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Preamble

In 2001, Health Canada released the re@mst Practices: Concurrent Mental Health and
Substance Use Disorder®ver the ensuing years this report has had a significgrdatrnn the

mental health and substance use service communities in Canada. Demand for the report was such
that, in addition to free electronic access, the document was reprinted following the distribution

of the initial 30,000 printed copies. The repormoyded Canadian practitioners, program
managers, health administrators, polmgkers, and researchers a consolidated summary of the
available evidence on amccurring disorders including a call for better integration of mental

health and substance ussrvices and systems.

The report was also the first in Canada to clearly articulate that integration could occur at
different levels thereby highlighting that there were many ways in which programs and services
could coordinate and collaborate with leaither to ensure an integrated experience of treatment

and support for clients. Since then we have witnessed a range of integetdted activities,

many at the servicdsvel, but also at the broad systelegel. This includes the complete
administréive merger of large organizations or systems of services in some Canadian
jurisdictions (Alberta being the most recent example). This report calls for us to step back and
Atake stocko of the rationale undeidthagbeerg t he
interpreted and implemented in Canada. In particular, this report offers a reminder that the
evidence for integration comes largely from studies at the level of clinical services, where the
evidence is reasonably clear that integrated treatan@htsupport for people with @curring

mental and substance use disorders are more effective thamtegrated treatment and support.

A significant amount of the effort aimed at ]
at the systembevd, which in turn typically breaks down to governance/administrative
integration (i.e. structural merger) and other kinds of activities and strategies such as joint
planning, crosgraining, celocation, ehealth solutions to information exchange, and whey

or may not involve structural merger. Seemingly, at the syslevet the assumption is made

The terminology relatetb co-occurring substance use and mental health disorders has evolved over the last two

decades. Initially termed a fAdual di sorder 60, researche
capture those individuals who (often) haverenthanoneco c cur r i ng use disorder . Ot her
Il and Chemical Abuserso (MICA), AMentally 111l Substar
in the li-oecatuireg difiCor der 0 | wusedhyexpentsintieedieddi andgslalgo ¢ o mmo n

used in this paper.
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that integration at this level is an important, if not critical, precursor forintegrated services.

As noted, however, there are many different typesystemdevel integration activities and

many questions remain about effectiveness andeftesttiveness at this level of integration. It is

not clear if the benefits of all types of systelegel integration strategies are spread evenly
across all thaswho may be affected, including those with mental or substance use disorders but
not co-occurring disorders? We also pose the question as to whether the potential risks of various
integration strategies have been identified and minimized. This is a ubanyicimportant
question for higHevel structural mergers that will potentially have an impact at the population
level. Perhaps most importantly, we ponder the motivations underlying various integration
strategies, and raise question about the oftelusixe focus on those with emccurring disorders

as the main rationale underlying the integration process. For example, are dgstms
integration activities, in particular higkvel organizational mergers, the result of forces and the
pursuit of objetives above and beyond improved clinical and psychosocial outcomes? The
answer is Aprobablyodo and this begs the quest.
or likely to be achieved? We believe these and many other questions remain urchasgersk

the reader to consider factors aside from the needs of people vatitening disorders that may

be driving the integration Amovemento.

Post2001, national and local symposia and various research and evaluation projects have raised
many quesons about how integration should be operationalized. Some questions have been
clinical in nature, such as how to address the unique needs of people watitucong
personality disorders; those with severe and persistent mental illness; and othemiciallen
populations. Other questions are more about building community capacity and how best to
operationalize a fino wrong door o policy with
services. Still ot her g u e st patinutarly docused amotihee i n
distribution of power and resources between mental health and substance use sectors. This paper
is, in part, a response to the questions brought forth by our many colleagues in Canada and
elsewhere working in the mental headiid substance use field since the release of the 2001 Best
Practice report on eoccurring disorders. We hope we have been true to these significant

guestions and helpful in the search for answers.
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1.0 Introduction

Historically, the design and deplognt of publicly funded human services (e.g., health, social,
education, corrections) has been compartmentalized to make the services and supports required to
meet the needs of specific populations more targeted and manageable, and arguably more
accountald. This explains in large part the initial separation of substance use and mental health
services (at least in North America and many other countries), and is similar to the division that
has occurred in other service sectors. Other examples includeutileseparation of services for

people with mental disorders and developmental disabilities, as well as the traditional

administrative Acarve outo of ment al heal t h s
Over ti me, t he c¢ompl e keaalthynd satidl needs davd keeqomeoniore p e 0 |
evident and this has called into question the

may be that this complexity and overlap was always present, but not sufficiently recognized when
the service dalery systems were initially designed. Alternatively, the challenges of everyday
living may have increased, especially for more marginalized populations with fewer resources to
draw upon in times of need, resulting in a more complex needs profile thaousig\evident.

The coeoccurrence of mental health and substance use problems is a case in point where a
growing body of literature has underscored the more serious health and social vulnerabilities of
people challenged by such-oworbidity (Health Canad&001a; Substance Abuse and Mental
Health Services Administration, 2002). There is also a heightened awareness of the degree of
overlap in mental and substance use disorder s
needs through two largely indelmt systems of services. The additional need for a wide range

of health and psychosocial services such as primary health care, emergency services, supportive
housing, employment, education and family supports further challenges the delivery of
comprehensie and collaborative care to those withamzurring disorders.

|t needs to be recognized that chall enges wi
perspective on the matter. It can be argued quite cogently, for example, that a degree of
specih i zation is critical to the functioning of
required to nurture and preserve the resources and competencies required to treat and support

people with the most complex needs profile. In other words, the proliteahdiave become



apparent with the two worlds of mental health and substance use services and systems are not
necessarily with the separation of a certain degree of specialization but rather the lack of
communication and collaboration between the two. Waptions are available to improve this
situation on behalf of current and future clients and their families.

The fisil oingo of services, not withstanding, t
problem domain does seem to contribute fomever se pressureo t-o form
organizational relationshipsandcrass® ct or al strategies to better
instances, inteorganizational relationships evolve naturally, and often informally, at the
community leel. In other instances. they become mandated by goverrinaanis the case with

the | egislative requirements -basetdhesoUnuittieodn sK
delivery of health and social services (Lindsay & McQuaid, 20D8wling, Powell and
Glendinning 2004; Glendinning, 2003; Glendinning, Powell, & Rummery, 2002).

Another factor driving inteprganizational collaboration and integration among human services
generally is the escalating cositonafl i deldi wearrivn
order to reduce expenditures through enhanced efficiency. Health care in Canada, for example,
has become an increasingly expensive enterprigewing fastet han Canadabds Gr 0S¢
Product since 1998 (Canadian Institute for lleelnformation, 2008). Health care services have

also grown increasingly less accessible and more challenging to navigate, especially for those
with complex needs (Plsek & Greenhalgh, 2001; Wyngarrden Krauss, Wells, Gulley, &
Anderson, 2001). Workforcetugies in some jurisdictions have shown that the substance use
service system is finding it extremely difficult to recruit and retain personnel qualified to manage

the complexity and slow progress of many-gubups of clients (Flynn and Brown, 2008; Gallo

Gabriel, & Knudson, 2003From a system planning and administrative perspective, such data
present a clear challenge: more organizations are competing for shrinking pools of funding and

gualified human resources to support clients with severe and exmpiafiles.

The call for integration has been particularly strong in the substance use and mental health
systems, where, for the last three decades, researchers, administrators and clinicians alike have

debated about whether, how best, and for whonegrmation should occur. Interestingly, amidst



al | of this debate, no clear consensus has en
either theoretically or practically. Further, the movement towards more integration has not been
well-grounded inniterorganizational or systems thedjespite the strong conceptual basis such

theory may offer when considering the likely benefits and costs of various forms of integration

for all those likely to be affected. Integration in the context of mental haatthrsubstance use

services and systems has also largely ignored the models and lessons learned from literally
decades of work on the integration of health and mental health services (e.g., Smith & Clarke,
2006; Wulsin, Sollner, & Pincus, 2006). Lastly,daperhaps most importantly, there is not
agreement on the Abusiness caseo for i mprove
Questions persist such as: What is (are) the main goal(s)? Are these goals achievable through

different forms of integratio?

Most, if not all, published work in the peere vi ewed media (e. g., Mi nk o
2004; Flynn & Brown, 2008), as well as the major research syntheses (Substance Abuse and
Mental Health Services Administration, 2002; Centre for Substameese Treatment, 2005),

uses evidence on the high overlap and complex needs of people witiclooing mental health

and substance use disorders as the starting point of the integration discussion. The argument then
goes on to link this high degree ofaslap, and the more severe needs profile, with the inadequate
response of the specialized and separate mental health and substance use sectors in meeting these
needs (e.g. inconsistent treatment philosophies; administrative and attitudinal barriers$o acce

and crossgeferral; lack of evidenebased screening and assessment protocols; poor preparation

and training of managers and staff) (Young & Grella, 1998; GrellaRBds, & Cooper, 2004;

Todd, Sellman, Robertson, 2002). The end result is typicadigilafor improved integration of

services at multipkbevels (e.g., Substance Abuse and Mental Health Services Administration,
2002). This, in sum, was also the main message from the Canadian best practice report (Health
Canada, 2001a).

It is highly likely that many factors other than data orocourring disorders have also been at

play in the call for improved integration of mental health and substance use services and systems.

2 See Rosenheck, Resnick & Morrissey (2003) for a notable exception of a research study on integration that draws
on interorganizational theory.



These additional factors have, however, not been clearly articulated background literature

or Canadian policy documents. An edited book on behavioural health integration (Kiser,
Lefkowitz & Kennedy, 2001) is helpful in teasing out various motivations in the United States for
a closer relationship between the mental heaiith substance use sectors; many arguments being
only tangentially related to improved service provision for people witbccorring disorders.
These other factors include:

e Economic pressures and the need for a variety ofamghinment strategies andh i
particular, strategies to decrease the use of inpatient services and a corresponding increase
in need to collaborative, communibased, continuurof-care models;

e New evidenceébased treatment and support models that advocate for more individualized
senices, again creating pressure for a more comprehensive service mix and increased
collaboration;

e A stronger consumer movement that demands more -d@rited, usefriendly services
and improved access to information for educated deemigking;

e A more prominent role for consumer satisfaction as a performance and accountability
indicator which, in turn, makes service providers more open to being flexible and
adaptable in the treatment and support package they offer; and

e Advances in the use of informatn t e ¢ h n ol eoaglyt oo rwhiiech f aci | i
of health information as well as other integration activities and strategies supported by
tele-health, odine testing, and other applications.

Experts in the area of organizational behaviour ldosuggest that the movement towards
improved integration of mental health and substance use services and systems also reflects the
two main factors underlying most interganization network development (Mandell, 1984).
These are (1yincertain environmestwhereby organizations evolve and seek stalilitgsponse

to changes in the complexity of the environment; andc{@hpetition for resources whereby
organizations will strive to cooperate and coordinate based on their mutual needs to secure
resources. Other theoretical perspectives are helpful as well in positing possible reasons
underlying the integration movement. One is
people and organizations are more likely to take up an idea or innovation if ithgugnet
advocated by opinion leaders, is being implemented by those with similar value orientations,
and/or if it will bring a certain measure of prestige or influence (Rogers, 2003; Moore &

Benbasat, 1991). Institutional theorists have also ascertainedemtgnfor organizations to drift



to a level of homogenizatioh in other words once a set of organizations emerges as a field, a
paradox arises: they tend to become increasingly similar through progressive efforts at

rationalization. They are, however, metcessarily more efficient (DiMaggio & Powell, 1983)

In Canada, it is unclear to what extent these and perhaps other factors have been behind the call
for improved integration of mental health and substance use services and systems. In a recent
videoseminar sponsored by the Alberta Alcohol and Drug Abuse Commission (AADAC)
presenters from Nova Scotia, Newfoundland, and Manitoba spoke to their own integration
experiences and reflected on a range of motivations, includiktg@aaring disorders but also
expected improvements in administrative efficiency and overall service quality. In some
jurisdictions, the call for more integration at the systégnel predated most of the literature on
co-occurring disorders (e.g., the work of the Manitoba Mental tHa&lorking Group (Pascoe et

al. 1983)) suggesting that an agenda based on factors other tbaocucong disorders may also

have been operating. Another factor driving integration in the United States, Canada and
elsewhere may have been competition acpresailing models of treatment and support (e.g.,
bio-medical, psychosocial rehabilitation, recovery), and a desire within various disciplines to use
the integration fimovemento to gain status and

services and systems.

In short, it is probably inaccurate to conclude that the call for improved integration of mental
health and substance use services and systems within any one jurisdiction can be traced to any
one source. Without systematic qualitative aesk looking into this question, the key drivers for
mental health and substance use integration in Canada may be considered mostly a matter of
opinion, building upon the evidence related toocourring disorders but also professional
experience and aneat@dl information. Certainly the clinical and social implications of co
occurring mental and substance use disorders, particularly in specHiopulations, do play an
important role in the integration discussion. However, we would be remiss not tatigngon

to other potential factors at play; particularly those aimed at containing costs and increasing

efficiencies in the delivery of mental health and substance use services and health services

% This is referred in the sociological liet ur e as fmi metic i somorphi smo



generally (Chernichovsky, 1995), as well as modifying plower structure of the various actors

in the system.

Nor would we want to suggest that the evolution of the relationship between the mental health
and substance use services and systems has been, or is likely to be, purely-eviolened.

An examnation of sources suggests that little research has been conducted with respect to mental
health and addiction service sector integration, including outcome and implementation research
(Sacks, Chandler, & Gonzales, 2008). Translating research into atimmomes with its own

set of challenges (Lavis, et al., 2003). For example, a recent study in Manitoba identified barriers
to evidencenformed health service planning and decision making (EIDM) with regional health
authorities (RHAs; Bowen & Erickson0@8). The Manitoba experience provided the following

key insights:

e There wasalmost universal support in principle for the importance of using evidence in
decisionmaking.

eLittl e consensus was found on what ievi
appropriate; and how fAusing evidenceo can

eThere was some cauti-onf eoomeaeddadiosmanyi ema klie

different kinds of information can be considered evidence and should be included in the
decisionmaking pocess).

eThe i mportance of di f-dfreirveenntd a b nidmyf folr eriedieda «

decisionmaking was identified

 Evidenceinformed decisiormaking at arorganizationallevel proved to be a challenging
concept.

e Using evidence was often perceivied a ro nfiva dtdo exi.sting acti vi

As we move into the next section and consider the rationale for mental health and substance use
services and systems integration based on the literature-@ccaaing disorders, these cautions

need to be kept in imd. Indeedas the compelling arguments for integration within the specific
context of ceoccurring disorders have accumulated, it has become important to consider not only
the potential benefits but also the risks of various types of integration faretireent of the
population served by these two service systems that do NOT haax&woing disorders. It is

6



also important to consider potential benefits and risks associated with certain types of integration

of mental health and addiction serviceghin the context of the broader health, social and

criminal justice system(spand in light of mounting evidence on the complexity and overlap of

mental health, substance use and a range of other physical health and other problems (Dickey,
Normand, Weiss et al2002). In short, it is important to ask if we are focused on integrating

services at the Arighto | evel and for the dAri

This paper seeks to more systematically explore the concept of integration as applied to mental
health and substance usgrvices and systemd/e begin in Section Two with a brief summary of

the current Canadian context for mental health and substance use services and systems in which
the integration discussion is primarily located. In Section Three we then turn to thefissue
occurring disorders as the rationale for improved integration and provide an update of the
literature covered in the 2001 Health Canada report on best practices. In this update we lend a
critical eye to the strength of evidence arising from popaatind clinical epidemiological
studies. In addition we add cautionary notes to the integration argument based on new research
syntheses of treatment outcome studies of integrated versustegrated treatment and support
services. We also bring forwamdformation concerning the impact of systelegel integration;
evidence that comes largely from research on the integration of mental health services, as
opposed to mental healdnd substance use services. In Section Four we identify and briefly
describe different conceptual models of integration as further background information for
discussions of the pros and cons of different integration activities and strategies, and to hopefully
lend more clarity and consistency to the terminology and concepts s in these
discussions. We think there are three areas of past research and knowledge exchange that have
not been adequately explored for ideas and lessons learned relevant to the integration of mental
health and substance use services and systems. |Fiys, in Section Five we
attention to the broader issue of@ccurrence of mental and substance use disorders and a wider
range of physical health problenis co-morbidity that raises important questions of the
appropriate scope of manytegration efforts, in particular the role of primary care services.
Section Six then focuses on the potential contributions of Bgftems theonand inter-
organizational network theoryo the topic of integration, two additional bodies of literature

which we feel have also been neglected concerning the evidbaseel for different types and



levels of integration. In conclusion (Section Eight) we summarize key themes from all the
material covered, including a key message that integration efforts acrosal imealth and
substance use services and systems need to be clearly targeted (e.g-glmusutased on
severity, case complexity) and implemented in a fashion that is cognizant of the needs of all
people who access these services and systems, inclimisg with and without eoccurring
disorders. The information we have reviewed also clearly points to a stronger priority being
placed on program and policy evaluation, and sharing of lessons learned across Canada and with
international partners who aengaged with the same challenges in the planning, delivery and

improved integration of mental health and substance use services and systems.

Finally, we remind our readers that our objective is not to make specific recommendations about
integration of nental health and substance use services or sygiemse or t o i dent.
practiceso related to integration. Rat her , k e
presented which we believe can inform discussions about closer integmatictual integration
processes. We do, however, conclude with some suggestions for additional environmental
scanning and research that we feel stem from our deliberations here.



2.0 The national context in Canada for working towards improved integration

In Canada, the delivery of health services, including mental health and substance use services is a
provincial responsibilityand is highly variable with respect to the balance of services, capacity
and philosophies of treatment. This variability is Hert complicated by different historical
contexts, the tremendous diversity across the country, with urban, rural and remote environments,
northern and southern geographic contrasts, and cultural diversity, all of which result in very

practical challengesiithe delivery of coordinated and equitable health care services.

