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CAPITAL
Regional Mental Health Program

Need-Care Gap Panel
Mental Health Research Showcase, 2006

BRIDGING FOR TRANSITIONAL CARE
(AKA: Bridging Care Transitions)

Problem

While considerable attention has been given to creating a continuum of mental health
services across jurisdictions, discrete points along the continuum have frequently been
developed in isolation — most often from either a hospital/site based or a community-
based perspective. In perpetuating these historic solitudes, the continuum of service we
create remains fragmented. This fragmentation and complexity is frequently cited in
cross sector planning forums, and in the literature, as a significant barrier to
comprehensive, integrated and continuous care for all client populations.

Regionalization of mental health services in Alberta provided us an opportunity to look at
how we deliver and develop services across the care continuum. Within the Capital
Health region, extensive stakeholder consultation was undertaken in late 2003/early 2004
as an initial step in developing a regional mental health strategic plan. Improved
coordination between inpatient units, emergency departments and crisis services and
appropriate community based services and supports was a planning priority identified
across stakeholder groups. Such coordination was envisioned as significantly
contributing to the individual client’s quality of life and decreasing the burden of care
being experienced by families, care givers and support systems.

The drivers behind the call for the integration of care/services include an aging
population with increasingly complex care needs, increasing care costs, declining levels
of informal supports, an increased awareness of the risk for medical errors and quality
deficiencies that arise during transitional care periods and the commitment to incorporate
research evidence into care planning and delivery. Continuity of care across care
settings and between care providers is extensively supported in the literature (Coleman &
Berenson, 2004; Kirby & Keon, 2006). Of note, a major study in Alberta, by Adair et al.
(2004), found that the orderly movement of patients among the diverse elements of the
service delivery system resulted in improved quality of life, improved community
functioning, increased satisfaction with services, lower symptom levels and better self-
reported health. In fact, entire journals have been developed devoted to this particular
subject (e.g. The Journal of Integrated Care, Lippincott’s Case Management, etc). Much
of the existing literature, however, details the costs — both fiscal and human - of
fragmented care. Very little research exists specifically addressing transitional care needs
(Plochg, Delnoij, van der Kruk, Janmaat & Klazinga, 2005; Tew, 2005) or how to best
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meet those needs (Coleman & Berenson, 2004; Lyon, Miller & Pine, 2006; Powell,
2006).
Solution

We initially planned to address transitional care gaps through the creation of dedicated
Bridging Teams. These teams would accept care from the acute and/or emergency care
provider and work to provide services and support until a “firm handshake” to regular
community based services and supports transferred care. This model is well described in
the literature across a variety of care and client populations. It was also in keeping with
the recommendations received during the stakeholder consultations.

We required new and additional resources to implement this strategy and, therefore,
applied for provincial mental health innovation funding. We were successful, however,
only received 50% of the funding requested. With this additional funding we could add
some new deck chairs and rearrange some other deck chairs to provide some elements of
care coordination in some areas. In doing so, we would likely increase system
fragmentation and complexity, and definitely add to everyone’s confusion.

We decided the solution did not lie in deck chairs — or bridges. Even if we had enough
resources to buy all the bridges we might need, we would only be narrowing the gap —
replacing one gap with two narrower gaps — both of which would need to be bridged.
Our solution called for moving from thinking of bridges as structures/things (nouns) to
thinking of bridging as an action (verb). To span a gap, action/care (coming and
going/giving and receiving) must be anchored at either side of the gap.

This paradigm shift rests on the recognition that a “continuum” is “an indivisible whole.”
As a regional program, with all the elements of a full spectrum of mental health care, we
are in a position to build this sense of shared identity, accountability and responsibility.
We have many initiatives underway with these same themes or directions both within the
Regional Mental Health Program (RMHP) and between the RMHP and other care and
service sectors.

This initiative is focused on the transitional care needs of individuals returning to their
community from inpatient care. To anchor the bridging service in the community, we
are planning that existing care relationships will be supported and continued as much as
possible. Community based mental health providers will remain connected to the client
as they move through inpatient care — sharing information with the inpatient team,
participating in discharge planning, staying connected to the client and arranging timely
follow-up. The inpatient providers will anchor the other side of the transition. They will
ensure that the community based provider is identified and contacted at the time of
admission. They will keep the community based provider informed of the client’s
progress and any changes in the timing or planning regarding discharge. They will insure
the community provider has complete and accurate information about the client’s needs
prior to the client leaving inpatient care.

