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The fundamental need at a health 

systems level



Letôs not forget 

some ñsilosò do

have a function.

It is how things 

move in and 

out of them 

that is 

important. 



With respect to the integration of mental 

health and addictionsé...

The train has clearly left the station!



And the focus of attention 

remains on

Prevention Treatment



Where we have been and what led 

us there?

ÅCanadian Best Practices report, 1999-2001.

ÅAs in other countries that developed similar 

documents, the arguments for better 

integration of mental health and addiction 

services were based largely on the concurrent 

disorder ñissueò and the following rationale 

>>>>>



The logic chain that has been supporting 

ñintegrationò

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

2. Impact of Co-occurring Disorders (CD) is high

3. CD contributes to help-seeking and costs of health and 
social services

4. People with CD have unsatisfactory treatment and 
support experience

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

6. Integrated services are more effective than non-
integrated services

7. System supports are needed for sustainable integrated 
services

8. Administrative and governance mergers are needed for 
some system supports 



Work proceeds on CD but there remain a lot of 

fuzzy edges to our definitions of mental health, 

addictions and co-occurring disorders?

ÅMental health

ïDSM-IV, Severe mental illness

ïLess severe/moderate? Personality disorders?

ïMental health promotion (wellness)?

ÅAddiction

ïDSM IV, dependence and abuse

ïProblem gambling, tobacco, behavioural addiction?

ïModerate-low risk use?

ÅCo-occurring disorders

ïDSM IV (current or lifetime; cross-sectional or longitudinal)

ïFuzzy edges: other addictive disorders, moderate to high risk



Questioning the original logic chain
supporting integration 

1. Just why are we integrating?

2. Just how high is the overlap?

3. Have we adequately considered overlap 

with other health problems/illnesses?

4. How strong is the evidence for integrated 

services?

5. How strong is the evidence for system 

supports including organizational mergers?



Just why are we integrating? 



Integration is about more than co-

occurring disorders 

ÅSome integration efforts in Canada predated the CD 
issue (Manitoba). 

ÅIt remains a matter of speculation what other forces may 
be at play and continue to exert pressure for integration:

ïIncreased efficiency/less management?

ïMore competitive positioning for resources?

ïInter-disciplinary issues of power and world view 
(e.g., medical/non-medical)?

ïLeveling the playing field (e.g., wages, credentialing; 
workforce mobility)?

ïOther factors?   



Just how high is the overlap!
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Mental 
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Overall Mental Health System  (Ontario)
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So in the mental health system it 

depends critically on sub-population

ÅYoung people 16-24

ïInpatient 55%

ïOutpatient 29%

ïCommunity 22%

ÅBy diagnosis

ïInpatient personality disorders 42%

ïInpatient schizophrenia 30%



Have we adequately considered overlap 

with other health problems/illnesses?



Boundaries of integration efforts need to 

be expanded ïespecially to deal with 

physical health problems

ÅCo-occurring health problems high in both MH and 
SUD populations

ÅHealth problems are under-detected and under-
managed

ÅPrimary care is the ñfront lineò for both MH and SUD

ÅMany challenges with access

ÅDiscrimination and stigma are shared challenges

ÅSimilar protocols and models developed for MH and 
primary care and substance use and primary care, 
including screening and brief intervention

ÅPolicy is moving towards more integration with 
primary care ïsome jurisdictions have ñarrivedò at 
this broader playing field



Is our view of the addiction and mental 

health ñsystemsò broad enough?
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Now need a much broader systems 

perspective
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Mental 

Disorders

To help keep things in perspectiveé

Correctional System 

Substance 

Use 

Disorders

80-90%



Is our perspective on ñco-occurring 

disordersò broad enough?



Work proceeds on CD but there remain a lot of 

fuzzy edges to our definitions of mental health, 

addictions and co-occurring disorders?

ÅMental health

ïDSM-IV, Severe mental illness

ïLess severe/moderate? Personality disorders?

ïMental health promotion (wellness)?

ÅAddiction

ïDSM IV, dependence and abuse

ïProblem gambling, tobacco, behavioural addiction?

ïModerate-low risk use?

ÅCo-occurring disorders

ïDSM IV (current or lifetime; cross-sectional or longitudinal)

ïFuzzy edges: other addictive disorders, moderate to high risk