Regional mental health authorities were recommended in 1997 as a strategy to create seamless
continuity of care across mental health services, and to improve the integration of mdtital hea
services with other social services systems, including physical health and substance use services
(Health Canada, 1997a; Health Canada, 1997b). This mental health authority model was never
implemented in Canada on a large scale, although it was rridéw Brunswick for a period of

time, and the Alberta Mental Health Board could be viewed as a close approximation of the
model. Provinces and territories are, however, at varying stages of regionalization of health
services broadly, the goal being to T more control over decisianaking to local boards or
authorities. It is unknown what the impact of this broader regionalization process has been in
terms of closer integration for mental health and substance use services. Anecdotally in Ontario,
andhat 6s all the evidence we have at present,
least in terms of local planning bodies.

Prior to 2000, addictions and mental health issues, in spite of their social and economic burden,
were not yet profild on the national stage. There had been a fairly longstanding call for more
investment in community supports for mental health consumers, as well as best practice reviews
for mental health systems (Goering et al., 2000). Comparatively speaking, substseevices

have had a more modest profile at a national level, with initiatives focused largely on alcohol
prevention, and occasional targeted boosts in funding for treatment within some jurisdictions.
The National Drug Strategy was launched in 1987 #owlised primarily on national and

international enforcement. Commitment to the strategy was renewed in 1992 with the revitalized

* With the exception of services for the Armed Forces, people of the First Nations and Inuit, and individuals under
the jurisdiction of the federal correctional system.



and renamed Canada Drug Strategy that included a broader focus on prevention and identified
five priority populationsyouth,women, seniors, Aboriginal peoples, and drivinigjle-impaired
offenders (Health Canada, 1998).

Reports on the burden of disease that were commissioned and led by the World Health
Organization (Murray & Lopez, 1996) may have contributed to the increagsackness of the

social and economic impact of mental health issues, including substance abuse. Also two major
studies on the social and economic costs of substance use and abuse conducted by the Canadian
Centre on Substance Abudeepm, et al.2006; Sin¢e, Robson, Xie, & Rehm, 1996) received

considerable media and political attention.

Thus, in many respects there was a national and regional state of readiness to address the issue of
cooccurring di sorder s, wi t h i e ainlmany €ahad@t er s O
jurisdictions to facilitate the adoption of eviderzased practices and policies related te co
occurring disorders. Many of these champions were enlisted to work on the best practice report
on cooccurring disorders (Health Canada, 20Q0la¥) well as ensuing national/regional

conferences and workshops dedicated to the topic.

In effect, the best practice report was a catalyst for action on a topic already of high interest at
multiple levels in both the mental health and addiction syst&egeral provinces, and specific
regions i n some proocvciunrcreisn g cdoinsdourcateerd sfiycsot e m
climate for change and develop plans to integrate services and systerAsas@dlraining was
developed through the Centre for Aditbn and Mental Health (CAMH) in Ontario and offered

to clinicians working with individuals with eoccurring disorders. Across the country, a high
interest emerged in screening and assessmentadaroring disorders as these were viewed as

good startig points and topic areas which, in turn, would stimulate a wide range of treatment and
support issues, including service integration (e.g., Somers, 2008). At the sistemthere was

also some experimentation with respect to both local integrateth&etisystems and broader
integration strategies suchlsa ni t o Oac&dcur@a ng Di sorders I nitiat
Di sorder Framewor k, and treat ment I niti atives

des centres de réadaptation pour personaksoliques et toxicomanes (FQCRPAT).

1C



Unfortunately, with no mechanism to share experiences and pool lessons learned, these efforts

did not lend themselves readily to a national synthesis.

Recently, both mental health and substance use issues arg gatti@ attention at a national

level, and in many of the provinces and territories. A strong call for improved integration of
mental health and substance use services was contained in the series of reports of the Standing
Senate Committee on Social AffgifScience and Technology, chaired by Senator Michael Kirby,
capturing the attention of the country, and in particular, its politicians. Two of the first three
reports (Kirby, 2004a; Kirby, 2004b) reviewed recent trends in government to integrate substance
use services into community health and social service delivery systems, making use of a
population health lens to address a complex set of health determinants. The reports identified
stigma as a major obstacle to the provision of effective mental headltsuistance use services.

It also called for multsectoral collaboration and partnerships in the development of a national
action plan for mental health and substance use, based on common goals and a population health

approach.

The focus of the finateport,Out of the Shadows At La@tirby, 2006), was limited primarily to

the mental health system but, importantly, did give attention to the issue-aécaoaing
disorders. It concluded with recommendations that saw the birth ofMimetal Health
Commession of Canadan 2007, an initiative intended to: be a catalyst for the reform of mental
health policies and improvements in service delivery; act as a facilitator, enabler and supporter of
a national approach to mental health issues; work to dimingsktiggma and discrimination faced

by Canadians living with mental illness; and disseminate evideased information on all
aspects of mental health and mental illness, to governments, stakeholders and the public (Mental

Health Commission of Canada, 2008)

Although not receiving the same level of attention, in 2006\guwonal Framework for Action to
Reduce the Harms Associated with Alcohol and Other Drugs and Substances in Calfextla
for improved integration of alcohol and drug treatment servicds haalth care, mental health,
education, social services and the criminal justice system in an effort to improve client outcomes.

Five specific treatmentelated themes were noted for further exploration:
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e to articulate the core continuum of care for peobatic substance use;

e to implement and share best practices within the specialized substance use treatment
system and the broader health system;

o to identify facilitators, barriers and corresponding knowledge exchange activities for
decision makers, fundgand policy makers;

e to develop an integrated national database for services and supports for people with
substance use problems; and

¢ to take a populaticinformed approach.

The Canadian Centre on Substance Use (CCSA) provided the national leadershie f
development of the national framework and, together with the Canadian Executive Council on
Addictions (CECA), subsequently organized a national working group of more than 30
representatives from across the country to develop a reportNati@nal Treatment Strategy
(National Treatment Strategy Working Group, 2008). This recently released report provides
recommendations for improving the quality, accessibility and range of services and supports to
address risks and harms associated with substanc&wseer, the tiered model of services and
supports embodied in the National Treatment Strategy provides a framework not only for the
improved integration of mental health services and supports but also improved integration with
many other sectors such pemary care and other health services, justice, housing and social
assistance, education and natural community supports, to name just a few. Figure 4 in Section

Four provides a schematic diagram of the tiered model.

TheNational AntiDrug Strategy(Government of Canada, 2003 federal government initiative,
provides targeted funding for three areas of effort: prevention, treatment and enforcement. The
budget for the treatment component is $32 million and is being distributed over five years
through tle Drug Treatment Funding Program (DTFP). The topic ebamurring disorders was
identified as one of several priority areas and it is expected that some of the proposals submitted
for funding in 2008 will be in this area. Whether any projects are spabifaoncerned with the

integration of mental health and substance use services and systems remains to be seen.
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Another important initiative at a national level that may help inform integration efforts is a
special call by the Canadian Institutes for lte&®esearch (CIHR) for research on substance use
treat ment . Speci al RFAG6s for -mDIrthR diegaym .Gr ant

Finally, work within Canadads Fi FisttNatNhnmandons ¢
Inuit Mental Wellness Adwsy Committees a national initiative that seeks to identify culturally
appropriate solutions to the unique health and substance use issues facing First Nations and Inuit
peoples. The committee was established to provide strategic advice to the Foss Idatl Inuit

Health Branch of the federal government. Also, in 2008 a national review focused on evidence
based treatment was launched within the National Native Alcohol and Drug Abuse Program
(NNADAP) and this will include an assessment of issues reteeathe integration of mental

health and substance abuse services.

Summary: Paralleling best practice reviews in other jurisdictions, the 2001 Canadian best
practice report on coccurring disorders brought the needs of this population to the fore and
served as a catalyst for many initiatives aimed at improving integration at the program and
systemdevels for this population. Highly relevant work related to the integration of mental
health services generally wa s chatill sesonatesthroughc t e d
the mental health sector in Canada. There are currently many regional, provincial and national
initiatives in Canada that now provide important opportunities to build upon prior work, and
make progress towards improved integmatiat multiple levels for people with mental and
substance use disorders, including but not limited to those witbhcaarring disorders.
Importantly, no mechanism exists in Canada to share ideas for research, development and
evaluation and to synthesizeetlessons learned to date with respect to the integration of mental

health and substance use services and systems.
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3.0 Rationale and implications of integration for those with a cmccurring disorder.

The rationale for integration of mental health andietibn services is strongest when presented

in relation to the target population with-oacurring disorders, especially the narrower and more
clinically severe sulgroup. Indeed, the research literature and academic and lay arguments on the
topic of integration typically draw attention to the high overlap in the two populations, and then
proceed to emphasize the impact on treatment and support outcomes, and the challenges for
people with ceoccurring disorders navigating two disparate systems of serimtegration

related solutions are then proposed or summarized with varying degrees of emphasis given to
services versus systerhse v e | i ntegration strategies. Good e
found in Drake et al. (1998); Drake et al. (2004)g8ied (1998); Rachbeisel, Scott, and Dixon
(1999), SAMHSA, (2002); CSAT (2005); and Burnam and Watkins (2006). Minkoff (2001)

summarizes the rationale quite crisply:

iFi rst, accumul ating epidemiologic data fro
co-morbidity is so common that dual diagnosis should be expected rather than

considered the exception. Consequently, the application of best practices cannot

be restricted to small populations but rather must be extended to the development

of models that applyotthe entire system of care and that require integrated

system planning involving both mental health and substance abuse treatment

a g e n ¢ Mieksff.(2001), p. 597.

The logic chain is illustrated below in Figure 1. We contend that this line of reasespegially

the importance attached to the degree of overlap between mental and substance use disorders, and
the apparently critical role of systedevel supports, has set the tone for much of the work aimed

at the integration of mental health and sutstause services and systems in Canada in the past
decade. We will return to Figure 1 after offering an update and discussion of the evidence

underlying the logic chain.
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Figure 1: Logic chain for integration based on ceoccurring disorders

1. Overlap is extremely high (rule rather than exception).
I

2. Impact of ceoccurring disorders is high.

v

3. Cooccurring disorders contribute to hedpeking and
costs of health and social services.

v

4. People with caccurring disorders have unsatisfactory
treatment and support experience.

5. Many challenges are experienced accessing required services:
policy, financing, competency and attitudinal barriers.

v

6. Integrated services are more effegtikan nofintegrated services.

v

7. System supports are needed for sustainable integrated services.

v

8. Joint administrative structures may be needed for some system supports

3.1 What are ceoccurring disorders?

To help us review the literature it is helpful to briefly summarize some terminology. Health
Canada (2001a) defines the-mocurring disorders population &those people who are
experiencing a combination of mental/emotional/psychiatric problems with the abuse of alcohol
and/or another psychoactive drig ( p . 7). Preci se dedceumrigt i on .
di sorder o belies t he tatians gf mentalnbdisubatdncewseslisoederst p e
(Donald, Dower, & Kavanagh, 2005; Miles, Johnson, Ampo#alwvape, et al., 2003; Kandel,

Huang & Davies, 2001). Neither does the oneeattompassing term convey the range of
severity, either expressed througiu | t i pl e di sor der s ( vnmaoriboiudsil tyy or
(Gamma & Angst, 2001; Angst , S-efibluarde,no & ( Be ow

Huba, & Melchior, 1995)), or through differential impairment in functioning and quality of life
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(Bijl & R avelli, 2000; Hasin, Stinson, Ogburn & Grant, 200T)argely a term of convenience,

the tercmuifacdo ng di sorder 0 ma-geededfocusah dpacificdsbt r a c t
populations and differential problem severity, especially as these reltte teeed for specific
treatment and integration strategies (Flynn & Brown, 2008).

Al t hough t-dearringdisordeo i¢ @ of ten used syndmrymousl
occurring ment al a n,dechmically speakimngiterefets doearpgn meelirige mo
the criteria for both a substance use disorder and another mental disorder as defined-by DSM
based classification systems. This, however, makes the term a bit of a moving target since the
classification system itself has changed over timg.,(@SMIII, DSM-1II1-R and DSM IV have

all been used in population surveys assessinagccarring disorders and a new version is under
development that will again impact the assessment-otcarring disorders and comparability of

data; Nunes & Rounsawd] 2006). It is also challenging to parallel the precise definitional
requirements of a DSMased diagnosis in the context of a survey questionnaire or interview
(see, for example, Grant, Frederick, Dawson, et al., 2004), and to include the full rareggalf m
disorders as defined in DSM (e.g., personality disorders). Considerations of sample size and
survey costs also mean psychotic disorders are typically excluded in the relevant population
surveys. Personality disorders are also typically excludedtableoexception being the recent

NESARC population survey (Grant, Stinson, Dawson, et al., 2004).

With co-occurring disorders, the dimension of time is also critical. Aocurring disorder may

refer to mental and socduirs ngowcei msétaneoudérys at
in timeccayrfiogo over -thatiste sag the petsinmas one disoider d
now but had the other in the roeccantri magodt i(nhe.tg
were experiencedt some point over t hé Frommansperspectives he p
the current overlap of problems is the most relevant, for example, in working with a client to
develop treatment and support plans and strategies for treatment retentiomgBFgNn &

Si mpson, 1999; Rus h, Denni s, Scott, et - al .,

*The term ficompl exityo handmehtal kealth litesatuck toirefler to theeovedap he r he al t
physical and behavioural health conditions (e.g., Huyse, Steifel & de Jonge, 2006).

°Some authors have preferred the term fisuccessive disor
during the lifetime but not at the same time.
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occurring disorders is also important from a longitudinal-diderse perspective since the fact

that a person may present with one disorder or symptoifile today does not mean he/she did

not have relevant disorders in the past, or will not have-accorring disorder in the future,

given the increased risk that needs to be taken into account. This is important from a prevention
and treatment perspéat, for example, when considering how onset or remission of signs and
symptoms of substance use disorder may or may not prevent-nfesbccurrence or trigger a

relapse of a depressive episode (e.g. Agosti & Levin, 2006). The opposite is also tisledba

relapse of substance use disorder based on the course of chronic depression (Hasin, Liu, Nunes, et
al., 2002). The link between adolescent conduct disorder and subsequent substance use disorders
is well established (Hawkins, Catalano, & Milld992; Fergusson, Horwood & Ridder, 2007;
Button, Rhee, Hewitt et al., 2007). The longitudinal association between early cannabis use and
schizophrenia is also drawing increasing attention from a policy and clinical perspective (Hall &
Degenhardt, 2006), as the potentially causal link between alcohol or drug dependence, some
mental disorders and pathological gambling (Rush, Bassani, Urbanoski & Castel, 2008b; Petry,
Stinson and Grant, 2005). In sum, both a caEsgional perspective (i.e., the implicasoof co
occurrence in the immediate past) and a-diberse perspective (i.e., the implications of co
occurrence over the lifetime) are important when considering the roleawfororing disorders in

the discussion of better integrated mental healthsabdtance use services.

Finally, individuals with a mental and/or substance use disorder may also have many -other co
occurring physical health conditions. At one end of the spectrum it is known toateoing
disorders increases the risk of mottaljfFridell & Hesse, 2006), especially by suicide (Séguin,
Lesage, Turecki, et al., 2005), and among people with schizophrenia and substance use disorders
(Brown, 1997; Felker et al., 1996). Individuals with severe mental illness who also abuse alcohol
or other drugs are also at increased risk of serious infections such as HIV and Hepatitis C
(Rosenberg et al.,, 2001), and many other health problems (Brown et al., 1995). These
considerations of coccurring physical health problems do not factor into ctrderfinitions of
Acomccurring disorderso, although they are get
(Bilsker, Gilbert, & Samra, 2007; Goldner et al., 2004).
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3.2 The case for integration based on-oocurring disorders:

Building the cae for integration of mental health and substance use services and systems for
people with ceoccurring disorders has evolved through three overlapping but distinctive stages
(Flynn and Brown, 2008). These stages have been termed:

e thediscoverystage (i.e what are the problems or key issues?);

e thesignificancestage (i.e., how important are they?); and

e the program/policy solutionstage (what are potential clinical and system strategies to
improve and support integration activities, and do these gieate/ork?).

The primary literature in each stage, summarized in Table 1, emanated originally from the United
States, which in turn stimulated similar work in other countries, including Canada. Researchers
in the UK, Australia, and New Zealand have atsatributed substantively to the evidermsse

in the area. It is critical that jurisdictions seek to replicate the core findings -oncaoring
disorders within their own context since unique historical, social and cultural issues are likely to
be impotant at each stage of research in a given jurisdiction. This is especially true for
understanding the basic epidemiology of mental and substance use disorders, including co
occurring disorders, and factors challenging the delivery of comprehensive ativeffervices.

A case in point is the evidence from the US concerning sydwrakbarriers related to financing

and regulatory policy, barriers grounded in funding strategies such as Medicaid, block grants and
Social Security regulations (Burnam & Watkj 2006; Clark, Power, Le Fauve & Lopez, 2008).
There may be financing and regulatory barriers to effective treatment and support for people with
co-occurring disorders in Canada, but the specifics and possible solutions will surely be different

than in he US or elsewhere.

Further, not all jurisdictions are at the same stage in the research and development process
concerning integration, nor are they at the same stage of readiness for change and sustainability
of integration processes and structureada, for example, has only recently produced the kind

of largescale epidemiological data that drove much of the integration issue in the United States
from the early 1980s onwards. Although the Canadian best practice review (Health Canada,

2001a) did engge key stakeholders across the country, including people living withaoring
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disorders, there is still much to be done to understand the various challenges to better integrated
services at the services and systéewgl in the various Canadian juristions. Perhaps most
importantly, Canada clearly lags behind the United States in developing and evaluating technical
and infrastructursupportsthat are required to facilitate and sustain integration.

Table 1 provides an overview of some of the majadies in the US and Canada exemplifying

the three stages. Some of these studies are described in more detail below.