CAPITAL 2



For individuals who do not have an existing relationship with a mental health provider,
the inpatient staff will make contact with the most appropriate (based on the client’s
needs) community based provider and support their introduction to the client and the
arrangement of timely follow-up care prior to discharge. Current collective agreements
prevent us from having inpatient based staff provide care outreached to the community.

Additional resources will be added to facilitate this work as the actual transitional care
needs and populations are more clearly identified. Thus far, we have found that,
approximately 85% of individuals in acute mental health beds (all ages/all regional sites)
have had active involvement with a professional mental health provider within three
months of their admission. Preliminary data has shown that transitional care needs are
tending to cluster around quality of life (versus basic survival) factors.

Finally, to support this practice change, considerable education and change management
approaches, with and across staff groups, is needed.

Evaluation

The Alberta Quality Matrix for Health is being used to guide all aspects of the project
evaluation. Performance indicators and suggested measures/targets developed. Specific
evaluation questions are under development. An overall multi-modal framework for
outcome monitoring and evaluation has been drafted and reviewed with advisory
committee. Further refinement is underway.

Result

We began implementation plan for this initiative in the spring, 2006. Cross sector and
cross site implementation planning has resulted in considerable system synergy focused
on improved quality of care and enhanced cross sector/cross site collaboration.

By building on existing programs and resources, we have been able to leverage learning
from many other pilot projects. This fall, the Children’s Mental Health Program will
begin working to expand their very successful School Mental Health Liaison project.
This initiative saw support, assistance and direction being provided to schools and
families as children were discharged from acute and specialized inpatient child mental
health programs. School Mental Health Liaison staff work closely with the inpatient
staff, child and family while the child is in hospital and continues that support as the child
returns home, mentoring the classroom teacher and school community in how to support
the child.

In geriatric/seniors mental health, a long history of collaboration in care provision and

program administration, is being leveraged to develop shared care pathways and to
address remaining cross site barriers to service integration.
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Within the adult mental health system, two pilot sites will be testing two versions of
bridging. One site will incorporate outpatient stabilization staff and the other will work
directly with community based providers.

Questions for the experts:

1) How do we reduce the tensions (competitive, cultural, professional, etc) between
services/sectors (hospital, outpatient and community)? And,

2) What level of tension is necessary for optimal system functioning?

Presenter:

June Clark

Director, Adult Acute Care & Edmonton Clinic
5" floor, 9942 — 108" Street

EDMONTON, AB. T5K 2J5

Phone: (780) 429 — 7840
Fax: (780) 427 - 0424
Email: JuneClark@cha.ab.ca
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Palliser Health Region Mental Health/Children’s Services Liaison Worker

Jane Gyorkos
Regional Manager — Mental Health
Palliser Health Region

Mental Health Innovation Fund Project Title
Mental Health /Children’s Service Liaison Worker
Presenter

Jane Gyorkos, RN, BN, MN

Regional Manager — Mental Health
Palliser Health Region

(403) 529- 88824 Fax (403) 28-8147
jayorkos@palliserhealth.ca

Presentation Outline

1. Problem
a. Background
i. Disconnect between organizations servicing children
1. Inefficiencies
2. Misunderstandings
3. Service Duplication
ii. Target population
1. Children and adolescents in care
b. Best practices
2. Solution
a. Develop strategies in partnership that address need care gaps
i. Streamline inter-organizational processes
1. Source: Utilization data from both services
ii. Develop inter-organizational relationships
1. Source: Staff satisfaction surveys
iii. Decrease service duplication/overlap
1. Client satisfaction surveys
b. Build service capacity
3. Evaluation
a. Increased volume of children and adolescents in care receiving service in region
b. Increased satisfaction of service providers with inter-organizational relationship
c. Increased client satisfaction with service
4. Results
a. Increased service capacity across the region
i. Improved collaborative partnership practices
ii. Increased access
iii. Increased service delivery collaboration
b. Improved client outcomes
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Palliser Health Region Mental Health/Children’s Services Liaison Worker

Questions for experts

1. What are the barriers that prevent implementation of innovations in mental health service
delivery?

2. What direct service delivery level elements are essential for sustaining the momentum of
mental health service innovation?
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ASPEN
Brief

