2.7 M Capital 
Grant HF* 

$490,896 HF 
Support 

 

 

Kingston General Hospital  Assertive Community Treatment Team 
(operated by Frontenac Community Mental 
Health Services).  

$1,000,000 

12.0 FTE 
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Peer Support of Kingston 

 

Consumer directed:  Peer support; drop-in; in-
reach to PCCC Mental Health Services; 
employment opportunities 

9:00 am to 5:00 pm Mon, Tues, Wed, Fri;  9:00 
am to 8:00 pm Thurs; 12:00 noon to 4:00 pm 
Sat. & Sun. 

$111,251 

 

Sexual Assault Crisis Centre 
Kingston 

Assessment, information, referrals, crisis 
intervention, individual counselling for women 
survivors of childhood sexual abuse and/or 
recent sexual assault; 24 hour sexual assault crisis 
line 

$83,713 

2.0 FTE 

Total Funding for Frontenac, Lennox & Addington (*excluding capital 
grants) 

$11,472,600 

Total Population (15 +) 151,000 

Per capita expenditure (*excluding capital grants) $80.00 
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Table C-1 continued: Adult mental health services in Southeastern Ontario 

Including reinvestment funding (RF) and homelessness funding (HF) 
Lanark, Leeds, and Grenville 

Elmgrove Service – Brockville 
Psychiatric Hospital 
 
 
Leeds, Grenville & South 
Lanark 
 
 
 
 
 
 
Crisis Service (Sponsored by 
Royal Ottawa Health Care 
Group) 

Schedule 1 Hospital  
 
Inpatient services:  32 bed adult acute care 
psychiatric unit; assessment, stabilization, short-
term inpatient treatment; rehabilitative services; 
discharge and follow-up planning.** 
 
 Outpatient services:  Range of case management 
and rehabilitation services; assertive community 
treatment team for Leeds Grenville, & South 
Lanark. 
 
24-hour telephone; Mobile service 8:30 am to 
4:40 pm. 

 
 

Unknown* 
9.0 FTE 

3 FT 7 PT 
Psychiatrists 

 
 
 
 
 
 

$500,000 
$500,000 RF 

Leeds & Grenville Community 
Mental Health Association 

Brockville 

Transportation, transitional housing, public 
education and family support initiatives. 

M-F 9:00 am to 4:00 pm 

$251,748 

Leeds and Grenville 
Rehabilitation and Counselling 
Service 

Brockville, Kempville, 
Gananoque, Delta, Prescott 

Range of case management and counselling 
services; housing and housing supports; drop-in 
vocational and rehabilitation services 

Case management M-F 8:00 am to 5:00 pm; 
Drop-in Centre M-F 9:00 am to 9:00 pm; Sat. 
and Sun. 11:00 am to 4:00 pm  

$2,910,872 

49 FTE 

$802,098 RF 

$102,818 Rent 
Support HF 

$223,034 HF 
Support 

CHARM  

Brockville 

Consumer driven peer support services for 
individual & group support, referrals, resources, 
and public education. 

M-F 9:00 am to 4:00 pm 

$64,303 

Leeds & Grenville Mental 
Health Support Project 
(sponsored by North Lanark 
Community Health Centre) 

Smiths Falls, Carleton Place 

Consumer driven peer support services, 
individual and group support, referral and 
resources, public education, employment 
opportunities 

M-F 9:00 am to 4:00 pm 

$160,211 

3 FTE 

($ transferred 
from Lanark 

CMH) 
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Lanark County Mental Health 

Smiths Falls, Perth, Carleton 
Place, Almonte 

Range of case management and mental health 
counselling services to individuals and their 
families, crisis services, housing and housing 
supports, host agency for psychiatric and 
geriatric outreach program of Brockville 
Psychiatric Hospital. 

M-F 8:30 am to 4:30 pm. 

$1,838,704 

25.65 FTE 

$250,024 RI 

$31,152 HF Rent 
Support 

$178,848 HF 
Support 

(+ $695,294 for 
Champlain 

Region – not 
counted in SEO 

calculation) 

Distress Centre, Lanark, Leeds, 
and Grenville (Sponsored by 
Developmental Services of 
Leeds and Grenville) 

Brockville; 4 “call rooms”, 2 in 
Lanark & 2 in Leeds & 
Grenville 

Immediate intervention and referral via a toll free 
line.  Operates 7 days per wee, 5:00 pm to 12 
midnight. 

$139,877 

2.23 FTE 

Lanark County Interval House 
Support Services 

Individual and group counselling $18,410 

0.21 FTE 

Total Funding Lanark, Leeds, and Grenville (*) $9,725,019 

Total Population (15+) 122,500 

Per capita expenditures (excluding capital grants) $79.00 

* these figures were unavailable.  For purposes of per capita expenditures, we have 
estimated the average cost of an inpatient bed based on the combined costs of HPE and 
FLA counties (total $3,288,568 for 60 beds = $54,810 per bed or $1,753,920 for a 32 bed 
unit).   
** at the time these figures were calculated 32 beds were in operation and all figures are 
estimated on this basis.  We have since learned that an service agreement dated October 
15, 2002 reduced the number of beds to 24.  
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Table C-1 continued: Adult mental health services in Southeastern Ontario 

Including reinvestment funding (RF) and homelessness funding (HF) 
District Wide Resources 

Providence Continuing Care 
Centre, Mental Health Services  

 

 

 

 

Schedule 1 hospital  

3 Programs:  adult treatment and rehabilitation; 
geriatric psychiatry; forensic psychiatry. 

Inpatient services:  (220 beds); 110 are adult 
treatment; 23 assessment, 87 MH, 80 geriatric 
psychiatry, 30 forensic. 

Outpatient programs:  Mood disorders services; 
geriatric psychiatry services; personality disorders 
day hospital; family resource centre; ACTT 
HPE, ACTT PSR (Frontenac County); ACTT 
CIP (Frontenac County); Community outreach 
team; Vocational & rehabilitation services; 
affirmative business activities including a 
contract factory, consumer managed canteens, 
car wash, sewing business; Forensic outpatient 
program. 

 

$43,032,604 

$1,000,000 RF 
urban geriatric 

psychiatry 

$1,000,000 RF 
Dual Diagnosis 

Outreach 

$1,500,000 RF 
Geriatric 
Psychiatry 

Brockville Psychiatric Hospital Geriatric psychiatry community outreach 
services for Leeds and Grenville 

 

 

 

Assertive Community Treatment Team Dual 
Diagnosis Leeds & Grenville, Stormount, 
Dundas & Glengarry). 

Ministry of Health and Long Term Care records 
indicate global budge for BPH is 2001/2001 was 
$42,753,100 – Proportion to SEO services  other 
than those identified is unknown) 

$1,932,000 

(*we have 
assumed half 

$462,636 to SEO 
& half $462,636 
to Champlain in 
the calculation) 

 

$925,271 

Hotel Dieu Hospital 
Telepsychiatry Service 

Kingston PCCC MHS (Hub);  
Sites:  Kingston (Hotel Dieu 
Hospital); Bancroft, Picton, 
Trenton (QHC), Sharbot Lake 
(under construction) 

Sponsored by PCCC MHS.   

Provides psychiatric consultation services to 
rural communities. 

 

$125,000 

1.0 FTE 



E N  A V A N T !    

Appendix 197

Eating Disorders Program 

Kingston 

Assessment, discharge and follow-up; individual 
and group treatment 

$102,890 (new) 

1.55 FTE 

Community Treatment Order 
Services  

Southeastern Ontario, Sited at 
Quinte Healthcare 
Corporation; Community 
Mental Health Program HPE, 
Hotel Dieu Hospital, Frontenac 
Community Mental Health 
Services. 

Joint program between all community mental 
health services and schedule 1 hospitals.    
Provide coordination (2 FTE) to individuals with 
a community treatment order or at risk of an 
order (via joint intake).  

$428,232 (new) 

4 FTE 

Court Diversion Services 

Belleville, Napanee, Kingston, 
Brockville, Smiths Falls (under 
construction) 

Joint project of designated programs; 
Community Mental Health Program of Hastings 
and Prince Edward (2 FTE), Lennox & 
Addington Community Mental Health Services, 
(1 FTE);  Frontenac Community Mental Health 
Services (2 FTE), Lanark County Mental Health 
(!FTE Champlain RI). 

 

$414,000 

6 FTE SEO RF 
($69,000/FTE) 

(+ 1 FTE 
Champlain RF 
not counted) 

Eastern Regional Network Network of consumer programs; education and 
training opportunities. 

$30,000 

Total District-wide resources $49,020,633 

Total population (15+) 401,000 

Per capita expenditures $122.00 

Total District expenditures for programs for adults (15+)* $78,277,764 

Total population (15 +) 401,000 

Average per capita expenditure $195.00 

Notes:  Programs may have multiple sources of funding.  Only Ministry of Health and Long Term Care 
Funding is shown;  

Figures for Providence Continuing Care Mental Health Services include funding for psychiatrists. 

*BPH divestment funding remaining in the district is unknown.  Figures for inpatient services estimated 
based on average cost per bed in across the district. 
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Table C-2: Ministry of Health Funded Children’s Mental Health Resources 
(including reinvestment funding) 

Program Description Funding 

Hastings and Prince Edward Counties 

Parent and Child Youth Clinic 

 

Belleville 

Children up to age 17 with acute behavioural, 
emotion, social, developmental, or family 
problems.  Full range of assessment, case 
management, section 19 classrooms, individual 
family, group, play therapies, psychiatric 
consultation and outreach.   

M-F 8:30 am to 4:30 pm 

$528,900 

7.67 FTE 

Youth Habilitation 

Belleville, Trenton 

Mental health counselling, case management for 
16-24 year olds; housing and housing supports; 
high support residence. 

Also funded by Ministry of Community Family 
and Children’s Services.  MHLTC represents 
12% of total funding. 

$317,112  
(MOHLTC 
Funding) 

 

6.09 FTE 

 

Total HPE expenditures for children and youth $846,012 

Total population of children and youth (0-14) 27,000 

Per capita expenditures $31.00 

Frontenac, and Lennox & Addington Counties 

Family Court Clinic, Hotel 
Dieu Hospital 

Clinical service for children, adolescents, and 
their families involved with the Ontario Court; 
General and Provincial Division and Family 
Court; Treatment program for high risk 
offenders; assessment; consultation 

$367,500 

2.09 FTE 

1 Psychiatrist 

Total FLA expenditures for children and youth $367,500 

Total population of children and youth (0-14) 30,000 

Per capita expenditure $12.00 
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Lanark, Leeds, and Grenville 

 No programming funded for Lanark, Leeds, and 
Grenville 

0 

Total LLG expenditures for children and youth 0 

Total population of children and youth (0-14 years) 45,000 

Per capita expenditures 0 

District Wide Resources 

Hotel Dieu Hospital Child and 
Adolescent Program 

Inpatient program; 8-bed child and adolescent 
acute care psychiatric unit; assessment, 
stabilization, short-term treatment, discharge and 
follow-up plans, education to families and 
hospital services. 

Outpatient program:  mood and anxiety 
disorders and general program 

$ 697,804 

4 Psychiatrists 

Total MOHLTC District-wide Resources for children and youth $ 697,804 

Total Population 102,000 

Per capita expenditures $ 7.00 

Total District expenditures for children and youth $1,911,316 

Total population of children in the district (0-14) 102,000 

Average per capita expenditure $19.00 
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Appendix D 

Employment & Vocational Supports 
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Table D-1:  Current Employment Resources by Local Area 
 
Local 
Area 

Description of Program 

Hastings 
& Prince 
Edward 

Canadian Mental Health Association Funding from Human Resource 
Development – demonstration sites as part of a federal initiative.  A 
pilot project that may be temporary.  

 Clubhouse program.  This is a work-oriented vocational day program.   
Consumers do not get paid.  

Frontenac, 
Lennox, & 
Addington 

Frontenac Community Mental Health Association has three main 
programs with an enrollment of approximately 90 clients overall: 
 Employment support (assessment, counselling, skills training, and 

employer linkages) 
 Job readiness (on-the-job training opportunities in retail, food 

services, administrative assistant etc.) 
 Friendship enterprises (restaurant, maintenance and cleaning, and 

catering services provide employment opportunities) 
 Peer Support of Kingston has a job readiness program providing a 

range of training and supports for approximately 21 clients.  The goal 
is to help then acquire competitive employment (e.g. budgeting, 
resumes, skills training, transportation, employer linkages, etc.) 

 Vocational Rehabilitation Services, PCCC   
 Individual supports– coordinator assigned to the team level to 

work at the team level.  Team, conducts job searching, resume 
development, whatever meets the goals of the client.  A variety of 
services are provided up to supported employments. 

 Community economic development.  A not-for-profit 
corporation established to create jobs for people with mental 
illness.  Two affirmative businesses (a) partnership where they 
divide the money they make  (remuneration may vary from $3.00 
to $13.00 per hour);  (b) corporation owns the businesses 
themselves so minimum wage has to be paid and standards 
followed.  Businesses include:  
 Hands on Car Wash 
 Contract Factory 
 Limestone greenhouse 
 Self-funded businesses run by associates but overseen by a 

board.  Each business contributes a certain amount of 
money to corporation  

 Bookends Café 
 Treasure Café 
 Westwood canteen 
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(c) Affirmative Employment Opportunities Group is designed for 
people on forensic services and operated from within the hospital.  
These include a sewing contracts (aprons for Dupont) and a contract 
for knotting buoys for boats.   
 
About 127 associates are currently working in the businesses plus 
some clients supported at individual levels.  Creates money where 
there isn’t any.  Have flexibility so people don’t loose their job.  
Mandated to serve people who are served by the hospital for 
employment support but the businesses can take anyone. 

Lanark, 
Leeds, & 
Grenville 

Brockville Psychiatric Hospital 
Only one job counselling position planned to stay in Leeds Grenville 
and the others will transfer back to Royal Ottawa Hospital for  the 
Champlain region.  This position provides client driven vocational 
counselling, job finding, and job supports (such as resume 
development).  Currently, about 80% of the job is now driven toward 
short and long term disability management:  getting through system 
of independent insurance carriers, helping clients maintain 
employment when they have become ill or had a relapse, meeting 
with employers, developing return to work programs, etc.  The 
governance will be under Brockville General Hospital but the 
outpatient services will cohabit with Leeds Grenville Rehabilitation 
and Counselling.  Currently carrying 45 active clients with a waiting 
list of about 48 (3-6 months wait).  Half of this is driven by satellite 
clinics in Smith Falls, Kempville, Brockville, where most of the 
caseload comes. 
 
Career Services – use employment readiness program on a sporadic 
basis.  Gateway to the opportunities fund.  Educational $ 
 
Leeds Grenville Rehabilitation has an affirmative business—a café 
that operates in the drop-in centre.   
 

 Leeds and Grenville Rehabilitation and Counselling – 1 employment 
counselor runs a labour pool.  Contact that number and you can have 
a handy man or other service organized through that pool.  Building 
docks to cutting grass.  Their clubhouse model is more recreationally 
driven.  Do have a teacher who runs a part time program with basic 
literacy.   

District-
wide 

Ministry of Children, Family, and Social Services – Ontario Disability 
Support Program (ODSP) – district wide and not specifically targeted 
to mental health.  Employment counsellors do not necessarily have 
specialized mental health training.  
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This is a brokerage model so all employment supports are delivered 
by outside agencies.  Fund employment or vocational assessments, 
career exploration, work adjustment training (practice working), job 
trial programs, wage subsidy that can be paid to an employer to 
reimburse them for extra time to support and train an employee up to 
6 months at an average of 50% rate; skill training programs (12 
months or length not Ontario Student Assistant Program eligible or 
equivalent), mobility training (to learn bus system); job coaching; job 
finding and placement; transportation for clients, clothing for 
interviews, equipment and sign language interpreters, etc. 
 
About 30% of clients have a mental illness  (self-declared by client on 
the basis of what they consider to be their primary disability).  Others 
may list a psychiatric illness as a secondary disability. Unsure as to 
how many have severe mental illnesses.  
 

