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EXECUTIVE
INTRODUCTION
SUMMARY
It has long been known that people living with mental health and /or
substance use issues have difficulty accessing and maintaining primary
care. (Bebbington et al. 2000) In fact, these individuals may
die a staggering 25 years earlier than adults in the general
population. (Parks et al. 2006) The increased rates of morbidity
and mortality seen within this population are in part due
to poor primary/preventive health care. (Parks et al. 2006)
Patients who ‘fall through the cracks’ see great costs to their mental
and physical health, and this personal cost translates into both social
and financial cost to the health care system. Despite these distressing
facts, little research has explored the causes for, or potential solutions
to, the lack of primary care access for this population.
The Centre for Addiction and Mental Health (CAMH) has undertaken research
to address this crucial knowledge gap. CAMH partnered with academics,
community organizations, mental health and addictions service users, and
the Ontario College of Family Physicians to conduct interviews with over 100
service users and providers in Ontario about experiences accessing primary
care. Analyzed results illustrate the personal, provider, and systems level
barriers which limit access to primary care for people living with mental health
and/or substance use issues. Practical barriers (e.g., transportation and stable
housing), provider values and attitudes (e.g. discrimination and stigma), and
systemic barriers (e.g., waitlists and insufficient services) contribute to poor
health outcomes and place strain on the health care system. Community and
institutional stakeholders used these results to inform the following policy
recommendations, many of which are supported by municipal, provincial
and federal government health care strategies. These recommendations
are centred on the urgent need for interdisciplinary and collaborative care
to improve health outcomes for people living with mental health and/or
substance use issues:
Recommendation 1:
	Increase accessibility of collaborative and interdisciplinary models of
primary health care, such as family health teams and community health
centres, for people living with mental health and/or substance use issues.
Recommendation 2:
	Provide more access to free mental health support services.
Recommendation 3:
	Explore strategies to improve communication between
multiple health care providers working with an individual
living with mental health and/or substance use issues.
Recommendation 4:
	Expand opportunities for physicians to network with, and be
mentored by, mental health and/or substance use specialists.
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Recommendation 5:
	Increase availability of intermediaries between clients living with mental
health and/or substance use issues and the health care system.
Recommendation 6:
	Investigate the impacts of primary health care funding models on ongoing
access for clients with mental health and/or substance use issues.
Recommendation 7:
	Continue to support existing client-directed independent advocacy
organizations and promote the development of new ones.
Recommendation 8:
	Develop a client advocacy system for primary care.
The implementation of the recommendations above will help people with mental health and/or
substance use issues to access and maintain the primary care to which they are entitled, thus contributing
to better health outcomes for this population. The corresponding health, social, and economic benefits to
these recommendations will help ensure a more equitable and efficient health care system for all in Ontario.
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INTRODUCTION
Much of the mental health and
substance use treatment available in
Canada is provided through primary
care. In fact, up to 80 percent of all
of Ontario’s mental health care and
an even greater percent of addiction
care is provided by family physicians.
(Rhodes et al. 2006) Despite the
financial and social urgency to ensure
that this care is available and effective,
current research indicates that people
living with mental health issues
experience inequitable access to
primary care compared to the
general population (Bebbington
et. al., 2000). Further, many patients
with mental health and/or substance
use issues do not have a family
doctor, and have not been easily
cared for within traditional primary
care models (Hoelscher, 2007).

* Although the terms collaborative,
interdisciplinary, and
multidisciplinary are distinctive
models, they are often used
interchangeably in health care
and policy-related literature
(Aggarwal, 2009). In these
recommendations, collaborative
care indicates a centralized
location in which people can
access the different kinds of
health care that they need.
This includes primary health
care, mental health care such
as psychiatric and counselling
services, social supports, case
managers, etc.

The lack of attention to primary and
mental health care may have dire
consequences for people living with
mental health issues. Increased rates
of morbidity and mortality, much of
which is due to causes not directly
related to mental health issues, are
common among this population
(Parks et al., 2006). In fact, these
individuals may die a staggering
25 years earlier than adults in
the general population; with
the most common cause of death
being cardiovascular disease. (Parks
et al., 2006). Increased rates of
morbidity and mortality are
in part due to poor primary/
preventive health care within
this population (Parks et al., 2006).
Given the above factors, it is
essential that both primary care
reform and health research work
to ensure that the primary care
needs of this population are being
met. Nevertheless, we have little
understanding to date of the
mechanisms for the poor primary/
preventive health care common
among this population.
Few research initiatives have explored
client perspectives concerning the

barriers to accessing primary care in
Canada, or the way in which mental
health and/or substance use issues
affect access to primary care. To
address this knowledge gap, The
Centre for Addiction and Mental Health
(CAMH) partnered with academic
researchers, community organizations,
consumers, and the Ontario College
of Family Physicians to develop the
Access to Primary Care (APC) research
project. The results of this research
culminated in urgent and compelling
recommendations for policy reform,
primarily the need for integrated
and collaborative models of care.
Collaborative models of care may
be the best way to address unmet
care needs of people living with
mental health and/or substance
use issues, to help reduce striking
health
disparities,
increase
access to primary care, and as a
result, improve health and social
outcomes.*
In addition to positive health and
social outcomes, there may also
be financial benefits to increasing
access to quality primary care for
this population. Canada’s health
care costs comprise approximately
half of all government spending, and
this number is increasing annually
(Jeffries et al., 2013). Despite the large
allocation of public spending directed
towards health care, only around
7 percent of Canada’s total public
health care expenditure is spent on
mental health care (Mental Health
Commission of Canada, 2012). This
figure may be surprising given that
one in five Canadians experiences a
mental health problem or illness, and
that the economic cost of these mental
health issues is well over $50 billion
annually (Mental Health Commission
of
Canada,
2012).
Financial
sustainability is crucial to an effective
and efficient public health care
system, and funding which address
the health care needs of people with
mental health and/or substance use
issues can increase the efficiency and
effectiveness of the health care system.
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POLICY & CURRENT
INTRODUCTION:
CONTEXT
For more than a decade, Canada’s
federal health care system has
been subject to large-scale study
and reform. Much of this reform
has been motivated by increasing
pressure on Canada’s publicly
funded system (Romanow, 2002).
Underpinning these transitions is
the recognition that restructuring
Canada’s primary care is a
fundamental component to the
sustainability and modernization of
the health care system (Romanow,
2002). In light of this recognition,
Canada’s primary care system has
also undergone a variety of reforms
over the last several years (Toronto
Central LHIN, 2012).
In Ontario, primary care reform has
led to a shift from predominantly
fee for service and independent
practitioner models to group-based
practices and payment models based
on patient enrollment. Although
a variety of models have been
implemented*, this reprioritization
may be most apparent in the
development of Family Health Teams
(FHTs). At present, over 3 million
patients are enrolled in FHTs in over
200 communities in Ontario (see
http://www.health.gov.on.ca/
en/pro/programs/fht/).

