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YOUR 
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I NEED CONSISTENT 

MEANS OF 
COMMUNICATION

I NEED TO BE ASKED  
IF I NEED HELP

I NEED TO ADDRESS  
THE ROOT CAUSE
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1.0 Executive Summary
Empathy. Clarity. Focus. Your Experience Matters. 

This report delivers the findings from 
a five-month engagement process 
investigating the needs of people with 
concurrent mental health and substance 
use disorders in the Waterloo Wellington 
Local Health Integration Network’s 
(WWLHIN) area. These are people we 
know are at greater risk of homelessness 
and poor health, and whose care places 
unusually high demands on the Region’s 
resources. The challenges arising from 
compartmentalizing problems—here, 
mental health and substance use—make it 
incredibly difficult to meet these people’s 
needs and accommodate the complexity 
of their experiences. This report—
commissioned by Stonehenge Therapeutic 
Community, co-led by the Canadian 
Mental Health Association of Waterloo 
Wellington Dufferin (CMHA WWD), and 
funded by the WWLHIN—describes our 
methods for studying the issue, sets the 
context, and summarizes what we learned.  
It discusses the problem, the solution 
space, and the opportunities, and supports 
the work ahead.

 
WE TALKED WITH OVER 

150 PEOPLE: PEOPLE WITH 
CONCURRENT DISORDERS; 

THEIR FAMILIES AND OTHER 
CARING ADULTS;  

AND, SERVICE PROVIDERS 
WITH MISSIONS AND 

MANDATES SPANNING  
THE SERVICES THAT 

INTERACT IN THIS FIELD.

 
We set out to understand the needs and 
experiences of all these stakeholders, and 
garner their ideas for change. This report 
is based on the 1835 need statements that 
we collected from those conversations, 
which were specific, concrete, intimate, 
insightful, actionable, and moving.

In our analysis, we grouped those need 
statements into 60 sub-themes, common 
to all the stakeholder groups. Those fell 
into five major themes: 

• Understand My Problem; 

• Support the Supporter; 

•  Getting Connected and  
Finding Information; 

• Concurrent-Oriented System; and, 

• Treat Me Like a Person. 
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These themes identify the most promising 
areas for making meaningful, impactful, 
human-centred system change. They 
emphasize the high-priority needs 
identified by real stakeholders and they 
spotlight areas where there are great 
opportunities to have a positive impact. 
Zeroing in on any one or all of these 
challenges will change the system for  
the better. 

Evidence of that comes from the Design 
Labs where teams of stakeholders, 
coached on Design Thinking methods, 
began the work of imagining system 
improvements. Their ideas are more 
than proof of concept; they are practical, 
high-impact, low-resource proposals that 
can be implemented right now. Those 
proposals include: a Dry Café, a space that 
creates community and supports recovery, 
while offering positive and constructive 
activities to fill the days; a Family 
Support Centre where family members 
of people with concurrent disorders can 
find support, care and community;  an 
Advocate for Family Needs at the System 
Level, legitimizing the role played by  
family members, and better informing the 
needs at the system level; and, a Waiting 
Group that meets the immediate needs  
of people while they wait for entry to 
formal services.

These are excellent responses to meeting 
particular stakeholder needs. They 
are simple, practical, and fairly easy 
to implement with minimal resource 
impacts. However, they can’t get at the 
deep systemic issues that motivated the 
WWLHIN to undertake this work.  The 
reorientation of the current system and its 
component pieces remains the purview of 
the system leadership, in partnership with 
its stakeholders. 

That work is already under way, such as 
the implementation of the Comprehensive 
Continuous Integrated System of Care 
(CCISC).  To build on this momentum, this 
report is designed to support future work 
throughout the system. We not only define 
the problem and describe the opportunity 
space, but also deliver comprehensive 
appendices of the findings (especially the 
original need statements) and activities. 
This challenge brief is a toolkit for 
continuing the development and testing  
of system-wide solutions.
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Based on our research, we make the 
following recommendations for future 
discussion, decision-making, and change: 

•  Maintain this human-centred 
approach with the goal of designing 
an integrated system of care that 
meets the needs of people with 
concurrent disorders.  

•  Continue exploration of local 
successes and other promising 
practises for supporting people with 
concurrent disorders.  

•  Coordinate the efforts of system 
partners and champions for change 
who are already exploring their 
capacity to support people with 
concurrent disorders.

•  Respond to the needs of family 
members and other caring adults.  

•  Recognize that belonging goes well 
beyond services, reaching deep into 
community and engaging all as a part 
of community. We need to move from 
stigma to belonging.  

Your Experience Matters is an important 
and ambitious project. During Overlap’s 
involvement, we were overwhelmed and 
honoured by the honest and thoughtful 
contributions of participants. The goal of 
this challenge brief is to bring empathy, 
clarity and focus to their experiences as 
the foundations of positive change.
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YOUR 
EXPERIENCE 

MATTERS
I NEED HOPE I NEED TO BE SEEN 

AS A PERSON
I NEED SPACE AND  

TIME TO MYSELF



YOUR 
EXPERIENCE 

MATTERS
I NEED PROACTIVE 
PREVENTION

I NEED STRUCTURE 
IN MY LIFE

I NEED HELP TO 
APPEASE THEM
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2.0 Background
2.1 The Problem

A person with concurrent mental health 
and substance use issues is more likely to 
experience homelessness or substandard 
housing, health complications, and early 
death.1 In Waterloo Wellington, this is 
an important problem that affects a 
significant number of citizens, and places 
increasing demand on the Region’s 
resources. 

For the purposes of this project, someone 
might be considered to have concurrent 
disorders (CD) if they, their loved ones, or 
supporters consider their mental health 
and substance use problematic, or if 
they, in a particular circumstance, would 
seek support or treatment to address 
any mental health and substance use 
concerns they may have. While this 
definition was used to define the group 
this project aimed to support, this project 
did not require that individuals explicitly 
identify themselves as having both kinds 
of issues, nor prove that they have been 
formally diagnosed. 

The severity of the challenges faced by 
people with CD was captured partially 
by the Waterloo Region Registry Week 
survey completed for the 20,000 Homes 
project in December 2014. This survey 
was an intensive overnight endeavour 
staffed by 22 volunteer teams.2 Teams 

surveyed “drop-ins, encampments, time-
limited residences, and streets” in specific 
Waterloo, Kitchener, and Cambridge 
locations to count, register, and assess the 
health needs and vulnerability of people 
experiencing homelessness.3 

According to the Registry Week survey 
there were 339 “individuals…identified as 
experiencing homelessness in Waterloo 
Region”.4 Of these 339 people, 281 people 
completed the Registry Week survey. 
 

OF THE 281  
RESPONDENTS, 240 (85%) 

REPORTED HAVING MENTAL 
HEALTH NEEDS, 232 (83%) 
REPORTED PROBLEMATIC 
SUBSTANCE USE, AND 205 
(73%) REPORTED BOTH OF 

THE ABOVE.5 
 

The Registry Week survey showed that in 
the last six months, the 281 respondents 
reported that they had collectively visited 
a hospital emergency department 585 
times, had been taken to hospital by 
ambulance 236 times, and had been 
hospitalized 186 times.6 
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193 (69%) of these respondents reported 
having a combined 2092 interactions 
with police in the same timeframe, and 97 
people (35%) reported having spent time in 
jail or prison within the last six months.7

Aside from these astounding numbers, 
this project was also driven by the 
countless anecdotes that describe people 
with concurrent disorders not fitting into 
the system of services available to them 
in Waterloo Wellington. When people with 
concurrent disorders choose to reach out 
for help, they are frequently told that they 
don’t qualify, are too complex, have to deal 
with one issue before they can be helped 
with another, or that they have to wait for 
months before getting into programs they 
need. An important driver of this project is 
the widely felt frustration that this system 
of services was not built for people with 
concurrent disorders.

There are countless people with 
concurrent disorders, their family 
members, and service providers who are 
ready for change—ready for new ways 
of supporting people that focus on their 
needs, rather than asking them to adapt 
to a system that wasn’t built for them. 
We can do better for the people in our 
community living with complexity, and this 
project aims to do just that. 
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2.2 The Project

This five-month project aimed to 
understand the needs of people with 
concurrent disorders in the Waterloo 
Wellington area in order to provide 
services and supports designed to meet 
their needs. The outcome of this project 
would become a resource for continuing 
service improvement initiatives across the 
system of services. 

This project is known as the Concurrent 
Disorders Experience Design Project or, 
Your Experience Matters, for short. As 
such, it focused on acknowledging and 
understanding the experiences had by 
people with concurrent disorders in 
the Waterloo Wellington area. This is a 
research project that aimed to understand 
the experiences and identify the needs 
of people with concurrent disorders, and 
to identify opportunities for improvement 
across the system of services. 

To do so, this project also worked to 
understand the needs and experiences 
of family members of people with 
concurrent disorders, as well as the 
needs and experiences of service 
providers (see Section 4.4 for definitions 
of these stakeholder groups). It was 
important to understand the needs of 
all key stakeholders in order to define 
opportunities that could fit the realities 

of the system and the people within it, 
while working to improve the experiences 
and outcomes of people with concurrent 
disorders. This provided an incredible 
opportunity to acknowledge, listen to, 
and empathize with the realities of family 
members and service providers—groups 
that can be left behind when solutions 
focus solely on the core stakeholders of an 
issue without acknowledging other people, 
needs, or constraints within the system. 

As a research project, the majority of Your 
Experience Matters was spent interviewing 
and engaging with people with concurrent 
disorders, family members, and service 
providers. What was learned during these 
conversations was analyzed to produce 
need statements: succinct data points 
that can be manipulated and themed. 
Further analysis was done to identify five 
major themes of need attributed to all 
three stakeholder groups—people with 
concurrent disorders, family, and service 
providers. These major themes, and the 
need statements that were developed 
were used as a foundation for identifying 
opportunities for service improvement in 
workshops called Design Labs. The Design 
Labs hosted people who had been part of 
any combination of the three stakeholder 
groups.
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A final Testing Lab invited the same  
range of participants to provide feedback 
on the ideas that were developed at the 
Design Labs. 

This project took a highly collaborative 
approach using a methodology called 
Design Thinking (see Section 4.3). This 
kind of approach allows for person-centred 
problem solving that considers the end-
users (the people affected by the problem 
trying to be solved) first, by understanding 
their experiences and needs, and then 
designing solutions to address them. 

A parallel and highly complementary 
project to Your Experience Matters is the 
consultation by Dr. Kenneth Minkoff and 
Dr. Christie Cline, from January through 
March 2015, during which he supported 
the implementation of the Comprehensive, 
Continuous, Integrated System of Care 
(CCISC) process. These two projects 
were not intentionally coordinated, and 
instead functioned in parallel. However, 
the CCISC Framework and the approach 
taken in Your Experience Matters are highly 
complementary. As the desire for patient-
centred care and person-focused policy 
becomes more prominent, a framework 
like CCISC is a powerful systemic 
policy tool that prioritizes important 
human factors like hope, strengths, and 

welcoming—factors identified through 
user-centred research. Where the 
CCISC framework sets up a system for 
change, Your Experience Matters fuels 
its implementation with locally specific 
data and collaborative problem solving. 
Wherever possible this project aimed to 
leverage the power of this framework, and 
the momentum of the CCISC project in 
order to give context to Your Experience 
Matters and move both initiatives forward. 
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2.3 The Team

This project was sponsored by 
Stonehenge Therapeutic Community 
(STC), co-managed by the Canadian 
Mental Health Association of Waterloo 
Wellington Dufferin (CMHA WWD), and 
received funding from the Waterloo 
Wellington Local Health Integration 
Network (WWLHIN). 

