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Disclosures

• Nothing financial,  but..

And Yes, I Voted
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Objectives

• Identify key components in delivery of effective collaborative care 

• Demonstrate how application of a quality framework can improve 

outcomes and collaborative care practice in a community-based 

mental health setting

• Highlight emerging best practices in the implementation of a 

collaborative mental health care program
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ABOUT MDAO

VISION:

People with mood disorders and their families receive 

the support they need in order to recover and lead 

healthy lives

MISSION:

To deliver quality peer support and clinical programs 

and services, developed through the lens of lived 

experience, offering hope to those living with mood 

disorders and their families, and empowering their 

recovery

31-year history of supporting adults, youth, families 

and caregivers, province-wide, who experience mood 

disorders, early psychosis, and multiple mental health 

or addictions issues.
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MDAO’s Strategic Framework
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Streams of Recovery
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Community and Peer Based Mental Health

“Talk to Someone who has been there” 

Our moto and Our purpose

• MDAO is serving over 280,000 people province–wide, and 

anchoring 38 peer support affiliates across Ontario.

• MDAO peer supporters have the lived experience, are 

knowledgeable, empathetic, trained, and supportive people who 

‘get it’ and convey hope. 

• MDAO works to honour others’ experiences and strives to 

understand their needs. 

• Ontario-wide evidence -based programming is pivotal in fostering 

resiliency, promoting self-care, instilling empowerment and building 

hope. 

• MDAO’s work, and the cost efficiency of its programs, would not be 

possible without the contribution of over 375 volunteers. 
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Evolution of 

Collaborative Care 

Partnership at MDAO

• Partnership between a community MH 

agency and an Academic Department 

of Psychiatry

• Change in psychiatry “shared care”  

training requirement at U of T

• Initially piloted as an educational 

initiative July 2016

• Funding model in place (structure)

• Committed leadership (structure)

• Incorporated quality framework at the 

outset (process)
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Why do we need a Quality Framework?

• Collaborative care in mental health practice  is increasingly 

more widespread (in primary care settings) but highly variable 

and not evidence based

• Limited evidence and lack of guidance re: effective 

implementation of  the model 

• Even less so in community-based, non primary care mental 

health settings

• Quality frameworks have been adapted to guide such 

implementation

Mulvale G, Danner U, Pasic D: Advancing community-based collaborative, mental health care through interdisciplinary Family Health Teams in Ontario. Canadian Journal of 

Community Mental Health 27:55–73, 2008

McDonald KM, Sundaram V, Bravata DM, et al: Closing the Quality Gap: A Critical Analysis of Quality Improvement Strategies. Vol. 7: Care Coordination.  Agency for 

Healthcare Research and Quality, 2007 Jun. Report No: 04(07)-0051-7.

Nadiya Sunderji, M.D., M.P.H. F.R.C.P.C., Allyson Ion, M.Sc., Abbas Ghavam-Rassoul, M.D., M.H.Sc., Amanda Abate, M.D. Evaluating the Implementation of Integrated Mental 

Health Care: A Systematic Review to Guide the Development of Quality Measures, Psychiatric Services in Advance
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How do we know if we are effective?
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Generic quality domains do not address

“Evidence to Practice” gaps in CC

Institute of Medicine/Health Quality Ontario 

• Effective

• Efficient

• Patient Centered

• Timely 

• Safe

• Equitable

Institute of Medicine (US) Committee on Crossing the Quality Chasm: Adaptation to Mental Health and Addictive Disorders. 

Improving the Quality of Health Care for Mental and Substance-Use Conditions. (National Academies Press (US), 2006).