 The Ontario Student Assistance Program (OSAP) provides financial 
support for individuals wishing to pursue their education.  
Educational supports are available but provide real blocks for those 
with severe mental illness.  Ontario Student Assistance Programs 
provide loans but people with disabilities may never be able to pay 
these back.  Need to have other funding for educational supports that 
are specifically targeted to people with disabilities, particularly mental 
disabilities. 
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Appendix E 
Logic Models 
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SEO-Reformed MH Sys-LM 
Ver 9; September 18, 2002

Grounding Question
What type of system do we want in place for ourselves and our families?

Mission Statement
The development of an integrated, accessible, coordinated Best Practice continuum of services and supports across three 

levels of service (i.e., first line, intensive, specialized) taking into account policy, legislation, and the needs of varying 
populations of people in both urban and rural settings across the lifespan of the consumer while ensuring a balance between 

people with a serious mental illness and others with mental health problems. 

Guiding Principles
Consumer Centered

Balance Collaboration
Integrated – Accessible – Accountable – Affordable – Coordinated – Responsive (timely) – Understanding/knowledge

Page 1

Originally Prepared on:  July 20, 2001

Southeastern Ontario District 
Reformed Mental Health System

This reformed mental health system design was developed by the Southeastern Ontario District 
Mental Health Implementation Task Force.  The Task Force acknowledges the valuable contribution 
made by Chris Sullivan, member of the SEO-MHITF Integration Committee and a Senior Program 
Consultant with the Centre for Addiction and Mental Health, for facilitating the development of this 
reformed mental health system design.
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SEO-Reformed MH Sys-LM 
Ver 9; September 18, 2002
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Human Resources Research and Accountability Service System Community Awareness, Public 
Education, and Prevention

• To provide recommendations on the 
development and implementation of:

A set of standards and a balance of core 
competencies within a reformed mental 
health system, 

A minimum set of standards for education 
and training for providers of mental health 
services, 

A strategy for a local, district, and regional 
collaborative approach to ongoing 
professional development, and 

A strategy to establish and maintain an 
adequate supply of qualified providers of 
mental health services across the lifespan.

• To provide recommendations on the 
development and implementation of:

A strategy to report, receive, and revise 
the mental health system according to the 
needs of consumers, families, and 
communities,

A mental health information and 
accountability system, and

A strategy for research acquisition and 
application. 

• To provide recommendations on the 
development and implementation of:

A consumer-centered, integrated, 
accessible, coordinated best practice 
continuum of services and supports across 
the age span and three levels of care.

Note:  Refer to logic models for System 
Design , First Line, Intensive, and Specialized 
services.

• To provide recommendations on the 
development and implementation of:

Initiatives in the areas of community 
awareness, public education, and prevention.

• A plan for the review and application of 
standards and a balance of competencies across 
the reformed mental health system.

• A plan for the development and 
implementation of comprehensive training and 
education for providers of mental health 
services.

• A plan for the recruitment, retention, and 
remuneration of providers of mental health 
services.

• A plan to implement accountability to consumers, 
families, and communities.  

• An information system that would include 
financial, programmatic, and clinical data.  

• An accountability system that includes a set of 
standards for clinical outcomes and performance 
measures.  

• A plan to implement the information and 
accountability systems that includes standards 
across the mental health system.  

• A plan for research acquisition and application.  

• A plan and implementation strategy for a 
consumer- centered, integrated, accessible, 
coordinated best practice continuum of 
services and supports across three levels of 
care.

• A plan to increase community awareness and 
improve attitudes toward acceptance of mental 
health reform.  

• A plan to enhance public knowledge and 
understanding regarding the broader issues of 
mental health/mental illness and the service 
system.  

• A plan to develop prevention strategies 
across the lifespan.  

• A continuum of services ensuring that consumers across the age span receive the services they need when and where they need them.  
• Streamlined access to the mental health system through fewer entry points and centralized information and referral mechanisms.

• consumers with multiple service needs served better through shared service models of care.  
• Mental health service capacity will be enhanced based in the reinvestments reflecting the best practices and meeting system needs. 

• Clear system/service responsibility and accountability achieved based on consumer need.  
• Decentralized regional structures responsive to local and regional needs

Page 2

First Line, Intensive, Specialized

Southeastern Ontario District Reformed Mental Health System
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SEO-Reformed MH Sys-LM 
Ver 9; September 18, 2002

Southeastern Ontario District 
Integrated Mental Health Services  

System Design
Originally prepared: September 2001

• First Line Services: Refers to prevention, assessment, and treatment provided by frontline health care 
providers including general practitioners, mental health services, social services and hospital primary care clinics.

• Intensive Services: Refers to mental health assessment, treatment and support services which are provided in 
community or hospital settings and are focused on people with serious mental illness.

• Specialized Services: Refers to highly specialized mental health programs provided in community or hospital 
settings and which focus on serving people with serious mental illness who have complex, rare, and unstable 
mental disorders.  Long term care is not synonymous with specialized care.  Treatment, rehabilitation, and support 
services are integrated within each program/service type and provided through a multi-disciplinary team approach.

Levels of Service definitions as per Making it Happen, pages 11-12:

Page 3

Prepared by: The Southeastern Ontario District Mental Health Implementation Task Force
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• To oversee the definition, development, and 
implementation of a common set of standards and 
core competencies for mental health service
providers, in a reformed mental health system. 

• To oversee the determination and implementation 
of a set of minimum
standards for education and training for mental 
health service providers.

• To oversee the development and implementation 
of a strategy for a collaborative local, district, and 
regional approach to the ongoing professional
development of mental health service providers.

• To oversee the establishment and maintenance of 
an adequate supply of qualified mental health service 
providers, across the life span. 
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• To identify and address gaps including those 
in service delivery, rural, urban, underserved, 
and diverse populations across the age span. 

• To identify and address system needs for 
linkages and coordination.

• To identify and recommend, at district and 
regional levels, enhancements required for the 
establishment of a comprehensive mental health 
services delivery system for all ages.

• To enhance and formalize the working 
relationships among mental health services and 
between mental health services and allied sector 
partners.
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Southeastern Ontario District Integrated Mental Health Services -- System Design  

• To develop and implement a system wide 
evaluation plan.

• To use information from system evaluations 
for 1) designing better practices, 2)  resource 
allocation, and 3) system improvement.

• To collaborate with the MOHLTC Health Care 
Programs Regional Office on the ongoing 
development of a consumer management 
system.

• To provide data for information systems as 
required.

• To identify gaps in community awareness, 
public education, and prevention initiatives in 
Southeastern Ontario.

• To provide information to the community 
about mental health, serious mental illness, 
mental health services, and mental health 
reform in Southeastern Ontario.

• To provide a mechanism which formalizes 
the community mental health promotion and 
prevention activities among mental health 
services in Southeastern Ontario.

• To increase the community’s awareness of 
mental health services and reform.

• To increase the community’s knowledge of 
mental health and serious mental illness.

• To increase the coordination of prevention 
activities.

• To maximize community mental health 
promotion and prevention activities.

• A set of standards and a balance of competencies 
for mental health service providers are applied and 
updated across the reformed mental system.

• The ongoing development and implementation of 
a comprehensive training, education and 
professional development plan for mental health 
service providers.

• The ongoing development and implementation of 
a recruitment, retention and remuneration plan for 
mental health service providers across the life
span. 

• To improve the quality and accuracy of 
program, system, and consumer information.

• To increase the usage of valid and reliable 
outcome measures.

• To improve the effectiveness and 
responsiveness of the mental health system.

• To improve decision making for resource 
allocation and system enhancement.

• To reduce gaps in services available.

• To increase interagency coordination and 
referrals in Southeastern Ontario.

• To increase resources that will support 
integrated and coordinated planning in 
Southeastern Ontario.

• To decrease the duplication of services.

• To increase system capacity.

System Integration and 
Coordination

Community Awareness, Public 
Education, and Prevention

Human Resources Monitoring, Planning, and 
Evaluation

Page 4

• An improvement in the quality of life for consumers, families, and significant others across the age span.

• An improvement in the economical, physical, and social well-being of people living with a serious mental illness and other mental health problems. 

• An increased number of consumers benefiting from increased access to mental health services, supports, and interventions.

• An improvement in the accessibility, treatment effectiveness, and system efficiency by providing a seamless continuum of high-quality and consumer-centered care.

• An improvement in clinical outcomes through the provision of crisis, early intervention, intensive treatment, and specialized services.

• An improvement in the systems’ ability to respond to consumer needs.
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Southeastern Ontario District Integrated Mental Health Services -- System Design  
Continuum of Care Across the Age Span 
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• To ensure case managers 
provide consumers with the 
following services through 
inreach and outreach:

Ongoing assessment
Ongoing adjustment of 

treatment plan
Linking & coordination of 

required services
Monitoring & support
Developing & implementing 

discharge planning
Advocating for the consumer
Coordinating, collaborating 

with collateral services

• To ensure a range of 
community treatment services 
including:

consumer & group therapies
Psycho-social rehabilitation 

and skill development programs 
(e.g..vocational and educational 
services, and Social Recreation)

Medication Clinics
Schedule I psychiatric 

outpatient services

• To provide affordable, safe, 
and secure housing which is 
based on consumer choice, 
maximizes consumer 
independence, and has no 
restrictions on length of 
residency.

• To provide consumers with 
assistance in locating and 
maintaining their own housing.

• To provide a stable, 
supportive environment prior 
to, during, or following 
treatment.  (Note: Access to 
treatment would be provided 
by other appropriate services)

• To provide lifestyle 
counselling, coaching for 
activities of daily living, 
community reintegration, and 
mutual aid.

• To provide 24-hour access 
to support.

• To provide consumers with a 
range of specialized services 
including:

Assertive Community 
Treatment Teams

Specialized Services for the 
identified populations

Regional Forensic Services

Specialized Outpatient 
Services

Day Hospital Treatment for 
Children and Youth

Therapeutic educational day 
treatment programs (Section 19 
Classrooms)

• To provide 24 hour, 
structured residential 
treatment to consumers who 
require treatment  and 
rehabilitation in a secure 
setting.

• To provide 24 hour 
structured residential 
treatment to consumers with 
chronic, complex mental illness 
to develop the skills necessary 
to move into independent or 
supported housing. 

• To provide provide 
consumers with a range of 
specialized services and supports 
including:

Detailed assessment and 
treatment 
specification/refinement

Medication Management

Behavioural approaches

Back-up to other care 
providers

• To provide specialized longer-
term inpatient psychiatric beds.

• To establish discharge 
planning protocols with 
community services & family 
physicians.

• To ensure access to First Line 
and/or Intensive services.

Case Management
Intensive Community 
Treatment & Support Housing Supports Residential Supports

Specialized Population Outpatient 
and Mobile Inreach and Outreach 

Teams
Residential Treatment Specialized Inpatient 

Services

• To improve consumer access to appropriate services and supports 
taking into account consumer choice.

• To improve consumers’ ability to make and maintain positive lifestyle 
choices.

• To increase consumers’ ability to manage their mental illness and 
function in their daily lives.

• To enable consumers to meet their treatment objectives and maintain 
positive change.

• To stabilize consumers’ acute psychiatric episodes.

• To increase the likelihood of 
consumers acquiring and 
maintaining suitable 
accommodations.

• To increase consumer access 
to other appropriate mental 
health services such as case 
management, ACTT, crisis 
services, and social rehabilitation 
services.

• To improve consumers’  
level of functioning.

• To improve and stabilize 
consumers’ living environment.

• To assist consumers’ in 
making  positive lifestyle and 
behavioural changes.

• To increase access to 
intensive services for 
consumers with complex and 
chronic mental disorders.

• To decrease the incidence of 
hospitalization and re-
hospitalization.

• To increase consumers’ 
living skills as they move on to 
independent/ supportive living.

• To improve the transition to 
residential support for the 
more psychiatrically complex 
and disabled residents.

• To reduce the incidence of  
unnecessary hospitalizations.

• To stabilize consumers 
psychiatric episodes.

• To improve comprehensive 
psychiatric/medical assessment 
and treatment planning.

• To improve the links into a 
less intensive phase of 
treatment.  • An improvement in the quality of life for consumers, families, and significant others across the age span.

• An improvement in the economical, physical, and social well-being of people living with a serious mental illness and other mental health problems. 

• An increased number of consumers benefiting from increased access to mental health services, supports, and interventions.

• An improvement in the accessibility, treatment effectiveness, and system efficiency by providing a seamless continuum of high-quality and consumer-centered care.

• An improvement in clinical outcomes through the provision of crisis, early intervention, intensive treatment, and specialized services.

• An improvement in the systems’ ability to respond to consumer needs.
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Page 5b

Please refer to page 5a for the other components of the continuum
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Hospital Emergency 
Services

Information and Referral 
Services
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Southeastern Ontario District Integrated Mental Health System -- First Line Services  
Crisis Services Primary Care ServicesOutreach Mental Health Counselling

• To provide a coordinated and 
accessible district wide 24 hour/7 
day crisis response service.

• To screen consumers for 
immediate needs, including a 
risk assessment.

• To determine suitable services 
for each inquiry or contact and 
follow up as needed.

• To provide a range of 
accessible and affordable mental 
health counselling interventions 
for consumers and families 
regardless of the level of severity 
of their mental health issues.

• To have a comprehensive, 
coordinated and minimally intrusive 
service that:

1. Alleviates acute distress in the 
lives of consumers.

2.  Increases consumers’ and 
families’ ability to cope with the 
issues and with the active crisis.

3.  Reduces mental health related 
visits to area hospital emergency 
rooms.

(911, Telephone, Mobile, Quick Next Day Response, 
& Community-based mental health safe beds)

• To establish a district-wide 
and accessible community 
information system which would 
include, but not be limited to, a 
mental health information line, 
web site, and referral agents.

• To provide accessible 
information to the community 
about mental health promotion, 
mental illness, and the range of 
services available in 
Southeastern Ontario.

• To develop a system of multi-
disciplinary, integrated primary 
care services which will provide 
a range of assessment, 
treatment, counselling, 
stabilization, and coordination 
services (e.g., brief intervention, 
referral, and consultation) to 
consumers with mental health 
problems.

• To establish an accessible and 
coordinated Schedule I , 24 hour/7 
day, district system which will 
include:

Hospital-based holding beds

Medical and non-medical detoxification

24 hours/ 7 days mental health workers 
in all Schedule I emergency departments 
with access to a psychiatrist

Non-Schedule I hospitals will have 
access to 24/7 mental health workers at 
district Schedule I hospitals.

A shared capacity consumer 
information system

A coordinated protocol with community 
crisis services

• To develop a range of outreach 
related activities.

• To engage consumers who are at 
risk or who are experiencing problems.

• To provide accessible services in an 
environment based on the needs of 
the consumer directly or through 
telepsychiatry.

• To decrease episodes and crisis 
situations.

• To increase the participation of 
diverse populations in the mental 
health system.

• To increase the community's 
awareness of mental health related 
issues.

• To increase the number of potential 
consumers who make inquiries into 
the the mental health system

• To reduce mental health related 
visits to area hospital emergency 
rooms.

• To increase or maintain the 
functioning of consumers and families 
within the environment of their choice.

• To increase consumers’ and 
families’ readiness and capacity to 
make positive changes and achieve 
their desired treatment goals.

• To reduce the frequency and 
severity of future episodes.

• To reduce mental health related 
visits to area hospital emergency 
rooms.

• To increase the capacity of the 
health care system to address and 
respond to immediate and 
presenting mental health needs.

• To improve the level of emergency 
response to consumer needs as 
appropriate.

• To decrease the number of entry 
points to mental health services.

• To reduce mental health related 
visits to area hospital emergency 
rooms.

• To increase the community’s 
awareness of mental health, mental 
illness, and the range of services 
available in Southeastern Ontario.
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• An improvement in the quality of life for consumers, families, and significant others across the age span.

• An improvement in the economical, physical, and social well-being of people living with a serious mental illness and other mental health problems. 

• An increased number of consumers benefiting from increased access to mental health services, supports, and interventions.

• An improvement in the accessibility, treatment effectiveness, and system efficiency by providing a seamless continuum of high-quality and consumer-centered care.

• An improvement in clinical outcomes through the provision of crisis, early intervention, intensive treatment, and specialized services.

