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EXECUTIVE SUMMARY 
The vision, goals and expected outcomes within this Blueprint can only be achieved if providers and system 
leaders across the continuum work together.  Together, a better, safer and more sustainable mental health 
and addictions system of care will be realized for clients, families and providers. 

Setting the Context for Change 

The Ontario Government has made a clear commitment to put people and patients at the centre of the 
system.  The Patients First: Action Plan for Health Care seeks to ensure faster access to the right care; 
more coordinated and integrated care in the community; help people to make the right decisions about 
their health; and build a sustainable system of care for generations to come. 

To deliver on these goals, a shift in thinking is required.  We must shift our focus from simply the physical 
side of illness to include psychosocial and caring for the whole person; we must shift from a focus on 
hospitals and beds to one grounded in the broader continuum of care; we must shift from silos of care to 
an integrated system of care; and we must truly adopt a philosophy of inclusivity that reflects and 
responds to the needs of all residents in Northeastern Ontario. 

These realities led Heath Sciences North and the North Bay Regional Health Centre to take the lead, 
working with their peer hospitals and community partners to improve care and services for adult and 
senior mental health and addictions populations. The result – an actionable Blueprint that seeks to meet 
the needs of people living with mental health and addictions in Northeastern Ontario by building a system 
of care that is safe, effective, patient-centred, efficient, timely and equitable. 

Confirming the Value & Role of a Blueprint 

The Blueprint for Mental Health and Addictions services provides clear areas of strategic focus to help 
bring clients, families, providers, and system leaders together to operationalize the ideas in a systematic 
and organized manner.  The Blueprint helps to define “what” are the areas of focus.  Providers must 
together then define “how” this can be realized in the most efficient and effective manner. 

The Blueprint should be used by System Leaders and Funders, Health Provider Organizations (LHIN funded 
and non-LHIN funded), Non-Health Organizations, and Advocacy Groups across Northeastern Ontario to 
advance conversations for how they can collectively improve mental health and addictions care. 

Ensuring an Evidence Informed Blueprint 

The Blueprint was informed by emerging trends and leading practices.  These include being framed 
around: a population health mandate that is anchored in a renewed emphasis on delivering more care in 
the community and supported by a robust primary health care system; an inclusive framework that 
reflects the impact the environment, social determinants of health and personal choices have on good 
health; a focus on reducing stigma; the importance of engaging clients and families in the design of any 
solution; the need to protect the most vulnerable and adopt cultural humility into everything we do; and 
the value of formalizing differentiated levels of care to ensure role clarity of providers. 

Setting a Clear Vision and Expectations for the Future Care Model 

To guide the Blueprint, a clear vision for mental health and addictions in Northeastern Ontario was 
established: Communities promoting mental health and well-being through a comprehensive, coordinated 
and compassionate health care system.  This vision is well aligned with Ontario’s Comprehensive Mental 
Health & Addictions Strategy.  The vision also led to describing what an improved mental health and well-
being system for Northerners will look like: a recovery mindset that grounds all care; a dedication to 
cultural humility; a central focus on the client and family; a system approach to care that brings providers 
together; improved access to care and services; an improved client and family experience and outcomes; 
and a flexible care model.   
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Identifying Eight Core Goals & Directions that Will Guide Future Planning 

To deliver on the vision, eight goals and supporting directions were established to guide future work:  
These include: 

 Grounding everything we do in meeting the needs of clients, families and caregivers by adopting the 
view that the client is the expert in their care and must be listened to; and that the family and friends 
are more aware of any changes in a client and should be a key resource in their care. 

 Supporting earlier and more effective interventions by accepting and supporting that promotion, 
prevention and greater awareness leads to timelier, appropriate access to care. 

 Ensuring everyone has the same opportunity to achieve mental health well-being by supporting 
cultural competency at every interaction with clients and families, and supporting equitable access. 

 Establishing a care continuum grounded in the client’s journey by valuing all providers along the 
continuum, and ensuring the right care by the right provider drives all planning and care decisions. 

 Ensuring clients get the services they need by supporting a shift in the care paradigm from a hospital 
centric model to an integrated continuum of care focus. 

 Ensuring resources are used effectively and efficiently by committing to a culture of accountability 
that advances metrics, tools and reporting capacity to track the impact and benefits of initiatives. 

 Building and strengthening resource capacity by taking a short, mid and long range perspective to 
capacity planning, and a willingness to challenge the status quo for how resources are used. 

 Investing in innovative tools and approaches to help realize the vision by establishing critical 
supports and enablers, and creating incentives to build collaborative as opposed to silo solutions. 

Setting a Plan for Moving Forward 

The Blueprint is intended to serve as a catalyst for the next stage of conversations and collaborations 
amongst providers, system leaders, funders, and clients and families regarding a system that promotes 
good mental health and well-being for Northerners.   

That said, at the conclusion of drafting this Blueprint, it is simply “a good plan on paper”.  While the in-
depth consultations with clients, families and providers have provided countless examples of 
compassionate care delivery; the difficult stories about when the system did not work for individuals was 
sad and concerning.  It is clear that action must be taken, and this action must be a collective response. 

For this reason, the implementation of the Blueprint must start with a pause – a scheduled delay to ensure 
there is the support and fortitude for moving forward.  

To ensure success, a number of immediate actions must be undertaken: 

 Build Support for the Blueprint and Distribute Ownership for Moving Forward.  An extensive effort 
must be undertaken to share the Blueprint broadly, and listen to the voices of clients, their families, 
and providers along the continuum, with a specific focus on populations that are often not heard.  
Stakeholders must be asked “what can they do to support the Blueprint?”, and “how must they 
contribute to a positive system change?” 

 Establish a Commitment to Work Together to Meet the Needs of Clients & Families.  There is no 
doubt great work has been completed and is planned to further advance mental health and addictions 
care.  However, failure to leverage and align this work would be a mistake.  Stakeholders must be 
asked “are they willing to work with others, or work differently, if it will benefit clients and families?” 

 Agree that Action is Required - Now.  To deliver the benefits described in the Blueprint, providers 
must not only truly understand and agree on the outcomes the efforts will yield, but they must also 
agree that action is required now.  While there is little doubt that some hard decisions will need to be 
made since there will always be financial realities that may limit what can be done, there must be a 
commitment to move act now. Stakeholders must be asked “can we afford to not act?” 

As the organizations seek to operationalize the Blueprint, qualitative data and literature collected during 
this study and quantitative data regarding capacity, flow and demand should be utilized. 
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SETTING CONTEXT  
The Ontario Government has made a clear commitment to put people and patients at the centre of the 
system by putting patients’ needs first.  The Patients First: Action Plan for Health Care seeks to deliver on 
four mandates: providing faster access to the right care; delivering better coordinated and integrated care 
in the community, closer to home; providing education, information and transparency to people and 
patients to make the right decisions about their health; and making evidence-based decisions on value 
and quality to sustain our system for generations to come. 

To deliver on these goals, a shift in thinking is required.  We must shift our focus from simply the physical 
side of illness to include psychosocial and caring for the whole person; we must shift from a focus on 
hospitals and beds to one grounded in the broader continuum of care; we must shift from silos of care to 
an integrated system of care; and we truly adopt a philosophy of inclusivity that reflects and responds to 
the needs of all residents in Northeastern Ontario. 

These realities led Heath Sciences North and the North Bay Regional Health Centre to take the lead, 
working with their peer hospitals and community partners, to change how care is provided for individuals 
living with mental illness and addictions.  The result – an actionable Blueprint that seeks to meet the needs 
of people living with mental health and addictions in Northeastern Ontario, by building a system of care 
that is safe, effective, patient-centred, efficient, timely and equitable. 

To develop this Blueprint for Mental Health and Addictions, three tenets guided our work:  

 The first was a commitment to creating a recovery oriented system of care for Northerners that 
infuses the diversity of languages, richness of cultures, and the spirit of recovery throughout the 
system of care.  This set expectations for accessible services that engages and retains people seeking 
recovery; creates a continuum of services rather than crisis oriented care; delivers care that is age, 
gender and culturally appropriate; builds cultural humility into everything we do reflecting cultural 
competency as an ongoing process rather than an end point, and where possible, supports care in a 
person’s community and home using natural supports. A 7-member Steering Committee was 
established to ensure the Blueprint included a focus on recovery, cultural competency, and the client 
and family perspective (see Appendix A for Steering Committee Membership). 

 The second was a belief that any future design of the system of care must reflect the social 
determinants of health, appreciate the needs of the population served, and how the current providers 
of care are working towards meeting these needs. A comprehensive current state review that included 
extensive consultations to understand the demand and capacity of the various components of the 
system, assessed key points of failure, and identified opportunities to transform how we deliver care.  
Extensive consultations were completed throughout the process that included focus groups and 
interviews with 150+ stakeholders, and a provider and client survey that captured 140+ perspectives 
to ensure client’s, families’, and providers’ perspectives from the region were listened to. 

 The final was a principle that any new system of care must have support and buy-in to be implemented 
successfully.  From the beginning of the engagement, an open process for engaging stakeholders was 
complemented by a process to bring together leading practices forward with an acceptance to 
challenge old roles, behaviours and processes to improve care and services for those living with 
mental illness and substance abuse.  To build support and agreement for the Blueprint, honest 
engagement amongst key leaders, stakeholders and influencers was advanced through a facilitated 
two-day planning session that leveraged the 19-member Operational Committee plus representation 
from clients/families, providers and physicians (see Appendix B for Operations Committee 
Membership). 

The Blueprint establishes clear strategic directions and actions to improve care and services for adult and 
senior mental health and addiction populations in Northeastern Ontario. 
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VALUE & PURPOSE OF THE BLUEPRINT 
As we set out to establish the Blueprint, it was important to appreciate a number of realities of 
Northeastern Ontario.   

 It is the second largest Local Health Integration Network reflecting a vast area of approximately 
400,000 square kilometres – 44% of Ontario’s overall land mass.  

 With a population of 565,000 people spread across rural, small population, medium population, and 
urban population centres, geographic challenges are an important planning parameter when 
considering smooth transitions across long distances between home and centres of care.  

 North Eastern Ontarians also reflect culturally diverse population groups.  With 23% of the region 
Francophone and 10% Aboriginal, First Nation or Metis, equitable access to care must incorporate 
cultural competency standards that are unique to the Region.  

 While population growth over the next 20 years will be generally flat overall, Ministry of Finance 
projections suggest significant growth in the population age 65 and over (19% to 30%).  In addition, 
the prevalence of chronic diseases is expected to grow which is currently higher than provincial rates. 

 Mental health and addictions needs in the North are also generally higher than provincial averages 
reflected in repeat hospitalizations for mental illness, rates of self injury, readmission rates for mental 
illness, suicides and self-inflicted injuries rates, mental illness hospitalization rates and hospital patient 
days. 

Any plan to advance mental health and addictions care must appreciate that these realities call for an 
innovative and different way of delivering care in the future.  All of this supports the need for a Blueprint 
for Mental Health and Addictions.  Consultations with stakeholders also confirmed a readiness for a 
guiding strategy to align the many efforts.  Specifically: 

 A survey was completed by 144 providers and clients or family representatives and supported the 
need for establishing a Blueprint to guide planning work (see Appendix C for a Summary of the Survey 
Results).   

 Many efforts have been identified to advance mental health and addictions in the North.  The 
challenge is not the good intentions, but ensuring the work is coordinated and completed. 

 There is a clear motivation to make it better and an appreciation that relationship development will 
be key.  Some key tables have been set up with good representation, good partnerships have been 
established that must be leveraged to drive future change. 