STC contracted Overlap to complete 
this project—Overlap is Canada’s leading 
Design Thinking agency, and works 
primarily on user research and strategic 
design projects. With listening at its core, 
Overlap works to generate empathy within 
organizations and systems in order to 
effect system-wide transformations. 
Overlap works closely with organizations 
to gather qualitative data and meaningful 
insights from stakeholder groups to better 
understand their experiences and needs. 
Overlap supports collaborative problem 
solving that invites stakeholders to design 
solutions that improve services for real 
people.

 
THE PROJECT TEAM  

WOULD LIKE TO THANK 
THE MANY PEOPLE WHO 

GENEROUSLY GAVE  
THEIR TIME, AND OPENLY 
SHARED THEIR STORIES 

WITH THOSE WORKING ON 
THIS PROJECT.  

In particular, we’d like to thank those 
who participated to share their own lived 
experience with concurrent disorders, 
and those supporting family members or 
loved ones with concurrent disorders—
your generosity and openness is deeply 
honoured and appreciated. We would also 
like to thank the many service providers 
from across the system who participated, 
and/or helped to coordinate the many 
conversations we had with people with 
lived experience and family members 
throughout this project. 
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YOUR 
EXPERIENCE 

MATTERS
I NEED HELP I CAN 

AFFORD
I NEED SUPPORT 

FROM PEOPLE WITH 
LIVED EXPERIENCE

I NEED THE STIGMA  
AND JUDGEMENT  

TO STOP



YOUR 
EXPERIENCE 

MATTERS
I NEED TO BE 
VALUED AND 
ACCEPTED

I NEED ACCESS TO 
SUPPORT

I NEED TO BE 
RESPECTED
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3.0 Opportunity Space
3.1 The Opportunity for Person-Centred Care

The mental health and addictions system, 
which spans all services that interact 
with people with concurrent disorders, is 
vast and complicated. The system is an 
entity in its own right. In this respect, it 
can sometimes be self-serving. In Section 
2.0, we saw some of the challenges that 
arise from compartmentalizing problems 
and denying the complexity of individuals. 
A siloed approach to care may fulfill the 
system’s bureaucratic need for categories 
and labels, but it makes it incredibly 
difficult to meet the needs of people with 
concurrent disorders. 

 
AS WE EMBARKED ON THIS 

PROJECT, WE SAW THE 
NEED TO RETURN TO WHY 

THE SYSTEM EXISTS IN THE 
FIRST PLACE: TO MEET THE 

NEEDS OF THE PEOPLE IT 
SERVES. 

This requires putting the person at the 
centre. It means acknowledging all 
aspects of their experience and the many 
people and places they interact with. It 
starts with care that addresses needs 
concurrently rather than separately—in 
other words, it starts with an integrated 
approach.
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If we are to take an integrated approach 
to care, it’s important to start with 
the existing literature to identify some 
potential challenges and learn from the 
successes of others.

The goal of the literature review is to look 
beyond our local area to understand the 
opportunities and limitations of integrated 
care for people with concurrent disorders. 
This will help guide our recommendations 
and create criteria for success when 
designing better experiences for 
people with concurrent disorders. The 
following targeted questions helped to 
narrow our literature review down to five 
representative papers:

•  Why are we considering integrated 
care? What impact might it have? 

•  What can we hope to learn from the 
research, and what are its limitations?

•  What are some other factors that 
need to be considered when providing 
care to people with concurrent 
disorders?

•  What are the challenges, and what  
are the possibilities if it’s done well?

•  How can we start? What are some 
best practices? 

The first paper is a meta-analysis that 
explores multiple papers on concurrent 
disorders and frames existing research 
in the problem space.8 This paper has 
significant limitations that prevent its 
findings from having a large impact on 
our project, which speaks to the difficulty 
of studying this population and justifies 
the need for local, primary research. The 
authors find that, on average, integrated 
approaches to the treatment of concurrent 
disorders have no significant advantages 
over non-integrated ones. This shows 
that simply making the move towards 
integrated treatment is not enough to be 
successful—there are other factors that 
must be considered. 

After understanding the difficulties 
of researching within the concurrent 
disorders space and the mixed results of 
integrated treatment, we examine potential 
challenges of successfully implementing 
an integrated approach. The next paper 
we review explores the juxtaposition of 
the need for person-centred care and the 
need for cost-effective programming, and 
especially its effect on social workers and 
the populations they serve.9 It discusses 
the multiple, often conflicting, demands 
on social workers’ time, and the impact 
this has on the success of integrated 
approaches.

 
3.2 What is the Value of Integrated Care?
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Next, we discuss a paper on using the 
Integrated Dual-Disorder Treatment 
(IDDT) model in addiction services 
instead of mental health.10 The IDDT 
model has been used with people with 
severe mental health problems, but has 
never been applied to people with less 
severe mental health problems that have 
alcohol dependencies or disorders. There 
are several components that could be 
considered for use in addiction services, 
but each one has their drawbacks. The 
result is practical advice, which includes 
the issues with each component, for 
applying the IDDT model and other 
integrated approaches to this population.

Our next major source was a program 
evaluation of an integrated treatment 
centre for people with concurrent 
disorders in British Columbia.11 This 
program had been open for five years 
at the time of the study and has 
demonstrated clear progress in integrated 
care with this population. This paper 
highlights the opportunity to achieve 
better treatment outcomes and begins to 
point to some of the practices that might 
help do so. 

We finish with an introduction to Dual 
Diagnosis Capability and how we might 
implement it. Dual Diagnosis Capability 
means that every organization plays a 
part in serving the people with concurrent 
disorders that come into their care.12 As all 
organizations begin to recognize their work 
as dual diagnosis programming, there 
is an increased need, in an already over-
burdened system, for these organizations 
to have a core capacity for working with 
people with concurrent disorders.

Through exploring these studies, 
frameworks, and case studies, we capture 
existing evidence of the need for a new 
approach in the mental health and 
addictions space. We hope to highlight 
both the difficulty of designing services for 
people with concurrent disorders and the 
importance of doing so.
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Mission impossible: treating serious 
mental illness and substance use  
co-occurring disorder with integrated 
treatment: a meta-analysis13

Why use an integrated approach? What 
are the benefits? What’s the evidence that 
supports an integrated approach?

This meta-analysis shows that we don’t 
see significant improvement in outcomes 
across a sample of integrated vs. 
traditional approaches. Yet anecdotally, 
we hear such demand for integrated 
care! Taking a closer look, mental health 
and substance use is a difficult space to 
research and there were several limitations 
to the study. Knowing this, the question 
becomes:

What might explain these mixed results? 
When might an integrated approach fail?

The Study

This meta-analysis looked at papers 
reporting on an integrated approach to 
treating people with concurrent disorders.14 
An integrated approach means a single 
team of providers delivers treatment 
for both disorders in a concurrent and 
complementary way. This approach 
should reduce the number and impact of 
obstacles typically faced when seeking 
treatment in either the mental health or 
substance use space. The authors looked 
at key outcomes that included drug 
and alcohol use, as well as psychiatric 
symptoms and functioning, in both 
residential and outpatient settings. 

They found modest (but not statistically 
significant) improvements were evident 
with an integrated approach, in terms of 
both psychiatric outcomes and alcohol 
use. However, integrated approaches were 
less effective than the comparison groups 
for the reduction of drug use.

Summary
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This paper provides a great introduction 
to the needs and obstacles of providing 
treatment to people with concurrent 
disorders. In understanding how the 
authors reviewed and chose papers to 
include in the meta-analysis, one can 
begin to appreciate the complexity of 
even researching in this space. Significant 
compromises were made:15

•   In the exclusion of trauma and  
PTSD from the analysis;

•  In combining inconsistent follow- 
up periods; and

•  In combining psychiatric symptoms 
and functioning into a single 
dependent variable.

All of these limit the overall effectiveness 
of the study. 

Another limitation of the paper is that we 
cannot draw the same conclusions from 
research coming out of the United States 
as we would from Canadian studies. 
Differing stakeholders, interactions and 
funding models mean certain conclusions 
coming from American studies do not 
apply to Canadian service providers.
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Competing institutional logics in the 
development and implementation of 
integrated treatment for concurrent 
disorders in Ontario: A case study16

When might an integrated approach fail?

Exploring this question starts with a 
more nuanced understanding of the 
motivations for integrated care and the 
impact that motivation can have on the 
effectiveness of care. We’ve been talking 
about integrated care as a way of creating 
a more person-driven system. Some 
organizations are also choosing to move 
towards an integrated care model as a  
way of cutting costs.  

THIS PAPER FOUND THAT 
A STRONG FOCUS ON 

COST-EFFECTIVENESS 
POSES A CHALLENGE TO 
SERVICE PROVIDERS AND 
CAN NEGATIVELY AFFECT 
TREATMENT OUTCOMES.  

Knowing that the motivation behind the 
approach can have an effect leads us to ask:

What other factors might we need to 
consider?

The Study

This paper explores the managerial focus 
on cost-effectiveness and measurable 
performance, and how that conflicts with 
the comprehensive client-care required to 
treat people with concurrent disorders.17 
This conflict will often affect both the 
development and implementation of 
integrated treatment. Many clinicians 
cited a contradiction between program-
centred approaches and client-centred 
approaches, wherein their professional 
standards demanded the latter for 
effective treatment but required them 
to either have a supportive supervisor 
or actively attempt to work around 
institutional constraints.

This paper uses Evidence Based Practice 
(EBP) to describe the complexity of a 
practitioner’s role.18 EBP is an approach 
that incorporates existing evidence and 
the person with concurrent disorders’ 
preferences to design the best treatment 
plan for that individual. 

Clinical practitioners attempting to provide 
integrated service may be constrained by 
multiple contradictory program-centered 
values and measures for effective 
treatment. 19 Focusing on client-centered 
approaches means spending a lot of 
energy working around this complex 
system. Strains on the system, such as 

Summary
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high demand, can lead service providers  
to choose to focus their services on 
shorter, more cost-efficient methods  
that can accommodate more clients.  
A strong motivation for the institutional 
integration of services has been cost-
effectiveness and efficiency, rather than 
treatment-effectiveness from a client- 
care perspective.

In order to tailor services to clients and 
create the relationships that achieve the 
most comprehensive care, it is important 
for the program to support the individual 
input of clinicians rather than enforce 
program-centred values.20 Effective 
integrated treatment of concurrent 
disorders is often long-term and tends 
to drain program resources. Integrated 
services should not be designed to be 
‘cheaper’ but instead to be a holistic 
approach to a complex issue.
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Adapting the Integrated Dual-Disorder 
Treatment Model for Addiction Services21 

What other factors might affect the 
adoption of integrated treatment 
approaches?

This case study examines the adoption 
of an integrated model for mental health 
treatment in the addictions space. 

The adoption of the model was plagued by 
challenges, to the point where addictions 
practitioners didn’t see its applicability 
in their domain. If we are to explore 
integrated approaches in our own system, 
it is important to identify these challenges 
so we can avoid the same pitfalls. But, 
given all of the challenges we’ve identified:

Is it worth it to pursue an integrated 
approach? Can it actually work?

The Study

The Integrated Dual-Disorder Treatment 
(IDDT) model was developed for use with 
people with concurrent disorders, and in 
particular those with severe mental illness. 
This paper is from the perspective of the 
addictions field, and looks to the IDDT 
model for practical advice on working with 
people with concurrent disorders.

Despite the development of integrated 
models focusing on people with severe 
mental illness and substance use 
problems, very little literature is available 
on those with less severe mental illness 
and substance abuse/dependence.22 
Around half of those with lifetime 
substance dependence will also have a 
history of mental illness, and would be 
considered to have concurrent disorders.

People who have severe substance use 
disorders and less severe mental health 
issues are affected by systemic challenges 
that stem from segmented, limited, 
and often conflicting approaches to 
treatment.23 These differences, along with 
insufficient mental health resources, make 
it difficult for programs to respond to the 
needs of people with concurrent disorders.