Health Quality Ontario. Quality Matters: Realizing Excellent Care for All. (2015).
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Quality Framework: 

Specific Collaborative Care Domains 

Client Care Outcomes

Population Based Care

Evidence Based Practices

Client Inclusion and Participation

Access and Timeliness of Care

Infrastructure, Leadership and 
Management

Level of Integration btw MH and Primary 
Care

Team Functioning

Collaboration for Patient Safety

Quality Improvement

Value and Efficiency
Sunderji, N., Ghavam-Rassoul, A., Ion, A., and Lin, E. “Driving 

improvements in the implementation of collaborative mental health 
care: A quality framework to guide measurement, improvement and 

research.” 2016. Toronto, Canada.
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Mapping Quality Domains for 

Collaborative Care 
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Our Model

• Embedded psychiatric consultant 1 day/week 

• 60% direct care vs. 40% indirect consultation

• Referrals streamlined via counselors/peer support workers (not 

GPs)

• Weekly rounds--intake meeting, case review

• Prioritize clients with no access to psychiatry

• Co-management and shared accountability  

• Clients/patients registered at both MDAO and SBK--seamless

• Shared records

• Inter-organizational collaboration beyond direct care

• Academic partnership--adding trainees July 2018
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What we did—Emerging Best Practices

• Conducted educational needs assessment

• Triage clients based on level of severity

• Caseload and waitlist management--weekly

• Range of modalities/intensities matched to clients’ needs 

(informal stepped care)

• Measurement based (baseline BDI, GAD-7, YBOCS, 

Sheehan Disability, YMRS); repeated at Q3 and Q6mos

• Evidenced and guideline-based treatment 

– E.g. behavioral activation 1st line +/- RX mgmt. 

• Developed registry of patients--database (demographics, 

diagnosis, hx of suicidality/safety, ER visits)
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Safety and Risk Assessment:

Columbia Suicide Rating Scale 

• included as part of 

initial assessment

• score used as 

algorithm for clinical 

management
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Some Early Results to Date
• Access

– Wait time to consultation--2-3 weeks

• Client care Outcomes

– 23 point reduction in BDI-II* 

– 11 point reduction in GAD-7*

• Evidence-Based Practice

– 70% accessed CBT/DBT/Mindfulness/other modality

– 70% started on RX with 90% adherence 

• Level of Integration

– 25% discharged, 25% referred to specialized SBK/other program

• Collaboration for Patient Safety

– Suicide Screening, ER Visits Monitored 

• Team Functioning

– 3 formal training sessions delivered (Group, DBT and CBT)

N=41 *not all clients have been reassessed
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Mindfulness Group Data

Client Feedback

June 8, 2018

“I really liked this program as it has equipped me with tools to 

deal with troubling thoughts. Beauty of this program is that it is 

more experiential. I learned that “thoughts” of our own are 

responsible for how we feel. With mindfulness, we can reduce 

the intensity of negative thoughts”. 

“I liked the structure- facilitators were kind and challenging. I 

gained a new tool: mindfulness, exercise, CBT.” 

“Program was great, helped me to reinforce using meditation as 

part of my self-care routine. Thanks!”

“Worthwhile program. You both were (are) caring and 

empathetic. Thank you.”

“For me, the program could have been a couple of weeks 

longer”. 

“I really like the idea of a tune-up- sort of like a safety net” 

“It was a challenge to get here, but very worthwhile. I’ve learned 

to be more accepting of myself in a way I’d never thought 

possible” 
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Where are we on the spectrum?
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We were able to:

 Monitor functional and clinical outcomes of shared clients

 Provide seamless patient-centered care

 Manage complexity and decrease risk

 Facilitate care coordination to match resource intensity to client need 

 Build organizational capacity through knowledge exchange 

Application of Quality Framework in a 

Community-Hospital Partnership
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Collaborative Care Quality Domains 
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Lesson Learned  

• Unique culture of community mental health—non medical model

• What to do with a psychiatrist? Antipsychiatry? 

• Easier to identify a shared population in CMH> primary care

• Challenge of supporting data collection in the community

• Sustaining capacity-building with staff turnover 

• Building a quality-driven culture takes time
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Where to from here? 

• Potential for service expansion, quality drives what, when, and how

• Identify and plan specific measures to consistently track

• Evaluation of stepped care model in a community MH agency 

• Evaluation of efficacy, cost-effectiveness and team functioning

• Enhance client inclusion and participation in evaluation

• Include learners and trainees in quality measurement
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Thank You

Questions? 


