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Executive Summary
Background and Context
Within Champlain, there is an estimated 287 psychiatrists, or a ratio of 22 full-time equivalents (FTE) per
100,000 residents, which exceeds the Canadian Psychiatric Association’s recommended supply of 15
psychiatrists per 100,000 residents. Champlain appears well resourced, however there are several
challenges that this ratio does not consider. These challenges include, but are not limited to a high
concentration of psychiatry in urban settings; No standardized psychiatric staffing model across
Champlain; A high proportion of psychiatrists close to retirement (46% over age of 60); A shift in the
gender distribution of psychiatrists; And challenges accessing private practice psychiatry in the
community.
The Need for a MH&A HHR Strategy
The necessity of a MH&A HHR strategy is apparent based on the current psychiatric HHR shortage,
distributional challenges, and impending psychiatrist gender imbalance. Current MH&A policies, fee
structures and practices are rooted in acute, episodic care and need to evolve. A MH&A HHR strategy
that focuses on multiple coordinated interventions at the micro, meso and macro levels will support
innovative models of care that address population health needs, which will ultimately have a
transformative impact on the MH&A health care system.
Methodology
This project uses qualitative methodology to elicit information for the Strategy. A literature review in
conjunction with expert interviews informed a draft of all potential recommendations to be included in
the Strategy. An expert planning group selected the top recommendations for further scoping. Scoping
project reviews were completed for each preliminary recommendation and project plans were
presented back to the expert group and to clients and family members for comment and review. The
Strategy was presented to the Champlain Hospital Addictions and Mental Health Program Executive
Steering Committee and received final approval.
Recommendations
Champlain Regional Recruiter
A well-supported recommendation was the creation of a regional recruitment resource. With a shortage
in psychiatrists across Canada, psychiatrist recruitment is a pressing issue. Recruitment is time
consuming and requires dedicated focus to ensure success. A survey of Champlain hospitals providing
MH&A services found that the Chief of Staff or the Chief of Psychiatry completes psychiatrist
recruitment within the Champlain hospitals. This presents challenges, as these individuals not only have
a heavy administrative load, but also maintain clinical responsibilities; therefore, recruitment is often
completed “off the side of their desks”.
The Champlain regional recruiter would be responsible for finding qualified psychiatry candidates,
recruiting them to the Champlain LHIN and then to a specific hospital. To do this, the recruiter would
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build an understanding of the unique HHR status of each hospital across the region, including the
hospitals’ short-, medium-, and long-term recruitment needs.
In addition to their recruitment and retention role, the regional recruiter will also have a project
management role supporting and implementing the four pillars of the MH&A HHR strategy outlined
below. Since psychiatric recruitment and retention are integral to each of these pillars, it is essential to
have someone who is well versed in the HHR challenges found across Champlain to ensure the success
of the strategy’s implementation.
Strategy Pillars
Pillar one looks at how international medical graduates (IMGs) can widen the pool of qualified
psychiatry candidates for practice in Champlain. Projects in this pillar involve the creation of resources
that will support IMGs in their transition to the Canadian healthcare system and to the Champlain
region. The regional recruiter will work closely with Health Force Ontario (HFO) for the recruitment of
IMGs, as HFO possesses an Ontario wide database that lists potential IMG candidates. Additionally, HFO
will help support the licensure and supervisory requirements of IMGs. The College of Physicians and
Surgeons of Ontario (CPSO) will be another close partner of the regional recruiter to create resources
that outline the process of remote clinical supervision, to further support IMGs practicing in rural areas
where there may not be any practicing psychiatrists to fill the supervisory role.
Pillar two involves the integration of MH&A professionals, other than psychiatrists, in emergency
departments (EDs) across Champlain. Using Queensway-Carleton’s Crisis Intervention Services
Registered Nurse (CISRN) model, a model that is already functioning well in the Champlain context,
resources will be created to support CISRN proliferation across the LHIN. The CISRN model decreases the
number of unnecessary psychiatrist consultations, unnecessary MH&A admissions, and 30-day
readmission rate through community services discharge planning. With this model, only those who truly
need to see a psychiatrist will, therefore the CISRN model supports a reduction in psychiatrist burnout
while simultaneously increasing access to MH&A services in the LHIN.
Pillar three aims to build and support MH&A capacity in the Champlain rural region through an injection
of psychiatrists, and the creation of support for rural primary care providers (PCPs) and small rural
hospitals. In addition to the recruitment of IMGs (pillar one) this pillar aims to create an on-call real-time
telepsychiatry resource to support rural small hospitals in the provision of immediate MH&A services.
Finally, a Regional Champlain Project ECHO aimed at building MH&A care capacity in rural ED physicians
and PCPs will be developed and piloted. Project ECHO uses a hub-and-spoke model to connect an expert
hub with spoke participants, facilitating knowledge transfer and supporting MH&A capacity
development in spokes.
Pillar four consists of long-term projects that support a shift towards primary shared care models. This
pillar aims to move away from our current model of MH&A care in acute and tertiary settings, bringing
MH&A care back to the primary care level. This shift will help to ensure timely access to MH&A services
at the right level of care, while simultaneously reducing the workload of the psychiatrist workforce. Pillar
four will support the Increasing Access to Structured Psychotherapy program, to move towards a family
health team model that involves psychiatrists as a consultant to family physicians for the provision of
MH&A care. This consultative relationship will support capacity development at the primary care level,
increasing primary care providers’ ability to care for their patients with MH&A needs.
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Purpose
The purpose of this project is to create a Mental Health and Addictions (MH&A) Health Human
Resources (HHR) Strategy (the Strategy) for the Champlain LHIN (Champlain) to ensure patients have
timely access to the right psychiatric care, in the right place, at the right time. The creation of this
strategy includes the creation of a MH&A Regional Recruitment/Project Management position for
Champlain to facilitate the recruitment and retention of psychiatrists to Champlain, and to facilitate
strategy implementation.

Introduction
The Need for a MH&A HHR Strategy
The necessity of a MH&A HHR strategy is apparent based on the current psychiatric HHR shortage,
distributional challenges, and impending psychiatrist gender imbalance. It is important to note that
there are several systemic changes that need to be addressed to ultimately improve the availability of
psychiatrists in Champlain and across Ontario. One such change is a shift in mindset at the educational
level to improve psychiatry exposure in medical school; increase psychiatry residency spots while
simultaneously reducing residency vacancies; and increase the attractiveness of psychiatry as a specialty
(Ontario Psychiatric Association, 2018). While this is important, it is outside the scope of this project.
The increase in the supply of psychiatrists that will come with the educational shift outlined above,
however, is not the ultimate solution. Research has shown that LHINs with a high supply of psychiatrists
see a decrease in the number of patients followed per psychiatrist and an increase in frequency and
duration of MH&A visits (Kurdyak et al., 2014). What is essential to improve MH&A HHR is an
examination of the optimal use of MH&A HHR to question traditional models of care. Current MH&A
policies, fee structures and practices are rooted in acute, episodic care and need to evolve. A MH&A
HHR strategy that focuses on multiple coordinated interventions at the micro, meso and macro levels
(Nelson et al., 2014) will support innovative models of care that address population health needs, which
will ultimately have a transformative impact on the MH&A health care system. The overarching goal of a
MH&A HHR strategy is to ensure patients have timely access to the right psychiatric care, in the right
place, at the right time.
In addition to the development of the Strategy, the development of a Regional Recruiter position for
psychiatry recruitment in Champlain and Strategy project management will occur. This was a
recommendation that was brought forward early in interviews and has been fast-tracked by request of
the MH&A Executive Steering Committee (ESC) for Champlain.

Background and Context
Champlain has the fourth largest population in the province of Ontario (RWS Advisory, 2012).
Champlain’s overall socio-demographic profile is comparable to Ontario, but differs with respect to
those who identify as a visible minority (14.9% vs 22.8% for Ontario), population density (65.1
people/km2 vs. 13.4 for Ontario), and percent of population with a university degree (32.5% vs 26% for
Ontario) (RWS Advisory, 2012). Additionally Champlain has a large Francophone population (20.2%)
compared to the Ontario population and a large aboriginal population (RWS Advisory, 2012). The
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population of Champlain is expected to grow 12.9%, reaching 1.4 million residents by 2020, with the
largest growth seen in those aged 65 and older (46% growth between 2010 and 2020) (RWS Advisory,
2012).

Current State
MH&A care in Canada is designed to function at the primary, secondary and tertiary care levels. Those
who need specialized care should receive care at the tertiary level, and those who might not need
tertiary level care receive care in the community (primary and secondary levels). In Canada, access from
the primary level to the secondary level is poor (Kurdyak et al., 2014). This becomes problematic in
Ontario because psychiatrist services are the only MH&A services that OHIP will reimburse (Kurdyak et
al., 2014) and psychiatrists and mental health nurse practitioners are the only MH&A professionals who
prescribe psychotropic medications.
In spring 2017, The Federal Government announced a commitment of $5 billion over the next 10 years
to mental health initiatives, with a particular focus on youth and young adults (Government of Canada,
2017). Through Federal funding, Ontario is scheduled to receive $1.9 billion (Bhattacharya, 2018) and
has said they will match this funding for a total $3.8 billion investment (PC Ontario, 2018). This
investment aims to build a comprehensive mental health system in Ontario in effort to reduce
emergency room wait times and provide more timely access to MH&A care (PC Ontario, 2018). Efforts to
increase access to MH&A services includes increasing the availability of clinicians who can provide
MH&A services, such as School Mental Health Workers and Psychotherapists (Office of the Premier,
2018). Additionally, improved access will be facilitated by wellness hubs, community treatment and
affordable and appropriate housing (Office of the Premier, 2018). It is important to note that with a
change in Provincial government, several of these promises are pending.
Within Champlain, there is an estimated 287 psychiatrists (Figure 1) (OPHRDC, 2015) which equates to a
ratio of 22 full-time equivalents (FTE) per 100,000 residents (Figure 2), exceeding the Canadian
Psychiatric Association’s recommended supply of 15 psychiatrists per 100,000 residents (Sargeant et al.,
2010). Approximately 5% of Champlain psychiatrists specialize in Child and Adolescent psychiatry, 3% in
Forensic psychiatry, and 4.5% in Geriatric psychiatry (OPHRDC, 2015). On average, there is 0.07 FTE
psychiatrists per funded bed across Champlain, with the majority of psychiatrists located in urban areas
(Montfort, Queensway Carleton Hospital, The Ottawa Hospital, and The Royal). Champlain appears well
resourced, however there are several challenges that this ratio does not consider.

Identified Challenges
The Champlain Inpatient MH&A Capacity Plan was completed in August 2017 and outlined the following
challenges pertaining to MH&A HHR (OPTIMUS SBR, 2017b):
•
•
•
•
•

High concentration of psychiatry in urban settings, low in rural.
No standardized psychiatric staffing model across Champlain.
A high proportion of psychiatrists in Champlain are nearing retirement age (46% over age of 60).
Access to private practice psychiatry in the community is a challenge.
MH&A professionals identify that they are not working to their full scope of practice due to clinical
resource capacity constraints.
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Figure 1. Number of Psychiatry Specialists by LHIN

(OPTIMUS SBR, 2017a)

Figure 2. Supply of psychiatrists in each Ontario LHIN

(Kurdyak et al., 2014)
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These challenges have the following implications (OPTIMUS SBR, 2017b):
•
•
•
•

The primary access point to outpatient psychiatry resources is through the MH&A tertiary system.
Admissions, patient flow and bed capacity is constrained in rural areas due to limited psychiatry
coverage.
HHR is not optimally used to support patient care.
Lack of patient/family peer supports, which ultimately impact outcomes dependent on the quality
and experience of MH&A care transitions.

Many of the identified challenges and their associated implications result from the poor urban-rural mix
of MH&A HHR. A shortage of psychiatrists is evident in our rural regions, particularly Cornwall and
Pembroke (OPTIMUS SBR, 2017a). Persistent attempts to recruit and retain psychiatrists to these rural
regions have been unsuccessful. This has recently caused significant problems that could result in the
closing a schedule 1 psychiatric facility due to the retirement of the only psychiatrist in the associated
rural region. It is evident that Champlain needs a systematic process for regional distribution of MH&A
HHR.
In addition to challenges with respect to resource distribution, there are inherent gender differences in
the ways females practice psychiatry. According to the Canadian Medical Association (CMA), 47% of our
psychiatrist workforce is female (Canadian Medical Association, 2018). More interesting are the
statistics when age distribution is considered in conjunction to gender: well-practiced, older
psychiatrists are predominantly male, with females representing the majority under the age of 45
(Canadian Medical Association, 2018). This poses challenges, as even though females make up the
majority of psychiatrists under 45, those consistently practicing may be a smaller population due to
reasons such as pregnancy and childcare. This increase in female psychiatrists could be due to the
nature of psychiatry as a profession that comes with a ‘controllable lifestyle’, allowing for such things
like pregnancy and parental responsibilities (Farooq, Lydall, & Bhugra, 2013).
When looking at the breakdown of gender in psychiatry, it is important to consider the differences in
how female and male psychiatrists practice. There is limited empirical evidence on psychiatrists as a
specific population, however there have been studies on the gender practice differences of physicians
with respect to physician empathy and medical communication (Hojat et al., 2002; Roter, Hall, & Aoki,
2002). Hojat et al., (2002) found that average empathy scores were slightly higher for female physicians
(nearly significant). Roter et al., (2002) found that primary care female physicians were more likely to
“engage in significantly more active partnership behaviors, positive talk, psychosocial counseling,
psychosocial question asking, and emotionally focused talk”. In addition to differences in the way
medicine is practiced, there is an apparent difference in caseload between genders. Ontario female
psychiatrists see fewer patients (regardless of age cohort), and male psychiatrists (especially those in the
older age cohort) take on large practice volumes (Kurdyak, Zaheer, Cheng, Rudoler, & Mulsant, 2017).
With an increase in female psychiatrists with small practice volumes, and an impending decrease in
older male psychiatrists with large practice volumes, Ontario is at risk of an overall lower practice
volume which has negative implications for access to care (Kurdyak et al., 2017).
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Best Practices & Jurisdictional Review
A scan of the literature to search for best practices and solutions pertaining to MH&A HHR challenges
was completed. Ovid Medline was the main database utilized. Relevant, known articles were reviewed
for content. Additionally, article reference lists were scanned for further relevant papers.
On a Global scale, Champlain can look to Australia’s Better Access to Psychiatrists, Psychologists and
General Practitioners through the Medicare Benefits Schedule Initiative (Better Access) as one such
model to learn from (Peachey, Hicks, & Adams, 2013). Through Better Access, Australians access insured
MH&A services from an expanded range of MH&A service providers (general practitioners, consulting
psychiatrists, private practice psychologists, occupational therapists and social workers) (Peachey et al.,
2013). Better Access has improved access to MH&A services for those with common disorders; increased
utilization of MH&A services across all socio-economic groups; increased utilization of MH&A services by
those who did not previously access services; and provided good value for money (Peachey et al., 2013).
Closer to home, we can look to the Hamilton Family Heath Team-Mental Health Program (HFHT-MHP)
where mental health counsellors and psychiatrists have been integrated into primary care settings
(Kates, Crustolo, Farrar, & Nikolaou, 2002). Each participating practice has a permanent mental health
counsellor and consulting psychiatrist (Kates et al., 2002). The psychiatrist sees all new patients, and
then refers patients to the counsellor for follow up visits (Kates et al., 2002). The HFHT-MHP model has
increased accessibility to MH&A care, demonstrated strong outcomes for those receiving services, and
has allowed for high satisfaction for both providers and clients (Kates et al., 2002). The HFHT-MHP
model demonstrates how we can better use both psychiatrists and clinicians to provide timely and
accessible MH&A services to clients, and also supports capacity development for the provision of MH&A
services at the primary care provider level.
Within Champlain, steps have been taken to move towards care provision in a similar fashion to Better
Access and HFHT-MHP. The approval for the Increasing Access to Structured Psychotherapy (IASP) is
underway. IASP is a structured program that increases access to cognitive behavioural therapy (CBT)
through a hub and spoke, team-based model, with CBT delivered by a trained psychological therapist
(Rao, n.d.). Approval of this model should improve access to MH&A services within Champlain.

Methodology
This project will use qualitative methodology to elicit information for the strategy. Based on anecdotal
information, choosing psychiatry as a career is inherently personal, therefore data collection informed
by dialogue with key stakeholders is most appropriate to guide the creation of the Strategy. Figure 3
provides a visual depiction of the project methodology. A literature review in conjunction with expert
interviews informed a draft of all potential recommendations to be included in the Strategy. The drafted
recommendations were presented to an expert group of psychiatrists and Champlain administrators in a
planning session (October 18, 2018) for selection of preliminary recommendations to be included in the
Strategy. Scoping project charters were completed for each preliminary recommendation and project
plans were presented back to the expert group for comment and review (November 28, 2018). In
addition to the expert group, clients and family members, and the Pathways Steering Committee 1
Oversight committee consisting of policy and program coordinators, clinical directors, nurse practitioners,
community health care providers, addictions counsellors, etc.

1
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provided input to the scoping project charters. Finally, the strategy was presented to the Champlain
Hospital Addictions and Mental Health Program Executive Steering Committee (ESC) (December 10,
2018) for final approval.
Figure 3. Project Methodology
Step 1: August/September 2018

Step 2: October 18, 2018

Step 3: November 2018

Step 4: December 10, 2018

Expert Interviews
Interviews were completed with psychiatrists and hospital administrators from various practice
locations within Champlain. Interviews took place in the months of August and September 2018.
Interviews followed a semi-structured interview format (Appendix A), and lasted for approximately one
hour. The interview focused on the barriers and facilitators of psychiatrist recruitment and retention,
however, questions were tailored to fit the profile of the expert being interviewed.
The breakdown of interviewees is as follows 2:
•
•
•
•
•
•

Dr. Kathy Gillis – Chief of Psychiatry, The Ottawa Hospital
Dr. Mark Kaluzienski – Psychiatrist, The Ottawa Hospital
Heather Arthur – Vice-President, Patient Services and Chief Nursing Officer, Cornwall
Community Hospital
Christine Penney – Vice-President, Community Program, Cornwall Community Hospital
Dr. David Attwood – Psychiatrist, The Royal
Dr. Valerie Giroux – Chief of Psychiatry, Montfort

Note that the initial focus of the Strategy was the recruitment and retention of psychiatrists to the Champlain
LHIN. As the Strategy grew, we realized that the recommendations the Strategy would cover reached beyond
recruiting and retaining psychiatrists. With that, various MH&A professionals were consulted later in the process.

2
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•
•
•
•

Dr. Kathy Pajer – Chair of Psychiatry, Children’s Hospital of Eastern Ontario; Chair of Psychiatry,
University of Ottawa
Dr. Chantal Whelan – Psychiatrist, Carlington Community Health Centre
Dr. Jim Lazowski – Psychiatrist, Kanata Private Practice
Dr. Helen Ward – Psychiatrist, Private Practice and community agency consultant

In addition to physicians and administrators from Champlain, interviews were conducted with:
•
•
•
•

Dr. David Rudoler – Assistant Professor, Faculty of Health Sciences, University of Ontario
Institute of Technology
Hedi Cameron – Regional Manager of Recruitment, CanAm Physician Recruiting Inc.
Joey McColeman – Program Manager, Postgraduate Education, Northern Ontario School of
Medicine
Dr. John Heintzman – Chief of Psychiatry, Grand River Hospital

Expert Group Planning Discussion
Recommendations for the Strategy were drafted based on information gathered from the literature and
from expert interviews (for a full list of proposed recommendations see Appendix B). David Hesidence
(The Royal and Pathways), Alice Hutton (Pathways), and Meghan Perkins (The Royal) co-facilitated the
expert group planning discussion. Dr. Andrew Falconer (Chief of Staff, Queensway Carleton Hospital)
acted as panel moderator and Kevin Barclay (Champlain LHIN) assisted in break out session moderation.
Meeting attendees were composed of hospital and community psychiatrists, MH&A administrators,
hospital administrators, and university academics. Meeting attendees represented the following
institutions:
•
•
•
•
•
•
•
•
•
•
•

Champlain LHIN
Cornwall Community Hospital
Hawkesbury General Hospital
Health Force Ontario
Hôpital Montfort
Champlain Pathways to Better Care
Queensway-Carleton Hospital
The Royal Ottawa Mental Health Care Group
The Ottawa Hospital
University of Ontario Institute of Technology
Private practice psychiatry

The objectives of the planning discussion were:
1.
2.
3.
4.
5.