* These models include Community
Health Centres (CHCs),
Health Service Organizations
(HSOs), Comprehensive
Health Organizations (CHOs),
Primary Care Networks
(PCNs), Family Health Groups
(FHGs), Comprehensive Care
Models (CCMs), Family Health
Organizations (FHOs, formerly
HSOs and PCNs), Family Health
Networks (FHNs), and Family
Health Teams (FHTs), which are
FHOs, FHNs and blended salary
models which also include allied
health providers.
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Ontario’s primary care reform has
also acknowledged that primary care
can support equitable health care.
Research has shown that a health
care system that is oriented toward
primary care is connected to health
services that are more effective,
equitable, and efficient, and which

show better health outcomes at a
lower cost (Toronto Central LHIN,
2012). For instance, because primary
care systems have less emphasis
on costly specialist services which
limit access to care for vulnerable
populations, primary care models
are shown to increase equitable
health care outcomes (Aggarwal,
2009). Because APC research
participants experienced inequitable
health care services, an emphasis
on improving primary care services
to enhance equitable outcomes may
be particularly important for this
population.
Various Ministries at a provincial
level in Ontario have also recognized
a reformed system of primary care
as an essential component to ensure
a sustainable and effective health
care system (Toronto Central LHIN,
2012). As such, Ontario is presently
engaging in a process of vast reform
to its system of primary health care.
Current primary care reform reflects
the growing recognition that positive
health outcomes are linked to quality
primary care, and the importance of
integration between systems of care.
Ontario’s recent provincial health
care strategy Excellent Care For All
Act emphasizes the importance of
primary care in maintaining both the
health and resilience of Ontarians,
as well as maintaining health system
sustainability by requiring fewer
resources when people do become
ill (Excellent Care For All Act:
http://www.e-laws.gov.on.ca/
html/statutes/english/elaws_
statutes_10e14_e.htm).

INTRODUCTION
METHODOLOGY
This research project sought to
gather data on the experience of
people with mental health and/or
substance use issues in the primary
care system, using community
based participatory action research
(CBPAR) methodology. CBPAR is a
collaborative approach to research
that equitably involves all partners
in the research process, with the
aim of combining knowledge and
action for social change to improve
community health and eliminate
health disparities (Minkler and
Wallerstein, 2003). Research was
conducted in partnership between
CAMH and academic researchers,
mental health consumers, the
Ontario College of Family Physicians,
The
Empowerment
Council,
Parkdale Activity-Recreation Centre,
Scadding Court Community Centre,
Sherbourne Health Centre, and
Somerset West Community Health
Centre.
Research data were gathered through
qualitative interviews with 85 service
users and with 17 service providers in
CAMH and partner agency settings
in both Toronto and Ottawa. Analysis
of data explored three levels of
access barriers and facilitators:
individual level, provider
level, and systems level (see
Figure). The content of
each of these categories
was analyzed to identify
common themes that
emerged
from
pa r t ic ipa nt s’
exper iences
as service
users and
providers
in
the
primar y
c a r e
system.

Results confirmed the personal,
provider, and systems level primary
care access barriers faced by this
population. Substantial practical
barriers (e.g., transportation costs),
provider level barriers (e.g., stigma
and discrimination), and systemic
barriers (e.g., waitlists and insufficient
services) were shown to increase use
of emergency room services and
contribute to the deterioration of
mental and physical health.
At the level of the individual,
both client and service provider
participants
spoke
extensively
about the serious impact of practical
barriers, particularly those related
to poverty and associated unstable
housing, on access to primary
care. This presented an obstacle to
primary care access with respect
to the client’s ability to find and
maintain a family physician who was
willing to follow an unstably housed
patient, the extent to which clients
considered their primary care to be a
priority relative to more acute issues
such as housing and food security,
and the client’s lack of funds to cover
costs of transportation in order to
visit a primary care provider.
In addition to practical barriers, both
clients and service providers spoke
about the impact of client symptoms
on their capacity to access primary
care. In particular, participants
described the challenges that
symptoms such as anxiety or
psychosis can present in the context
of a busy waiting room environment
or in the face of needed medical tests,
and particularly when these involved
early morning appointments or
crowded
environments.
These
experiences often made it difficult
for people to keep appointments,
resulting in frustration and often
avoidance or delay of needed care.
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In the context of primary care providers, our
data indicate that providers’ capacity to address
the needs of patients with mental health and/or
substance use issues was determined by three key
factors: their knowledge related to mental health
and/or substance use, and comfort addressing
these issues within the scope of their primary care
practice; their personal values and attitudes in
relation to mental health and/or substance use; and
their skills in delivering health care in an empathic
and person-centred manner.
Participants reported a lack of provider knowledge
and an unwillingness to engage with mental health
and substance use issues, which limited them
from receiving appropriate physical and mental
health care. Further, client experiences were
profoundly impacted by the values and attitudes of
the primary care providers they encountered. This
was particularly problematic for participants with
substance use issues, though also very relevant
for many clients who reported only mental health
issues. Participants came up against very real
stigma in their encounters with primary care
providers. In many cases, mental health stigma
was deeply interconnected with other forms of
discrimination such as racism, homophobia and/or
stigma related to poverty and homelessness.
Service users who reported a positive relationship
with their family physician spoke to specific
qualities that enabled these relationships to occur.
These skills seemed to be very much related to
provider values and attitudes, as providers who
were able to see clients as whole people, and
not simply a diagnostic label, were seen by both
provider and client participants as key facilitators
of primary care access for this patient population.
Participants encountered a number of systems
level access barriers to primary care. Although
these barriers may be applicable across the health
care system, many had unique and substantial
impacts on people living with mental health and
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substance use issues. The barriers which were
particularly relevant for this population were the
availability of counselling and support groups, lack
of communication between providers, inflexible
scheduling, and waitlists or excessive steps involved
in accessing services.
Interviewees shared their difficulty accessing a
regular family physician as well as psychiatry
services. Lengthy waitlists, excessive bureaucracy,
and client complex care needs were identified
as barriers to regular care. People living with
mental health and/or substance use issues may
have multiple health care needs, and may have a
number of diverse factors influencing the state of
their health. Participants expressed frustration
with lengthy wait times to secure primary care
appointments, the inability to have more than
one health care concern addressed at a time, and
feeling rushed through appointments. It was
suggested that these issues were partially caused
by an inappropriate health care funding structure
and unwillingness to take on complex clients.
In addition to difficulty accessing mental health
services, clients expressed frustration with needing
to access health care from a number of different
locations. Both service users and providers
emphasized their preference for collaborative
models of care, wherein both physical and mental
health concerns can be addressed under one roof.
Client preference stemmed from the ability to see
multiple service providers in one location, enhanced
communication between service providers, and the
availability of mental health and wellness services.
Once the data described above were distilled,
analyzed, and summarized, the research
team worked in partnership to develop
recommendations to be applied to the primary
care system. These recommendations encompass
individual empowerment, physician education,
and policy changes.