Summary
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Substance use practitioners see the IDDT 
model, as developed in the mental health 
space, as incompatible with the treatment 
of addictions.24 However, the application 
of this model to the addictions space 
does highlight a few factors that must be 
considered when developing an integrated 
approach to the treatment of concurrent 
disorders:

•  Stage-wise interventions that help 
the person with concurrent disorders 
understand how substance abuse 
impacts their life;

•  Addiction treatment is not set up to 
provide service for an unlimited time, 
despite the understanding that cycles 
of recovery and relapse are common;

•  Outreach programming would be 
a huge shift in perspective in the 
addiction treatment system, and 
would offer significant benefits;

•  Motivational interviews are already 
used in addiction treatment, and 
could benefit from the mental health 
approach of not using persuasion or 
coercion;

•  Substance abuse counselling could 
be improved by developing stage-
specific approaches;

•  Group and family treatment methods 
currently focus on motivated people, 
instead of those who need the most 
amount of help;

•  Practitioners should help people 
with concurrent disorders to find 
appropriate self-help groups, taking 
into account their readiness for change;

•  Interventions to promote health 
include harm reduction, and working 
with the client to move through the 
stages of recovery.
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The Burnaby treatment center for mental 
health and addiction, a novel integrated 
treatment program for patients with 
addiction and concurrent disorders: 
results from a program evaluation25 

Is it worth it to pursue an integrated 
approach? Can it actually work?

We’ve explored some of the challenges 
of treating people with concurrent 
disorders, but we haven’t yet looked at the 
possibilities and the potential for positive 
outcomes. 

 
THIS CASE STUDY IS AN 

EXAMPLE OF A WELL-
IMPLEMENTED INTEGRATED 

TREATMENT PROGRAM 
THAT DEMONSTRATES THE 
POTENTIAL OF TREATING 
PEOPLE CONCURRENTLY.  

This study shows that this is a complex 
and challenging problem, but not an 
intractable one—it inspires hope and 
demonstrates the opportunity for impact. 

So, how would we go about adopting 
treatment methods that accommodate 
people with concurrent disorders  
system-wide?

The Study

We chose this paper because it provides 
very good context for creating a new 
treatment centre for mental health and 
addiction. It gives a very good background 
on the needs of people with concurrent 
disorders, and the challenges of designing 
and evaluating metrics for understanding 
their recovery.

It discusses issues that are common 
in people with concurrent disorders, 
including “lower motivational readiness 
for change, lack of treatment engagement 
and attendance, and poor medication 
compliance”.26 The same types of 
behavioural issues that are common 
with people with concurrent disorders 
are the same types of issues that 
prevent them from participating in most 
treatment programs. The paper argues 
that if we treat concurrent conditions 
consistently, and take into account the 
person’s circumstances, we could allocate 
resources more effectively.

The centre used two strategies to 
move people through recovery: short-
term and long-term care.27 Short-term 
care focused on relapse management 
and crisis management, while long-
term care focused on rehabilitation. 
The comprehensive care they provided 
to people with concurrent disorders 

Summary
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included each stage of recovery and every 
dimension of care. Beyond withdrawal 
management and psychiatric care, 
psychosocial and medical care was also 
offered.

Most of the population from the study 
had experienced trauma in at least one 
form during their childhood, the most 
common being emotional abuse.28 Crack 
or powder cocaine was the most reported 
substance, with the most frequently 
reported diagnosis being major depressive 
episodes. 

Although only half of the study 
population completed the six-month 
follow-up assessment, the study reports 
improvements in obsessive-compulsive, 
interpersonal sensitivity, depression, 
anxiety, phobic anxiety, paranoid ideation, 
psychoticism, and alcohol and cocaine use.
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Dual Diagnosis Capability: Moving from 
concept to implementation29 

What does it mean for programs across 
the system to support an integrated 
approach?? 

THIS PAPER PROVIDES A 
FRAMEWORK FOR TREATING 
PEOPLE WITH CONCURRENT 

DISORDERS IN AN 
INTEGRATED WAY.  

It provides practical steps and best 
practices for implementing dual 
diagnosis capability in a mental health 
and addictions system in a way that 
can be applied immediately—in fact, we 
have already begun on the path to dual 
diagnosis capability.

What would a system-wide integrated 
approach look like in our community? 

The Study

This paper reviewed the evolving concept 
of Dual Diagnosis Capability (DDC). DDC 
is the minimum standard all organizations 
working with people with concurrent 
disorders need to meet.30 Like all research 
on concurrent disorders by Dr. Minkoff 
and Dr. Cline, this paper discusses dual 
diagnosis as an expectation, as opposed 
to an exception. DDC can be compared 
to, but is very different from, Integrated 
Dual Disorders Treatment (IDDT) and other 
integrated models that are Dual Diagnosis 
Enhanced (DDE). These programs are just 
one component of a system that responds 
to the needs of people with concurrent 
disorders. DDC takes into account that 
programs should expect dual diagnosis 
and ensures that they have a core capacity 
to respond to this population. 

Part of this research is taking components 
of integrated treatment plans and bringing 
them into other (non-integrated) treatment 
settings.31 DDC programs work with people 
with severe, but stable, mental illnesses. 
Organizations that look to offer DDC 
programming will look at everything from 
assessment to discharge planning, and 
anything in between. 

Summary
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Treatment planning and the actual content 
of the program will also consider the 
needs of people with concurrent disorders. 
DDC programs will focus on substance 
use, but will coordinate and collaborate 
with mental health services. 

The two major barriers to defining what is 
and isn’t necessary for DDC programming 
are a lack of research and that any 
working definition must fit within existing 
resources.32 The paper suggests twelve 
distinct steps to improve DDC across the 
system:

1. Establish a baseline

2. Formally commit to DDC as a goal 
for the entire agency

3. Formalize a welcoming approach 
that considers this population

4. Enable the agency to continually 
improve DDC through a design 
process

5. Include the perspective of the 
consumer

6. Develop metrics to identify and 
count the population of people with 
concurrent disorders

7. Clarify how organizations will fund 
integrated services simultaneously

8. Enable access to integrated 
assessments 

9. Consider the stage of treatment in 
materials and protocols 

10. Streamline how agencies work 
together to coordinate care

11. Define how workers that have 
training in only one area are to 
respond to people with concurrent 
disorders

12. Redesign training programs to 
align with new practices and core 
competencies

If new standards and protocols are created 
that do not align with an organization’s 
role in helping people with concurrent 
disorders, it can impact the organization’s 
ability to meet their needs and improve 
their offering.
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The CCISC Framework

HOW MIGHT WE IMPLEMENT A SYSTEM-WIDE 
INTEGRATED APPROACH IN OUR COMMUNITY? 

The Comprehensive Continuous Integrated System 

of Care (CCISC) was developed by Kenneth Minkoff, 

MD, and Christie A. Cline, MD, for ZiaPartners as a 

framework/model for understanding and designing  

for complexity across the whole system.33 

It is a human-centred approach to gathering needs 

and goals of people with concurrent disorders. 

It is used to explore options and create a system for 

improving how we respond to the needs of people 

with concurrent disorders. The following outlines  

the eight core principles on which the CCISC 

framework is based.

3.2
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•  Complexity is an expectation, not an 
exception. This expectation must be 
incorporated in a welcoming manner  
into everything we do.  

•  Recovery partnerships or service 
partnerships are empowered, empathic, 
hopeful, integrated, and strength-based, 
working with individuals and families 
step by step over time, building on 
their periods of strength and success, 
to address ALL their issues in order 
to achieve their vision of a happy, 
meaningful life.  

•  All people with co-occurring and 
complex issues are not the same. 
Different programs and different 
systems have responsibility for serving 
different sub-populations, but all 
programs are complexity- capable. Each 
program provides complexity-capable 
services to its own population, and helps 
other programs with their populations.  

•  All the co-occurring issues are 
primary, and integrated best-practice 
interventions for each issue at the  
same time are needed.  

•  Progress for any issue involves moving 
through stages of change; integrated 
interventions and outcomes are stage-
matched for each issue.  

•  Active change for each issue involves 
adequately supported, adequately 
rewarded, skill-based learning, so  
that individuals and families develop  
and practice the skills they need to 
succeed for each issue, with big  
rounds of applause for each small step 
of progress.  

•  There is no one correct program or 
intervention for individuals or families 
with complex and co-occurring issues. 
For each person or family, the correct 
match is based on these principles.  

•  In CCISC, the principles inform every 
program, practice, policy, procedure, 
and person providing service, with every 
available dollar and resource, to design 
the system to be about the people who 
need us the most.  

The Comprehensive Continuous  
Integrated System of Care (CCISC)  
principles are: 
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The Steps to Implement:

1

4

7

10

2

5

8

11

3

6

9

12

INTEGRATED SYSTEM 
PLANNING AND 

IMPLEMENTATION 
PROCESS

DEVELOPMENT AND 
IMPLEMENTATION 
OF COMPLEXITY-

CAPABLE PRACTICES 
AND PRACTICE 

GUIDELINES 

IMPLEMENTATION  
OF A CHANGE  
AGENT TEAM

DEVELOPMENT 
OF COMPLEXITY 
COMPETENCIES 

FOR ALL PERSONS 
PROVIDING SERVICE 

AND SUPPORT

FORMAL CONSENSUS 
ON CCISC 

IMPLEMENTATION 

FACILITATION 
OF WELCOMING, 

ACCESS, INTEGRATED 
SCREENING AND  

IDENTIFICATION OF 
COMPLEX CONDITIONS

DEVELOPMENT AND 
IMPLEMENTATION OF 

COMPLEXITY-CAPABLE 
PROGRAMS

DEVELOPMENT 
OF A PLAN FOR A 
COMPREHENSIVE 
PROGRAM ARRAY

STRATEGIC 
PRIORITIZATION AND 
POPULATION-BASED 

PLANNING

IMPLEMENTATION 
AND 

DOCUMENTATION 
OF INTEGRATED 

SERVICES

INTER-SYSTEM AND 
INTER-PROGRAM 

PARTNERSHIP AND 
COLLABORATION

DEVELOP INSTRUCTIONS/
INCENTIVES FOR 

FUNDING INTEGRATED 
SERVICES USING BASE 

RESOURCES
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3.3 Emerging Opportunity: Family and Informal Caregivers

With an understanding of the broader 
literature in the concurrent disorders 
system, we wanted to look closer at one 
part of the system specifically: family and 
informal caregivers. 

Formal service providers frequently 
support people who experience both 
mental health and substance use issues. 
However, in addition to or in place of 
formal care, people with concurrent 
disorders are often supported by their 
family or other informal caregivers. Family 
caregivers help to facilitate their loved 
one’s health and recovery and improve 
their quality of life, but often at the cost of 
their own mental and physical wellbeing. 
We explored the feelings of stress and 
burden as well as other impacts on the 
informal caregiver’s physical and mental 
health in order to understand their needs. 
We wanted to know the type of support 
they need in order to overcome caregiver 
burden, and to better understand the 
nature of the relationships that exist 
between people with concurrent disorders, 
formal service providers, and the informal 
caregiver.

 
WE FOUND THAT MORE 

OFTEN THAN NOT, FAMILY 
AND INFORMAL CAREGIVERS 

OF PEOPLE WITH 
CONCURRENT DISORDERS 

EXPERIENCE NEGATIVE 
IMPACTS ON THEIR OWN 
MENTAL AND PHYSICAL 

HEALTH THROUGH FEELINGS 
OF BURDEN, STRESS, AND 

DEPRESSION.34  

The needs of a family caregiver are just 
as valid and necessary to acknowledge 
and treat as their loved one with complex 
needs. Family and informal caregivers 
should be offered support not only 
because they need it, but also because 
supporting them increases their ability to 
support their loved ones.
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In providing support to caregivers, social 
and peer networking is useful and may 
alleviate depressive symptoms.35 However, 
showing support in the act of caregiving 
does more to ease the caregiver’s sense 
of burden, and provide them relief.36 The 
relationships between service providers, 
family caregivers, and the person with 
complex needs comprise a dynamic that 
must be navigated in a positive way so 
that each party may feel supported and 
appreciated while working together.37 By 
understanding the experience of family 
and informal caregivers we might be able 
to optimize the support process for clients 
with complex needs. 