Select the top MH&A HHR solutions to pursue in Champlain.
Discuss and analyze a Regional Recruitment solution.
Uncover any missed opportunities/solutions.
Solicit interest in individuals who would like to act as consultative Champions for each solution.
Set the stage for scoping out a shortlist of selected solutions.
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Planning Discussion Structure and Results
Meeting attendees were presented with an overview of the project methodology depicted in Figure 3. A
brief summary of the literature and best practices review and the expert interviews was provided to
inform meeting attendees on how we arrived at the set of ten condensed recommendations. Group
members completed a two-step voting process using the multi-voting process and PICK chart sorting
process to narrow down prospective solutions. Voting was completed through Mentimeter, an online,
real-time data collection and display tool.
For the multi-voting exercise, attendees voted for their top five preferential solutions. The
recommendation with the most votes was “Build and support rural capacity”. There were ties for second
and third most popular solutions (Figure 4); therefore, the top five solutions were entered into the PICK
chart (Figure 5). A PICK chart guides project selection based on the amount of effort required and the
impact of the project. Attendees rated the top five solutions on effort and impact, which further
differentiated the solutions and allowed us to select the top four recommendations to form the topics
for breakout sessions. We hoped that some recommendations would fall into the “Implement” corner of
the PICK chart (high impact, low effort), however all recommendations fell into the “Challenge” corner
(high impact, high effort). Seeing all solutions fall into the “Challenge” corner served as a reminder for
participants of the importance of each potential solution, and the challenges that will be faced on the
road to implementation. To select our final top indicators, we considered the results of the multi-voting
exercise as well as the PICK chart results. The final recommendations were selected because they were
ranked highly during the multi-vote exercise, or because they had the highest impact, with the lowest
effort amongst the top five recommendations.
Figure 4. Multi-voting results

Multi-voting

1

Alternate payment models

2

Psychiatrist as consultant model

3

12

4

Integrate other MH&A professionals working
at full-scope of practice within the larger
system of care
Build and support rural capacity

10

5

Consider medical education reform

6

Foster relationships with the medical schools
from Queen's, McGill and the University of
Ottawa
Recruit IMGs and facilitate supervision &
licensing
Encourage multi-setting practice

Number of Votes

14

8
6

7

4

8

2
0

9
1

2

3

4

5

6

7

8

9

10

10

Recommendation

Increase capacity and integration of other
MH&A professionals and nursing support in
the ED
Hire nurse practitioners with MH&A training
*Note – Orange bars were selected for PICK
chart use
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Figure 5. PICK Chart results

1

Psychiatrist as consultant model

2
3

Integrate other MH&A professionals working at full-scope of practice
within the larger system of care
Build and support rural capacity

4

Recruit IMGs and facilitate supervision & licensing

5

Increase capacity and integration of other MH&A professionals and
nursing support in the ED
*Note – unfortunately, MentiMeter does not allow you to keep the same
number label from a previous question, which is why the number labels on
the Multi-voting table and PICK chart do not align.
**Bolded recommendations were selected for breakout session discussion.

Breakout Sessions
Meghan Perkins, David Hesidence, Alice Hutton, and Kevin Barclay facilitated the breakout sessions.
Meeting attendees participating remotely made up one breakout session. In person attendees were
permitted to choose the breakout session they wished to participate in. Breakout sessions lasted 15
minutes 3, and discussion centred on enablers, barriers, and opportunities to each recommendation.
Each session was summarized at the close of the planning meeting to ensure knowledge was shared
between groups (Appendix C).
Breakout sessions focussed on the following solutions:
1. Psychiatrist as consultant model
As there is a shortage of psychiatrists across the country, moving towards a psychiatrist as consultant
model allows for better resource allocation of the scarce number of psychiatrists in Champlain. A
consultant model was recognized as challenging from our breakout sessions, but not impossible. Shifting
towards a consultant model of care would involve the development of care teams with multiple MH&A
care disciplines who provide patient care under the supervision of a psychiatrist where the psychiatrists
is consulted as necessary.
2. Build and support rural capacity
The ultimate goal of building and supporting rural capacity is to increase the recruitment and retention
of psychiatrists to the rural regions of Champlain. This includes, but is not limited to, remote clinical
direction, supervision and continuing education via OTN; Increasing infrastructure around rural
psychiatrists to help support their challenging and work-intensive roles; Encouraging recruitment of

Breakout sessions were supposed to be 30 minutes in length however technical difficulties shortened our
meeting time.

3
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students from rural areas into medical schools; Working with communities to offer compelling
assignments for new psychiatrists.
3. Recruit IMGs and facilitate supervision and licensing
From the meeting, we learned that Health Force Ontario (HFO) has a database that has information on
current IMG graduates who are living and working in Ontario (not as a physician). Recruiting IMGs
increases the pool of qualified leads and psychiatrist candidates to help combat the psychiatrist
shortage in Champlain. Meeting attendees agree that the Regional Recruitment Resource could take this
on.
4. Integrate other MH&A professionals working at full-scope of practice (in the ED but also
elsewhere) 4
The creation of integrated MH&A teams allows for wider and more rapid access to MH&A services.
Models that incorporate additional MH&A professionals into the triaging process can help ensure
patients see the appropriate care provider, as not all patients require the services of a psychiatrist. This
will reduce psychiatrist burnout.
Meeting attendees were invited to provide additional recommendations that were not included in the
set of ten recommendations presented during the meeting. An additional recommendation brought
forward was MH&A capacity building in general practitioners (GPs). This included the concept of a one
year applied training program for GPs to help them specialize in psychiatric care ability, with a particular
focus on addictions. As many of the psychiatrists we spoke with indicated that they see several patients
who do not require a psychiatrist’s care, the aim of this recommendation is to increase the MH&A
capacity within primary care, supporting MH&A capacity at the GP level to increase first line access for
MH&A services.
Based on voting and breakout sessions, meeting attendees of the planning discussion selected five
pillars to guide projects under the Strategy and unanimously agreed on the need for a regional
recruitment resource to lead regional recruitment initiatives and to oversee and manage the Strategy
(Figure 6, see page 11).

The MH&A HHR Strategy
Pillar Scoping – Format and Methodology
Each Pillar was scoped to search for best practices and project recommendations. Scoping reviews were
formatted into draft ‘mini project charters’ that contained similar components. Each mini project
charter contained:

This recommendation resulted from a combination of two of the initial recommendations selected from the
multi-voting and PICK chart exercises: “Increase the capacity and integration of other MH&A professionals and
nursing support in the emergency department” and “Integrate other MH&A professionals working at full-scope of
practice within the larger system of care”.
4
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•
•
•
•
•

Statement of need and evidence of
support
Jurisdictional scan/best practices review
Pillar goal(s)
Project recommendations and high level
objectives
Project supports and facilitators

•
•
•
•
•
•
•

Models
Scope
Operations/implementation plan
Project team
Key stakeholders
Assumptions and constraints
Project risks

Figure 6. Original Strategy Pillars

A scan of the literature was done to complete the statement of need/evidence of support and the
jurisdictional scan/best practices review for each individual charter. Ovid Medline was the main
database consulted. Particular emphasis was placed on solutions or models implemented in other
Commonwealth countries, such as the United Kingdom and Australia, due to the similar nature of our
health care systems. Models from the United States were also considered.
Based on pillar scoping, the ‘psychiatrist as consultant model’ and ‘build primary care capacity’ pillars
were consolidated as recommendations and projects under both pillars were similar and conducive to
both pillars’ goals (Figure 7). Additionally, we decided to focus on the integration of other MH&A
professionals in the ED only as opposed to integration across the hospital as a starting point. As depicted
by Figure 7, the Strategy and its pillars are supported by the Regional Recruitment resource that will act
not only as a recruiter, but also as a project manager to move the Strategy forward.
Pillar project plans were reviewed with Strategy stakeholders (Step 3 outlined in Figure 3), including the
expert attendees from the planning discussion (October 18, 2018), Pathways Steering Committee
members, and MH&A client and family members from across the Champlain LHIN. The main purpose of
the Pathways Steering Committee is to provide oversight and direction regarding how a project should
be completed. Questions regarding each project plan were structured to utilize the unique experiences
of the Steering Committee members.
We intended to hold a meeting of clients and family members, but due to time constraints we sought
feedback on project plans through an electronic survey. Clients and family members were generally
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supportive of all project pillars and many survey respondents understood the scarcity of psychiatric
resources and were therefore willing and open to receive alternate forms of care.
Figure 7. Amended Strategy Pillars

Recommendations
The following recommendations received approval from the Champlain Hospital Addictions and Mental
Health Program ESC that approves all regional level MH&A programs implemented in Champlain 5.
Regional Recruitment Resource and Strategy Project Manager
A well-supported recommendation that presented in almost all expert interviews was the creation of a
Regional Recruitment resource. With a shortage in psychiatrists across Canada, recruitment of
psychiatrists is a pressing issue. Recruitment is time consuming and requires dedicated focus to ensure
success. A survey of Champlain hospitals providing MH&A services found that the Chief of Staff or the
Chief of Psychiatry completes psychiatrist recruitment within the Champlain hospitals. This presents
challenges, as these individuals not only have a heavy administrative load, but also maintain clinical
responsibilities; therefore, recruitment is often completed “off the side of their desks”.
The Champlain regional recruiter would be responsible for finding qualified psychiatry candidates
(Canadian graduates, IMGs, experienced psychiatrists, etc.), recruiting them to the Champlain LHIN and
then to a specific hospital. To do this, the recruiter would build and understanding of the unique HHR
status of each hospital across the region, including the hospitals’ short-, medium-, and long-term
recruitment needs. The regional recruiter would interview candidates interested in the Champlain
region. During initial screening interviews, the regional recruiter would get to know the candidates
individual interests and job needs. This includes, but is not limited to, learning of the needs of the
Full charters are included in Appendices D-I. Additional information includes Key Stakeholders,
Assumptions and Constraints, and Project Risks.
5
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candidate’s family (i.e. does the spouse need a job? Do they have school-aged children?), what the
candidate hopes to gain from the practice setting they could work in (i.e. work-life balance, multi-setting
practice, etc.), the candidate’s unique qualifications (i.e. psychiatry specialty, language ability, etc.), and
much more. The recruiter would also be responsible for the provision of information about the
Champlain region (i.e. the benefits of living in the region, activities to do, resources available, etc.).
The recruiter can also assist with licensing, obtaining supervision (in the case of IMGs) and supporting
selected candidates and families as they settle. The recruiter will build relationships with HFO and the
College of Physicians and Surgeons Ontario (CPSO), working closely with both organizations to ensure
licensing occurs in a timely fashion. The regional recruiter would act as a clearinghouse to settled
candidates on an ongoing basis to ensure they stay connected to the larger system of care. They will do
this by ensuring new psychiatrists are aware of knowledge exchange and education resources, the work
of regional planning tables as well as opportunities for research.
Upon securing a potential candidate’s interest to the region, the regional recruiter will advise the Chiefs
of Psychiatry planning table. The regional recruiter will present the prospective candidates and the
proposed hospitals to receive the new recruits. The steering committee will approve or request
amendments to the regional recruiter’s proposals (Figure 8).
Figure 8. Regional recruiting process
Potential
candidates
identified

Regional Recruiter
presents
candidates to
Chiefs of Psychiatry

Candidates vetted
by Regional
Recruiter

Candidates hired at
specific hospitals

After hiring new candidates, the regional recruiter would be responsible for retention activities within
the LHIN. They would remain a constant point of contact for each new recruit to ensure the unique
needs of each individual are being met. To further support retention, the regional recruiter must be
knowledgeable of the changing HHR needs across Champlain to ensure the LHIN is meeting retention
needs. To do this, they will foster relationships with each hospital to gain a deep understanding of the
respective HR plans. Having an internal regional recruiter perform retention initiatives will ensure the
creation of a strong rapport between both the recruiter and the new recruits, and the recruiter and the
Champlain hospitals.
This position would be a part of the Pathways to Better Care Group and would be supported by the
People and Culture Regional Program Working Group outlined by the Champlain LHIN Inpatient Mental
Health Capacity Plan (Final Report) as it comes into play (Figure 9). As further support, for the first year
of existence the regional recruiter will work in tandem with a contracted professional recruitment firm.
This relationship will support the regional recruiter in developing a strong understanding of recruitment
processes and will allow for a well-structured lead on new recruits to start the regional recruitment
process.
In addition to their recruitment and retention role, supported by the larger Pathways team, the regional
recruiter will also have a project management role supporting and implementing the four pillars of the
MH&A HHR strategy. Since psychiatric recruitment and retention are integral to each of these pillars, it
will be essential to have someone who is living and experiencing the HHR challenges found across
Champlain.
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Figure 9. Regional Program Governance Structure
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Recruitment of IMGs
Pillar Goal
The main goal of this pillar is to utilize International Medical Graduates (IMGs) to fill notable gaps in
psychiatry care in Champlain. IMGs represent an untapped resource for Champlain, therefore
supporting potential IMG candidates, whether they are emigrating from another country, or are already
here in Champlain, with their licensure and administrative needs will serve to benefit Champlain as a
whole. Additionally, this could help our rural regions by increasing the number of psychiatrists available
to these communities by approaching the use of IMGs as noted in the Project Recommendations and
High Level Objectives outlined below.
Project Recommendations and High Level Objectives
1. Use IMG psychiatrists to fill the gaps in psychiatry care in Champlain’s rural communities.
1.1. Identify potential supervisors in rural locations. If none available, initiate process of remote
supervision through CPSO.
1.2. Identify IMG candidates to fill these roles.
2. Creation of resources to support the process of remote clinical supervision of IMGs. Liaise with CPSO
to determine requirements of remote supervision and the process to secure remote supervision.
2.1. Liaise with rural hospitals to determine their capacity to support remote supervision.
3. Creation of a Champlain specific program to support IMGs in their transition to the Canadian
system, and the Champlain specific system.
3.1. Use Kehoe’s (2016) framework (Figure 10) to draft a program to support IMGs during their
transition.
3.2. Liaise with University of Ottawa to inquire about their involvement in this potential program.
3.3. Creation of different variations of the program to support those who practice in urban-acute,
rural-acute, community and tertiary level facilities.
Project Supports and Facilitators
The Regional Recruitment resource will help facilitate this pillar through the recruitment of IMGs. HFO
IMG database will support the Regional Recruiter’s attempts to find IMG psychiatrists living and working
in Champlain in other professions, and IMG psychiatrists looking to immigrate to Canada.
Model(s)
As part of the strategy to bring more psychiatrists into the Champlain region, the Regional Recruiter will
utilize HFO’s IMG database to assess current IMG psychiatrists living in Ontario. Currently, 17 known
IMG psychiatrists are living in Ontario and are not practicing. As a first attempt to recruit IMG
psychiatrists, we will review their qualifications and invite selected candidates for an interview. This
interview panel will be composed of the Regional Recruiter, a Champlain psychiatrist, Schedule 1
hospital administrators/Chief of psychiatry, and clients and family members. Based on candidates’
unique needs and qualifications, certain Champlain hospitals will be selected for potential employment.
Candidates will be presented to the hospital, and the hospital will be presented to the candidate. The
Regional Recruiter will also help facilitate the supervisory relationship and licensure to ensure the
necessary requirements are satisfied (Figure 11).
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In addition to looking at those who are in Ontario, provincial/territorial scans for potential IMG
candidates will occur. Finally, the regional recruiter will also look internationally to find IMG
psychiatrists 6.
Figure 10. Kehoe’s (2016) Refined programme theory illustrating IMG transitions (Kehoe et al., 2016)

Figure 11. IMG recruitment process
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Note that IMGs should not be considered the only pool of candidates the Regional Recruiter will focus on, but
rather an additional source of potential qualified leads to bolster recruitment efforts.

6
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Integration of other MH&A Professionals in the Emergency Department
Pillar Goal
The main goal of this pillar is to integrate MH&A providers, other than psychiatrists, into the Emergency
Department (ED) to increase access to care for patients presenting to the ED, and to minimize the
number of unnecessary MH&A admissions, which will ultimately reduce psychiatrist burnout. To do this,
this pillar proposes the adoption of Crisis Intervention Services Registered Nurse (CISRN) model
employed by Queensway Carleton Hospital (QCH).
Project Recommendations and High Level Objectives
1. Adoption of the CISRN model in EDs across Champlain
1.1. Formalize and document the CISRN model.
1.2. Provide guidance and support to hospitals implementing CISRN(s).
1.3. Facilitate training of CISRN(s) and/or champions at each hospital to move the model forward.
1.4. Create and provide an evaluation framework to assess and evaluate CISRN implementation.
Project Supports and Facilitators
Upfront support will be required from QCH administration to provide Pathways with the necessary
information regarding the CISRN model to move the CISRN model forward. Additionally, the projects in
the Shared Primary Care pillar support and augment this pillar through an increase in community
resources to ensure that clients do not begin to use the ED as the primary route to receive MH&A care.
Model(s)
The visual model found below (Figure 12) outlines the CISRN model QCH implements in their ED. In this
model, nurses are staff of the MH unit and act as consultants to the ED, but are typically co-located
within or just outside of the ED. CISRNs work 12-hour shifts from 07:00 to 19:00, seven days a week.
Sessions with patients typically take one hour, with the last session starting no later than 17:00 to
ensure time for paperwork. All patients who interact with a CISRN receive a discharge plan that outlines
community resources they can use, including a referral to their family physician or QCH’s MH&A
outpatient services.
It is suggested that the first few months of implementation consist of touring the local area to build
strong and meaningful relationships with community resources (e.g. CMHA, community centres,
missions, etc.). Establishing relationships with community agencies sets expectations upfront and
provides the nurses an opportunity to gather specific contacts within the organizations. Additionally, it is
integral that the MH&A unit and the ED unit work together with support from Senior Management (top
down approach) to support the shift from psychiatrist as consultant, to CISRN as primary ED consultant.
This model has proven beneficial for QCH, helping to reduce the number of psychiatrist consultations,
unnecessary admissions, and 30-day readmission rate (Queensway-Carleton Hospital, 2017).
Additionally, it helps provides timely access to MH&A services for patients entering the ED, and ensures
patients are discharged home with appropriate follow up plans (i.e. referrals, appointments with a
psychiatrist or family physician, etc.).
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Figure 12. Visual model of CISRN flow in the ED
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It is important to note that this initiative will be implemented on a hospital-by-hospital basis; therefore,
the costs and personnel required will differ depending on the unique needs of each hospital. As the
CISRNs deal mostly with ED physicians, a version of this initiative can be supported in the rural setting
with minor modifications, such as the use of telemedicine to support the psychiatric consultation needs
as necessary.
The CISRN position could be filled through external hiring, or could be created through an internal shift
in MH&A or ED professional already providing services within the hospital. A key consideration when
hiring for this role is ‘fit’. Ensuring an RN with strong relationship building and maintenance skills fills the
position is key to ensure efficient care provision across an integrated team of health care professionals.
It is suggested that successful candidates have their Canadian Nurses Association Certificate in
Psychiatric and Mental Health Nursing, in addition to several years of experience in the MH&A field.
Build and Support Rural Capacity
Pillar Goal
The main goal of this pillar is to build and support MH&A capacity in the Champlain rural region through
an injection of psychiatrists, and the creation of support for primary care providers (PCPs), ED physicians
in small hospitals, and other health care providers.
Project Recommendations and High Level Objectives
1. Use IMG psychiatrists to fill the gaps in psychiatry care in Champlain’s rural communities.
1.1. Identify potential supervisors in rural locations. If none available, initiate process of remote
supervision through CPSO.
1.2. Identify candidates to fill these roles.
1.3. Liaise with CPSO to outline the processes required for remote supervision, if necessary.
1.4. Add task to Regional Recruiter’s mandate.
2. Creation of an on-call/on-duty real-time telepsychiatry resource to support rural small hospitals in
the provision of immediate, quick access to psychiatric care.
2.1. Proposed models:
2.1.1.CritiCall facilitated rotating on-call telepsychiatry schedule with Ottawa hospitals
supporting rural hospitals
2.1.2.Call schedule between CritiCall partner hospitals with urban hospitals supporting rural
hospitals
2.1.3.On-duty contract service that individual psychiatrists can opt into and participate in on
their own time outside of their respective hospitals
2.2. Liaise with CritiCall to inquire about feasibility and interest.
2.3. Draft a proposal outlining the model by which this on-call schedule will roll out.
Project Supports and Facilitators
The Rural Champlain Regional Project Extension for Community Healthcare Outcomes (ECHO) will
support this project and will act as a facilitator to support capacity building within Champlain small rural
hospitals and Champlain rural MH&A providers. Additionally, the IMG pillar of the MH&A HHR strategy
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supports this pillar through the recruitment of IMGs. Finally, the Regional Recruitment position will
assist in rural capacity building through recruitment of IMGs.
Model(s)
CritiCall Facilitated Rotating On-Call Telepsychiatry Schedule
CritiCall supports access and delivery of urgent and emergent care within Ontario and is currently used
to facilitate MH&A bed capacity and patient transfers within Champlain. CritiCall is integral to MH&A
surge capacity across Champlain and is accessed daily by hospitals. Champlain small hospitals with
limited ability to provide MH&A services are partnered with large, schedule one facilities located in
Ottawa. For example, Deep River is partnered with The Ottawa Hospital Civic Campus. When a patient
presents in the ED in Deep River, they should be sent to the Civic Campus for care if Deep River does not
have the capacity to provide adequate services. Based on visits to the small hospitals, challenges with
respect to the provision of MH&A care were brought to light (e.g. no transfers in the evening, challenges
with staffing levels over night, little to no MH&A professionals available to patients, etc.). The creation
of an on-call telepsychiatry schedule aims to tap into the already existing relationships between small
rural hospitals and their partnered schedule one facility, the relationship Champlain has with CritiCall,
and the schedule one psychiatry on-call schedules that are already in place to resolve challenges around
the provision of MH&A care in Champlain rural small hospitals.
Schedule 1 hospitals in Ottawa 7 and The Royal would provide on-call telepsychiatry services to providers
in Champlain small rural hospitals on a weekly rotating schedule. A weekly rotating schedule spreads the
addition of responsibility across the region; therefore no single schedule 1 facility is burdened with the
sole responsibility of providing on-call telepsychiatry services to the small hospitals. No new on-call
schedule would be created; rather the small rural hospitals would tag onto the on-call schedules of
schedule 1 facilities that are already in place. CritiCall would act as the on-call telepsychiatry facilitator.
When small hospitals require a MH&A consultation, they would contact CritiCall. CritiCall would identify
the on-call schedule 1 facility and would contact them to inform them of the need for consultation. The
schedule 1 facility on-call would have a window of time (e.g. 60 minutes) to reach out to the small
hospital to provide their telepsychiatry consultation (Figure 13).
Figure 13. CritiCall facilitated on-call schedule flow