RECOMMENDATIONS
INTRODUCTION
The recommendations discussed
in this report are those which have
implications for decision-makers
at a policy level. Many of these
recommendations, developed by
research participants, community,
and institutional stakeholders, are
also supported by provincial and
federal
government
strategies,
evaluations, and mandates, as well
as medical bodies and research in a
national and international context.
For instance, the recommendations
contained below align with Ontario’s
provincial health priorities. Akin to
our research results, The Commission
on the Reform of Ontario’s Public
Services recognizes primary care
as an essential element to health
care sustainability and stresses the
importance of patient-centred care,
health promotion, and coordinated,
integrated, and interdisciplinary care
(Toronto Central LHIN, 2012).
APC research results confirm that
integrated health care is particularly
important for people living with
mental health and/or substance use
issues, as this population may have
higher health care needs than the
general population and face more
significant barriers to accessing
primary
care.
As
discussed
previously, APC research results
indicated a number of systematic
barriers to accessing primary care,
such as waitlists, a lack of available
services, insufficient communication
between providers, and excessive
bureaucracy.
These
systems
level issues are compounded by
personal and practical barriers
(e.g., transportation and unstable
housing)
which
increase
the
difficulty in navigating the system
and accessing needed health care
services. It is essential that these
barriers be recognized and health
care services be coordinated to
facilitate access to care for this
population. Policy recommendations
to address these barriers will be
described below.

RECOMMENDATION 1:

Increase accessibility
of collaborative and
interdisciplinary models
of primary health care,
such as family health teams
and community health
centres, for people living
with mental health and/
or substance use issues.
APC research participants reported
seeking both mental and physical
health care from more than one
organization, and experienced siloed
health services that limited timely
and efficient access to appropriate
primary care services. Participants
felt they were being shifted back
and forth between multiple service
providers and institutions, which
contributed to confusion concerning
which service providers played which
roles in their lives, as well as a sense
that proper communication channels
had not been established between
providers. In many cases, the lack of
consistency between treatment and
providers meant that participants did
not have crucial components of their
health care needs addressed.
Participants indicated that they
preferred to receive health care from
an institution where both physical
and mental health concerns can be
treated in the same setting. Some
participants in the study reported
receiving support from social
workers, case managers, addictions
counsellors, peer support workers,
and even alternative health providers
such as acupuncturists all under
one roof. The diversity of services
received in these locations indicates
that models such as family health
teams and community health centres
may help to facilitate access to care
for individuals living with mental
health and/or substance use issues,
through increasing the likelihood
that individuals will receive supports
for both their physical and mental
health needs.
9

“I like the fact that it’s
[Community Health
Centre] a one stop
shop. So you can see
a nurse. You can see
a lab tech. You can
see physician. They’ll
make referrals within
their system.”

The availability of a variety of
health and wellness services in
one location may help facilitate
access for people who are living
with a mental health and/
or substance use issue and
experiencing
poverty
which
may make it difficult to access
transportation and coordinate
– John, 55 years old, has
services. This is relevant to our
a regular provider
study population, many of whom
spoke to the way in which their
experience of poverty impacted their
ability to access appropriate primary care.
This recommendation stresses that addressing
individuals’ wellness needs in a primary care setting means
addressing all aspects of a client’s health and well-being, such
as supporting access to Ontario Disability and Support Plan
benefits and providing transportation tokens for clients who
need to travel to access primary care. By providing these
and other services, health care teams that work within an
interdisciplinary framework could serve as a triage in which
better health outcomes for complex clients may translate into
stronger social outcomes as well.
The link between social and health outcomes in collaborative
care settings was reinforced by clients who spoke to the way in
which accessing one service from a collaborative care setting
led to obtaining a variety of other health and social supports.
For instance, one benefit to collaborative care models is that
they may also provide access to second language services
and culturally appropriate care. Community Health Centres
in particular offer services in many languages as well as
culturally adapted programs to meet the needs of the
populations they serve, such as newcomers to Canada
(Queen’s Printer for Ontario, 2008). Implementation
of this recommendation requires consideration of the
impact of current models of funding on delivery of
primary health care services, which is expanded
upon in Recommendation 6.
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Community Health Centre
(CHC) models may be wellsuited to address mental
health and substance use
needs in a primary care
setting. CHCs often include
a focus on mental health
and substance use, which
may enable more effective
service for individuals with
complex care and social needs
(Hoelscher, 2007). Community
Health Centres address social
determinants of health,
and often target low income
neighbourhoods, newcomers,
those on social assistance,
and/or those with mental
health issues or high levels of
morbidity/comorbidity.
Family Health Teams (FHTs)
are the most prevalent new
model of shared primary
care. Family Health Teams
include a variety of health
professionals, such as
doctors, nurses, dieticians,
and social workers. FHTs are
focused on chronic disease
management and prevention,
and community health needs
and health promotion.

“I think that addressing people’s
needs, not just specific to one
particular issue, but trying to
connect with all the issues they’re
going through. People’s problems
are multilayered and I think family
health teams do a good job of that.
They’re also in environments that
aren’t necessarily alienating, like
the places where they’re located
aren’t as institutional as coming to a
large hospital, or going to a walk-in
clinic or something like that, where
you feel it’s very rushed. I think it
has that sort of interdisciplinary
aspect that’s important to people.”
– Aria, social worker

Supporting Research
and Relevant Policy
APC research results are supported by other
research which indicates integration of care may
be particularly relevant for this population, as
increased integration between primary care,
addictions, and mental health systems and services
may produce more effective mental health and
substance use outcomes. Collaborative models
may increase availability of psychiatric care (Kates
et al., 1996), and the integration of mental health
professionals into primary care settings can
increase the access, efficiency, and continuity of care
(Public Health Agency of Canada, 1997). Given that
most people will see a primary care provider first
for a mental health concern, the Kirby Commission
found collaborative care to be the most promising
strategy for improving both access and quality for
front line mental health treatment and services
(Hoelscher, 2007). Collaborative care is thus wellsuited to acknowledge and address the relationship
between physical and mental health in a primary
care setting. (Hoelscher, 2007).
APC participant preference for integrated care is
supported by other research which indicates that
patients prefer to receive mental health treatment
in a primary care setting due to less stigma, greater
accessibility, and the involvement of their physician
in their treatment (Strathdee, Brown, & Doig, 1990).
In addition to participant preference, research
confirms a higher level of physician satisfaction in
these models (Kates et al., 1996).
Integrated and collaborative primary care services
reflect more than simply preference of service
modality. Compliance with treatment as well as
specialist referral is higher in primary care settings
(Hoelscher, 2007). Patients are more likely to keep
appointments for mental health care in a primary
care setting rather than a hospital setting, indicating
both potential cost-effectiveness as well as patient
preference (Canadian Psychiatric Association,
2002). Substance abuse treatment which is colocated/integrated into primary care may have
significantly better client outcomes (Bosco, 2005).
Thus, collaborative care models show benefits to
clients, providers, and potential cost-effectiveness
for the health care system.