YOUR 
EXPERIENCE 

MATTERS
I NEED A PURPOSE / 

TO GIVE BACK
I NEED FLEXIBILITY 

AND CLARITY IN  
MY ROLE

I NEED SUPPORT 
 THAT WORKS  

FOR ME



YOUR 
EXPERIENCE 

MATTERS
I NEED TO FEEL 
SUPPORTED

I NEED TO 
UNDERSTAND MY 
PROBLEM

I NEED TO NOT BE 
DENIED HELP
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4.0 Methodology
4.1 Soft Systems Methodology

The challenge of improving the experience 
of people with concurrent disorders 
moving through the mental health, and 
substance use services in the Waterloo 
Wellington area is complex enough to 
just understand. In order to identify 
possible solutions, movement forward 
must be intentional and with purpose. The 
challenge therein lies in determining what 
this purpose should be. For this reason, 
the research conducted employed a soft 
systems methodology.

Soft systems methodology (SSM) is 
a creative, iterative, flexible way of 
researching real world problems. It is an 
action-oriented approach, developed to 
study a complex situation and then to act 
purposefully to improve it. 

 
AS “AN ORGANIZED WAY 

OF TACKLING MESSY 
SITUATIONS IN THE REAL 
WORLD”,38 IT’S SUITABLE 

FOR THE COMPLEX ISSUE 
OF IMPROVING THE 

EXPERIENCE OF PEOPLE 
WITH COMPLEXITY WITHIN 

THE MENTAL HEALTH,  
AND SUBSTANCE USE 

SERVICE SYSTEM. 

SSM is based on the premise that the 
people involved will adopt many different 
worldviews—different ways of perceiving 
the situation based on internalized 
assumptions formed from previous 
experience.39 Placing the focus on the 
experiences, worldviews and needs of 
those affected by a problem is a common 
tenet of both Soft Systems Methodology 
and Design Thinking and this principle 
provided a foundation for our research 
techniques. 

Once we acknowledge the importance 
of the different worldviews on an issue, 
SSM promotes structured thought and 
discussion by making these worldviews 
explicit.40 For this project, this discussion 
occurred through activities and 
conversations led by a trained facilitator. 
By engaging in discussion this way, we 
were able to answer questions about 
the situation and develop a model of the 
problem that all stakeholders can agree on. 

The model we developed from these 
structured conversations is presented here 
as an improvement on the current mental 
health and substance use services to 
better serve clients with complexity.  
This will be used as a guide for action.
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A question like the one we face here, how 
might we improve the experience of people 
with concurrent disorders within the 
mental health, and substance use system? 
is one that will not have a straightforward 
or comprehensive answer. The 
discrepancy in ideals between services 
for how people with concurrent disorders 
may best be helped demonstrates this. 
This problem space will not have a single 
“correct” solution that may be attained 
through objective, quantitative measures. 
Through this project, we aimed to develop 
a stronger understanding of the ambiguity 
of the experiences of people with 
complexity using both mental health, and 
substance use services.

 
QUALITATIVE RESEARCH 

IS PARTICULARLY APT 
WHEN CAPTURING 

“CULTURALLY SPECIFIC 
INFORMATION ABOUT 

THE VALUES, OPINIONS, 
BEHAVIOURS AND SOCIAL 

CONTEXTS OF PARTICULAR 
POPULATIONS.”41  

It can provide a detailed picture of a 
subject based on individual experiences, 
relationships and group norms. 

While quantitative research is a strong 
approach in established domains, it has 
limited usefulness when addressing 
questions that have not first been 
qualitatively explored and framed.42 

These attributes made qualitative research 
well suited to the project. In addition, 
qualitative methodology is more flexible, 
allowing researchers to adapt the line of 
inquiry and data collection techniques in 
response to what is learned in the initial 
stages.43 This fit our project well, allowing 
us to adapt our methodology with different 
groups of participants. It also meant we 
could ask new questions that built on the 
initial responses of our participants. 

Most importantly, the flexibility in 
qualitative research allows us to regularly 
revisit and re-evaluate our purpose. We 
set out with the intention to improve the 
mental health and substance use system 
for people with complexity. As we moved 
through the process, we were able to 
regularly re-evaluate what this might mean 
in the context of what we were learning. 
This flexibility and broadened thinking is 
necessary if we are to arrive at the best 
possible solution. 

 
4.2 Qualitative Research
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We used purposive sampling for our 
research, which involves grouping the 
population according to criteria that are 
relevant to the research question and then 
sampling from these groups.44 For this 
project, we wanted to explore how we can 
best do the research needed to improve 
the experience of people with complexity 
in the Waterloo Wellington area. We took 
care to incorporate the perspectives 
of a variety of people with concurrent 
disorders, youths, family members of 
people with complexity, and a range of 
service providers from both mental health, 
and substance use services. 

Through short conversations, and 
Stakeholder Labs our sample size 
was 152. At this point, we had reached 
theoretical saturation: “the point in data 
collection when new data no longer brings 
additional insights.”45 This is typically the 
basis for determining a sufficient sample 
size in purposive sampling. We found 
that our core questions—what are the 
experiences of people with complexity, 
what are the challenges that people with 
complexity face within the mental health 
and substance use system, how might 
the system be adjusted to better serve 
people with complexity—produced few 
novel results as we reached the end of our 
research. 
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While this project utilized SSM in order 
to complete its research, its overall 
philosophy and approach is based in 
Design Thinking, an approach for solving 
wicked problems. This approach enables 
us to explore the needs of the end user, 
and match these needs with solutions 
we know to be desirable for the user 
and feasible for the system. It is rooted 
in empathy, which means our decisions 
always put the user before the system. 
Design Thinking can be used to create 
and implement everything from a national 
healthcare system to an invitation for a 
children’s birthday party. 

We typically make decisions by sensing 
and gathering information, and sometimes 
by using intuition. Instead of using analytic 
thinking to break ideas down, Design 
Thinking focuses on making connections 
between ideas to build them up. This 
represents a fundamental shift in how we 
approach problems.46

Design Thinking is a methodology for 
problem solving that supports a deep 
commitment to human-centred outcomes. 

The work is inherently collaborative, 
working with end users and key 
stakeholders to explore the problem. 
This is a transformative experience 
for all involved. It embraces ambiguity, 
messiness and holistic thinking 
throughout the process—resulting in an 
investigation that is based in human-
centred evidence. 

 
AS AN APPROACH 

TO SOLVING WICKED 
PROBLEMS, DESIGN 

THINKING ENABLES THE 
EXPLORATION OF HARD, 

COMPLEX SYSTEMS. 
HOWEVER, THE PROCESS 

ITSELF IS FAST AND SIMPLE. 
 

It is highly agile and iterative—every insight 
into the needs of the end user is fed 
directly back into decision-making. 

 
4.3 Design Thinking
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The Methodology 
of Design 
Thinking
There are five major phases in Design 
Thinking:
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The Methodology of Design Thinking
There are five major phases in Design Thinking:
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These phases represent the five key 
pieces you need to solve the problem. 

We begin by defining the problem, and 
moving forward through each phase. 
Being agile and iterative, however, means 
that the project may jump between each 
of these phases—at any point in the 
process you may go back to any step  
to collect more information. 

It takes learned expertise to decide when 
to move on to the next step, and when to 
go back to a previous one.47 Each iteration 
that a project goes through, whether 
it takes five minutes or five months, 
strengthens our understanding of both the 
problem and the solution space. 

Define the problem 

At the beginning of the project, you need 
enough information about the problem 
to form a foundation to build on, and 
an understanding of the tools that will 
build it. The goal is to state the problem 
clearly and in enough detail so that 
possible solutions can be recognized and 
evaluated. 

To determine whether this phase has 
been adequately completed, you may ask 
questions like, Are the aims/objectives 
clear? What is the project scope and 
scale? What are the project criteria? What 
does success look like? 

Research the problem area 

Both qualitative and quantitative 
investigation and observation techniques 
are used in order to understand the 
experiences and needs of the people 
affected by the problem—the end users. 
Through the research, collection, and 
analysis of information about the key 
stakeholders, we begin to understand how 
they might react to changes made to the 
system. 

Various survey and interview activities can 
be used to map the experiences of various 
stakeholders in order to understand 
their worldview—what are they thinking, 
doing, and feeling? What are their desired 
outcomes, and what obstacles prevented 
them from achieving these? 
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Explore ideas and possible solutions 
through ideation 

Using a newfound sense of empathy 
generated throughout the process thus 
far, solutions to the problem can now be 
explored. Ideation is most successful 
when a broad range and number of 
solutions are produced, which help to push 
the boundaries of what’s possible and 
generate genuinely new ideas. 

Generally, we will first brainstorm and 
collect as many ideas as possible. These 
ideas are then combined, stretched, built 
upon, and explored to identify further ways 
of solving the problem. When deciding 
which ideas to put forward, it is important 
to identify biases and always ensure that 
solutions put the needs of the end user 
first.

Prototype possible solutions 

Prototyping is the production of a sketch 
or model of an idea. Prototypes can 
range from physical models to intangible 
experiences like dramatic skits. They 
can be extremely rough, or elaborate and 
polished. The power of prototyping is that 
it turns intangible ideas into tangible things 
that end users can interact with, allowing 
them a more practical understanding of an 
idea with which to provide feedback.48 

Test and learn 

As much as possible, prototypes should 
be interactive. In the testing phase, it’s 
important that the end user is able to 
compare ideas and give feedback on 
possible solutions. This feedback leads to 
the next iteration of the idea. 

It’s important to gather both positive 
and negative feedback through unbiased 
and constructive tools, so as to collect 
the most useful insights and improve 
the prototypes. It’s important to ask 
both what, and how an end user would 
change the solution. Since the process is 
so iterative, all feedback is encouraged—
ultimately the solution is stronger  
because of it. 
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The Aha! moment happens when the 
problem and solution space are bridged 
by an idea—when one identifies a solution 
that matches both the needs of the end 
user, that is also feasible for the system. 
It is at this point in the process that 
ideas are solidified and the way forward 
becomes clear.49 

How is this different from typical design 
practice? 

Traditional design practices typically 
work with commercial clients, creating or 
refining a product, space, or similar. They 
also usually exist as a step in an overall 
system, a department, rather than an 
approach to problem solving. 

Design Thinking may not necessarily 
have a commercial client in mind, and 
as a methodology explores experiences, 
policies, and system-wide services, instead 
of objects or physical spaces. It helps 
develop strategies for making impactful 
decisions that create intentional change 
across a system.50
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The goal of this project was to understand 
the experiences and needs of people 
with concurrent disorders in the Waterloo 
Wellington area in order to identify 
opportunities for improvement within the 
system of services. In order to identify 
opportunities that could improve the 
experiences of people with concurrent 
disorders, it was important to understand 
the experiences and needs of three key 
stakeholder groups—people with CD, 
family members of people with CD, and 
service providers. Understanding the 
experiences of these three groups gave 
us a rounded view of the needs, problems, 
and opportunities within the system. 
This set us up to identify new ideas that 
could serve the needs of the stakeholders 
involved, while also fitting the realities of 
the system. The project was broken into 
three phases—engagement, ideation, and 
testing. 

4.4 What We Did
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All three stakeholder groups took part in 
the engagement phase. The way each 
stakeholder group was recruited and 
engaged was adapted to suit that group’s 
needs, in order to improve the likelihood of 
that group’s participation and to provide a 
comfortable, safe environment for sharing 
openly with the research team. 

The way each stakeholder group was 
defined, recruited and engaged is 
described in the following spreads.