Mental Health Showcase Presentation

TELEHEALTH ASSESSMENT & THERAPY FOR CHILDREN AND FAMILIES
IN RURAL ALBERTA

Submitted by Bob Lyons

1. Problem

In a region with rural and remote communities depending on natural resources
and tourism, accessing specialized child psychiatry services faces many problems
including travel times and costs to clients and professional, access to specialized
children’s services and clinical knowledge regarding appropriate treatment for
specific child mental health disorders and diagnoses. Early intervention, accurate
diagnosis and well planned appropriate treatment were difficult to secure. At the
same time, influx of young families, increased school enrolments and family
stresses were being experienced in the large portion of the population.

Best Practices indicate that a multi-discipline, multi-agency, shared care approach
including child psychiatrist, experienced family/children’s therapists as well as
agencies such as Child and Family Services, Mental Health Clinics and school
personnel need to be pulled together. As well, when treating children, family
input and follow-up supports for families in their home communities lead to better
outcomes. To accomplish this over vast distances far from specialists is daunting.

2. Solutions

With a 10 year history of videoconferencing technology used with adult
psychiatry to support rural and aboriginal communities, the step to child
psychiatry assessment and treatment was expanded and proposed as a pilot.
Initially, 14 pilot sites were established across Aspen Regional Health and one
site being at the Child & Adolescent Services Association (CASA) in Edmonton
which provides children’s mental health services in the Capital Region. This was
a pilot project with the intent to increase opportunities for regional staff and
families to access specialists and other staff as required. As a result, this team has
created opportunities to improve access for rural families to children’s mental
health expertise from urban areas.

The goal of the project was to:
e reduce travel times and cost for clients and professionals,



e increase access to specialized children’s mental health resources including
child psychiatry and therapy,

e increase knowledge regarding appropriate treatment of specific mental
health disorders,

e increase the utilization of mental health services for children and
adolescents.

The services provided were:

e mental health/psychiatric assessments,

e recommendations for treatment including medications, behaviour
management, individual/family therapy,

e consultation to caregivers and service providers regarding the implementation
of interventions and service plans,

e family therapy consultation and cotherapy.

e consultation for diagnosis and treatment of attachment and trauma-related
disorders.

A referral process was set up, technology was installed and the program
commenced in the fall of 2005.

Evaluation

Referral statistics, survey of staff and estimated amount of time saved were
evaluated after 11 months.

. Results

Referral Statistics

It was expected that 30 psychiatric evaluations could be completed annually based
on need. At the 11 month mark, 49 psychiatric evaluations have been completed,
of which 18 involved the Child and Family Services Association staff and 14
received follow-up consults with the consulting psychiatrist and consulting
therapist. In addition, there were 17 direct consultations between professionals in
the field and psychiatrist and therapist at CASA. Of these, five were with Child
and Family Services Association staff and 12 were with Mental Health clinic
staff.

Cost in terms of time traveled

Within the Aspen Region, there are 14 communities that have Mental Health
Clinics. Twelve of these communities used the project for a total of 180 hours of
saved travel time for psychiatric evaluations and 100 hours saved travel time for
follow-up. Considering that this travel time includes children, family members,
mental health therapists and Child and Family Services Association social
workers, substantial savings are incurred.




Staff Survey
Evaluation of the staff survey highlights that:

decreased travel time is seen as a critical positive benefit of
videoconferencing. When staff can use videoconferencing instead of
traveling, they save time, have more time in the office, are able to go home at
night, balance work and home, are less stressed, better able to focus on work
and home.

regarding treatment however, staff also caution that videoconferencing cannot
replace all in-person therapy and that the development of good relationships
with consultants is the key to good service.

exposure to specialists and their advice addresses immediate issues and
benefits to the region by increasing staff awareness, skill level and increasing
capacity of the region overall. Building on the access to specialists,
development of a modified shared care model further serves to increase
capacity and improve services provided.

opportunities to partner with staff of other sectors such as education, health,
Children’s Services, and community agencies. These partnerships will
continue to expand with the use of videoconferencing.

at the Youth Assessment Centre in Lac La Biche, which is a short term
treatment placement often with existing waiting lists, it is possible now that
youths have access to this level of mental health consultation during their stay.
These youths are now leaving the Youth Assessment Centre with clear
recommendations for follow-up and/or medication review.

staff benefit and appreciate that videoconferencing allows increased access to
education and training. Though training and education has been somewhat
limited, this is an area that could improve incrementally with some planning.
Education and training sessions provided through videoconferencing can
reach more people in more areas of the region. Staff previously isolated
because of geographic location can more readily participate in learning
opportunities. There is less concern with making the time well spent and thus,
training being more focused and offered more often.