3.2.1 The literature on fAdiscoveryo

During the discovery stage the emphasis in the research was on understanding the degree of
overlap anong mental health and substance use disorders. The call for more integrated services
and systems was stimulated in large part by community psychiatric epidemiological studies in the
United States demonstrating high overlap of mental and substance uskerdiso the general
population. The Epidemiologic Catchment Area (ECA) Survey (Regier, et al. 1a8@)y
administered between 1980 and 1984, found that individuals with a mental illness were at
substantially increased odds of also experiencing atanbte use disorder in their lifetime, and

vice versa. This was particularly true for specific disorders where the likelihood of having a
substance use disorder was substantially higher than for the general populatioimes for
individuals with schzophrenia and five times for those withgmlar disorder. Collapsing across

the various mental disordef35.6% of people with a lifetime alcohol use disorder and 53.1% of

people with a lifetime drug use disorder had experienced a lifetime mental disorder

These findings were supported a decade later by the National Comorbidity Survey (Kessler, et al.
1996)demonstrating high prevalence rates ofocourring substance and mental disorders in the
general populationi 43% for individuals with a 1Znonth sultance use disorder (alcohol or
other drugs). Subsequent prevalence studies reported rates of overlap typically ird@3é 20
range for alcohol use disorders and5896 for drug use disorders (Merikangas, et al., 1998;
Janellopis & Matytsina, 2006). Thdindings, however, depended a lot on the country, the
measures, the time period under study (e.g., lifetime versumohfh estimates) and others

methodological issues.
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In 2004, the National Epidemiologic Survey on Alcohol and Related Conditions (NESARC
found somewhat lower prevalence rates fotocourring disorders in the United States: about
20% of all persons in the general population with a current substance use disorder also had at
least one current independent mood disorder; and 18% had abteasturrent independent
anxiety disorder. Similarly, about 20% of those with at least one current independedt
disorder had a eoccurring substance use disorder, and 15% of those with at least-omenft?
independentanxiety disorder had a substancse disorder (Grant et al., 2004). One possible
factor underlying the lower rates of-oacurring disorders compared to the landmark NCS and
ECA studies was the use of a more stringent arwlirateprotocol for defining substance use
disorders according tDSM-IV (e.g., all symptoms must be present within the designated time

period specified in DSMIV, as opposed to intermittently accumulating over the study period).

A large literature also blossomed over this period (roughly between 1990 and 2004 on th
frequency and presentation of-oocurring disorders in clinical settings, including both substance

use and mental health services. The common finding was for higher ratesootucdng
disorders among clients of specialized substance use servicesl(yy;m the 6070% range)
compared to mental health services (typically withir5P@o) (Flynn and Brown, 2008). It was

also subsequently shown in later studies thaséwerityof problems seen in the two sectors was
different - for example, more sewvermental health problems among people witFocourring
disorders in the mental health system compared to those being seen within substance use services
(McGovern et al., 2006). This is not a universal finding, however, since at least one good quality
study has found no difference in profiles of clients withaazurring disorders in mental health
compared to substance use services, with the main exception being a higher prevalence of cases
with schizophrenia spectrum disorders (Havassy, Alvidrez & Owei)20

Researchers have also looked beyond the mental health and substance use services specifically
and examined the degree of overlap in people with substance use and mental disorders in other
settings such as emergency departmékitisNiel, & Binder, 2003, and correctional facilities

(e.g., Abram & Teplin, 1991). In particular, the high degree of overlap is correctional settings (in

the 90% range) has drawn considerable attention.
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Table 1: Research highlights within three stagesfaesearch on ceoccurring disorders in the U.S. and Canada

STAGES

DISCOVERY STAGE

UNITED STATES

The Epidemiologic Catchment Area (ECA) Survey (general populatid

CANADA

e Mental Health Supplement to the Ontario Health Surtésrikangas et al.,

sample)Regier, et al. (1990): Adults with lifetime alcohol disorders w
2.3 times more likely to have a mental disorders compared to those
without an alcohol disorder. Adults with a lifetime drug use disorder v
4.5 times as likely to have a mental disorder compared to those with
drug use disorder. 36.6% of people with ailifeg alcohol use disorder
and 53.1% of people with a lifetime drug use disorder had experienc
lifetime mental disorder.

The Epidemiologic Catchment Area (ECA) Survey (institutional samg
Regier, et al.(1990). 55% oftlalts with a lifetime alcohol se disorder
and who had sought help from a speciality alcohol, drug or mental hg
service had a lifetime mental disordersnf6énth rates). For those with a
drug use disorder who had sought help the overlap was about 65%.

National Comorbidity SurveyKessler, et al., (199651% of individuals
with a lifetime substance use disorder (alcohol or other drugs) and 4
individuals with a 12month substance use disorder had a mental disg
Those with a substance use disorder had about 2.5 times thefodd
having a mental disorders compared to those with a substance use
disorder.

National Epidemiologic Survey on Alcohol and Related Conditions
(NESARQ: Grant, et al.,( 2004)20% of all adults in the general
population in the US with a current substamuse disorder also had at
least one current independent mood disorder; 18% had at least one
independent anxiety disorder.

Chicago prison studyAbram and Teplin (1991Among the 728
detainees with a current mental disorder, 90% hadaccoring
substance use disorder; 59% met criteria for two or threxcorring
disorders.

(1998): Adults in the general population who met DSMRicriteria for an
alcohol abuse or depdence had significantly higher odds of having othe
mental disorders, including mood and anxiety disorders;sactal
personality disorders and drug use disorders. About 23% of those with
alcohol dependence met criteria for a mood disorder; 39.6%twpmlsorder
and 27.6% antsocial personality disorders.

Canadian National Population Health Survéyseries of studies were
undertaken on the relationship between alcohol consumption and major
depression (Wang and Patten, 2001a; 2001b; 2002)

Canadan Community Health Survey (CCHS; Cycle 1.2; 20(R2)sh,
Urbanoski, Bassani et al., (2008&)mong adults with a substance use
problem, including dependence, therh2nth prevalence of mood or anxief
disorders was 15.9%, almost twice the rate as faethdgthout a substance
use problem (8.4%). Other studies have used the CCHS 1.2 data to exa
co-occurring disorders in different sygmpulations (e.g., Currie et al., 2005
Kairouz et al., 2005; EGuebaly et al., 2007; Tiwari & Wang, 2006)

e Ontario Mental Health System studfRush & Koegl (2008)A systemwide
prevalence estimate of 18.5% foraocurring disorders within the overall
mental health system; the highest rate (28%) was found in specialty inpz
services, followed by specialty outpatieetrvices (19.1%) and community
services (17.8%). Across all levels of care having-aamurring disorder wa
strongly associated with antisocial and challenging behaviour, legal
involvement and risk of suicide or sddarm.

e Ontario addiction serviceRush, Castel, Brands et al. (2008®ntario
addiction servics. In three representative adult addiction treatment
programs, the prevalence afiylifetime or current mental disorder was 814
and 70%, respectively. Lifetime and current mood disorders wéteab2|
43%, respectively, and for anxiety disorders 51% and.34%

" The original Ontario study was published by Ross (1995). However, drug use disorders were included with other menairdierdaiculation of emorbidity
rates with alcohol abuse or dependence.



STAGES

SIGNIFICANCE STAGE

UNITED STATES

Lack of coordination and major gaps between the mental and substand
abuse treatment systeniidgely, et al., 1987)

Co-occurring mental and substance use disordersiassd with poorer
clinical and social outcomekigher rates of relapse and rehospitalization
(Linszen, et al. 19943wofford, Kasckow, SchelleBilkey & Inderbitzen,
1996), depression and suicidality (Bartels et al. 1992), violence (Cuffel
al., 1994;Swartz et al., 1998), incarceration (Abram & Teplin, 1991),
homelessness (Drake et al., 1990; Caton et al., 1994), and HIV and he
C infection (Dixon et al., 199%Rosenberg et al., 2001).

The negative impact of enccurring mental disorders oddiction
treatment outcomesdicLellan et al. (2000), Rounsaville, Dolinsky, Babo
& Meyer, (1987); Kranzler, Del Boca, & Rounsaville, (1996); Lewis, et
(1996) ;Pettinati, Pierce, Belden, & Meyers, (1999); Iribarren, Sidney,
Jacobs, & Weisner, (2000Mertens, Lu, Parthasarathy, Moore, & Weisn
(2003); Weisner & Matzger, (2002).

Help seekingRegier et al., (1990) report in the ECA study that individug
with co-occurring disorders are more likely to seek care. Results were
replicated with datardém the NCS study (Kessler et al., 1996; Wu, Kouz
& Leaf, 1999) and other studies such as an Australian survey (Burns a|
Teeson, 2002). Kessler and colleagues (1996) also reported that less 1
half of the people with coccurring disorders had soudiglp in the past
year. Other studies reported lower rates of {selpking (e.g., Regier et al.
1993)

Economic Costdor three groups of clients with schizophrenia receiving
services in a community mental health center, the average annual sery
coss varied substantialy$17,706 for those who currently abuse
substances, $14,662 for those who abused substances in the past and
for those with no history of substance abuse (Bartels, et al., 1993); Ang
study of a large sample of individualstive psychiatric disorder receiving
Medicaid benefits in found that those with aaerurring substance abuse
disorder accounted for 60% higher psychiatric treatment costs (Dickey
Azeni, 1993)

CANADA

Help seekingindividuals with ceoccurring disorders are nmfikely to seek
care (Ross, Lin, & Cunningham, 1999). Urbanoski et al., (2007) also show
that Canadians with a amccurring disorder reported the poorest mental heq
and were the most likely to seek care.

Satisfaction with cardndividuals with a o-occurring disorder reported the
lowest satisfaction with care; individuals with a@ocurring disorder were
four to seven times more likely to report unmet need compared to those w|
either a substance use or mental disorder alone (Urbanoski e0dl), 20

Social coststn a 2005 study of 102 cases of suicides in New Brunswick oV
14-month period, more than 60% of the deceased had an addiction proble
the time of death; nearly 70% had a history of addictions problems; only 1
were in contact witlsubstance use services in the year preceding their dea
further 70% had an affective disorder at the time of their death (Séguin, L¢
Turecki, Daigle, & Guy, 2005).

Economic Costdn a study of individuals serving a community sentence wi
the British Columbia correctional system, the hospital costs per person for
those with a mental disorder was $390; for a substance use disorder; $34
for a cooccurring disorder, $1485) (Somers et al., 2007).
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STAGES

SOLUTIONS STAGE

UNITED STATES

Treatment Research

¢ Develmpment of specific evidendgased clinical protocols including
assessment for emccurring disorders (Mueser, Noordsy, Drake, & Fo
2003), manualized components of integrated treatment programs
(Najavits, 2002) and fidelity scales for planning and monigp(Mueser,
et al., 2003, Substance Abuse and Mental Health Services Administr
2003).

e Seminal reviews of the effectiveness of integrated versusmegrated
treatmen{Drake, MerceiMcFadden, Mueser, et al., 1998); (Drake,
Mueser, Brunette & McHugy 2004); and, most recently, (Drake,
McNeil, & Wallach, 2008).

Systemdevel Work

e Published syntheses contributing to evidebased knowledge
di ssemination (e.g., CentTreatménbd 1
Improvement ProtocqR005); Substance Alse and Mental Health
Services Admi ni sthaCae®ccunringiDssorderS:A MH
Integrated Dual Disorders Treatment Implementation Resource Kit.

¢ A proliferation of infrastructure and capactyilding initiatives aimed
specifically at improving andustaining integration activities and
processes (Clark, Power, Le Fauve, & Lopez, 2008) through the nati
leadership of the Center for Substance Abuse Treatment, Substance
Abuse and Mental Health Services Administration (SAMHSA).

CANADA

Treatment Research

¢ People seeking help for substance use disorders who also have depress
achieve good outcomes when mental health services are integrated into
treatment program (Charney, Paraherakis, & Gill, 2001).

e Korman et al. (2008), reported on a study conductéldesformer Addiction
Research Foundation and found that participants in an integrated angel
addictions treatment program had improved amgkted, gamblingelated
and substance uselated outcomes compared to a standard care model.

e A compendiunof advice for counsellors working with clients with-co
occurring disorders (Skinner, 2005).

Systemdevel Work

e The 2001BestPractices: Concurrent Mental Health and Substance Use
Disorders(Health Canadaleport synthesized research literature and éxpe
opinion in the first parCanadian source document. The recommendatior
included universal screeningasssessmentreatment and supparand
systemdevelsupports.

eProvincial/regionadocitsyst eeg M®e si0
to assess theurrent climate for change and to develop plans to integrate
services; Internebased training developed and offered to clinicians worki
with individuals with ceoccurring disorders; high interest in screening an
assessment as a place to start; withesdevelopment of integrated treatme
programs.

eNati onal Treatment Strategy whic
system, including the call for a
coordinated care across mental and substance use servties@N
Treatment Strategy Working Group, 2008)
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Canadian contributions

In Canada, early populatidavel research on eoccurring disorders was confined to one
provincial study in Ontario (Ross, 1995). This study confirmed the higher than expected
prevalence of mental disorders among people with alcohol abuse/dependence. An early study
within the clinical services of the former Addiction Research Foundation found 78% of a
large sample of clients had a lifetime-@ccurring psychiatric and substance aésorder and

65% had a current mental disorder (Ross, Glaser, & Germanson, 1988).

More recent work in Canada has contributed populdéwal estimates of coccurring
disorders for the first time (Rush et al, 2008c), as well as better estimates devimemore
comprehensive studies of clinical populations (Rush & Koegl, 2008; Rush et al., 2008d).
With respect to populatielevel estimates, Rush and colleagues (2008c) da&t from the
2002 Canadian Community Health Survey (CCHS, Cycle 1.2) to demata that the 12
month population prevalencef co-occurring substance use problems and mood or anxiety
disorders was 1.7%, representing approximately 435,000 Canadian #@duting people
with other mental disordeyshe 12month prevalence of substanese problems was 20.7%
almost twice the rate as for individuals without other mental disorders (11.0%). Likewise,
among people with substance use problethe 12month prevalence of other mental
disorders was also almost twice the rate as for thodeowtita substance use problém
15.9% and 8.4% respectively.

Rush & Koegl (2008) reported prevalence estimates edoccorring disorders within the
overall mental health system in Ontario. The study conducted secondary analyses of
provincial data for rantal health services under three broad levtlsare: specialty hospital
inpatient, specialty hospital outpatient and community mental health services. By sampling
from a large number of programs across a comprehensive system of mental health services,

the study provided an estimate of the prevalence -@ccorring disorders that is not highly

8 Due tothe design of the population survey, the analyses did not include personality disorders and several
specific anxiety disorders, a limitation that may result in an underestimation of overlap. However, given the
high cooccurrence of various mental disorsléncluded in the survey, the degree of underestimation may not be
significant. Work with similar data but with other populations has shown that the exclusion of some of the
specific anxiety disorders in the Canadian survey probably has a minimal iompaietvalence rates (Streiner,
Cairney & Veldhuizen, 2006).



dependent on characteristics of populations served within a single setting. Substance abuse
and dependence diagnostic information was captured using the ColtiradbAssessment
Record (CCAR)i a functional assessment téalogether with recorded diagnoses of a
substance use disorder. The analysis provided an overall prevalence rate of 18.5% for co
occurring disorders with the highest rate (28%) in specialtgtiapt services, followed by
specialty outpatient services (19.1%) and community services (17.8%). Across all levels of
care, ceoccurring disorders were also found to be more prevalent for males compared to
women (about a 2:1 ratio) and for younger patie For outpatient and community settings,
clients with ceoccurring disorders were found to have a more severe and complex profile of
needs. Finally, across all levels of care, having eoamurring disorder was strongly
associated with antisocial andatlenging behaviour, legal involvement and risk of suicide or
seltharm.

Although not based on a provincial sample of addiction treatment programs, recent Ontario
research in three representative adult programs yielded information on the prevalemce of
occurring disorders (Rush, et al., 2008d). Axis | mental disorders were assessed with the
Structured Clinical Interview for DSNV (SCID). The prevalence @y lifetime or current

mental disorder was 81% and 70%, respectively. Lifetime and curresd disorders were

62% and 43%, respectively, and for anxiety disorders 51% and 34%. Thus, the rates of co
occurring mental disorders were quite high and comparable to recent estimates in large US
samples (Chan, Dennis & Funk, 2008).

These two Canadiantuglies with clinical populations provide important findings as they
relate to differences in overlap in the two populations, at least in the Ontario context. For the
substance use services,-axxurring mental disorders are clearly the rule rather than th
exception. This may be due in part to the neurotoxic effects of substardicevitisheavy
substance use sudfinical mental illness manifestations can increase in severity and duration
and reach clinical thresholds. Consequently, the severity and noitisorders decrease in

most patients with a decrease in consumption. In contrast, among people seeking treatment
and support from mental health servicespcourring disorders are the exception rather than

the rule. In this sector the high overlap wahbstance use disorders is dominant in certain
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subpopulations (e.g., with young males and those with personality disorders). These
differences in the context and population in whickocourring disorders are being examined
have important implications faervice planning and delivery, particularly as they relate to
discussions of integration, and the motivations and challenges for integration across the two

service systems.

Some cautionary notes on the epidemiological data:

There is some risk associate@h using the prevalence data onaccurring disorders as the
primary starting point for arguments in favour of the integration of mental health and
addiction services and systems. First, a natural remission of mood and anxiety disorders takes
place inmost patients with a reduction of substance intake. Second, because it is easy to lose
sight of the often substantial group who experience a mental disorder or a substance use
disorder but not both Indeed, at the population leVeit is clear that theo-occurring group

represents the minority, not the majority, of people living with these disorders.