And finally, the mental health and addictions Blueprint must align to national (e.g., Mental Health 
Commission of Canada: Changing Directions, Changing Lives) and provincial strategies (e.g., Ontario’s 
Comprehensive Mental Health and Addictions Strategy: Open Minds, Healthy Minds).  But is must also 
support the local plan – the North East LHIN’s 2013-16 strategic plan and its three overarching goals of 
improving access and wait times, enhancing care coordination, and strengthening system sustainability, 
to make mental health and substance abuse services more accessible. These include: improving access 
and system navigation for consumers and their families; increasing community capacity to provide more 
care options for Northerners while decreasing acute sector pressures; and enhancing care supports for 
people with complex issues through increased collaboration.   

The Blueprint for Mental Health and Addictions will provide focus through approved guiding strategies 
that bring clients, families, providers, and system leaders together to operationalize the ideas in a 
systematic and organized manner.  The Blueprint helps to define “what” are the areas to focus on.  
Providers must together define “how” this can be realized. 

The Blueprint should be used by System Leaders and Funders, Health Provider Organizations (LHIN funded 
and non-LHIN funded), Non-Health Organizations, and Advocacy Groups across Northeastern Ontario to 
advance conversations for how they can collectively improve mental health and addictions care.  See 
Appendix D for the Strategy Map and Appendix E for the Action Recommendation Summary 
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METHODOLOGY TO COLLECT AND THEME STAKEHOLDER INPUT 
To support development of the Blueprint, extensive input and advice was compiled through many sources 
reflecting 280+ voices.  This included: 

 Focus groups completed in four geographies across the Northeastern Ontario engaging ~ 60 
stakeholders from various sectors and organizations;  

 Onsite inpatient focus groups completed at HSN and NBRHC engaging ~ 24 stakeholders; 

 Videoconference and teleconference calls with rural and community providers engaging ~ 28 
stakeholders;  

 Additional telephone interviews completed with providers, clients, families and leadership from the 
Northern Ontario School of Medicine (NOSM) engaging ~ 26 stakeholders;  

 A survey completed by 144 stakeholders including clients and families, providers and physicians; and 

 A concurrent Addictions Review that was initiated by the North East LHIN.   

Information collected via interviews and focus groups was centrally recorded and scrubbed of highly 
identifiable information. Specific details provided via the survey as part of the free text sections was also 
centrally recorded and scrubbed.  However, the survey data is anonymous – no results can be linked to 
anyone via the survey instrument. 

Once the data was compiled, results were reviewed by the consultants to identify common themes.  Based 
on the consultant’s review, six common themes were noted.  These included: Client and Family 
Experience, Timely Access to Care and Services, Services and Service Delivery Models, the Provider View 
of the Services they Deliver, Alignment Across the Continuum, Focus on Supportive Housing, and Access 
to Data, Information and the Use of Technology.  A review of these findings and the themes coupled with 
research of leading trends and emerging practices helped to identify the key issues to address, and 
informed the development of a vision, key goals and strategic directions to enhance the mental health 
and addictions care in Northeastern Ontario. 

LEADING TRENDS & EMERGING PRACTICES 
The extensive background material provided by Health Sciences North and North Bay Regional Health 
Centre was complemented by a literature review to identify emerging trends and best practices in health 
care delivery models (See Appendix F for a Summary of the Literature Review and Leading Practices). 

The following details informed the design of the Blueprint for Mental Health and Addictions Care:  

 Throughout the developed world, the driving force for health care system reform efforts are 
consistently being framed around a population health mandate that is anchored in a renewed 
emphasis on delivering more care in the community and supported by a robust primary health care 
system and key services that are delivered outside of the traditional health sector (e.g. supportive 
housing, peer support programs). Best practice models also assume reduced utilization of inpatient 
care as alternative services are developed in the community. 

 Closely linked to the population health mandate is the need to recognize that community health 
models must be grounded in an inclusive framework that reflects the impact that environment, social 
determinants of health and personal choices have on good health. 

 Patient/client and family engagement processes are increasingly being recognized as lacking in our 
current systems.  Inclusivity must be a foundational element in the design and implementation of a 
new system for mental health and addictions in Northeastern Ontario. 

 Future systems must protect the most vulnerable among us, by ensuring they receive the services 
they need, when and where they need them. Specific strategies to better serve First Nations’ clients 
and communities must be part of any future system design in the Northeast. Stigma reduction must 
also be part of any future system design. 
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 Future systems are increasingly being designed around differentiated levels of care at the community 
and hospital level. Some of the best frameworks have been developed in Australia and these should 
be explored and adapted for use in the NE LHIN. The goal of the level of care frameworks is to clearly 
define the role that each provider plays in order to enable integration of services, and effective 
transitions of care, across the continuum. 

 The future role of the specialized regional psychiatric programs and units need to be carefully 
designed, and continually evaluated and improved, so that it can deliver the specialty services 
required to serve the population as part of an integrated continuum of hospital-based care. 

 Contemporary quality/safety frameworks are built around multi-dimensional definitions of quality 
that include factors such as the patient/client experience, equity, accessibility, appropriateness, 
efficiency and safety as core attributes of a high-performing system.  Equity and accessibility present 
real challenges in the current system in the Northeast. 

In advancing the above details, the Review Team notes two frameworks that may help to position the 
priorities for action arising from this Blueprint. 

 The first framework is a community health framework that shows that health outcomes are 
influenced by multiple factors — including health services, environment, the underlying social 
determinants of health, and individual choices regarding health behaviours.  Given these realities, no 
one entity or system can, on its own, drive substantial improvements in the underlying health of the 
population.  

One such framework was developed in Wisconsin in 20121. The article notes that because population 
health improvement requires action on multiple determinants—including medical care, health 
behaviours, and the social and physical environments—no single entity can be held accountable for 
achieving improved outcomes. 
 
The article suggests that health 
outcomes are produced by multiple 
factors, or health determinants—
including medical care, health 
behaviours, and the social and 
physical environments, and that the 
contribution of healthcare to health is 
modest—only 20 per cent. 

This finding underlines the importance 
of valuing and incorporating the social 
determinants of health into the 
planning and design of the mental 
health and addictions system.  This 
also suggests the importance of 
inclusion of all stakeholder voices into 
the design of the future system – 
inclusive of population diversity, and 
providers from across the broader 
continuum including health and non-
health stakeholders. 

  

                                                           
1 David A. Kindig and George Isham, “Engaging Stakeholders in Population Health”, Frontiers of Health Services Management, Vol 30, No 4, 

Summary 2014. 
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 The second is the First Nations Mental Wellness Continuum Framework, released in January 2015, is 
built around five key themes that could be used to guide planning for all peoples, not just First Nations 
communities: Culture as Foundation; Community Development, Ownership and Capacity Building; 
Quality Care System and Competent Service Delivery; Collaboration with Partners; and Enhanced 
Flexible Funding.   
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A VISION FOR THE FUTURE OF MH&A IN NORTHEASTERN ONTARIO 

To guide the Blueprint, a clear vision and expectations of the future must be established. 

Our Vision for Mental 
Health & Addictions 
Care in North East 
Ontario 

Communities 
promoting mental 
health and well-being 
through a 
comprehensive, 
coordinated and 
compassionate health 
care system.  
 
Is Aligned with Ontario’s 
Comprehensive Mental 
Health & Addictions 
Strategy 
 
An Ontario where every 
person enjoys good 
mental health and well-
being throughout their 
life time, and where all 
Ontarians with mental 
illness or addictions can 
recover and participate 
in welcoming, 
supportive 
communities. 
 

Expectations for the Future 

Improve the mental health and well-being for Northerners through: 

 A Recovery Mindset that Grounds All Care.  Mental health and addictions 
services are delivered with the aim of facilitating sustained recovery.  We 
will embed an ongoing focus on stigma reduction as a foundational 
element of our overall system. 

 A Dedication to Cultural Humility.  A focus on cultural standards, safety 
and competencies will be built into everything we do.  Cultural humility 
will ensure cultural competency is not simply an end point, but rather the 
process we will use to self-evaluate, rebalance, and establish partnership 
that will enhance cultural understanding that will improve equity of care. 

 A Central Focus on the Client and Family. A clear and ongoing respect for 
the client and their family is embedded in all that we do.  We treasure and 
value lived experience; we respect that mental health and addiction 
needs are lifelong; we will build and nurture trust in the system by 
providers, clients and family; we support culturally safe connections; and 
we value participation by clients, family and caregivers in the 
development, planning, delivery and evaluation of mental health and 
addictions services. 

 A System Approach to Care That Brings Providers Together.  All sectors 
across the continuum of care will work together to ensure the right care 
by the right providers so that we may reduce morbidity and improve the 
quality of life. We will create partnerships across organizations where 
shared accountability is the goal and everything we do is grounded in the 
social determinants of health and a population health framework 

 Improved Access to Care and Services.   The system will be defined by clear 
points of access to care and services to meet the needs of clients no 
matter where they live.  A no wrong door philosophy to care closer to 
home, supported by a focus on health promotion and prevention to 
enable earlier recognition of issues.   

 Improved Client and Family Experiences and Outcomes.  Clients and family 
will have a clear understanding of their expected wait; have a clear idea 
of expectations. Ensure the right care and services are available to meet 
the needs of clients and their families.  And support a seamless patient 
and family experience along care pathways that are clear and well 
communicated throughout the region. 

 A Flexible Model of Care.  The care delivery model is reflected by a more 
connected system of care grounded in the broader continuum, with clear 
pathways, a focus on teamwork, and a nimble, scalable, replicable and 
sustainable care delivery and funding model.  Sharing of information and 
leveraging technology will be fundamental to the service model, and a 
significant focus on education and communication will ensure a clear 
understanding of the system by clients, families and providers. 
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IDENTIFYING CORE GOALS & DIRECTIONS 
To deliver on the vision of Communities promoting mental health and well-being through a 
comprehensive, coordinated and compassionate health care system, eight core goals and supporting 
directions to improve Northeastern Ontario’s mental health and addictions system of care were 
established: 

 Grounds everything we do 
to meet the needs of clients, 
families and caregivers by 
people-centred and people-
directed care; 

 Supports earlier and more 
effective interventions 
through earlier, appropriate 
response to care needs; 

 Ensures everyone has the 
same opportunity to 
achieve mental health well-
being by improving equitable 
access and outcomes for all 
populations; 

 Establishes a care 
continuum grounded in the 
client’s journey by 
advancing partnerships, 
collaboration and trust 
amongst providers; 

 Ensures clients get the 
services they need by 
enhancing timely and 
appropriate access; 

 Ensures resources are used 
effectively and efficiently 
using metrics by improved 
system performance; 

 Build and strengthen 
resource capacity to meet 
evolving needs through 
capacity development and 
resource planning; and  

 Invests in innovative tools 
and approaches to help 
realize the vision by 
investing in critical supports 
and enablers. 

  

  

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers

Earlier, Appropriate 
Response to Care Needs

Advance Partnerships, 
Collaboration and Trust 
Amongst Providers 

Enhance 
Timely and 
Appropriate 
Access

Invest in Critical 
Supports & Enablers

Capacity 
Development 
and Resource 
Planning

Improve System 
Performance

People-
Centred and 

People-
Directed Care

Improve Equitable 
Access and 

Outcomes for All 
Populations



Establishing a Blueprint for Mental Health & Addictions Care in Northeastern Ontario 13 

 

A key tenet of this Blueprint is to Ground 

Everything We Do to Meet the Needs of 

Clients, Families and Caregivers.  This means 

that clients, family members and caregivers 

must be viewed as “experts by experience”, 

and their situation, capacity, needs, and 

voice is respected and listened to.  Every 

part of our system of care must put 

patients, families and caregivers at the 

centre.   

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families are often frustrated and frightened when seeking care, with many feeling alone, 
overwhelmed, and are tired of telling their story over and over.   

 Clients and families find it difficult to navigate into and through the system.  Families are sad to watch 
their loved ones deteriorate and feel helpless. It is noted that client directed care is impacted by the 
stage the client is at, and this will impact what services are provided, when. 