7

General, Civic, Queensway-Carleton, Montfort
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CritiCall Partner Hospitals On-Call Telepsychiatry Schedule
This model follows a similar process as the model outlined above. Instead of the Ottawa area urban
hospitals supporting the rural small hospitals on a rotating basis, CritiCall partner organizations would
create their own on-call telepsychiatry schedule that involves support from the Ottawa partner hospital
to their associated partner small hospital(s). This model supports relationship building with already
established partners, which could further strengthen ties to support timely access to MH&A across the
LHIN.
On-Duty Contract Service
This model involves the creation of a contract service that psychiatrists could opt to participate in, in
addition to their duties at their respective organizations. Psychiatrists would be compensated for their
time, and would be tasked with providing urgent, timely consultations to ED physicians in rural
hospitals. This model ensures that those who do not want to participate in additional on-call duties are
not required to, allowing those who truly want to provide this care to do so. Additionally, it does not
place any added burden on the schedule 1 hospitals, and helps support capacity building in the rural
setting.
Implementing an on-call/on-duty telepsychiatry model to support Champlain rural small hospitals will
support small hospitals’ ability to provide basic, well-supported psychiatric care to patients presenting in
the ED. This is important because it allows patients to receive adequate health care in their
hospital/location of choice (often keeping them closer to home) and helps build capacity in our rural
small hospital practitioners (psychiatrists, general practitioners, hospitalists, nurses, etc.). If adopted,
this approach exemplifies a truly regional approach to the delivery of MH&A care in Champlain.
It is important to note that an on-call telepsychiatry model does not replace standard of care, and does
not replace actions related to Form 1 status. The development of a care pathway outlining appropriate
use of the on-call telepsychiatry resource will be developed.
Regional Project ECHO
Project ECHO was created by The University of New Mexico Health Sciences Center to deliver specialty
care to patients with hepatitis C in the State of New Mexico (Arora et al., 2013). ECHOs are diseasespecific learning networks that typically meet weekly via videoconference. Each ECHO consists of an
expert ‘hub’ and PCP ‘spokes’ participating across often several hundreds of kilometers (Arora et al.,
2013). The expert hub does not assume care of the patients discussed during the ECHO, but rather
supports a guided practice model in which the PCP retains responsibility for managing the patient (Arora
et al., 2013).
ECHOs provide learning opportunities for PCPs through three main routes (Arora et al., 2013):
1. Care co-management of patients through case-based learning from experts, which allows the
PCP an opportunity to develop content knowledge and self-efficacy.
2. Peer learning through weekly interaction and shared decision making in case management with
other participating PCP spokes.
3. Brief didactic presentations that ECHO specialists make during the weekly conferences.
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On a global scale, ECHO is operating in more than 18 countries and has the goal of touching 1 billion
lives by 2025 (Project ECHO, 2017). Within Canada, there are two provinces providing ECHO
opportunities—one of which is Ontario. There are two MH&A ECHO hubs in Ontario. The adult focused
MH&A ECHO is housed in the Centre for Addiction and Mental Health (CAMH) in Toronto, and the child
and youth focused MH&A ECHO is housed in the Children’s Hospital of Eastern Ontario (CHEO). Both the
CAMH and CHEO led Project ECHOs are well attended and act as a great resource for MH&A providers
across Ontario. A challenge, however, with the provincial scope of these ECHO sessions is the inability to
provide navigation support to each case presenter because participants are located across Ontario.
A regional rural ECHO would follow the same hub and spoke model as a traditional ECHO. An existing
ECHO program 8 would ideally house and facilitate the expert hub for at least the first iteration of the
regional ECHO. If this is not possible, a Champlain organization could also house and facilitate the
program. Spoke participants would be composed of members from small rural Champlain hospitals, as
well as rural PCPs from across rural Champlain.
This ECHO should be considered a pilot ECHO that could be scaled up to include Champlain as an entire
region. Traditional ECHOs last upwards of 10 months, starting in September and ending in June,
however this ECHO would last for approximately 12 sessions, or approximately 3 months. Sessions
would occur weekly and last from 1.5-2 hours in length. ECHO sessions are accredited and count
towards Continuing Medical Education (CME) credits, so long as the participants attend 60% of the
sessions 9.
During the sessions, an expert within the hub will present on a selected MH&A topic. Traditional ECHOs
have one presentation per session, however to maximize learnings from the initial 12 sessions, the
opportunity to present two topics via mini presentations is being considered. To ensure relevant topics
are covered, an existing MH&A ECHO program will be used to generate topic ideas, and participants of
the rural regional ECHO will be surveyed prior to the ECHOs commencement to narrow down what
topics will be covered in the 12 sessions. Additionally, psychiatrists practicing in acute, urban settings
will be surveyed to determine where there are gaps in rural care from the acute perspective. The
curriculum will largely focus on how rural providers can treat and stabilize a patient when they present
to the ED/their office, (i.e. how do I treat someone who is threatening suicide? How do I treat someone
who is experiencing a psychotic episode?) and then how providers can help said patient access the next
level of care they require.
After the expert presentations, each week a spoke member will have the opportunity to prepare and
present a factual case to the ECHO group. The ECHO group will have an opportunity to ask questions and
provide recommendations on the care of the patient. They key component of a rural Champlain regional
ECHO that makes is much more valuable than a traditional ECHO is the ability to incorporate a
navigation component within the weekly ECHO sessions. Hub and spoke members would be able to
share their knowledge of relevant resources, services and supports found locally that would support the
provision of relevant care based on the unique populations and health care resources found within rural
Champlain.

8
9

i.e. CAMH
This is an ECHO standard.
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Primary Shared Care Models
Pillar Goal
The main goal of this pillar is to support an increase in capacity for the provision of MH&A care at the
primary care level to support a change in the model of psychiatric care through a shift in the majority of
care provision from the acute and tertiary levels to the primary care level. This shift will help to ensure
timely access to MH&A services at the right level of care, while simultaneously reducing the workload of
the psychiatrist workforce as the psychiatrist will assume a consultant role, rather than primary care
provider role.
Project Recommendations and High Level Objectives
1. Work with the Champlain IASP team to support the implementation and rollout of the IASP program
across Champlain to shift MH&A care delivery towards a psychologist/psychiatrist as consultant
model.
1.1. Understand the short-, medium-, and long-term plans for Champlain IASP.
1.2. Support the creation and implementation of a Champlain Regional MH&A Coordinated Access
point.
1.3. Support the addition of partnerships with more Family Health Teams (FHTs) and physically colocate MH&A IASP therapists within the FHTs.
1.4. Strategic mapping of MH&A care providing organizations to determine potential organizations
for involvement.
Project Supports and Facilitators
The Regional Champlain rural ECHO will facilitate the projects under this pillar and will support
knowledge transfer and capacity building in primary care providers. Additionally, the Champlain IASP
program will act as the shared care model to facilitate the shift in the provision of MH&A care.
Model(s)
The Current IASP Model
IASP consists of individual and group structured psychotherapy services delivered in-person or using
telemedicine in community settings. The Royal has partnered with several MH&A service providers 10 to
deliver services across Champlain. Clients must be referred to IASP by their family doctor, nurse
practitioner or psychiatrist. Once enrolled, they receive up to 12 sessions of disorder-specific Cognitive
Behavioural Therapy.

10

Family Services Ottawa, Hawkesbury and District General Hospital, Akausivik Inuit Family Health Team, Canadian
Mental health Association-Ottawa, Pembroke Regional Hospital, Cornwall Community Hospital, Montfort
Academic Family Health Team/Prescott-Russell Community Mental health Centre, and Lanark Renfrew Health and
Community Services
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Integration of Learnings from the Hamilton FHT-MHP Model
Recently, the Champlain IASP program has received approval from the Provincial System Support
Program to develop a model and implementation plan of centralized access for mood and anxiety
services within the Champlain LHIN (Corace, 2018). As we know from the Hamilton FHT-MHP Model
(discussed in the literature review), a centralized coordinating group is essential to implement stepped
care and to ensure smooth functioning of the program (Kates, McPherson-Doe, & George, 2011). The
opportunity to integrate the learnings of the Hamilton FHT-MHP model with respect to centralized
coordination should be considered with the creation and implementation of the Champlain regional
MH&A coordinated access point. While the central management team of the Hamilton FHT-MHP model
coordinates the activities and staff in the practices, the potential to merge staff coordination with
centralized patient intake/access across Champlain provides a linked picture of the Champlain MH&A
supply (MH&A care providers) and demand (Champlain clients seeking MH&A care).
Additionally, different MH&A care providers and organizations are included in the IASP program in each
successive year as the program rolls out across Champlain. Moving towards co-location of MH&A
therapists in more FHTs and attaching psychiatrists and/or psychologists in a supervisory role with
minimal monthly consulting duties to specific FHT (similar to the Hamilton FHT-MHP model) should be
considered as the IASP program grows and expands.
Key Components
The Hamilton FHT-MHP model provides but one additional model to approach primary shared care in
the delivery of MH&A care. The key component with the shift away from psychiatrists providing longterm, chronic care, to primary care providers providing long-term MH&A care requires true collaborative
shared care. Models, such as the Hamilton FHT-MHP support the development of capacity for the care
of MH&A services by primary care providers. An increase in capacity in primary care facilitates the
ultimate goal of returning clients back to the care of their primary care provider once client care
requirements dip below the threshold of care provided by a MH&A counsellor or psychiatrist.
Additionally, the label of most responsible provider (MRP) remains with the primary care provider
during times of client consultation. This allows psychiatrists to consult on client files when requested by
the primary care provider, without the liability of taking the client on as their own.

Strategy Timelines
The first step in implementing the Strategy involves hiring the Champlain Regional Recruiter and drafting
a request for proposal to secure a contract recruitment firm. As there are a few hospitals in a current
state of psychiatric HHR crises, attempts to recruit to these hospitals with the support of the contracted
firm will be prioritized. The regional recruiter position will be filled in January 2019, with the contract
firm selected February 2019. After securing the contracted firm, the regional recruiter and contract firm
will partner with HFO in their scan of IMGs working in Ontario, using their IMG database.
The Regional Project ECHO development is underway with early planning meetings scheduled in January
2019. Figure 14 details major milestones to occur between initial planning meetings in January and the
anticipated launch date of the ECHO sessions in September 2019.
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The creation of resources for CISRN proliferation will commence in the summer of 2019. Initial steps
include connecting with QCH to operationalize the CISRN model and securing two pilot hospitals in
Champlain, one urban and one rural, to form the test case for a region wide CISRN model. We aim to
evaluate the pilot CISRN projects in the fall of 2019.
Figure 14. Project ECHO Implementation Plan:
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Timelines for the creation of an on-call telepsychiatry resource depend on the model selected. If
Champlain is in favour of leveraging CritiCall partner hospitals, hospitals groupings will implement this
on their own time. We aim to select which model to move forward with by June 2019, with the creation
of supporting documents and resources available to the hospitals by Fall 2019.
Finally, as the Primary Shared Care Model pillar is meant to be long term, it is still too early to draft
fulsome timelines. The first step towards shared care models functioning in Champlain involves
recruiting a FHT to participate in a pilot project. The aim of the pilot is to provide data and evaluate the
proposed shared care model in the Champlain context. Additionally, the Pathways team hopes to visit
one of the Hamilton FHTs participating in Dr. Kates’ model in the New Year. It is reasonable to predict a
pilot of this model commencing in the late fall of 2019.

Conclusion
Implementation of the Strategy will support optimal use of HHR within Champlain through a review of
current policies and procedures that are rooted in acute and episodic care. The multi-level (micro, meso
and macro) approach across short-, medium- and long-term periods supports systemic change and a
move towards innovative models of care that ensure patients have timely access to the right psychiatric
care, in the right place, at the right time. Finally, this Strategy should support a reduction in burnout of
the small psychiatrist workforce, and improve the total number of psychiatrists practicing across the
Champlain LHIN.
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Appendices
Appendix A. Expert Interview Guide
1. What are the barriers that exist in the recruitment and retention of psychiatrists within the
Champlain LHIN?
2. What opportunities exist to improve the recruitment and retention of psychiatrists within the
Champlain LHIN?
3. Do any compulsory service programs (mandatory deployment of health workers in remote or
rural areas for a certain period of time) exist (now or in the past)?
4. Is there active recruitment of students from areas of identified psychiatry shortages?
5. What work has been done to understand and capture information on the current workforce?
(i.e. current levels & distribution of health workers by gender, geographical region, sector &
speciality?)
6. Has there been any comprehensive situation analysis & labour market analysis done of current
& future needs to ID potential mismatches in supply & demand?
7. How closely are hospitals and universities linked in terms of supply and demand needs tying into
the number of spaces available in psychiatry programs?
8. Do psychiatry students in universities have mandatory rotations through rural hospitals (e.g.
Pembroke or Cornwall)?
9. Are rural MHA issues covered within the psychiatry curriculum?
10. Is there any relationship with NOSM in terms of recruitment?
11. Have subsidies been considered for mandatory placements in areas of identified psychiatry
shortages? (Recruitment from rural areas coupled with scholarships for training on the basis of
their return to the area for work)
12. Monetary incentives or in-kind incentives (free house/car). Making it fiscally sustainable
sufficient enough to outweigh opportunity costs associated with working in rural areas as
perceived by health workers.
13. What work is done to support the professional & personal isolation felt by physicians in rural &
remote areas of Champlain?
14. What structures exist for true professional interaction between urban & rural psychiatrists?
Outreach support, telecommunication, assurance of access, consult, ECHO?
15. What professional networks exist to support & bridge the gap between urban & rural
psychiatrists?
16. Are there any innovative solutions worth considering? (NPs, Psychiatric emerg. nurses, MHA
curriculum for Ontario NPs?)
17. https://med.uottawa.ca/psychiatry/ottawa-psychiatry-enrichment-program. Has the Ottawa
Psychiatry Enrichment Program been successful in increasing the number of students enrolling
in a psychiatry specialty?
18. In the UK they host the Future Excellence International Medical Summer School 5-day event for
medical students which aims to improve the image of psychiatrists and the perception of
psychiatry in general. Is there any work that Canada can do to entice international students to
participate in this type of work here?
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Appendix B. Full set of recommendations provided to the Expert Planning Group
1.

Recommendation
Consider Alternate Payment
Models

•
•
•

2.

Move towards Psychiatrist as
Consultant Practice Model

•

3.

Integrate other MH&A
professionals working at fullscope of practice (i.e.
Structured Psychotherapy
Program) within the larger
system of care.
Build and support rural
MH&A capacity

•
•

4.

Subcomponents & Outcomes
Salaried vs. Sessional vs. Hybrid
Rural practice compensation and premiums
Longer-term: Advocate for changes to remuneration of
psychiatry in direct-care and/or consultative settings
Continued to development of care teams with multiple
MH&A care disciplines who provide patient care under the
supervision of a psychiatrist. Can consult with the
psychiatrist as necessary. Address MRP issues around
these models
Allows for wider & more rapid access to MH&A services.
Ensure patients see appropriate care provider (level of care
needed matches scope of provider)

5.

Consider Medical Education
Reform

•
•

6.

Foster relationships with the
medical schools from Queen’s
University, McGill, and the
University of Ottawa
Recruit IMGs & facilitate
supervision, licensing
Encourage multi-setting
practice (hospital, CHC, FHT,
community)

•
•

Remote clinical direction, supervision & continuing
education via OTN
Encourage recruitment of students from rural areas into
medical schools
Work with communities to offer compelling assignments
for new psychiatrists
Increase residency spots / ensure existing spots are filled
Increase positive exposure of psychiatry during medical
school
Increase recruitment to Champlain
Build connections throughout the duration of residencies

•

Increase pool of qualified psychiatry leads/candidates

•

Encourage those currently in private practice to take on
hospital hours, rural work, and vice versa
Support new recruits and graduates in preparing multilocation practice, not just e.g., hospital only, community
only, etc.
Support community practice by providing locums for relief,
access to educational opportunities, see community
practice as more integrated part of larger system
Reduce burnout of psychiatrists
Improve access to the right level of care for patients
Utilize existing models (i.e. Familiar Faces, QCH, North
Lanark Mental Health)

•
•
•

7.
8.

•
•

9.

Increase the capacity and
integration of other MH&A
professionals and nursing
support in the emergency
department

•
•
•
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10.