Engagement Phase
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THE CENTRAL GOAL OF THIS 

PROJECT IS TO IMPROVE 
THE EXPERIENCES OF 

PEOPLE WITH CONCURRENT 
DISORDERS.  

As such, our primary goal was to 
understand the diverse experiences this 
group has had with mental health and 
substance use services in the Waterloo 
Wellington area in order to understand 
what has worked well, what hasn’t, and 
what could be improved. By learning 
about their lived experience, we aimed to 
understand their needs and challenges, 
in order to identify opportunities to 
improve the system, create better service 
experiences and better outcomes. 

Characteristics of this group

For the purposes of this project, someone 
with concurrent disorders is defined 
simply as someone who has both mental 
health concerns and substance use 
concerns. To be considered part of this 
research group, this person may or may 
not have experience accessing services 
in relation to one or both of these kinds of 
issues. 

Recruitment

While these characteristics were used 
to define the individuals we sought to 
participate in this project, we did not 
require that participants prove in any 
way that they fit into this group. We did 
not screen participants by asking for 
diagnoses, treatment, personal history, or 
any other personal information.

Instead, we targeted the locations of our 
recruitment efforts to make it more likely 
that we would engage people who fit into 
this target group. It was important that 
the research team went to locations that 
this target group already visited to make 
it easier for them to participate. To do 
this, we worked with a group of service 
providers to select service and community 
locations that were frequently used by 
people with CD. This group was tasked 
with identifying 10 – 12 locations (which 
increased to 15 locations by the end of the 
project) across the Waterloo Wellington 
catchment area that they believed would 
represent the needs of the region fairly 
accurately. The group carefully selected 
a range of locations based on the type 
of service, geographic location, and 
demographic served. 

People with Concurrent Disorders (CD)
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In some cases, workers set up 
appointments with participants they knew 
had CD, and in some contexts, such as 
drop-in centres, workers introduced the 
research team to people they know have 
CD who happened to be there that day. 

Short Interviews

Short interviews were particularly well 
suited to this group as they were low-
commitment, could be completed at 
multiple locations, and the content and 
duration could be entirely controlled by the 
participant.  

IT WAS VERY IMPORTANT 
IN THE DESIGN OF OUR 
RESEARCH APPROACH 

THAT OUR INTERACTIONS 
WITH THIS GROUP 

DEMONSTRATED RESPECT, 
AND SUPPORTED THE 

DIGNITY OF PARTICIPANTS. 

It was intended that these short interviews 
feel more like conversations than formal 
interviews or surveys. The direction, level 
of depth, openness and intimacy of the 
conversation was entirely controlled by the 
participant. 

Allowing the participant to control the 
content of the conversation was also 
done to reduce the risk of the interviewer 
triggering the participant, and to help 
them feel in control of their story and 
information.

Most of these conversations lasted 
anywhere from 10 to 45 minutes and 
involved one interviewer, one note taker, 
and one person with CD. Depending on 
the location and time constraints, some 
of these conversations included more 
than one person with CD, and/or a worker 
who knew the participant(s). For example, 
when these conversations visited program 
locations with very structured schedules, 
the conversations tended to take place 
with small groups of participants, and 
sometimes included a worker and multiple 
note takers. In every case, a worker they 
knew personally introduced the interviewer 
and note taker to the participant(s). This 
helped to establish trust, ensured that 
the participant felt comfortable with the 
conversation, that they were in a good 
mind frame to have the conversation, and 
had support after the conversation if they 
needed or wanted it. 
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4.4

The interview began with an introduction 
that described the project and other 
important details (see Informed consent 
and opting out below). After participants 
agreed to participate, they were asked a 
question like: 

•  Can you tell us about your experience 
with mental health and/or substance 
use services? You could start by 
telling us about something that’s  
gone well, or something that hasn’t 
gone very well.

The interviewer then used the answer 
to this question—whatever it was, and 
whatever services or experiences it 
described—as the starting point for a 
conversation. The goal was to follow 
whatever storyline the participant chose 
to share and explore it more deeply. 
Where possible, the interviewer probed 
with further questions to connect a 
mental health service with a substance 
use service in order to understand the 
participant’s experience of these services 
interacting with one another.

Although it was not always possible, the 
interviewer aimed to discuss the following 
questions with the participant:

•  Have you ever had a really good 
service experience? What was good 
about it? 

•  Have you ever had a particularly bad 
service experience? What was bad 
about it?

•  What do you wish [service providers] 
knew? What would you tell them? 

What was learned during these 
conversations was eventually interpreted 
to produce need statements, which were 
analyzed to identify themes of need 
across the system (see Data Analysis  
for details).
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Location Date Time Number of participants

1. Mary’s Place, Kitchener Wednesday, December 17, 
2014

1:30 – 3:30 pm 7

2. Bridges to Health Women’s 
Day Treatment, Kitchener

Thursday, December 18, 2014 12:00 – 12:45 pm 2

3. Bridges to Health Men’s 
Day Treatment, House of 
Friendship, Kitchener

Tuesday, January 6, 2015 6:00 – 8:00 pm 4

4. Drug Court, Kitchener Wednesday, January 7, 2015 12:00 – 3:00 pm 7

5. Stonehenge Men’s 
Residential Treatment, 
Guelph

Monday, January 12, 2015 11:30 am – 1:30 pm 7

6. Stonehenge Women’s 
Residential Treatment, 
Guelph

Tuesday, January 13, 2015 11:30 am – 1:30 pm 8

7. Drop-In Centre, Guelph Wednesday, January 14, 2015 9:30 – 11:30 am 7

8. House of Friendship Men’s 
Hostel, Kitchener

Thursday, January 15, 2015 9:00 – 11:00 am 7

9. Addiction Supportive 
Housing, Kitchener

4 appointments between 
January 15 and 21, 2015

4

10. St. John’s Community 
Kitchen, Kitchener

Tuesday, January 20, 2015 1:00 – 2:30 pm 3

11. Homewood Community 
Addictions Services, Guelph

Thursday, January 22, 2015 1:30 – 3:30 pm 4

12. St. John’s Community 
Kitchen, Kitchener

Monday, January 26, 2015 12:00 – 1:30 pm 4

13. CMHA Early Diagnosis 
Support Group, Kitchener

Monday, January 26, 2015 6:00 – 6:30 pm 10

14. Bridges to Health Women’s 
Day Treatment, House of 
Friendship, Kitchener

Tuesday, January 27, 2015 5:00 – 5:30 pm 2

15. Community Addictions 
Services, Mt. Forest

Thursday, January 28, 2015 9:30 am – 12:00 pm 7

Total   
83 total 
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4.4

Stakeholder Labs

A Stakeholder Lab is a structured group 
discussion that includes paper-based 
exercises as well as group reflection and 
discussion. Two Stakeholder Labs were 
held with people with CD—one with youth 
18 and under, and the other with members 
of a self-help support group.

The goal of the Stakeholder Labs, 
much like the short interviews, was to 
understand the experiences people have 
had dealing with their mental health and 
substance use issues in order to identify 
their needs. At each session, participants 
were introduced to the project, and 
asked to complete two worksheets, 
each followed by a group reflection and 
discussion. The first worksheet was an 
Empathy Map—which asks participants to 
describe a certain experience through their 
senses (what they see, feel, hear, etc.), as 
well as their goals, needs and challenges 
during that experience (see Appendix 
for the Empathy Map tool). The second 
worksheet asked participants to describe 
people or organizations who have been 
particularly helpful or unhelpful and why—
this worksheet aimed to understand the 
needs of participants, and factors  
that were particularly helpful or unhelpful 
to them. 

Location Date Time Number of 
participants

Portage,  
Elora

Tuesday, 
February 3, 
2015

1:00 – 2:00 pm, 
2:30 – 3:30 pm 

9

Self-Help 
Alliance, 
Kitchener

Thursday, 
February 12, 
2015

12:15 – 1:45 pm 9

Total 18 total

 
Tokens of appreciation

For short interviews and stakeholder labs 
participants were offered $5 Tim Horton’s 
gift cards, or, if the interview took place 
in Kitchener, Waterloo or Cambridge, they 
also had the option of choosing a day pass 
for the Grand River Transit system. 
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Informed consent and opting out

At the beginning of the short interviews 
and stakeholder labs, the interviewer 
explained the project and what was 
going to be asked of the participant. 
The following script outlines what was 
described to the participant at the 
beginning of the interviews (please note 
that this was not read word for word but 
rather used by the interviewer as a guide):

•  Hello, [interviewer and note taker 
introduce themselves]. 

•  We’re doing a project that’s trying to 
make it easier for people with mental 
health and substance use issues to 
get the support they need. So we’re 
talking to a lot of people with that kind 
of experience to learn about what’s 
working well, what’s not working well, 
and what should change. That’s why 
we’d like to talk with you, because we 
need your help to learn about these 
things. 

•  Would you be comfortable speaking 
with me for 10 – 15 minutes about 
your experience? It’s not a survey, just 
a conversation, and you can tell us 
about whatever you’re comfortable 
talking about.

•  It’s totally anonymous and you can 
decide to stop talking to me at any 
point, no problem.

•  To thank you for your time, we’re able 
to offer you either a $5 Tim Horton’s 
gift card or a day pass to the transit 
system, whichever you prefer. Even if 
you choose to speak with me for only 
a few minutes you still get to keep this. 

•  If for any reason you decide you don’t 
want your story in our research you 
can call the number on [this card] and 
let us know. All you need to do is leave 
a message saying where you spoke 
with us and a little bit about your 
story so we know what to remove. 

• Do you have any questions?

• Would you like to participate?
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4.4

A very similar introduction was used at the 
beginning of the stakeholder lab format, 
only differing where it explained the format 
of the interaction. Instead of asking for 
10-15 minutes of time, the facilitator 
described the structure and duration of the 
session. 

At the end of the interview or stakeholder 
lab, participants were again encouraged 
to ask any questions they may have 
and these were answered openly and 
honestly by the interviewer. The most 
common questions asked by participants 
were about the organizations running 
the project, when the project would be 
complete, and how they could see the 
results when the project was complete. 



Family

Family and other caring adults play an 
integral role in the lives of people with 
concurrent disorders. They’re often an 
important support person depended on 
to be there for their loved one financially 
and emotionally, and often do not receive 
much formal support themselves. They 
are most likely to be the ones supporting 
their loved one before they want help, or 
when their loved one is waiting to get into 
treatment, and are often left to make up 
for gaps in the system. 

 
FAMILY HAVE INCREDIBLE 
POTENTIAL FOR IMPACT  
IN THE LIVES OF PEOPLE 

WITH CD, WHETHER 
NEGATIVE OR POSITIVE.  

It was critical to understand the 
experiences and needs of this group 
so that the system might maintain the 
support offered by family members, better 
support this group, keep them healthy, 
and reduce their risk of mental health and 
other stress related health concerns. 
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Characteristics of this group

Although we chose to call this group 
Family, it includes anyone who is part of 
the primary support network of a person 
with concurrent disorders. This may 
include friends, guardians, extended family 
members, or other caregivers. 

Recruitment

The group of service providers described 
in the recruitment section above also 
selected the locations where family 
stakeholder labs would be held. These 
were selected based on the fact that these 
were already locations where this group 
gathered for support programs. 

Stakeholder Labs

A Stakeholder Lab is a structured group 
discussion that includes paper-based 
exercises as well as group reflection and 
discussion. Two Stakeholder Labs were 
held with family members—one at St. 
Mary’s Counselling, and one at a family 
support group held regularly at Ray of 
Hope, both Kitchener locations. 
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4.4

The goals of these Stakeholder Labs were 
to understand the experiences people 
have had supporting a loved one who has 
concurrent disorders. At each session 
participants were introduced to the project 
and asked to complete two worksheets, 
each followed by a group reflection and 
discussion. The first worksheet was an 
Empathy Map—which asks participants 
to describe a certain experience through 
their senses (what they are hearing, 
feeling, seeing, thinking, doing, and 
saying), as well as their goals, needs and 
challenges during that experience. The 
second worksheet was a Journey Map, 
which asks participants to describe a set 
of experiences, what they expected to 
happen, what actually happened that was 
negative and positive, and what would 
improve each experience (see Appendix for 
Journey Map tool). 