 Clients and families do not feel they are part of the process.  While some families feel they have a lot 
to offer, they may not be adequately engaged. It is noted that family inclusion is a challenging issue 
as the definition of family varies by person, and the readiness of family participation must be informed 
by the client. 

 Clients do not always feel their voice is respected or heard.  Clients may feel forced to fit into what 
service providers have, and not what they need.  

 Supports for informal caregivers are lacking.  A study reported that 27% of caregivers lost income and 
29% incurred major financial costs related to caring for a family member (MHC – 186). A greater focus 
on family involvement and supports for family is necessary. 

Research has shown that the presence and participation of family members and friends enhance the 
patient and family experience, support more appropriate use of resources, and enhance the continuity of 
care. The research is also clear that isolating patients at their most vulnerable times from the people who 
know them best places them at risk for medical error, emotional harm, inconsistencies in care, and costly 
unnecessary care.  

We must adopt the view that that the client is the expert in their care and in their day to day life, and 
must be heard.  Families and friends are more aware of any change in a client’s physical or cognitive 
functions than hospital staff, and therefore are a key resource throughout a client’s care journey. 

Goal 1 

Ground Everything We Do to 
Meet the Needs of Clients, 
Families and Caregivers 

Direction 

People-Centred and People-
Directed Care 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action 

The following table identifies expected outcomes and proposed actions for consideration to ensure 

People Centred and People Directed Care. 

Outcomes Opportunities for Action 

Enhance Client, 
Family and 
Caregiver 
Inclusivity to 
Participate in Care 
Discussions, 
Planning and 
Evaluation  

 Establish policies, processes and standards for actively involving clients and 
family in planning, service delivery, and the evaluation of care (e.g., 
developing care plans; exploring discharge decisions, reviewing transition 
options, assessing the satisfaction of care). 

 Adopt a strengths-based approach to care that values the strengths, abilities 
and resources of an individual, and builds this into the care delivery process. 

 Adopt the philosophy that families must be respected and viewed as part of 
the care team, and must revise rules and practices that limit the times and 
places families and other “partners in care” are able to provide support (e.g., 
change restrictive visiting policies and practices, adopt visiting policies that 
support the participation of family and other partners in care according to 
patient preference). 

Supports for 
Caregiver to 
Ensure Their 
Ongoing 
Sustainability  

 Identify opportunities and develop enhanced supports for unpaid caregivers 
to ensure their ongoing capacity and skills to foster recovery and well-being 
and help to ease the burden of stress and loss (e.g., educational material, 
financial support, access to respite care, peer support programs for families). 

Change Attitudes 
and Reduce 
Stigma by 
Improving Access 
to Relevant 
Information to 
Enhance 
Understanding of 
the Disease 

 Provide the public, clients, families, and providers with health relevant 
information resources to promote good mental health, reduce stigma, and 
better understand mental illness and substance abuse (e.g., advance early 
intervention initiatives to meet people living with mental health and 
addiction issues, advance aboriginal education programs within the Mental 
Health Commission of Canada’s (MHCC) Opening Minds initiative, develop 
targeted education and awareness programs to reach individuals most at 
risk, reduce stigma by promoting equity and diversity, workplace education).  
Note: many tools exist – need an inventory. 

Address Practices 
that Exclude 
Family Members 
from Critical  
Conversations and 
Information About 
Client Care and  
Progress  

 Address any current practices where family members are excluded from 
critical conversations.  Ensure the timely and appropriate sharing of 
information with family members through the development of clear 
protocols and processes for communication (e.g., identify standard practice 
early in the care or services to understand the extent of family involvement, 
and a periodic process to review this decision throughout a client’s care 
journey). Note: all communication must respect client rights and preferences, 
and must also be based on the professional judgement of the clinical team as 
to what is in the client’s best interest. 

Enhance Family 
Involvement by 
Teaching Providers 
How to Engage 
with Families 

 Improve knowledge and skills of service providers on the best ways to involve 
families in the care and services of their loved ones, while respecting 
confidentiality (e.g., development and implementation of standardized 
training material across the region). 
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This Blueprint must enable providers to 
Support Earlier and More Effective 
Interventions – in a timely manner.   Acting 
early and appropriately is critical to avoid 
harm and prevent future episodes of mental 
illness. The system must transition from the 
current reactive nature of a client showing 
up in distress and crisis, to one of a planned 
and informed identification and response 
that is grounded in greater capacity for 
prevention and promotion.  

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families may not be equipped to recognize and respond to mental health and addiction 
issues until it is too late.  

 Clients and families may feel they only get help when they are acute and require hospitalization.  A 
shift in the system is required to expand the focus beyond the seriously mentally ill, to extend to those 
who are at risk of becoming seriously ill.  

 Even when clients and families are prepared to reach out for help, the ability to navigate the system 
of providers and services is not as simple as it needs to be. 

 Clients, families and providers experience services gaps and silos that may make the provision of 

appropriate care a challenge when care needs are stretched beyond any single organization.  

Timely and appropriate response through prevention and early intervention programs can reduce the risk 
of harm, result in fewer individuals being admitted to treatment that is generally more expensive, and 
improve the quality of life of clients and family.     

We must accept and support the fact that an investment in promotion, prevention and greater 
awareness that leads to more timely access to appropriate care and services is not just good for 
individuals and families, but is beneficial for the system of care and society as a whole. 

 

  

Goal 2 

Support Earlier and More 
Effective Interventions 

Direction 

Earlier, Appropriate 
Response to Care Needs 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action 

The following table identifies key outcomes and proposed actions for consideration to Support Earlier 

and More Effective Interventions. 

Outcomes Opportunities for Action 

Enable Earlier 
Detection and 
Timelier Access to 
Treatment by 
Investing In and 
Advancing 
Prevention and 
Promotion  

 

 Advance prevention, promotion and early detection efforts for specific 
populations by identify existing efforts, assess impact and prioritize efforts, 
identify strategies to support rollout and adoption, establish metrics to 
evaluate impact (e.g., screening and assessment within addiction and 
concurrent disorders, fight stigma by including opportunities in promotion, 
prevention and early intervention initiatives to meet and talk with people 
lived experience, MHCC Opening Minds). 

 Advance trauma-informed care and practices to provide services in a manner 
that is welcoming and appropriate to the special needs of individuals (e.g., 
clearly positioning services to meet the needs of clients – local, in locations 
they are most comfortable, inclusion of appropriate and client-selected 
individuals). 

 Include mental health and addictions clients and caregivers in the 
development of strategies and activities to promote health and well-being 
(e.g., establish a policy that clients and/or family are included on all design 
teams). 

Earlier Recognition 
by Clients, Families 
and Friends 
Through the 
Development and 
Access to Key 
Tools and Supports   

 Develop tools and supports for clients, families and friends to help them to 
recognize mental illness and addictions problems earlier, and how to get 
access to services (e.g., development of training and interactive assessment 
tools, advance family/self-referrals for specific populations of clients, peer 
led self-management programs). 

 Develop appropriate workforce training programs grounded in the principles 
of promotion and prevention, and identify a person(s) accountable for 
evaluating promotion and prevention activities.     

Build an Inventory 
of Services and 
Supporting 
Navigation Tools   

 Leverage and enhance existing tools to ensure clients, families and providers 
are aware of and have access to 24/7 health services and information (e.g., 
utilize ConnexOntario to access help lines and a comprehensive inventory of 
all services available highlighting the organizations, service descriptions, 
eligibility criteria, and methods for establishing contact. Inclusion of wait lists 
information should also be pursued). 

Earlier Recognition 
by Providers 
Through Improved 
Awareness and 
Education   

 Develop tools and supports for front-line service providers to identify mental 
illness and addiction problems earlier, promote mental wellness, and ensure 
access to services to prevent mental illness and suicide wherever possible. 
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This Blueprint must support efforts to 

eliminate individual and social injustices 

that contribute to mental illness and 

addictions by Ensuring Everyone has the 

Same Opportunity to Achieve Mental Health 

Well-being.  All individuals must be offered 

culturally relevant services and supports 

that meet their needs at all stages of their 

life.  Every provider must work together to 

establish streamlined and equitable 

doorways to services.  

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families may be reluctant to get help due to the overarching stigma associated with mental 
illness and addictions issues.   

 Clients fear that they may not get the care they need because they don’t live near a hospital, or don’t 
have a family physician.  The different needs and service concerns between urban and rural 
communities are different and must be recognized. 

 Clients may perceive that services are not culturally sensitive, and that some minority populations 
may not get equitable access to services due to ethnicity, youth, sexual orientation, or historical 
inequities associated with the Aboriginal Populations. 

 Clients may need to travel far distances because some specialized programs don’t have capacity or 

services don’t exist within the region. 

All programs and services must be evaluated using a health equity lens with a goal of equitable access to 
a full range of high quality services to support all people regardless of origin, background or circumstances.  
This evaluation must be used to identify gaps and develop targeted strategies to resolve.  

With a collective recognition that everyone should have access to basic mental health and addictions 
care that is equitable and accessible, we must commit to supporting cultural competency at every 
interaction with clients and families, and be grounded in a belief that inclusion must be uniform for all. 

  

Goal 3 

Ensure Everyone Has the 
Same Opportunity to 
Achieve Mental Health Well-
being 

Direction 

Improve Equitable Access 
and Outcomes for All 
Populations 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action 

The following table identifies key outcomes and proposed actions for consideration to Improve Equitable 

Access and Outcomes for All Populations.   

Outcomes Opportunities for Action 

All Services Reflect 
Cultural Standards 
and Competencies   

 All staff are trained to access information and resources to provide services 
that reflect cultural competency and cultural safety standards for all services.  
All staff undergo cultural humility education and awareness programs - 
supported by policies, training programs, and evaluation tools. 

Rural Communities 
have Equitable 
Access to Services  

 

 Formalize a response to ensure rural and small population areas build local, 
sustainable capacity and establish hub-and-spoke to serve local regions while 
also connecting into established Hub Hospital capacity and their hub-and-
spoke models.  Establish clear lines of communication; standards and 
protocols for transitioning clients; support flow of clients in an efficient, 
timely, and effective manner; and advance shared care models under existing 
or new relationships.  Hub-and-spoke models in indigenous communities 
must be designed jointly with local stakeholders to ensure care models 
reflect cultural standards and specific considerations of indigenous 
populations. 

Language 
Preferences are 
Respected and 
Supported  

 Ensure access to information for all mental health and addictions services, 
treatments and supports are available in all required languages. 

 Enhance capacity and availability of interpreters. 

Address the Needs 
of Specific Priority 
Populations   

 Develop, adopt and implement a plan to improve access to mental health 
and addictions information, services, treatments and supports for priority 
populations (Indigenous/Francophone/Specialized Services).   The First 
Nations Mental Wellness Continuum Framework was released in January 
2015 and provides an excellent framework and priorities for action to close 
critical gaps in the continuum of mental wellness services, treatments and 
supports for First Nations, including traditional, cultural, and mainstream 
approaches.  

 Develop a strategy to address specific sub-populations where a local 
response in Northern Ontario should be established (e.g., eating disorders). 

Ensure Capacity 
and Resources to 
Support Priority 
Populations 

 Develop programs to identify, train, recruit, and retain providers who can 
offer services in the appropriate language and reflective of cultural standards 
(Indigenous/Francophone). 

Enhance 
Understanding to 
Gender and Sexual 
Orientation 

 Increase professional and public education to enhance understanding and 
develop appropriate mental health and addictions services to support 
gender, gender orientation, and sexual orientation needs. 
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A primary role of the Blueprint is to bring 

care providers, system planners, and other 

key influencers together to collectively 

Establish a Care Continuum Grounded in 

the Client's Journey.  This will require an 

even higher level of integration across 

providers and organizations to ensure the 

needs of the whole person are met.  To 

achieve this, formalized structures and 

agreements must be complemented with 

effective relationships and trust necessary 

to ensure the right care is provided by the 

right provider at the right time. 