Indeed, a review of the Canadian data for purposes of this report prompted a closer
examination of the data emanating from the major epidemiologicdiestun the United
States and elsewhere. In effect, the data are quite consistent in showing that the majority of
peoplein the general populatiowith mental and substance use disorders, as defined in the
respective surveys, do NOT have-axcurring disoders. This is confirmed in the most
recent and exhaustive review on this subject (ldmgis & Matytsina, 2006), as well as an
earlier synthesis of projects with a high degree of commonality in survey methodology and
instrumentation (Merikangas, et &1998). For drugs other than alcohol, the rates of lifetime
co-occurrence approach the 50% range. For alcohol use disorders, which are far more
common than drug use disorders, the overlap is more typically in tf&5%0range,
including the recent estimatgaublished for ceoccurring substance use and personality
disorders (Lenzenweger, et al., 2007). The degree of overlap fmofth versus lifetime
prevalence is even lower (Jahpis & Matytsina, 2006). Our own Canadian data indicated

a degree of oveap in 1520% range, a level that is on the low end of that reported

° This is a generalization based on lasgale population surveys done to date. Findings are likely to be different
for some specific jurisdictions/communities such as those of First Natiorla@hgdeople.
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internationally, but only marginally so, and very close to the most precise arddage
estimates from the United States (Grant, et al., 2004).

Further, the Canadian data reviewedliea also show that it is essentially within the
substance abuse treatment population nbtithe overall population served by mental health
inpatient, outpatient and community programs, thameoobidity is the rule rather than the
exception. In additio, the prevalence rates of substance use dependency in the Canadian
population are much lower than that of the combined mood and anxiety disorders.

We do not mean to imply that the epidemiological data have been deliberately manipulated to
draw undue a#intion to issues related to the effective treatment and support of people
experiencing caccurring disorders. There are also many ways in which the epidemiological
data on ceoccurring disorders can be reported and this complexity only adds to the

challerges in using the information for planning and policy development. For example:

e Is thelifetime prevalence of c@ccurring disorders more appropriate for planning
purposes than data earrent or pastyearprevalence? The former takes a-ifeurse
perspetive and implies a higher need for primary and secondary prevention. Current
or past year prevalence data are typically used for planning and policy development
since they are more closely associated
and cons bthese options are rarely discussed.

¢ Should services and systems be planned on the basis of findings from the general
population or from the segment of that population who seek help (i.e., clinical
samples)? The answer to this question may depend gurigdiction or scope of the
health system under consideration. At a commdeigl with a relatively small
number of providers working on local integration strategies, drawing upon data
drawn from samples of cases in treatment may be most relevanefecits the most
immediate treatment need and demand. At a regional or provincial level it is perhaps
more appropriate to plan on the basis of populdgerl needs, for example, to
estimate the gap between the level of need and current demand amderasmply.
Again these nuances of the data for particular purposes are rarely discussed.

e The degree of overlap is often different when assessing mental disorders among those
with substance use disorders, compared to substance use disorders amongtthose wi
other mental disorders. The first approach will typically yield a higher degree of
overlap since the prevalence of substance use disorders in virtually any population
subgroup is higher than the prevalence of mental disorders, in part due to the
neurobxic effect of the substances. Gender and age differences will also be
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substantively different depending on the approach utilizeidce, for example, more

males have substance use problems than females, and more females have mental
disorders compared tmales. The method of calculating overlap should depend on
the explicit purpose of the data analysis and planning objectives. Raw data such as
percentages as well as odds ratios need to be considered in examination the evidence
and making decisions.

e Lastly, is it more important to emphasize the actual amount of overlap (i.e., the
percentagenaving both disorders) or tleldsof having a mental disorder for people
with a substance use disorder compared to those without a substance use disorder? In
the receh Canadian data people with a substance use disorder were about twice as
likely to have a cabccurring mental disorder compared to those without a substance
use disorder. However, the degree of overlap was only about 16%.

To reiterate, we do not intetd downplay the importance of -@xcurring disorders as an
important factor impacting access to required services, the benefits received, and the cost of
treatment/support. For the group of people withocourring disorders, especially multiple
severe digrders, the data consistently show that the impact on their quality of life is real and
profound, and that there are major issues with respect to accessing services and satisfaction
with services received. It is also important to keep in mind that evée ifize of the sub

group with ceoccurring disorders is small in absolute terms, meeting their complex needs
presents many challenges, takes a disproportionately large amount of time and incurs large
costs to the system. Further, there is no questionwliiin some particular sulgroupsof

the population, the overlap in mental and substance use disorders is indeed the rule rather
than the exception. Examples that readily come to mind include young adults with personality
disorders (Rush & Koegl, 2008;r&ht, et al., 2004); people who are homeless (Farrell,
Howes, Taylor et al., 1998), people with a history of sexual or physical abuse (Kendler, et al.,
2000; MalinoskyRummell & Hansen, 1993); and those with criminal justice involvement
(Abram and Teplin1997) . The | arge scale survey data d
the need to distinguish between populadiewel and clinicalevel information in the

integration discussion. They do tell somewhat different stories.

In sum, given the many nuarsca the reporting of the epidemiological data orocourring
disorders, it is important that people producing and utilizing these data are explicit in their
choice of data analysis and reporting met hoq

the goal is to support integration. Nor i s i
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argue for the status quo. There is clearly no right or wrong method to reporting th& data.
However, given the most recent data on the level efamurring dsorders in Canada (and

the US for that matter), it is time that data producers and data users got past the simplistic
mantr amoef biidioty is the rule rather than exce
at both the population and clinical levial support of service and system planning. This

should include a strong emphasis on reporting bypsydulation, including level of severity.

3.2.2 The literature on fisignificanceo

During the late 1970s and early 1980s, mental health researchers it &tates reported

on the poorer community adjustment and higheadwission to hospital among young
people with severe mental illnesses, such as schizophrenia, and who also abused alcohol and
other drugs (Caton, 198PFepper et al.,, 1981; Bachrach,82). Later research began to
emerge demonstrating that-oocurring mental and substance use disorders were associated
with poorer clinical and social outcomes than those associated with either disorder in
isolation. Examples include higher rates of rea@mnd rehospitalization (Linszen, et al.
1994; Swofford, Kasckow, Schellgilkey & Inderbitzen, 1996), depression and suicidality
(Bartels et al. 1992), violence (Cuffel et al., 1994artz et al., 1998), incarceration (Abram

& Teplin, 1991), homelesses (Drake et al., 1990; Caton et al., 1994), and HIV and hepatitis
C infection (Dixon et al., 19950senberg et al., 2001).

Research emanating from the substance use field yielded similar concerns regarding co
occurring mental illness, particularly @srelates to treatment outcomes (McLellan et al.
2000, Rounsaville, Dolinsky, Babor, & Meyer, 1987; Kranzler, Del Boca, & Rounsaville,
1996; Lewis, et al., 1996; Pettinati, Pierce, Belden, & Meyers, 1999). The negative impact of
psychiatric cemorbidity on substance use treatment outcomes has since been replicated
many times (Iribarren, Sidney, Jacobs, & Weisner, 2000; Mertens, Lu, Parthasarathy, et al.
Wiesner, 2003; Weisner & Matzger, 2002). Flynne and Brown (2008) have also recently
argued that an imptant finding in the outcome studies has been given much too little

attention- namely, that the impact of the-oaorbidity, and the benefits of various integrated

10 Other than simply being mathematically incorrect
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treatment options, are highly dependent onseneerityof the mental disorder and assoaihte

functioning.

Population surveys consistently indicate that a significant proportion of people with either a
mental or substance use disorder (or both) does not seek services, raising many questions and
issues about unmet need. Regier et al. (1993)texghthat about 63% of people with a past

year ceoccurring disorder had not accessed any services. This is similar to that reported by
Kessler et al. (1996) in the NCS study. Kessler et al. (1994) also reported that only 4 of 10
people with a lifetime hisry of three or more disordergceived treatment in a specialty
mental health service, and only 1 in 7 received help from a specialized substance use service.
Results from a more recent household survey in the US reported that 72% of those with co
occuring disorders had not received any specialty mental health or substance use services
and only 8% had received both (Watkins, Burman, King & Paddock, 2001). Harris and
Edlund (2005) reported that 65% of individuals with aocaurring disorder did not rece

any help, and that this also depends on problem severity (with the more severe being more

likely to receive some treatment).

Although the level of unmet need is extremely high, individuals witbamurring disorders

are, in fact, more likely to sealare than those with mental or substance use disorders alone

(Regier et al., 1990; Regier et al., 1993; Wu, Kouzis, & Leaf, 1999; Kessler et al., 1996).

This was another fundamental driving force behind the call for improved integration

emanating from thearly epidemiological surveys on-oacurring disorders. The overlap

across people with mental and substance use disorders was not only considered to be very
high, the experience of |iving with this ove
personalistress and propensity to seek help. In turn, this clearly begged important questions

regarding the nature of their care experience, and their satisfaction with it.

Importantly, the survey data showed that in spite of this tendency for help seekiiige an

high prevalence rates and poor clinical and social outcomes for this group, the vast majority
of individuals with a ceoccurring disorder were not receiving adequate cawmbgtance

Abuse and Mental Health Services Administratid@02; Watkins et 312001). This was
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especially troubling for some sydmpulations given that problems with substance abuse tend
to be chronic for individuals with a severe mental illness (Drake, Mdfcéadden, Mueser,

et al., 1998), and this chronicity contributes to tiplé relapses of psychotic symptoms,

heavy substance use, and multiple treatment admissions. The recent review by Flynn and
Brown (2008) reported that only a minority of substance use services provided programs for
people with ceoccurring disorders. Hower, several studies they reviewed also clearly
suggest that, given a-@xcurring disorder, the chances of receiving help in a substance use
service for a mental health problem are substantially higher than receiving help for a

substance use problem immental health service.

Early reviews of mental health and substance use systems in the United States showed that
when individuals with a coccurring disorder did seek help they were confronted with
separation of the mental health and substance usemsystecluding policy, financing and
regulatory barriers, poor information flow, various restrictions on admission, and disparate
messages and philosophy regarding treatment and recovery (Ridgely, Osher, Goldman &
Tablott, 1987). Other systersvel studiesalso reinforced the importance of attitudinal
factor s, soci al sti gma, professional At ur f i
optimal care (Drake, et al, 2001; Young and Grella, 1998; Grella et al., 2004; Todd et al.,
2002; Todd et al., 200 Burnam & Watkins, 2006; McGovern, Xie, Segal, et al., 2006). If
able to access required services at all, the typical result was a failure to engage, motivate and
retain people in treatment (Substance Abuse and Mental Health Services Administration,
2002 Drake, Mueser, Brunette & McHugo, 2004; Drake, et al., 1998).

There is strong evi de n coecurtingdigorddrshisereflécdiuthel e t r
costs of providing treatment and support, and that these costs are distributed in maofy parts

the health and social service systems. For example, Bartels, et al. (1993) found that among
clients with schizophrenia receiving services in a community mental health centre, those who
were currently abusing substances were more likely to use ingtdausgervices of all kinds,

including correctional services, substance abakded hospitalization, and emergency
services, as compared to those who abused substances in the past and those with no history of

substance abuse. In terms of costs, the avemageal services costs for the three groups
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varied substantially $17,706 for those currently abusing substances, $14,662 for those who

abused substances in the past, and $9,617 for those with no history of substance abuse.

Another U.S. study of a largample of individuals with a psychiatric disorder receiving
Medicaid benefits found that those with aaaxurring substance use disorder accounted for
60% higher psychiatric treatment costs (Dickey & Azeni, 1993). The high costs associated
with the provsion of outpatient psychiatric services to people wittoccurring disorders has
also been found in more recent work in the US (Dickey, Normand, Drake, et al., 2003). Hoff
and Rosenheck (1999) tracked the use of health care services and associatedactzstgef
cohort of people discharged from substance abuse treatment in US Veterans Affairs facilities.
They reported that those diagnosed with -@courring psychiatric disorder had a higher total
health care cost than those without a psychiatric despexplained primarily by higher
utilization of psychiatric and substance abuse services. Curran, Sullivan, Williams, et al.
(2003) reported significantly higher use of emergency services by people vattaaing

disorders, although they did not tedate the higher use into a specific dollar value.

Canadian contributions

The basic finding that individuals with @curring disorders are more likely to seek help
than people experiencing either disorder alone was replicated in a major Ontariarstneey
1990s (Ross, Lin, & Cunningham, 1999). More recently, Urbanoski, Rush, Wild, et al.,
(2007) drew upon data from the 2002 Canadian Community Health Survey 1.2 and found that
those with a caccurring mental disorder and substance dependence reploetgumborest
mental health and were the most likely to seek care. Importantly, the more frequent use of
services was similar across the group witkocourring disorders and the group with a mental
disorder alone, thus suggesting that it was not thmabidity driving the use of services but
rather the mental health component. In terms of satisfaction with care, Urbanoski et al. (2007)
reported that individuals with a -@xccurring disorder reported the lowest satisfaction with
care and were four to sevémes more likely to report unmet need compared to those with
either a substance use or mental disorder alone. The most common reasons for unmet need
included a preference to seifanage symptoms (35%), not getting around to seeking care
(16%), not knowindhow to ask for help (16%) and being afraid to ask for help (15%).
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In a 2005 study of 102 cases of suicides in New Brunswick overmaohdh period, more

than 60% of the deceased had a substance use problem at the time of death; nearly 70% had a
history of substance use problems; only 10% were in contact with substance use services in
the year preceding their deaths; a further 70% had an affective disorder at the time of their
death (Séguin, Lesage, Turecki, Daigle, & Guy, 20@¢neral medical servicesere
consulted by nearly 18% in the last month, and bylaitin the last year. Froine health

care and social services professionals were used by 18.6% of the cases in the last month and
by onethird in me last year; 4% turned to police servicehialast month and 9% in the last

year (17% lifetime). The authors point out the lack of public awarenesawss the
importance of consulting when experiencing distress, and the lack of collaboration between
mental health and substance use servicesngadi a failure to designate a fixed point of
responsibility for continuityof-care between lines of services, and to be proactive instead of
waiting for clients to be motivated. This went hanehand with the clients’ disengagement

(Lesage, Séguin, Gugt al, 2008)

The limited Canadian data on the health and social costs associated witicucang
disorders confirm that, while substance use and mental disorders alone represent significant
financial burdens, the costs of-oocurring disorders tend tme greater than the sum of either
disorder alone. Somers, Carter & Russo (2007) have tracked hospital, social welfare and
correctionsrelated costs for a large group of people in the BC corrections system serving
sentences in the community. Thespital costs per person for those with a mental disorder
alone were $390; for a substance use disorder alone were $344; and faceurcng
disorder $1485. Thevelfare costs per person for those with a mental disorder alone were
$480; for a substance use dder alone, $1246; and for a-oacurring disorder, $3348. The
corrections costs per person for those with a mental disorder alone were $289; for a
substance use disorder alone $475; and for@ccarring disorder $428. Thus, in the hospital

and welfare setors, the costs related to-oocurring disorders were clearly higher while in

the corrections system this was not the case. For corrections, the substance use disorders

irrespective of cabccurring mental disorders appeared to be driving increased costs.
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Some cautionary notes on significance/impact ofo@aurring disorders: The main

cautionary note to add to the above overview of relevant literature on the impact and overall
significance of cenccurring disorders is the need to distinguish the grotip @g-occurring
disorders from those withaobal | ed fAsingle disorderso- Ma n
occurring disorders compare those with and withowbamurring disorders but do not make

it clear just who is in no eoccurring disorders group. Thicould be a comparison group

with no disorders or a group with single disorders or both and unless this is specified it leaves
one uncertain as to whether the mental health or the substance use component is most
responsible for the negative outcomes obsgrin a ceoccurring disorder group. The ideal

situation is to compare three or if possible four groups: no disorders, mental disorder(s) only;

substance use disorder(s) only; anebcourring disorders.

On the face of it this might be viewed as a mitechnicality better left for researchers to
worry about. But the implications are important. For example, in the data reviewed above we
noted in the Canadian population survey data that those witltaoring disorders were

more likely to use servicetdn those with substance use disorders, suggesting higher need
associated with the emorbidity. However, those with eoccurring disorders had the same

level of service use as those with mental disorders (but no substance use disorders). This
suggests thethat it was the mental health aspect that was driving the higher utilization of the
co-occurring group and not the impact of@ccurring disorderper se Put another way, it

was the substance uealy group that was less likely to engage in ksdpkng a finding

with important implications for cadinding. This pattern of findings did NOT hold when

the authors looked at satisfaction with services received among those who did seek help.
Among the helpseekers the added impact of theaoeurring disoders was clear. In other
words once in contact with the system, something was lacking in their treatment and support
experience that was associated with thenowbidity itself. Interesting and useful patterns in

the cost data also emerge when theocouring group is compared to the singlessorder

groups. For example, the costs in the corrections system were largely driven by substance use
disorders and not the guoorbidity per se, even though the rates ofocourring disorders

were extremely high.
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32.3 The |l iterature on fAprogram/ policy sol ut
3.2.3.1 Integrated services (singlge, team approach)

As evidence continued to accumulate regarding the challenges associated-edturcmg
substance use and mental health disorders, published resoetvbuted significantly to the
definition of Aintegrated treatmento and con
clinical servicedevel in order to yield more positive health and psychosocial outcomes. The
important distinctions were drawbetween integrated treatment and either sequential or
parallel treatment' The most influential literature reviews concerning integrated treatment
were published by Drake and colleagues in 1998 (Drake, MbtcEadden, Mueser, et al.,

1998); again in 200 (Drake, Mueser, Brunette & McHugo, 2004); and, more recently, in
2008 (Drake, McNeil, & Wallach, 2008). The earliest research studies were limited in terms
of research design but did point toward the value of integrated treatment models of service
delivery. Integration, as researched in these studies, was viewedchhite interfacewith

clients, whereby they receive interventions that share common ground in terms of program
philosophy; take a long term approach; and rely on the same team or degines ¢consistent
explanations and proposed treatment and support strategies (Drake et al., 1998). In short, the
same treatment provided specific components for the mental health and substance use
problems within a framework that yielded an understandinth® clinical features of the

specific combination of coccurring disorders.