• An improvement in the systems’ ability to respond to consumer needs.
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Southeastern Ontario District Integrated Mental Health System -- Intensive Services  

Intensive Services at 
Schedule 1 Facilities

Intensive Community 
Treatment and Support

Intensive Case 
Management

Court Diversion Community Treatment 
Orders

• To provide a range of hospital-based 
acute care services including:

Emergency/psychiatric and crisis response

Crisis/holding beds and ICU beds

First episode, urgent care, and medication clinics

Inpatient assessment, Stabilization, and 
treatment

Discharge Planning

Day Hospital

Short-term Outpatient Services with outreach

Consultation and Education for consumers, 
families, agencies, and communities.

Ongoing planning, coordination, and services 
integration with hospital, community, and specialty 
services.

• To provide a range of psychosocial 
and skills development programs 
including:

Skills and activity-based training

Evidence-based counselling and therapy

Evidence-based interventions specific to 
those with unique needs (e.g., special 
populations and trauma survivors)

Supported employment and education

Social and recreational activities

• To provide a comprehensive range of 
services which provide flexible 
approaches to treatment and support 
including:

Consumer identification and proactive 
outreach

Comprehensive individualized assessment 
and planning

Direct service provision as well as 
assistance with locating and maintaining 
housing, treatment, and support.

Co-ordination and support

Monitoring and evaluation

Systemic advocacy and co-ordination

• To divert consumers from the criminal 
justice system who have a mental 
disorder and who have been charged 
with a minor offence(s).

• To provide coordination and case 
management for consumers who are on 
a Community Treatment Order.

• To ensure that consumers who are on 
a Community Treatment Order are linked 
to appropriate services. 

• To reduce consumers’ level of distress 
and symptoms.

• To increase consumers’ ability to 
return to a community setting.

• To reduce consumers’ risk to 
themselves and/or others.

• To improve the links into the 
consumers’ next stage of treatment.

• To improve consumers’ access to appropriate services and supports taking into account 
consumer choice. 

• To increase consumers’ ability to manage their mental health and to function in their 
daily lives.

• To increase consumers’ ability and capacity to make positive change, achieve desired 
treatment goals, and live as independently as possible in the community.

• To reduce the criminalization of 
consumers with mental illness.

• To improve the linkages between the 
mental health and criminal justice 
systems.

• To increase consumers’ ability to meet 
treatment objectives, to implement 
positive change, and to optimize their 
ability to live in the community.

• To divert consumers from 
hospitalization.
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• An improvement in the quality of life for consumers, families, and significant others across the age span.

• An improvement in the economical, physical, and social well-being of people living with a serious mental illness and other mental health problems. 

• An increased number of consumers benefiting from increased access to mental health services, supports, and interventions.

• An improvement in the accessibility, treatment effectiveness, and system efficiency by providing a seamless continuum of high-quality and consumer-centered care.

• An improvement in clinical outcomes through the provision of crisis, early intervention, intensive treatment, and specialized services.

• An improvement in the systems’ ability to respond to consumer needs.
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Southeastern Ontario District Integrated Mental Health System -- Specialized Services  

Assertive Community 
Treatment Teams (ACTT)

Residential TreatmentSpecialized Population Outpatient and Mobile 
Inreach and Outreach Teams

Specialized services are in place to provide care for the following specialty populations: Acquired Brain Injury, Child & Adolescent, Concurrent Disorders, Dual Diagnosis, Forensic, Geriatric Psychiatry, and Serious Mentally Ill {Adult})

• To provide advocacy to consumers and families.

• To provide clinical consultation, assessment, and treatment planning  (using a balance 
of direct, indirect, and shared care service) to those who serve consumers with mental 
health needs including First Line service providers, Intensive service providers, and 
families. 

• To provide education to service providers in mental health and other related fields.

• To engage in coordination and collaboration for the specialty populations within the 
mental health system and other relevant systems.

• To engage in joint planning and development with First Line and Intensive Services for 
the specialty populations.

• To ensure that crisis intervention and case management services are available to 
consumers and families.

• To engage in and support ongoing program and system evaluation.

• At the consumer level:

To avert hospitalization whenever appropriate.

To increase consumers’ ability to remain in an integrated setting in the local 
community. 

To increase consumers’ access to specialized services where necessary.

• At the system level:

To expand the capacity of relevant services.

• To provide advocacy to 
consumers and families.

• To provide continuous and 
comprehensive treatment, 
rehabilitation, and support services 
to those people with serious mental 
illness who have multiple and 
complex needs that are more 
difficult to treat and are not 
manageable at another level.

• To refer consumers to outside 
services where appropriate.

• To provide 24 hour consumer 
responsive, highly structured, and 
staffed residential treatment to 
consumers who would otherwise 
be placed in hospitals.

• To deliver 75% or more of the 
services outside program offices with an 
emphasis on outreach, relationship 
building, individualization of services, 
and consumer choice.

• To avert hospitalization whenever 
appropriate.

• To increase consumers’ ability to 
remain in an integrated setting in the 
local community.

• To increase consumers’ access to 
specialized services where necessary

• To provide people with serious, 
complex, and/or rare mental 
disorders whose service 
requirements cannot be met in First 
Line or Intensive levels of services 
with centralized diagnostic and 
therapeutic health care (e.g., 
detailed assessment and treatment, 
medication management, and 
behavioural approaches) by 
specialized professionals.

• To improve the transition to 
independent housing for the more 
complex and disabled consumers.

• To improve specialized diagnostic 
assessments.

• Improved treatment and 
stabilization.

• To reduce symptoms and improve 
personal well being.

• To increase consumers’ ability to 
return to and reintegrated within a 
community setting. 
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• An improvement in the quality of life for consumers, families, and significant others across the age span.

• An improvement in the economical, physical, and social well-being of people living with a serious mental illness and other mental health problems. 

• An increased number of consumers benefiting from increased access to mental health services, supports, and interventions.

• An improvement in the accessibility, treatment effectiveness, and system efficiency by providing a seamless continuum of high-quality and consumer-centered care.

• An improvement in clinical outcomes through the provision of crisis, early intervention, intensive treatment, and specialized services.

• An improvement in the systems’ ability to respond to consumer needs.
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Community Consultation Schedule 

As of October 15, 2002: 

Sept 9  Employment Group meeting  1:30 – 4:00pm 
Sept 11  DHC Board presentation  3:00 – 4:00pm 
Sept 11  Housing Group meeting  9:30 – 12:00pm   
Sept 17  LLG Mental Health Coalition  1:00 – 2:00pm 
Sept 17  Integration Committee meeting 4:00 – 5:30pm 
Sept 18  HPE Coordinating Group  10:00 - 11:30am  
Sept 25  KFLA Mental Health staff  1:30 – 3:00pm  
Sept 26  Employment Group meeting  10:30am – 12:00pm  
Sept 26  Housing Group meeting  1:00 – 3:00pm 
Sept 26  Working groups meeting  4:00 – 7:00pm 
Sept 26  General Public forum KFLA  7:00 – 9:00pm 
Sept 27  Queen's Dept of Psychiatry   11:00am to 1:00pm  
Sept 30  Peer Support Program Napanee 1:30 – 3:00pm 
Sept 30  General Public forum HPE  7:00 – 9:00pm 
Oct 1  PCCC Board    5:00 – 6:30pm 
Oct 1  Group of local psychiatrists  7:00 - 9:00pm 
Oct 2  Dual Diagnosis Expert Panel  10:00 – 11:00am 
Oct 2  LLG Mental Health staff  2:00 – 3:30pm   
Oct 2  General Public forum LLG  7:00 – 9:00pm 
Oct 3  Consumer forum LLG   1:00-2:30pm 
Oct 3  General Public forum Bancroft 7:00-9:00pm 
Oct 4  QHC Psychiatry/MH Council  10:00 - 11:30am 
Oct 4  HPE Mental Health staff  1:00 – 2:30pm 
Oct 4  Napanee Community Consultation  3:30 – 5:00pm 
Oct 7  Eastern Regional Geriatric  10:00am – 3:00pm 
Oct 7  General Public forum Smith Falls  7:00 – 9:00pm 
Oct 8  KFLA MH Coalition   2:30 – 3:30pm 
Oct 16  FCMHS Consumer Drop in  3:30 – 5:00pm 
Oct 18  LLG Health Forum Perth  all day  
Oct 21  Forensic Consultation   1:00 – 3:00pm  
Oct 22  Consumer Preference Survey   12:00 – 3:00pm  
Oct 23  Dept. of Psychology Queen’s  12:00 – 1:00pm 
Oct 24  Feedback from Task Force  9:00am – 12:00pm 
  Members & Committees 
Oct 24  ASOAS discussion group  1:00 - 2:00 pm 
Oct 25  Eastern Regional Network   all day 
Oct 28  Faculty of Health Sciences  4:30-6:00pm 
Oct 30  Hotel Dieu Board presentation 5:30-6:30pm 
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Summary of Community Feedback 
 
Areas Highlighted by 
Consultations Comments and Concerns 

1. Linkages with other 
Ministries 

• Serious lack of collaboration and communication between Ministries 
• Linkages to other areas need to be shown graphically 
• Often interministerial linkages stay at the policy level 
• Concern of turf war between ministries  
• Need for leadership to move/push linkages between Ministries (e.g. MCFCS, Corrections, 

Educations, Health, etc.  
2. Linkages within 

Mental Health Services 
• Need for plan as to how linkages will be made and maintained 
• How will these linkages occur at the local level 

3. Supports • Supports must be in place before recommendations are implemented (FL) 
• Housing is a continuum from hospital to independent living (IWG) 
• Housing needs to reflect the needs of consumer at the time 
• Consumers identify lack of affordable housing and lack of transportation 
• Transportation (IWG) 
• “Inreach” (IWG) 
• Recommendation to increase ODSP and provide other employment supports? 
• Consumers stress the need for meaningful activity – employment, recreation, social, etc. including 

those 16 and under 
• Place vocational services under Consumer Support program 

4. Advocacy • Need for more emphasis and clarification on definition (SWG) 
• Set up separate advocacy system outside of MH programs (SWG) 

5. Regardless of level of 
need 

• Need to be sure all persons are being served regardless of level of need (not only SMI) (FL) 
• What definition of SMI is being used? 
• Need to be accessible to those with MMI (SWG) 
• Assessment is critically important and must be properly managed 
• Timely intervention is critical to assist healthy people experiencing acute symptoms from becoming 

seriously ill (SMI) 
• Intensive Case Management and ACTT should work together providing support to individuals as 

they move between levels of need (SMI) 
• Need for social recreation programs (SMI) 
• Need for vocational/employment services – recommendations need more substance 
• Palliative mental health care – for the small number who may not improve and will get more and 

more ill until they die 
6. Promotion and 

Prevention 
• Needs to be clearly articulated throughout report 
• Health promotion, outreach, and info/referral as components of First Line 
• Missing Information and Referral (IWG)   
• Create a district wide program to undertake promotion and advocacy – responsible to the Trust 

(SWG)  
• Stigma is reduce if MH is included with main stream health 
• Psychiatrist worry about use of the word consumer 

7. Streamlined access • First Line recommended multiple access points – any door is the right door 
• No door is wrong door (SWG) 
• Consultation presentation mentions single point access 

8. Funding – Budget • Need for accurate and meaningful $ figures 
• Problem using per capita figures especially when dealing with rural communities and programs 
• When looking at BPH not all $’s go to SEO (IWG) 
• Funding must keep up with the cost of living on a yearly basis 
• Funding mechanisms often work on county basis – new districts may cause difficulty (United Way) 

9. Governance and 
Accountability 

• Role of Trust needs clarification 
• Role of MOHLTC needs clarification 
• Role of DHC needs clarification 
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• Need mechanism for accountability to monitor progression of consumer in system 
• Modify current Trust organizational chart to include – Program Evaluation and Research Unit as 

well as Promotion, Prevention and Advocacy Office 
• Employ Consumer Director and Family director to bring views to the Trust  
• No avenue for community input into Trust 
• Who takes over after the mandate of the Task Force is completed – to ensure proposed changes? 
• How will family doctors and psychiatrists have representation on the Trust 
• Where do we see accountability from the government re: funding 
• Concern that model is similar to CCAC model – inability to live within budget and services are cut 
• Clarify membership of Trust 
• Are these positions paid – CEO, Executive Councils, etc. 
• Concern for increased workload for those expected to sit on Trust 
• Can you really call KFLA a local area? Are there local areas within the three local areas? 
• Need for representation from local communities e.g. Napanee, etc 
• Are we calling for amalgamation of all programs e.g. one community mental health program, one 

consumer initiative, etc. 
• Are these paid positions? Trust, Executive Council, Directors, etc. 
• Are we to create an Interim step to the Trust and fund it? 

10. Logic model • All recommendations need to be referred back to logic model for verification 
11. Crisis Services • First Line did not recommend sponsorship by Schedule One 

• Concern for crisis services in the local areas  
• A crisis and triage unit should be closely tied to other interrelated services 
• Crisis Services should be part of community MH program (SMI Champions with exception of C. 

Wannamaker)) 
12. References • Need for references to be clear and for cross referencing to other SEO Committee and Working 

Group Reports 
13. Children and Youth • Misinformation on current C&Y mental health system (FL) 

• Not clear if recommendation refers only to MOH funded programs or to MCFCS programs as well 
• Need to clarify role, programs, funding, etc., of MCFCS 
• All principles must be across the age span 
• Need for early diagnosis and prevention 

14. Addictions • Not clear how these services fit into the proposed system 
• Are addictions considered specialized services? (ASOAS) 
• Are addictions outside of mental health but concurrent disorders are inside reformed system? 

(ASOAS) 
• Will Addictions remain independent and external to MH system or be subsumed? (ASOAS) 

15. Information 
Technology 

• Need for more information – are we recommending - computer linkages to share information?, 
centralized crisis lines?, shared health accord? (First Line) 

• Missing concept where information follows client (IWG) 
• Need for integrated system and sharing information 
• Need for local web pages 
• Confidentiality important 

16. Definitions • Each of the working groups came up with definitions 
• Della created a glossary of terms 

17. Data  • Could have referred to Canadian Institute for Health Information data. (FL) 
• Bed data – need to liaise with Peterborough (IWG) 
• Missing data has made making recommendations difficult 

18. Best Practices • Need to be specific and summarized by section (IWG) 
• Need to recognize that best practices do not work for everyone and we must be sensitive to 

individuality 
19. Parity • Funding must be based on populations demographics plus other considerations e.g. community 

profile, determinants of health, etc. (IWG) 
• Need for equity in funding to local areas 

20. Education • Need ongoing sustainability 
• Need to look at core competencies and qualifications 
• Include administration costs 
• Need to include St. Lawrence College (and RMC?) 
• Consumers see a clear need for qualified people who have a people person attitude 
• Need to focus on medical students to create opportunities for learning 
• Train people in collaboration and communication 
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• Need for Peer Support and training for consumers 
21. Schedule One • Role not clear (IWG) 

• What is meant by Outpatient Specialty Treatment and where would it be located? (ASOAS) 
22. Multi-year plan • Needed for Specialty Services to have a multi year plan over next nine months to define priority, 

strategic actions and implementation activities 
• Specialized Services Report July 2002 be appendix to Avanti 

23. Programs • Need to clarify ACTT roles 
• A person may have to wait 7-18 hours to get medical clearance when in crisis – with no food, drink 
• No 24 hour service in Napanee 
• Difficult for Dual Dx to access MH services 
• Would L&A and FCMHS be asked to form one program? 
• Concern that large amalgamated urban centers will disadvantage rural populations (SMI) 
• Is the plan to amalgamate into a single Community Based Agency in every district? 
• Need for naming to encourage access – call a program exactly what it is 
• Need for standardized intake systems 

24. Research and 
Evaluation 

• Clear need for research 
• Uniform measurement is useful as is flexible measurement 

25. Across the age span • All principles apply across the age span 
• Children and Youth mental health services – who is the lead ministry 

26. Clinical Director • Role needs to be clarified 
• Does this person report to the Trust as well as the Board of the Sched. One and the Board of the 

Community MH program 
• Can the clinical director influence local agencies e.g. if the person thought crisis lines were better 

handled from Kingston could that person close other lines? 
• Should the cost for this position be split between hospital and MH program? Or as a new position 

should it just be funded through the Trust  
27. Human Resources • Need more training for staff 

• Need equity in salaries be costed into the system 
• Concern in HPE that programs receiving funding will acquire qualified staff at the expense of those 

not getting additional funding 
• Equity in pay is an issue across the board 
• Need for a plan 

28. Family Doctors • Difficult to get a family physician 
• Need to see Doctor to be accessed for ODSP and to get proper treatment 
• Student Health at Queen’s a good model for shared care 
• Physical needs of those with mental illness often go untreated 
• Concern with workload of GP’s and lack of current support and training for them 
• Almost impossible for SMI population to secure family doctor 
• Recommend family doctor and nurse be provided directly to community mental health programs 

(SMI) 
• Family doctors may have a very broad definition of mental health when reporting 

29. Lanark Boundaries • Need to have boundary issue sorted out 
30. Region / District / 

Local Area 
• Concern that there will only be one region and what will happen if SEO recommendations are 

different from Champlain 
• Definitions for local area very different from common understanding – looking at a rather large 

geographical area 
• Local area might better be a county  

31. Recovery • Consumers afraid of recovery model as there is pressure to be well in a limited time and to stay well 
32. Day Hospitals • Are we recommending day hospitals? 
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Appendix  G 
 

Implementation Templates 
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Transition Planning 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issue:   
 
Loss of reform 
momentum once 
Task Forces end in 
December 2002. 