Confirming the Need for Change   

Clients and families are seeking a different care experience. Currently: 

 Clients and families do not want to experience fragmentation of services across the system and the 
artificial barriers this creates.  The current ‘silo-based models’ prevent the sharing of information, and 
creates inconsistencies in the system resulting in have and have-nots in the community.   

 Clients may not experience a strong alignment across their care providers – from primary care to 
community to hospital-based services.  Clients acknowledge timely access to primary care is a major 
issue, and primary care may not be well equipped to address the needs of clients.   

 Clients need a greater link between medical and psychosocial services.  Since care must support the 

person, historical separations between these areas must be bridged. 

 Clients also need greater alignment across mental health and addictions services, and gaps in services 
must be addressed (e.g., addiction, opioid withdrawal, PTSD). 

Mental health and addictions services must be centred-around the individual, and these services must 
align and link with other health and social services to ensure the needs are met.  Greater levels of 
coordination must be grounded in the social determinants of health to ensure health and non-health 
linkages are established to support Triple Aim – Improved Experience, Superior Outcomes, and Value for 
Money.    

To build this coordinated, integrated approach to care, providers along the continuum must be valued, 
and a philosophy of ensuring the right care by the right provider must drive all planning and care 
decisions. 

Goal 4 

Establish a Care Continuum 
Grounded in the Client's 
Journey 

Direction 

Advance Partnerships, 
Collaboration and Trust 
Amongst Providers 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action 

The following table identifies key outcomes and proposed actions for consideration to Advance 

Partnerships, Collaboration and Trust Amongst Providers. 

Outcomes Opportunities for Action 

Enhance Access to 
Coordinated Care 
by Leveraging and 
Building on the 
Hub-and-Spoke 
Model and 
Establishing Clear 
Levels of Service 

 Establish greater alignment and connectivity across the continuum of care to 
build true partnerships between hospital, community, primary care, long-
term care, and supportive housing to support the right care at right time. 
Sample opportunities include: 

 Expanding existing and formalize a hub-and-spoke model to connect 
communities to regional hubs, and within communities, establish mini hub-
and-spoke models.  All hubs-and-spokes must be linked (e.g., First Nation 
Health Centre linked to hospital hubs); 

 Establishing clear roles, accountabilities and common standards for all 
providers to streamline transitions.  Build communities of practice. Leverage 
inter-professional provider teams; and 

 Developing clear levels of services for inpatient, community and primary 
care including service descriptions, service requirements, workforce 
requirements and key supports for each level of service. 

Ensure Integrated 
and Coordinated 
Services by 
Advancing System, 
Regional and Local 
Planning  

 Develop or leverage existing relationships to formalize a system-wide, 
regional and local planning network to ensure initiatives and services across 
Northeastern Ontario are connected and linked (e.g., establish tertiary 
mental health standards across the North to ensure adequate services are 
available and common language is established, establish common 
assessments, create individualized collaborative service plans, common 
intake, implement referral and resource matching).  

Align Medical and 
Psychosocial Care 
Around the Needs 
of the Individual   

 Develop strategies to build greater alignment and linkages between medical 
and psychosocial care and services that eliminate fragmentation (e.g., joint 
pathways for care, established protocols to link community providers to 
acute care, improved transition protocols between services like youth to 
adult, or adult to senior, ensure providers have cultural competency training 
and experience to support aboriginals). The First Nations Mental Wellness 
Continuum Framework provides a balanced approach to support the mental, 
physical, spiritual and emotional needs of a person.  

Align Mental 
Health and 
Addiction 
Collaboration and 
Coordination  

 While the long-term plan will be greater integration of mental health and 
addictions services, immediate focus should centre on strengthening services 
within each area to ensure both advance in the short-term.  However, where 
there is a high-level of alignment and integration, opportunities to advance 
integration between mental health and addictions should be pursued (e.g., 
effective sharing of information - single record, common assessments across 
sectors, single plan of care). 

Advance 
Partnership 
Opportunities with 
Non-LHIN Agencies 

 Identify opportunities where non-LHIN agencies can be engaged and included 
in the design and deployment of a new model for mental health and 
addictions care (e.g., Aboriginal stakeholders, Federal funding partners, 
United Way, Ministry of Child and Youth Services, NGOs).  Develop formal 
processes to develop inter-agency and inter-sector links and collaboration. 
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Moving beyond the formal and informal 

structures to build greater integration of 

providers, the Blueprint must also Ensure 

Clients Get the Services they Need.  This 

will require clear processes, tools and 

practices will ensure “any door is the right 

door to care”.  To achieve this, a system of 

care must be established where providers 

understand not only what they do, but 

also what others do, and when clients 

should be transitioned to ensure the right 

services are provided by the most 

appropriate provider. 

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families may not know what services are available, how to access these services, or whom 
they can speak with to gain access.  

 Clients and families struggle with navigation across providers and feel the system is highly fragmented.  

This general lack of understanding for how the system works often results in frustration.  

 Providers may also struggle with who to refer to.  Words used to describe the current system: 

“Disconnected, complex, confusing, patchwork, no flow through, funded in silos, follow-up resources 

not consistent, don’t know where to discharge, transitions may be poor, lack of follow through”. 

Quite simply, access to care must be simpler – for clients, families, and providers.  The belief is that if 
access to the right services can be secured at the right time, the system will not only be of higher quality, 
but will also be more efficient – and sustainable.  However, to advance access, providers must be willing 
to look at new models of care that introduce new partners in the care continuum and new ways of working 
together.  

To improve timely access to the most appropriate services, a shift in the care paradigm from a hospital 
centric model must occur.  To meet the needs of individuals and families at risk of mental illness and/or 
addictions, sectors must come together, from family health, to community-based, to social, to acute 
care, to emergency care, to protection, to correction services. The result: individuals get the services 
they need when they need it, and they are able to move easily from one service to another. 

  

Goal 5 

Ensure Clients Get the 
Services they Need  

Direction 

Enhance Timely and 
Appropriate Access 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action  

The following table identifies key outcomes and proposed actions for consideration to Enhance Timely 

and Appropriate Access to Care. 

Outcomes Opportunities for Action 

Clear Point of 
Access Enabled by 
a Centralized 
Intake for Mental 
Health & Addiction 
Services 

 Enhance the centralized point of contact for all mental health and addiction 
services that enable a "One Door is the Right Door" model to ask questions 
and request supports 24/7.  The Central Intake will be responsible for 
directing people to the most appropriate care and services, across all sectors, 
and will be supported by tracking tools to ensure effective and efficient 
transitions. 

Effective 
Identification and 
Care Coordination 
for Complex 
Clients  

 Establish system level navigation for the most complex mental health and 
addictions clients including advanced care coordination to ensure clients get 
to the right services (e.g., similar to the First Nations and Oncology service 
system navigators, aligned with the Health Link model). 

Enhance Capacity 
and Coordination 
Between Primary 
Care and Mental 
Health and 
Addiction 
Providers    

 

 Primary care and other community based services play a vital role in 
identifying individuals with early signs and symptoms of mental illness and 
addictions problems, and are key to ensuring the right supports, services and 
transitions are made.  Need to strengthen collaborative approaches between 
primary health, mental health care and addiction providers through better 
communication, interdisciplinary education, improved transitions of clients 
and supportive funding models.  Sample opportunities include:  

 Support training of family health providers on early identification, 
standardized screening, and the recovery approach to care; 

 Enhance training for family physicians in mental health and addictions to 
increase their capacity to manage mild to moderate mental health issues 
using a Shared-Care model (see the Practice Support Program from British 
Columbia - http://gpscbc.ca/practice-support-program); and 

 Formalize referral practices, transition protocols, and supports between 
primary care and mental health/addictions (e.g. psychiatry or substance 
abuse expertise); and 

 Facilitate self-management and access to peer supports. 

While this Blueprint focused on adults and the elderly, it is recognized that a 
focus on children and adolescent is critical, and alignment between primary 
care, school systems, and mental health and addictions services is important. 

Ensure Access to 
Peer Support 
Workers  

 Establish a strategy for how peer support workers can enhance care and 
access to services in Northeastern Ontario.  Opportunities to leverage 
evolving standards of practice and elevated training levels will help to 
advance peer support workers in a number of environments (e.g., 
independent, peer run agencies, mainstream settings). 
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Outcomes Opportunities for Action 

Enhance 
Coordination and 
Transitions Into, 
Across and Out of 
Community Sector 
Providers  

 To fully utilize the community sector, access to community mental health and 
addictions services must be timely and coordinated, and there must be a 
clear understanding for what services will be provided.  Community providers 
must work effectively with one another, and have effective relationships with 
other providers to ensure appropriate inflow and outflow from other sectors.   
Sample opportunities include:  

 Advance discharge planning approach to ensure timely conversations and 
early planning to streamline transitions 

 Develop clear referral pathways (e.g., transition from acute care to 
community for specific population of clients) 

 Develop and implement best practices across sectors to support the 
recovery and wellness model, common assessment intake model, case 
management and navigation, crisis response 

 Establish an inventory of services, identify gaps, and assess opportunities 
for expansion.  Due to the organic development of many of the 
community organizations, it will be important to review provider capacity 
and expertise where expansion is feasible and appropriate.  Policies that 
restrict organizations from supporting different populations or different 
needs even though capacity and demand exists must be reviewed. 

Ensure Clients Get 
Timely Access to 
Hospitals Through 
Effective and Clear 
Transfer Protocols  

 Strengthen coordination and communication between smaller communities 
and larger hospitals to ensure timely and appropriate handoffs (e.g., linking 
First Nation Health Centres with health providers/hospitals, implement new 
processes to identify follow-up care requirements earlier to support timely 
and appropriate transfer of clients, create access to primary or residence-
based care, support repatriation, update hospital-to-hospital transfer and 
communication protocols to ensure equitable, appropriate and timely 
transition of clients). 

Ensure Access to 
Key Programs and 
Services Where 
there is Sufficient 
Critical Mass, 
Demand for 
Services, and 
Availability of 
Providers to 
Establish a 
Sustainable Service   

 To address the growing need for services, a number of programs/services 
may need to be expanded or introduced within the region.  A clear plan for 
assessing services requirements and program alignment should be a priority.   
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While the Blueprint’s focus is to improve 

care for clients and families, it must also 

seek to Ensure Resources are Used 

Effectively and Efficiently Using Common 

Metrics. To support system leaders and 

provider organizations along this path, it is 

critical to have relevant information to 

guide processes, supports and fortitude to 

stay the course, and access to key tools to 

enhance system performance.  A new 

level and focus on accountability must be 

established across the continuum.  

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families don’t want to wait for services, and when they must, they want to know how long.  
Current waitlists often discourage access, and where there is a lack of wait list management, this 
creates a risk that clients may fall through the cracks. 

 Clients and families expect providers to work together. However, due to the lack of standards for how 
clients are managed across the system of care and potential breakdown in communication amongst 
providers and clients, clients may “get lost in the shuffle”. 

 An increasing awareness and interest by the public is raising the bar on client expectations.   The public 
is holding providers to greater levels of accountability and want greater involvement in decision-
making related to what services they receive and when they receive them.  As a result, we are seeing 
the establishment of organizations like Patients Canada which seeks to foster collaboration between 
patients, caregivers and the healthcare community (www.patientscanada.ca).  

To deliver on the Blueprint, a clear focus on building greater accountability of the system must be pursued.  
Services must improve the quality of life while ensuring a sustainable service model; providers must be 
held accountable for the value of care they provide; and governments must be accountable to ensure 
appropriate investments are made. 

To improve system performance, providers must collectively commit to a culture of accountability, 
advance metrics and tools that track the impact and benefits of initiatives pursued, and report on how 
the region is progressing towards the vision for mental health and addictions in Northeastern Ontario.  