Next steps:

Sk~ wdE

Sharing best practice

Dedicating resources and space

continued training

Continued evaluation

Evergreening equipment on an ongoing basis.
Modified shared cared model

The current arrangement provides a starting point for examining the feasibility of
developing a modified shared cared model for rural regions. The benefits of a
shared cared model supports collaboration among the Mental Health therapists,
the caseworkers, children and their families and other practitioners including
physicians within the home community and could be realized for regional staff.
Specifically through working with specialists, staff can increase their capacity to



manage services and care in the home community of families and children they
are serving. Mentoring of staff members by a variety of specialists increases
community capacity within rural areas to provide a broader range of services.

Burning Questions

1. In the present model, co-therapy with the therapists at CASA and the
therapists in the community as well as child and family members engage in
actual therapy has occurred, however, the question of actual therapy without a
therapist present in the community has been raised and explored. Aside from
liability issues, where does direct video therapy fit on the best practice
spectrum and the global spectrum?

2. From a global perspective, are there other best practices to be aware of related
to models of delivering service, i.e., shared care, case management as well as
other technology, i.e., web cams, that exist in other countries?

3. The global village of providing psychiatric evaluation and consultation
worldwide is exciting and enticing. What are the limits?



AADAC
Mental Health Research Showcase
Systemic Innovations to Address Concurrent Disorders

Problem:

Substance abuse is common among those who have mental health issues and can lead to
relapse into mental illness. At the same time, untreated mental illness is a significant
factor of relapse into substance abuse. AACAC’s Building capacity — A framework for
serving Albertans affected by addiction and mental health issues identifies prevalence
rates of concurrent disorders across the provinces from approximately 30% to over 70%
of people receiving treatment for mental illness or addictions. In Alberta, as well as in
Canada, in North America and around the world, the needs of those people with
concurrent addiction and mental health concerns have historically been served in a
fragmented manner. This less than optimal service has contributed to poor client
outcomes and has lead to overuse of such resources as criminal justice systems, health
care, children’s services and homeless shelters.

The document Building capacity — A framework for serving Albertans affected by
addiction and mental health issues identifies the need for service agencies to work
collaboratively to address concurrent disorders. Similarly, Health Canada (2002)
promotes system integration in terms of “the development of enduring linkages between
service providers or treatment units within a system, or across multiple systems, to
facilitate the provision of service to individuals at the local level” (p. vii).* The term
“collaboration”, instead of “integration”, is used in the Building Capacity Framework to
more appropriately describe the working together of various systems. Although more
research is needed to support the effectiveness of collaborative approaches in treatment
for concurrent disorders, the Building Capacity framework provides principles and
building blocks for such service delivery based on review of existing approaches and
consultations with key stakeholders.

Solution:

AADAC collaborated with two health regions including Northern Lights Health Region
and Capital Health to test some principles in the framework with use of two
demonstration projects. Both projects focused on the processes involved in collaborative
work among systems.

The demonstration project in Edmonton involved AADAC Adult Counselling and
Prevention Services (ACAPS) and Capital Health, Regional Mental Health Program,
Edmonton Mental Health clinic. The purpose of the project was to improve client service
delivery for those with concurrent disorders through the implementation of an initial

! Health Canada. (2002). Best practices: Concurrent mental health and substance use disorders. Ottawa,
ON: Author.
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screening and referral process, shared client consent, and case management. Case
management implies a single point of entry into the formal treatment system, so that
every door is the right door. It ensures that various aspects of treatment and recovery
planning are co-ordinated and that community resources are mobilized.

The project in Ft. McMurray involved AADAC and Northern Lights Regional Health
Centre, Mental Health Services, Children’s Team. The purpose of the project was to
collaborate to provide more effective service to youth and their families through
enhanced access and a coordinated, comprehensive service delivery approach.