Hire nurse practitioners with
MH&A training

Advocate for change to the NP curriculum in Ontario to
add MH&A training component
• Focus on hiring from other regions which do have a MH&A
curriculum
*** Regional Recruiter Position
• Main recommendation from expert interviews
• Hospitals would pool resources to hire professional who
would reach out (especially internationally) to interest
psychiatrists in coming to Champlain to practice, qualify
candidates, connect with hospitals, assist with
administrative aspects physician recruitment.
NB: Highlighted recommendations were selected through project selection tools and breakout discussion
in our planning meeting
•
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Appendix C. Expert Planning Session Breakout Session Summaries (October 18, 2018)
Priority Identified: Move towards Psychiatrist as Consultant Practice Model
ENABLING FACTORS that would support the success of this priority
•
•
•

•

Incentivize community consults and disincentive chronic long-term care models.
Loose, shared care model, allowing the consulting psychiatrist to be more involved with the
client’s care, but on a lesser basis than their main MH&A services provider.
Provide supports to psychiatrists, who choose to consult, that would remove some of their
unpaid time, e.g. central system that writes consult notes for you (from dictation) and
disseminates the records to the appropriate organization/person/location.
Adjust the payment scale to reflect the amount of effort provided in each care situation. E.g.
consults require lots of work, and can be one offs or can be needed every once in a while,
therefore an immense amount of work goes into preparing for a consult. Consults should be
reimbursed at a higher rate as compared to reoccurring care.

BARRIERS that would limit the success of this priority
•
•

•
•
•
•

Current remuneration structures.
There is a lot of unpaid time associated with consults, e.g. the consult takes approximately 1.5
hours and then you must write the consult note which takes approximately 30-45 minutes,
therefore you spend upwards of 2-2.5 hrs on this patient, and cannot bill for the entire period.
Consults are much harder work than continued care. You must get yourself up to date on the
client’s unique scenario (more unpaid time) prior to consulting, etc.
Many psychiatrists who are not part of an academic institution do not have access to up to date
literature, therefore it is hard for them to ensure appropriate knowledge for consults.
Psychiatrists consultants don’t learn as they would if they are providing direct patient care.
Consulting can lead to low job satisfaction; since you are not directly involved in patient care,
you do not have the satisfaction of seeing your patient get better.

Are there any OPPORTUNITIES related to this priority that should be considered? (i.e. other activities
happening that would create synergy/build upon?)
•
•

Look at examples of the consulting model working successfully in other places (e.g. UK, AUS).
Not fully discussed in breakout session

What are 3 steps that could move this priority forward? Either an
action that would move forward an enabling factor or help remove
a barrier.
Build the consulting model into residency education to ensure
incoming psychiatrists receive the proper training.
Provide training and incentives for psychiatrists who are already
practicing.
Modify the billing scale to reflect the work required for a
successful consult, to ensure psychiatrists aren’t losing money on
consults
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Priority Identified: Build and support rural MH&A capacity
ENABLING FACTORS that would support the success of this priority
•
•
•
•
•
•
•
•
•

Motivation and interest
Easy sell for funding to support this
Look at coverage in baskets (e.g. coverage, clinical, etc.)
Need to create a position that is attractive. Team based approach to avoid services/providers
dropping in to a community for a short period of time and then leaving.
Cross appointments between Ottawa hospitals
Rural based training stream at medical schools
Locum postings to rural areas can act as recruitment relief tool, so long as they are supported
for their time in their locum.
Increase infrastructure around rural psychiatrists to help support their roles. This will make their
work less overwhelming and will facilitate work in the rural environment.
Build rural outreach into new recruits’ service time, e.g. hire new recruit (can be IMG) at TOH
and have them also provide services at Cornwall

BARRIERS that would limit the success of this priority
•
•
•
•
•
•

Not much success accessing tele-psychiatry
Need to have more family physicians to follow the patient.
Hard to force someone to come back after their training (i.e. return to service)
Can be overwhelming working in a rural location
On-call and inpatient work is most stressful. This is tough work that needs supports
Lcoums can cause challenges in the continuity of care—it’s hard to deliver quality psychiatric
care on a locum based model. Locum models may better serve as a testing/training opportunity
or a short term solution.

Are there any OPPORTUNITIES related to this priority that should be considered? (i.e. other activities
happening that would create synergy/build upon?)
•
•

Is Cornwall considered a high priority with Health Force Ontario?
NOSM has a psychiatry component

Priority Identified: Recruit IMGs & facilitate supervision, licensing etc.
ENABLING FACTORS that would support the success of this priority
•
•
•
•
•
•

Health Force Ontario (HFO) database of known IMGs
HFO’s willingness to partner with the hospitals in this project
CPSO’s guidelines are generally clear around requirements for IMGs
Once licensed, IMGs have up to 3 years to write exams for permanent license
US IMGs have a shorter pathway to permanent license
Remote supervision of IMGs is possible but HFO’s experience is that CPSO treats requests for
this on a case-by-case basis
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BARRIERS that would limit the success of this priority
•
•
•
•

Service Canada requirements around Labour Market Impact Analysis proving a need for nonCanadians
Need for supervision by experienced psychiatrist subject to CPSO approval
Cost for IMG in terms of licensing (~$1K)
IMGs may only practice in one location

Are there any OPPORTUNITIES related to this priority that should be considered? (i.e. other activities
happening that would create synergy/build upon?)
•
•
•

HFO has a current list of IMGs interested in working in the region
Development of a knowledge exchange vehicle to inform potential supervisors of the specific
supervision requirements
HFO could also assist with recruiting general practitioners at the same time which may be
beneficial for rural areas

What are 3 steps that could move this priority forward? Either an
action that would move forward an enabling factor or help remove
a barrier.
Secure support of key stakeholders
Knowledge exchange event for potential supervisors
Develop compelling offers in terms of individual assignments for
IMGs
Connect IMGs with the above assignments

Who/what could help lead this
to success?
CPSO, Service Canada
HFO, CPSO
Regional recruiter, hospital
Chiefs
Regional recruiter, hospital
Chiefs

Priority Identified: Increase the capacity and integration of other MH&A professionals and nursing
support in the emergency department
NOTE: we expanded the scope to include: Integrate other MH&A professionals working at full-scope of
practice (In ED but also elsewhere)
ENABLING FACTORS that would support the success of this priority
•
•
•
•
•
•

In The Psychiatric Emergency Service (PES at Civic and General) we moved the Social Worker
upstream to the general emergency services which facilitated triage
Keeping 2 beds in PES open so that they can respond once medical clearance and the
assessment is complete
At QCH we created 2 Nurse consultant positions that facilitate triage and assessment for MH
In both cases, Psychiatry is involved only after the assessment (PES uses an algorithm)
Royal also uses Nurse and/or Social Worker for initial assessment
Built strong relationships with the general ED team so that they saw losing a psychiatrist consult
but gaining an experienced Nurse was a positive step

As a result, medical clearance, flow, treatment matching and timeliness has improved
BARRIERS that would limit the success of this priority
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•
•
•
•

•

•

Limited physical capacity of the ED to handle reach in service and the patients
Tension between the inherent role of ED (triage, diagnose and dispatch) and mental health
(engage, observe, adapt and care plan development)
Need to educate all collaborators about the respective roles
Need to socialize the distinction of the new consultant role versus the old crisis hand off
(patient remains an ED patient and may be discharged direct from ED based upon assessment, ie
we consult on your patient, we don’t just take your patient)
Need to increase responsibility & accountability to coincide with increased scope of practice. If
Nursing and social work are increased in ordering and initiating treatment they need to have the
responsibility for that treatment through its course.
Need to adjust CTAS scoring (upwards) to reflect the true complexity and risk associated with
mental health presentations

Are there any OPPORTUNITIES related to this priority that should be considered? (i.e. other activities
happening that would create synergy/build upon?)
What are 3 steps that could move this priority forward? Either an
action that would move forward an enabling factor or help remove
a barrier.
Start building relationships along the care path from ED to mental
health to discharge to community
Pull outpatient services into the navigation role further upstream
(for example at the ED) so that more appropriate referrals to
outpatient, and alternatives are made (could incorporate Familiar
Faces program and other community programs)
Feedback loop/ resource of Allied health staff back to patient’s
primary care practitioner referee to close loop, provide feedback
and coaching on alternative to ED or hospital based services
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Appendix D. Mental Health and Addictions Health Human Resources Project Charter
1.

Background / Introduction
Statement of Need

The ratio of psychiatrists in the Champlain LHIN (CHLHIN) is 22 full-time equivalents (FTE) per 100,000
residents, which exceeds the Canadian Psychiatric Association’s recommended supply of 15 psychiatrists
per 100,000 residents (Sargeant et al., 2010). On average, there is 0.07 FTE psychiatrists per funded bed
across the CHLHIN, with the majority of psychiatrists located in hospitals in urban areas (Montfort,
Queensway Carleton Hospital, The Ottawa Hospital, and The Royal). The CHLHIN appears to be well
resourced, however there are several challenges that this ratio does not consider (e.g. rural-urban mix,
age of psychiatrists, etc.). These challenges have several implications, including the use of the MHA
tertiary system as the primary access point for psychiatry resources for outpatients and the general
public, and constrained admissions, reduced patient flow and reduced bed capacity in rural areas.
In Ontario, there is an estimated shortage of 200 psychiatrists and this shortage is forecasted to increase
to 350 by 2030 (Ontario Psychiatric Association, 2018). Further complicating this is the fact that the
supply in Ontario psychiatrists has not increased since 2001, whereas the population has continued to
increase (Ontario Psychiatric Association, 2018). This shortage is partially due to the fact that across
Canada, the percentage of medical students entering into a psychiatry residency is declining (Ontario
Psychiatric Association, 2018). In 2015, seven of the 17 psychiatry residency programs had vacancies,
and in 2017 psychiatry had the second-highest residency vacancy rate (Ontario Psychiatric Association,
2018)
Since the supply of psychiatrists has not increased, over half of the psychiatrists in Ontario are above the
age of 55 (Ontario Psychiatric Association, 2018). These well-practiced, older psychiatrists are
predominantly male, with females representing the majority under the age of 45 (Canadian Medical
Association, 2018). There is an apparent difference in caseload between genders. Ontario female
psychiatrists see fewer patients (regardless of age cohort), and male psychiatrists (especially those in the
older age cohort) take on large practice volumes (Kurdyak et al., 2017). With an increase in female
psychiatrists with small practice volumes, and an impending decrease in older male psychiatrists with
large practice volumes, Ontario is at risk of an overall lower practice volume which has negative
implications for access to care (Kurdyak et al., 2017). The result of this is that family doctors have
difficulty referring to community psychiatrists so they refer their patients to tertiary facilities like The
Royal.
Finally, we see challenges at the community level of practice. Community psychiatrists are generally not
integrated into the larger system of care. This becomes challenging as they have no one to back-up their
practice if they choose to take time off, few pathways for clients who need more intensive services and
a sense of being cut-off from educational and knowledge exchange opportunities.
Many of the identified challenges and their associated implications result from the disproportionate
urban-rural mix of MHA HHR. A shortage of psychiatrists is evident in our rural regions, particularly
Cornwall and Pembroke (OPTIMUS SBR, 2017a). Persistent attempts to recruit and retain psychiatrists to
these rural regions have been unsuccessful. Based on anecdotal evidence, psychiatrists perceive Ottawa
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to have more opportunity both professionally and personally. Rural regions have less opportunity for
new recruits, especially those who are bringing their families (e.g. what kinds of schools are their? What
will the spouse do? etc.) and therefore, it is challenging to entice new recruits to our rural regions. This
has recently caused significant problems that threatened the closure of a schedule 1 psychiatric facility
due to the retirement of the only psychiatrist in the associated rural region. It is evident that a
systematic process for regional distribution of MHA HHR is needed.
Project Goal
The goal of this work is to create an actionable strategy to improve MHA HHR in the CHLHIN to ensure
patients have timely access to the right psychiatric care, in the right place, at the right time.
2.

Project Objectives
1. Examine the literature and best practices.
2. Conduct a series of expert interviews to develop potential short and long-term solutions
focused at the macro (system), meso (region) and micro (hospital or community setting).
3. Utilize an expert panel (consisting of psychiatrists practicing in diverse settings and other
administrative and academic resources) to select a short-list of potential solutions.
4. Analyze & scope potential solutions.
5. Produce a CHLHIN MHA HHR strategy document that provides specific recommendations to
the Champlain Executive Steering Committee (ESC) on which solutions to pursue, a
justification, the resources and costs of each as well as a recommended period for
implementation.
6. Job description and accountability/resource recommendations for a Regional Recruitment
resource for MHA HHR in the CHLHIN.

3.

Scope

Name
What
Why

How

Who

Description
The focus of the project will be the creation of a MHA HHR strategy that outlines
recommendations to increase access to psychiatric care.
• Increase access to psychiatric care, in the right place, at the right time
• Optimize the distribution of psychiatrists to create a better urban-rural mix in hospital
& community settings.
• Outline alternative models of care to promote increased access to care
• Review of the literature that focuses on best practices and jurisdictional
differences/models
• Expert interviews with a variety of psychiatrists and administrators
• Convening of an expert panel with a variety of MHA HHR stakeholders (e.g.
psychiatrists, sr. administrators, etc.)
• Development and support of a Regional Recruiter position for MHA HHR in CHLHIN
• Psychiatrists (hospital and community; rural and urban)
• Clinicians
• Hospital Administrators
• CHLHIN
• Executive Steering Committee
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Name
When

Outcome /
Indicator

Budget
Resources

Description
• HR Experts (hospital and community; rural and urban)
Background literature review and some expert interviews occurred in August 2018. The
remainder of the project will occur between September 2018 and December 2018,
culminating with the submission of the MHA HHR strategy on December 13th, 2018.
• Expert interviews will occur during September 2018
• Expert panel discussion will occur during October 2018
• Final MHA HHR Strategy will be presented in December 2018
Process outputs of the project:
• MHA HHR Strategy Report
• Job description and accountability/resource recommendations for CHLHIN Regional
Recruiter position.
System Outcomes of the project:
• Long-term
o Improved access to psychiatric care for those who need it
o Improved MHA HHR capacity in the CHLHIN’s urban and rural areas
From Pathways Funds:
1. Travel/Parking = $100
September 2018 – December 2018
Pathways Resource:
Project Facilitator
TBD
Project Support
• Information/Data Gathering = 1d
Royal in-kind Resource:
Project Manager/Implementation Lead
• Project Planning = 4d
o Create project charter = 3d
o Create project team = 1d
• Project team meetings/admin support = 2d
o Weekly meetings with Project Oversight/Leader = 1d
• Information/Data Gathering = 10d
• Implementation Planning = 10d
• Creation of project documents = 7d
• Identify/Define/Create Tools & Processes = 7d
• Admin work = 3d

4.

Alignment to IHSP Sub-Strategies
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Domain / IHSP Sub-Strategies
Domain 1. Integrated System of Care

Outcome(s)
HHR issues within the CHLHIN create an inability to
access the right level of care, at the right time, in the
right setting for MHA patients. The majority of MHA
referrals from primary care currently go to the tertiary
level, however many of these patients could be
adequately (or, even better) served elsewhere. A
solution to support better integration of MHA services
from the primary to tertiary levels of care is needed.
A MHA HHR strategy will attempt to improve
inpatient MHA services by increasing the number of
psychiatrists and clinicians who can provide MHA
services in hospitals, which will in-turn, improve
patient flow and capacity issues.
Since the majority of MHA referrals from primary care
currently go to the tertiary level, partnerships
between primary care providers and the secondary
and tertiary levels of care are necessary to support a
MHA HHR strategy. These partnerships will promote
integrated care and management within CHLHIN

Domain 5. In-patient MHA Services

Domain 7. Primary Care Partnerships

5.

Schedule

Operations / Implementation Plan:
Milestone
1. Creation and approval of project
charter
2. Finish literature review
3. Finish individual expert
interviews
4. Expert planning panel
5. Present Midterm report of
project to Steering Committee
6. Scoping project plan of each
shortlist of recommendation
7. Feedback from expert panel on
project plans
8. Presentation of finalized strategy
to ESC

Target Date
End of October/beginning
November 2018
September 2018
September 2018

Complete?
In progress

October 18, 2018
October 29, 2018

Yes
In progress

November 16, 2018

In progress

November 30, 2018

To start

December 13, 2018

To start

Yes
Yes

Communications Plan:
Milestone
Communications
Send request for participation in Expert Panel
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Target Date

Complete?

October 2, 2018

Yes
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Milestone
Send Expert Panel invitation
Disseminate final MHA HHR Strategy

Target Date
October 5, 2018
December 21,
2018

Complete?
Yes
To start

Evaluation Plan:
A closure document will act as the evaluation of this project. This document will be written at the end of
December 2018.
6.

Project Team
Name

David
Hesidence
Meghan
Perkins

Core /
Extended
Core

Project Role

Project Responsibility
Project Sponsor. Provides guidance and
oversight to project team.
Plans, executes, and closes project. Ensures
objectives are met. Delivers final product.

Alice
Hutton
Andrew
Falconer

Core

Project Oversight and
Leadership
Project
Manager/Implementation
Lead
Facilitator

Extended

Project Consultant

Kevin
Barclay
Katelyn
Lepinskie
???

Extended

Project Consultant

Extended

Project Support

Extended

HR expert

???

Extended

Person with Lived
Experience

???

Extended

Steering Committee
Member

7.

Core

Support project activities, e.g. Expert Panel
facilitation.
Provides project guidance from a hospital
administrator perspective, as well as
physician perspective. Support project
activities, e.g. Expert panel.
Provides project guidance from LHIN
perspective.
Provided initial support for initial
background literature search.
Provides recruitment experience and
guidance, including locating, interviewing,
relationship management etc.
Likely an administrative role at a Schedule 1
hospital. Provide administrative perspective
to project team. Are experiencing/have
experienced HHR challenges.
Represents ESC. Provides guidance to
project team.

Key Stakeholders

Stakeholder Group
Physicians

Organization(s)
Psychiatrists – Hospital and
Community; current providers
and incoming providers
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Relationship
Potential impact on the provision of
MHA services; MRP; number of
physicians, etc.

Mental Health and Addictions Health Human Resources Strategy
Stakeholder Group
Consumers of MHA services

Organization(s)
n/a

Hospitals, both schedule 1
and schedule 3
Community Mental Health
Programs

CHLHIN

Government of Ontario

Ministry of Health and Longterm Care

Foreign trained physicians

n/a

Advanced practice nurses in
MHA

n/a

8.

All programs found in CHLHIN

Potential increase in MHA capacity
& better integration of psychiatry
services
Potential supporters of MHA HHR
strategy suggestions; Potential
need to lobby for support.
Potential untapped resource to
increase number of psychiatrists in
CHLHIN.
Potential change in MHA model of
care delivery; MRP challenges.

Assumptions and Constraints

Type
Assumption
Assumption
Constraint
Constraint

9.

Relationship
Potential consumers of MHA
services offered as a result of MHA
HHR strategic planning.
Potential increase in MHA capacity

Description
Short-, medium-, long-term solutions can be implemented and have an impact.
Support from MHA service providers in the CHLHIN.
Current models of care and funding.
Shortage of supervisory physicians in rural communities, which impacts the ability to
recruit new graduates and foreign physicians to rural areas.

Project Risks

Risk

Short-term, or
immediate solutions are
not possible to
implement, and longterm solutions are most
feasible therefore change
is not seen for many
years, exacerbating
current challenges.
Regional Recruitment
position is not feasible
due to lack of funding

Impact
High/
Medium/
Low
High

Likelihood
High/
Medium/
Low
Medium

Response

•
•

•
High

Medium

•
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Strong support at the CHLHIN and Ministry
level to fast track long-term, macro level
solutions.
Clearly articulated MHA HHR needs to
outline the necessity of solution
implementation and systemic changes.
Strong support for addressing this issue
from the ESC, IHG & many stakeholders in
hospitals and community MH&A agencies
Well-structured job description with clear
scope and objectives for the position.
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Risk
and/or regulation issues
with Health Workforce
Ontario and/or desire by
individual hospitals to
support a regional
recruitment position.

10.

Impact

Likelihood

Response
• Well-developed proposal to the CHLHIN
and respective hospitals regarding the
funding required for this position.
• Strong support for addressing this issue
from the ESC, IHG
• Outline of the benefits of a Regional Recruit
as being part of the recruitment process
with the other part being individual
organizations’ management hiring role; this
will be a partnership.