  

Goal 6 

Ensure Resources are Used 
Effectively and Efficiently 
Using Common Metrics 

Direction 

Improve System 
Performance 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action  

The following table identifies key outcomes and proposed actions for consideration to Improve System 

Performance. 

Outcomes Opportunities for Action 

Build Capacity to 
Assess the Impact 
of Efforts Through 
the Development 
of Key Data and 
Metrics  

 Create uniform data across the system to support local and regional 
decisions, and ensure data and metrics are aligned with provincial level data 
to enable outcome and cost data comparisons.   

 Establish greater connectivity across information platforms that do not 
currently communicate effectively.  It is understood that advancing data and 
metrics must be completed as part of a system and policy effort that will 
include a broader group of stakeholders including the Province, and 
provincial organizations that set the stage for performance measurement 
and accountability (e.g., HQO). 

 Strengthen data collection and health intelligence at the local and regional 
levels to develop a better understanding of the mental health and addictions 
system needs, and support research capacity to assess impact, value for 
money, and enhance the level of accountability (e.g., use epidemiological 
data to look at demographics – lower income, more marginalized, to identify 
incidence and prevalence to help define the amount of services required).  

Ensure Leadership 
and Key Supports 
to Assist Moving 
the Blueprint 
Forward 

 Ensure the Blueprint moves from strategy to action through focused system 
leadership, and the establishment of a shared accountability structure.  

 Develop change management supports and capacity to ensure great ideas 
can move forward to implementation.  

Ensure Timely 
Access to Services 
Grounded in a 
Clear Wait Time 
Management 
System  

 Set standards for wait time for community and acute mental health and 
addictions services for people of all ages, including the development and 
tracking of clear benchmarks.   

 Develop performance measures for monitoring and public reporting of wait 
time, client experience, health outcomes and quality of life, service 
continuity and integration.   

Enhance System 
Performance by 
Advancing Key 
Tools and Supports  

 Enhance performance improvement through the development and 
implementation of tools including: accountability agreements, application of 
evidence based practices, program standards, standards of practices, 
accreditation with service providers, stepped care models. 
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To deliver on the Blueprint, the North East 
Ontario Provider and System Leaders must 
collectively Build and Strengthen Resource 
Capacity to Meet the Evolving (and 
Growing) Needs.  The current and future 
needs cannot be solved by existing 
practices – new and innovative provider 
models must be advanced.  This is not 
simply about getting more of the same, 
but truly looking at developing innovative 
approaches to capacity creation and 
resource planning.  

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 While the system has traditionally focused on beds and hospitals, a contemporary care model is 
placing a greater emphasis and role on community-based care, and care available closer to home.  
This approach is resonating with many clients and families.  However, this doesn’t reduce the 
importance of hospital care – but suggests that it should only be used when it is viewed as an 
appropriate response. 

 Clients and families are also seeking greater access to providers beyond the traditional business hours 
of 9 am – 5 pm.  This creates a driver for different service models, and is challenging traditional 
locations of care. 

 Clients and families are also open to different providers supporting their care.   A number of innovative 
and leading practices (e.g., peer support models, outreach) are challenging the status quo – and these 
best practice changes should be embraced.  

To support the Blueprint, new ways of looking at capacity must be supported and this may require a wide 
range of decisions from impacting university and college enrollment to challenging what providers can be 
used to support care in a community clinic.  However, whatever the decision, providers in Northeastern 
Ontario must remain committed to ensuring the most appropriate and well trained providers, working 
within an interprofessional model of care, are available to meet the needs of clients and families. 

To ensure the right resources are available, leaders must take a short, mid and long range perspective 
to capacity planning, and must be ready to challenge the status quo in how resources are leveraged.  

  

Goal 7 

Build and Strengthen 
Resource Capacity to Meet 
Evolving Needs 

Direction 

Capacity Development and 
Resource Planning 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers
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Identifying Expected Outcomes and Opportunities for Action  

The following table identifies key outcomes and proposed actions for consideration to ensure Capacity 

Development and Effective Resource Planning.   

Outcomes Opportunities for Action 

Ensure the Right 
Providers will be 
Ready and 
Available to 
Deliver Care 
Through the 
Development of a 
Comprehensive 
Human Resource 
Plan 

 Initiate joint planning efforts to identify human resource needs, identify gaps, 
and develop strategies for addressing these gaps. Strategies may include: 
understanding and addressing access to psychiatry services; 
introducing/adding key resources like Nurse Practitioners, PSWs, Peer 
Support Workers; creating opportunities for people living with mental health 
or substance abuse problems to take up positions at all levels within the 
mental health and addictions workforce; enhance mental health training 
programs to match local people with local job opportunities in northern and 
remote communities (e.g., residency programs); work with training programs 
to increase access to key resources; develop and support recruitment and 
retention strategies. 

Front Line 
Providers are 
Competent and 
Appropriately 
Trained  

 Promote the education and training of mental health and addictions 
professionals, supporting health professionals, and other service providers in 
recovery-oriented approaches and situation specific requirements.  
Opportunities for action include:  support first responders, court and 
corrections workers with knowledge about mental health and addictions 
problems; anti-stigma programs; ED training on how to manage situations. 

Care Delivery 
Shifts Away from a 
Predominant Focus 
on Bed Reliance  

 Shift the practice of psychiatry away from beds to a greater focus on 
innovative community-based services, supported by  greater linkages 
between health sectors and with non-health sectors like justice, supportive 
housing, residential programs.  Opportunities for action include: community-
based services that reduce the need for beds (e.g., community withdrawal 
management service); shared care models that introduce collaborative care 
models across various sectors; advance home and community-based services 
where appropriately medically cleared clients leverage OTN; mobile services 
that utilize nurse practitioners and supporting technologies to extend reach; 
Consultation Liaison Teams to ensure expert knowledge is accessible when 
and where it is needed. 

Develop a Housing 
Strategy 
(Residential Plan).  

 A regional plan for housing, supportive housing and residential services that 
meet cultural sensitivity standards, and include appropriate supports (e.g., 
housing for aboriginal, development disabilities, seniors).  Develop tools to 
match health, housing and employment resources to meet the needs of 
individuals. 

Inform Educational 
Curriculum 

 Advance opportunities to work with universities and colleges to advance the 
educational curriculum of professional and non-professional staff to ensure 
alignment with new models and standards for mental health and addictions 
care. 
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To realize the vision, providers and system 
integrators must Invest in Innovative Tools 
and Approaches to Help Realize the Vision 
for Mental Health and Addictions care. It 
must be clearly understood that these 
investments are not optional, but 
mandatory in order to establish and 
leverage a foundational information, 
technology that enables information flow 
and process infrastructure. However, 
organizations should not pursue these 
developments in isolation, but rather 
leverage the collective capabilities, 
capacities, and funds to build structures 
that any single organization could not 
create on their own. 

 

Confirming the Need for Change   

Clients and families are seeking a different care experience.  Currently: 

 Clients and families expect providers to be able to share information and reduce the need for 
repetitively asking the same questions.  Opportunities to advance shared records and care plans 
should be a near term goal.  Fortunately, there are some local advances that may be expanded on. 

 Clients and families may want access to alternative options to care that may reduce their travel.  While 
telepsychiatry has had broad application in the North, new technology innovations by OTN are 
creating addition potential to extend the reach of care providers and support capacity development 
of providers. 

 Clients and families need improved access to transportation services to address the broad geography 
and significant access issues in the North. 

 Clients and families need improved access to housing services. 

To support the Blueprint, standard approaches to building capacity across providers must be pursued.  
However, providers should not be able to build silo-based solutions, but rather should be incented to 
build collaborative solutions that leverage available models, solutions and practice, where it makes 
sense. 

 

  

Goal 8 

Invest in Innovative Tools 
and Approaches to Help 
Realize the Vision 

Direction 

Invest in Critical Supports & 
Enablers 

Ensure Resources are 
Used Effectively and 

Efficiently Using 
Common Metrics    

Invest in Innovative 
Tools and Approaches 

to Help Realize the 
Vision       

Ensure Everyone Has 
the Same Opportunity 

to achieve Mental 
Health Wellbeing

Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs

Ensure Clients Get 
the Services they 

Need 

Establish a Care 
Continuum Grounded 
in the Client's Journey 

Support Earlier and 
More Effective 
Interventions   

Ground Everything 
We Do to Meet 

the Needs of Clients, 
Families and 
Caregivers



Establishing a Blueprint for Mental Health & Addictions Care in Northeastern Ontario 29 

Identifying Expected Outcomes and Opportunities for Action  

The following table identifies key outcomes and proposed actions for consideration to Invest in Critical 

Supports and Enablers. 

Outcomes Opportunities for Action 

Extend the Reach 
and Availability to 
Services Using OTN 
Capacity and Tools 

 Explore new and expanded program ideas that leverage supporting 
technology tools to improve access to services, reduce silos, build provider 
capacity, and improve more timely decision making (e.g., leverage OTN to 
connect locations not traditionally connected enabling improved access to 
new services - withdrawal management services for remote communities 
challenged by transportation and access issues; utilize OTN to support care 
needs but also build capacity of providers – ProjectECHO).  

Optimize the 
Collection and 
Sharing of 
Information Using 
Enabling 
Technologies 

 

 Use technology to foster collaboration, increase access to services, reduce 
duplication and redundancy of collecting information, and engage people in 
managing their mental health and addictions illnesses (e.g., build supporting 
infrastructure - common/integrated patient record that give a full clinical 
picture or minimum data sets to enable sharing of patient information across 
organizations, secure email/texting tools).  To support this goal, privacy 
restrictions that impede the collection and sharing of information would 
need to be reviewed, and tools to collect and store collateral information 
would be required to reduce duplication. 

Incent 
Performance and 
Innovation 
Through Flexible 
Funding Models  

 Advance more flexible funding structures to support innovation by working 
closely with the LHIN as a partner to identify opportunities for greater 
alignment and synergy across the LHIN’s provider organizations (e.g., funding 
transportation, innovation, education, evidence-based practices). 

Sharing Best 
Practices to 
Enhance Adoption  

 Accelerate the translation of knowledge into action through a collaborative, 
coordinated knowledge-exchange infrastructure approach 

Enhancing Timely 
Access to 
Supportive 
Housing  

 Increase the availability and streamline access to safe, secure, affordable and 
cultural appropriate housing with supports for people living with mental 
health and addictions illnesses (e.g., explore admission processes, in reach 
into homes, create standards for safety in homes, and explore high intensity 
housing/need specific housing). 

 Aboriginal housing with appropriate supports must be explored recognizing 
the importance of remaining within a community to ensure continuity of 
cultural based care. 

Enabling Timely 
Access to 
Transportation 
Services   

 Explore opportunities for improving access and increasing the efficiency of 
transportation services by looking at cross jurisdictional solutions to connect 
individuals to service hubs; reviewing provider accompaniment protocols; 
reviewing police escort requirements. 
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MOVING FORWARD 
The Blueprint for Mental Health and Addictions provides a strategic framework for transforming mental 
health and addictions services for the people of Northeastern Ontario.  The Blueprint presents a vision 
and expected outcomes, all of which are supported by eight supporting goals and directions that frame 
the strategies for change.  The Blueprint is intended to serve as a catalyst for the next stage of 
conversations and collaborations amongst providers, system leaders, funders, and clients and families 
regarding a system that promotes mental health and well-being for Northerners.  Given this focus, the 
Blueprint focuses primary on the “what” (the goals and the outcomes required), and less on the “how” 
(the specific actions to be pursued to achieve the outcomes).  

The Blueprint acknowledges the dedication and tireless work that providers do every day to deliver the 
very best care they can, it values the work of system leaders to help bring the many sectors and providers 
together to support the goals of a seamless and more integrated system of care; and it appreciates that 
there are many efforts underway and planned that must be leveraged.   