Evaluation:

A search of literature was conducted on best practices related to treatment of concurrent
addiction and mental health issues within collaborative care models of service delivery.
This review was used to highlight relevant findings that could be used to inform and
situate evaluation results.

The demonstration projects were evaluated by an independent consulting firm based on
the qualitative evaluation data from semi-structured interviews with senior management,
management and staff, and clients. The data was analyzed and juxtaposed against
elements of the Building Capacity Framework. The key questions guiding the system
analysis were:
e What value of collaborative care service delivery models to clients with
concurrent disorders is indicated from the demonstration projects?
e What learning from the demonstration projects indicates how system capacity can
be enhanced to provide services to the concurrent disorders population?
e To what extent did the framework achieve its intended outcomes to help build
capacity of the system to provide continuous care to the concurrent disorders
population in Alberta?

Results:

Findings from the concurrent disorders demonstration projects are instructive to the two
demonstration projects as well as to future concurrent disorders collaborative care
endeavors. Some key findings about that worked well and areas for improvement are
highlighted:

1. What worked well

= Clients in the Edmonton demonstration project indicated they felt accepted
and understood, more knowledgeable about concurrent disorders, and able
to work on both mental health and addictions at the same time.

= The youth in Ft. McMurray saw the addictions counselors as important in
helping with addiction issues. The youth identified with the person versus
the organization. They appreciated the on-site counseling in their schools
during the day.
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2. Areas for improvement

= The Edmonton project clients wanted more access to on-site psychiatric
counseling. The Ft. McMurray clients wanted access to addiction
counselors more often and for longer periods of time. This indicates that
resource capacity needs to be addressed.

= Further development of shared language needs to be addressed to
facilitate communication between systems. A need for further training
such as use of Motivational Interviewing techniques has been
highlighted.

Recommendations have been made to continue to provide support for refining of
screening procedures and further development of client consent forms. Support for cross-
training, professional development, and time and resources for counsellors and therapists
to spend time at each other’s workplace for increased knowledge and stronger linkages, is
required for collaborative practice to move forward. Also recommended is that strong
leadership at all levels is needed to support the implementation of the Building Capacity
framework.

Questions:

1. In what ways could collaboration be enhanced between mental health and
addictions systems to provide seamless care for those with concurrent disorders?

2. What are the main barriers or challenges to the development of collaborative care
between or among systems to support clients with concurrent disorders?
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Population-Based Planning

Historically mental health and addiction services have strongly focused on the
needs of persons with the most chronic and debilitating disorders. The
Vancouver Coastal Health Authority, in its most recent regional plan, has made
an important strategic switch to a population based planning approach for mental
health and addiction services. This means that we now plan in terms of the
mental health and addiction problems of the entire population, including the high
prevalence disorders such as depression, anxiety, and problematic use of
alcohol and other drugs. It also means that we must plan for supports and
services along the entire continuum of care, including health promotion, anti-
discrimination and anti-stigma campaigns (among health staff and the general
population), prevention programming, primary care services, collaborative or
shared care, as well as the traditional secondary specialist services provided in
the community and in hospital, and highly specialized tertiary services. This
expansion of the mandate will only be possible through two key mechanisms: a)
developing a consistent and rigorous approach to developing successful
partnerships with other key players (e.g., schools, the criminal justice system,
groups such as the Canadian Mental Health Association, and many others), and
b) consistently looking to provide clients and the public with earlier points of entry
along the continuum. This latter point will be crucial to the process of
implementing sustainable mental health and addiction service redesign. In order
to resize and re-shape the new system, we will be working with the Centre for
Advanced Research in Mental Health and Addiction (Simon Fraser University) to
re-create a model developed in Australia by Dr. Gavin Andrews. This model is
based on epidemiology, demography, best practices and outcome research
using years lived with disability to characterize the burden of iliness for the entire
population.



CALGARY
No Wrong Door: Providing a Single Point of Entry to the
Calgary Health Region’s Mental Health Services

Presentation Outline for panel presentation entitled “Innovations to Address the Need Care Gap”
at the Mental Health Research showcase—Monday, October 30, 2006 (10:00 a.m. — 12:45 p.m.)