Both
federal
and
provincial
strategies
recognize the need for greater interdisciplinary
coordination and integrated care. For instance,
the Commission on the Reform of Ontario’s
Public Services recommends interdisciplinary
integration, coordinated, and integrated care as
key components of primary care reform (Toronto
Central LHIN, 2012). Nevertheless, regulatory
barriers still exist which prevent collaborative
mental health care. For instance, rigid legislation
regarding the roles of health professionals acts
as a barrier to interdisciplinary collaboration
(Aggarwal, 2009). The Canadian Collaborative
Mental Health Initiative emphasizes the
importance of policy support for interdisciplinary
teams, and urges flexible legislation regarding
the regulation of health professionals in order
to ensure interdisciplinary collaboration is
institutionalized and sustainable in primary care.

RECOMMENDATION 2:

Provide free supportive services to address
mental health and/or substance use issues.
As indicated above, many of the benefits of
collaborative care can be attributed to the
availability of mental health services within a
primary care setting. Although the APC research
team recognizes and appreciates that Ontario’s
mental health reform has provided additional
support to crisis and community outreach services
(Hoelscher, 2007), APC research confirms the
ongoing urgency to expand these services to meet
the needs of people living with mental health and/
or substance use issues. Increased support to
services such as counselling, therapy, and other
mental health services is crucial in order to support
and improve the health of people living with mental
health and/or substance use issues.
APC research results indicate that participant
mental health care needs are not being met in the
current primary care system. Financial barriers
and the lack of available services contributed
to difficulty in accessing counselling and other
supportive services. It is also important to note
that that the majority of mental health services
that are accessible to this population (i.e., at
no cost) are biomedically-focused, and other
11

“If I need something for
health-care, I go to a walk-in
clinic. If I need something for
my methadone, I go see my
methadone doctor. But I only
see him once a month. And for
my mental health, I don’t see
anybody... There’s nowhere to
go in this city that you can sit
down and talk to somebody
when you have an issue.

forms of non-medical
Supporting
(e.g.,
counselling
– Garret, 47 years old, does not
Research and
support) are typically
have a regular provider
Relevant Policy
not available. This is of
particular concern given
In addition to the concerns
that biomedical approaches
raised
by
APC
research
do not generally address social
participants regarding the excessive
determinants of health, although these
emphasis on pharmacological treatment for
determinants have a significant impact on the
mental health issues, research shows that 26-66%
mental and physical health of our study population.
of primary care patients who are experiencing
APC participants expressed frustration with
major depression prefer psychotherapy treatment
biomedically-focused mental health treatments,
rather than medication, and that this preference
often stating that too much emphasis was placed
may be applicable to other mental health issues.
on pharmacological solutions and not enough
Further, psychotherapy has been shown to provide
attention paid to talking through problems.
sustained quality of life benefits which do not
occur with medication (reviewed in Bosco, 2005).
Counselling
In response to our results indicating both the lack
of and necessity for counselling services, as well
APC research results highlight the difficulty in
as research which indicates the benefits to these
accessing psychiatry services due to extensive
treatments, an increase in free counselling services
waitlists and a lack of available services. Although
is recommended for people living with mental
wait times for non-medical forms of mental health
health and/or substance use issues.
care such as psychology and therapy services were
not as lengthy, these services were consistently
APC results indicate that social determinants of
unavailable to research participants due to
health had a substantial impact on participants’
prohibitive fees, and/or lack of private insurance
experience with primary care. Poverty, lack of
coverage. Further, participants reported limitations
access to stable housing and transportation, and
with available services such as being shuffled
other social factors fundamentally shaped their
from counsellor to counsellor within programs,
relationship with both providers and the health
and not having the opportunity to establish a
care system. Other issues of intersecting identities,
working relationship with a single counsellor.
such as language, culture, and immigration status
These inconstancies lead to a disengagement from
played a role in participants’ experiences with
the therapeutic process and an inability to receive
the primary care system. Because 75% of the
appropriate mental health care and support.
population’s health outcomes can be attributed
to environmental factors outside the health
Interviewed service providers recommended
care system (e.g., education and income), the
an increase in group and individual free
Toronto Central LHIN emphasizes that
counselling services, as well as
primary care reform should involve
increased
streamlining
and
acknowledging and breaking
communication
regarding
down these silos to improve the
“We need to do some of
mental heath and addictions
efficiency and effectiveness
the basics, with housing,
referrals in order to avoid
of health services. (Toronto
shelter, food. Finances….
excessive paperwork and
Central
LHIN,
2012).
Without that basis, it’s
delays. Collaborative care
Breaking
down
these
silos
difficult for clients to get
models could be the ideal
and
recognizing
social
better. Because they have
environment to help
determinants of health
so many other worries,
address these issues by
in primary care may be
about their housing, and
providing
counselling
particularly
beneficial for
their food and whatever.
and other mental health
people
living
with mental
How can you concentrate
services on-site.
health
and/or
substance
on your health when you’re
12

just trying to survive?”

– Kim, nurse practitioner

“I hate having to go to the
clinic and explain my
history every flipping time…
sometimes I just don’t go. I
was sick this week, I didn’t
go to a clinic. I don’t want
to sit there and talk to these
people and tell them what
my life history is every time
I go. Why? Why should I
have to do that? It’s crazy.”