 
Designate a 
Interim Trust for 
the district to 
continue with 
the activities of 
the Task Force 

 
January 1, 
2003 until 
March 31, 
2004 

 
Minister of 
Health 

 
Task Force 
Members 
 
Regional 
representatives 
of the 
MOHLTC 
 
Members of the 
General Public 
 

 
Mandate from 
the Minister 
of Health and 
Long Term 
Care 
 
Start-up 
funding for 
Interim Trust 
 
Start-up 
funding for 
Consumer 
and Family 
Advisory 
Councils 
 
Start-up 
funding for 
Research & 
Evaluation 

 
Deliverables: 
 
Creation of 
Consumer and 
Family Advisory 
Councils 
 
Creation of 
interim area  
and district 
service 
management 
structures 
 
Creation of 
Research & 
Evaluation Unit 
 
A district wide 
budgeting 
process and 

 
A smooth 
transition 
between Task 
Force Activities 
and district 
governance 
 
Family and 
Consumer 
involvement in 
district 
governance and 
transition 
planning 
 
Involvement of 
the general 
public in district 
governance and 
transition 
planning 
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Unit 
 
Start-up 
funding for 
Area 
management 
structures 
 
Consulting 
fees for 
external 
consultants 
(strategic 
information 
system; 
human 
resources, etc)

business 
planning 
template 
 
Strategic 
information 
systems and 
technology 
investment plan 
 
 
Human 
resources re-
deployment 
plan. 
 
Toolbox of 
standardized 
assessment 
tools and 
protocols for 
their 
application. 
 
District-wide 
staff training 
plan 
 
Draft agency 
service 
agreements  
 
Monitoring  & 

 
Implementation  
plan for 
performance 
monitoring and 
accountability 
systems 
 
Specification of 
generic core 
competencies 
and standardized 
salary levels. 
 
A draft 3-year 
business plan. 
 
Implementation 
plan for 
comprehensive 
assessment and 
staff training to 
support this 
 
Improved 
integration of  
area services 
through 
implementation 
of draft agency 
agreements. 
 
Follow-up plan 
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evaluation 
process for 
clients 
discharged from 
psychiatric 
hospitals. 
 
 
 
 
 
 
 

for clients 
discharged from 
psychiatric 
hospitals. 
 
Specialty 
services 
implementation 
plan 
 

Continued 
coordination of 
reform efforts 
across planning 
districts 

Maintain the 
activities of the 
Provincial 
Forum 

January 1, 
2003 until 
March 31, 
2004 

Ministry of 
Health and 
Long 
Term Care

Current 
Provincial 
Forum 
members 

Mandate from 
the Minister 
of Health and 
Long Term 
Care 
 
Operating 
funding  
 
 

Deliverables: 
 
Share 
information 
across districts 
so that effort is 
maximized 
 
Identify areas 
where province 
wide initiatives 
are required 
(e.g. human 
resource 
planning) and 
create strategies 
involving 
appropriate 
stakeholders 
 

Creation of 
inter-ministerial 
processes to 
address linkage 
issues 
 
Province-wide 
initiatives for 
Human resource 
planning and re-
deployment, 
communication, 
information 
technology, 
accountability, 
etc. 
 
Inter-ministerial 
effort to 
improve access 
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Maintain profile 
of mental health 
reform in the 
Province 
 
Develop a 
province-wide 
communication 
plan 
 
Advocate for 
inter-ministerial 
initiatives and 
linkages 

to recovery 
supports for 
people with 
serious mental 
illness (housing, 
income 
supports, etc). 
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District-wide Governance 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issue: 
 
Creation of 
District Trust and 
divestment of 
responsibilities 
from Interim Trust 

 
Designate the 
SEO District 
Trust as the 
governing 
structure for 
mental health 
service delivery 

 
April 2004 to 
March 2006 

 
Minister of 
Health 

 
Members of the 
Interim Trust 
 
Regional 
representatives 
of the MHLTC 
 
District Health 
Council 
 
Academic 
Health Sciences 
Centre 
 
Consumers and 
Family 
members  

 
Mandate 
from the 
Minister of 
Health and 
Long Term 
Care 
 
Operating 
funding 

 
Appointment of 
Chief Executive 
Officer 
 
Appointment of 
Area and 
District Specialty 
Program 
Coordinators 
 
Implementation 
of agency 
agreements, 
partnerships, 
and service 
protocols 
 
Implementation 
of strategic 
systems plan, 
human resources 
plan, staff 
training plan. 

 
District-wide 
responsibility 
and 
accountability 
for mental 
health system 
functioning 
transferred to 
Trust 
 
Transparent 
business 
planning 
process  
 
Infrastructure 
development 
for information 
technology and 
information 
sharing 
 
Integrated 



E N  A V A N T !  

Appendix 225

 
Implementation 
of accountability 
and 
performance 
monitoring 
processes 
 
 
 
Implementation 
of annual 
business 
planning process 
 
Creation of 
district-wide 
Community 
Action Program 
for promotion, 
prevention, and 
stigma reduction 
 
 

service delivery 
within areas 
 
District-wide 
specialty 
services 
developed and 
implemented  
 
Strategic plan 
for promotion, 
prevention, 
and advocacy 
initiatives. 
 
Strategic plan 
for planning, 
evaluation, and 
research. 
 
Strategic plan 
for area 
services. 
 
Strategic plan 
for training, 
education and 
research 
opportunities 
 
Strategic plan 
for recruitment 
and retention, 
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wage parity, 
and other 
human 
resource issues.
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Accountability 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
No accountability 
within catchment 
areas for system 
functioning 
 
Standardized 
performance 
monitoring across 
agencies does not 
occur 
 
No mechanism to 
provide system-
level feedback 
 

 
 
 
Each agency will 
have clear goals 
and targets for 
their role in 
system 
functioning 
 
Performance 
toward targets 
assess routinely 
using 
standardized 
data collected 
across district 
 
Active 
communication 
of results to 
stakeholders 
 
Corrective 

 
 
 
January 1, 
2002 onward  
 
 

 
 
 
District 
Trust 
through 
Planning 
Research & 
Evaluation 
Unit 

 
 
 
MOHLTC 
 
All district 
services 
 
Academic 
Health 
Sciences 
Centre 
 
 

 
 
 
Capacity for 
local evaluation 
and 
performance 
monitoring is 
limited so 
implementation 
of Planning, 
Research & 
Evaluation Unit 
a necessary 
support 
 
Completion of 
transition plan 
re service 
protocols, 
targets, and 
indicators 
 
Implementation 

 
 
 
Anonymized, 
standardized 
data from 
each program 
will be 
analyzed by 
Planning 
Research & 
Evaluation 
Unit 
 
Feedback to 
agencies 
incorporated 
into business 
planning cycle 
 
Evaluation 
research when 
more detailed 
information is 

 
 
 
Quality 
improvement 
cycle 
 
Faster 
implementation 
of best practices 
 
Development of 
new knowledge 
re best practices 
 
Creation of an 
accountability & 
evaluation 
culture among 
program staff 
 
Improved use 
of data for 
decision making 
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action taken on 
basis of results 

of electronic 
data 
management 
systems for the 
district 
 
 

required 
 
 

 
Formal 
associations 
with University 
partners 
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Funding Parity 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action Lead

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issue: 
 
Significant 
disparities in 
baseline per-capita 
funding across 
service areas in the 
district despite 
similar population 
sizes. 
 
We want all areas 
to begin reform 
from the same 
level playing field. 

 
Achieve parity 
by increasing 
funding using 
the per capita 
benchmark from 
the area with the 
highest level of 
funding: 
 $80.00 for 

adults (15+) 
 $31.00 for 

children and 
youth (0-14) 

 
Upcoming 
fiscal year 
(April 2004 to 
March 2005) 

 
MOHLTC 

 
Area-specific 
programs for 
adults in 
Hastings & 
Prince Edward 
Counties 
(HPE) and in 
Lanark, Leeds, 
and Grenville 
Counties 
(LLG) 
 
Area-specific 
programs for 
children and 
youth in 
Frontenac, 
Lennox & 
Addington 
Counties 
(FLA), and 
Lanark, Leeds, 
& Grenville 

 
Increased area 
funding for 
community 
programs to 
benchmark 
levels 
 + 

$2,140,488 
adult 
services 
HPE 

 $74,981 
adult 
services 
LLG 

 $562,500 
children’s 
& youth  
services 
FLA 

 $1,395,000 
children’s 
& youth 

 
Funding to be 
used to 
improve 
community 
services in 
keeping with 
CCAP 
requirements; 
priority 
populations  

 
Funding 
parity across 
service areas 
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counties 
 
 

& youth 
services 
LLG 
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First Line Services 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action Lead

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

Issues: 
 
Potential erosion 
of existing CCAP 
level 1 & 2 funding 
in light of priority 
populations 
 
 

 
 
Protect funding 
for CCAP Level 
1 & 2 clients 

 
 
January 1 
2003 and 
forward 

 
 
Ministry of 
Health and 
Long Term 
Care  

 
 
Consumers 
with mild or 
moderate 
mental illness 
(CCAP Levels 
1 & 2) and 
family 
members 
 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 

 
 
Ministry 
Mandate 

 
 
MOHLTC 
budgeting 
process for 
agencies 
outside of 
mental health 
system 
 
Annual 
business plans 
for mental 
health services

 
 
Creation of 
protected 
funding 
envelopes for 
first line 
activities in the 
mental health 
system. 
 
Protection of 
first line 
funding 
outside of the 
mental health 
system, across 
the Province 
 
 

 
Enhancement of 

 
Enlarge 

 
Upcoming 

 
Ministry of 

 
Consumers 

 
Linkages 

 
Monitor 

 
Improved 
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First Line services 
to include 
promotion, 
prevention, and 
outreach activities 
 

organizational 
mandates of first 
line agencies to 
permit wider 
range of first line 
interventions  

fiscal year 
(April 2004 
to March 
2005) and 
forward 

Health and 
Long Term 
Care  

with mild or 
moderate 
mental illness 
(CCAP Levels 
1 & 2) and 
family 
members 
 
People with 
mental illness 
who have not 
engaged in 
treatment 
 
People with 
symptoms of 
distress who 
are at risk of a 
mental illness 
 
The general 
public 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 

between 
Primary Health 
Care and Mental 
Health Care 
Reform 
 
Business plan 
outlining 
expanded 
activities, and 
accountability 
processes for 
first line services 
within the 
Mental Health 
System  
 
Adequate 
funding for 
extra costs of 
shared care 
arrangements 
between 
primary care 
and mental 
health 
practitioners 

effects on 
mental health 
system and 
consumers  
through 
district 
performance 
monitoring 
evaluation and 
accountability 
mechanisms 
 
Annual 
business plans 

access to 
mental health 
care 
 
Streamlined 
access through 
better system 
and program 
linkages 
 
Improved 
recovery & 
reduced 
disability 
 
Improved  
community 
knowledge of 
mental health 
issues  
 
Stigma 
reduction 
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Lack of 
comprehensive 
emergency and 
crisis coverage 
across the district 

 
Create an 
comprehensive 
emergency and 
crisis response 
program in each 
service area 
consistent with 
best practices 
 
Consolidate 
emergency and 
crisis activities in 
each Schedule 1 
hospital to be 
co-located in the 
community, as 
appropriate 

 
January 1 
2003 to 
March 2006 

 
District Trust 
through area 
management 
structures 

 
Schedule 1 
hospitals 
 
Area mental 
health 
programs 
offering crisis 
response 
services 
 
Community 
general 
hospitals 
 
Primary care 
providers 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 

 
Consolidation 
of funding 
envelope for 
emergency and 
crisis response 
services in each 
area in the 
Schedule 1 
hospital 
 
Implementation 
of partnership 
agreements 
governing co-
location and 
access to crisis 
and emergency 
response 
services 
 
Implementation 
of 
comprehensive 
assessment and 
triage and 
referral  
protocols 
 
Business plan 
outlining use of 
existing funding 
an any 

 
Monitor 
effects district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plans 

 
Improved 
accountability  
 
Improved 
service 
consistency 
 
Improved  
crisis response 
for rural and 
outlying areas 
 
Streamlined 
access to 
services crisis 
response 
services 
 
Better match 
between 
services and 
needs 
 
Reduced need 
for emergency 
room and 
hospital 
services 
 
Improved 
continuity of 
clinical 
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additional funds 
required 
 
Information 
technology to 
allow smooth 
transfer of 
clinical 
information 
within area 
programs 
following 
confidentiality 
protocols 
 
Expanded 
telepsychiatry 
services to 
permit better 
specialty 
consultation and 
follow-up from 
urban centres to 
rural and 
outlying areas 

information 
between 
programs 
serving the 
same client. 
 
Reduced 
number of 
assessments 
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Intensive Services 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Fragmentation of 
service delivery for 
mental health 
services and 
supports 
 

 
 
 
Integrate 
intensive level 
services into a 
single 
“community 
mental health 
program”  in 
each area 
composed of a 
service network 
or consolidated 
agency mandated 
to provide 
comprehensive 
services 
consistent with 
best practices 
 
Appoint a 
Program 
Coordinator 

 
 
 
January 1 
2003 to 
March 2006 

 
 
 
District Trust 
through area 
management 
structures 

 
 
 
Intensive level 
service 
agencies 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 

 
 
 
Funds to 
offset the 
costs of space 
and moving 
expenses to 
co-locate 
services. 
 
Legal costs 
related to 
partnership 
agreements or  
agency 
mergers 
 
Business plan 
outlining use 
of existing 
funding an 
any additional 
funds required 

 
 
 
Monitor 
effects district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plans 

 
 
 
Single point of 
accountability 
for intensive 
level services 
 
Easier for 
consumers to 
access and 
navigate 
services 
 
Improved 
coverage 
 
Streamlined 
access 
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who will be 
Responsible to 
area 
management 
structures for 
providing a 
comprehensive, 
integrated 
service 

 
Availability of 
service 
agreement  
and 
partnership 
protocols to 
be adapted to 
local 
circumstance 
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Inability of 
intensive level 
services to deal 
with needs of 
diverse 
populations 
such that: 
 
 Clients 

with complex, 
unique, or 
unstable 
conditions may 
fall between 
agencies 
 
 Clients 

with complex, 
unique, or 
unstable 
conditions may 
bear the burden 
of coordinating 
their own care 
across 
treatment 
systems 

 
Community 
Mental Health 
Programs 
mandated to 
take primary 
responsibility 
for  meeting the 
service needs of 
all consumers 
in their 
respective 
catchment 
areas, either 
through direct 
service 
provision, 
shared care, or 
service 
agreements. 