Problem. The Calgary Health Region currently serves over 1 million people; growth has
been approximately 25,000 per year and shows no signs of slowing. There is an
estimated 10% of the population (over 116 thousand people) with a mental disorder
severe enough to compromise their functioning. There are over 1800 community based
services that provide supports for people with mental health needs. Over 100 mental
health services are supplied directly through the Calgary Health Region or its contracted
services. Accessing and navigating this vast network can be extremely daunting for
people trying to access appropriate services.

Telephone help lines have been in used for a number of years as an efficient means of
providing information and support to people in distress. The literature also highlights the
effectiveness of having telephone clinicians available to assess the needs of callers and
triage them to the most appropriate service.

Solution. The Calgary Health Region initiated Access Mental Health (Access MH), a
service that can be reached through one telephone number. This service provides
consumers with information and support in accessing mental health services throughout
the region.

Evaluation. Access MH recently completed a two year evaluation. This evaluation
included:
1. Literature review of telephone help lines, telephone triage, and centralized intake.
2. Environmental scan—how was it working in other regions, provinces, countries
3. Stakeholder feedback—strengths, areas for improvement, how has the services
been affected by AMH taking over the screening function; consumer feedback
gathered on their experience (consumers include physicians and other mental
health professionals accessing the service).
4. Identifying performance indicators that could be monitored to inform program
expansion and progress.

Results. The evaluation findings included:
1. Calls have steadily increased since commencement of this service
2. The service is being used by people seeking help for themselves or family and
friends, as well as physicians and mental health professionals.
3. The service has been able respond to population need effectively and efficiently.
4. Consumer feedback regarding the service provided through Access MH was very
positive.
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Questions for panel of international experts:

1. In other regions that have a single point of entry for a complex network of mental
health services what format (telephone, in-person, etc.) has proven to be the most
successful? What innovations have emerged in other regions? Have any formal
evaluations been conducted?

2. The goal of the Calgary Health Region is to have an integrated, coordinated
system of care in which mental health services are provided in the community,
close to the population, with hospital stays as brief as possible. What advice do
the international experts have regarding the most effective means of coordinating
the diverse services?

Contact Information:

Catherine Pryce

Executive Director, Mental Health and Addictions Services
Calgary Health Region

Phone — 403-297-2027

Cathy.pryce@calgary health region.ca

CALGARY



AMHB

Primary Care/Shared Care

1. Problem- What is the background? And what do best practices thus far show?

Difficulties in patients accessing mental health services,

Poorly coordinated services lacking in continuity,

Poor communication,

Fragmentation of services, and

Lack of collaboration.

o0 Primary care providers already provide significant amounts of mental health
care, often to individuals who would not otherwise reach out for mental health
services,

o0 Around 16 % of provincial population access a physician for a mental health
problem each year. Inthe same time period, mental health services provided
by regional health authorities reach around 3 % of the population.

2. Solution- What was done to rectify the situation?
Regional Health Plans included the following goal: To increase the number of regional family
physicians participating in shared care

Four key factors for shared care to work:

0 Emphasis on training future practitioners,

o0 Ensuring new projects are based on evidence of what works and what
doesn't, including the practical lessons from these projects,

o All shared care projects be evaluated, using common evaluation methods
and instruments.

0 Shared care needs to be supported at all levels of the health care system.

3. Evaluation- How was it evaluated? To be determined. One component will include the
following measure: Number of regional family physicians participating in shared care (10%)

annual increase

4. Results- What were the results? To be determined.

Expected Outcomes of Shared Care (Primary Care and Mental Health Services)
0 Decreases in hospitalizations,

Deceased outpatient services utilization rate

Strengthening the role of primary care in mental health services,

More efficient use of existing resources,

Emphasising prevention and early intervention,

Improved services for underserved communities/populations,

Reducing health care costs. (CPA and CFPC working paper)

O O0OO0O0O0O0

Suicidal Behaviour

1. Problem- What is the background? And what do best practices thus far show?

AMHB

According to a study by Kim, Seguin, Therrien, Riopel, Chawky, Lesage and
Turecki, relatives of those who died by suicide are over 10 times more likely to
attempt or die by suicide than relatives of comparison subjects. This was the
case even after controlling for psychopathology.