Acceptance and Sign-off

Prepared by:
Approved by:
Approved by:

Name
Meghan Perkins
Pathways
Pathways Steering
Committee

Signature

Date

Meeting Minutes

October 29, 2018
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Appendix E. Regional Recruitment Proposal
Background / Introduction
The Champlain Local Health Integration Network (LHIN) covers a vast geographic area, stretching more
than 460 kilometers west to east, and is home to 1.3 million residents 11. Due to its size, Champlain is
subdivided into five sub-regions. Champlain has 22 hospitals, seven of which are schedule 1 mental
health and addictions (MH&A) facilities, and one of which is a schedule 3 MH&A facility.
Within Champlain, there is an estimated 287 psychiatrists (OPHRDC, 2015) which equates to a ratio of
22 full-time equivalents (FTE) per 100,000 residents, exceeding the Canadian Psychiatric Association’s
recommended supply of 15 psychiatrists per 100,000 residents (Sargeant et al., 2010). Champlain
appears well resourced, however there are several challenges that this ratio does not consider. These
challenges include, but are not limited to a high concentration of psychiatry in urban settings, no
standardized psychiatric staffing model across Champlain, a high proportion of psychiatrists close to
retirement (46% over age of 60), a shift in the gender distribution of psychiatrists, and challenges
accessing private practice psychiatry in the community (OPTIMUS SBR, 2017b).
Many of the identified challenges and their associated implications result from the poor urban-rural mix
of MH&A health human resources (HHR). A shortage of psychiatrists is evident in our rural regions,
particularly Cornwall and Pembroke (OPTIMUS SBR, 2017a). Persistent attempts to recruit and retain
psychiatrists to these rural regions have been unsuccessful. This has recently caused significant
challenges that almost resulted in the closing of a schedule 1 psychiatric facility due to the retirement of
the only psychiatrist in the associated rural region.
The evidence is clear that a shift in the historical way the Champlain LHIN approaches HHR recruitment
and retention is needed. The current approach to MH&A HHR is siloed—each hospital and the
respective Chief of Psychiatry is primarily responsible for recruitment and retention of staff. Chiefs
generally have few staff to support them in this work and end up doing much of it off the side of their
desks. While all hospitals experience periods of psychiatry shortage, urban hospitals located in the West,
Central and East Ottawa sub-regions tend to experience less recruitment and retention challenges than
the rural hospitals in the Champlain West and Champlain East sub-regions. To remedy the challenges
associated with a siloed approach to MH&A HHR, a regional focused approach is necessary.
Recommendation
As part of the Champlain MH&A HHR Strategy, we propose the hiring of a Regional Recruitment
resource that would act as the internal Champlain MH&A HHR recruitment and retention specialist. In
addition to their work with recruitment and retention of psychiatrists, this resource would act as the
implementation/project lead for the four HHR pillars outlined in the MH&A Strategy.
Project Objectives

a) Hire a Champlain regional recruitment resource in January 2019.

11

http://www.champlainlhin.on.ca/AboutUs/Intro.aspx
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b) Liaise with Health Force Ontario (HFO)/recruitment firm to support the Champlain
regional recruiter.
The Role: Champlain Regional Recruiter
Recruitment & Retention
The Champlain regional recruiter would be responsible for finding qualified psychiatry candidates
(Canadian graduates, IMGs, experienced psychiatrists, etc.), recruiting them to the Champlain LHIN and
then to a specific hospital. To do this, the recruiter would build and understanding of the unique HHR
status of each hospital across the region, including the hospitals’ short-, medium-, and long-term
recruitment needs. The regional recruiter would interview candidates interested in the Champlain
region. During initial screening interviews, the regional recruiter would get to know the candidates
individual interests and job needs. This includes, but is not limited to, learning of the needs of the
candidate’s family (i.e. does the spouse need a job? Do they have school-aged children?), what the
candidate hopes to gain from the practice setting they could work in (i.e. work-life balance, multi-setting
practice, etc.), the candidate’s unique qualifications (i.e. psychiatry specialty, language ability, etc.), and
much more. The recruiter would also be responsible for the provision of information about the
Champlain region (i.e. the benefits of living in the region, activities to do, resources available, etc.).
The recruiter can also assist with licensing, obtaining supervision (in the case of IMGs) and supporting
selected candidates and families as they settle. The recruiter will build relationships with Health Force
Ontario (HFO) and the College of Physicians and Surgeons Ontario (CPSO), working closely with both
organizations to ensure licensing occurs in a timely fashion. The regional recruiter would act as a
clearinghouse to settled candidates on and ongoing basis to ensure they stay connected to the larger
system of care. They will do this by ensuring new psychiatrists are aware of knowledge exchange and
education resources, the work of regional planning tables as well as opportunities for research.
Upon securing a potential candidate’s interest to the region, the regional recruiter will advise the Chiefs
of Psychiatry planning table. The regional recruiter will present the prospective candidates and the
proposed hospitals to receive the new recruits. The steering committee will approve or request
amendments to the regional recruiter’s proposals.

Potential
candidates
identified

Regional Recruiter
presents
candidates to
Chiefs of Psychiatry

Candidates vetted
by Regional
Recruiter

Candidates hired at
specific hospitals

After hiring new candidates, the regional recruiter would be responsible for retention activities within
the LHIN. They would remain a constant point of contact for each new recruit to ensure the unique
needs of each individual are being met. To further support retention, the regional recruiter must be
knowledgeable of the changing HHR needs across Champlain to ensure the LHIN is meeting retention
needs. To do this, they will foster relationships with each hospital to gain a deep understanding of the
respective HR plans. Having an internal regional recruiter perform retention initiatives will ensure the
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creation of a strong rapport between both the recruiter and the new recruits, and the recruiter and the
Champlain hospitals.
This position would be a part of the Pathways to Better Care (Pathways) Group and would be supported
by the People and Culture Regional Program Working Group outlined by the Champlain LHIN Inpatient
Mental Health Capacity Plan (Final Report) as it comes into play.

Project Management
In addition to their recruitment and retention role, supported by the larger Pathways team, the regional
recruiter will also have a project management role supporting and implementing the four pillars of the
MH&A HHR strategy (outlined below). Since psychiatric recruitment and retention are integral to each of
these pillars, it will be essential to have someone who is living and experiencing the HHR challenges
found across Champlain.
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Potential Models
Option 1: Hire a Champlain regional recruiter and work closely with Health Force Ontario
Hire a person to fill the regional recruitment role. This person will work closely with HFO to ensure that
Champlain meets our MH&A HHR requirements. [Add in detail about what and how HFO can support
after discussing with Alison and Kate]
Option 1: Regional Recruiter / HFO
Regional Recruiter Salary
TOTAL COSTS
PROS

•
•

•

•

$ 75,000.00
$ 75,000.00

CONS

Less expensive than hiring a recruiting
firm.
Can support other Champlain HHR
projects in conjunction with recruitment
responsibilities.
Cost associated with regional recruiter is
set (salary); therefore, each new recruit
brought in decreases the cost/recruit.
HFO is a free resource that specializes in
recruitment of health practitioners to
Ontario.

•
•
•
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No opportunity for knowledge transfer
from a professional recruitment firm.
Lack of established network
Not part of a larger, experienced,
trained professional work team to
support recruitment efforts.
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•

•

HFO has regional recruitment models
that could support psychiatrist
recruitment.
Regional recruiter could maintain an
ongoing relationship with HFO.

Option 2: Hire a professional recruitment firm in addition to a Champlain hired regional
recruiter
Hire a professional recruitment firm in addition to hiring a Champlain regional recruiter. The recruitment
firm would start intensive recruitment for Champlain assisted by the Champlain hired regional recruiter.
The purpose of this relationship is to teach the Champlain hired regional recruiter the recruitment
processes for recruiting psychiatrists. This relationship would persist until the first two new recruits
were successfully recruited and working in their respective organizations.
Option 2: Regional Recruiter / Recruitment Firm
6 month retainer fee
Cost of successful recruitment ($20K per candidate, paid to firm)
Regional Recruiter Salary
TOTAL COSTS
PROS

•
•
•
•

$ 5,000.00
$ 40,000.00
$ 75,000.00
$ 120,000.00

CONS

Physician recruitment expertise brought
by the firm.
Partnerships created between
Champlain and recruiting firm.
Knowledge transfer between recruiting
firm and Champlain recruiter.
Early, well-structured lead on new
recruits.

•
•

•

High cost associated with recruiting firm
retainer and cost/recruited physician.
Potential for challenging relationship
between firm and regional recruiter.
Firm could be unwilling to provide full
effort knowing they are on a short-term
contract.
Each new recruit hired during the period
where the firm is assisting, each new
recruit costs approximately $20,000.

Model Recommendation
It is recommended that Option 2 be selected as it will ensure recruitment efforts can commence
immediately, and will allow for knowledge translation between the recruitment firm and the regional
recruiter.
Remuneration Models
Paymaster
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The Royal Ottawa Health Care Group (The Royal) or the Champlain LHIN will act as paymaster for this
position. Funds will flow through The Royal/LHIN from participating hospitals. Specifics of this
relationship are pending remuneration model selected.
Model 1: Hospital that receives the recruit covers costs
Hospitals on the receiving end of new recruits would be responsible for paying a portion of the regional
recruiter’s salary. If Model 1 is selected and the recruiting firm successfully recruits a candidate to a
particular hospital, said hospital must cover the costs associated with the recruiting firm (retainer fee
and recruit fee). If the recruiting firm secures multiple new recruits, payment of the retainer fee would
be spread across each receiving hospital and each receiving hospital must cover the cost of the
recruitment fee.
Pro: Hospitals who do not receive a recruit do not have to pay.
Con: May not be financially possible/sustainable for hospitals who typically have a higher
physician turnover rate, or those who have an immediate need for multiple psychiatrists.
Model 2: Hospitals across the Champlain LHIN cover equal shares
Each Schedule 1 and 3 hospital and Hawkesbury General Hospital 12 (HGH) in Champlain would pay an
equal amount to cover the cost of the regional recruiter. Payment would occur regardless of receiving a
new recruit. Each hospital will contribute $10,714/year to support the regional recruiter’s salary.

Cost

Model 2 Yearly Costs/Hospital
$15,000
$10,000
$5,000
$-

TOH (Civic &
General)

Montfort

QCH

Royal

Cornwall

Pembroke

Hawkesburry

Hospital

Pro: A truly regional approach where all parties involved understand the importance of and
benefits associated with regional recruitment.
Con: All hospitals must pay regardless of direct benefit from a new recruit.
Model 3: Hospitals across the Champlain LHIN pay proportionate to their MH&A budget
Each schedule 1 and 3 hospital in Champlain would cover the cost of the regional recruiter
proportionate to their MH&A budget. Payment would occur regardless of receiving a new recruit.

HGH is in the process of building a schedule 3 qualified MH&A unit, and are at high risk for high psychiatrist turn
over; therefore, they have been included in this proposal.

12
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Pro: A truly regional approach where all parties involved understand the importance of and
benefits associated with regional recruitment.
Con: All hospitals must pay regardless of direct benefit from a new recruit.
Model 4: Hospitals pay proportionate to the number of physician recruits needed
Each schedule 1 and 3 hospital in Champlain would pay proportionately to the number of recruits
required at each respective hospital.
Pro: Hospitals who require less recruits/no recruits pay less or do not pay at all.
Con: May not be financially possible/sustainable for hospitals who typically have a higher
physician turnover rate, or those who have an immediate need for multiple psychiatrists.
Remuneration Recommendation
A proposed hybrid model of Models 1 and 2 is recommended for implementation. A hybrid model
supports our recommendation of hiring a regional recruiter in conjunction with a recruitment firm. All
schedule 1 and 3 hospitals would split the regional recruiter’s salary ($75K) evenly, and the recruiting
sites would cover the cost of the recruitment firm ($20K/recruit). This model supports a system-wide
approach to MH&A HHR. As HHR needs are consistently changing from one quarter to the next, it is hard
to forecast what institution will have the highest need on any given day, therefore, pooling of resources
will support a better prepared system as each organization will benefit from an increase in psychiatrists
across the LHIN.
How Does This Benefit Urban-Acute, Rural-Acute, and Tertiary Centres (The Royal)?
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•
Urban
•Increase in the number of psychiatrists.
•Reduced provision of support to rural
hospitals.
•Reduced number of transfers to tertiary
care centres.

•
•
•

Reduced psychiatrist
burnout.
Reduced wait times for
psychiatric services.
Better urban-rural and
community-hospital mix.
Regional HHR approach
realized.

Rural
Tertiary

•Increase in the number of
psychiatrists.
•Less reliance on urban hosptials
for MH&A services.
•Decrease in transfers of patients to
urban/tertiary hospitals.
•Reduced reliance on locum
coverage.

•Reduced waitlist due to increased
capacity in rural and urban acute
hospitals.
•Reduced number of unnecessary
transfers from acute hospitals.

Scope
Name
What
Why
How

Who
When
Outcome /
Indicator

Description
Champlain Regional Recruitment Resource
Implement a regional approach to MH&A HHR recruitment and retention to decrease the
siloed nature of current HHR processes across the region. Increase the recruitment and
retention of psychiatrists across the entire Champlain LHIN.

•
•
•
•
•
•
•

Lead implementation of Champlain MH&A HHR strategy.
Recruit and retain psychiatrists to the Champlain region.
Report to a steering committee composed of the Chiefs of Psychiatry.
Hire a Champlain regional recruit
Hire recruitment firm on retainer (pending model selected)
Hire regional recruiter: January 2019
See Section 9 for more details

Process outputs

•

New psychiatrist recruits in Champlain

System outcomes

Budget

•
•
•

Improved access to MH&A care across the Champlain Region
Reduction in burnout of psychiatrists
See cost analyses in Section 5 and remuneration models in Section 6.
53

Mental Health and Addictions Health Human Resources Strategy

Schedule
Operations / Implementation Plan:
Milestone
Draft regional recruitment resource proposal
Present proposal to ESC
Write job description and accountability framework
Hire Regional Recruiter
Hire recruitment firm on retainer (pending model selected)
Formulate Chiefs of Psychiatry Steering Committee
Quarterly reporting of recruitment efforts and outcomes
Close retainer contract with recruitment firm (pending
model selected)
First round of successful recruits hired
Quarterly reporting of recruitment efforts and outcomes
Quarterly reporting of recruitment efforts and outcomes
Quarterly reporting of recruitment efforts and outcomes

Target Date
December 7, 2018
December 13, 2018
December 2018/January
2019
January 2019
January 2019
February 2019
June 2019
June 2019

Complete?
In progress
Not started
Not started

June-August 2019
September 2019
December 2019
March 2020

Not started
Not started
Not started
Not started

Not started
Not started
Not started
Not started
Not started

Project Team (To Be Confirmed)
Name
David Hesidence
Meghan Perkins

Core /
Extended
Core
Core

Project Role

Project Responsibility

Alice Hutton
Kevin Barclay

Core
Core

Project Lead
Project
Manager/Implementation
Lead
Facilitator
Project Consultant

Project Sponsor
Plans, executes, and closes project.
Ensures objectives are met. Delivers
final product.
Project Support
Provides guidance from LHIN
perspective
Provides project guidance from a
hospital administrator perspective, as
well as physician perspective. Note that
Dr. Falconer will participate until he
transitions into his new role in February
2019.
Provides guidance from HFO
perspective
Provides guidance from HFO
perspective

Andrew Falconer

Extended

Project Consultant

Alison Green

Extended

Project Consultant

Kate Borthwick

Extended

Project Consultant

Key Stakeholders
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Stakeholder Group
Physicians

Organization(s)
Psychiatrists – Hospital and
Community; current providers
and incoming providers

Consumers of
MHA services
Hospitals, both
schedule 1 and
schedule 3
Community
Mental Health
Programs

n/a

Government of
Ontario
Foreign trained
physicians

Ministry of Health and Longterm Care
n/a

Champlain LHIN
All programs found in CHLHIN

Relationship
Additional practicing psychiatrists will lighten
the workload and reduce levels of burnout
amongst current psychiatrists propping up the
Champlain MH&A system.
Potential increase in the number of practicing
psychiatrists in their community.
Potential increase in number of psychiatrists,
especially for rural hospitals.
Potential increase in the number of
psychiatrists practicing in the community could
result from an influx of psychiatrists working in
hospital settings.
Potential supporters of the Regional
Recruitment position
Potential untapped resource that regional
recruiter could use to increase number of
qualified psychiatrists in Champlain.

Assumptions and Constraints
Type
Assumption
Assumption
Assumption
Assumption
Assumption
Constraint
Constraint

Description
The schedule 1 and 3 hospitals are interested in and willing to support a regional
recruitment resource.
There is funding for this position.
The regional recruitment model works.
This project can proceed without the agreement of all hospitals as long as funding for
the selected model is achieved.
In the Recruiting Firm Model, recruitment efforts will only focus on Hospitals which can
pay the Recruitment firm.
Current urban-rural mix of psychiatrists guarantees that most of initial recruits will be
sent to rural area hospitals.
Shortage of supervisory physicians in rural communities, therefore even if new recruit is
secured, all new recruits requiring supervision will have limits on where they can
practice based on whether or not a supervising psychiatrist is available.

Project Risks
Risk
Regional recruitment
model does not attract
psychiatrists.

Impact
(high/med/
low)
High

Likelihood
(high/med/l
ow)
Low
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Response

•

Upfront explanation of regional
recruitment to qualified
candidates.
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Risk

Impact
(high/med/
low)

Likelihood
(high/med/l
ow)

Response

Lack of funding for the
position / No organization
willing to front the salary
for this position.

High

Low

•

Regulatory issues
surrounding regional
recruitment.

Medium

Medium

•

•

•

Champlain schedule 1 and
3 hospitals do not support
this position.

High

Low

•

•
•

Explanation of
partnership/regional model.
Well-developed proposal to
Champlain and respective
hospitals regarding the funding
required for this position.
Acquire an understanding of
HFO’s policies on regional
recruitment.
Work with regulatory bodies to
ensure a mutually beneficial
outcome.
Well-structured job description
with clear scope and objectives
for the position.
Strong support for addressing this
issue from the ESC, IHC
Outline of the benefits of a
Regional Recruit as being part of
the recruitment process with the
other part being individual
organizations’ management hiring
role; this will be a partnership.

Acceptance and Sign-off
Prepared by:
Approved by:
Approved by:

Name
Meghan Perkins
Pathways
Executive Steering Committee

Signature

Date
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Appendix F. Pillar One: IMG Recruitment
1.