use issues. An increase in
people from emergency
– Garret, 47 years old, does not
counselling, outreach and
care to ongoing primary
have a regular provider
other supportive services
care in the community.
can help to address social
This would help address both
determinants of health and the
client and service user concerns
unmet needs of people living with
that there is a lack of coordination
mental health and/or substance use issues.
and support after emergency or inpatient
Recognizing other factors influencing the health
treatment, and may avoid the costly and inefficient
of this population may help to provide the most
cycle of repeated use of these services by connecting
appropriate care for this population, be less costly
people with primary care support.
than emergency room or traditional psychiatry
services, and recognize and address the connection
APC research confirms that clients are able to
between physical health, mental health, and
clearly identify their unmet mental health and
wellness outcomes.
substance use needs, but that they do not know
where to look to access the supports they require.
This fundamental barrier to finding adequate health
Outreach
care is compounded by issues such as unstable
housing and a lack of access to transportation. At
Many APC research participants reported feeling
a policy level, outreach services could support the
alienated or disconnected from both service
Ministry of Health and Long Term Care (MOHLTC)
providers and the health care system itself. APC
priority to increase access to providers across the
research results found that outreach workers
continuum of care, and reduce strain on emergency
(registered nurses, health promotion workers, harm
department visits for this population. Outreach
reduction workers) help to address these barriers.
which connects clients to collaborative care
Collaborative care models can also help address
models could streamline, centralize, and increase
this gap by providing a variety of health and social
awareness of available physical and mental health
services in one location which may increase client
services, thereby improving health outcomes for
comfort and ability to access these services. In
people living with mental health and/or substance
order to help facilitate access to primary care for
use issues.
this population, collaborative care models should
also include health providers who are engaged in
outreach to connect people living with mental health
RECOMMENDATION 3:
and/or substance use issues to crucial health care
Explore strategies to improve
services. Outreach workers can establish rapport
communication between multiple
with patients who are not otherwise connected to
health care providers working with
health care services, and introduce them to other
an individual living with mental
services offered at affiliated clinics or organizations.
health and/or substance use issues.
APC research results found this outreach to
be particularly vital in supporting
People living with mental health and/
the treatment and care of people
or substance use issues may have a
with mental health and/or
number of providers involved in
substance use issues who, due
their care. Both service users
to life circumstances such as
“If you don’t have housing
and providers reported
homelessness or addiction,
and you’re really poor, it’s
challenges
associated
may not otherwise access
gonna make your other
with the lack of sharing
primary health care
problems worse cause you
of important clinical
services.
don’t have an address …
information between the
you’re not going to get your
various service providers
Outreach and supportive
own family doctor when
involved in an individual’s
services were described
you’re sleeping under a
care.
APC
research
by APC participants as a
bridge I don’t think.”
results found that at times,
potential bridge to connect
– Neville, 53 years old, has
a regular provider
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“Sometimes the communication is
not the greatest between (Hospital
name) and the community
providers. And from a psychiatric
point of view, I don’t know that
psychiatry communicates very
well with the community GP. I
would be doubtful on that issue.
Communication could probably be
better than it is. Sometimes it’s a
little hard to get the information
that you need from the
practitioners and the community.”

this communication
communication
deficit
resulted
between
primary
in
duplicated,
care
providers
inappropriate,
or
and mental health
– Kim, nurse practitioner
insufficient
care.
services (Public Health
Communication strategies
Agency
of
Canada,
must be open, clear, and
1997). Collaborative care
protect the privacy of people
models may help increase
living with mental health and/
communication between providers,
or substance use issues, as there may
and this increased communication
be parts of their medical record that they do not
improves patient care (Rockman et al., 2004).
want shared between providers (Kates et al., 2011).
The recommendation to increase provider
Further, interviewed participants described a level
communication is supported by the Canadian
of ‘disclosure exhaustion’ where issues of trust and
government, which lists service delivery models
confidence, distress and potential trauma arose
which link family physicians with mental health
as a result of the need to constantly disclose their
specialists among their best practices for mental
mental health and/or substance use history to
health (Public Health Agency of Canada, 1997;
various providers. Interviewed service providers
Kates et al., 2011). Despite this priority, Ontarian
point to communication gaps across locations and
service providers in secondary and tertiary mental
health disciplines, exacerbated by hierarchical
health and addiction care services are not well
structures that hinder a continuum of care. These
connected to primary care settings (Minister of
communication issues serve as a barrier for
Public Works and Government Services Canada,
service providers in meeting the needs of clients.
1997). Integration of mental health services
Interdisciplinary and collaborative models of care
alongside primary care reform may improve
can address the lack of communication between
efficiency and co-ordination, and may divert
multiple health care providers working with
health care dollars from duplicated, omitted, or
an individual living with mental health and/or
expensive programs and services (Minister of
substance use issues.
Public Works and Government Services Canada,
1997).

Supporting Research
and Relevant Policy

Other research supports the benefits of
increased communication between providers,
particularly through models
of collaborative care. The
integration of mental
health professionals
into
primary
care
settings
“It’s a kind of subtle message
can
allow
for
that says, ‘well, look. I am
c
o
n
t
i
n
u
i
ng
here for your physical health,’
education
of
and they don’t look at the big
p
h
y
s
i
c
i
a
n
s
picture – how the mental
as
well
as
impact on the physical,
improve
you know, and that we are
a whole…‘I can’t help you,
sorry. I want to help you, but
my area is the body.’”

– Gyala, 62 years old, has a regular
provider
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Interprofessional education is a MOHLTC priority.
The Ministry recognizes that education of health
care providers working in team-based models is a
crucial component of both provider satisfaction and
improved care (Hoelscher, 2007). Further, access to
information from and communication with other
health care providers are components of effective
training for primary care providers (Gilbody et al.,
2004). The Public Health Agency of Canada states
that integrating mental health professionals in
primary care settings can provide new opportunities
for continuing education for physicians, and improve
communication between mental health services and
family practitioners (1997).

“Being on methadone
is a big crutch. It
interferes with
everything. Because no
doctor wants to deal
with any patient who’s
on methadone because
it’s a headache!”

RECOMMENDATION 4:

– Garret, 47 years old, does
not have a regular provider

Expand opportunities for
physicians to network with
and be mentored by mental health
and/or substance use specialists.

Concerns around substance use
and medication were also raised by
participants using methadone, such
as the difficulty having their physical
health issues addressed by their methadone
doctor, and the unwillingness of primary care
providers to take on a client with a methadone
prescription. A lack of knowledge
and provider discrimination
had detrimental effects on
participants’ physical
and mental health.
“It’s just whenever I bring
Therefore,
these
up things, like I bring
results point to the
up drug use, she just
need to expand
doesn’t want to talk about
oppor tunities
it. Do you know what
for primary care
I mean? I can tell. She
physicians
to
goes straight to (changes
network
with
voice, more forceful)
and be mentored
‘So, do you have an ulcer
by mental health
in your stomach?’”
and/or substance
– Francesca, 52 years old,
use
specialists.
has a regular provider
These opportunities
may increase physician
knowledge of mental
health and/or substance use
diagnoses and treatment, and help
providers to feel more confident and comfortable
when dealing with clients with mental health and/
or substance use issues.