A similar emphasis on clinical integration was taken in the 2004 review by Drake and
coll eagues, s t atheicrugy of integration s Xhatniwel peactitiorfer takes
responsibility for blending the interventions into one coherent packagé p . 367) . Bu
upon the 1998 review, the key principles that emerged in this new overview were grounded in

an integrated program model, and including stage treatment; engagemte and

motivational counselling interventions; active treatment (e.g., counselling to promote

1 Sequential (serial) treatmemtas defined as treatmt that deals with one disorder first, and in isolation,
followed by interventions for the second disorder; often using differiragrirent approaches (e.g., the medical
model for mental disorders, the recovery model for substance use disdPdeadlel treatmentvas defined as
treatment that addresses both problems at the same time but treatment is in isolation of each othir, and aga
with different clinical approaches.
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adherence, behavioural skills training); relapse prevention,-temg retention, and
comprehensive services such as housing and educational andrékedtti spports, and

interventions for treating neresponders.

Interestingly, in the 2008 review, integration was taken more as a given rather than a central
aspect of the research question being pursued in the review. Integration was presented as an

organizingframework that addressed two fundamental concerns:

A(a) I mproving access by ensuring that n
services are available in the same setting; and (b) improving
individualization and clinical relevance by combining and modifyimeg

two types of interventidns in a coherent

Given this framework, the primary focus of the review was on the evidence for specific
psychosocial interventions that could be included in an integrated model (e.g., individual or
group ounselling, family intervention, case management, residential or outpatient treatment,
contingency management and legal interventions such as jail diversion or other forms of
mandated treatment or monitoring). The evidence was said to be strongest for grou
counselling, contingency management and {texgy residential treatment. However, a more
ecological approach to the delivery and evaluation of services was also advanced, for
example, taking into account the environmental context in which the persaen diné in

which the service itself is located. A tailored approach was also recommended with different
types of interventions seen as more appropriate for some types-gfayis and settings
(e.g., emphasizing engagement strategies for people who areledssin A sequenced
approach was also recommended in some situations, borrowing the concept of-stepped
from the substance use fielddbell & Sobell, 1999; 2000pnd other branches of
psychological therapy (Bower & Gilbody, 2005). In a steppac malel, less intensive and
expensive interventions are tried first, followed by more extensive and expensive intervention
contingent on the initial response to the first level of care. Improved use of electronic
decisionsupport systems was also recommendé@d. mentioned earlier, these key

ingredients were to be delivered in the context of an integratddcated service.

12 |talics of authors
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Canadian contributionsStudies focused specifically on the benefits of integrated treatment
are rare in Canada but what research e lconducted supports the provision of routine
psychiatric services within separate substance abuse treatment services (Charney,
Paraherakis, & Gill, 2001). The most recent review by Drake and colleagues included a
Canadian study by Aubrey Cousins, Lakee and Wexler (2003) that reported no difference
between group therapy and standard treatment. The study did not address the added value of
program integratiomper se Korman, Collins, LittmafSharpe et al., (2008) reported benefits
from an integrated goach to treatment of anger and substance use and gambling problems.
Other work conducted at the Centre for Addiction and Mental Health (and the former
Addiction Research foundation) is also highly relevant to the treatment of people with co
occurring dsorders (e.g., work underway with respect to personality disorders, eating
disorder, problem gambling and nicotine dependence) but has not directly compared

integrated versus nentegrated approaches.

Some cautionary notes on the integration data atiseslevel (singlesite team approach):
Building on the seminal and ongoing work of Drake and colleagues, principles and key
treatment practices such as assertive outreach, moti@sed and mulinodal approaches,
comprehensive services, a letrym perspective and harm reductibitontinue to be
emphasized as evidenbased practice for people with-oacurring disorders (Mueser, et al.,
2003). However, other recent literature reviews and formal-aredyses of the integration
literature, again ahe services level, have been conducted and which conclude with a
cautionary message as to the need for integration (Donald, Dower, & Kavanaugh, 2005;
Clearly et al., 2008).

13 Harm reduction has emerged as one of the most significant debates related to approaches in dealing with
problematic substance use. Harm reduction, as a public health approach, referagondiatirug and
alcoholrelated issues in a way that places first priority on reducing the negative consequences of drug and
alcohol use (rather than on promoting an abstin@mtg approach)Specific harm reduction strategies, such as
needle exchanged methadone maintenance programs and the provision of safe and hygienic environments to
use drugs and alcohol, are seen as pragmatic approaches whose benefits outweigh the costs in terms of harm to
the individual and to society. Critics of harm reductwogue that its strategies promote problematic drug and
alcohol use, divert attention away from abstinebased approaches and impede crime prevention. Comfort

with harm reduction varies across federal departments, provincial governments, municgpalitesial

service sectors. This presents specific challenges in substance abuse treatmexteyebpyment, and

potential integration with mental health systems.
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There are two aspects to our caution regarding the veracity of the integratoatdae
servicedevel. The first is whether the data on integration is as airtight as many people
believe and, secondly, whether people with mental health problems who are receiving
treatment in a substance use service derive benefit for mental hedlbnps without having

received specific integrated mental health services.

With respect to the first point, it is beyond the scope of this overview to review in fine detalil
all the evidence supporting integration at the servieesl for people with capccurring
disorders. We have summarized above the three seminal reviews by Drake and colleagues.
A subsequent review conducted by Donald et al., (2005) selected the best 10 studies of
integrated versus neintegrated treatment, from a methodologicalnpaf view. All were
randomized controlled trialsone comparing integrated and parallel treatment options; seven
comparing integrated and standard treatment in mental health services; and two comparing
integrated and standard treatment in substancesessaces. Little evidence was found
favouring the integrated treatment options using improvement in symptoms as the outcome
criteria. Modest to strong evidence was found for improvements in treatment
engagement/compliance and outcomes related to socistadint. As others have done,
including Drake and colleagues, a list of important methodological challenges for doing
research in this area is identified.

The most recent research synthesis by researchers outside the Drake group also focused on
the effectiveness of psychosocial treatment for people with both severe and persistent mental
illness and substance use problems (Cleary, Hunt, Matheson et al., 2008). However, rather
than starting from a position that all these interventions would best be ddlinesin

integrated context, they considered integrated treatment as one of several intervention models
to be contrasted with standard care. The other treatment options werdegvated

treatment, cognitive behavioural therapy, motivational interviewand life skills training.

Results showed that in order to reduce substance use or improve mental health status there
was no compelling evidence to support any one psychosocial intervention over another,

including integrated treatment. They also emptesthe methodological challenges pooling
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and interpreting data across studies in a bona fide-ametiysis given high dreput rates,
varying fidelity of interventions, and varying outcome measures, settings and samples. In
short, it was not possible ihé current statef-the-art to show the superiority of one choice
over another. These and other challenges identifying the addiael of integrated services
are certainly not unique to the field of mental health and substance use (Smith & Clarke,
2006). \hat all the experts reviewing the literature in this area do agree upon is that,
although the quality of research in the area is improvingsyththesiof valid literature
remains severely challenged by a host of issues such as varying outcome mestsings,

and samples.

These two reviews have been very briefly discusisatie Clearly et al. (2008) review
because it is so new and not widely available, and the Donald et al. (2005) review because it
is so rarely cited. We do not intend to raise majoiestions at this time about the
effectiveness of integrated treatment based on these reviews. A more detailed assessment of
the reviews, and how they differ from the research typically cited in favour of integration, is
required. However, the informed i needs to be aware that, at the senieed, the value

of integrated services is not cleart and much more work needs to be done, particularly with

subgroups based on their clinical features and problem severity.

One of the studies included irhe Donald et al., review (2005) reported a marked
improvement in anxietyelated symptoms following receipt of the standard substance abuse
treatment program (Randall, Thomas & Thevos, 2001) possibly because of recovery through
the reduction of substanceseiand other strategies that have improved quality of life. This
leads us to a second cautionary note about integrated services with ssisengiéegrated

team, namely that integrated treatment may not be needed to effectively treat mental health
problens among those in substance abuse services and, vice versa, substance use and related
problems may be improved with standard mental health treatment. Referring to the issue as
t h effecfiveness of singtisorder treatment with coorbid client® t hwvant litezatuee

on this topic area was reviewed by Flynn and Brown (2008), albeit exclusively from the
perspective of substance use services. Their conclusion was essentially that standard, well

implemented substance use services can effectively impromtahtealth symptonds that
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is, without targeted mental health programs or specialized training. One of the studies cited
was that conducted by Hser, Grella, Evans, and Huang (2006) involving over 1,000 clients
from 39 different programs representing all arajreatment modalities. They reported no
differences in outcomes for individuals with-eocurring disorders who received mental
health services and for those receiving normative substance use treatment. They conclude that
the data from studies in thisear point to the need for routine screening and assessment of
mental health problems, followed by a careful matching and treatment planning patocol

the basis of severityand which calls upon specialized mental health services/professionals on
an asnealed basis for the most severe and complex cases. For purposes of the present paper,
the main point is that the effectiveness of sirdjgorder interventions for people with-co
occurring disorders weakens the argument forpefits-all integration stategies. The data
continue to point to the need for tailored integration strategies at the services level, and the
need for systemkevel supports that will best ensure the implementation of this tailored

approach.

3.2.3.2 Integrated services (multipfgrovider, collaborative care approach)

While the emphasis in the reviews by Drake and colleagues, and many other experts in the
field, has been on integrated clinical teams, another approach to integration was evident in the
key documents, research syn#sand individual research studies. Specifically, integrated
clinical care and psychosocial support can be delivered byceefdinated, collaborative
arrangementacross two or more service providers and not only #ocated programsBy

1994, in thanitial CSAT Treatment Improvement Protocol oraccurring disorders, (Center

on Substance Abuse Treatment, 1994), integration was defined as an approach that combines
elements of both mental health and substance use treatment into a unified and caerehen

treatment program for patients with dual disorders.
The weltknown quadrant model also emerged in the 1990s and provided an organizing

framework based on a 2X2 matrix that captured severity of the mental disorder(s) on one

dimension, and the seviriof the substance use disorder(s) on the other (Substance Abuse
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and Mental Health Services Administration, 2002; McGovern, Clark, & Samnaliev, 2007).

The main contribution of the framework was that the target population was being
isegment ed @ purposes, ipcluding miffenent integration options. For example,
Ahi gho ment al health and @Ahigho substance
appropriate group (quadrant) for a specialized sisgéeintegration model. This compared to

the dl owd meml th and #fAhighod substance wuse
treatment within a more traditional substance use treatment service but with basic
competencies related to mental health treatment and support (e.g., screening, CBT, brief
therapies) andollaborative relationships with external mental health providers as needed.
Those wiltolwofilpowbl ems wer e ssereed in@enerid heditle | vy t
services such as primary care. In short, despite its limitatjotise quadrant model
distributed the responsibility for treating and supporting people witbhoooirring disorders

across multiple systems and endorsed the value of collaborative models of integrated

treatment and support.

In Canada, the 2001 repdBestPractices: Concurrent M#al Health and Substance Use
Disorders(Health Canada, 20018ynthesized the research literature and expert opinion in

the first parCanadian source document on-amzurring disorders. The report clearly
articulated that integration did not necessarilgam an administrative merger of mental
health and substance use services/systems, but rather that services and systems could be
coordinated and collaborate with each other in many ways so as to ensure an integrated

treatment experience for people seekielph Specifically:

Program integrationwas defined as merital health treatments and substance abuse
treatments are brought together by the same clinicians/support workers, or team of
clinicians/support workers, in the same program, to ensure thadiki@ual receives

a consistent explanation of illness/problems and a coherent prescription for treatment
rather than a contradictory set of messag

1 Interestingly, virtually the same model has been applied to case complexity conceenitad and physical
health cemorbidity, although not referenced as such in the literature -@tearring disorders (Parks, Pollack,

& Bartels, 2005)

15 For example, the model does portray the dynamic movement of people in out of the quadrants over time.

41



System integratiowas defined asfit he devel opment ovkenendur i
service providers or treatment units within a system, or across multiple systems, to
facilitate the provision of service to individuals at the local level. Mental health
treatment and substance abuse treatment are, therefore, brought togetheroby two

more clinicians/support workers working for different treatment units or service
providers. Various coordination and collaborative arrangements are used to develop
and I mpl ement an i nHealthCanada 2001a,p.dH)t ment pl a

Thisdéd i ni ti on of fAsystems integrationo is cl o
gradually evolved in the United States, that is, beyond the concept of integratedsisengle
treatment teams. In hindsight, however, the definition of systems itikegria Canada

introduced some confusion over terminology since it was about the integration of direct
service delivery across multiple providers AND about activities and strategies such financing

and economic incentives, policy development, ctogsing and which were referred to

exclusively in the wider?]|

iterature as MfAsyst
Watkins, Burman, Kung and Paddock (2005) have commented on the confusion that has
lingered for some time in the field about the proposed value of the sigleolocated

integration option versus a multiple provider, collaborative care option. However, only
relatively recently was a comparison of these two approaches to integration a specific focus of
research inquiry (Rosenheck et al., 2003), the reseaunslirating that the two options did not

differ in terms of client access to services or other outcomes. Recent publications like the
2007 CSAT Ceoccurring Centre of Excellence (COCE) Technical Overview Paper Series
(Center for Substance Abuse TreatmeriQ7) define integrated services in a way that
includes both single site and multiple provider options among a range of optional

configurations (Overview Paper #6, p.4)

Some cautionary notes re: integrated services (muppdeider collaborative carenodel):

Al nt egr at i on-tevelahds came ¢0 meaothintegraged singksite, treatment

teams and collaborative partnerships across more than one provider. The evidence continues
to support integration, as broadly understood, a®asonable ah desirable organizing

principle for meeting the treatment and support needs of people widbccoring disorders

16 We will return to this issue of terminology in later sections and conclude the report with a suggestion for
terminology on a gdorward basis in Canada.
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that can, and probably should, be implemented in a variety of ways tailored to specific sub
populations and organizational and community egt® That said, the effectiveness of
integration at the servicdsvel no doubt depends on how it is operationalized; for what sub
population; in what types of settings; and with what level of program fidelity and with what
staff. Certainly more resedrcis needed to strengthen the evidence on serigues
integration with singlesite, team models as well as multipjerovider collaborative care
models, for whom and under what conditiombe best data exist for the singlite model

but this is probaly because it has been more thoroughly studied. It is also easier to do this
type of singlesite research than studies that must tease out the specific contributions of

integrated care in mulprovider situations (Smith & Clarke, 2006).

The main cautio to add to the above discussion is, therefore, concerned with the lack of
evaluation studies directly comparing singlee versus multiplgrovider models. As

di scussed bel dvwevwed deri niteygstadmson there i s so
maragement and central access models in terms of improving continuity of care (Durbin et

al., 2006). Future studies need to do a better job at segmenting the target population on the
basis of problem severity and complexity as this will likely be a key fastderlying the

ability of individuals and their families to navigate a complex network of service providers.

3.2.3.3 Integration at the systetevel

There is also clearly a wide range of systdevel supports and strategies that can be
implementedit he spirit of Ai mproved integrationo.
separategovernance/administrative integration (i.e. structural merger) and other kinds of
activities and strategies such as joint planning, em@ésing, colocation, ehealthsolutions

to information exchange, and which may or may not involve structural mefrgerfunction

of different systemdevel integration activities and strategies also vary. Some functions
concerned with securing an adequate resource base for higlly gaatice delivery, and this

is often a critically important, but covert, goal of integration. Other activities and supports

aim for costefficient administrative operations such as human resources, information
technology, procurement and the like. Altigh the distinction is admittedly a grey area,

other systemdevel supports and strategies are more directly targeted at improved services for
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clients and their families, examples being crwaging and credentialing; policies and
procedures for accesginservices; joint planning;-keealth initiatives that support and
safeguard the transfer of client information; and performance indicators and other types of
quality improvement processes. What this latter group of system support strategies have in
common,or at leastshould have in common, is that they serve a clear and unequivocal
function that will improve access to services and the work of the managers, clinicians and
other staff, and thereby indirectly impact the esi$éctiveness of treatment and popt that

is offered to people seeking help. We use the termeftsttiveness because all systems
level supports and strategies come with a varying cost, and may improve client/family
outcomes substantially, minimally, or not all at all. For examplgaiaing initiative or
systemwide case coordinator for complex cases may come at a low cost, but yield a high
impact!’ Some policy changes such as introducing a financial incentive or removing an
administrative barrier to treatment may also be relatil@hly cost but with high payoff in

terms of treatment access and outcomes. An investment in common client information
systems in order to incorporate an electronic health record may come with a high cost and
moderate impact through better sharing of inforamatand tracking of client outcomes for
clinical and management purposes. A major Hotganizational restructuring of services or
treatment systems may come with a high st@innedium term cost and with expectations of

a significant longterm payoff due to better prevention, cafiading, treatment access and/or
healthrelated outcomes. System integration strategies will always entaitdffsdef costs

and benefits and these should be more explicitly outlined in planning proposals.

Our main point fo the present discussion is that the onus of responsibility lies with systems

level planners and administrators to: (a) estimate the cost of proposed sestelnssipports

and strategies; (b) articulate how proposed initiatives will directly or indireatpact

operations and client/family outcomes; and (c) identify the mechanism that will be used to
track and report on success in achievinggppret er mi ned goal s. A | ogi
the dotso back to client amnodsydstemgevel pjanningit ¢ o me

" We present these as hypothetical scenarios only and not based on actoahetisanalyses.
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and evaluation (see Durbin, Goering, Streiner & Pink (2006) for a template of such a

systemdevel logic model).

Although ideas and assumptions abound for systewsd integration, there is a shortage of
research and evaluan data that provide best practice evidence at this [&heke is

certainly no shortage of opinion on the barriers to care for people wihatoring disorders

and, for that matter, those with substance use or mental disorders alone. In equal areasure,
abundance of strategies to deal with these barriers have been proposed and systems planning
tools are available to help guide the assessment and prioritization of various types of systems

supports deemed to be essentadtip//www.zialogic.org/Toolkit_1.ht)n However, most of

the literatureon the evaluation of integration approaches has been at the services level
(Siegfried, 1998; Rachbeisel, Scott & Dixon, 1999; Zweben, 2000; Brunette and Mueser,
2006). Even in the exhaustive literature reviews undertaken by Drake and colleagues, no
evidence is brought forward that speaks directly to either the addieel of systemtevel
integration or the necessary/sufficient features at the sydemelsthatare required to

support integration at the servidesel.