 
January 1 
2003  
forward 

 
District Trust 
through area 
management 
structures 

 
Intensive level 
service 
agencies 
 
Intensive level  
program staff 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 
 
 

 
Clear mandate 
from the Trust 
to undertake 
shared care 
 
Specification of 
core 
competencies  
Implementation 
of staff training 
for core 
competencies 
 
Implement 
common, 
standard 
assessment and 
triage protocols 
appropriate to 
the needs of 
diverse 
population 
groups 
 
Creation of 
district-wide 
specialty services 
to provide local 
supports to 
intensive services 
 

 
Monitor effects 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual business 
plans 

 
Staff will have 
sufficient skills 
to provide and 
coordinate care 
across diverse 
populations 
 
Consumers  
will never be 
excluded from 
community 
based 
programs 
because of 
unique, 
complex, or 
unstable 
conditions 
 
Improved 
linkages to 
specialty 
services 
 
Improved 
continuity of 
care 
 
Improved 
community 
tenure and 
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Implementation 
of Specialty 
services 
educational and 
training in use of 
specialized intake 
and assessment 
tools and general 
skills 
enhancement 
 
Business plan 
outlining use of 
existing 
resources and 
outlining need 
for additional 
resources to 
meet expanded 
mandate 
 
Information 
technology to 
allow smooth 
transfer of 
clinical 
information 
within area 
programs 
following 
confidentiality 
protocols 
 

reduce used of 
hospital 
emergency and 
inpatient 
resources 
 
Improved 
continuity of 
clinical 
information 
 
Reduction in  
incomplete 
and/or 
multiple 
clinical 
assessments 
 
Improved 
linkages to 
other sectors, 
particularly 
primary care 
 
Shared care 
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Expanded 
telepsychiatry 
services to 
permit better 
specialty 
consultation and 
follow-up from 
urban centres to 
rural and 
outlying areas 
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Specialized Services 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time 
Frame to 

Implement 
& Major 

Milestones 

 
Action Lead

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Academic clinical 
leaders are 
currently 
unfounded for 
three specialty 
populations: 
 Addictions 

psychiatry 
 Acquired brain 

injury and mental 
health 
 Community 

psychiatry 
 

 
 
 
Fund three 
additional 
academic clinical 
positions and 
recruit 
appropriate 
individuals into 
these roles. 

 
 
 
January 1 
2003 and 
onward 

 
 
 
The District 
Trust in 
collaboration 
with the 
Academic 
Health 
Sciences 
Centre 

 
 
 
District Trust 
 
Academic 
Health 
Sciences 
Centre through 
the Academic 
Department of 
Psychiatry and 
AFP funding 
plan 
representatives 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 

 
 
 
AFP funding 
for three 
additional 
positions 
 
Ability to 
recruit 
Internationally, 
if available 
candidates are 
not found in 
Canada.  
 
Funding for 
recruitment 
costs 
 
Comprehensive 
human 
resources plan 
for future staff 

 
 
 
Selection 
Committees 

 
 
 
Acquisition of 
funding for two 
AFP positions 
for academic 
clinical leaders 
 
Successful 
recruitment of 
candidates 
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advisory 
councils 
 
Intensive-level 
services that 
must meet the 
mental health 
needs of 
clients with 
comorbid 
substance 
abuse 
disorders and 
acquired brain 
injury 
 
Addictions  
treatment 
system 
 
Community 
agencies 
 
 

recruitment 

 
Issues: 
 
Fragmentation of 
specialized services 
 
Uneven 
development and 
funding of 

 
Create a district-
wide framework 
for specialized 
service delivery.  
 
Coordinate 
specially services 
on a district-

 
January 1, 
2002 to 
March 2006 

 
District Trust

 
District Trust 
 
Specialized 
Services  
 
Academic 
Health 
Sciences 

 
Funding for a 2-
year capacity 
building and 
skills 
development 
initiative ($1.4 
million per year 
for two years) in 

 
Monitor 
effects district 
performance 
monitoring,  
evaluation 
and 
accountability 
mechanisms 

 
Enhanced 
community 
capacity to deal 
with needs of 
specialized 
clients. 
 
Improved 
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specialized services 
across specialty 
groups  
 
Poor linkages of 
specialized services 
with fist line and 
intensive level 
services. 
 
Resources heavily 
oriented to direct 
inpatient clinical 
services. 

wide basis, 
responsible to 
the Trust, and 
working  
through a lead 
agency in each 
area to deliver 
services:  
 first in their 

local 
communities,  
 second 

through services 
that are locally 
delivered but 
centrally 
organized, and  
 third 

through 
accessing central 
services (such as 
inpatient beds) 
but with 
planned return 
to local 
communities. 

Centre through 
the 
Department of 
Psychiatry 
 
Consumers 
and Family 
members 
through area 
specific 
consumer and 
family 
programs and 
advisory 
councils 
 
Intensive-level 
programs and 
lead agencies 

first line and 
intensive level 
mental health 
services staff. 
 
Ongoing 
community-
based 
development 
and skills 
enhancement 
program to 
maintain and 
improve clinical 
competency 
among non-
specialized 
community 
based providers 
 
Implementation 
of 
comprehensive 
assessment 
tools and 
common 
referral 
protocols. 
 
Successful 
recruitment of 
academic 
clinical leaders 

 
Annual 
business plans

clinical 
competency of 
non-specialized 
staff to deal 
with diverse 
population 
needs. 
 
Comprehensive 
supports for 
consumers with  
specialized 
needs 
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for concurrent 
disorders and 
acquired brain 
injury 
components. 
 
Creation of 
specialized 
clinical outreach 
teams to 
support 
community 
based programs 
 
Community-
based 
rehabilitation 
and residential 
alternatives to  
minimize the 
need for 
residential care 
and institutional 
treatment. 
 
Protocols to 
access specialty 
beds with 
planned return 
to local 
communities. 
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Employment & Vocational Supports 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time 
Frame to 

Implement 
& Major 

Milestones 

 
Action Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Perhaps as many as 
three quarters of 
consumers who are 
eligible to work 
and want to work 
do not have 
competitive 
employment.  
Consequently: 
 they have 

difficulty affording 
housing, food and 
medications 
 their recovery 

is compromised, & 
 quality of life 

suffers 
 

 
 
 
Implement 
employment and 
vocational 
supports  in each 
area-specific 
community 
mental health 
program based 
on best practices 
with the aim of 
reversing the 
current 3:1 ratio 
of employed to 
unemployed 
consumers 
 
Integrate clinical 
treatment and 
rehabilitation 
models to 
support recovery 

 
 
 
January 1 
2003 forward

 
 
 
District Trust 
through 
Associate 
Coordinators 
of 
Rehabilitation 
in each service 
area 

 
 
 
Consumers 
and families 
through area-
specific 
consumer and 
family 
programs and 
consumer and 
family 
advisory 
councils 
 
Area-specific 
community 
mental health 
programs 
 
Local area 
employers 
 

 
 
 
Using a 
consumer to 
staff ratio of 
25:1 increase 
employment 
counselor 
positions to 15 
in each service 
area: 
 + 15 HPE 
 + 8 FLA 
 + 12.5 

LLG 
 
Operational 
budgets that 
include 
transportation 
funding for 
consumers and 
job counselors. 

 
 
 
Monitor 
effects district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plans 

 
 
 
Steady yearly 
progress 
toward a 75% 
employment 
rate among 
consumers 
who are 
eligible and 
wish to work 
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and consumer 
job preferences 
 
Develop 
consumer-job 
coaching 
positions 

 
Appointment 
of Associate 
Coordinators 
of 
Rehabilitation 
in for each 
service area 
 
Business plan 
to identify 
future resource 
needs. 
 
Outreach to 
employers to 
create job 
opportunities 
 
Continue 
transformation 
of sheltered 
workshops into 
affirmative 
businesses 
 
Develop 
affirmative 
employment 
policy for all 
Trust programs 
Inter-
ministerial 
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processes to  
 
There are no 
training programs 
for job counselors 
locally, or in 
Canada. 

 
Establish a 
training program 
for job 
counselors 
through the 
School of 
Rehabilitation at 
Queen’s 
University 
 
Use training 
program as one 
means of re-
deploying and 
re-training staff 
displaced from 
psychiatric 
hospital bed 
reductions. 

 
January 01, 
2003 and 
forward 

 
District Trust 
 
 

 
Academic 
Health 
Sciences 
Centre 
through the 
School of 
Rehabilitation 
 
Area-specific 
community 
mental health 
programs 

 
Successful 
development of 
training 
programs for 
job counselors 
 
Future 
development 
and training of 
consumer job 
coaches 

 
Enrollment of 
staff in re-
training 
program 
 
 

 
Improvement 
in staff 
competencies 
relating to 
employment 
and vocational 
supports 
 
Integration of 
rehabilitation 
and clinical 
treatment 
paradigms  
 
Improved 
access to 
employment 
supports for 
consumers 
 
Improved 
participation 
of consumers 
in competitive 
labour market 

Current ODSP 
regulations 
governing income 
supplements 
prevent consumers 
from entering the 

Create an inter-
ministerial 
process with the 
goal of 
developing 
strategies to 

January 01, 
2003 to 
March 2004 

Minister of 
Health and 
Long Term 
Care  
 
Minister of 

MOHLTC  
 
MFCCS 
through 
Ontario 
Disability 

Political will 
and leadership 
capacity of 
MOHLTC 
 
Provision of 

Progress 
Reports 
through 
Provincial 
Forum 

Increases in 
the number of 
consumers 
entering the 
work force 
and 
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workforce enhance 
economic 
incentives for 
consumers to 
enter and remain 
in the work 
force such as 
 raising the 

$160 top-up 
limit 
 ensuring 

consumers have 
drug benefits 
where these are 
not available 
through 
employers 
 enhance 

stability of 
supports for 
consumers 
during times of 
relapse 

Family 
Community 
and Children’s 
Services  

Support 
Program 

specialized 
training to 
ODSP staff so 
that they can 
better meet the 
needs of 
mentally health 
consumers 

maintaining 
competitive 
employment 
 
Improved 
community 
integration 
and quality of 
life 
 
Improved 
access to 
medication 
when these are 
not covered 
by employee 
benefits 
 
Enhanced 
capacity of 
ODSP to 
meet the 
needs of 
seriously 
mentally 
disordered 
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Housing 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time 
Frame to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issue: 
 
There is a lack of 
supported housing 
for mental health 
consumers  
 

 
 
 
Increase housing 
stock by: 
 320 

supported 
housing spaces 
 170 

residential care 
spaces and  fund 
the intensive 
case 
management 
supports needed 
to support these 
spaces 
 
 
Create 
maintenance 
funds for 
community 

 
 
 
January 1, 
2003 to 
March 30 
2004 

 
 
 
MOHLTC 

 
 
 
The District 
Trust 
 
 
 

 
 
 
Availability of 
housing stock in 
the area 

 
 
 
Monitor 
effects district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plans

 
 
 
Proportion of 
consumers having 
stable housing will 
increase 
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mental health 
programs so that 
they may enter 
into 
maintenance 
agreements with 
landlords on 
behalf of 
consumers 
 
Implement 
Homes for 
Persons with 
Special Needs as 
per policy,  and 
improve 
communication 
with agency staff

 
Available housing 
often does not 
meet minimum 
quality standards 

 
Local area 
community 
mental health 
programs in 
cooperation 
with District 
Evaluation Unit 
undertake a 
systematic 
review of 
housing quality 
including: 
 safety & 

security 

 
January 1, 
2003 to 
March 30 
2004 

 
The 
District 
Trust 

 
District 
Evaluation, 
Research and 
Planning Unit  
 
Local Area 
Community 
Mental 
Health 
Programs 
 
Consumers 
and Family 
members 

 
Implementation 
of Planning & 
Evaluation Unit 
 
Operating 
funding to 
cover the extra 
costs of a 
survey not 
included in the 
Evaluation Unit 
operating 
budget 
 

 
Results of 
study 
presented to 
Area Councils 
 
Results 
incorporated 
into annual 
business plans 
 
Methods 
developed for 
systematic 
quality 

 
Baseline evidence 
describing 
housing standards 
in the district to 
be used as basis 
for subsequent 
progress 
evaluations 
 
Recommendations 
for improvements 
that could be 
undertaken at 
District and 
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 standards 
for amenities 
 proportion 

of income spent 
on rent 
 
Advocate for 
better quality 
housing and 
housing 
subsidies for 
mental health 
consumers 

through 
Local Area 
Consumer 
and Family 
Programs and 
District 
Advisory 
Councils 
 
District 
Promotion, 
Prevention & 
Advocacy 
Program 

monitoring of 
housing  

Governmental 
levels 
 
District process to 
assist landlords in 
applying housing 
standards 
 
Inter-ministerial 
process to 
improve 
availability of 
social housing 
stock 
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Consumers 
often spend 
more than 
30% of their 
income on 
rent 

Link subsidy 
supports to real 
market values for 
accommodations 
that meet 
minimum quality 
standards 
including but not 
limited to 
increasing ODSP 
subsidies for rent 
and utilities 

January 01 
2003 
onward 

MOHLTC act 
as lead 
ministry 

Ministry of 
Community 
Family and 
Children’s 
Services 
through the 
ODSP 
Program 

Implementation 
of effective 
Inter-ministerial 
process 

Results 
presented to 
Provincial 
Forum 

Consumers 
receiving 
disability will 
spend no more 
than 30% of 
their income on 
accommodation 

Many 
landlords are 
reluctant or 
will not rent to 
persons with a 
mental illness 

Build on existing 
district initiatives 
to implement a 
demonstration 
project to 
evaluate the 
effects of 
providing mental 
health supports 
to landlords who 
agree to rent to 
consumers with 
serious mental 
illness 
 
Include this 
project as part of 
a community-
wide strategy to 
target municipal 

April 2003-
March 2005 

District Trust Local area 
community 
mental health 
programs 
 
District 
Advocacy 
Program  
 
District 
Planning & 
Evaluation 
Unit 
 
District Health 
Council 
 
Local business 
and municipal 
leaders 

Maintenance 
funding for area 
mental health 
programs to 
enter into 
maintenance 
agreements with 
landlords on 
behalf of 
consumers 
 
Implementation 
of District 
Planning & 
Evaluation Unit 
 
Ability for 
District 
Advocacy 
Program to 

Monitor effects 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Use housing 
baseline data to 
measure change 
in consumer’s 
ability to access 
housing stock 
that meets 
minimum 
quality 
standards 
 
Annual 

Consumers will 
have greater 
access to 
affordable, stable 
housing that 
meets minimum 
quality standards. 
 
The number of 
partnerships 
between mental 
health programs 
and landlords 
will increase. 
 
Range of 
housing options 
will increase 
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and business 
leaders 
 
 

 
Consumers 
and families 
through local 
area family 
and consumer 
programs and 
district 
councils 
 

develop links to 
local business 
and political 
leaders 

business plans 
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Housing 
options for 
persons with 
unique medical, 
functional, 
cognitive, or 
psychosocial 
requirements 
are lacking 

Housing 
alternatives for 
specialty 
populations be 
developed. 
 