As noted previously, family physicians provide up
to 80 percent of all mental health care and an even
greater proportion of addictions care in Ontario
(Hoelscher, 2007). As such, it is crucial that primary
care providers receive appropriate support in order
to increase their comfort, confidence, and capacity
to address mental health and substance use issues
as part of their practice. Kates et al. (2011) suggests
that “in an integrated system, mental health and
addictions services would support expanded roles
for family physicians,” (p. 5) allowing them to offer
more services to their clients but also offering
them specialized supports, including consultation
and advice, as well as emergency and crisis
management. APC research indicates that primary
care providers may be unwilling to take on patients
who are viewed as having complex mental health
needs, and that some primary care physicians do
not see addressing mental health and substance
use issues as within the scope of their practice.
A lack of knowledge and comfort with mental
health issues was identified as a factor in this
access barrier. While primary care providers are
not expected to be experts in working with people
who struggle with mental health and/or substance
use, there are some core competencies that all
Increasing the capacity of primary care
physicians should have, and have
physicians to address mental health
appropriate support with (Kates et
and substance use issues may
al., 2011, p. 5). APC participants
also show cost benefits to
spoke particularly strongly
the health care system.
about the difficulty in
“There’s this push to have our
Primary care physicians
having their substance
clients integrated in community
are more available
use issues addressed
and receive their services in
and less costly than
in
primary
care
community, but if you don’t have
psychiatrist services,
settings.
This
practitioners who are really well
and most patients
issue was further
educated in those issues, than
will see their family
complicated
for
how can you provide the service?
doctor first for a
participants with a
And if you don’t feel that you
mental health or
history of substance
have the knowledge to provide
substance use issue
use who needed
care, obviously, you’re going to
(Kirby
in Hoelscher,
potentially addictive
back off, or be anxious about
2007).
Therefore,
medication for pain
or reluctant to provide care to
supporting
physicians
and other health
that type of client, because you
to see mental health
issues, particularly in
don’t feel skilled enough.”
and
addictions care as
walk-in clinic settings.
– Kim, nurse practitioner
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“
Well
they
[walk-in
clinic physicians] don’t
[address
addictions
issues] because number
one they’re not trained
for it, you know. Number
two, they wouldn’t really
know where to send you.”
– Arlene, 52 years old, does not
have a regular provider

within their scope of practice
may contribute to better health
outcomes for people with mental
health and/or substance use issues,
reduce strain on specialist services, and
reduce costs for the health care system as a whole.
In addition to the potential for collaborative
care models to facilitate communication and
mentorship opportunities, it is recommended
that the MOHLTC provide ongoing and expanded
support for the Ontario College of Family
Physicians Mental Health Care Network. Over
50 psychiatrist mentors and 525 GP mentees are
enrolled in this network, which connects family
physicians to GP psychotherapist and psychiatrist
mentors. This mentoring enables both case-bycase and ongoing support for family physicians in
the area of mental health care. OCFP’s evaluation
of this network indicates that this model increases
the willingness and capacity of family physicians
to accept clients with mental health issues, reduces
the need for psychiatric referrals, and increases
patient clinical improvement. Improved telephone
and email communication between these providers
reduces the need for in-person referral (Rockman
et al., 2004). As such, evaluation of this network
has indicated significant cost savings for the
health care system, as well as an increase in selfreported knowledge, capacity, and satisfaction on
the part of mentee physicians.
Recognizing that education and collegial support
are essential in order to help ensure that family
physicians do not avoid taking on clients with
substance use issues, or experience ‘burnout’
from this engagement, The OCFP has also
initiated a mentorship program for addictions
(Medical Monitoring for Addictions and Pain). It
is recommended that the MOHLTC continue to
support this program. The program minimizes
costs by supporting mentorship relationships to
increase physician ability to treat addictions and
pain management rather than rely on referrals and
consultations. Mentorship may increase physician
willingness to take on patients with co-morbid pain
and addictions issues, who often find it difficult to
find a family physician. This program may increase
provider competency and reduce-wait times for
clients, and may thus achieve a positive impact on
the health system as a whole (Cord et al., n.d.).
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Supporting Research
and Relevant Policy
Additional
research
supports
this
recommendation, as improved communication
between health care providers increases the
likelihood of continuity of care, opportunities
for treatment, and optimal treatment (Canadian
Psychiatric
Association,
2002).
Further,
interprofessional communication and collaboration
is beneficial not only to service users, but to
service providers as well. For instance, family
physicians prefer increased communication with
mental health and addiction specialists (Hoelscher,
2007), and improved communication is linked
to higher levels of GP satisfaction. (Kates et al.,
1996). GPs who have formal links to mental health
professionals are significantly more satisfied with
services provided than those without these links
(Canadian Psychiatric Association, 2002). Despite
these benefits, psychiatrists are found by family
doctors to be the most difficult specialty to access
(Rockman et al., 2004). This lack of communication
is recognized as problematic by the Canadian
Psychiatric Association and The College of Family
Physicians of Canada, both of which encourage the
development of increased collaboration between
family physicians and psychiatrists.

RECOMMENDATION 5:

Investigate the impacts of primary
health care funding models on access
and outcomes for clients with mental
health and/or substance use issues.
Canada’s increasing health care spending can
be partially attributed to increasing salaries
and payments for physicians. In 2010, 13.7 % of
health care spending was directed to physician
remuneration. Without reforms, this number
is likely to continue to increase (Mental Health
Commission of Canada, 2012). Despite substantial
spending on physician salaries, many APC
participants were unable to secure a regular primary
care provider. APC interviewees made direct links
between this inaccessibility and the perceived
complexity of their needs. This concern was shared
by many service providers, who also spoke to the
unwillingness of primary care physicians to address

“
A fter the time is elapsed,
she’ll say ‘I have another
client to see’ and so forth…
Like even today, I saw her
today and she had to rush.
Yeah, today I was extremely
rushed. Because I haven’t
seen her in almost 6
months and I felt extremely,
extremely – I was pissed off,
actually.”

mental
health
and
or substance use issues,
substance use concerns.
adequate research does
– Darren, 45 years old, has a regular
This
unwillingness
not exist to indicate which
provider
was attributed to mental
specific models may provide
health issues being seen as
the best health outcomes for this
too complicated; and because
population. Research on funding
current funding models do not allow
models should also consider various
for physicians to spend adequate time
models of interdisciplinary/collaborative
with these clients. APC research indicates that
care, and which of these models may provide the
physician unwillingness to take on these clients
best access and health outcomes for this population.
makes it difficult for people with mental health
and/or substance use issues to access and navigate
Supporting Research
the system, leaving a high needs population with
and Relevant Policy
little health care support. In order to address
the pressing health care needs of people living
Although traditional fee for service models are
with mental health and/or substance use issues
not conducive to meeting the needs of clients with
on a systems level, further research is needed to
mental health issues (Clatney et al, 2008), Ontario’s
explore mechanisms for physician remuneration
increasing use of capitation funding models may
as they relate to clients with mental health and/or
also be problematic for this population. APC
substance use issues.
participant difficulty in accessing a family physician
may be related to the increasing use of capitation
Physician discomfort with addressing health
models for physician remuneration, as supporting
and/or substance use issues is compounded by a
research indicates that people living with mental
structure of reimbursement which does not offer
health issues are under-represented in capitationflexibility to take on clients who may need more
based medical homes in Ontario (Steele et al., 2013).
lengthy or engaged treatment. Both service user
These capitated medical homes are able to de-roster
and provider research participants identified
patients using outside primary care, and thus may
challenges associated with a health care system
be more likely to drop patients with higher health
designed to reward physicians for seeing as many
needs. This system may also make it more difficult
clients as possible. This remuneration structure
for urban poor and recent immigrants
makes it difficult or unappealing for physicians to
to access capitated models
take on clients with complex or chronic care needs.
(Glazier and Redelmeir,
Inadequate primary care support may prevent
2010). Further, even
this population from receiving preventative and
funding
models
ongoing health care, which may place strain on the
which
include
health care system as a whole through increasing
“
[Access] facilitators from
compensation for
the likelihood that these clients will see their
the clinician’s perspective
a
limited
number
health conditions worsen and will need to access
would be to have more time
of
clients
emergency and other costly services.
for each client. And not being
living with a
so rushed…I don’t even have
mental
health
The above recommendation must
enough time to check in with
issue
(e.g.,
also be considered in the context
a client. And I know that if I
schizophrenia
of primary care practice
had more time to divide up
or
bipolar
models. Although APC
between more people more
disorder)
are
research results indicate
evenly, I would find issues
not
sufficient
to
“This is the thing –
that interdisciplinary,
much quicker.”
provide
adequate
they make you wait
collaborative
care
– Brianna, mental health counsellor
and
appropriate
and then after they
could help improve
care for clients with
get you in, they
health outcomes for
complex physical and
rush you.”
people living with
mental
health
needs
– Taban, 52 years old,
mental health and/
has a regular provider
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(Hoelscher,
2007).
In fact, this rostering
model
may
make
physicians less likely to
sign up clients with complex
care needs (Hoelscher, 2007).