The most relevant evidence available on the outcomes of sykteehsntegration comes

from the mental health field generally, where a small number of projects have conducted
outcome evaluationfavarious systemtevel initiatives (see Durbin et al., (2006) for the most
recent and comprehensive review). Systeitle approaches that have been studied have
included, for example, unified mental health agencies (Goldman, Morrissey, & Ridely, 1994);
integration coordinators or bodies (Randolph, Blasinsky, Morrissey, et al., 2002; Morrissey,
Calloway, Thakur, et al., 2002); and crassning and client tracking systems (Morrissey et
al., 2002). A review focused primarily on structural integration byd,Ugverett & Higgins
(2001) draws primarily from original research and other reviews on integration in the hospital

sector and private sector mergers and acquisitions.
Lurie and colleagues (2001) conclude that there are significant costs associatbdyiwith

level structural mergerscosts that often do not translate into improvements in services for

clients. Their report is also helpful in describing different merger scenariosee@nsion
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mergers that essentially leave the new partner alone to wondusiness as usual;
collaborative mergers hat seek ful | i ntegration of oper e
culture; and aedesign mergewhereby the intention of the dominant player is to introduce
major change and displace the culture ofghmller partner (Cartwright & Cooper, 1993)).
Thus, to an inteorganizational expert, mergers vary substantially in terms of process, and
the impact on client services will undoubtedly depend omtbdus operandof the merger
initiative. The review # Lurie and colleagues also offers an important reminder that
structural integration almost always involves a dominant player, something that has
traditionally worried people working in the substance use sector about closer integration with
mental health exvices and sectors. Those involved with structural integration activities
should be familiar with different tactics and consequences and, in the opinion of the authors
at least, be guided by a collaborative merger model.

Durbin et al., (2006) have condad a thorough review of the five beisigned and
resourced projects focused at the systiwmel, including one project concerned with the
structural integration of mental health and substance use services and SefBickman;
1996; Bickman, Noser &ummerfelt, 1999). As others have concluded, they found no
evidence of impact on clieével outcomes (e.g., symptom reduction, quality of life, housing
or work status). Durbin and colleagues did articulate, however, the many challenges in
establishinghe link from the systemigvel to client outcomes, including:

e The improvements in integration were too modest to make a difference;

e The services being offered to clients and their families were inherently ineffective
and not improved by integration; and

e The pathway from systenigvel integration to client outcomes is fraught with too
many potential mediating and moderating variables so as to obviate making strong
conclusions about the effectiveness of integration.

The important contribution of the papby Durbin and colleagues was that systéevel
integration strategies were positively and consistently related to impnovednediate

continuity-of-care outcomeslin other words, when the outcomes examined were more

18 These substance use services were available to children of military personnel and this may limit the
generalizability of the findings.
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proximally connected to the intedi@n supports and strategies, the evidence was much
stronger than observed for the more distal health outcgmese When they went on to
examine the data for critical features that might help explain the associations, they concluded
that systemdevel integration was more effective when characterized by stronger
management arrangements, fewer service sectors involved and-gygiimplementation
of intensive case management and centralized access to services. In simpler language the key
lessons learnedere:
e Control is needed over resources (e.g., contract and pay for performance);
e Be targeted and dondét try to do much with
e Put structures in place to help people navigate the network.
Thus, there is some evidence supporting systeme integration if it is targeted, relatively

circumscribed and focused on the client access and navigation.

Some cautionary notes re: systelegel integration:

At present, the provision of most, if not all, systdeeel supports for people with €0
occurring disorders would appear to be grounded on the assumption that the delivery of
effective services requires such supports. This assumption is firmly grounded in
organizational theory that underlies health and social service deliVieiyy.may well le a

safe assumption but it clearly highlights the need for good planning and evaluation, especially
when so little is known in this particular area, and the challenges bridging the two worlds of
mental health and substance use appear to be so great.tAdsegsame lines, one might be
particularly concerned about higével governance and structural mergers undertaken in the
name of Ai mproved integration of serviceso
should, therefore, not be exempted from thgum@ments to cost the initiative (and sub
projects); be required to articulate the line of reasoning to specific outcomes; and, if
implemented, be required to track benefits accrued at multiple levels, including benefits for
clients and their families. Awith servicedevel integration, more research and evaluation is
clearly needed to establish the added value of syst#egration, for whom and within what

context.

47



3.2.3.4 Supports for services and systéms| integration

Taking the research on efftive models of treatment and support for people with co
occurring disorders one step further, work has proliferated in the past decade on the
development and evaluation of tools and supports to help implement evinbsent
practices. Specific clinicalrptocols have been developed including one for the assessment of
people with ceoccurring disorders (Mueser, Noordsy, Drake, & Fox, 2003); manualized
components of integrated treatment programs (Najavits, 2002); fidelity scales for program
planning and matoring (Mueser, et al., 2003, Substance Abuse and Mental Health Services
Administration, 2003) and systems assessment tools (e.gEITQ@00, Minkoff & Cline

2002). Several published syntheses, mostly from the United States, contributed to
disseminationof evidencebased integrated treatment for-@ocurring disorders. This
includes the Centre f oTreatteanblmnpravemerd Prdtdeal, JIE Tr e
42, (Centre for Substance Abuse Treatment, 2005); the Substance Abuse and Mental Health
ServicesAd mi ni s tRepart io €angress on the Prevention and Treatment ef Co
Occurring Substance Abuse Disorders and Mental Disor(fenbstance Abuse and Mental
Health Services Administration, 2008 A MH S Atie £eOccurring Disorders: Integrated

Dual Disaders Treatment Implementation Resource Kit; and theo€@wirring Centre of
Excellence (COCE) Technical Overview Paper Series, 2007.

In the United States, findings from research syntheses and major epidemiological surveys
have also recently stimulated eofsferation of infrastructure and capacibyilding initiatives

aimed specifically at improving and sustaining integration activities and procéRse®r &

De Martino, 2004; Clark et al., 2008). Many of these initiatives have been conducted under
the natonal leadership of the Center for Substance Abuse Treatment, Substance Abuse and
Mental Health Services Administration (SAMHSA). The SAMHSA contributions have
included its Report to Congress (Substance Abuse and Mental Health Services
Administration, 2002 the CoOccurring State Incentive Grant (COSIG) program (which
supports states in their infrastructure capabiiyding efforts); and the SAMSHA funded
Co-Occurring Center for Excellence (COCE) which disseminates epidemiological data and
evidencebasedpractices. Changes in infrastructure have also been supported through the
National Policy Academy on Gaoccurring Substance Abuse and Mental Disorders which
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brings together key leaders to effect cragency collaboration and systems change (in the
mentalhealth system, the Federal Mental Health Action Agenda provides a similar support
function). SAMHSA efforts to strengthen and accelerate effective interventions for people
with co-occurring disorders also include the National Eviddmased Practices pegt, the
National Registry of Effective Programs (Torrey, Drake, Dixon, et al., 2001), and the widely
used Treatment Improvement protocols (two of which have focused atcooring
disorders). Critical to the present discussion on the topic of integraidhe fact that this
impressive slate of activities supported by SAMHSA and its collaborators, has gone well
beyond the best practice synthepes seto focus on the development, implementation and
evaluation of specifisupportsaimed at addressing tvgers that have challenged integration

of services and systems for people withoogurring disorders.

The fact that such supports for integration activities have been strategically implemented in

the U.S. acknowledges the reality that integration nldieg happen simply bec
says it is important. Indeed, since the literature oamurring disorders is consistent in
pointing out t hat the two fisil oso are sepat
should come as no surprise thahsiderable support would be required to bridge these two
worlds. Data are not available at a national level in Canada to say with confidence what
technical and other supports for improved integration have been put in place in the various
provinces and teitories. While there have been important Canadian contributions to the
dissemination of best practice in the area ofocourring disorders since the 2001 best

practice report, the focus has been largely at the clinical, program level (Skinner, 2005;
Puddcome, Rush, & Bois, 2004) and with a strong focus on screening and assessment (Rush,
2008, Centre for Addiction and Mental Health, 2006; Somers, 2008). The authors are aware

of many examples in Canada of systdm&l integration. Decisions appear to bedsan an
environment that, in theory, supports the use of evidence but once the decision is made there

is little if any evaluation of the strengths and limits of the integration process and the results.

It would be helpful to have a paanadian environmeal scan to take stock of not only the

various types of integration strategies that have been tried (at multiple levels), but also the

infrastructure and other capacity building activities that may have been developed to support
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and sustain integration. bddition, comparative data on patient amelioration would also help

clarify effectiveness issues.

3.3 Summary of services and systems integration based esccarring disorders

We set out in this lengthy section of the report to summarize and critieallgw the
evidence for improved integration of mental health and substance use services and supports
based on the topic area of:-cocurring disorders. It is important to reiterate that this is not
likely to be the sole factor underlying the integratmanvement, and upon further research
found not even to be the most important factor. It does, however, appear to be the most
salient and widely discussed aspect of the rationale for integration. To that end, we gave it
considerable attention and suggestditonal research and environmental scanning be
conducted to identify and document other overt and covert motivations for improved

integration between these two service systems.

In the research literature the call for improved integration of mentahhaadt substance use

services and systems began at the services level, driven primarily by research focusing on the
high overlap in the populations and the challenges eboooirring mental health and
substance use disorders. At the present time, systenegration, defined by
SAMHSA/ COCE (th2 @o@ceys byawhichdindividual systems or collaborating
systems organize themselves to implement services integration to clients with COD and their
famil Besécommended as par tingotegrateth serviceb. oflwus,t 0 6 ¢
what began as a clinical, servicgated issue focused on people withooeurring disorders

has since evolved to a discussion of broad systewes integration on the assumption that
improved integrated systems would pag improved treatment and support services. While

there is reasonably good, but not-tght, evidence in support of the need for integrated
services at the servicésvel for individuals with cenccurring disorders, the search must
continue for the maseffective, coseffective and individually tailored program models and

clinical interventions. In particular, more work is needed to assess how the need for
integrated services depends on <clientsdo | e
foundatian for such research has been laid at the sereses, less is known at the systems

level. Some good evidence is available for outcomes related to contfwgigye but more
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work is also clearly needed. Systelagel integration, and in particular,
governance/administrative mergers needs to be sensitive to the benefits as well as potential
risks for some supopulations that will be affected. Figure 2 below summarizes our

overview in redhogoaotiodeéehei icaddi previousl y.

Figure 2: Revisiting the rationale for integration based on cenccurring disorders
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Also, while Canada has significantly improved its epidemiological data to support planning
of improved integration, it clearly lags the United States inidmog infrastructure and other
kinds of supports likely to be required for sustained integration models and strategies. The
success of the efforts in the US is not known at present, or whether all States have

participated equally.
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4.0 Models for servicesor systemslevel integration

The mental health and substance use sectors encompass a broad radiyedoéls (e.g.,

those with or without coccurring disorders, atsk, with emerging problems, diagnosed, or

in recovery), services (e.g., preventiontreatment, psychosocial supports) asgstems
(municipal, provincial/territorial, federal governments, communities, health care and justice);
three different aspects which have been combined (and, in some cases we believe, confused)
in different permutatins to construct and apply distinct models of integration. The
following is not an exhaustive description of the models available in the litetathee it

does present a few theoretically distinct conceptualizations.

4.1 Integration as a hierarchyfdevels

In its 2002 Report to Congress, the Substance Abuse and Mental Health Services
Administration (SAMHSA) refers to three levels of integration:

1. Integrated Treatmentinteraction between the mental health and/or substance abuse
clinician(s) andhe individual, which addresses the substance abuse and mental health
needs of the individual.

2. Integrated Program(s)- the organizational structure for providing integrated
treatment, the mental health and/or substance abuse program is responsible for
engiring an array of staff or linkages with other programs to address all of the needs
of its clients. The program is responsible for ensuring that services are provided in an
appropriate and easily accessible setting, services are culturally competent, et

3. Integrated Systemthe organizational structure for supporting an array of programs
for people with different needs, including individuals withrazeurring substance
abuse disorders and mental disorders. The system is responsible for ensuring
appropria¢ funding mechanisms to support the continuum of services needs,
addressing credentialing/licensing issues, establishing data collection/reporting
systems, needs assessment, planning and other related functions.

The distinction drawn in the SAMHSA repoiet we e n i ntegrated Atr

integrated fprogramo is subtle since treatr

1 Space considerations in this report inhibit a description of integration models as conceptualized and evaluated
within the area of mental health and health services broadly (see for example, Wulsin et al., 2006). There is a
strong parallel and high applicability to the discussion of mental health and substance use services and systems.
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operating in some intgerofessional context. More recently the 2007 overview papers from
COCE describe two levelServices Integtion, encompassing integrated programs and/or

integrated, an®ystems Integratioras defined previously.

As noted in an earlier section of the report (Section 2.1.3), the Canadian best practices report
(Health Canada, 2001a) also drew a distinctiomveen program and system integration but
used the term system integration to mean treatment and support provided across more than
one provider or treatment team. This differs from the SAMHSA and COCE use of the term
and is probably confusing to those asiag multiple documents to support their planning

activities.

Going forward, and consistent with the recent COCE approach, we propose the terminology

focus ontwo levels of integration: 13erviceslevel integrationwhether that be with a single

clinician/worker; a program or set of clinical/psychosocial services; or an integrated network

of services in the community, and @)stemdevel integrationwhich includes the structures

and processes (such as training and credentialing, policy, adminisamatdaonding models)

that ultimately support the serviekvel.

4.2 Integration as vertical or horizontal processes and structures

Vertical and horizontal integration models have most frequently been applied within the
context of optimizing broad heatkervice delivery systems. The call for horizontal
integration came first in the late 1970s and early 1980s in an effort to keep hospitals and
other health delivery organizations competitive (Hernandez, 2000). With horizontal
integration, relatively indgendent but comparable organisational units on the same
hierarchical level are integrateidto multi-institutional arrangements (Bazzoli, Shortell,
Ciliberto, et al., 2001). The rationale for this model is threefold: 1) to achieve economies of
scale; 2) ® make available a greater variety of inpatient services to patients; and 3) to most
efficiently and effectively expand the service delivery network (i.e., regional systems
organized around a central hub facility with smaller facilities in more remotdidnsa
Hernandez, 2000).
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Vertical integration came on the scene somewhat later but was still dominated by a focus on
improved efficiencies and containing costs. In this model, however, the focus is on the
excessive Atransact (Hernandexm 2000s Shortellf Gilleb& Cevers,i n g ¢
1995). As such, vertical integration can be understood to refer to:

iethe ability of one provider of systems
all levels and intensities of service to patientsl dealth care consumers from a
geographically contiguous region when these clients present themselves to that
systemé In a system of wvertically integr
herself for primary care and moves from one level to ano#iseis medically
appropriate, using the most economical and best service necessary and remaining
within the ambit of the same provideré
providing al/|l services to all pati&ents w
McCool, 1986; p. 8)

In this way, vertical integrations fAenvi si oned to change the ro
that of the fAhubo of -gtoppng ®lgwhercothersystema per i phe
components failo (Hernandez, 2000, p. 61).

Theabove speaks to vertical and horizontal integration at the level of loeattbmes.What

of the benefits to administrative and policy spheres of health delivery? There has been a swell
of support for the application of vertical integration as desciiledganizational

management and health systems liter@ureh a tthe cosnbination or coordination of
different systems of producton ( Wal st on, Ki mberly & Burns, 1!
particularly true in the United States, with the spread ofaged care, and more recently in

our Canadian trend toward mental health and addiction system integration in various
jurisdictions. This application of vertical integration at the systlwsl promises economies

of scale, efficient service delivery, redicadministrative costs and increased market

influence, to name but a few potential benefits (Walston, et al., 1996). However, these same
authors note the ongoing scepticism that these benefits have materialized, mostly due to a
lack of empirical evidence An evaluation of the success of integrative initiatives should be

attempted and, ideally, results compared from one jurisdiction to another.
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4.3 Integration as a tiered model

The tieredmodel, developed by the National Treatment Strategy Working G{20p8)
positions substance use services and supports in agsaecltaral and tiered framework (see
Figure 3)

The five tiers are summarized as follows:

e Tier 1: Services and supports draw on natural systems and networks of support for
individuals, familes and communities. They may include prevention and health promotion
initiatives targeted to the general population or taiskt populations. Resources and
supports to help people s@fanage and recover from less severe substance use problems
may alsobe provided. Other supports that are open to all people with problems of varying
severity (e.g., Alcoholics Anonymous) would also be included at this level.

e Tier 2: Services and supports provide the important function of early identification and
intervention for people with problems not previously detected or treated. These may include
screening, brief intervention and referral.

e Tier 3: Services and supports are intended to engage people experiencing problems who
may also be at risk of secondargrims (e.g., victimization, medical problems). They
include active outreach, risk management, basic assessment and referral services.
Individuals accessing services at this level do not necessarily require intensive services.

e Tier 4: Services and suppis are more intensive and in many cases offer specialized
interventions. People accessing services at this level may have multiple problems that needs
services and supports from more than one sector or tier. In such complex cases,
multidisciplinary or eam approaches may be indicated.

e Tier 5: Services and supports are intended to address only the needs of people with highly
acute, highly chronic and highly complex problems not adequately addressed by lower tiers.
Services may include inpatient tresent and residential services.

The model supports a flexible continuum of services designed to meet the needs of the
individual, rather than the individual needing to adapt to a rigid service delivery system. Itis
based on the principle thavery doois the right door- people may access the continuum of
services and supports by way of any of the five tiers and, upon entry, should be linked to
other services and supports within or across tiers according to their needs. Within the five
tiers of the modl, it is important that people be linked to services and supports of sufficient
intensity/specialization to address their initial needs. Once receiving care, people should then
be able to access services and supports within and across different tieesled, and over

time. As their treatment and support journey progresses, people are supported as needed to
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shift the focus into services and supports at lower tiers. As individuals move through various
tiers based on their needs, their journey should bditééed by collaboration between
providers of distinct kinds of services and supports, at the settenelsi through shared

care between service providérsand at administrative and organizational levieldrough

partnerships and/or less formal cblbaation.