That said, at the conclusion of drafting this Blueprint, it is simply “a good plan on paper”.  While the in-
depth consultations with clients, families and providers have provided countless examples of 
compassionate care delivery; the difficult stories about when the system did not work for individuals was 
sad and concerning.  It is clear that action must be taken, and this action must be a collective response. 

For this reason, the implementation of the Blueprint must start with a pause (of no more than one to two 
months) – a scheduled delay to ensure there is the support and fortitude for moving forward.  

To ensure success, a number of immediate actions must be undertaken during this period: 

 Build Support for the Blueprint and Distributed Ownership for Moving Forward.  An extensive effort 
must be undertaken to share the Blueprint with clients, families, staff from provider organizations 
that span the entire continuum of care, system leaders and any other influencers or stakeholders.  A 
true focus on inclusivity must prevail to ensure critical voices are heard, and an approach of cultural 
humility must be infused into the entire process to ensure a commitment to self-reflection, redressing 
power imbalances, and developing mutually beneficial partnerships.  The process must listen to the 
voices of clients and the families, providers along the continuum that are often not heard, and those 
priority populations like the rural, Francophone and Aboriginal that are integral to this strategy.  This 
inclusive approach will help to ensure understanding, support, and ultimately, ownership for the work 
ahead.  Stakeholders must be asked “what can they do to support the Blueprint?” and “how can I 
contribute to a positive system change?” 

 Establish Commitment to Work Together to Meet the Needs of Clients & Families.  There is no doubt 
great work has been completed and is planned to further advance mental health and addictions care.  
However, failure to leverage and align this work would be a mistake.  Providers across the continuum 
must come together to agree and build on the principles established so they can drive change 
collectively.   They must seek to understand what others have done, and how these efforts can also 
support the needs of their own clients.  A starting point will be to put all of the efforts on the table so 
clear alignment and linkages can be determined, and where potential duplication exists.  Stakeholders 
must be asked “are they willing to work with others, or work differently, if it will benefit the clients and 
families they serve?” 

 Agree that Action is Required - Now.  To deliver the benefits described in the Blueprint, providers 
must not only truly understand and agree on the outcomes the efforts will yield, but they must also 
agree that action is required now.  While there is little doubt that some hard decisions will need to be 
made since there will always be financial realities that may limit what can be done, there must be a 
commitment to move act now. Stakeholders must be asked “can we afford to not act?” 

The vision, goals and expected outcomes with the Blueprint can only be achieved if we work together.  
Together, a better, safer and more sustainable mental health and addictions system of care can be realized 
by clients, families and providers of care. 

As the organizations seek to operationalize the Blueprint, qualitative data and literature collected during 
this study and quantitative data regarding capacity, flow and demand should be utilized. 
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APPENDIX 
Appendix A: Steering Committee Memberships 

 David McNeil, VP, Clinical Programs and Chief Nursing Officer, HSN 

 Tanya Nixon, VP, Mental Health, Addictions and Seniors, NBRHC 

 Dr. Chris Bourdon, Chief of Staff, HSN 

 Dr. Donald Fung, Chief of Staff, NBRHC 

 Joan Ludwig, Chief Nursing Office, Timmins and District Hospital 

 Max Liedke, VP & CFO, Sault Area Hospital 

 Catherine Matheson, Senior Director, Health System Transformation, NE LHIN 

Dr. D Roy, CEO HSN and Paul Heinrich, CEO NBRHC were the Executive Sponsors  

 

Appendix B: Operations Committee Memberships 

 Lise St. Marseille, Co-Chair and Director Geriatric Mental Health & Complex Care, NBRHC 

 Maureen McLelland, Co-Chair and Associate VP, Clinical Transformation & Transitions, HSN  

 Dr. R Koka, Medical Director, Mental Health, HSN 

 Dr. K. Boss, Medical Staff representative, NBRHC 

 Dr. Natalie Aubin (PhD.), Director of Mental Health, HSN 

 Laurie Wardell, Director Mental Health and Addictions, NBRHC 

 Jane Sippell, Director, Mental Health, SAH 

 Natalie Carle, Director of Organizational Performance, TADH 

 Marion Quigley, CMHA regional committee representative  

 Brent Webster, Patient Advocate NBRHC 

 Lynne Desrochers, Patient/Family Representative NBRHC 

 Camille  Lavoie, Patient/Family Representative, HSN 

 Angela Recollet, Shkagamik-Kwe Health Centre (AHAC)  

 Dr. Brenda Restoule Psychologist, Nipissing First Nation 

 Mike O’Shea, Officer Mental Health- NE LHIN 

 Viviane Lapointe, Chief Communications & Community Engagement, HSN 

 Kim McElroy, Communications Manager, NBRHC 

 Lisa Drinkwalter, Project Manager, NBRHC 

 Cheryl Vainio, Recording Secretary - Admin Asst. Mental Health & Addictions, NBRHC 
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Appendix C: Survey Results 

What Providers Told Us Through the Survey 

 

What Clients & Families Told Us Through the Survey   
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Appendix D: Strategy Map  

The following diagram provides a strategy map summarizing the vision, goals, directions and 

stakeholders necessary to advance Mental Health and Addictions care in Northeastern Ontario.   

 

 

  

Goal 1:
Ground Everything 
We Do to Meet the 

Needs of Clients, 
Families and 
Caregivers

Direction: 
People-Centred and 

People-Directed 
Care

Goal 2: 
Support Earlier and 

More Effective 
Interventions

Direction: 
Earlier, Appropriate 

Response to Care 
Needs

Goal 3:
Ensure Everyone 

Has the Same 
Opportunity to 
achieve Mental 

Health Well-being

Direction: 
Improve Equitable 

Access and 
Outcomes for All 

Populations

Goal 4:
Establish a Care 

Continuum 
Grounded in the 
Client's Journey

Direction: 
Advance 

Partnerships, 
Collaboration and 

Trust Amongst 
Providers

Goal 5:
Ensure Clients Get 
the Services they 

Need

Direction: 
Enhance Timely 
and Appropriate 

Access

Goal 6:
Ensure Resources are Used 

Effectively and Efficiently Using 
Common Metrics

Direction: 
Improve System Performance

Goal 7:
Build and Strengthen Resource 

Capacity to Meet Evolving Needs

Direction: 
Capacity Development and 

Resource Planning

Goal 8:
Invest in Innovative Tools and 

Approaches to Help Realize the 
Vision

Direction: 
Invest in Critical Supports & 

Enablers

A Blueprint to Transform Mental Health and Addictions Services 
for the People of North Eastern Ontario

A Blueprint to Transform Mental Health and Addictions Services 
for the People of North Eastern Ontario

Delivering on a Vision for …

Communities promoting mental health and well-being through a comprehensive, 
coordinated and compassionate health care system

Hospital 
Sector

Community 
Mental 

Health & 
Addictions 

Sector

Community 
Support 
Services 
Sector

CCAC
Sector

Long Term 
Care Sector

LHIN + Ministry of Health and Long-Term Care

Non-LHIN Funded Providers Other Ministries

Through a Focus on Five Goals that Change Transform How We Work Together ...

With the Commitment of Many Stakeholders to Achieve the Vision 

Supported by Three Goals that Provide Critical Enablers to Make the Change ...

Primary Care 
Sector

Aboriginal 
Stakeholders

Federal Government 
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Appendix E: Action Recommendation Summary 

The following table summarizes recommended actions for consideration, and highlights sectors/ 

stakeholders that need to be involved.  This process confirmed that success can only be achieved by 

sectors and other key stakeholders working together to address the collective needs of individuals 

challenged with mental illness and substance abuse – no single provider can address the issues alone. 

Goals & Directions Actions 
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u
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n
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Goal 1: 
Ground Everything We 
Do to Meet the Needs 
of Clients, Families 
and Caregivers 
 
Direction:  
People-Centred and 
People-Directed Care 

Enhance Client, Family and Caregiver Inclusivity to Participate in 
Care Discussions, Planning and Evaluation  

   
 

Supports for Caregiver to Ensure Their Ongoing Sustainability      

Change Attitudes and Reduce Stigma by Improving Access to 
Relevant Information to Enhance Understanding of the Disease 

   
 

Address Practices that Exclude Family Members from Critical  
Conversations and Information About Client Care and  Progress  

   
 

Enhance Family Involvement by Teaching Providers How to Engage 
with Families 

   
 

Goal 2:  
Need to Ensure the 
Right Services Are 
Available to Meet 
Client Needs 
 
Direction:  
Earlier, Appropriate 
Response to Care 
Needs 

Enable Earlier Detection and Timelier Access to Treatment by 
Investing In and Advancing Prevention and Promotion  

    

Earlier Recognition by Clients, Families and Friends Through the 
Development and Access to Key Tools and Supports   

   
 

Build an Inventory of Services and Supporting Navigation Tools       

Earlier Recognition by Providers Through Improved Awareness 
and Education      

 

Goal 3: 
Ensure Everyone Has 
the Same Opportunity 
to achieve Mental 
Health Wellbeing 
 
Direction:  
Improve Equitable 
Access and Outcomes 
for All Populations 

All Services Reflect Cultural Standards and Competencies       

Rural Communities have Equitable Access to Services      

Language Preferences are Respected and Supported      

Address the Needs of Specific Priority Populations       

Ensure Capacity and Resources to Support Priority Populations     

Enhance Understanding to Gender, Gender Orientation and Sexual 
Orientation 

   
 

Goal 4: 
Establish a Care 
Continuum Grounded 
in the Client's Journey 
 
Direction:  
Advance Partnerships, 
Collaboration and 
Trust Amongst 
Providers 

Enhance Access to Coordinated Care by Leveraging and Building 
on the Hub-and-Spoke Model and Establishing Clear Levels of 
Service 

   

 

Ensure Integrated and Coordinated Services by Advancing System, 
Regional and Local Planning  

    

Align Medical and Psychosocial Care Around the Needs of the 
Individual   

   
 

Align Mental Health and Addiction Collaboration and Coordination      

Advance Partnership Opportunities with Non-LHIN Agencies     
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Goals & Directions Actions 

H
o

sp
it

al
 

C
o

m
m

u
n

it
y 

Su
p

p
o

rt
iv

e
 

H
o

u
si

n
g 

LH
IN

 

Goal 5: 
Ensure Clients Get the 
Services they Need 
 
Direction:  
Enhance Timely and 
Appropriate Access 

Clear Point of Access Enabled by a Centralized Intake for Mental 
Health & Addiction Services 

   
 

Effective Identification and Care Coordination for Complex Clients      

Enhance Capacity and Coordination Between Primary Care and 
Mental Health and Addiction Providers   

   
 

Ensure Access to Peer Support Workers      

Enhance Coordination and Transitions Into, Across and Out of 
Community Sector Providers  

   
 

Ensure Clients Get Timely Access to Hospitals Through Effective 
and Clear Transfer Protocols  

   
 

Ensure Access to Key Programs and Services Where there is 
Sufficient Critical Mass, Demand for Services, and Availability of 
Providers to Establish a Sustainable Service   

    

Goal 6: 
Ensure Resources are 
Used Effectively and 
Efficiently Using 
Common Metrics 
 
Direction:  
Improve System 
Performance 

Build Capacity to Assess the Impact of Efforts Through the 
Development of Key Data and Metrics  

    

Ensure Leadership and Key Supports to Assist Moving the 
Blueprint Forward 

    

Ensure Timely Access to Services Grounded in a Clear Wait Time 
Management System  

    

Enhance System Performance by Advancing Key Tools and 
Supports  

    

Goal 7: 
Build and Strengthen 
Resource Capacity to 
Meet Evolving Needs 
 
Direction:  
Capacity Development 
and Resource Planning 

Ensure the Right Providers will be Ready and Available to Deliver 
Care Through the Development a Comprehensive HR Plan 

    

Front Line Providers are Competent and Appropriately Trained      

Care Delivery Shifts Away from a Predominant Focus on Bed 
Reliance  

    

Develop a Housing Strategy (Residential Plan).      