Establish a 
process to define 
appropriate 
housing needs 
funding, and 
implementation 
strategies for 
these diverse 
population to 
include bricks 
and mortar and 
support costs 

January 01 
2003 to 
March 2004 

District Trust 
through 
District-wide 
Specialty 
Program 

District 
Planning & 
Evaluation 
Unit 
 
Consumers 
and families 
through local 
area family 
and consumer 
programs and 
district 
councils 
 

Implementation 
of District-wide 
specialty 
program and 
appointment of 
Specialty 
program 
Coordinators 
 
Implementation 
of District 
Planning & 
Evaluation Unit 

Housing plan 
for persons 
with special 
needs in the 
district 
 
Funding 
proposal 
outlining 
additional 
resources 
required to 
meet these 
needs 
 
 

 

 
Consumer 
housing needs 
not 
systematically 
evaluated as 
part of clinical 
assessments 

 
Develop a 
mechanism and 
process to 
included 
standardized 
activities of daily 
living 
assessments into 
common intake 
assessment tools 
so that housing 
needs and 
placements may 

 
January 1 
2003 to 
March 2005 

 
District Trust 
through 
Coordinator of 
Rehabilitation 

 
Planning and 
Evaluation 
Unit 
 
Consumers 
and Families 
through area-
specific 
consumer and 
family 
programs and 
district 
councils 

 
Implementation 
of Planning & 
Evaluation Unit 
 
Implementation 
of standardized 
intake 
assessments 
 
Training of 
program staff to 
improve core 
competencies 

 
Availability of 
data for routine 
program 
monitoring and 
planning 
 
Monitor effects 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 

 
Better 
integration of 
recovery and 
clinical 
approaches 
 
Housing 
information 
will be 
incorporated 
into 
community 
planning 
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be routinely 
assessed at 
intake 

 
Program staff  

and use of 
standardized 
assessments 

 
Annual 
business plans 
 
 

 
Services will be 
better matched 
to consumer 
needs 
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Consumers 
often don’t 
know what 
housing is 
available  

Develop a 
district wide 
housing 
registry and 
make it 
accessible to 
consumers in a 
variety of 
means 
 
Make available 
to community 
programs 
through 
network  web 
page links  
 
Incorporate 
housing quality 
evaluation data 
in registry 

April 2003 to 
Mach 2004 

Planning and 
Evaluation 
Unit 
 
 

Area-specific 
community 
mental health 
programs 

Implementation 
of Planning & 
Evaluation Unit 

Monitor use of 
registry 
through 
internet logs 

Improved 
information on 
housing to 
consumers 
 
Improved 
access to 
appropriate 
housing that 
meets 
minimum 
quality 
standards 

Housing needs 
of transitional 
youth are 
unclear and 
probably 
poorly 
addressed 

Initiate an 
inter-ministerial 
process 
designed to 
assess the 
housing needs 
of transitional 
youth 

January 1, 
2003 to 
March 30 
2004 

Ministry of 
Health as Lead 
Agency 

Ministry of 
Community 
Family and 
Children’s 
Services 

Political will and 
leadership role of 
MOHLTC 

Results 
reported to 
Provincial 
Forum 

Better 
coordination 
and service 
linkages 
between 
MOHLTC and 
MCFCS  
 
Improved 
housing for 
transitional 
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youth 
Long-staying 
consumers in 
residential care 
settings may 
not undergo 
regular clinical 
reviews 

Coordinate 
ongoing clinical 
review efforts 
of consumers 
currently 
residing in 
HSC (and in 
future HPSN) 
and other 
residential care 
settings 

January 01, 
2003 and 
forward 

Area-specific 
community 
mental health 
programs 

Residential care 
setting 
operators 
 
Local area 
psychiatric staff 
 
District 
specialty 
program 

Implementation 
of area-specific 
mental health 
programs 
 
Implementation 
of staff training 
so that needs of 
specialty 
populations can 
be appropriately 
addressed 

Reports on 
reviews 
conducted part 
of annual 
business 
planning 
 
 

All long staying 
residents of 
residential care 
settings will 
have regular 
clinical reviews 
 
Residents 
suffering from 
side effects of 
old medications 
will be 
monitored and 
medications 
adjusted 
accordingly.  
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Consumer Initiatives 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

Funding for 
consumer 
initiatives is 
inequitably 
distributed across 
service areas 

Create funding 
parity across the 
three service 
areas. 

Next fiscal 
year (April 
2003 to 
March 2004) 

MOHLTC Consumer 
Initiatives in 
FLA and LLG 

Additional 
funding from 
MOHLTC: 
 $703,308 

FLA 
 $590,045 

LLG 

Annual 
business plan 

Funding parity 
for consumer 
initiatives 
across three 
service areas 

Funding for 
consumer 
initiatives is 
inadequate to 
provide 
comprehensive 
range of services 
that are integrated 
across service areas 

Expand 
availability of 
consumer-run & 
consumer 
initiated service 
by funding a 
single integrated 
service or service 
network in each 
service area 
 
Realign existing 
resources to 
form three 
integrated 
programs; one 

April 2003 to 
March 2006 

MOHLTC Area-specific 
consumer 
programs 

Additional 
operating 
funding 
sufficient to 
provide a 
comprehensive 
range of support 
services. 
 
Implementation 
of a phased in 
plan for 
systematically 
increasing the 
proportion of 
district-wide 

Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 
 

Expanded role 
for consumer 
programs in 
District 
functioning  
 
Consumers 
have greater 
access to peer-
run and peer 
initiatives 
services 
 
Consumer 
programs are 
responsible to 
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for each service 
are that are 
responsible to 
the trust for the 
outcomes they 
achieve. 

resources 
currently spent 
on consumer 
initiatives 

the District 
Trust and 
participate in 
performance 
and outcome 
monitoring 
 
Improved 
organizational 
empowerment 
and 
participation of 
consumers in 
District 
activities. 
 
Employability 
through 
consumer-run 
businesses and 
job coaching 
 
Leisure and 
other 
meaningful life 
activities 
 
Participation in 
research and 
program 
evaluations 
 
Participation in 
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public 
education and 
advocacy 
efforts 
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Family Initiatives and Supports 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Funding for family 
initiatives is 
difficult to identify 
in current 
programming and 
is often ‘borrowed’ 
from existing 
agency budgets 

 
 
 
Each service 
area will operate 
a family program 
that is 
administratively 
separate but co-
located with area 
community 
mental health 
programs 

 
 
 
January 01 
2003 to April 
2004 

 
 
 
MOHLTC 
through 
District 
Trust 

 
 
 
Family 
support 
initiatives 
 
Area 
Community 
mental health 
programs 

 
 
 
Implementation 
of District 
governance and 
accountability 
structure 

 
 
 
Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 
 

 
 
 
Improved 
visibility and 
accountability 
for family 
support 
initiatives 
within the 
District 
 
Administrative 
independence 
for family 
support 
initiatives from 
community 
mental health 
programs in 
which they are 
co-located 
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Issues: 
 
Funding for family 
support initiatives 
is inadequate to 
address best 
practices and fully 
participate in Trust 
activities and 
programs 
(currently less than 
.1 % of total 
estimated district 
budget) 
 
Family support 
funding is not 
sufficient to 
provide 
comprehensive 
family support  
sertvices 

 
 
Create a phased 
in funding plan 
to expand 
resources for 
family support 
initiatives  

 
 
Beginning 
next fiscal 
year and 
forward 
 
 
 
 

 
 
MOHLTC 
through 
District 
Trust 

 
 
Family 
support 
initiatives 
 
Area 
Community 
mental health 
programs 

 
 
Implementation 
of District 
governance and 
accountability 
structure 
 

 
 
Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

 
 
Improved 
opportunities 
for 
organizational 
empowerment 
and District 
participation 
 
Participation in 
research and 
evaluation 
activities 
 
Expanded 
range of family 
support 
services 
including self-
help and 
mutual 
support, family 
resource 
centres, 
leadership 
training, 
network and 
alliance 
building 
 
Increased 
participation in 
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public 
education and 
advocacy 
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Transportation and Outreach 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Many of the areas 
of highest need for 
mental health 
services are rural 
and sparsely 
populated in the 
north of the 
District 
 
The bulk of 
services are 
provided in urban 
centres in the 
South of the 
District 
 
Telepsychiatry 
cannot always 
reach to these areas 
due to inadequate 

 
 
 
Significantly 
increase travel 
and outreach 
funding 
 
Use business 
planning process 
to create funding 
protocols that 
adequately 
capture the 
added costs of 
doing business in 
rural and 
outlying areas. 
 
Expand 
telepsychiatry 
services to 1 
receiving site in 

 
 
 
Next fiscal 
year and 
forward 
(April 2003) 

 
 
 
District 
Trust 
through 
area mental 
health 
programs 
 
 

 
 
 
Community 
mental health 
program 
representatives 
 
Primary care 
providers in 
outlying areas 
 
Consumers and 
family members 
through area 
programs and 
district councils 
 
 

 
 
 
Business plan 
outlining needs 
 
Expanded 
funding for 
telepsychiatry 
and 
transportation 
costs in 
keeping with 
funding 
proposals 
created 
through 
business plan  

 
 
 
Monitor 
effects  
through district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

 
 
 
Improved 
shared care in 
rural and 
outlying 
regions 
 
Improved 
coverage for 
mental health 
services in 
rural and 
outlying 
regions 
 
Improved 
participation 
of consumers 
and families 
from outlying 
regions in 
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cabling and lack of 
health personnel to 
manage the 
telepsychiatric 
encounter 
 
Funding to cover 
outreach activities 
to these areas is 
inadequate 
 
Consumer and 
family members in 
outlying areas have 
difficulty 
participating in 
District activities 
located in urban 
centres without 
travel funding 

each community 
mental health 
program and 
Schedule 1 
hospital. 
 
Expand 
telepsychiatry 
services over 
time to enable 
wider outreach 
activities 
 

District 
activities 
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Streamlined Access 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame to 
Implement & 

Major 
Milestones 

 
Action Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Mental health 
services are stand-
alone, fragmented 
and difficult to 
navigate 
 
 
 
 

 
 
 
Mental health 
services will be 
integrated & 
coordinated in 
each service area 
with support 
from specialized 
services 
 
Area programs 
will be 
responsible to 
the trust for 
coordinating and 
streamlining care 
and their 
performance 
monitored on 
this basis. 
 
 
 

 
 
 
See transition 
plan for 
development 
time lines 
 
April 2005 
forward 
implementation 
phase  

 
 
 
MOHLTC to 
mandate 
District 
Governance 
 
District Trust 
through Area 
Management 
structures 

 
 
 
Mental health 
programs 
 
Consumers & 
family 
members 
through area 
programs and 
district 
councils  

 
 
 
Completion 
of 
Transitional 
Plan 
(described 
elsewhere). 
 
 

 
 
 
Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

 
 
 
Streamlined 
access to care 
for 
consumers 
and family 
members in 
SEO district. 
 
Seamless 
delivery. 
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When clients 
require 
services in 
more than 
one agency, 
multiple 
assessments 
are completed 
with little 
continuity of 
information 
across care 
providers or 
programs. 

All staff will be 
trained to use 
comprehensive 
assessment 
protocols 
suitable for 
needs 
assessments 
across diverse 
populations. 
 
Clinical 
information will 
be shared 
within district 
agencies 
through an 
electronic 
clinical record. 
 
Confidentiality 
standards will 
be upheld 
regarding 
information 
sharing. 

See transitional 
plan for 
development 
phase 
 
April 2005 
forward for 
implementations 

District Trust 
through 
district and 
area 
management 
structure 

District-wide 
specialty 
services 
 
Area-specific 
programs 
 
District 
Program 
Evaluation & 
Research 
Unit 
 
Consumers 
and family 
members 
through area 
programs and 
district 
councils 

Completion of 
transitional plan 
re protocol 
developments 
and staff training 
 
Implementation 
of computer 
networks and 
electronic 
patient care 
records across 
agencies and 
programs 

Monitor effects  
through district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

Continuity of 
information 
within program 
areas, in 
keeping with 
privacy and 
confidentiality 
standards. 
 
Improved 
identification 
of consumer 
needs. 
 
Improved 
match between 
needs and 
services 
 
Collection of 
standardized 
data for 
performance 
monitoring and 
evaluation. 
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Shared Care 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to Implement 

& Major 
Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Formal shared care 
arrangements are 
uncommon 
 
To date have 
placed too much 
burden on family 
doctors to seek out 
and maintain 
connections 
 
Family doctors 
may not have 
sufficient mental 
health skills 
 
Fragmentation of 
services across 
different Ministries 
has been a barrier 
to shared care 
arrangements 
across diverse 
population groups 

 
 
 
Programs will 
provide for all 
of consumers 
needs through 
direct care, 
indirect 
partnerships, &  
and shared care 
 
Shared care will 
be required 
within the 
mental health 
system (across 
programs) and 
with other 
sectors (such 
primary care) to 
match services 
to consumer 
needs 

 
 
 
See Transitional 
plan for 
development of 
protocols 
 
April 2005 
onward for 
implementation

 
 
 
MOHLTC 
for inter-
ministerial 
initiatives 
 
District 
Trust for 
partnerships 
with local 
agencies and 
services 
 
 

 
 
 
Primary Care 
Reform 
 
MCFCS 
 
Employment 
& Vocational 
programs 
 
Primary care 
physicians 

 
 
 
Implementation 
of proposed 
service delivery 
structure 
 
Staff training in 
community 
development 
and shared care 
arrangements 
 
Development 
of draft shared 
care protocols  
 
Additional costs 
for 
transportation 
and staff time 
for expanded 
functions as 
identified in 
business 
planning 
process 

 
 
 
Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation 
and 
accountability 
mechanisms 
 
Annual 
business plan 
 
Proportion of 
family 
physicians 
that 
community 
mental health 
programs 
have formally 
affiliated to 
their 
programs  

 
 
 
Comprehensive 
service delivery 
to consumers 
with needs that 
span different 
levels of 
disability 
 
Improve 
support to 
primary care 
 
Formal shared 
care protocols 
and service 
agreements. 
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Shared Care for Specialty Populations 

Shared care 
arrangements 
for specialty 
populations 
uncommon  
 
Specialized 
services often 
function as 
separate and 
parallel 
programs 

Specialized 
population 
services will be 
implemented 
for each 
specialty 
population 
using shared 
care strategies 
 
Specialty 
services will 
support area 
programming 
through 
provision of 
service, 
community 
enhancement, 
and skills 
development 

January 01, 
2003to March 
2005 
Transition 
phase 
 
April 2005 
onward,  

District Trust 
through 
District wide 
Services 
Program 

Specialized 
services 
 
Community 
mental health 
programs 
 
Consumers 
and family 
members 
through 
consumer & 
family 
programs and 
councils 

Completion of 
Transitional plan 
 
Implementation 
of District 
governance 
structure 
 
Implementation 
of District-wide 
specialized 
program 
 
 

Monitor effects  
through district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

Integrated 
comprehensive 
care for diverse 
populations 
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Shared Care for Children and Youth 

 
Issues: 
 
Mental health 
services for 
children & 
youth divided 
between 
MOHLTC & 
MCFCS 
 
Lack inter-
ministerial 
coordination 
necessary to 
implement 
shared care for 
children & 
youth 
 
 
 
 

 
 
 
MOHLTC take 
the lead in 
establishing an 
inter-ministerial 
process 
designed to 
examine the 
mental health 
needs of 
children and 
youth 

 
 
 
January 1, 
2002 to Mach 
2003 

 
 
 
MOHLTC 

 
 
 
MOHLTC 
 
MCFCS 

 
 
 
Political will 
 
Leadership by 
MOHLTC 

 
 
 
Report to 
Provincial 
Forum 

 
 
 
Integrated 
comprehensive 
care across the 
life span 
 
Shared inter-
ministerial 
vision for 
children & 
youth services. 
 
Reduced 
disability 
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MOHLTC 
funding for 
children & 
youth services 
is inequitable 
across service 
areas 

Create 
funding parity 
across service 
areas for 
children & 
youth services 

Next fiscal 
year (April- 
March 2003) 

MOHLTC Children & 
Youth 
programs in 
FLA and LLG  
 
Consumers & 
family 
members 
through area 
programs and 
district council 

Additional 
funding: 
 $562,500 to 

FLA 
 $1,395,000 

to LLG 

Monitor effects  
through district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual business 
plan 
 

Comprehensive 
services for 
children & youth 
based on best 
practices 
 
Improved access 
 
Streamlined care 
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Prevention, Promotion & Advocacy 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
There is no 
fulcrum for 
leadership in 
prevention, 
promotion, & 
advocacy in the 
district 
 
Consumers & 
family members 
experience stigma 
and discrimination 
 
Stigma and 
discrimination are 
primary barriers to 
recovery 

 
 
 
Create a 
“Community 
Action” program 
in the district to 
provide 
leadership in 
prevention, 
promotion, and 
advocacy 
 
Program to 
create active 
links with 
promotion and 
prevention 
efforts  
at program levels 
(such as first line 
services) 

 
 
 
Next fiscal 
year (April to 
March 2003) 
with planned  
expansion of 
resources as 
identified in 
business 
planning 
process. 

 
 
 
District 
Trust 

 
 
 
Consumers & 
family 
members 
through area 
programs and 
district 
councils 
 
Area programs 
 
 

 
 
 
New funding 
for 
Community 
Action 
Program 

 
 
 
Monitor effects  
through district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 
Annual 
business plan 
 

 
 
 
New 
Partnerships 
 
Better early 
identification 
and health 
promotion 
 
Improved 
mental health 
knowledge 
 
Consumer 
empowerment 
and enhanced 
recovery 
 
Reduced stigma 
and 
discrimination 
& improved 
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community 
tolerance   
 
Changes to 
policies that 
disadvantage 
consumers 
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Human Resources 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Wage inequities 
across district 
 
Enhancement 
opportunities 
needed for staff to 
prepare them to 
provide services to 
diverse population 
groups across all 
levels of need—
build on current 
strengths 
 
No district wide 
recruitment plan so 
staff shortages, 
particularly in rural 
areas and among 
specialized 
personnel 

 
 
 
Create a human 
resources plan 
that will include: 
 short(0-2 

yr), medium (2-4 
year), and longer 
term (4-6 yr) 
goals. 
 Plan for 

achieving wage 
parity 
 Outline core 

competencies 
for each position 
 Workforce 

readjustment 
plan 
 Recruitment 

and retention 
strategy 
 

 
 
 
Essential to 
begin this as 
part of 
transitional 
planning 
(beginning 
January 1, 
2003) but it 
should be 
retained as a 
routine 
feature of 
business 
planning. 