Figure 3: The tiered continuum of services and supports

The Tiered Continuum of Services and Supports
Tier 3 Residential services for substance use problems and " Tier 5 ‘
intensive generalist services (e.q., medically supervised withdrawal) Y H
Tier 4 Residential services for substance use problems and ; I i
intensive generalist services (e.g., medically supervised withdrawal) ! kT'er4
-------------------- pper tier services and
______________________________ supports have greater
Tier 3: Open access senvices . specialization and intensity
{e.g., walk-in centres, low threshold substitution) ' kTIeI’ 3 f— Lowerti ] J
L. .. ' awer tier services an
supports respond to
________________________________________ larger nurmbers of people
Tier 2: Prirary care, social, public health, emergency & mental ~ E
health services (e.qg., screening, brief intervention and referral) i k'l—ler 21 .
Tier 1. Community level supports and resources .
(e.g., peer support, web-based resources) ] Tier 1

As we turn our attention back to the mental health and addiction service delivery system, both
the tiered model, and other approaches to horizontal and/craléntiegration, provide for a

broad array of services beyond the specialized purviews of the mental health and substance
use worlds, such as housing, education, family supports and primary care, required by some
people needing mental health and substarseeservices. Critical linkages are also required
with the criminal justice system (Tremblay, 2008). The tiered model is particularly appealing
since it envisions a comprehensive mix of services required to address the full range and
complexity of needs aomg those with mental health and/or substance use problems. In
short, application of the tiered model would support the integration of mental health and

substance use services and systems but do so in the context of a much larger vision.
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4.3 Integrationas a continuum

Building upon the literature on int@rganizational collaboration and partnerships, some
researchers have conceptualized integration relationships along a continuum, with a focus on
the degree of particular domains, such as level of thestyeen two programs, agencies or
systems. Anecdotally, some variation of this approach to modelling integration would appear

to have been the approach most commonly applied in Canadian jurisdictions.

One model that may be informative for our presentkwsrthe continuum that varies along
three domain§ governance, administration, and service deliv&gvernancancludes such
aspects as system performance accountability as well as strategic direction setting, policy
development and the management cfoteces. Administrationoversees the dap-day
management of finances, information and human resources. Fisalycerefers to the
delivery of services and supports to clients and may include common admission and
assessment procedures;aase managment and shared treatment protocols (Durbin, Rogers,
Macfarlane, Baranek, & Goering, 2001). Thus, the overall degree of integration varies
depending on the extent to which each of these three domains is integrated.

A similar model has been proposed Bglland & Wilson (1994), which was developed to
measure and compare coordination across six service systems. They argue that all
organizations providing health and human services have three specific functions that may
vary both within and between organinas, in the form of coordination activity.Planning
(analogous to governance in the previous example) refers to agettidg activities and
includes identifying and defining problems, formulating solutions and developing consensus
around proposed adgions. Administrationfocuses on resource transactions and considers
such things as funding, shared staff or facilities, joint programs and technical assistance.

Finally, service deliverys measured by client referrals between organizafidns.

An interesting twist on this conceptual framework is defining integration based on common

0 Boland & Wilson conclude from tlireresearch that planning integration is the most difficult to achieve,
followed by administration and finally, service delivery; refer to Durbin et al. (2001) for examples of more
continuum models.
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barriers to collaborative relationships: specificaliyne, turfand trust The degree that
agencies are able to overcome the three main barriers will depend on engaging in

collaborations of different complexity and commitment (refer to Figure 4).

Figure 4: Collaboration continuum

Merging
Structure

Sharing
Resources

Changing
Services

Sharing
Information

Networking Coordinating Cooperating Collaborating Integrating

Adapied fom: Hirmelmandd 2007, ‘on coalitions and the fransformation of power relafions: Coliasborative betferment and collatorative empowerment’
Ammerican Jowmal of Cammunity Psychoiogy, vol. 28, no. 2.

Networking: Exchanging information for mutual benefit. This is easy to do; it

requires low initial level of trustimited time availability and no sharing of turf.

Coordinating: Exchanging information and altering program activities for mutual
benefit and to achieve a common purpose. Requires more organizational involvement

than networking, higher level of trustasdo me access to oneds tu

Cooperating: Exchanging information, altering activities and sharing resources for
mutual benefit and to achieve a common purpose. Increased organizational
commitment, may involve written agreements, shared resources can ihuohan,
financial and technical contributions. Requires a substantial amount of time, high

level of trust and significant sharing of turf.
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Collaborating: Exchanging information, altering activities, sharing resources and
enhanci ng each routualedenéfis andta pchievée @ gomnion goal.
The qualitative difference to cooperating is that organizations and individuals are
willing to learn from each other to become better at what they do. Collaborating
means that organizations share risks, resipdities and rewards. It requires a
substantial time commitment, very high level of trust, and sharing turf.

Integrating: Completely merging two organizations in regards to client operations as

well as administrative structure.

4.4 Integration as partneship(s)

The | iterature on partnership covers the st
Afcooperationo, Aij oint workingodo and fAintegra
sometimes used synonymously, sometimes not. Dowling et al.4)2@ the following

definition of a partnership:

a)

A a joint working arrangement where p
cooperating to achieve a common goal; this may involve the creation of new
organizational structures and processes to m@ad implement a joint programme, as

well as sharing relevant information, risks and rewards. (p. 310)

Further, it is also widely accepted that partnerships exist on a continubmeaxfth and

depth They also evolve over time through various stages, foattal and informal.

Partnerships, and collaborative intgganizational relationships in general, have become the
norm for addressing complex, intractable problems in health and social service delivery.
Their attractiveness is based on the very inteitassumption that the synergy created by
bringing together resources, roles and responsibilities from different organizations will be
more effective in problersolving than that brought to bear from any one organization acting
alone. As Dowlingand collgau e s ( 20 0 4 ) partoershipis foyongprsimplyiah A

option, itisarequirement ( p. 309) .

59



The enthusiasm for partnerships notwithstanding, there is surprisingly little research evidence
available that shows that partnerships are particuédféctive; that is to say, that they yield
outcomes above and beyond what might be achieved by entrepreneurial organizational
activities (Asthana, Richardson & Halliday, 2002; Boydell & Rugkasa, 2007). Further,
virtually no evidence exists that they amest-effective(Dowling et al., 2004). An oftited

reason for the lack of outcome evaluation is the challenge inherent in measuring the more
intermediate and longgéerm goals. Put simply, processated issues are much easier to
measure. Thus, most panskip evaluations have focused on the partnership itself (e.g.,
agreed upon needs and goals, trust, reciprocity, leadership) (Dowling et al., 2004). The stage
mod el of partnership development also posit:s
the transitioning of the partnership to the next stage. Thus progression from one stage to the

next is seen as both an outcome and a process indicator.

Interestingly, the burgeoning emphasis on partnesishged approaches to solving complex
health and socigroblems occurred simultaneously with the development of new evaluation
methods that experts considered to be particutagyoposto the evaluation of partnerships.
One reason is that these new methods focuomplexityin general. A brief synopsid one

of the more salient models cited in the literature folldwa model known as Realism

Evaluation.

Realism (Realistic) Evaluatiéhwas developed by Pawson and Tilley (1997) in an attempt to
take into account the dynamic environment within which demnterventions take place.
Outcomes are derived from a combination of contextual factors and planned program
activities, and emphasis is placed on identifying program mechanisms that bring about
change. The following simple equation captures the essaintieis approachcontext +
mechanism = outcomeMechanisms have different effects according to context, and an
evaluation seeks to understand what it is about the intervention that works for whom, and in

what conditions.

2lsSome writers refer to this as ARealistic Evaluati ono
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The implications of this perggtive for understanding the integration of mental health and
addictions services and systems is that both the external context (e.g., regional, provincial or
national strategies for mental health and/or addiction as well as health care generally) and, the
internal context (e.g., key players from hospital and community sectors; management and
accountability structure; resource levels) are critical for understanding both its operational
efficiency and its effectiveness from a capacity building perspecMare importantly, at a
micro-level, collaborative activity between two or more mental health and addiction service

providers may add value in one context (e.g., communitypspilation) but not another.

4.5 Integration as continuityof-care

While not referring specifically to the integration of mental health and addiction
services/systemger se continuity-of-care is included in this discussion as a closely related

and very important concept. Bachrach (1981) defined continuity of care as the orderly,
uninterrupted movement of clients among the diverse elements of the service delivery
system. Saarent®iesvold, & Sytemaget al., (1998) defined the conceptést he degr ee
which the service system links episodes of treatment in a seamless, unietewhple, in
conformity with the ndpe824). Thdre aeaveevariaions drhe p
dimensions of continuitpf-care: (1) namelyongitudinalb, whi ch ref ers to the
pathway through treatment and support, and includes contintiiservice provision (i.e.

sustained contact), continuity of service provider, and continuity across -tévse

(through discharges and transfersiand crosssectiona] which refers to the
comprehensiveness and accessibility of the services reqaireddt the needs of long term

clients.

Joyce et al. (2004) summarize the evidence supporting contfuitgre as being associated
with a number of clinical indicators such as better symptom control, decreased length of
hospitalization, and improved mial health function and quality of life. The author

c o nc | whd fildire to Achieve continuity of care does not result so much from a lack of
knowledge about how to deal with chronic patients as it does from a failure to apply what we
knowob ( p. Almbsh three decades later, health care systems demonstrating effective

continuity-of-care have yet to materialize in most jurisdictiombere have, however, been
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several attempts to measure contimaifycare Joyce et al., 2004; Durbin, Goering, Stiei,

and Pink, 2004) and emerging consensus that this must include a component related to the
clients own perceptions of the treatment and support experience. These measures, in addition
to performance indicators based on the trajectory through a netiveekvices, are no doubt

useful for the evaluation of servickssel integration activities and strategies.

4.6 Summary

It is necessary to develop clear definitions regarding how we conceptualize the potential
types of integrated relationships betwemental health and substance use services and
systems. This is no simple task as there are ample models from which to draw, and it is
important to be sensitive to the complexity of the theoretical and practical aspects of the
construct of integration. Cdely defined models of integration are, however, required to
facilitate planning and program development with an ultimate view to improving client
outcomes (at least for specific spbpulations). These models are also key for further

evaluation of the ééctiveness of the changes to be put in place.
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5.0 Where do more generic health services fit into the integration picture?

Strong arguments can be made that rather than focusing on the integration of mental health
and substance use services and systanmspre appropriate use of expertise and resources

would be to focus on improved integration of mental health and substance use services and
systems AND health services generally, and primary care in particular. Some of the more

cogent points for consideran follow.

It is widely recognized within the respective research literatures on substance use and mental

health that physical emorbidities are extremely comma#flcohol is a known risk factor for

accidental injury and many illnesses (Room, Babor BeiR, 2005); and the use of other
drugs is also a webstablished risk factor for a variety of illnesses and physical conditions
including but not limited to sexually transmitted disease, other infectious diseases such as
HIV and AIDS and Hepatitis B, C dnD; pulmonaryrelated problems, skin and dental
related disorders, to name just a few strong causal associations (Lowinson, Ruiz, Millman et
al., 2005). People with diagnosable substance abuse and dependence, particularly those in
treatment settings prest with an even more complex morbidity profile (Dickey, Normand,
Weiss, et al., 2002; Gossop, et al., 1998), and the risk of early mortality in these populations

is also well established (Room et al., 2005).

Similarly, there is no shortage of evidenoceshow that many mental disorders are closely
linked to physical illnesses (Gelder, Lopénr & Andreason, 2000; Wise & Rundell, 2002),
salient examples being diabetes, lung diseases, and liver problems (Jones, et al., 2004; Sokal,
et al., 2004). Both abhol and drug use and some mental disorders (e.g., schizophrenia) are
closely linked with tobacco use (de Leona & Diazb, 2005), a common factor that adds
another level of complexity and set of health risks. Further, both mental iliness and substance
use ad abuse are linked independently to trauma and victimization. Many of these
associations are exacerbated with-ocourring mental and substance use disorders
(SAMHSA, 2002; Health Canada, 2001a; Larson, Miller, Becker, et al., 2005)

Contact with healthesvices is common to both ared&pidemiological and health services

research data also consistently show that for both mental and substance use disorders the
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primary care physician is the #Afront l i neo
2007).l n both the respective fisilosdo of ment al
based protocols for screening, brief intervention, treatment and referral. Examples include
protocols for alcohol interventions (e.g., Babor & HiggBiddle, 2001) andlepression and

early psychosis (e.g., Bruce, Ten Have, Reynolds et al., 2004; Gallo, Bogner, Morales, et al.,
2007). Similarly, the use of emergency services, crisis intervention services and effective use
of hospital beds and geriatric care are all aspettplanning for the effective community
response to both mental disorders and substance use disorders.

Physical health problems get insufficient attention in both substance use and mental health

services, conversely, substance use and mental healbdleq are undedetected in

physical health services and this negatively impact outcofesse is evidence that physical

health problems tend to be undeentified and undemanaged in substance use services and
mental health services (CradeCkd L e a ougg, Yano, et al., 2002; Worley, Drago, &
Hadley, 1990). There is also evidence that both substance use disorders (and heavy alcohol or
drug use) and mental disorders tend to be uretErgnized in health care settings, notably
primary care (Parikh, Lin& Lesage, 1997). Universal screening is advanced in both fields as
an important steforward, and yet is rarely if ever considered together despite possible
efficiencies in the knowledge translation and of obvious value for that proportion of patients
being screened who experience-@ocurring disorders (e.g., alcohol and depression). Finally,
there is evidence that some-@ocurring physical health problems are associated with poorer
outcomes for both standard substance use treatment (e.g., retentionliarcenp
symptom/drug use improvements) (Friedman, Lemon, Anderson, & Stein, 2003; McLellan,
Arndt, Metzger et al., 1993) and standard mental health treatment and support (Labrie, et al.,
2007; Slade, 2002).

Integration of a number of specialized serviegdh primary care is a topic of high interest

and considerable researdrhere is a large literature in the health field broadly on assessing

Afcase complexityo and both ment al and subs
assessment and matching tpamls intended to do so. This is especially true for recently
developed protocols for assessing case complexity that are firmly grounded in a broad
psychosocial perspective (Stiefel, Huyse, Sollner et al., 2006; Huyse, Stiefel & de Jonge,
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2006)). Furthenore, since the development of Psychosomatic Medicine or Consultation
Liaison as sulspecialities of psychiatry in various countffesa plethora of models have

been developed and evaluated on how to better integrate mental/behavioural health with the
tregment/management of physical health problems (Wulsin, Sollner & Pincus, 2006).
Models of chronic disease management, psychosocial rehabilitation, and as well as brief
intervention and stepped care, are additional models of treatment and support shheed by

domains of mental health and substance use/abuse.

Discrimination and stigma are shared challenBesple with mental health and/or substance

use disorders share the phenomena of stigma and discrimination in the health system as well
as other importat life areas such as the workplace (Kirby, 2006). While this may be
exacerbated by eoccurring disorders, stigma and discrimination are certainly not unigue to

that subpopulation.

The need is recognized in both areas for improved integration withrtder health system

One need look no further than the recent report of the National Treatment Strategy for
substance use services (National Treatment Strategy Working G00®), and the most

recent Canadian best practice report on mental health sygtéealth Canada, 1997b), as

well astheSt andi ng Senate Committee on Soci al Af
report (Kirby, 2006), to get a strong sense of priority that should be established to achieve

better connections with the health systerthiminterests of people and families needing help.

In light of the many factors outlined above, it is certainly reasonable to ask where the
appropriate boundaries are for integration efforts for mental health and substance use services
and systems. Theath seems to suggest that, from both a petsotred and population

health approach, good linkage to primary care services is essential. How this is implemented
should no doubt depend on the current structure of provincial and local health systems, as

well as past and current reform activities. The National Treatment Strategy, and the

% There is no international agreement on the name of thispetialty in Psychiatry?sychosomatic Medicine

is the subspecialty in the United States, whereas Consultdtiaison is the term used in Canada, Europe and
elsewhere. Still various nuancesst around the use of these terms internationally.

% Also see the special issue of Medical Clinics of North America (2006) for a full collection of excellent papers
on this topic.
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implementation processes on the horizon for the tiered model embodied within that strategy,
provide a conceptual framework for moving ahead with a broader vision. The riebz

may also emerge as a planning framework for brehdBed mental health services in some

parts of Canadé and, in that regard, be a model that helps plan services and supports that
address needs of the fAmil do d&ose with secetceamdat e 0
persistent mental illness. There are probably many advantages for mental health and
substance use services and systems to be working together within the broader vision of this
tiered model. Anecdotally, one often hears the view expdess both policy development
circles and | ocal pl anning tables that ment a
Aget t heir act togethero to betrdlated sectoosmp et e
There is likely some wisdom in this adg. Irrespective of the competition for resources,

there would seem to be many advantages for administrators, clients and their families alike if
the mental health and substance use sectors were working together with primary care, and
other sectors withi the health system for that matter. That said, the earlier review of the
effectiveness of systems integration would suggest some caution in incorporating too many
sectors into a given integration initiative. A staged and targeted approach is probaaly call

for, and the tiered model is likely to be a useful conceptual model to help advance and
evaluate various opportunities that are likely to emerge for broader integration with health

services at both the services and systems level across Canada.

% There are early indicators of this transpiring in Ontario and Albentax@ample.
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6.0 Is there a stronger role for network and systems theory?

In the previous chapters we have described the overt rationale underlying the movement
toward improved integration between mental health and addictions services and systems and
called for more reflectioron the pertinent Canadian data and other contextual factors of
importance to this issue. We have noted that not only are there different types and levels of
integration, but also that there are different-populations who will be variously affected by

the range of integration possibilities. Research evidence does not clearly point to one type of
integration model over another or to the situations where integration may not have any added

value at all.