Inform Educational Curriculum     

Goal 8: 
Invest in Innovative 
Tools and Approaches 
to Help Realize the 
Vision 
 
Direction:  
Invest in Critical 
Supports & Enablers 

Extend the Reach and Availability to Services Using OTN Capacity 
and Tools 

    

Optimize the Collection and Sharing of Information Using Enabling 
Technologies 

    

Incent Performance &  Innovation Through Flexible Funding 
Models  

    

Sharing Best Practices to Enhance Adoption      

Enhancing Timely Access to Supportive Housing      

Enabling Timely Access to Transportation Services       
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Appendix F: Literature Review & Leading Practices 

The extensive background material provided by Health Sciences North and North Bay Regional Health 
Centre was complemented by a literature review to identify emerging trends and best practices in health 
care delivery models.  

Global Calls for Transformative Change 

Healthcare providers can work collaboratively to achieve new milestones in defining, measuring and 
delivering value, activating responsible citizens and developing new models for promoting health and 
delivering care, even within growing resource constraints and other challenges. This is important more 
than ever before as the paths of healthcare systems in many countries are increasingly unsustainable. 
Moreover, we envision this will lead to a variety of strategic decisions affecting service delivery models 
and underlying competencies. These decisions could impact the organization’s leadership, culture, 
business models, organizational structures, skills, processes and technologies. 
Healthcare 2015 and care delivery: Delivery models refined, competencies defined 
IBM Institute for Business Value, Healthcare White Paper, 2015 

Health System Reform: A Core Set of Priorities 

As the above quote suggests, health care systems around the world are in the midst of various stages of 
transformational reform efforts designed to enhance long-term system sustainability, all of which 
influence system design, care delivery models and operational priorities. The dominant themes being 
pursued within the various reform agendas include: 

 Population Health: Health systems around the world are increasingly recognizing that a focus on 
transformation is required, one grounded in an overall population health mandate that seeks to 
improve overall health and not be dominated by the provider-centric, illness-care service delivery 
models that dominated past policy and resourcing decisions. 

 Quality and Safety: The Institute of Medicine (IOM) in the United States forever changed health care 
delivery through its ground-breaking research into quality and safety and the impact that avoidable 
errors have on people’s health and well-being. This work has led to the development of formal 
frameworks including the Institute for Healthcare Improvement’s (IHI) Triple Aim Framework and 
forever “raised the bar” on demands for system performance, reporting, transparency and 
accountability.  

 Enhanced Public, Patient and Family Engagement: In general, today’s systems have failed to 
adequately engage the public at large, and patients and families more specifically, in system-wide or 
organizational planning processes that impact the care they receive. As a result, systems now face 
growing demands for enhanced levels of public, patient and family engagement regarding any 
emerging system reforms, especially those that impact their individual and collective care 
experiences.  

 Unprecedented Cost Pressures: Publicly funded systems are struggling to address the increasing cost 
burden of providing health services to an aging, and increasingly demanding, population. In Canada, 
health care expenditures represent the largest single line item in all provincial budgets, with costs 
typically rising at rates that outpace any growth in provincial revenues. If this historical growth in costs 
cannot be contained, the very sustainability of the system that Canadians have come to treasure is at 
risk.  

All of the above demands new and innovative thinking from funders and 
providers alike to design new care models that can collectively overcome 
historical barriers and create the conditions for success that will allow them 
to deliver on the Triple Aim of today’s health care systems:  

 Improved patient experiences,  

 Improved population health outcomes, and  

 Increased value / reduced costs across the system. 
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Mental Health System Reform Priorities 

European Strategy 
Just as there are common trends in reform efforts art the system level, mental health and addictions 
programs and serviced are also being reformed, with the vast majority of efforts being in a core set of 
consistent goals and principles that recognize that good mental health yields significant benefits to society 
at large, while poor or unmanaged mental health issues can have a devastating impact on individuals, 
their families and the overall community. The European Mental Health Strategy offer an excellent 
example of the underlying goals and principles that should guide any future efforts to transform mental 
health and addictions services in Northeastern Ontario.  The European strategy consists of seven strategic 
objectives (four core and 3 crosscutting) that together hold the promise of improving well-being and 
reducing the burden of mental disorders across the whole European Region:   

Four core strategic objectives of the European strategy: 

 Everyone should have equal opportunity to experience mental well-being throughout their lifespan, 
particularly those who are most vulnerable or at risk. 

 Persons with mental health problems are full citizens whose human rights are respected and 
promoted. 

 Mental health services are accessible and affordable, available fairly. 

 People receive effective and respectful treatment - offered the way people want it.  

Supported by 3 crosscutting objectives: 

 Physical health and mental health depend on each other 

 Mental health care needs partnerships and accountability 

 Good and transparent knowledge and information is available about activities for mental health and 
mental disorders 

Australian Strategy 
Reflecting on a similar underlying philosophy and set of goals, system leaders in Australia have worked 
diligently to define a population-based planning model for mental health services that identifies service 
demand and care packages across the sector in both inpatient and community environments.  The end 
result is a national plan that describes and differentiates levels of care by provider type that ensures that 
people requiring mental health services get the care they need, when and where they need it, through an 
integrated network of providers who are resourced to deliver the services expected.  The graphic below 
describes how various factors influence the overall framework. 

Modelling
Develop a population 
based planning model 

including service 
elements and care 

packages

Clinical
Develop the detail for the 
mix and level of services 
including standards, care 
packages, pathways and 

patient flow

Services
Develop the detail for the 
mix and level of services 

including taxonomies and 
facilities guidelines

Costing
Develop cost 

benchmarking, cost 
weights, activity based 

funding models

 

While the Australian framework is too detailed to be included in this report, an example can be seen at: 
http://www.health.qld.gov.au/cscf/docs/30_mentalhealth.pdf.   

http://www.health.qld.gov.au/cscf/docs/30_mentalhealth.pdf
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First Nations Mental Wellness Continuum Framework 

The First Nations Mental Wellness Continuum Framework, released in January 2015, is built around five 
key themes, each with identified priorities for action. This framework could guide planning for all peoples, 
not just First Nations communities. 

 Theme 1: Culture as Foundation with priorities for action that include: Responding to the Diversity of 
First Nations Communities; Defining Culture; Valuing Cultural Competency, Cultural Safety and 
Indigenous Knowledge; and Understanding the Role of Language in Mental Wellness 

 Theme 2: Community Development, Ownership and Capacity Building with priorities for action that 
include: First Nations Control of Services; Building on Community Priorities; Developing Community 
Wellness Plans; Working Together in Partnership; Investing in Community; and Development and 
Capacity Building 

 Theme 3: Quality Care System and Competent Service Delivery with priorities for action that include: 
Delivering Accessible Services; Providing Quality Mental Wellness Programs and Services; 
Responsiveness, Flexibility, Reliability; Proactive Planning and Crisis Supports and Services; Delivering 
Trauma-informed Care; Promoting and Recognizing a Culturally Competent Workforce; Providing 
Education, Training and Professional Development; and Supporting Worker Wellness 

 Theme 4: Collaboration with Partners with priorities for action that include: Defining Clear Roles and 
Responsibilities; Establishing Leadership; Creating Partnerships and Networking; Developing System 
Navigators, and Case Managers; Providing Advocacy; and Raising Awareness–Reduction of Stigma and 
Protection of Privacy 

 Theme 5: Enhanced Flexible Funding with priorities for action that include: Providing Additional 
Funding; Moving Away from Time-limited and Siloed Funding; and Increasing Flexibility of Funding 

 

The National Landscape  

The Mental Health Commission of Canada (MHCC) was created in 2007 to be a catalyst for improving the 
mental health system and changing the attitudes and behaviours of Canadians around mental health 
issues. In 2012, the MHCC released Changing Directions, Changing Lives, the first mental health strategy 
for Canada. The Strategy identifies 26 priorities, 109 recommendations, grouped in six strategic directions: 

 Promote mental health across the lifespan in homes, schools, and workplaces, and prevent mental 
illness and suicide wherever possible. 

 Foster recovery and well-being for people of all ages living with mental health problems and illnesses, 
and uphold their rights. 

 Provide access to the right combination of services, treatments and supports, when and where people 
need them. 

 Reduce disparities in risk factors and access to mental health services, and strengthen the response 
to the needs of diverse communities and Northerners. 

 Work with First Nations, Inuit, and Métis to address their mental health needs, acknowledging their 
distinct circumstances, rights and cultures. 

 Mobilize leadership, improve knowledge, and foster collaboration at all levels. 

One of the major efforts emerging across the country as a result of the MHCC and related work is the 
development and promotion of Collaborative Care Models between primary care providers and mental 
health and addictions professionals.  The goal of Collaborative Care models is to improve access to mental 
health care and increase the capacity of primary care providers to manage mental health and addiction 
(MH&A) problems. Successful projects in Canada and other countries have demonstrated better clinical 
outcomes, a more efficient use of resources, and an enhanced experience of seeking and receiving care.2 

                                                           
2 http://www.shared-care.ca/files/2011_Position_Paper.pdf 

http://www.shared-care.ca/files/2011_Position_Paper.pdf
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The Ontario Priorities 

The Government of Ontario has set the stage for future care delivery with its “Excellent Care for All Act” 
that emphasizes core principles for health reform, noting that Ontarians: 

 Believe that the patient experience and the support of patients and their caregivers to realize their 
best health is a critical element of ensuring the future of our health care system. 

 Share a vision for a province where excellent health care services are available to all, where 
professionals work together and where patients are confident that their health care system is 
providing them with excellent healthcare. 

 Recognize that a high quality health care system is accessible, appropriate, effective, efficient, 
equitable, patient-centred, population health focused and safe.  

Building on this, the Government have defined a series of goals within the strategy - Patients First: 
Ontario’s Action Plan for Health Care - that defines four system-wide directions  

 Improve access – providing faster access to the right care. 

 Connect services – delivering better, coordinated and integrated care in the community, closer to 
home. 

 Support people and patients – providing the education, information and transparency they need to 
make the right decisions about their health. 

 Protect our universal public health care system – making decisions based on value and quality, to 
sustain the system for generations to come. 

In terms of Mental Health & Addictions, Ontario launched its Mental Health Strategy – Open Minds, 
Health Minds – in 2011, defining a vision of a unified system of care, within the areas of addictions and 
mental health, which improves the well-being of all individuals, families and communities in Ontario.  The 
vision is to be achieved through four inter-connected goals: 

 Improve mental health and well-being for all Ontarians; 
 Create healthy, resilient, inclusive communities; 
 Identify mental health and addictions problems early and intervene;  
 Provide timely, high quality, integrated, person-directed health and other human services. 

Finally, all LHINs are working to deliver a common set of goals under their Health Links strategy, which is 
a platform for community-based efforts to provide coordinated, efficient and effective care to patients 
with complex needs.  Health Links have been formed because 5% of patients account for two-thirds of 
health care costs – and the 5% are most often described as patients with multiple, complex conditions, 
often involving mental health & addiction issues.   

The premise of Health Links is that when the hospital, the family doctor, the long-term care home, 
community organizations and others work as a team, the patient receives better, more coordinated care. 
Under the Health Links model, providers will design a care plan for each patient and work together with 
patients and their families to ensure they receive the care they need. For the patient it means they will: 

 Have an individualized, coordinated plan of care that providers ensure is followed, 
 Have support to ensure they are taking the right medications, and 
 Have a care provider they can call who knows them and is familiar with their situation. 
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Information and Training for Family Physicians – British Columbia’s Practice Support Program 
http://gpscbc.ca/practice-support-program 

In 2004 and 2005, the General Practices Services Committee (GPSC) held province-wide consultations with 
about 1000 family physicians to hear their perspectives on the decline of family practice and ideas about 
solutions to the mounting problems of low morale and decreasing professional satisfaction among BC’s 
full-service family practice physicians. 