Background / Introduction
Statement of Need / Evidence of Support

There is a known physician shortage across Canada. In 2017, Canada ranked 28th out of 39 developed
countries based on physician-to-population ration (i.e. the number of physicians per 1000 people)
(OECD, 2017). On average, there is 2.7 doctors per 1000 people across Canada (OECD, 2017). This is
problematic as a physician shortage creates access to care challenges for patients, and promotes
physician burnout in the small group of physicians supporting the larger system.
According to the Canadian Medical Association, there are 4,864 psychiatrists across Canada, (Canadian
Medical Association, 2018). This translates to 13.2 psychiatrists per 100,000 population across the
country, with variances from 1.6 (Territories) to 15.5 (British Columbia) psychiatrists per 100,000
population (Canadian Medical Association, 2018). Looking specifically at the Champlain Local Health
Integration Network (LHIN), there is an estimated total of 287 psychiatrists (22/100,000 population)
(OPHRDC, 2015). On average, there are 0.07 FTE psychiatrists per funded bed across Champlain, with
the majority of psychiatrists located in urban areas such as Ottawa (Montfort, Queensway Carleton
Hospital, The Ottawa Hospital, and The Royal) (OPTIMUS SBR, 2017a). Current work under peer review
by Dr. Paul Kurdyak has uncovered three defining practice styles that describe the caseloads that
psychiatrists across Ontario typically assume.
1. Urban, small volume psychiatrists are typically found in the community settings within Toronto
and Ottawa. They see 40-60 patients at a frequency of up to 18 times per year per person, who
tend to be healthier, and require minimal intervention.
2. Urban, large volume psychiatrists are typically found in the community setting. They see 100
patients at a frequency of 5-9 times per year. These patients tend to be sicker than those seen
by urban small volume psychiatrists.
3. Rural psychiatrists see many sick patients often in an ED setting, only 1-2 times per year. With
many of Ottawa’s community psychiatrists falling into the urban small volume practice style,
one can see how it could be challenging for a primary care provider to refer a patient to a
community psychiatrist as most are not taking on new or additional patients.
Champlain appears well resourced, however it could benefit from an increase in psychiatrist numbers as
well as a re-distribution of psychiatrists between urban and rural locations. A proposed solution is the
recruitment of international medical graduates (IMGs). The recruitment of IMGs is not a foreign concept
for Ontario. Approximately 25% of Ontario’s doctors are IMGs (CIHI, 2009). Within Champlain 21.4% of
family medicine doctors and 18.5% of specialists are foreign trained (CIHI, 2016). More specifically, 35%
of Ontario psychiatrists are graduates of a foreign medical school (CIHI, 2016).
Several IMGs in Canada have not been able to achieve licensure. This is due to policy changes that
removed physicians from the list of ‘Eligible Professions’ under the Federal Skilled Worker Program
(Monavvari, Peters, & Feldman, 2015). In addition to this policy change, another barrier for IMGs is the
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requirement of completing Canadian postgraduate training 13 (Monavvari et al., 2015). This requirement
creates challenges as the number of residency positions open to IMGs is much smaller than those open
to Canadian medical graduates (CMGs). There are 203 psychiatry residency spots available across
Canada, and each year, The Canadian Resident Matching Service (CaRMS) performs two rounds of
residency matching (CaRMS, 2018). CMGs and IMGs do not compete for residency spots during the first
round of matching as both groups have allocated residency positions (with the exception of Quebec)
(CaRMS, 2018). In total, there are 124 psychiatry residency spots for CMGs and 23 psychiatry residency
spots for IMGs (CaRMS, 2018). In Quebec, CMGs and IMGs compete against one another for 56 spots
(CaRMS, 2018). While it is beneficial for IMGs to have their own reserved residency spots, the
discrepancy between the number of spots for CMGs and IMGs can be large. For example, at the
University of Toronto, there are 32 psychiatry residencies for CMGs and only four for IMGs (CaRMS,
2018). Additionally, CMGs and IMGs who go unmatched in the first match cycle compete for the
remaining spots.
Further complicating this is the fact that Canadian medical schools do not have enough seats for
undergraduate medical applicants. This forces Canadians to apply to, and study at foreign medical
schools. This group of medical graduates are known as Canadians Studying Medicine Abroad (CSAs), and
in 2010, CaRMS estimated that were approximately 3500 CSAs (CaRMS, 2010). Approximately 90% of
CSAs intend to return to Canada to complete their residency, therefore CSAs and IMGs compete for
residency spots (Monavvari et al., 2015). According to Monavvari and colleagues (2015), 25% of IMGs
who applied to Canadian residency spots were actually CSAs, and 50% of the IMG residency positions in
Ontario were secured by CSAs. The selection of CSAs over true IMGs is due to biases in Ontario
residency selection criteria—Ontario favours CSAs over IMGs (Monavvari et al., 2015).
Jurisdictional Scan and Best Practices Review
The Province of Alberta created the Alberta IMG (AIMG) Program to support the recruitment of IMGs.
This program also aimed at ensuring the quality of medical education received abroad was sufficient for
practice in the Canadian setting. The AIMG Program includes a standardized review of credentials,
performance on national exams and an Objective Summative Clinical Examination to assess quality of
medical training (Emery, Crutcher, Harrison, & Wright, 2006). This program is beneficial because for the
same financial costs and resources needed to train one Canadian medical student to enter residency,
the program identifies ten IMGs who are “residency ready” (Emery et al., 2006). This proves that IMGs
represent a low cost supply of physician manpower for Canada, and further demonstrates how IMGs
could be used to tackle MH&A HHR challenges as we know that there is a sizeable population of
unlicensed IMGs currently residing in the country.
In the UK, the LEAD-It program looked at how IMGs could address physician shortages in the University
Hospital of Leicester Emergency Department (ED). LEAD-It started in 2013, and has seen over 115 IMGs
receive hospital privileges to provide care in the ED (Williams, 2017). After one year in the ED, IMG staff
can move to their specialty of interest, thus supporting recruitment rates of other disciplines in the
Physicians who have completed board certified exams from a select few countries (Hong Kong, New Zealand,
South Africa, USA, Australia, Ireland, Singapore, Switzerland, and the UK) can apply directly to the Royal College
Exams. http://www.healthforceontario.ca/UserFiles/file/PRC/recruitment-essentials-licensing-en.pdf

13
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hospital (Williams, 2017). Prior to the introduction of LEAD-It, the hospital was using locum physicians to
staff their ED, and with such high turnover, the locum model was costing the hospital (Williams, 2017).
LEAD-It has initially allowed for a reduction in locum spending, as it has converted locum spending to job
spending, and since August 2014, the hospital has not used a locum to fill a junior medical staff vacancy
(Williams, 2017). The program also supported ED productivity (40% increase in the number of patients
seen by IMGs as compared with locums), increased patient safety, allowed the hospital to reach ED
service targets, and overall, improve the reputation of the Leicester ED within its specific Trust
(demonstrated by the increase in number of applicants to vacant positions) (Williams, 2017).
Kehoe and colleagues (2016) looked at interventions designed to aid the transition of IMGs to health
care organization, specifically looking at contextual factors that will mediate mechanisms that are likely
to lead to a successful transition. Successful interventions offer a developed program, target individual
needs within a supportive learning environment, offer ongoing support from peers and supervisors
during and following implementation. Additionally, programs with a cultural awareness component
seemed to provide an added layer of support (Kehoe et al., 2016). The future of psychiatry as outlined
by the World Psychiatric Association (WPA) notes that population migration is at its highest level in
recorded history, therefore culture will impact psychiatric practice in the realms of diagnosis,
therapeutic alliance, treatment, and stigma (Bhugra et al., 2017). As many different cultures are
immigrating to Canada, the importance of having MH&A care providers who understand the cultural
implications of providing MH&A services to various cultures is ever important. A need for a culturally
diverse psychiatric workforce is supported by the employment of IMG psychiatrists, and will serve to
support a range of clients requiring uniquely tailored psychiatric care, based on their culture.

Pillar Goal
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The main goal of this pillar is to utilize IMGs to fill notable gaps in psychiatry care in Champlain. IMGs
represent an untapped resource for Champlain, therefore supporting potential IMG candidates, whether
they are emigrating from another country, or are already here in Champlain, their licensure and
administrative needs will serve to benefit Champlain as a whole. Additionally, this could help our rural
regions by increasing the number of psychiatrists available to these communities by approaching the use
of IMGs as noted in the Project Recommendations and High Level Objectives outlined below.
2.

Project Recommendations and High Level Objectives
c) Use IMG psychiatrists to fill the gaps in psychiatry care in Champlain’s rural communities.
a. Identify potential supervisors in rural locations. If none available, initiate process
of remote supervision through the College of Physicians and Surgeons of Ontario
(CPSO).
b. Identify IMG candidates to fill these roles.
d) Creation of resources to support the process of remote clinical supervision of IMGs.
a. Liaise with CPSO to determine requirements of remote supervision and the
process to secure remote supervision.
b. Liaise with rural hospitals to determine their capacity to support remote
supervision.
e) Creation of a Champlain specific program to support IMGs in their transition to the
Canadian system, and the Champlain specific system.
a. Use Kehoe’s (2016) framework (above) to draft a program to support IMGs during
their transition.
b. Liaise with University of Ottawa to inquire about their involvement in this
potential program.
c. Creation of different variations of the program to support those who practice in
urban-acute, rural-acute, community and tertiary level facilities.

3.

Project Supports/Facilitators

The Regional Recruitment resource will help facilitate this pillar through the recruitment of IMGs. HFO’s
IMG database will support the Regional Recruiter’s attempts to find IMG psychiatrists living and working
in Champlain in other professions, and IMG psychiatrists looking to immigrate to Canada.
4.

Models

As part of the strategy to bring more psychiatrists into the Champlain region, the Regional Recruiter will
utilize Health Force Ontario’s (HFO) IMG database to assess current IMG psychiatrists living in Ontario.
Currently, 17 known IMG psychiatrists are living in Ontario and are not practicing. As a first attempt to
recruit IMG psychiatrists, we will review their qualifications and invite selected candidates for an
interview. This interview panel will be composed of the Regional Recruiter, a Champlain psychiatrist,
Schedule 1 hospital administrators/Chief of psychiatry, and clients and family members. Based on
candidates’ unique needs and qualifications, certain Champlain hospitals will be selected for potential
employment. Candidates will be presented to the hospital, and the hospital will be presented to the
candidate. The Regional Recruiter will also help facilitate the supervisory relationship and licensure to
ensure the necessary requirements are satisfied.
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In addition to looking at those who are in Ontario, provincial/territorial scans for potential IMG
candidates will occur. Finally, the regional recruiter will also look internationally to find IMG
psychiatrists.

HealthForceOntario
IMG Database

5.

Select IMG
candidates
for interview

Select
matching
hospital

Present
hospital to
IMG

Secure
supervision
and
licensure

Scope

Name
What

Description
Facilitate the employment IMG psychiatrists to fill gaps in psychiatry human
resources in Champlain .
Why
Ensure better and more equitable access to psychiatry resources when needed
How
• Utilize HFO’s IMG database to find qualified candidates
• Add to Regional Recruiter’s recruitment mandate
• Facilitate supervisory relationships
Who
• IMGs, including CSAs
• Champlain Hospitals
• Rural small hospitals
When
January 2019 – initiate with hiring of Regional Recruiter
Outcome/Indicator Process outputs
• New psychiatrist recruits in Champlain
• Improvement in psychiatrist / population ratio
System outcomes
• Improved access to MH&A care across the Champlain Region
Budget
Majority of costs from this pillar are associated with the Regional Recruiter
position. Note that these costs are not additional costs incurred for this specific
pillar.
Base Cost of Regional Recruiter

Resources

Regional Recruiter Salary
$ 75,000.00
TOTAL COSTS $ 75,000.00
58 days required to commence hiring of first round of successful recruits
Regional Recruiter – 58d (464 hours)
• Candidate review = 10d
• Candidate interview = 4d
• Stakeholder liaising = 10d
• Licensure/supervision = 20d
• Canada-wide/international search = 14d

6.

Schedule

Operations / Implementation Plan:
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Milestone
Hire Regional Recruiter

Target Date
January 2019

Review HFO’s IMG database

February 2019

Interview potential IMG candidates
Scan of Provinces and Territories IMG psychiatrists

February-March
2019
April-May 2019

Scan of International IMG psychiatrists

April-May 2019

Initiation of hiring process/hiring of first round of IMG
psychiatrists

June-August 2019

7.

Project Team (To Be Confirmed)
Name

David Hesidence
Meghan Perkins

Core /
Extended
Core
Core

Alice Hutton
Kevin Barclay

Core
Core

Project Lead
Project
Manager/Implementation
Lead
Facilitator
Project Consultant

Andrew Falconer

Extended

Project Consultant

Alison Green

Extended

Project Consultant

Kate Borthwick

Extended

Project Consultant

Schedule 1 Chief
of Psychiatry
Representative

Extended

Project Consultant

8.

Complete?
Not
started
Not
started
Not
started
Not
started
Not
started
Not
started

Project Role

Project Responsibility
Project Sponsor
Plans, executes, and closes project.
Ensures objectives are met. Delivers
final product.
Project Support
Provides guidance from LHIN
perspective
Provides project guidance from a
hospital administrator perspective, as
well as physician perspective. Note that
Dr. Falconer will be involved until his
transition to his new role in February
2019.
Provides guidance from HFO
perspective
Provides guidance from HFO
perspective
Provides guidance from the Chief and
Schedule 1 perspective

Key Stakeholders

Stakeholder Group
Hospitals, both schedule 1
and schedule 3

Organization(s)
Champlain LHIN

Relationship
Potential increase in number of psychiatrists,
especially for rural hospitals.
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Stakeholder Group
Foreign trained physicians

Organization(s)
n/a

Community Mental Health
Programs

All programs
found in
Champlain
n/a

Patients/Clients

9.

Potential increase in the number of practicing
psychiatrists in their community/hospital.

Assumptions and Constraints

Type
Assumption
Assumption
Constraint
Constraint
Constraint
10.

Relationship
Potential untapped resource could use to increase
number of qualified psychiatrists in Champlain.
Potential increase in the number of psychiatrists
practicing in the community.

Description
IMGs who are currently working in non-physician roles within Champlain/Ontario are
interested in working as psychiatrists in Champlain.
IMGs are willing to work in rural settings.
Fixed number of IMG residency spots; CSAs and IMGs both compete for these spots.
Number of qualified supervisors to provide supervision to IMGs.
Specific licensure required before they can practice.

Project Risks

Risk

Cultural challenges
decrease pool of
qualified IMG
candidates.

Impact
High/
Medium/
Low
Medium

Likelihood
High/
Medium/
Low
Medium

Response

•

•

•

Not enough supervising
psychiatrists.

High

High

•
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Provide culturally relevant training to IMG
recruits based on their background and their
understanding of the
Canadian/Ontario/Champlain health care
systems.
Creation of a package for IMGs provided to
them at outset of their interest in working in
Champlain that details cultural nuances of
Canadian health care.
Recruit psychiatrists who are from Countries
that meet the criteria of the Royal College of
Physicians and Surgeons of Canada approved
jurisdiction route: Australia, the United
States, Ireland, the United Kingdom, New
Zealand, South Africa, Singapore,
Switzerland, or Hong Kong
Work with CPSO to organize remote
supervision through OTN/technology.
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Risk

Impact

Language barriers

High (if
Medium
candidate
cannot
speak
English or
French)
Medium
Medium

Quality or standard of
medical education of
foreign schools is not on
par with Canadian
medical schools.

11.

Likelihood

Response
• Implement temporary privileges of
psychiatrists at various hospitals to allow for
supervisory relationships.
• Provision of English/French language
supports for psychiatrists interested in
improving their English/French.

•

•

Creation of a Champlain specific program to
support IMGs in their transition to the
Canadian system, and the Champlain specific
system (i.e. Kehoe model).
Try to recruit from countries with similar
healthcare systems.
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Appendix G. Pillar Two: Integration of MH&A Professionals in the ED
1.

Background / Introduction
Statement of Need / Evidence of Support

It is well known that the emergency department (ED) is often the first point of contact for people with
mental health and addictions (MH&A) challenges who have not sought out MH&A care before (Gill et al.,
2017), and is a familiar place for many who are already part of the MH&A system. In 2016, 11,185
Ottawa residents made more than 17,790 visits to the ED for a MH&A related incident (Ottawa Public
Health, 2018). Between 2006 and 2016, Ottawa ED visits for MH&A issues increased by 46%, with visits
more than doubling among youth and young adults (ages 15-24) (Ottawa Public Health, 2018).
From Pathways’ visits to each small hospital, we know that Champlain small rural hospitals have
challenges supporting the MH&A needs of the patients who come through their ED. Those who seek
MH&A care in rural EDs are often directed to Ottawa for services, simply because the Champlain rural
hospitals are not equipped to serve their local clients. This further increases the number of MH&A ED
visits within Ottawa and places a burden on patients and families who must travel for their care.
With a psychiatry shortage and challenges with urban-rural distribution of the limited number of
psychiatrists in Champlain, the need for alternate models of care provision to those seeking MH&A care
through the EDs is required. One such way to address these challenges is the introduction and
integration of other MH&A professionals in the ED.
Jurisdictional Scan and Best Practices Review
Australia saw a similar increase in the number of people trying to access MH&A care through hospital
EDs. This was problematic because many nurses cited they did not have the appropriate skills to treat
MH&A patients appropriately (Wand & Happell, 2001). The mental health nurse practitioner (MHNP)
was introduced into the ED to aid with the increase in MH&A presentations to the ED, to tackle wait
times, assist with coordination of care, and provide therapeutic intervention (Wand, White, & Patching,
2008). An evaluation of the program found that the MHNP had the potential to meet the growing MH&A
needs of Australians (Wand et al., 2008).
In the late 1980s, psychiatric emergency nurses (PENs) were introduced in one ED in Winnipeg (Clarke &
Hughes, 2002). By 2001, most hospitals with EDs employed PENs. In 2001, PENs saw 6,279 patients
presenting to Winnipeg EDs, and of this group, 32% needed to see a psychiatrist (Clarke & Hughes,
2002). 51% of the patients who saw PENs were discharged home, and most were discharged with
referrals to community supports/family physicians (Clarke & Hughes, 2002). 27% were admitted to a
hospital bed with the majority of admissions ending up in a psychiatric bed (Clarke & Hughes, 2002).
Staff and client satisfaction with PENs in the various Winnipeg EDs was quite high (Clarke & Hughes,
2002). For staff in EDs, they felt that PENs provided service complements to a psychiatrist (Clarke &
Hughes, 2002).
In Champlain, Queensway-Carleton Hospital (QCH) employs Crisis Intervention Services Registered
Nurses (CISRN) in the ED. The main objectives of the CISRNs are to (1) provide timely assessment of MH
patients in the ED; (2) Decrease burden of call on psychiatrists; (3) Avoid unnecessary admission to
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hospital; and (4) Ensure appropriate discharge to community resources and follow-up (QueenswayCarleton Hospital, 2017). This model has proven very beneficial for QCH and has helped to reduce the
number of psychiatrist consultations, unnecessary admissions, and 30-day readmission rate
(Queensway-Carleton Hospital, 2017). This model also benefits patients as it provides timely access to
MH&A services and ensures they are discharged home with appropriate follow up plans (i.e. referrals,
appointments with a psychiatrist or family physician, etc.).
Pillar Goal
The main goal of this pillar is to integrate MH&A providers, other than psychiatrists, into the ED to
increase access to care for patients presenting to the ED, and to minimize the number of unnecessary
MH&A admissions, which will ultimately reduce psychiatrist burnout. To do this, this pillar proposes the
adoption of CISRN model employed by QCH.
2.

Project Recommendations and High Level Objectives
a) Adoption of the CISRN model in EDs across Champlain
a. Formalize and document the CISRN model.
b. Provide guidance and support to hospitals implementing CISRN(s).
c. Facilitate training of CISRN(s) and/or champions at each hospital to move the model
forward.
d. Create and provide an evaluation framework to assess and evaluate CISRN
implementation.

3.

Project Supports/Facilitators

Upfront support will be required from QCH administration to provide Pathways with the necessary
information regarding the CISRN model to move the CISRN model forward. Additionally, the projects in
the Shared Primary Care pillar support and augment this pillar through an increase in community
resources to ensure that clients do not begin to use the ED as the primary route to receive MH&A care.
4.

Model

The visual model found on page 5 outlines the CISRN model QCH implements in their ED. In this model,
nurses are staff of the MH unit and act as consultants to the ED, but are typically co-located within or
just outside of the ED. CISRNs work 12-hour shifts from 07:00 to 19:00, seven days a week. Sessions with
patients typically take one hour, with the last session starting no later than 17:00 to ensure time for
paperwork. All patients who interact with a CISRN receive a discharge plan that outlines community
resources they can use, including a referral to their family physician or QCH’s MH&A outpatient services.
It is suggested that the first few months of implementation consist of touring the local area to build
strong and meaningful relationships with community resources (e.g. CMHA, community centres,
missions, etc.). Establishing relationships with community agencies sets expectations upfront and
provides the nurses an opportunity to gather specific contacts within the organizations. Additionally, it is
integral that the MH&A unit and the ED unit work together with support from Senior Management (top
down approach) to support the shift from psychiatrist as consultant, to CISRN as primary ED consultant.
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This model has proven beneficial for QCH, helping to reduce the number of psychiatrist consultations,
unnecessary admissions, and 30-day readmission rate (Queensway-Carleton Hospital, 2017).
Additionally, it helps provides timely access to MH&A services for patients entering the ED, and ensures
patients are discharged home with appropriate follow up plans (i.e. referrals, appointments with a
psychiatrist or family physician, etc.).
It is important to note that this initiative will be implemented on a hospital-by-hospital basis; therefore,
the costs and personnel required will differ depending on the unique needs of each hospital. As the
CISRNs deal mostly with ED physicians, a version of this initiative can be supported in the rural setting
with minor modifications, such as the use of telemedicine to support the psychiatric consultation needs
as necessary.
The CISRN position could be filled through external hiring, or could be created through an internal shift
in MH&A or ED professional already providing services within the hospital. A key consideration when
hiring for this role is ‘fit’. Ensuring an RN with strong relationship building and maintenance skills fills the
position is key to ensure efficient care provision across an integrated team of health care professionals.
It is suggested that successful candidates have their Canadian Nurses Association Certificate in
Psychiatric and Mental Health Nursing, in addition to several years of experience in the MH&A field.