Location Date Time Number of 
participants

St. Mary’s 
Counselling, 
Kitchener

Wednesday, 
January 14, 
2015

5:45 –  
7:15 pm 

8

Ray of Hope 
Family 
Support 
Group, 
Kitchener

Monday, 
January 26, 
2015

6:30 –  
8:00 pm 

3

Total  
11 total 

Participants were offered $5 Tim Horton’s 
gift cards, or, if the stakeholder lab took 
place in Kitchener, Waterloo or Cambridge, 
they also had the option of choosing a day 
pass for the Grand River Transit system. 

Informed consent and opting out

At the beginning of the Stakeholder Labs, 
the facilitator described the project goals 
and organizations leading the project. 
She outlined the structure and duration 
of the session, including the structure 
of the activities and what would be 
expected of participants. Participants were 
informed that their input would be handled 
anonymously and were informed of the 
token of appreciation available to them. 

At the beginning, end, and throughout the 
session participants were welcome to ask 
questions they had about the project. 

For this group of participants, consent to 
participate in the project was implied by 
their RSVP and attendance of the event. 
However, participants were welcome to 
leave if and when they needed to. 

Tokens of appreciation
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Service Providers

 
PEOPLE WHO WORK  

WITHIN THE SYSTEM OF 
SERVICES HAVE THEIR OWN 
NEEDS AND EXPERIENCES 

THAT WERE IMPORTANT TO 
ACKNOWLEDGE WITHIN  

THIS PROJECT.  

Service providers are often faced by huge 
caseloads, emotionally challenging work, 
burnout, and bureaucratic, financial, and 
legal constraints that can make it difficult 
to give the people they serve what they 
need. They are also just regular people 
trying to live their lives, do their jobs, 
and help people. Any change within the 
system has to acknowledge the needs, 
constraints,  
and opportunities faced by this group. 

Characteristics of this group

Service providers include anyone who 
works to support someone with CD, who 
is not considered part of the above Family 
group. This includes people working at 
formal mental health or substance use 
support or treatment centres, whether 
government funded or grassroots 
organizations. This includes trained 
frontline workers such as addictions 
or mental health counsellors, outreach 
workers, and program managers, as well 
as less formally trained support workers 
such as volunteers, peer support workers, 
and navigators. This group also includes 
services such as police, legal services, and 
any other service in the community that 
interacts with people with CD. 

Recruitment

Service provider organizations were 
invited to participate in Stakeholder Labs 
if they provide mental health or addictions 
services, and if they are funded by the 
Waterloo Wellington LHIN, or if their 
organization is closely linked to these 
services. This included treatment centres, 
community health centres, non-profit 
organizations, drop-in centres, and police, 
among others.
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4.4

Stakeholder Labs

A Stakeholder Lab is a structured group 
discussion that includes paper-based 
exercises as well as group reflection 
and discussion. Three Stakeholder Labs 
were held with service providers, one in 
Cambridge, one in Fergus, and one in 
Waterloo. 

The goal of these Stakeholder Labs was 
to understand the experiences service 
providers have had supporting people with 
CD. At each session participants were 
introduced to the project and asked to 
complete three worksheets, each followed 
by a group reflection and discussion. 
The first worksheet asked participants 
to give their job title, describe the role 
they currently play in supporting people 
with concurrent disorders, the role they 
ideally want to play, and outline why these 
may or may not be different. The second 
worksheet was a Five Why’s exercise, 
which asked participants to explore what 
makes it challenging for them to support 
someone with concurrent disorders. 
After answering this first question they 
described why that was important, and 
repeatedly answered why the next answer 
was important four times in a row. The 
third worksheet was a Journey Map, 
which asked participants to describe up to 
five situations in which they felt a sense 
of hopelessness in their role. For each 

of these situations they were asked to 
describe what they expected to happen, 
what actually happened that was negative 
and positive, and what would improve 
each experience. 

Location Date Time Number of 
participants

Langs, 
Cambridge

Thursday, 
January 29, 
2015

2:30 –  
4:00 pm 

16

OPP,  
Fergus

Thursday, 
February 5, 
2015

9:30 –  
11:00 am 

10

CMHA, 
Waterloo

Wednesday, 
February 11, 
2015

9:30 –  
11:00 am 

8

Total 34 total

 
Ad-hoc short interviews

While the research team was on-site at 
service provider locations for interviews of 
people with CD, there were a few occasions 
where they was able to speak with service 
providers for short interviews. During these, 
the interviewer and interviewee discussed 
what made it difficult to serve people with 
CD, what has gone well, and what can be 
improved. Six service providers participated 
in ad-hoc short interviews throughout the 
engagement of people with CD. 
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Informed consent and opting out

An overview of the project and what was 
expected of participants was offered at the 
beginning of each session. Participants 
were told their input was anonymous and 
encouraged to ask any questions they had 
about the project.

For this group of participants, consent to 
participate in the project was implied by 
their RSVP and attendance of the event. 

Expert interviews

Four one-on-one interviews were 
completed with service providers who 
brought a specific lens to a discussion 
about the experience of people with 
concurrent disorders or had particularly 
well-developed perspectives of the system 
of services in order to explore themes and 
insights that were identified during the 
rest of the engagement. Interviewees were 
chosen based on their involvement with 
services that work with the most complex 
individuals within the system. 

We interviewed one staff member from 
each of the following organizations:

• Healing of the Seven Generations

•  Public Prosecution Service  
of Canada

•  Street Outreach at The  
Working Centre

• Guelph Police Services 

Police and outreach services are often 
the frontline workers of this system, 
interacting with and supporting the 
people who are most at risk, living close 
to the street, and who may be entirely 
disengaged with other service providers. 
The Kitchener Drug Court was chosen 
because its participants are involved 
in the legal system due to drug related 
offences, and the program was created to 
address the needs of this complex group. 
Finally, Healing of the Seven Generations 
was chosen because it works to support 
the needs of Aboriginal people dealing 
with concurrent disorders, who have 
different cultural needs when accessing 
services tied to healing. These interviews 
lasted about one hour and informed the 
observations and insights section of this 
report (Section 5.4).

CONCURRENT DISORDERS: CHALLENGE BRIEF
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Data Analysis 

Notes and worksheets from interviews 
and stakeholder labs were typed and 
transformed into need statements. Need 
statements are short sentences that 
describe a single need that someone 
articulated either explicitly during an 
interview or stakeholder lab, or one that 
was interpreted by the interviewer. A need 
can be understood as a task or factor 
that helps someone accomplish a task. 
For example, in an interview, if someone 
said, “My current psychiatrist is more of a 
doctor than a counsellor—it’s hard to get 
my point across”, this could be interpreted 
into the following needs:

• I need to feel listened to

•  I need my psychiatrist to  
understand my needs

•  I need a chance to get my  
point across

• I need my story to be heard

An extensive needs analysis resulted 
in 1835 need statements. These need 
statements were then sorted into themes 
of related needs to produce 60 sub-themes, 
which were grouped further to produce five 
major themes (see Section 5.2 and 9.1). 

Need statements were used in the Design 
Labs to produce realistic personas and 
to identify problems that could be solved. 
Participants at the Design Labs confirmed 
many times that, in their experience, the 
needs that were identified were familiar 
and accurate representations of the needs 
within the system. 

4.4
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Ideation Phase

Design Labs

Five Design Labs were held at the Overlap 
office in downtown Kitchener. The goal 
of these labs was to update participants 
on the project goals and process, and 
to develop ideas that would address the 
needs identified during the engagement 
phase. Service providers, family members, 
and people with CD were invited to 
participate. Although most participants 
identified as service providers, many also 
identified as having had lived experience, 
and/or being a family member of someone 
with CD. Overlap employees on the project 
team both facilitated and participated in 
each Design Lab. 

Each Design Lab focused on one of the 
five major themes, identified in Section 5.2. 
At the beginning of each lab, participants 
were presented with a project overview, 
a description of the methodology, where 
we were in the process, and a description 
of the major theme for that Design Lab. 
They were then broken into groups of 
5 – 8 people including both project team 
members and external participants. 

First, each group read the set of ten 
personas developed to represent 
the people who participated in the 
engagement phase (see Section 5.1).  
After some discussion, the group 
was asked to select one persona that 

they would be interested in exploring 
throughout the lab. The group then 
completed an Empathy Map to build on 
the story described in the persona, which 
asked what the person might be hearing, 
feeling, seeing, thinking, doing, and saying.

Each group was then asked to flip 
through printed need statements that 
had been produced as a result of the 
engagement phase. Participants pulled 
out need statements that they thought 
were relevant to their persona and brought 
these back to their group. Using these as 
fodder, each group chose or combined 
need statements to identify three or four 
top needs had by their persona. Then, 
they discussed and identified three or four 
obstacles that made it difficult for their 
persona to achieve those needs. 

Each group then reflected on their 
persona, needs, and obstacles to identify 
a particular problem statement that they’d 
like to work on for the remainder of the 
lab. This problem statement described a 
particular need or challenge by using the 
basic format of, “How might we change 
this situation in some way?” 
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To brainstorm ideas to address their 
problem statement, each group was first 
asked, Why is it important that this happens? 
Participants brainstormed answers 
to this question, then grouped similar 
answers together and titled these groups 
with descriptive names (see all of the 
ideas generated during the Design Labs 
in the Appendix). Using these answers 
as prompts along with their problem 
statement, the groups then brainstormed 
how they might address their problem 
statement. These ideas were also grouped 
with similar ideas and these groups were 
given descriptive names. 

Reflecting on the ideas they’d generated, 
the group discussed the scope and scale 
of each idea in order to decide which 
idea they’d like to develop further. They 
considered who and how many people an 
idea might impact, as well as how large 
scale, longstanding, and costly the specific 
problem was that each idea addressed. 
Through this discussion each group 
identified one particular idea that had 
the most potential, and was particularly 
interesting for them to explore. 

Each group then captured this idea using 
a worksheet called an Idea Brief (see 
Appendix for Idea Brief tool). In doing so, 
the group described the idea, the problem 
it was addressing, who the idea would 
affect, and particular aspects of the idea  
in order to describe it. 

Ten Idea Briefs were produced throughout 
the Design Labs. These were summarized 
to produce a short description for each 
idea, which would receive feedback during 
the Testing Phase (see Section 6.0). 

Design 
Lab

Date Time External 
participants

1 Monday, 
March 2, 
2015

9:00 am – 
12:30 pm 

3

2 Tuesday, 
March 3, 
2015 

9:00 am – 
12:30 pm 

5

3 Friday, 
March 6, 
2015 

1:00 –  
4:30 pm 

8 

4 Monday, 
March 9, 
2015

6:00 –  
9:30 pm 

5

5 Wednesday, 
March 11, 
2015

6:00 –  
9:30 pm 

2

4.4
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Testing Lab

One Testing Lab was held at the Overlap 
office in downtown Kitchener on Tuesday, 
March 16, 2015. 18 people attended, most 
of whom identified as service providers, 
and many of whom identified as also 
having lived experience and/or experience 
as a family member. 

The purpose of the Testing Lab was to get 
feedback on the ideas generated at the 
Design Labs. Each of the ten ideas had 
been summarized into a short description 
with which participants could interact (see 
Section 6.0). 

The lab was structured to give participants 
an opportunity to give feedback on five to 
ten ideas of their choice. To allow for this, 
five stations were set up with descriptions 
of two ideas at each. One Overlap team 
member was assigned to each station, 
who was familiar with the idea and 
prepared to answer questions, and guide 
participants through the Feedback Grid 
worksheet. 