“I’m not saying they are going to
consciously – it’s not that people
think in those terms…but in the
back of their mind, they know
those patients are complex, and
those patients are going to be a
‘pain’. Therefore, you know, if
you try to refer a patient, they
will ask you, and they will say
‘You know, I’m sorry – I already
have a lot of complex patients in
my practice, and at this point I
cannot accept those patients.”

health conditions. APC
research
participants
indicated
that
their
– Jareth, psychiatrist
experience of economic
marginalization
limited
their ability to access primary
care, and supporting research
Physician remuneration models must
indicates that people living with a low
be adjusted in order to increase the willingness
socioeconomic status face increased barriers to
of primary care providers to take on clients with
accessing primary health care (Olah, Gasiano, and
mental health and/or substance use issues. Some
Hwang, 2013). These barriers are not challenged
examples of alternative funding models include
by provincial investments in new primary care
incentives, capitation models based on diagnoses,
models, which do not appear to serve clients with
salaried models, ensuring funding of noncomplex care needs or clients living in poverty
physician primary care providers, and funding
(Glazier Zagorski, and Rayner, 2012).
models based on community needs (Bosco, 2005).
The Commission on the Reform of Ontario’s Public
APC research results indicate the need for
Services recommends primary care reform utilize
increased collaborative care models for people
performance incentives and accountability in
living with mental health and/or substance use
order to encourage interdisciplinary integration
issues. However, research suggests that Canada’s
(Toronto Central LHIN, 2012). The Mental Health
current payment system hinders collaborative
Commission of Canada recommends that payment
interprofessional primary care practice, for instance
models should compensate mental health and
through facilitating financial competition between
substance use specialists who work in collaborative
health care practitioners (Bosco, 2005). This may
relationships as well as primary care providers who
be particularly detrimental for people living with
work with specialists (Jeffries et al., 2013). Changes
mental health and/or substance use issues, as
to physician funding should occur in parallel
APC research indicates benefits of collaborative
with the establishment of a strong coordination
interprofessional care for this population. The
of secondary and tertiary mental health services
Canadian Collaborative Mental Health Initiative
(Minister of Public Works and Government
emphasizes the importance of exploring alternate
Services Canada, 1997).
compensation in primary health models
to address mental health and
Funding models must also be
collaboration needs.
considered in the context
of financial barriers that
Although there have
may be experienced
been
substantial
“Because [clients with mental health
by people living with
investments
in
and substance use issues] bring so
mental health and/
new
primary
care
many issues with them, that the
or substance use
models, very little
doctors are not able to deal with
issues.
Because
experimental
all of them. If the person would be
people
living
or
longitudinal
– could be a counsellor, could be a
with
mental
research
has
case manager, or resource worker.
health
issues
been
conducted
Whatever you call that person. And
may experience
to analyze their
they could sort those issues out first.
higher
rates
impact or cost
And then maybe the client would
of
poverty,
e
ffectiveness
get connected to other services,
unemploy ment,
(Glazier,
Zagorski,
and they don’t need to discuss this
isolation,
and
and
Rayner,
2012).
with a doctor. They can focus on
unstable housing,
This
is
particularly
the physical or mental health issues
they may be at higher
true for their impact
with the doctor.”
risk to develop physical
on
people
living
– Brianna, mental health counsellor
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“They’re really taking good care of me.
They [Case managers] really help me.
Especially [name] – the first time I
came, because I was so scared. I was
nervous. I felt, you know, ‘I’m not safe,
even here’. Because I was really unsafe
at home. So I was so traumatized. I
had nightmares and stuff. And she
took it upon herself to take me to a
psychologist. People who can help
me mentally. And then she took me to
[Health Centre] this place, and I met
[Counsellor A]. She never even told me
to go to [Health Centre]– she took me
there herself, you know.”

with
mental
health
care
health and/or
system, access
substance use
and
maintain
issues.
Despite
counselling and
the
compelling
other
mental
– Miyanda, 35 years old, does not have a regular
need for appropriate
health supports, and
provider
primary care for
accompany clients as
people
living
with
needed to both physical
mental health and/or
and
mental
health
substance use issues, together
appointments. This support
with research indicating that
increased client ability to keep
current funding models exclude this
appointments, to monitor and address
population, very little research has been conducted
ongoing and emergent health concerns, and to
to determine the effectiveness of various physician
develop knowledge and skills in order to engage
funding models on access and outcomes for people
with the system independently.
with mental health and/or substance use issues.
In fact, research undertaken by the Mental Health
Case managers or other forms of individual
Commission of Canada found that aside from
support (including system navigators, advocates,
two reviews of smoking cessation programs, no
peer support workers¸ ACT teams, standard case
systematic reviews could be identified on primary
management, or other intermediaries) may be a
care finance and payment methods for mental
means through which not only to improve client
health and addiction issues. The little research
health outcomes, but also to help save health care
that does exist focuses on payment methods and
dollars. Case managers are able to address social
provider behavior, rather than connecting payment
factors related to the health of people living with
methods to effectiveness and client or clinical
mental health and/or substance use issues, which
outcomes (Jeffries et al., 2013). More research must
may help to alleviate the burden on the primary
explore the effectiveness of primary care payment
care system by promoting wellness and stability for
methods on health outcomes for people living with
their clients in the community.
mental health and/or substance use issues.