5.

Scope

Name
What
Why
How

Description
Integrate MH&A providers into the ED.
Increase timely access to MH&A care for patients presenting to the ED with MH&A needs.
Implement the CISRN model in EDs across Champlain.
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Name
Who

Description
i.
Champlain EDs
i.
MH&A RNs
When
Spring/Summer 2019
Outcome / Process outputs
Indicator
i.
Better equipped and supported EDs across Champlain to address patient needs
v.
Reduction in unnecessary admissions
v.
Timely assessment of MH&A patients in the ED
i.
Increased ability of EDs to provide appropriate discharge to community resources and
follow-up for patients
i.
Reduction in burnout of psychiatrists due to reduction on-call activities
System outcomes
i.
Improved access to MH&A care across the Champlain Region
Budget
Costs and personnel required will differ depending on the unique needs of each hospital.
Example: Queensway-Carleton Funding Model
1 FTE = 1957.5 hours/year
Hired 2.5 FTE (includes relief coverage at 0.4 FTE) at $55/hour
Total Cost for 2.5 FTE/year = $269,156.25, ($107,662.50/FTE)
x.
To find this funding, QCH reallocated funding internally.
x.
The hourly rate used is based on the Ontario Nursing Association pay scales for a senior
level nurse.
Resources
57 days
Project Manager = 42d
i.
Learning the model = 2d
i.
Document preparation = 10d
i.
Liaise with stakeholders = 10d
v.
Support stakeholders implementing model = 20d

6.

Pathways Support = 15d
v.
Document preparation = 5d
i.
Support for Project Manager = 5d
i.
Support stakeholders implementing model = 5d
Schedule

Operations / Implementation Plan:
Milestone
Work with QCH to learn the structure, funding, and implementation of
the CISRN model.
Reach out to other Champlain EDs to inquire about interest in training on
the CISRN model.
Provision of CISRN training to Champlain EDs.
Evaluation of early adopters of CISRN.
Share initial evaluation results with EDs that have not implemented the
CISRN model.
Provide training to later adopters of CISRN.
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Target Date
TBD
TBD
TBD
TBD
TBD
TBD

Complete?
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7.

Project Team (To Be Confirmed)
Name

David Hesidence (Pathways)
Meghan Perkins
Alice Hutton
(Pathways)
Andrew Savard
(Pathways)
Katelyn Lepinskie
(Pathways)
Mitsi Cardinal
(Pathways)
Melissa McFadden / ED
Representative from QCH
Kevin Barclay

8.

Core /
Extended
Core
Core

Project Role

Project Responsibility

Core

Project Lead
Project Manager /
Implementation Lead
Facilitator

Project Sponsor
Project Management and
Implementation
Project Support

Core

Project Manager

Project Support

Core

Project Manager

Project Support

Support

Project Support

Extended

Decision Support
Epidemiologist
Project Consultant

Extended

Project Consultant

Key Stakeholders

Stakeholder Group
Champlain EDs
MH&A Nurses / ED
Nurses
QCH
Patients and clients

Organization(s)
Hospitals across
Champlain
Hospitals across
Champlain

Relationship
Where CISRN position will be implemented.
Potential people to fill the CISRN position.
Leaders to support implementation of CISRN.
Those who will have contact with and receive
MH&A care from CISRN.
Project sponsor/support.
Group of ED docs, administrators and first
responders who have lived experience.

Champlain LHIN
Champlain Emergency
Services Network
9.

Project Consultant for
CISRN Model
Project consultant from
LHIN perspective

Assumptions and Constraints

Type
Assumption
Assumption
Constraint

Description
This model can work in all EDs across Champlain.
ED staff/physicians and MH&A staff/psychiatrists will work collegially.
Small hospitals current staffing numbers and personnel – may not have a qualified staff
to fill this position.
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10.

Project Risks

Risk

Hospital EDs do not want to
implement the CISRN model.
Hospitals do not have
funding to support a CISRN.

Impact
High/
Medium/
Low
High

Likelihood
High/
Medium/
Low
Medium

Response

i.

High

Medium

x.
x.

i.

Patients do not feel
comfortable receiving
MH&A care from CISRN—
want to see a psychiatrist.

Medium

Low

i.
i.
v.

Lack of adequate personnel
to fill this position.
Rural small hospitals do not
have infrastructure and
supports to implement
CISRN.

11.

High

Low

v.

High

High

i.
i.

Demonstrate the success QCH has
had with the program.
Outline model benefits using data.
Look at ways organizations can make
use of existing personnel that could
fill this role to avoid having to find
funds for salaries of new employees.
Develop a business case to determine
if costs avoided from unnecessary
admissions offset the cost of the
program.
Support provided to CISRN from ED
physician.
Explain model to patient—why it is
beneficial for them to receive care
from the CISRN.
Can always consult psychiatrist if
patient’s behaviour escalates beyond
control of CISRN.
If no qualified candidates for position,
may have to train individuals.
Look at ways organizations can make
use of existing personnel.
Creation of a rural specific version of
the CISRN.

Acceptance and Sign-off
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Approved by:
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Appendix H. Pillar Three: Build and Support Rural Capacity
1.

Background / Introduction
Statement of Need / Evidence of Support

There is a known physician shortage across Canada. In 2017, Canada ranked 28th out of 39 developed
countries based on physician-to-population ration (i.e. the number of physicians per 1000 people)
(OECD, 2017). On average, there is 2.7 doctors per 1000 people across Canada (OECD, 2017). This is
problematic as a physician shortage encourages access to care challenges for patients, and promotes
physician burnout in the small group of physicians supporting the larger system. Additionally, work
underway by Dr. Paul Kurdyak proposes further segregation of the already small group of physicians
supporting our system. Kurdyak outlines three practice styles that separate psychiatrists by their
caseloads.
1. Urban, small volume psychiatrists are typically found in the community settings within Toronto
and Ottawa. They see 40-60 patients at a frequency of up to 18 times per year per person, who
tend to be healthier, and require minimal intervention.
2. Urban, large volume psychiatrists are typically found in the community setting. They see 100
patients at a frequency of 5-9 times per year. These patients tend to be sicker than those seen
by urban small volume psychiatrists.
3. Rural psychiatrists see many sick patients often in an ED setting, only 1-2 times per year. With
many of Ottawa’s community psychiatrists falling into the urban small volume practice style,
one can see how it could be challenging for a primary care provider to refer a patient to a
community psychiatrist as most are not taking on new or additional patients.
It is a known fact that psychiatrists in rural areas of Champlain are in undersupply, therefore, it is fair to
assume that most patients requiring MH&A care must access care through the EDs. Further complicating
this is the inability of rural physicians to refer their clients on to close by community psychiatrists who
may practice in the Ottawa area, as most Ottawa psychiatrists are characterized as urban, small volume
doctors who are not taking on new patients.
A high proportion of psychiatrists in Champlain are nearing retirement age (46% over age of 60)
(OPTIMUS SBR, 2017b). This poses challenges for the rural setting due to low overall numbers of
practicing psychiatrists, with one full-time psychiatrist plus another fractional time physician practicing
across all of Renfrew County. An IMG is the primary psychiatrist in the Cornwall Hospital in wake of the
partial retirement of their long time psychiatrist. In addition to the low numbers of psychiatrists in rural
areas, low numbers of primary care providers encourages access to MH&A care through the ED. When a
primary care provider retires, many individuals become unattached as no primary care providers are
able to take over the roster of the retiring physician. Patients without a primary care provider are left to
seek MH&A care through the ED, placing pressure on psychiatrists working EDs and ED physicians who
are often the first contact for those with MH&A challenges.
According to Canadian Medical Association, there are 4864 psychiatrists across Canada, (Canadian
Medical Association, 2018). This translates to 13.2 psychiatrists per 100,000 population across the
country, with variances from 1.6 (Territories) to 15.5 (British Columbia) psychiatrists per 100,000
population (Canadian Medical Association, 2018). Looking specifically at the Champlain Local Health
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Integration Network (LHIN), there is an estimated total of 287 psychiatrists (22/100,000 population)
(OPHRDC, 2015). The 2017 Champlain LHIN Inpatient Mental Health & Addictions Capacity Plan revealed
that there is an average of 0.07 FTE psychiatrists per funded bed across Champlain, with the majority of
psychiatrists located in urban areas 14 (OPTIMUS SBR, 2017a). It also revealed that psychiatry per bed is
particularly low in Cornwall and Pembroke, despite the fact that both hospitals have been recruiting for
several years with little success (OPTIMUS SBR, 2017a). This trend matches the greater trend found
across Ontario: for every specialist physician working in a rural region, there are almost 90 specialists
working in urban areas (CIHI, 2016). With the majority of psychiatrists located in urban areas of
Champlain, this poses challenges for Champlain’s rural regions, including, but not limited to:
•
•
•
•
•

Reliance on urban hospitals for the provision of MH&A services
General lack of community resources that patients can access
Need for patients to travel great distances to receive care
Over-burdened existing MH&A workforce
Extensive wait times to access care within their home community

There are several reasons why physicians prefer to practice in urban settings over rural settings. There
are more professional and personal opportunities in larger cities, especially if they have a family (i.e.
where can the spouse work? What kinds of schools are there? What social networks are available to us?
Etc.). Additionally, rural practice limits a physician’s opportunity to interact with colleagues, the number
of opportunities to continue their medical education, and often requires frequent care of patients with
high rates of illness, complex chronic conditions and more, which can be challenging when there is
limited access to specialist services (Arora et al., 2013). These factors, and many more factors that are
unique to each individual, combine to support a poor urban-rural mix of psychiatrists across Champlain.
Jurisdictional Scan and Best Practices Review
Canadian Environmental Scan
The Newfoundland and Labrador Centre for Applied health Research conducted a jurisdictional snapshot
in the Spring of 2018 of rural psychiatry practices and models found across Canada (Letto, Ryan, &
Bornstein, 2018). This report found nine models used that support and deliver psychiatric services to
rural and remote communities across the country, and one initiative highlighted comes from Champlain:
the Champlain BASE eCONSULT model (Letto et al., 2018). This report found the following key findings
(Letto et al., 2018):
1. Technology is a powerful tool that can increase access to MH&A services, especially in regions
with geographic barriers.
2. Supporting primary care providers to provide MH&A services in rural and remote areas fosters
less reliance on psychiatrists for the delivery of MH&A services.
3. Coordination of care is integral to ensure patients receive timely MH&A care through the
simplest means possible.

14

Montfort, Queensway Carleton Hospital, The Ottawa Hospital, and The Royal
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4. Travelling clinics, or intermittent community visits can complement a community’s permanent
services.
Technology and Telepsychiatry
Telepsychiatry is the delivery of acute MH&A care, including diagnosis or treatment, by means of a
secure, two-way real-time interactive audio and video by a health care provider in a remote location to
an individual needing care at a referring site (Holton, Andrew Brantley, 2014). North Carolina (NC) has
had great success with their NC Statewide Telepsychiatry Program (NC-STeP)—a hub and spoke model
that is run out of East Carolina University. NC-STeP ensures that individuals experiencing an acute
behavioural health crisis who present to an ED in NC receive timely, evidence-based psychiatric
treatment through videoconferencing technology (Saeed, 2016). Since 2017, over 26,500 assessments
have been provided, which has resulted in a cost savings of over $15 million from overturned
involuntary commitments (N.C. Department of Health and Human Services, 2017).
In addition to the provision of care through technology, the use of technology can also support remote
supervision of medical trainees. An Australian study looked at the effectiveness of remote supervision of
medical trainees in a rural town found in North Queensland (Cameron, Ray, & Sabesan, 2015). The study
found that remote supervision via videoconference provided “readily available guidance to trainees
supporting their delivery of appropriate care to patients” (Cameron et al., 2015).
International Medical Graduates (IMGs)
As an area becomes more rural, the percentage of IMGs practicing within the area increases. Just over
25% of practicing rural or remote physicians obtained their MD outside of Canada (CIHI, 2009). Of the
new physician graduates practicing in rural and remote areas, IMGs make up almost 53% of this
population (CIHI, 2009). The trend of IMG movement to rural practice settings holds across most of
Canada, with the exception of Ontario and Quebec (CIHI, 2009). Something is inherently different about
the practice settings found in these two provinces that draws IMGs away from rural practice settings, to
urban locations. The draw towards urban centers within Ontario is most likely due to the offerings of
Toronto—outside of the practice setting, there is significantly more opportunity for IMGs and their
families. IMGs represent an untapped resource, especially those who are living and working in Ontario in
non-physician roles, to help support Champlain’s rural psychiatrist shortage.
Pillar Goal
Build and support MH&A capacity in the Champlain rural region through an injection of psychiatrists,
and the creation of support for PCPs, small hospitals, and other health care providers.
2.

Project Recommendations and High Level Objectives
a) Use IMG psychiatrists to fill the gaps in psychiatry care in Champlain’s rural communities.
a. Identify potential supervisors in rural locations. If none available, initiate process of
remote supervision through CPSO.
b. Identify candidates to fill these roles.
c. Liaise with CPSO to outline the processes required for remote supervision, if necessary.
d. Add task to Regional Recruiter’s mandate.
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b) Creation of an on-call/on-duty real-time telepsychiatry resource to support rural small hospitals
in the provision of immediate, quick access to psychiatric care.
a. Proposed models:
i. CritiCall facilitated rotating on-call telepsychiatry schedule with Ottawa
hospitals supporting rural hospitals
ii. Call schedule between CritiCall partner hospitals with urban hospitals
supporting rural hospitals
iii. On-duty contract service that individual psychiatrists can opt into and
participate in on their own time outside of their respective hospitals
b. Liaise with CritiCall to inquire about feasibility and interest.
c. Draft a proposal outlining the model by which this on-call schedule will roll out.
3.

Project Supports/Facilitators

The Rural Champlain Regional ECHO will support this project. The rural regional ECHO will act as a
facilitator to support capacity building within Champlain small rural hospitals and Champlain rural
MH&A providers. Additionally, the IMG pillar of the MH&A HHR strategy supports this pillar through the
recruitment of IMGs. Finally, the Regional Recruitment position will assist in rural capacity building
through recruitment of IMGs.
4.

Models

CritiCall Facilitated Rotating On-Call Telepsychiatry Schedule
CritiCall supports access and delivery of urgent and emergent care within Ontario and is currently used
to facilitate MH&A bed capacity and patient transfers within Champlain. CritiCall is integral to MH&A
surge capacity across Champlain and is accessed daily by hospitals. Champlain small hospitals with
limited ability to provide MH&A services are partnered with large, schedule one facilities located in
Ottawa. For example, Deep River is partnered with The Ottawa Hospital Civic Campus. When a patient
presents in the emergency department (ED) in Deep River, they should be sent to the Civic Campus for
care if Deep River does not have the capacity to provide adequate services. Based on visits to the small
hospitals, challenges with respect to the provision of MH&A care were brought to light (e.g. no transfers
in the evening, challenges with staffing levels over night, little to no MH&A professionals available to
patients, etc.). The creation of an on-call telepsychiatry schedule aims to tap into the already existing
relationships between small rural hospitals and their partnered schedule one facility, the relationship
Champlain has with CritiCall, and the schedule one psychiatry on-call schedules that are already in place
to resolve challenges around the provision of MH&A care in Champlain rural small hospitals.
Schedule 1 hospitals in Ottawa 15 and The Royal would provide on-call telepsychiatry services to
providers in Champlain small rural hospitals on a weekly rotating schedule. A weekly rotating schedule
spreads the addition of responsibility across the region; therefore no single schedule 1 facility is
burdened with the sole responsibility of providing on-call telepsychiatry services to the small hospitals.
No new on-call schedule would be created; rather the small rural hospitals would tag onto the on-call

15

General, Civic, Queensway-Carleton, Montfort
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schedules of schedule 1 facilities that are already in place. CritiCall would act as the on-call
telepsychiatry facilitator.
When small hospitals require a MH&A consultation, they would contact CritiCall. CritiCall would identify
the on-call schedule 1 facility and would contact them to inform them of the need for consultation. The
schedule 1 facility on-call would have a window of time (e.g. 60 minutes) to reach out to the small
hospital to provide their telepsychiatry consultation.

CritiCall Partner Hospitals On-Call Telepsychiatry Schedule
This model follows a similar process as the model outlined above. Instead of the Ottawa area urban
hospitals supporting the rural small hospitals on a rotating basis, CritiCall partner organizations would
create their own on-call telepsychiatry schedule that involves support from the Ottawa partner hospital
to their associated partner small hospital(s). This model supports relationship building with already
established partners, which could further strengthen ties to support timely access to MH&A across the
LHIN.
On-Duty Contract Service
This model involves the creation of a contract service that psychiatrists could opt to participate in, in
addition to their duties at their respective organizations. Psychiatrists would be compensated for their
time, and would be tasked with providing urgent, timely consultations to ED physicians in rural
hospitals. This model ensures that those who do not want to participate in additional on-call duties are
not required to, allowing those who truly want to provide this care to do so. Additionally, it does not
place any added burden on the schedule 1 hospitals, and helps support capacity building in the rural
setting.
Implementing an on-call/on-duty telepsychiatry model to support Champlain rural small hospitals will
support small hospitals’ ability to provide basic, well-supported psychiatric care to patients presenting in
the ED. This is important because it allows patients to receive adequate health care in their
hospital/location of choice (often keeping them closer to home) and helps build capacity in our rural
small hospital practitioners (psychiatrists, general practitioners, hospitalists, nurses, etc.). If adopted,
this approach exemplifies a truly regional approach to the delivery of MH&A care in Champlain.
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It is important to note that an on-call telepsychiatry model does not replace standard of care, and does
not replace actions related to Form 1 status. The development of a care pathway outlining appropriate
use of the on-call telepsychiatry resource will be developed.
IMG Recruitment
See the IMG pillar project charter for an in-depth outline of how IMGs will support Champlain’s rural
capacity. The main goal of the IMG pillar is to utilize IMGs to fill notable gaps in psychiatry care in rural
Champlain. IMGs represent an untapped resource for Champlain, therefore supporting potential IMG
candidates, whether they are emigrating from another country, or are already here in Champlain, with
their licensure and administrative needs will serve to benefit Champlain as a whole.
5.

Scope

Name
What
Why
How
Who

When

Outcome /
Indicator

Description
Facilitate capacity building and support for MH&A services in the rural regions of Champlain.
There is a shortage of psychiatrists and psychiatric resources available to Champlain’s rural
regions.
• Facilitate an increase in the number of psychiatrists practicing in rural areas.
• Facilitate the creation of an on-call telepsychiatry schedule to support rural small
hospitals.
• IMGs
• Rural small hospitals
• Rural MH&A providers: psychiatrists, family physicians, social workers, nurse
practitioners, nurses, etc.
Recruitment of IMGs (first round of new candidates)
• January to August 2019
o Liaise with HFO to connect with known psychiatry IMGs registered in their
database
o Meet with and interview potential candidates
o Initiate and complete licensure requirements
o Secure supervisors
On-Call Schedule
• January to March 2019
o Initiate conversations with stakeholders (i.e. CritiCall, Schedule 1 hospitals,
rural small hospitals)
o Draft on-call agreements/contracts
• April 2019
o Initiate first round of on-call telepsychiatry;
• June 2019
o Evaluation of first 10 weeks of on-call telepsychiatry schedule
Process outputs
• Increase in psychiatrists in Champlain rural regions
• Reduction in burnout of psychiatrists working in rural regions/small hospitals
• Increased capacity for MH&A care provision by rural small hospitals and rural MH&A
clinicians
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Name

Budget

Description
System outcomes
• Improved access to MH&A care in rural Champlain
• Regional approach to the delivery of MH&A care in Champlain.
Costs associated with this pillar include, but are not limited to salary for a regional recruiter
to support IMG recruitment, potential funding arrangements with CritiCall, and potential
funding arrangements with ‘on-duty’ contract psychiatrists.
Regional Recruiter Salary
TOTAL COSTS
*NB: salary for this role is not an additional cost to this pillar and is
fully captured in the regional recruiter proposal

Resources

$ 75,000.00
$ 75,000.00

40 days to implement first two rotations of on-call schedule.
Project Manager = 26d
• Stakeholder liaising = 6d
• Agreement/contract drafting and execution = 10d
• On-going support during on-call schedule (first 10 weeks) = 2d
• Evaluation = 8d
Pathways Support = 14d
• Stakeholder liaising = 3d
• Agreement/contract drafting and execution = 5d
• On-going support during on-call schedule (first 10 weeks) = 2d
• Evaluation = 4d

6.