The committee learned that the declining interest in family practice might be curbed if family physicians: 
Felt valued, were appropriately compensated for their work, received adequate, ongoing training, and 
were supported to provide high-quality care for an increasingly complex and aging patient population. 

The Practice Support Program (PSP) is a joint initiative of the Government of BC and Doctors of BC. The 
PSP delivers quality improvement services with in-practice coaching and CME-accredited learning 
modules for improved clinical and practice management, Electronic Medical Record optimization, and 
patient care delivery. The PSP fosters transformation in patient care by helping physicians build capacity 
in their practices through the use of innovative clinical and practice management tools and strategies. 

The PSP began as an initiative of the GPSC, a partnership of Doctors of BC and the Ministry of Health, and 
now receives additional direction, support, and funding from the Shared Care Committee and the 
Specialist Services Committee (also partnerships between Doctors of BC and the Ministry of Health) 
The Practice Support Program (PSP) is an initiative that provides training and support for family physicians, 
specialist physicians, and their medical office assistants (MOAs) to improve clinical and practice 
management and thereby: 

 Increase practice efficiency and capacity. 
 Improve patient care and professional satisfaction.  
 Reduce costs to the health care system. 
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Rural and Remote Mental Health and Addictions Reviews 

Rural Health Services Review Final Report 
Understanding the concerns and challenges of Albertans who live in rural and remote communities. 
http://www.health.alberta.ca/documents/Rural-Health-Services-Review-2015.pdf 

From the outset, the Rural Health Services Review Committee recognized a number of fundamental truths 
about rural Alberta. These formed the basis for guiding principles that were foundational to the 
consultations and subsequent recommendations. These principles recognized that while every rural 
community is unique, they all share fundamental characteristics—independence, generosity, 
perseverance, collaboration, accountability, community spirit and pride.  

The Committee met with over 100 communities across our province, all with populations of less than 
10,000. During the course of these engagements, a number of dominant themes emerged: 

 Timely access to health care services is just as important to rural residents as it is to all other Albertans 
 Rural Albertans want to have the opportunity to spend their full lives in their communities, from birth 

to death 
 Accessing health care services largely depends on the patient traveling to the caregiver. In rural and 

remote areas, this depends in large measure on reliable access to transportation 
 Rural EMS is a vital service that becomes more crucial as distance from an emergency care facility 

increases 
 With variable degrees of access to acute and emergency care services, having robust, readily 

accessible primary health care services becomes even more critical 
 Rural Albertans expect to be full partners in the planning of health care in their communities 
 Having health care services readily available depends on having a cohesive team of health care 

professionals working in well-maintained and properly resourced facilities 
 Health care services and facilities are critical components contributing to the economic viability and 

long term sustainability of rural communities 

The Committee carefully considered the presentations from community groups as well as nearly thirty 
organizations deeply involved in health care in Alberta. Fifty-six recommendations are presented that 
address the concerns raised by communities from across the province. In general terms, these 
recommendations call for: 

 Greater engagement, decision-making, and accountability at the community level 
 Development of a robust system of team-based primary health care services  
 Addressing current issues facing EMS dispatch and operations to improve response times and ensure 

community availability 
 A coordinated approach to workforce sustainability with increased focus on development of a full 

spectrum of home-grown healthcare professionals  
 Enhanced utilization of existing facilities to improve local access to basic health care and specialized 

services 
 Acknowledging the crucial role of health care facilities and services in the economic viability of rural 

communities, and by extension, the province as a whole 

Rural Albertans expect to be actively engaged in health care planning and delivery for their communities. 
They are eager to fully participate in implementing the recommendations of this review. 
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A Framework for Mental Health Service Delivery in Rural and Remote Queensland Report 
A Literature Review Analysing Models and Treatment Options 
http://www.acrrmh.com.au/assets/Uploads/Literature-Review-RR-Models-July-2011.pdf 

The World Health Organisation (WHO) (2003) publication Organisation of Services for Mental Health, 
identifies that there is “ideally, an optimal mix of different mental health services”. The following diagram 
shows the relationship between the different service components (Optimal Mix of Different Mental 
Health Services (WHO 2003). 

The WHO proposes six key principles for 
organising mental health services: 

A. Accessibility: Essential mental health care 
should be available locally so that people 
do not have to travel long distances. It is 
difficult to address many social and 
psychological issues when people have to 
travel long distances in order to contact 
mental health services.  

B. Comprehensiveness:  Mental health 
services should include all facilities and 
programmes that are required to meet the 
essential care needs of the populations in 
question. 

C. Coordination and continuity of care: 
Especially for people with severe mental 
disorders, it is extremely important that services work in a coordinated manner and attempt to meet 
the range of social, psychological and medical care needs. This requires input from services that are 
not directly related to health, e.g. social services and housing services. 

D. Effectiveness: Service development should be guided by evidence of the effectiveness of particular 
interventions. For example, there is a growing evidence base of effective interventions for many 
mental disorders, among them depression, schizophrenia and alcohol dependence. 

E. Equity: People’s access to services of good quality should be based on need. In order to ensure equity 
it is necessary to address issues of access and geographical disparities. Equity should be taken into 
consideration when priorities are being set. All too often the people most in need of services are the 
least likely or the least able to demand services and are thus likely to be ignored when priorities are 
being set. 

F. Respect for human rights: Services should respect the autonomy of persons with mental disorders, 
should empower and encourage such persons to make decisions affecting their lives and should 

Grouping the various approaches to mental health care delivery in rural and remote areas can be done 
either in terms of specific treatment and intervention approaches, or to step back and look at systemic 
approaches, of which the former grouping plays a part. For example, we could group interventions into 
such categories as: 

 Community-based rehabilitation, 
 Telepsychiatry, 
 Transport of acute patients to care, 
 Provision of clinical psychology services in rural GP settings, 
 Registration of nurse practitioners to provide a higher level of care particularly in isolated areas, 
 Highly skilled mental health nurses to handle the continuity of care in those with psychoses,  
 Use of secure rooms for acute cases in rural hospitals, 
 RFDS providing transport and acute management of psychiatric emergencies.  
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In summarising the literature about models of mental health care delivery in rural and remote Australia, 
we can conclude that the most appropriate and successful models have three main components: 

Component 1: Self-Care Informal Community Mental Health Care and Community Development 

With a major focus on empowerment of individuals through a range of community development and 
capacity building processes and activities, individuals can build on skills that will enable them to take 
greater control and responsibility for family, work and community life. These might include traditional 
healers, cultural and spiritual groups, family members, advocacy services, community development 
workers, youth workers, family support workers, child safety support officers, paramedics, police officers, 
employment services and the religious community.  

By establishing and supporting the community care that can be provided in each region, it is possible to 
improve the general understanding of mental health disorders and their causes, the available treatments 
and management skills. It is essential to build local community knowledge, capacity and carer workforce 
by identifying and supporting community strengths including leaders and cultural practices. Activities that 
build on initial individual empowerment processes can be followed with programs/activities that support 
training and skills development of people in the community to assist in the care of mentally unwell 
patients in the community. 

Component 2: Mental Health Services in Primary Care including Services in General Hospitals 

Mental Health Services in Primary Care: 

Mental health services are an integral part of the primary health care system in rural and remote 
communities. Primary health care services can address the mental health needs of the population who 
present with mild to moderately severe mental health problems or disorders, as well as form strong 
relationships with existing mental health services for more effective care for people with moderate to 
severe disorders. This includes treatment and preventive and promotional interventions conducted by 
primary care professionals. These services may be delivered by specialist mental health or primary health 
care staff. 

At a primary health care level, it is important that access to prevention, treatment and care is available in 
each community and supported by community mental health services. These include basic assessment 
and support for people with mental health problems as well as population mental health activities that 
improve social and emotional wellbeing. These services may be delivered by primary health care staff or 
specialist mental health staff working as part of the primary health care team. Mental health workers 
working as part of the primary health care team in communities require not only clinical competence to 
provide care across the age spectrum but also competence in community development, training and 
supervision, networking and cross cultural service delivery. 

Integration of mental health into the primary health care service enables a focus on the provision of 
holistic and coordinated care, liaison and advice, and the development of clinical pathways between and 
across a range of agencies. As such, the focus of integrated care at a systems level is at the interface 
between health service providers and the creation of client care pathways, including entry, transition and 
exit. Examples of where clinical pathways can be developed across service systems that may be involved 
in a client’s care include accommodation, legal, families, ambulance, police, and criminal justice. 
Importantly, service integration relies on the accessibility and availability of services across the full 
spectrum of interventions. 
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Component 3: Visiting Community Mental Health Services and Specialist Mental Health Services 
Visiting community mental health services: 
The model should include a wide array of settings and different levels of care provided by mental health 
professionals and paraprofessionals, for example, rehabilitation services, hospital diversion programs and 
mobile crisis teams, crisis services, therapeutic and supervised residential services, home health services, 
and telephone services. 

Service for rural and remote communities in Queensland can be provided from the major city or regional 
centre, as well as from the developing regional hubs. By establishing a critical mass of professional staff in 
the hubs issues of recruitment, professional support and outreach service models that are regular and 
reliable can be addressed. 

Through the clinical network structure, mechanisms can be further developed and refined to improve the 
clinical governance for communities. This can include mentoring, clinical advice and supervision as well as 
the development of guidelines and protocols.  

Specialist mental health services: 
These are usually specialist public or private hospital based facilities offering various services in inpatient 
wards and in specialist outpatient clinic settings. These services do not provide primary mental health 
services to the general population but act as secondary or tertiary referral services including acute and 
high security units as well as specialist units for children, elderly people and forensic clients. 

Extended Care Services and facilities: 
Clients and family members that are referred to services outside the community need additional supports 
to ensure that they have access to transport and adequate, culturally appropriate out of community 
support (including accommodation). 

To conclude, we may know what sound models of mental health care delivery should comprise but it is 
much more useful to take a holistic approach to strategic mental health care delivery by evaluating the 
broad systemic issues and enablers in developing an appropriate framework which might be adaptable 
and acceptable to rural and remote Queensland. 

Stigma – The Mental Health Commission of Canada (MHCC): Opening Minds Initiative 
http://www.mentalhealthcommission.ca/English/initiatives-and-projects/opening-minds 

60% of people with a mental health problem or illness won’t seek help for fear of being labeled. People 
living with mental health disorders often say the stigma they encounter is worse than the illness itself.   

Opening Minds is the largest systematic effort in Canadian history focused on reducing stigma related to 
mental illness. Established by the MHCC in 2009, it seeks to change Canadians’ behaviours and attitudes 
toward people living with mental illness to ensure they are treated fairly and as full citizens with 
opportunities to contribute to society like anyone else. 

Opening Minds is addressing stigma within four main target groups: health care providers, youth, the 
workforce and the media. As such, the initiative has multiple goals, ranging from improving health care 
providers’ understanding of the needs of people with mental health problems to encouraging youth to 
talk openly and positively about mental illness. 

Ultimately, the goal of Opening Minds is to cultivate an environment in which those living with mental 
illness feel comfortable seeking help, treatment and support on their journey toward recovery.   

A number of programs across Canada are working on reducing stigma. Opening Minds has been evaluating 
more than 70 of these projects to identify those most effective at reducing stigma so they can be 
replicated across Canada. Evidence gathered through these evaluations will reveal best practices that will 
contribute to the development of anti-stigma toolkits and other resources, to be released soon.  At the 
same time, Opening Minds’ evaluation process is forging ties throughout Canada’s mental health field, 
creating a valuable network for sharing best practices and programs designed to reduce stigma. 