Many depressed patients who survive a suicide attempt will make future suicide
attempts, particularly in the period following psychiatric hospitalization — Angst,
Stasson, Clayton, & Angst (2002). Mortality of patients with mood disorders:
Follow-up over 34-38 years. Journal of Affective Disorders, 68: 167-181.
(Vincent, G.,2006)



2. Solution- What was done to rectify the situation AMHB initiated the creation of a Province wide
Suicide Prevention Strategy in collaboration with health regions and provincial and federal
stakeholders, as well as community organizations, researchers and survivors.?

3. Evaluation- How was it evaluated? Evidence of regional implementation of the Suicide
Prevention Strategy. Further evaluation is in development.

4. Results- What were the results? To be determined. Initiative is in first year of development.
e Anticipated results are specific Decreases in suicidal behaviour; decrease the
rate of suicides; increased mental wellbeing for Albertans.

Integration of Developmental Disabilities and Substance Abuse Services with Mental
Health Services

1. Problem- What is the background? And what do best practices thus far show?

e Two types of integration:

0 Program — level integration

0 System — level integration

e The following points are from the Health Canada Best Practices: Concurrent Mental

Health and Substance Use Disorders document:

e Separate systems of care has typically meant that parallel or sequential services
are delivered with little or no coordination, and less than optimal client outcomes

e High costs for treatment (two different services streams)

e The rationale for developing best practice guidelines for the treatment of
concurrent disorders is grounded primarily in three areas of research and clinical
experience:

o0 the prevalence of co-morbidity is high in the general and treatment-seeking
populations and is often inadequately addressed in planning, implementing
and evaluating both mental health and substance abuse services;

0 substance abuse and mental health co-morbidity changes the course, cost
and outcome of care and presents significant challenges for screening,
assessment, treatment/support and outcome monitoring;

0 substance abuse and mental health services in the community have typically
worked in isolation and often from competing perspectives.

2. Solution- What was done to rectify the situation?

Regional Health Plans included the following goal: To increase service integration/coordination
for select co-morbid conditions. A related action for regions was to move towards co-locatingte
mental health services with addiction and developmental disability services. An additional activity
is being encouraged: increasing the screening of mental health clients for comorbid conditions.

3. Evaluation-. How was it evaluated? Progress will be measured against the targets (75% co-
location of services); % of mental health clients screened for comorbid conditions

4. Results- What were the results? To be determined.

Anticipated results are:

Improved coordination of services/continuity of care.

Improved client focus

Improved client satisfaction

Improved collaboration and consultation between specialty providers

AMHB 2



Improving Access to Mental Health Care

1. Problem- What is the background? And what do best practices thus far show? A provincial
working group determined that the current wait time for children was too long. Regional experts
indicate that appointments for non urgent cases are often pushed back in order to respond to the
needs of the urgent cases. Researchers supported by the National Institute of Mental Health
(NIMH) have found that half of all lifetime cases of mental iliness begin by age 14, and that
despite effective treatments, there are long delays — sometimes decades — between first onset of
symptoms and when people seek and receive treatment. (Press Release, NIMH June 2006)

e Median delay (for seeking treatment) across disorders is nearly a decade; the
longest delays are 20 — 23 years, for social phobia and separation anxiety
disorders.

e Dr. Ronald Kessler, professor of health care policy at Harvard Medical School is
guoted as saying “The pattern appears to be that the earlier in life the disorder
begins, the slower and individual is to seek therapy, and the more persistent the
illness. It's unfortunate that those who most need treatment are the least likely to
getit.”

Some leading practice suggestions include: use walk in clinics, providing supportive information
to families, completing a comprehensive assessment prior to a therapist appointment.

2. Solution- What was done to rectify the situation? A provincial committee has created access
standards to move towards. Regional Health Plans included the following action: RHAs
implement strategies to develop provincial standards for acceptable wait times for programs
across the continuum

3. Evaluation- How was it evaluated? To be determined. Wait times for specific priority rating
categories. Changes in wait times.

4. Results- What were the results? Anticipated results are:

e Increased satisfaction from children/families/referring parties.
Standardized priority ratings of children receiving regional mental health services
Fewer “no shows”
Standard wait time management services.
Identification of innovative access practices occurring at a regional, sub regional
level; increasing innovative access practices across the province.

General Questions:

1) Of the suicide prevention plans that you are aware of, can you provide examples

of components that you feel were evaluated well?

2) What do you consider to be the most critical features of a successful primary/shared care
model for mental health?

AMHB 3
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