 
 
 
District 
Trust (e.g. 
through a 
Human 
Resources 
Planning 
Group) 

 
 
 
Human 
resource 
personnel in 
district 
 
Union 
representatives 
 
Legal and 
labour experts 
 
Clinical 
specialists re 
core 
competencies 
 
MOHLTC 

 
 
 
Will need to 
draw on 
provincial 
experiences 
and expertise 
relating to 
matters with 
broad 
implications 
 
Funding 
available to 
consult legal 
and human 
resource 
experts as 
needed 

 
 
 
Provincial 
Forum could 
coordinate 
activities 
across 
province, 
accessing 
expertise, and 
monitoring 
outcomes 
 
Monitor 
effects  
through 
district 
performance 
monitoring,  
evaluation and 
accountability 
mechanisms 
 

 
 
 
Standardization 
of core 
competencies 
and creation of 
pay equity   
 
Workforce 
readjustment 
plan 
 
Professional 
development 
and continuing 
education plan 
 
Human 
resource & 
labour relations 
policies 
including a 
coordinated 
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Continuing 
professional 
development 
opportunities 

Business 
planning cycle 

recruitment & 
retention 
strategy 
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Education and Research 
 

 
Recommendation 

or Issue 

 
Recommended 

Actions or 
Strategies 

Time Frame 
to 

Implement 
& Major 

Milestones 

 
Action 
Lead 

 
Stakeholder 
Participants 

 
Critical 

Enablers 

 
Monitoring, 

Process, 
Evaluation 

Criteria 

 
Expected 
Outcomes 

 
Issues: 
 
Need education 
and research 
opportunities in 
new community 
mental health 
systems. 
 
Need access to 
academic clinical 
leaders to help 
develop training 
programs for 
community 
capacity 
enhancement. 
 
Need to access 
academic 
researchers to 
support evaluation 
activities. 

 
 
Include Queen’s 
University in 
Trust 
 
Develop 
partnership 
agreements with 
relevant 
departments for 
community 
based service 
provision, 
education and 
training 
opportunities, 
and research 
and evaluation 
support 
 

 
 
Essential to 
begin this as 
part of 
transitional 
planning 
(beginning 
January 1, 
2003) but it 
should be 
retained as a 
routine feature 
of business 
planning. 

 
 
District 
Trust  

 
 
Queen’s 
University, 
through 
appropriate 
departmental 
structures. 
 
Academic 
psychiatrists 
and allied 
professionals 
with University 
appointments 
 
 

 
 
Funding for 
additional 
faculty 
positions for 
specialized 
programs 
 
Formal 
partnerships  

 
 
Community 
capacity 
development 
 
Recruitment 
and retention 
of psychiatrists 
and affiliated 
mental health 
personnel 
 
Enhanced 
capacity for 
staff to deal 
with complex 
needs of 
consumers 
across the life 
span and 
across all levels 
of disability 
 

 
 
Creation and 
application of 
new knowledge 
concerning 
best practices 
 
High quality 
learning 
opportunities 
for students 
 
Highly 
qualified labour 
force 
 
Teaching 
opportunities 
for staff 
through faculty 
appointments 
 
Strong 
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Specialized 
psychiatric 
resources are 
University-based 
through Queen’s 
University 
affiliated teaching 
hospitals.   
 
Continuing 
professional 
development 
opportunities for 
staff. 

Program 
delivery 
consistent with 
best practices. 

coordinated 
continuing 
professional 
development 
program 
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Appendix H 
Glossary of Terms 
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Glossary of Key Terms 

 
 

Term Definition 

Abstinence The practice of not using alcohol and drugs [1]. 

Accountability The obligation to answer for results and the manner in which 
responsibilities are discharged [2]. 

Advocacy The work or act of pleading for or supporting a cause [1]. 

Amalgamation The combining of distinct elements, associations, regions, or organization 
into one uniform whole [1]. 

Ambulatory Temporary or walk-in [1]. 

Anticipated 
Duration/Current 
Duration 

Evidence may indicate that the client’s problem may be ongoing in nature. 
This does not mean that the problems are continuous.  There may be 
intermittent periods of full recovery [3, 4]. 

Assertive Community 
Treatment Team 
(ACTT) 

A self-contained multidisciplinary clinical team, which provides treatment, 
rehabilitation, and support, services to clients with severe and persistent 
mental illness.  This service can be provided on an on-going basis.  Seventy-
five percent or more of the services are delivered outside program offices.  
The team emphasized outreach, relationship building, individualization of 
services and client choice [3, 4]. 

Augmentation Costs The costs associated with increasing the size of something [1]. 

Authority The legitimate power to make decisions or take action [2]. 

Benchmarking Identifying best practices or performance in a certain area and using this as 
the standard for comparing local performance [5]. 

Best Practices The document, Review of Best Practices in Mental Health Reform, defines 
best practices as those “activities and programs that are in keeping with the 
best possible evidence about what works.” (Health Systems Research Unit, 
Clarke Institute of psychiatry, 1997). Best practice models influence policy 
and direction at both the services system level and the services delivery level 
[3, 4]. 

Bureaucracy An agency for the co-ordination of related activities, most often public or 
government business [1]. 

Case Management Involves building a trusting and respectful relationship with clients and 
providing constant and ongoing support, even when a client’s needs change 
and cross service settings.  Core functions include assessment, planning, 
linking, monitoring, and advocacy [6]. 
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Catchment The region from which a facility draws its clients [1]. 

Client Autonomy As a client, being at liberty to follow one’s will [1]. 

Clinical Criteria 
 

Standard of care or statements that define appropriate clinical care that serve 
as benchmarks against which actual clinical care can be evaluated [7]. 

Collaboration To work in conjunction or co-operation with others [1]. 
 

Community Action A planned process to activate a community to use its own social structures 
and any available resources (internal or external) to accomplish community 
goals, decided primarily by community representatives and consistent with 
local values.  Purposive social change interventions are organized by 
individuals, groups, or organizations from within the community to attain 
and then sustain community improvements and/or new opportunities [8]. 

Community Based 
Service 

Defined by, directed and accountable to the community, Mental Health 
services provide education, prevention and a range of interventions in 
collaboration with consumers and their families. Services are defined, 
directed and accountable to the community, targeted clinically while building 
on the community capacity. Funding sources may vary but the principles of 
universality are constant. [33]. 

Community Treatment 
Orders 

Agreements that outline the conditions under which individuals with a 
serious mental disorder have the opportunity to live safely in the 
community.  Community Treatment Orders are for: 

 Individuals who suffer from serious mental disorders and who 
have a history of repeated hospitalizations and who meet the 
assessment or committal criteria in the Mental Health act, and 

 Involuntary psychiatric patients who agree to a 
treatment/supervision plan as a condition of their discharge from a 
psychiatric facility to the community [9]. 

Compensation Scheme The rules and processes for paying salaries and benefits [1]. 

Compliance Following or carrying out the advise, instructions, or direction given [1]. 

Concurrent Disorder The co-existence of both a mental illness and a substance abuse disorder in 
an individual. 

Consumer In the broadest sense, a consumer is anyone who is directly or indirectly 
impacted by a program [10]. This definition would include the direct 
recipient of the service as well as family members or significant others. 

Consumer-provider A consumer who is employed as a mental health provider [6]. 

Consumer 
Empowerment 

The consumer’s ability to make decisions and have control over his or her 
personal life [11]. 

Consumer Initiatives Recovery oriented programs run by consumers that promote self-reliance 
and empowerment. 
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Continuous Quality 
Improvement 
 

Based on the belief that there is always room to improve the quality of 
clinical care provided, continuous quality improvement analyzes statistical 
information gathered about key elements of the care process in order to 
identify areas for improvement.  Problems are viewed as stemming from the 
system rather than the individual so remedial programs are directed toward 
improved system functioning [10]. 

Continuum of Care The continuing succession of health care services, or whole set of services, 
no part of which can be distinguished from another except by arbitrary 
division [12]. 

 

Core Competency A complex interaction and integration of knowledge, skills and professional 
behaviors and judgment.  It also embodies the ability to generalize 
competency or transfer and apply skills and knowledge from one situation 
to another [13]. 

County 
 

In this document the term county is meant to include the entire area of the 
upper tier county as well as separated cities and towns as follows: 

 Hastings: including The County of Hastings, the City of Belleville and 
the City of Quinte West 

 Prince Edward: The County of Prince Edward 
 Frontenac: including the City of Kingston and the Townships of 

Central Frontenac, Frontenac Islands, North Frontenac and South 
Frontenac 

 Lennox & Addington: The County of Lennox & Addington 
 Lanark: including the County of Lanark and the Separated Town of 

Smiths Falls 
 Leeds & Grenville: The United Counties of Leeds & Grenville, the City 

of Brockville and the Separated Towns of Gananoque and Prescott  

Court Diversion Directing individuals away from the criminal justice system and toward the 
treatment system, with the intent of breaking the cycle of repeated contacts 
with the criminal justice system [14]. 

Crisis The onset of an emotional disturbance or situational distress (which may be 
cumulative), involving a sudden breakdown of an individual’s ability to cope 
[3, 4]. 

Crisis Intervention` Refers to active treatment and support offered as soon as possible after an 
individual have been identified as in acute distress [3, 4]. 

Crisis Services A range of functions to provide appropriate, timely and well-coordinated 
responses for persons in crisis.  It includes services such as telephone hot 
lines, mobile outreach teams, safe beds and emergency rooms, as well as 
crisis prevention services and ongoing supportive services [6]. 

Decarceration See deinstitutionalization. 
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Decentralized and 
Responsive Regional 
System` 

The Ministry will be moving system management responsibilities to regional 
offices in order to respond to regional needs.  This change created a need to 
develop or update the regional/local implementation plans to build service 
accountability and strong service integration mechanisms. 

 Regional:  Seven Ministry of Health Regions as defined by 
FutureShape:  Toronto, Central West, Central South, Central East, 
Southwest, North and East 

 Local:  The seven Ministry of Health regions that may be 
subdivided into local, smaller entities. 

 Community:  Stakeholders within a given geographic area, which 
can be regional, local or by another community (such as the 
consumer/survivor community) [3, 4]. 

Dein-stitutionalization The process or action of removing someone from an institution, such as a 
mental hospital, or from the effects of institutional life [1]. 

 

Delinking The concept is used in relation to supportive housing.  Delinking means a 
person’s eligibility for accommodations is note affected by his/her support 
service needs [3, 4]. 

Designated Title A provider title, such as nurse, psychologist, and pharmacist, protected 
under Provincial law.  Only providers who are registered members of the 
profession may use the title. 

Determinants of Health Include the following: income and social status, social support networks, 
education, employment and working conditions, physical environment, 
biologic and genetic endowment, personal health practices and coping skills, 
healthy child development and health services [15]. 

Developmental 
Disability 

A condition of intellectual impairment, present or occurring during the 
formative years, which is likely to continue indefinitely and is associated 
with substantial functional limitations in several areas of major life activity 
[16]. 

Devolved The action of having delegated responsibility to another person or 
organization [1]. 

Diagnosis For example, schizophrenia, mood disorders, organic brain syndrome, and 
paranoid and other psychoses.  Other diagnosable disorders such as severe 
personality disorder, concurrent disorder, or dual diagnosis are also included 
[3, 4]. 

Disability Refers to the fact that some individuals lack the ability to perform basic 
living skills such as eating, bathing, or dressing;  
Maintaining a household, managing money, getting around the community 
and appropriate use of medication; and functioning in social, family and 
vocational-educational contexts [3, 4]. 

Dissemination The spreading of information to others [1]. 
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District Health Councils District Health Councils (DHC) are established by Order-in-council, under 
the Ministry of Health Act, to advise the Minister of Health on health needs.  
District Health Councils are Schedule III Agencies and non-profit 
corporations with limited liability.  
The mandate of a DHC is:  to advise the Minister on health matters and 
needs in the council’s geographic area; to make recommendations on the 
allocation of resources to meet health needs in the council’s geographic area; 
to make plans for the development of a balanced and integrated health care 
system in the council’s geographic area; and to perform any other duties 
assigned to it under this or any other Act or by the Minister. 
There are 16 District Health Councils in Ontario.  Each DHC has about 20 
volunteer members.  Each DHC office has about 10 staff [3, 4]. 

Divestment The taking away or selling off an investment or subsidiary [1]. 
 

Dual diagnosis Will address the critical human resource needs for persons with a dual 
diagnosis of developmental disability and mental disorder.  Developmental 
disabilities are life long conditions, typically beginning prior to the age of 18, 
where individuals develop and grow more slowly than others. Individuals 
may have difficulty understanding abstract concepts or adapting to some of 
the demands of daily life. The nature and level of disability varies greatly 
between individuals and it may or may not be accompanied by other 
physical conditions. An individual with a development disability who also 
has a diagnosable mental disorder is considered “dually diagnosed”. 
This definition is adapted from the BC chapter of the Association of 
Community Living. 

Efficiency The power or ability to accomplish the purpose intended [1]. 

Epidemiology The study of the spread and distribution of illness in a population [1]. 

Equity Being equal or fair [1]. 
 

Evidenced-based 
Practices 

The conscientious, explicit and judicious use of current best evidence in 
making decisions about health care practice [17]. 
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First Line Services Refers to prevention, assessment and treatment provided by frontline health 
care providers including general practitioners, mental health services, social 
services, hospital emergency services and hospital primary care clinics.  
Example of first line services include: 

 Information and referral 
 Crisis telephone lines 
 Mobile crisis teams 
 Schedule 1 hospital emergency services 
 Holding/safe beds 
 Primary care physicians 
 Mental health counseling 
 Mental health promotion 
 Early detection 
 Community health centers, and  
 Health service organizations [3, 4]. 

First Priority Population The primary target population for mental health reform remains those 
individuals with a serious mental illness.  The three categories to identify 
these individuals are: disability, anticipated duration and/or current 
duration, and diagnoses.  The critical dimension is the extent of disability 
and serious risk of harm to themselves or others, related to a diagnosable 
disorder [3, 4]. 

Fitness Assessment A legal process for determining when an accused person has adequate 
mental competency to proceed to or to continue their legal trial [18]. 

Forensic Having to do with courts of law [1]. 

Frontline Health Care 
Providers 

These included general practitioners, mental health services, social services, 
hospital emergency services and hospital primary care clinics [3, 4]. 

Geriatric Having to do with old people [1]. 

Goal 
 

A general statement that coveys the policy direction or strategic aims of an 
organization [5]. 

Governance Structure 
 

The governance structure has the authority and responsibility for the formal 
structure, essential policy, and operating procedures of an organization or 
system.  It has the authority to create, develop, direct, maintain, or dissolve 
an organizational entity [19]. 

Half-way House A special home in the community where clients may live for a period of 
time at a subsidized cost and with semi-supervision [18]. 

Harmonize To bring two or more things into agreement [1]. 
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Health Promotion The process of enabling people to increase control over, and to improve, 
their health. To reach a state of complete physical, mental and social well-
being, an individual or group must be able to identify and to realize 
aspirations, to satisfy needs, and to change or cope with the environment. 
Health promotion actions are building health public policy, creating 
supportive environments, strengthening community action, developing 
personal skills and reorienting health services [35].   

Health Services 
Restructuring 
Commission 

The HSRC was established in April 1996 as an organization at arm’s length 
from the Ontario Government.  The Commission’s mandate is to make 
decision about hospital restructuring and to recommend changes to other 
aspects of the health care system.  The HSRC is guided by three principles:  
enhancing or maintaining the quality of health care, accessibility of health 
care and affordability of health care [3, 4]. 

Holistic Care Care that deals with the whole person, not merely the physical condition [1].