Schedule

Operations / Implementation Plan:
Milestone
Confirm CritiCall’s willingness/involvement
Liaise with Schedule 1 hospitals and rural small hospitals to
outline potential agreement
Finalize on-call agreements and contracts between key
stakeholders
Initiate first round of rotating on-call schedule
Evaluation of first round of rotating on-call schedule
7.

Project Team (To Be Confirmed)
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Target Date
31-Jan-2019
28-Feb-2019

Complete?
Not started
Not started

31-Mar-2019

Not started

01-Apr-2019
27-Apr-2019

Not started
Not started
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Name
David
Hesidence
Meghan
Perkins

Core /
Extended
Core

Project Role

Project Responsibility
Project Sponsor. Provides guidance and
oversight to project team.
Plans, executes, and closes project.
Ensures objectives are met. Delivers final
product.
Support project activities.

Alice
Hutton
Andrew
Savard
Andrew
Falconer

Core

Project Oversight and
Leadership
Project
Manager/Implementation
Lead
Facilitator

Extended

Project Support

Project Support

Extended

Project Consultant

Kevin
Barclay
Katelyn
Lepinskie
Alison
Green
Greg
Macleod
Denise
Polgar

Extended

Project Consultant

Extended

Project Support

Extended

Project Support (HFO)

Extended

Rural Representative

Extended

CritiCall Representative

Provides project guidance from a hospital
administrator perspective, as well as
physician perspective. Support project
activities, e.g. Expert panel.
Provides project guidance from LHIN
perspective.
Provided initial support for initial
background literature search.
Provide support with respect to
recruitment activities.
Provide project guidance from the rural
hospitals’ perspectives.
Provide support in facilitating remote oncall project.

8.

Core

Key Stakeholders

Stakeholder Group
Schedule 1 and 3
hospitals in
Champlain.

Organization(s)
Champlain LHIN

Clients/Patients

n/a

Psychiatrists
CritiCall

Champlain area
hospitals/communities
CritiCall

HFO
Small Hospitals

HFO
CASH

9.

Relationship
Potential increase in number of psychiatrists, at
Champlain rural hospitals; psychiatrists from
schedule 1 hospitals could provide on-call
telepsychiatry services to small rural hospitals.
Potential increase in the number of practicing
psychiatrists in their community/hospital.
Potential reduction in burden of workload due to
increase of psychiatrists.
Potential partner. Could act as facilitator of
telepsychiatry rotating on-call schedule.
Support IMG recruitment initiatives.
Partners in, and beneficiaries of rotating on-call
telepsychiatry initiative.

Assumptions and Constraints
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Type
Assumption
Assumption
Assumption
Constraint
Constraint
Constraint

10.

Description
Technology can be used for remote supervision of psychiatrists recruited to our rural
regions.
IMGs are an untapped resource for potential candidates to recruit to rural hospitals.
Care provided via technology is equal to or as good as care provided in person.
Recruitment and retention to rural regions is challenging.
Licensing and supervision requirements for new recruits/IMGs.
Limited resources in rural communities that may dissuade psychiatrists from practicing
there.

Project Risks

Risk

Not enough supervising
psychiatrists.

Impact
High/
Medium/
Low
High

Likelihood
High/
Medium/
Low
High

Response

•
•

IMGs are not willing to move
to/practice in rural settings.

High

Low

•

•
•
•
CritiCall will not facilitate a
telepsychiatry on-call
schedule and/or Ottawa area
hospitals will not support rural
hospitals through the
provision of on-call
telepsychiatry services.

High

Medium

•
•
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Work with CPSO to organize remote
supervision through OTN/technology.
Implement temporary privileges of
psychiatrists at various hospitals to
allow for supervisory relationships.
Incentivize them by outlining how
rural regions allow for a degree of
freedom to choose how they’d like to
practice—as they are likely one of the
only psychiatrists at a rural hospital,
they can set their practice agenda,
etc.
Work with local communities to
influence them to offer incentives
Highlight the unique positives of each
rural region.
If IMGs are not willing to move to
rural regions, can always look to
Canadian grads.
Pathways to work with Champlain
hospitals to develop on-call system
not requiring CritiCall.
Reiterate the ‘regional’ nature of a
LHIN and how support from Ottawa
area hospitals can help rural hospitals
keep patients in their rural setting
(i.e. decrease the need for transfer
from rural to urban hospital).
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Appendix I. Pillar Four: Primary Shared Care Models
1.

Background / Introduction
Statement of Need / Evidence of Support

Mental health and addictions (MH&A) care in Canada is designed to function at the primary (e.g. family
physicians), secondary (e.g. community psychiatrists, psychologists, etc.) and tertiary care levels (e.g.
specialized health care delivered in tertiary level facilities such as The Royal). Those who need
specialized care should receive care at the tertiary level, and those who might not need tertiary level
care receive care in the community (primary and secondary levels). The importance of receiving care at
the correct level ensures optimal use of the resources found at each level and across the health care
system as a whole. In Canada, access from the primary level to the secondary level is poor (Kurdyak et
al., 2014). This becomes problematic in Ontario because psychiatrist services are the only MH&A
services that OHIP will reimburse (Kurdyak et al., 2014) and psychiatrists and mental health nurse
practitioners are the only MH&A professionals who prescribe psychotropic medications. This encourages
those requiring MH&A care to seek care through acute in-patient facilities and tertiary care centres (e.g.
The Royal), and this is problematic because acute and tertiary level care should be reserved for those
requiring specialized or more intensive care.
With an estimated shortage of 200 psychiatrists that is expected to grow to 350 by 2030 and a
stagnation in the supply of psychiatrists across Ontario since 2001 (Ontario Psychiatric Association,
2018), our current model of MH&A care that focuses on acute, episodic care from specialists will face
and even produce several challenges.
There is a need to move towards the delivery of MH&A care in the primary care setting, with referrals to
specialists and tertiary care centres as a final step once care has exceeded the ability of the primary care
provider. Additionally, there is a need to facilitate capacity building for the provision of MH&A care in
the primary care setting.
Jurisdictional and Best Practice Review
Improving Access to Psychological Therapies (IAPT)
The UK’s National Health Service (NHS) recognized that those suffering from depression and anxiety did
not have access to appropriate MH&A services, therefore they implemented IAPT in 2008 (Clark, 2011).
Upwards of 3,600 psychological therapists were trained between 2008 and 2011 to provide cognitive
behavioural therapy (CBT) as recommended by the National Institute for Health and Clinical Excellence
(NICE) guidelines (Clark, 2011). IAPT follows a stepped care model in which patients started their care in
a primary care setting and utilized guided self-help based on CBT or accessed collaborative care with
their general practitioner (Clark, 2011). The second level of care involves low-intensity service where
patients continue to utilize self-help CBT in addition to guidance from a psychological wellbeing
practitioner (PWP) (Clark, 2011). Finally, if high-intensity services were needed, patients can access a
well-trained psychological therapist on a weekly basis and receive therapist guided CBT (Clark, 2011).
The increase in psychological therapists improved access to psychological care for 50% of the adult
population, with over 350,000 people completing therapy and 143,000 people of these people seeing
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improvement in their condition (84% reaching full recovery, 26% coming off sick pay/benefits) (Peachey
et al., 2013). The estimated cost savings from the IAPT program, when fully implemented in 2015, were
valued at over CA$460 million for the NHS and CA$1.19 billion for the entire public sector.
Hamilton Family Health Team Mental Health Program (FHT-MHP)
The Hamilton FHT-MHP was created in 1994 and saw the successful integration of mental health
counsellors, psychiatrists and child mental health professionals into the offices of family physicians in
Hamilton (Kates, Craven, Crustolo, Nikolaou, & Allen, 1997; Kates et al., 2011). The program was created
to recognize and support the central role primary care physicians (PCPs) play in the delivery of MH&A
care in Hamilton. It aimed to address challenges such as poor access for referrals from PCPs to MH
services; poor communication between MH and PCPs; and a perceived lack of understanding of and
support for the role of the family physician in MH&A care (Kates et al., 2011).
For every 7000 patients, a FHT will receive one full-time counsellor 16. Funding for counselors comes
from the primary care budget of the Ministry of Health and Long Term Care (MOHLTC) and is received as
a part of the allocation each FHT receives (Kates et al., 2011). Psychiatrists assigned to each practice will
visit one half-day per month per physician in the FHT and work in a consultative role (Kates et al., 2011).
Psychiatrists are paid a flat rate per half day, regardless of work performed and can receive
supplemental income for time spent on the phone or to complete paperwork in between their allocated
half days (Kates et al., 2011). Funding for psychiatrists also comes from the MOHLTC primary care
budget.
The program uses a stepped approach in a shared care model, to ensure that patients are seen by the
most appropriate level of care based on their MH&A challenges. The family physician will refer patients
to a counsellor, and the counselor will refer patients back to the family physician when they feel the
patient’s MH status has stabilized. Alternatively, the counselor can refer the patient to the psychiatrist if
they feel they do not have the means to provide appropriate care (Kates et al., 2011). Psychiatrists are
typically involved in case discussions and patient reviews to support service delivery from counselors
and family physicians, and will see patients as needed (Kates et al., 2011). The ultimate goal is to have
the patient end up back in the care of their primary care provider.
The entire program is coordinated by a single centralized management team that consists of a manager,
a medical director, and three support staff (Kates et al., 2011). This team coordinates activities in
practices, provide on-going support for their health care providers, assist with recruitment and
evaluation of MH professionals, and liaise with the MOHLTC (Kates et al., 2011).
The benefits of the Hamilton FHT-MHP model are as follows (Kates et al., 2011):
•
•
•
•
•
16

Access to mental health care services for populations who underutilize the MH&A system
Access to MH&A care for children and seniors
Reduced wait times for initial assessment
Earlier detection and treatment of mental health and addictions problems
Expanded capacity of primary care in the delivery of MH&A care
Predominantly RNs with MH&A experience, or MSWs with previous experience working with MH programs.
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•
•
•
•

Patient-centric, allowing patient to receive care from their PCP
Integration of physical and emotional care
Efficient triaging system ensures patients are seen at the right level of care
Outcomes of individuals with MH&A problems seen in primary care settings
Pillar Goal

The main goal of this pillar is to support an increase in capacity for the provision of MH&A care at the
primary care level to support a change in the model of psychiatric care through a shift in the majority of
care provision from the acute and tertiary levels to the primary care level. This shift will help to ensure
timely access to MH&A services at the right level of care, while simultaneously reducing the workload of
the psychiatrist workforce as the psychiatrist will assume a consultant role, rather than primary care
provider role.
2.

Project Recommendations and High Level Objectives
a) Work with the Champlain IASP team to support the implementation and rollout of the
IASP program across Champlain to shift MH&A care delivery towards a
psychologist/psychiatrist as consultant model.
a. Understand the short-, medium-, and long-term plans for Champlain IASP.
b. Support the creation and implementation of a Champlain Regional MH&A
Coordinated Access point.
c. Support the addition of partnerships with more FHTs and physically co-locate
MH&A IASP therapists within the FHTs.
d. Strategic mapping of MH&A care providing organizations to determine potential
organizations for involvement.

3.

Project Supports/Facilitators

The Regional Champlain rural ECHO will facilitate the projects under this pillar and will support
knowledge transfer and capacity building in primary care providers. Additionally, the Champlain
Integrated Access to Structured Psychotherapy (IASP) program will act as the shared care model to
facilitate the shift in the provision of MH&A care.
4.

Models

The Current IASP Model
IASP consists of individual and group structured psychotherapy services delivered in-person or using
telemedicine in community settings. The Royal has partnered with several MH&A service providers 17 to
deliver services across Champlain. Clients must be referred to IASP by their family doctor, nurse
practitioner or psychiatrist. Once enrolled, they receive up to 12 sessions of disorder-specific CBT.

17

Family Services Ottawa, Hawkesbury and District General Hospital, Akausivik Inuit Family Health Team, Canadian
Mental health Association-Ottawa, Pembroke Regional Hospital, Cornwall Community Hospital, Montfort
Academic Family Health Team/Prescott-Russell Community Mental health Centre, and Lanark Renfrew Health and
Community Services
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Integration of Learnings from the Hamilton FHT-MHP Model
Recently, the Champlain IASP program has received approval from the Provincial System Support
Program to develop a model and implementation plan of centralized access for mood and anxiety
services within the Champlain LHIN (Corace, 2018). As we know from the Hamilton FHT-MHP Model, a
centralized coordinating group is essential to implement stepped care and to ensure smooth functioning
of the program (Kates et al., 2011). The opportunity to integrate the learnings of the Hamilton FHT-MHP
model with respect to centralized coordination should be considered with the creation and
implementation of the Champlain regional MH&A coordinated access point. While the central
management team of the Hamilton FHT-MHP model coordinates the activities and staff in the practices,
the potential to merge staff coordination with centralized patient intake/access across Champlain
provides a linked picture of the Champlain MH&A supply (MH&A care providers) and demand
(Champlain clients seeking MH&A care).
Additionally, different MH&A care providers and organizations are included in the IASP program in each
successive year as the program rolls out across Champlain. Moving towards co-location of MH&A
therapists in more FHTs and attaching psychiatrists and/or psychologists in a supervisory role with
minimal monthly consulting duties to specific FHT (similar to the Hamilton FHT-MHP model) should be
considered as the IASP program grows and expands.
Key Components
The Hamilton FHT-MHP model provides but one additional model to approach primary shared care in
the delivery of MH&A care. The key component with the shift away from psychiatrists providing longterm, chronic care, to primary care providers providing long-term MH&A care requires true collaborative
shared care. Models, such as the Hamilton FHT-MHP support the development of capacity for the care
of MH&A services by primary care providers. An increase in capacity in primary care facilitates the
ultimate goal of returning clients back to the care of their primary care provider once client care
requirements dip below the threshold of care provided by a MH&A counsellor or psychiatrist.
Additionally, the label of most responsible provider (MRP) remains with the primary care provider
during times of client consultation. This allows psychiatrists to consult on client files when requested by
the primary care provider, without the liability of taking the client on as their own.
5.

Scope

Name
What
Why
How
Who

Description
Support a change in the model of psychiatric care through a shift in the majority of MH&A
care provision from the acute and tertiary levels to the primary care level through enhancing
training support via remote training using the ECHO model.
This shift will help to ensure timely access to MH&A services at the right level of care, while
simultaneously reducing levels of burnout in our psychiatrist population.
Support and facilitate the rollout of the Champlain IASP program.
• Primary care providers
• MH&A care providers
• Family Health Teams
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Name

When
Outcome /
Indicator

Budget

6.

Description
• Psychiatrists
• Psychologists
• IASP
• Clients and Family Members
TBD
Process outputs
• Reduction in burnout of psychiatrists working in Champlain
• Regionally coordinated access
• Increased MH&A care capacity in primary care providers
System outcomes
• Increased access to MH&A care at the primary and community levels of care
• Increased understanding of the supply and demand of MH&A care/services in
Champlain
• Funding provided for development of model and implementation plan for centralized
access.

Schedule

Operations / Implementation Plan:
Milestone
Understand the short-, medium-, and long-term plans for Champlain
IASP.
Support the creation and implementation of a Champlain Regional
MH&A Coordinated Access point.
Strategic mapping of MH&A care providing organizations to determine
potential organizations for involvement.
Support the addition of partnerships with more FHTs and physically colocate MH&A IASP therapists within the FHTs.
7.

Target Date
TBD
TBD
TBD
TBD

Project Team (To Be Confirmed)
Name
David
Hesidence
(Pathways)
Meghan
Perkins

Alice Hutton
(Pathways)
Andrew
Savard

Core /
Extended
Core

Project Role

Project Responsibility

Project Lead

Project Sponsor

Core

Project Support

Core

Project
Manager/Implementation
Lead
Facilitator

Core

Project Manager

Project Support
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Name
(Pathways)
Katelyn
Lepinskie
(Pathways)
Mitsi
Cardinal
(Pathways)
Dr. Kim
Corace
Kevin Barclay
Andrew
Falconer

8.

Core /
Extended

Project Role

Project Responsibility

Core

Project Manager

Project Support

Support

Decision Support
Epidemiologist

Project Support

Extended

Executive Lead, IASP Team

Project Consultant

Extended

Project Consultant

Extended

Project Consultant

Provides project guidance from LHIN
perspective.
Provides project guidance from a hospital
administrator perspective, as well as
physician perspective. Support project
activities, etc. Note that Dr. Falconer will
participate until he transitions to his new
role in February 2019.

Key Stakeholders

Stakeholder Group
Psychiatrists

Organization(s)

Psychologists
MH&A
Counsellors/therapists/RNs/MSWs
etc. *anyone qualified as counsellor
under IASP*
Champlain LHIN

Potential provider of funding support.
General program support.
Organizations could house counsellors,
psychologists/psychiatrists.
Organizations could house counsellors,
psychologists/psychiatrists.
Accessing services available is IASP.

MH&A Care Provider Organizations
FHT/family physicians
Clients and family members
9.

Relationship
Provision of consultant services and
patient care.
Provision of consultant services and
patient care.
Provision of frontline patient care.

Assumptions and Constraints

Type
Assumption
Assumption
Assumption

Description
Some variant of the Hamilton FHT-MHP model will function in Champlain.
Training will be done using an ECHO model and technology will not be a great barrier.
Primary care providers will want to have a greater role in MH&A care provision.
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Type
Constraint
Constraint

10.

Description
Current health care funding models across Champlain limit the applicability of the
Hamilton FHT-MHP Model, i.e. capitation models are not used in Ottawa.
Current psychiatrist remuneration models do not incentivize a consulting model due to
the high level of work required to prepare for the consultation and the low financial
gain from completing the consultation.

Project Risks

Risk

Psychiatrists do not support the
psychiatrist as consultant
model.

Impact
High/
Medium/
Low
High

Likelihood
High/
Medium/
Low
Medium

Response

•
•

•

FHTs are not interested in
participating in a collaborative,
shared care model.

Medium

Low

•
•

No funding received to support High
model
implementation/improvements.

Medium

•
•
•

IASP Model cannot be added to
as outlined above.

Medium

Medium

•
•

100

Utilize psychiatrists who are
supportive of the model.
Demonstrate the benefits of shared
stepped care. Show how it can be
rewarding to participate in.
Outline how psychiatrists are helping
to build MH&A capacity in primary
care and how this will support a
reduction in unnecessary workload in
the future e.g. reduction in the
number of clients who likely do not
need care from a psychiatrist.
Demonstrate the benefits of shared
stepped care. Show how it can be
rewarding to participate in.
Outline how shared care will provide
opportunities for primary care
providers and FHT staff to develop
their ability to provide MH&A care to
their clients.
Draft a well-developed proposal to the
Champlain LHIN regarding the funding
required for this position.
Outline how the models support an
increase in capacity in primary care
settings to provide MH&A care.
Outline how the models will protect
and support the limited resource of
psychiatrists in Champlain.
Support IASP as it is intended to
evolve.
Look for alternate opportunities to
support a shift towards a psychiatrist
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Risk

11.

Impact

Likelihood

Response
as consultant model/models to
develop primary care provider
capacity.
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