RECOMMENDATION 6:

Supporting Research
and Relevant Policy

Intermediaries between clients and the health care
system, including case managers, advocates, and
peer support workers (Hoelscher, 2007) can help
support clients across the continuum of care. Many
of the positive experiences reported by APC research
participants were characterized by the involvement
of case managers or other support workers in
their health care. APC research participants
discussed the importance of having good advocacy
when navigating the health system, particularly
when they had experienced marginalization and
discrimination in the past. APC service provider
participants indicated that this support was
essential in order to help clients navigate the

Although the importance of ensuring the availability
of multiple service providers and support for clients
throughout the care continuum is recognized
in Ontario’s Action Plan for Health Care as an
underlying component of Ontario’s primary care
reform (Toronto Central LHIN, 2012), many APC
research participants without a case manager or
other form of advocate expressed their frustration
with the impenetrability of the health care system.
This experience is supported by other research
which indicates that people living with mental
health issues need a variety of health care services,
and that navigating this system may be difficult,
time consuming, frustrating and intimidating.
(Scott and Dixon, 1997). These barriers lead many
people to give up on trying to access the health care
they need, which perpetuates a cycle of discharge
and relapse, rather than community support

Increase availability of intermediaries
between clients living with mental
health and/or substance use issues
and the health care system.
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and stability. System navigators can help disrupt
this cycle by supporting health care access and
facilitating coordinated treatment and support for
people living with mental health issues (Scott and
Dixon, 1997).

RECOMMENDATIONS 7 AND 8:

Support and expand independent
client advocacy with the health
care system, and develop a client
advocacy system for primary care.
Participants’ experiences of stigma and alienation
in the health care system deterred APC research
participants from accessing the health care they
needed. These experiences resulted in reluctance
to discuss pressing health concerns with
providers, and in some cases, withdrawal from
health care services. APC interview participants
were candid in reporting the troubling ways in
which they had frequently been mistreated in
the primary care sector; however, in a clinical
setting clients might not be so forthright because
they may fear the consequences of indentifying
their mistreatment. This alienation from the
health care system highlights the unaddressed
need to ensure that service users have a voice in
the delivery of their health care, and in related
initiatives such as research.
APC research data indicate the need to empower
people living with mental health and/or substance
use issues to be active partners in their own health
care. Empowering clients themselves is a crucial
component to facilitating primary care access.
At a policy level, this empowerment can be
enacted by providing support to client-run
organizations. These organizations may
be in the best position to provide the tools
and support for empowerment and client
advocacy in the primary care system.
The APC research team recommends
the continued and expanded support of
established advocacy organizations. Such
organizations can help facilitate dialogue
between service providers and service
users, as well as support service users in
their interactions with the bureaucratic
complexities of the current medical system.
This recommendation also encompasses

supporting any nascent organizations that clients
or their advocates might bring into fruition,
including within individual primary care settings.
For example, space should be created for the
development of these groups at individual primary
care settings.

Peer Support
The social and health benefits to including a client
voice in care delivery may be transferrable to the
need for increased peer support in the primary
care system. APC research participants identified
peer workers as valuable players in the provision
of outreach services, primarily to increase comfort
with and knowledge of the health care system,
and additionally to provide income
to peer
workers. Health Canada
recognizes peer-support
as
an
important
element
in
the
continuum of care
“I’ve gone to a specialist
for mental health
for a second opinion
issues.
(Public
and just been ridiculed
Health Agency of
in front of the residents.
Canada, 1997).
I almost walked out.”

– Colleen, 58 years old, does
not have a regular provider

“
What does help? Peer [support] helps.
Actually paying people who’ve gone
through the system to be able to help
others help navigate through the system.
Having friendly faces at access points to
help pull down the fear. So whether it’s
an emergency room, whether it’s drop
in places, whether it’s at the health care
centres – having somebody, when it’s an
actual person who is very approachable,
who can meet people on their terms
and help navigate this journey. Because
expecting people to understand how
the health care system works, at a point
when they need the health care system?
It doesn’t make sense to even those of us
who work in the system.”
– Heidi, counselling psychologist
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CONCLUSION
Supporting Research
and Relevant Policy
Client empowerment and advocacy
can help support positive health
outcomes for people living with mental
health and/or substance use issues.
Government literature recognizes selfhelp as an important element in the
continuum of care, and lists “reduced
hospitalization; reduced other service
use; increased knowledge, information
and coping skills; increased selfesteem, confidence, sense of wellbeing and of being in control; stronger
social networks and support” among
the benefits of self-help (Public Health
Agency of Canada, 1997). Despite these
benefits, there is insufficient recognition
of and funding for self-help in the health
care system (Minister of Public Works
and Government Services Canada,
1997). In fact, consumer/survivor
initiatives (CSIs) only account for
approximately 3 percent of community
mental health expenditures and less
that 0.2 percent of the total budget for
mental health. This not only limits the
capacity of CSIs presently in existence,
it also means that these services are
not available province-wide (Centre
for Addiction and Mental Health et
al., 2004). A health system oriented
towards recovery should recognize the
resources and supports needed outside
of formalized mental health services
(Centre for Addiction and Mental
Health et al., 2004). Empowering and
supporting clients to be partners in
their care may result in increased acute
and preventative care, which could
ultimately create less strain on Ontario’s
health care system.

APC research results have confirmed that people living
with mental health and/or substance use issues face
numerous unique challenges to accessing and maintaining
appropriate primary care in Ontario. These include
practical and mental health-related barriers; provider
stigma and discrimination; and health systems barriers
such as lengthy waitlists and a lack of available services.
Many of the primary care access barriers described above,
such as the ability to attend appointments, provider
communication and education, and the availability of
mental health services can begin to be addressed through
models of collaborative care. These models may provide
less stigmatizing services and help to meet a variety of
health and wellness needs under one roof.
Actions by the Ministry of Health to reform and improve
primary care in Ontario, particularly the emphasis on
integration, collaboration, and patient-centered care in
primary care reform are recognized and applauded by the
APC research team. Despite these reforms, people living
with mental health and/or substance use issues continue
to receive inadequate primary care. The results of the
APC research project may provide new information to
policy makers in order to better understand the primary
care needs of this population and suggest reforms which
may address these unmet needs.
Increasing the availability and equity of primary care
services in Ontario to address the needs of people living
with mental health and/or substance use issues may help to
improve preventative and ongoing health care, and result
in better health outcomes for this population. Patients
who are unable to access appropriate primary care see
great costs to their mental and physical health, and these
personal costs may translate into a financial burden to the
health care system. Implementing the suggested reforms
may also result in increased efficiency, sustainability and
effectiveness of primary care services and may have a
positive impact on other governmental departments and
services. As indicated by the landmark Romanow report
(Romanow, 2002), improving coordination, integration,
and collaboration within primary care is fundamental
to cost-effective improvement in both the quality and
efficiency of Canada’s public health care system.
APC data indicate that the reforms suggested above
can help to address a fundamental health care gap for
people living with mental health and/or substance use
issues, and contribute to the health and wellness of this
population, and to the health and resilience of Ontarians
as a whole.
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