Homeless/Socially 
Isolated 

A definition of this population that was developed in 1996 is:  “A person is 
considered homeless or socially isolated if s/he lacks adequate shelter, 
resources and community ties or whose accommodations is at risk given a 
lack of resources and community ties.” (Levine, 1983) [3, 4]. 

 

Hospital Emergency 
Services 

Health services that are provided in a hospital after the onset of a medical 
condition that manifests itself by symptoms of sufficient severity, including 
severe pain, that the absence of immediate medical attention could 
reasonably be expected by a prudent layperson, who possessed an average 
knowledge of health and medicine, to result in placing the patient’s health in 
serious jeopardy, serious impairment to bodily function, or serious 
dysfunction of a bodily organ or part [12]. 

Housing Support 
Services 

Used to describe the delinked service which may also include case 
management, social rehabilitation, assertive community treatment teams, 
and to some extent, crisis intervention services [3, 4]. 

Incarceration Being imprisoned [1]. 

Independence Living in the community, requiring the least intervention from formal 
services and, to the greatest extent possible, making one’s own decisions [3, 
4]. 

Indicators 
 

Well-defined, quantifiable variables related to the provision or outcome of 
care [7]. 
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Individual with multiple 
or complex needs 

A person who meets the criteria for serious mental illness, has had past 
episodes of aggressive or violent behaviour and has one or more of the 
following characteristics:  three or more psychiatric hospital admissions 
within the last two years:  has been detained in an inpatient facility for 60 or 
more days within this period; subject to two or more police 
complaints/interventions within the last 12 month or have been 
incarcerated in a correctional facility for 30 or more days within this period; 
recently evicted form housing, or is homeless, or living in shelters; current 
problems with drugs and/or alcohol; and /or problems following-up with 
recommenced treatment plans [3, 4]. 

Infrastructure The collection of smaller structures and parts that together provide the 
foundational support of a system [1]. 

Institutionalization The condition or state of being placed in an institution [1]. 

Integrated Treatment Treatment that links together various components of treatments [12], such 
as substance abuse and mental health treatment. 

 

Integration The combining or adding together of separate parts or elements to make a 
whole [1]. 

Intensive Case 
Management 

A set of services geared toward high need individuals with the intent of 
assisting them to remain out of hospital. 

Intensive Services Refers to mental health assessment, treatment and support services, which are 
provided in community or hospital settings and are focused on people with 
serious mental illness.  Examples of intensive services include: 

 Intensive case management/housing supports 
 Skill development and psycho-social rehabilitation programs 
 Medication clinics, and  
 Schedule 1 psychiatric in patient and outpatient services (including 

triage to inpatient care, day hospital and home treatment, and 
ambulatory outpatient services [3, 4]. 

Intensive Services at 
Schedule 1 Facilities 

The mental health assessment, treatment and support services provided at 
Schedule 1 facilities and focused on people with serious mental illness. 

Interdisciplinary Referring to two or more types of providers or health disciplines [1]. 

Levels of Need These levels focus on the range of client’s needs, which then determine the 
types of services required.  The levels:  First Line, Intensive and Specialized 
emphasize a multi-disciplinary, client-centred approach to the delivery of 
mental health services [3, 4]. 

Locked Facility Any psychiatric or correctional facility that is under lock [18]. 

Maladaptive Behaviors Behaviors that are antisocial or against the normal morality of a person [21]. 



E N  A V A N T !  

Appendix 286

 

Mandate To delegate authority to a person or an organization. 
A contract that directs a person or an organization to provide certain 
services on behalf of another person or group of people [1]. 

Marketing 
 

A planned attempt to influence the characteristics or behaviours of 
consumers. Social marketing is the use of marketing techniques to bring 
about social change [3]. 

Mental Health The capacity of the individual, the group and the environment to interact 
with one another in ways that promote subjective well-being, the optimal 
development and use of mental abilities (cognitive, affective, and relational), 
for the achievement of individual and collective goals consistent with justice 
and the attainment and preservation of conditions of fundamental equality 
[22]. 

Mental Health 
Promotion 

The process of enhancing the capacity of individuals and communities to 
take control over their lives and improve their mental health [23].  It is 
oriented towards building strengths, resources, knowledge and assets for 
positive health, with the people concerned controlling issues and processes.  
It focuses on the enhancement of well-being, rather than on illness [24]. 

Ministry Implementation 
Team – Governance 

This team is comprised of the Ministry Regional Director for mental health, 
Administrator of the PPH, other Ministry staff and representatives from the 
public hospital that will be receiving the transferred services.  The purpose of 
this team is to facilitate the development of the legal transfer agreement 
designed to support the transfer of governance and management of the PPH 
to the public hospital.  The team is also responsible for ensuring that steps 
are taken towards the development of the human resources agreement 
between Government and the public hospital [3, 4]. 

 

Ministry Implementation 
Team – System 

This team has broader membership because it is dealing with program design 
and linkages with other parts of the system.  Membership includes 
representatives from the affected hospitals, District Health Councils, 
community providers and local citizens.  The purpose of this team is to 
develop, following the transfer of governance, the best approach to 
restructuring the PPH services and the subsequent closure of the PPH, if 
appropriate [3, 4]. 

Mobile Outreach Teams Multidisciplinary, accountable, mobile outreach teams will offer consultation 
assessment and treatment planning services to both first line and intensive 
service providers and to families.  Wherever possible, an emphasis will be 
placed on averting hospitalization and allowing the client to remain in an 
integrated setting in the local community.  Where necessary, however, mobile 
outreach teams will facilitate immediate access to specialized services.  The 
functions provide include assessment, clinical consultation, crisis 
intervention, case management, education (in-service training), client 
advocacy and developing linkages with other services [3, 4]. 

Modalities Procedures or methods for achieving something [1]. 
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Multidisciplinary Team A team that combines the approaches or methods of many health disciplines 
[1]. 

Needs Assessment In the broadest sense of the term, any study of the needs, wants, preferences, 
values, or ideals that might be relevant to a program planning [10]. 

Objective Specific, measurable statements of intent [5]. 

Outcomes Post-treatment effects.  In conducting outcome evaluations, it is important to 
distinguish immediate treatment outcomes from longer-term outcomes that 
may only become evident over time [10]. 

Outreach A proactive approach of raising awareness of and reaching potential clients 
within their own community who have, or are at risk of developing, mental 
health problems. The emphasis is on promotion, prevention and early 
detection while crossing the spectrum of severity and the life span. Services 
assume an information, referral and/or brokerage function to facilitate care, 
and extend services beyond what are seen as the “usual boundaries” 
(geography, location, mandate) [33]. 

Oversight The supervision or review of an activity [1]. 

Peer Provider See consumer-provider. 

Performance The degree of progress toward stated goals and objectives [5]. 
 

Performance Indicator A marker or measure that quantifies progress toward goals and objectives [5].

Performance monitoring A means of monitoring progress toward desired endpoints [5]. 

Performance Targets Represent a commitment made in advance to achieve a certain level of 
performance such as reducing the 30-day readmission rate to 10%.  A good 
target clearly relates to an organizational objective and is realistic [5]. 

Prevalence The number of occurrences of an event (such as a disease) during a particular 
period of time [25]. 

Prevention Activities that seek to eliminate those factors that cause or contribute to the 
incidence of mental illness [26]. 

Primary Care  Is care that is continuous, accessible, comprehensive, coordinated and 
accountable [34].  

Program Logic Reflects the theory about the way in which the program brings about effects 
[10]. 

Provincial Psychiatric 
Hospitals (PPH) 

Provincial Psychiatric Hospitals are operated by the Government of Ontario 
and provide inpatient and outpatient treatment and rehabilitation for people 
with serious mental illness [3, 4]. 
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Psychogeriatric Relating to mental illness in the old [1]. 

Psychotherapy Any form of treatment for mental illness, behavioral mal-adaptations, and or 
other problems that are assumed to be of an emotional nature, in which a 
trained person deliberately establishes a professional relationship with a 
patient for the purpose of removing, modifying or retarding existing 
symptoms, of attenuating or reversing disturbed patterns of behavior, and of 
promoting positive personality growth and development [27]. 

Quality Assurance 
Program 

A program that evaluates the care and services provided and the results 
achieved in comparison to accepted standards [25]. 

Recommendations Suggestions for specific, appropriate actions [10]. 

Recovery The sum of activities required to ensure patients the best possible physical, 
mental and social conditions so that they may, by their own efforts, resume 
as normal a place as possible in the life of the community [28]. 

Rehabilitation The on-going process to address the long term and broad effects of illness, 
disorders or life events such as abuse. Rehabilitation assists the person and 
the family to return to as optimum a level of mental and physical health as 
possible.  
Rehabilitation includes: 

 Activities that occur after acute treatment and are directed towards 
improving, restoring or maintaining a person’s capacity for health  

 Relapse prevention and wellness promotion  
 Approaches focusing on improved functioning in living, learning 

and working environments; and  
 A specific focus on improving vocational and employment 

functioning [3, 4]. 

Reintegration The re-establishment of a person into their former condition or setting [1]. 

Reinvestment A new or second investment in something [1]. 

Resettlement The process of settling a group of people into a new living setting [1].  For 
example, transferring people from hospital to community. 

Residential Treatment Treatment including lodging and board provided in a protective 
environment, such as a residential care facility, community-based living unit, 
group home, apartment, or foster home, to patients, including the mentally 
retarded, chemically dependent, or mentally ill who are not in an acute phase 
of illness, but still require a structured environment [12]. 

Residential Treatment 
Facilities 

These facilities provide specialized services in a residential setting for people 
who require a higher level of support in order to be discharged from long-
term hospitalization.  The function of the residential treatment facility is to 
facilitate transition to independent housing for the more complex and 
disabled provincial hospital residents [3, 4]. 

Responsibility The obligation to assume a role or take a specific action(s) [2]. 



E N  A V A N T !  

Appendix 289

Restructuring The process of re-organizing the delivery of mental health care into a new 
arrangement of services and service delivery [1]. 

Schedule 1 Facility A facility named in the first list of psychiatric facilities that appears in the 
regulations to the Mental Health Act.  This list includes provincial psychiatric 
hospitals, specialty psychiatric hospitals and many general hospitals 
throughout the province [29]. 

Scope of Practice An inventory of processes that make up specified function of a health 
profession, including activities performed by governance, managerial, 
clinical, and academic personnel [12]. 

Senior An elder person [1]. 

Serious Mental Illness Definition coming from MOHLTC 

Shared Service Models 
of Care 

This model ensures that clients with multiple problems that cross a variety 
of service jurisdictions receive coordinated services [3, 4]. 

Shared Care Services A consultative/collaborative model of care provided by mental health 
specialists and front line health care providers to meet the needs of the 
individual [33]. 

Specialized Forensic 
Services 

One of the specialized clinical programs available in regional hospitals.  
Functions of the specialized forensic services include the assessment, 
treatment and clinical management of people with a mental illness who may 
be accused of or committed violent, dangerous or criminal acts.  Clinical 
programs are directed at treating mental illness and reducing risk of re-
occurrence.  The target population is different from other psychiatric 
programs, i.e. patient who represent a very high risk of violence or who 
have complex overlapping needs relating to aggression, legal status, and 
clinical/risk management [3, 4]. 

Specialized Inpatient 
Services 

Highly specialized mental health programs provided in inpatient settings 
that focus on serving people with serious mental illness who have complex, 
rare and unstable mental disorders. 

Specialized Services Refers to highly specialized mental health programs provide din community or 
hospital settings and which focus on serving people with serious mental illness 
who have complex, rare, and unstable mental disorders.  Long-term care is not 
synonymous with specialized care.  Treatment, rehabilitation, and support 
services are integrated within each program/service type and proved through a 
multidisciplinary team approach.  Examples of specialized services include: 

 Assertive community treatment teams 
 Specialized mobile outreach teams 
 Residential treatment facilities 
 Specialized inpatient and outpatient services, and  
 Regional forensic services [3, 4]. 
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Specialized Services in 
Hospitals 

Specialized services in hospitals involve the provision of health care by 
specialized professionals.  Specialized services are provided to persons with 
serious, complex, and/or rare mental disorders whose service requirements 
cannot be met in the first line or intensive level of services.  Specialized 
services include special intensive programs and both episodic and long-term 
rehabilitative care for people with sever and chronic symptoms.  It includes 
outpatient, outreach and consultative services.  These specialized hospital 
programs are almost always affiliated with a university health science centre 
[3, 4]. 

Specialty Champion A provider who is recognized as an expert in the clinical, research, and 
teaching practice of a specialty area [30]. 

Specialty Population The specialty populations identified by the Southeastern Ontario Mental 
Health Implementation Task Force are children & youth, concurrent 
disorders, consumers, dually diagnosed, families, forensics, general public, 
seniors, and the seriously mentally ill. 

Specialty Mental  
Health Sector 
 

Organizations and individuals who provide mental health services 
exclusively.  The specialty sector is to be distinguished from general medical 
practice sector which may provide mental health care in primary or other 
care settings [19]. 

Stakeholders Someone who has substantial ego, credibility, power, futures, or other 
capital invested in a program and, therefore, can be held to be at some 
degree at risk with it [10].  Stakeholders comprise a much larger group than 
program consumers. 

Standards of Practice Benchmarks of workplace performance.  They can be used to ascertain and 
to determine fitness to practice [31]. 

Standardized Having made a uniform rule, measure, or condition [1]. 



E N  A V A N T !  

Appendix 291

 

Stigma A ‘mark of shame or discredit.’  People with mental health problems are 
often stigmatized due to lack of knowledge, misinformation and fear.  
Negative stereotypes and discrimination towards people who experience 
mental health problems continue to exert an unfortunate influence on us all 
[32]. 

Strategic Reinvestments The reformed mental health system will make reinvestment decisions 
strategically instead of on a program-by-program basis.  Program funding 
will be directly tied to program performance so that reliance on inpatient 
services is decreased and the continuum of community and inpatient 
services is sufficiently funded to meet a diverse range of client needs [3, 4]. 

Support Approaches and services to assist the individual to sustain a good quality of life 
and to access social and health care services. Support includes: 

 Service coordination  
 Peer supports and self-help initiatives  
 Housing and income related services; and  
 Social supports such as drop-ins, recreational programs, volunteer 

and educational programs [3, 4]. 

System Functioning The set of institutional activities directed toward meeting the system’s 
purposes. 

System Integration The combining of different units or parts under a united system. 

System 
Management/Service 
Delivery Responsibility 
and Accountability 

These approaches will allow greater accountability in the reformed mental 
health system.  The mental health system will be measure against the 
accountability framework that is to be developed.  Measures of success will 
include wellness and quality of life indicators, not just symptom reduction.  
Linking funding to system and program performance is a critical element of 
system change [3, 4]. 

Target Population The intended recipients of the program [10]. 

Telepsychiatry The use of telecommunication equipment and information technology to 
provide clinical care to individuals at distant sites and the transmission of 
information and images needed to provide that care [25]. 

Tertiary A specialized, highly technical level of care that includes diagnosis and 
treatment of disease and disability.  It offers highly centralized care to the 
population of a large region [25]. 

Transportation The process of moving a person from one place to another [1]. 
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Treatment  Those interventions directed toward assessing, alleviating, reducing or 
managing the symptoms of an illness or disorder, or symptoms resulting 
from trauma of abuse. Treatment includes: 

 Identification and assessment of signs and symptoms 
 Bio-psycho-social investigations 
 Diagnostic evaluation 
 Clint-centered consultation i.e., with the client present, and case-

centered consultation i.e., with providers 
 Development of working alliances among providers to ensure a 

collaborative treatment approach 
 Counseling and psychotherapy i.e., individual, family and group 
 Medication management i.e., provision and monitoring 
 Hospitalization, and  
 Specific medical and psychiatric care i.e., physical health care, 

psychiatric monitoring, crisis assistance, medical/legal assessments 
and interventions, and other medical interventions [3, 4]. 

Triage To assign patients to health care services according to the urgency of their 
conditions [1]. 

Trust Term used throughout this document to refer to an umbrella organization 
empowered by the Ministry of Health and Long Term Care to oversee and 
steer mental health system level functioning. 

Utility An economic term meaning the value of something to an individual or an 
organization [10]. 

Universality The ability to provide access to Mental Health Services in an equitable 
manner, across the defined geographic area regardless of severity of illness 
and throughout ones life span. [33]. 
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