There have been many different types of studiesacherizing and attempting to understand

the many issues related to integration in the Canadian context, including epidemiological
studies, outcome studies, program evaluation, health economics, policy analysis and
community needs assessment, to name leivarelevant methods and disciplines that have

been brought to bear by literally hundreds of different authors. In our review of the various
models of integration (Section 4), in particular the literature on community partnerships and
inter-organizationhcollaboration, it was evident that two important approaches had not been
adequately tapped in the discussion of the integration of mental health and substance use
services and systems. One approach -was A S
organizat o n a | net work theoryo. The paucity of wc
particularly noteworthy because the discussion of integration has moved well past integration

at the servicetevel to the systeraevel. What might these two approaches offer o

assessment of the current situation in Canada?

6.1 Systems theory

One of the major challenges in adopting a systems approach to the study of the integration of
ment al heal th and addictions serviceswand s
of a fisystemo (Midgely, 2007). This traditic
of interconnected parts working toward a common purpose (or purposes). Examples in
everyday |l ife include a stereo dhesetexamplesr t he

highlight the common purpose (delivering sound or water on demand), and that the
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components of the system are organized in such a way that they work together in an
organized way. Following this traditional definition focused on connégtamd common

purpose, one would naturally think that a systems approach to studying integration of mental
health and addictions to be devoted primarily to understanding the various ways in which
different clinicians and providers are working together towgositive client outcomes. A

case in point might be t-bfeacencepobuel rzatind:!
systems theory goes well beyond this traditional focus on relationships, and the linearity and
orderliness embodied within thesdat®nships (FosteFishman, Nowell &Yang, 2007).

True fAsystems thinkingo acknowledges that me
organi zational rel ationshiops, are better de
The theoretical lens tbugh which to examine and understand these situations is variously
Kknown as Aemergesystdmeot heor Yimpemdynami c

Acompl exity theoryo.

Emergence theoryL et 6 s start with emergencegratbneor y a
questonAiEmer genceo is considered to be a proper
to the idea that networks form essentially to adapt to changing circumstanceseinuks

of individuals and organizations are seen as the primachamésm of all change process$es
change doe omedpdrsorhoa pnp erganization at a time b u t rather thr
formation of networks of relationships among people who discover a common goal and work
together to achieve it (Wheatley & Frieze, 8D0 Importantly, however, emergence theory

goes several steps beyond the description of relationships within a network (e.g., network
maps and network roles) to aim for an understanding adyhemicsunderlying the network

(e.g., why they form; why anldow leadership evolved; what keeps members connected).

The idea of networks evolving over time is an essential element of emergence theory.
Emergence (i.e., change) is considered to evolve through three stages. Initially, separate local
networks begind form around a particular topic of common interest (e.g., people with co

occurring disorders being a good example) and sléorganizing process begins. The

% There are important differences among these terms that are not critical to the discussion here.
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second stage iofprtahcet i te@mnsutnaigtey wher eby the
becomes me focused. The main shift in going from a network to a comnuaiifyractice is

just that-- the sense of community. This shift is characterized by members making a
commitment to mutual reciprocity and serving the needs of the whole above their own self
interest. There is also an interest in advancing something beyond the needs of the group itself;
there is an intentional commitment to advance the field of practice and to share their
discoveries with a wider audience, especially those doing similar wokk.tHird stage is
described as fAsystems of influenceo, a stag:
of a system that has real power and influence. Practices that were developed by a few become
the accepted standard and policies and major debate decisions now include the

perspectives of the original pioneers.

The parallel to the area of -@xcurring disorders is obvious, in that what started as an

i mportant issue highlighted by a smal/l numb e
movement of sorts, with clear champions and influence at the policy table. But what exactly
has fAemergedo and why? And is it consi sten

evidence? In many respects this is the purpose of this paper.

With respecto the integration of mental health and addictions emergence theory also teaches

us that real and sustainable change is built from the batfpamong interested individuals,

groups and communities rather than throughdown administrative directives.Oe does n 6t
wave a magic wand and just say fOK, t hou s
emergence perspective, can be envisioned and nurtured but the outcome can net be pre
determined. Integration models and mechanisms are also likely to be [sighdgion

dependent These factors have important implications for planning as well as evaluating

integration activities and strategies at multiple leVelse services or systensvels.

Complex Adaptive Systemgy critical aspect of systems theomand closely related to the
notion of emergence, I's a Acomplex adaptive
us appreciate how t he @ e meorggnizational networksicanh a ot i

inform our understanding of the relationshipsween the mental health and substance use
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services systems. A complex adaptive sys{€@AS) calls for one to imagine a given
situati on as containing a certain degree
phenomena of i nt er.e.,sthe)levehof donsénaug emoagrstakehotders( i
about the nature of the phenomena. At the two extremes of these two variables, a situation
may range from highly organized (guided by a specific plan/control) to highly unorganized
(without pattern or prediability). The vast majority of situations, however, are within these
two extremes and are essentiadlglforganizing Figure 5 presents what is known as a

Al andscape diagramo. The goal o f pl anning
identify and understand these patterns within each situation so as to better nurture and
continuously improve them. This model can be applied at multiple levels, for example, the
servicedevel (i.e., how are our services for people withocourring disorders iegrated),

and the systerdgvel (i.e., how are planning, financing and accountability structures and

processes organized in order to best support individuals witic@aring disorders).

Figure 5: Landscape diagram

LANDSCAPE DIAGRAM
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Closeto Certainty (order) A

A relatively recent application of the CAS model to adapt community health outreach to
communitybased organizations provides a helpful framework for understanding what it can
contribute to the discussion of integration. Similar to the arguments thus far, QDb(H)

maintains that communigased organizations have characteristics similar to Céegnely,
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unpredictable, relational and constantly evolving. Olney proposes specific axioms related to

a CAS derived from substantial literature on organizationaryhend summarized below.

e Complex adaptive systems feature an entangled web of relationships among many
agents and forces, both internal and external. These influences cause constant change,
adaptation, and evolution of the system in an unpredictabiginear manner.

e Complex adaptive systems are smifjlanizing and patterns are not necessarily created
from topdown policy. They emerge through a complicated system of relationships,
influences, and feedback loops inside and outside the system.cildnge can not be
forced; it must be shaped.

e Complex adaptive systems do not move predictably toward an end goal. Timelines
and resources are always in flux; and unexpected developments can either enhance or
thwart plans.

e Communication is heaviest dtet boundaries of a system. Boundaries exist between
two different parts of a system that must adfastndwith each other.

e Systematic patterns of behaviour can be observed. Although dynamic and
changeable, there are systende patterns of behaviouhdt are generated by
Aattractorso, which wil.l be repeated at
to alter.

e Feedback loops are the mechanisms for change. If feedback loops adesigrled,
they facilitate change and adaptation of the system.

Thinking of the integration of mental health and addictions as a complex adaptive system,
and at multiple levels, presents exciting opportunities for planning and evaluation of the
integration of mental health and substance use services and systemspproecta can,
however, also challenge some key underpinnings of traditional planning and evaluation
strategies that may be brought to bear. For example, a complex adaptive system can never be
fully represented in a logic model format as it implies too miugkarity in the cause and
effect relationships between processes/activities and the short, medianand longerm
objectives (FosteFishman et al., 2007). A logic model approach is also inherently inward
looking and pays insufficient attention toetlexternal environment; something absolutely
critical from a systems evaluation perspective. Similarly, traditional approach to performance
measurement is to select a small number of outcome indicators (typically derived from the

causal chain in the logimodel) that will be monitored over time. A perspective based on
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complex adaptive systems challenges the view that these outcomes are going to remain the
same over time, or in fact be the most appropriate outcomes for gtlopultations being

served in a ervice delivery system that is constantly adapting to both the needs of its
clients/constituency and an evolving external environment. Somdrauditional evaluation
strategies such as stamlling or other qualitative methods may be particularly usedul
understanding the connectivity across the key players and related outcomes. Such qualitative
methods, however, are not usually seen as appropriate for performance monitoring purposes.
An evaluation of integration processes based on this type of sysierkig will also pay
particular attention to interelationships (internal and external). However, an evaluation of
integration as a complex adaptive system would also pay particular attention to how sub
systems have setfrganized within the network aratound the boundaries of the network
(e.g., medicallyoriented and nomedicallyoriented services; the séielp components; the

links to primary care and emergency services; the connection to chronic disease prevention).

While the study ofnter-relaionshipsis an important aspect of a systems approach it is much

more. Two other key concepts that are embedded in some form or another within all systems

approaches argerspectivesand boundaries The focus on perspectives challenges the

evaluation taconsider the situation (system) from different points of view, and consider how
these perspectives change our understanding of how the system operates (e.g. relationships;
outcomes expected). For exampl e, f fademm A x O
of integration? What ought to be different at the finish compared to the start of the
integration process? What viewpoint gives integration meaning? Who ought to constrain (i.e.,
control) the integration process and resulting integrated servidesyatems? Who or what

in the external environment influences but does not control the integration process and

resulting integrated services and systems?

Bringing information to bear to answer these questionsfranddifferent perspective$elps

inconstructing a Asystemso Vview of the sit
improvement. For example, one might view integration in a given situation as a means to
improving clinical and psychosocial services for people witto@murring disordersThis

perspective would contrast with a view of integration as a means of achieving administrative
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efficiency in the delivery of mental health and addictions services for people with co
occurring disorders as well as those with mental or substance osdedssalone but not eo
occurring disorders. Still another perspective would consider integration as a means to more
closely involve psychiatrists and other physicians in the care of people wibcaoaing
disorders as well as those with mental or safist use disorders alone. Still another shift in
perspective would consider integration as a means to share evimhsexk practices
treatment and support models across the two service delivery systems. In short there is no
Acorrect o per tple parspdactives., Adoptind and wotking through different

perspectives is critical to systems planning and evaluation.

Lastly, the issue dboundariess also critical to systems thinking and, like perspectives, there
are many different ways of lookireg boundaries.

e The concepts of MfAment al heal tho and fAaddi
both of which have very blurred edges. For example, mental health can be viewed
diagnostically in terms of DSNV disorders or more dimensionally in tesmof
psychological distress, impairment, functioning and/or wellness. Addiction also
includes substance abuse and dependence as defined withii\D&Mwvell as along
key dimensions of frequency and quantity of substance use.

e Another important boundary sge related to addiction includes the range of
behavioural health problems that are to be included under the rubriecotuoing
disorders, for example, problem gambling, sex addiction, Internet addiction, eating
disorders. Tobacco dependence may or naype included.

e There are also significant boundary issues and perspectives with respect to what is
included under mental health and addictimatment Do we wuse the ter
treatmento to refer only t o ortatidetion and e gr a't
mental health? Alternatively do we mean to include primary care and other generalist
services, recognizing that for both mental health and addiction they are more
frequently utilized than the specialized services?

e Another boundary issués the place of prevention and health promotion in the
discussion of integrated mental health and addiction services and systems. Related to
this are the increasingly blurred boundaries across mental health, addictions and
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(other) chronic illnesses. Malthealth and mental health promotion have typically
been included in broad government strategies for chronic disease prevention;
addictions somewhat less so.

The use of -otchceurtremm @dcsorder so carri
Although it is awidely used term, and not linked to any particular profession or
discipline, it does convey a medical paradigm since it is so closely linked to the
language of psychiatric classification of DSM. This was even more the case with
respect to one of the mtecessor termsdual diagnosis.

Lastly, within a given jurisdiction, boundaries may be defined geographically in terms
of what is included or excluded under the umbrella of an integration system of
services and supports. This is becoming increasinglicariin the context of an
expanding or, in some cases, diminishing number and size of regional health

authorities in a given province or territory.

6.2 Inter-organizational network theory:

What is network analysis™etwork theory is essentially a thrgoabout the number and

€es

degree of connections between various players or actors and the nature of these

connectiond between a few individuals, departments/units, organizations or larger systems.

Generally, networks refer to either naturally or artificiallgveloped relationships among

or g

ani zat i on smethansms far poenmumitadion, &@per@tion, and collective

problemsolving ( Si nger & Kegl er, 2004, p . 809) .

on a variety of antecedents including, a thterpersonal level, actor similarity, personality,

proximity, organizational structure; and environmental factors; at the-unterlevel,

T

interpersonal ties, functional ties, organizational processes and control mechanisms; and at

the interorganizatioal level, motives, learning, trust, norms and monitoring, equity and

context (Brass, Galaskiewicz, Greve & Tsai, 2004). Given the potential for the virtually

endless combinations and degrees of influences on a network, it soon becomes readily

apparenthat networks of even modest proportions can be very complex.

The

nal

term Anet wor ko i s of ten used synonymo

l i anceo, or even fAgroupo. However, for

74

p |



used with the pecific intention of describing the relationships among individuals or
organi zations (r ef er rmedsuringchangesvér anethatmaydb¢ and
attributed to a network intervention with a particular outcome(s) in mind. Briefly,
organizéional network analysis involves articulating the boundaries around a group of
organizations and then having representatives within each organization indicate the presence
or absence (or degree of involvement) of a predetermined list of possible typtdiohs or
Atieso with each of the other organizations
information sharing and other types of knowledge exchange, resource sharing, client
referrals, and joint program planning. Results are presentedaphigal form as well as

various quantitative indices (e.g., density, centrality, hierarchy). Some analyses combine the
results across different types of ties (known as multiplexity) to get an additional sense of the
strength of relationships across thewak members.

It is important to recognize that network analysis is not just about the assessment and
understanding of the relationships within a network. It is also intensely concerned with the
Agestalto of the networ k 18894 Luket(2005)cadiculatesx t (L
this best in his description of network analysis as one of four-ctates-art methods for
understanding theontextof group and inteorganizational relations. Further, although some

people hesitate to use network anaysecause of its apparent complexity, it is not difficult

to apply with some statistical and programming supports. Interpretation is also becoming
easier and more intuitive (see, for example, Cross & Prusak, 2a0and & Fredericks,

2005. Hawe et al. Z004) have recently provided a glossary of terms to help navigate the

field of network analysis.

Why networks form Network theorists have postulated that there are two factors most
influential in most network development, these being uncertain emvéots and
competition for resource@andell, 1984). The first factor revolves around the hypothesis
that organizational networks evolve and seek stability in response to changes in the
complexity of the environmenpg@pulatiorrecology model A good examile that is germane

to the integration issue is the increasingly complex and severe profile of client needs. No

doubt there are other changes in the exter:!
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togethero of ment al h e a Isténts, fax exdmple, dedionalizatiomon s s «
of health authorities and increasing competition for resources. In contrasgsburce
dependence modpbsits that organizations will strive to cooperate and coordinate based on

their mutual needs to secure resour@seality for most services sector§entral to this

model is the issue of power; the more an organization is dependent on another for resources,
the more its independence becomes a focal prioritius, the overt and covert rationale
underlying the famation of a particular network, and from different perspectives, is fruitful
territory for the evaluation of integration processes. Another implication, arising largely from

the resourcelependency model, is the need for a thorough assessment of cosenafits,

and again from different perspectives.

Applications of network analysis and lessons learned for integraoganizational network
analysis has been applied to health care applications focused etelongare teams (Cott,
1997); primary caréScott et al., 2005); HIV/AIDS (Kwaite et al., 2001); rural mental health
(Fuller et al., 2007); health informatics (Anderson, 2002); services for the developmental
disabled (Fredericks, 2005); public health preparedness in Canada (Moore et al., 2006) and
the US (Harris & Clements, 2007); jurisdictiande tobacco control policies (Krauss et al.,
2004); coalitions for diabetes control and chronic disease prevention (Provan et al., 2003;
2004); prevention of lead poisoning through community interventiongé®i & Kegler,

2004); local health policy development (Hoeijmakers et al., 2007); community prevention
and community activation more generally (Feinberg et al., 2005; Wickizer et al., 1993).
Beyond these topic areas network analysis and network theokyftiare also making
significant contributions to the dissemination and uptake of evidehmened practices and
policies, for example, by linking networks and the diffusion of innovation model (Valente,
1996). These studies are useful not just forkimewvledge brought to bear on the topic area

of interest but also for the insight one can gain about the different ways of applying network
methods, interpreting the results and complementing the findings with other types of data. In
regard to the lattethere is virtually unanimous support among experts in this area for using
complementary qualitative methods to assist in data interpretation. This echoes the opinions

regarding the assessment of partnerships more generally.
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Early applications of orgarational network analysis focused on mental health services
(Tausig, 1987; Provan.& Milward, 1995) and the approach has played a major role in the
evaluation on important mental heaftdated programs such as the ACCESS project for
homelessness in the USAg¢rrissey, Calloway, Thakur et al.,, 2002) It is a reasonable
guestion, therefore, to ask why the methodology is noticeably absent from the study of the
integration of mental health and substance use services and systems. This is unfortunate since
importantlessons are being learned from the application of network analysis in other areas
lessons that may be particularly critical for the study of mental health and addictions. These

lessons are summarized below.

Evidence to support integration based ormairganizational network solutions has evolved

in recent years. As noted earlier, there are no studies specifically in the integration of mental
health and addictions services and systems. Provan and Milward (1995), however, did study
the effectiveness foseveral mental health systems using two general network structure
concepts,density and overall centralization,to operationalize the assessment of network
effectiveness. Density refers to the extent to which all organizations in the network or system
are interconnected to one another. It was measured by documenting the number of referrals
sent; referrals received; case coordination; joint programs; and service contracts.
Centralizatiod referring to the power and control structure of the network (@gyrated
system® was measured by the degree to which there was a core agency at the centre of
activities and the degree of influence of that core agency. Following their comparative

analysis, Provan and Milward submitted four propositions for networkteeess:

e Other things being equal, network effectiveness will be enhanced when the network is
integrated, but only when integration is achieved through centralization. Networks
that are centrally integrated through a core agency, and decentrally iedegmaiugh
cohesive links among network members, will be less effective than networks that are
predominantly centralized.

e Other things being equal, network effectiveness will be highest when mechanisms of

external control are direct and not fragmentedwy ltetwork effectiveness will result
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