Participants were encouraged to move 
between stations at their own pace to 
complete a Feedback Grid worksheet for 
each idea. A Feedback Grid is a simple 
sheet that asks participants what they like 
about the idea, what they would improve 
about the idea, what questions they have 
about the idea, and what new ideas they 
have (see Appendix for Feedback Grid tool). 

By the end of the Testing Lab participants 
had completed a total of 122 Feedback 
Grids. Feedback for each idea is 
summarized in Section 6.0. 

One-on-one interviews with  
family members

After ideas were generated at the Design 
Labs, four interviews with family members 
were done to get feedback on the ideas 
that were generated. Interviewees were 
recruited by through contacts that were 
made during the engagement phase. 

At each interview, the interviewer 
discussed the major themes identified by 
this project (see Section 5.2) with family 
members to discover whether these major 
needs resonated with them. 

Testing Phase
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4.4

4.4 WHAT WE DID

Interviewees were then shown the 10 
ideas that were generated at the Design 
Labs (see Section 6.0) and discussed 
their feedback with the interviewer. The 
interviewer asked what they liked about 
the idea, what they would improve about 
the idea, what questions they had about 
the idea, and what new ideas they had. 

Finally, the interviewer worked with the 
interviewee to complete a journey map, 
a worksheet that asks participants to 
describe a set of experiences, what 
they expected to happen, what actually 
happened that was negative and 
positive, and what would improve each 
experience. What was learned during this 
activity helped to inform the researcher’s 
understanding of context and insights, as 
described in Sections 5.3 and 5.4.



YOUR 
EXPERIENCE 

MATTERS
I NEED TO SET GOALS 

AND SEE PROGRESS
I NEED TREATMENT 

THAT’S PHYSICALLY 
ACCESSIBLE

I NEED SUPPORT THAT 
MATCHES ME



I NEED TO BE 
HAPPY

I NEED MORE TIME 
/ MONEY / PEOPLE

I NEED TO LOVE 
MYSELF

YOUR 
EXPERIENCE 

MATTERS
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5.0 Synthesis of Research

 
THE MOST IMPORTANT 
QUESTION IN DESIGN 

THINKING IS, “WHAT IS 
THE PROBLEM AND FOR 
WHOM?” THIS PROJECT 
WAS DESIGNED TO TEST 
THE HYPOTHESIS THAT 

THE SYSTEM OF SERVICES 
FOR MENTAL HEALTH AND 

SUBSTANCE USE IS NOT 
SUPPORTING THE NEEDS  

OF PEOPLE WITH 
CONCURRENT DISORDERS. 

The engagement phase of this project has 
allowed us to explore this question deeply 
by speaking with 152 people who identify 
as people with CD, family members, and/
or service providers. These interactions 
helped us better understand the people 
affected by this systemic problem. 

What we learned from this extensive 
engagement process falls into three  
key parts—the people affected by the 
problem, the high-level and specific  
needs they have, and the context around 
them. Understanding these important 
factors makes it possible to design new 
solutions that address the needs of the 
people involved and fit the context in 
which they exist.
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5.1

Who are the stakeholders in this system?

PERSONAS ARE POWERFUL 
TOOLS OFTEN USED 

IN DESIGN THINKING—
THESE ARE FICTIONAL 

CHARACTERS OR 
ARCHETYPES DEVELOPED 

USING REAL STAKEHOLDER 
INFORMATION, NEEDS  

AND STORIES.  

The personas developed for this project 
are intended to represent a range of 
stakeholders by describing people 
with concurrent disorders, family and 
friends, and service providers of different 
demographics and backgrounds. Personas 
are powerful because they turn large 
amounts of abstract data into a handful 
of fictional identities and stories for which 
solutions can be designed. These allow us 
to design for hundreds of needs at once, 
and eliminate the need to use the identities 
and stories of real people in order to 
demonstrate or test ideas. 

The following personas were compiled 
using the need statements developed 
during the engagement phase of this 
project. While specific people who 
participated in this project inspired these 
personas, it wasn’t a one-to-one match. 
Each of these personas comprises 
aspects of multiple participants. Specific 
details have been removed and their 
stories have been expanded to incorporate 
related needs and details. These personas 
were used in the Design Labs, where 
participants developed ideas and possible 
solutions to specific stakeholder problems 
(see Section 6.0 to see what resulted). 

These personas are not meant to 
represent every stakeholder, but instead 
provide a usable starting point and 
platform for working with the research 
findings. They don’t specify race or many 
other specifics about these characters. 
Nor do they always specify specific 
substances being used or exact mental 
health issues. As we learned throughout 
this process, these personas do not fully 
represent the people considered to have 
the most complex needs within this 
community.

5.1 Personas
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Personas

Joe 
36 years old

Joe lives in a rooming house with four 
other men. His roommates are all regular 
substance users. Most recently, Joe went 
through detox and got clean. When he got 
out he asked an outreach worker to help 
him get a free therapist to deal with what 
he thought started his drinking in the first 
place—his past trauma. They made some 
calls together and found out that he’d 
likely wait 4 – 6 months before seeing a 
therapist. After a month of staying sober 
on his own, he found that traumatic 
memories were bothering him more and 
more frequently. Joe felt like he needed 
someone to talk to right away, and felt 
discouraged and forgotten about when he 
was told he would have to wait. He wanted 
to be sober but his past trauma was too 
much for him to handle, so he decided to 
use again so he could feel better. 

Matt 
16 years old 

Matt got into drugs when he was 13. It 
made his anxiety more comfortable and 
made it easier to fit in. He and his friends 
moved on to harder drugs over the next 
couple of years. When he was 15 he got 
into trouble with the law. His probation 
officer pushed him to get into treatment 
and he’s since completed two treatment 
programs. He’s really proud of what he’s 
accomplished in treatment, especially 
in the long-term residential treatment 
program he’s in now. He’s frustrated that 
he had to break the law before he got the 
help he needed. Matt has two months to 
go in this program and he’s wondering 
what it’ll be like when he gets out. His 
home life isn’t great and his friends all use 
drugs. He’ll have to go back to the same 
high school and live at home, and he’s 
worried that his anxiety will drive him to 
start using again. It’s really important to 
Matt that he goes to college and builds a 
good life for himself. 

YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF
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…HE’S REALLY  
PROUD OF WHAT HE’S 

ACCOMPLISHED IN 
TREATMENT, ESPECIALLY 

IN THE LONG-TERM 
RESIDENTIAL TREATMENT 

PROGRAM HE’S  
IN NOW. 

HE’S FRUSTRATED  
THAT HE HAD TO BREAK 

THE LAW BEFORE HE GOT 
THE HELP HE NEEDED…

5.1
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Marigold  
72 years old

Marigold’s husband passed away 3 years 
ago from an illness that required a lot of 
her time and care for many years. Since 
his passing she’s felt desperately lonely 
and become depressed. She used to drink 
a glass of wine with dinner but now it’s 
normal for her to finish a bottle by the end 
of most days. In the last year her daughter, 
Sarah, has started to notice Marigold 
becoming forgetful and irritable. Sarah’s 
become worried about how dementia 
or Alzheimer’s might be complicated by 
her mother’s drinking and depression. 
Marigold doesn’t think her drinking is a 
problem. After all, “it’s just wine.” Marigold 
doesn’t like to go out but would like to 
feel less lonely. She still enjoys reading 
historical fiction. 

Christy  
28 years old

Christy started using substances when 
she was 14 to deal with her anxiety, but 
it’s been a problem for her ever since she 
met her boyfriend, Alex, six years ago. He 
regularly uses substances too and they 
have two kids together. Since their first 
child was born four years ago, Christy’s 
wanted to get sober and go back to 
school. Alex doesn’t think his substance 
use is a problem so he’s decided to keep 
using, but he says he supports Christy’s 
goals. When Christy asked her family 
doctor about treatment programs he 
handed her a phone number and made 
some comments that were judgemental 
and hurtful. When she called the number 
she was surprised to wait over an hour 
before she spoke with someone. She 
eventually got onto a waitlist to get into 
a 21-day treatment program. It’s really 
important to Christy that she’s around 
people who she can relate to and feels 
comfortable around. She doesn’t like the 
idea of religious programs, and she’d prefer 
to be around women, but most importantly 
she needs her treatment to still allow her 
to support her family. She’s worried she’ll 
lose her job if she does a residential or day 
program and her family can’t live off of her 
boyfriend’s earnings alone.

YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF
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Mary-Ellen 
66 years old

Mary-Ellen is divorced, is semi-retired and 
has three children. One of her children, 
Chris, is 40 years old, has schizophrenia 
and regularly uses substances. When he 
takes his medication he’s stable and is 
able to work, but after a while of feeling 
stable he often decides he doesn’t need 
his medication and stops taking it. When 
this happens he deteriorates quickly, often 
starts using substances, and quickly loses 
his housing, which was already unstable. 
He often comes knocking on Mary-Ellen’s 
door, asking for money and a place to stay. 
Mary-Ellen supported her son throughout 
his 20s but has become burnt out and 
exhausted by his behaviour. She wants 
to support him but sometimes turns him 
away. Sometimes, when she does help 
her son, his behaviour is dangerous to 
them both, like when he grabs the steering 
wheel when she’s driving. She feels 
powerless, frustrated, guilty and alone, and 
doesn’t know what else to do.

Samantha 
32 years old

Samantha has a full-time job and got 
married last year. Her sister, Eliza, has 
been using substances for eight years. She 
started using because it helped her deal 
with her mood swings, but now she can’t 
keep a job, and lost her apartment five 
years ago. Samantha invited Eliza to move 
in with her to keep her off the streets, and 
to help her get help. Samantha’s tried to 
find treatment programs that Eliza would 
be interested in but hasn’t had much luck—
Eliza’s tried a few, but hasn’t liked any 
of them. Eliza is thankful that her sister 
cares about her so much, but doesn’t 
want her to know everything about her 
problems so she hasn’t given Samantha 
permission to access her information 
or be informed about her care, which 
frustrates Samantha. Sometimes, Eliza 
gets picked up by the police and brought 
to the hospital, but they don’t admit her 
because of her substance use. 
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Eric 
43 years old

Eric works long hours in manufacturing, 
lives alone, and has been sober for ten 
years. Three years ago, his close friend, 
Adam, was injured at work, and became 
reliant on pain medications and other 
substances to cope with chronic pain. 
He’s lost a lot of his mobility, feels like a 
different person than he used to be, and 
slipped into depression. Eric wants to help 
Adam, particularly because he doesn’t 
have any family around to support him. 
Adam doesn’t think there’s much that can 
be done to help him, so isn’t motivated 
to get help. Eric thinks that Adam would 
benefit from meeting other people in 
similar situations and developing new 
hobbies that he can do given his injury, 
but he’s having trouble finding the right 
resources. Adam’s been trying to get 
support from ODSP (Ontario Disability 
Support Program), but has been waiting 
on an answer for six months. 

Angela 
39 years old

Angela is married with two kids. She’s 
been an addictions counselor for the last 
10 years, and during her Master’s and early 
career she worked in mental health. She 
believes strongly that substance use is 
a symptom of mental health issues and 
should be treated concurrently. She finds it 
frustrating that there aren’t more programs 
that treat addictions and mental health 
simultaneously. Angela wants to become 
better equipped to do this within her own 
practice, but doesn’t know how much she’s 
allowed to offer. She often tries to connect 
clients to mental health services and is 
frustrated when they’re turned away or put 
on waitlists that are months long. She’s 
feeling more and more burnt out from the 
day-to-day demands of her job. She has a 
large caseload and knows there’s a long 
waitlist to get into her own service so feels 
pressured to move clients through. She’s 
seen clients make significant progress only 
to become discouraged and hopeless when 
she can’t help them get the things they 
need to succeed, like housing, long-term 
support, and programs that work for them. 
She knows there are many open programs, 
groups, and activities out there that could 
be helpful for her clients but she doesn’t 
hear about many of them. 

YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF
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Spencer 
31 years old

Spencer is an outreach worker and he 
rarely turns his phone off. He spends a 
lot of his time at the local soup kitchen 
and watering holes where the people he 
serves pass the time. Most of the people 
he works with have both mental health 
and substance use issues and live close 
to or on the street. He will often pick them 
up and drive them to appointments, to the 
food bank, or soup kitchen. However, it’s 
not easy to get a hold of them, and they 
often miss appointments or meetings 
that he arranges for them. This can be 
frustrating for him but he knows that 
the people he’s helping are dealing with 
their own unpredictable realities. Spencer 
believes that he walks alongside someone 
in their journey, not his own, and works 
with them wherever they’re at to reach 
their own goals. He doesn’t understand 
why so many other pieces of the system 
expect people to fit into specific boxes if 
they want help. 

Monica 
35 years old

Monica is a police officer and a divorced 
mother of two. She works the downtown 
area and very frequently interacts with 
people who have a lot of issues. She tries 
to understand what they need but often 
has to bring them to the hospital or jail just 
to get them out of the cold. She doesn’t 
understand why the hospital doesn’t seem 
to do much for them when she brings 
them in. Usually Monica forwards these 
cases on to another officer who deals with 
people like this, so she doesn’t often follow 
up or learn too much about them. She 
doesn’t know what else she could do, but 
it feels pretty futile to her to keep picking 
up the same people who clearly need help. 
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5.2 Major Themes

The engagement phase resulted in the 
identification of 1835 need statements 
falling into sixty sub-themes (see 
Section 9.1 in the appendix for the full 
set of sub-themes). These were grouped 
into five major themes: Understand 
My Problem; Support the Supporter; 
Getting Connected/Finding Information; 
Concurrent-Oriented System; and, Treat 
Me Like a Person. Each of these major 
themes touches all the stakeholder groups 
within this system: people with concurrent 
disorders, family and caring adults, and 
service providers. 

These major themes were addressed in 
the next phase of the project, where ideas 
were generated at workshops called Design 
Labs (see Section 6.0 for more details). Five 
Design Labs were held, each focusing on 
one of the major themes. The Testing Lab 
that followed presented the resulting ideas 
to various stakeholders for their feedback. 
The five major themes are described below 
in detail, as they were described at the 
Design Labs to participants. 

Understand My Problem

People with concurrent disorders need 
to understand their problem. They need 
a diagnosis that helps them and their 
supporters plan their treatment, and 
their future. They need to know what’s 
happening to them and why. They need 

to know how to talk about their problem 
and how to ask for help. They need to be 
kept in the loop on their own treatment, 
the decisions that impact them, and 
understand why they’re being made. 
They need to know how to prepare 
themselves, what they can do to improve 
their situation, and how to manage their 
problem in the long-term. When they 
approach an “expert” for help, they want to 
feel confident that this person knows more 
about their problem than they do, and can 
help them. 

Service providers need to understand 
mental health and substance use issues—
they need to feel comfortable helping 
someone with concurrent issues, even 
if they work primarily on one side of the 
aisle. They need to feel equipped with 
the tools and skills that allow them to 
help the people they serve. They need to 
be informed enough so that they’re able 
to empathize with the complexity and 
difficulty of the problems of the people 
they support. 

Family and other caring adults of 
people with concurrent disorders 
need to understand their loved one’s 
problem. They need to feel equipped to 
support them, and feel confident that 
they can handle it. They need to know 
enough about their loved one’s issues 
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to empathize and respect them, despite 
whatever behaviour their loved one 
might demonstrate. When they approach 
an “expert” for help, they want to feel 
confident that this person knows more 
about their problem than they do, and 
can help them. They need to know they 
aren’t to blame, and they need to know 
how to move forward. They need to know 
enough to feel comfortable, even though 
sometimes their loved one’s right to 
privacy may restrict the amount they can 
know. 

Support the Supporter 

The family, friends and workers who 
support an individual with concurrent 
disorders play an integral role in 
their success. However, the reality of 
supporting someone with complex needs 
is extremely demanding. Family and 
friends are challenged to play a support 
role they’re not trained to do. Family, 
friends and workers alike confront burnout, 
emotional fatigue, and exhaustion due 
to the demands on their time, effort and 
empathy. 

Support workers need to feel supported 
by their workplaces, feel equipped and 
empowered to take care of themselves, 
and have reasonable demands on their 
time and empathy. 

Family and friends may be frustrated 
trying to help their loved one if their loved 
one hasn’t given permission for them to 
be informed of the details of their care. 
They may feel like they’ve done something 
to cause their loved one’s issues, may 
feel guilty that they’re not doing more, 
and may feel very alone. They need many 
things that someone with concurrent 
disorders needs—they need to understand 
their loved one’s problem, and feel they 
can handle supporting them. They need 
to feel hopeful about their situation, and 
find ways to be happy. They need to feel 
supported and cared for, and they need 
support that works for them, within the 
realities of their life, and in ways that 
they’re comfortable with. 

Getting Connected / Finding Information

When someone with concurrent disorders 
wants help, they need to know where to 
start. They need to be able to find the 
information they need to achieve their 
goals, whatever they may be. If they’re 
searching for information online, they 
need to be directed to information that’s 
relevant to their situation and their local 
area. They need to have the means to 
contact a worker, service, or call centre, 
and they need a way for others to follow-
up with them. They need to feel that 
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workers and organizations can help them 
when they ask for information, resources, 
or referrals. They need help getting 
connected to new people, groups, or 
activities in the community that might be 
helpful to them. They need to be able to 
get connected to help exactly when they 
need it. If there’s no immediate resource 
available to them, they need to feel hopeful 
that they can still be helped.

Family and friends need to be able to 
find the information they need to help 
their loved one. They need to be able to 
find information and get connected to 
any support they need themselves. The 
information they find needs to make them 
feel more hopeful, not less. They need 
to know where to start, and where to get 
more information no matter where they 
are in their journey. They need workers 
and organizations to be informed enough 
to point them in the right direction and get 
them connected to useful and relevant 
resources as soon as possible. They need 
to be able to get connected to help exactly 
when they need it. 

Service providers need to know what’s 
going on within their service and others 
within the community. They need to 
be able to find information relevant to 
the people they serve quickly, and to 

understand which programs and services 
would work best in which situations. They 
need to be connected to other service 
providers in such a way that referrals and 
information sharing is made easier, while 
respecting the privacy of the people they 
support. They need to be able to get in 
touch with them, and they need to feel 
hopeful that they can find the information 
that the people they serve need.

Concurrent-Oriented System

People with concurrent disorders need a 
system of services built for their complex 
needs. They need people and services 
to understand the relationship between 
mental health and substance use, and 
they need to have access to services 
that address both kinds of issues at the 
same time. They need options and help 
addressing the root causes of their issues. 
They need help that works for them as 
soon as they need it. If they need to wait 
to get into treatment, they need other 
support options while they wait. They need 
their transitions into and out of services, 
jail, the community, and from old to new 
workers to be well planned and smoothly 
executed, even if they’ve broken the rules. 
They need housing, stable environments, 
and healthy relationships in order to be 
successful in the short- and long-term. 
For many, they need continuing support 
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throughout their lives.

They need to understand their problem 
and to be kept informed of decisions 
that impact them. They need to be given 
options, and their choices and preferences 
need to be respected. They need to set 
their own goals and see progress, however 
slow-going it may be. They need to be 
treated with empathy, respect, and care—
they need to be treated like people. They 
need to be treated as participants in the 
system, not recipients. 

Family members need to feel that their 
loved ones are supported in all of the 
ways listed above, so they can know that 
they’re not the only ones helping their 
loved one. They need to feel informed 
while respecting their loved one’s need 
for privacy. They need to understand their 
loved one’s problem and feel equipped 
to support them. They need to be able to 
care for themselves without feeling guilty 
or ashamed. They need to feel supported 
and cared for in ways that work for them, 
within the realities of their life, and in ways 
that they’re comfortable with. 

Service providers need to understand 
mental health and substance use issues—
they need to feel comfortable helping 
someone with concurrent issues, even if 
they work primarily within either mental 

health or addictions. They need to feel 
equipped with the tools and skills that 
allow them to help the people they serve. 
They need to be able to find information 
relevant to the people they support quickly, 
and to understand which programs 
and services would work best in which 
situations. They need to be informed 
enough so that they’re able to empathize 
with the complexity and difficulty of the 
problems of the people they serve. 
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Treat Me Like a Person

No matter what someone needs, whether 
they’re experiencing mental health and 
substance use concerns, or whether they’re 
a family member, friend, or service provider—
they need to be treated like a person. 

People with concurrent disorders need 
to feel valued and respected as people. 
They need to feel accepted and cared 
about, and to face less stigma, judgement 
and shame. They need to be able to set 
their own goals and be given options and 
choice. They need services that work 
for them, that fit their preferences and 
values, and fit in with the rest of their life. 
They need their basic needs met. They 
need to have positive relationships and 
connections with others, and to love and 
forgive themselves. Whether interacting 
with a service provider, family member, 
or someone else in the community they 
need relationships that make them more 
hopeful, not less. 

Family, friends and service providers need 
to have the time, space and resources to 
take care of themselves. They need to feel 
respected, valued and cared for. They need 
to face less guilt, shame and judgement—
especially from themselves. When they’re 
asking for help they need to be greeted with 
hope, and support that works for them. 
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After collecting need statements and 
identifying major themes, we conducted 
four interviews with community experts. 
Each was selected to bring specialized 
knowledge and a particular vantage 
point to the project. At the outset of 
each interview, we presented the major 
themes (as above) for discussion. Without 
exception, these community experts 
agreed that these five themes reflected 
their experiences and those of the people 
they worked with, validating the analysis 
of need statements gathered from all 
stakeholder engagements. In addition, 
they brought new information to the table, 
enriching the project with deeper insights 
available from their distinct perspectives.

Healing for Aboriginal people:  
It has to be our own people helping,  
in our own ways

The experiences of Aboriginal people 
with concurrent mental health and 
substance use issues are the same as 
described above, only worse. This is due 
in large measure to the intersection of 
factors beyond, or in addition to, having 
concurrent disorders. These include 
Aboriginal status, the availability of few 
and geographically disparate options 
for treatment and support, funding 
for services and supports, the degree 
of individual and family trauma, and 

the fallout from the residential school 
experiences. For the most part, people 
who identify as Aboriginal will not take 
part in “mainstream” services, or will quit 
after one or two sessions. With very few 
and isolated exceptions, these services fail 
to acknowledge Indigenous ways of life, 
and are neither respectful nor reflective 
of Aboriginal healing culture and tradition. 
As such, Aboriginal people will not use 
them. They will either seek out culturally 
relevant supports or give up and continue 
in the lifestyle that led to their seeking 
help in the first place. We also learned 
about particular ways of working that 
may inform the larger discussion about 
complex systems:

•  A very different sequence of events 
takes place than that recounted by 
users of mainstream mental health 
and substance use system services 
when people arrive at Healing of 
the Seven Generations. In the oral 
tradition, pens and paper are put 
aside and “stories are shared with 
respect and trust”. In fact, staff 
often share their personal stories 
first to let people know that they are 
not alone, and that there is nothing 
they can say that “will make me not 
want to help you”. Service providers 
bring lived experience—“it is in the 

5.3 Interviews with Community Experts



YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF88

blood memory”—and act as peers, 
in solidarity on the path to healing. 
People seeking help are then asked to 
tell their story once to the staff. This 
may take one hour, three hours or half 
a day. “It takes the time it takes”. 

•  Should someone ask for intensive 
help, and they have been clean and/
or sober for 30 days, Healing of 
the Seven Generations staff will 
connect them with one of three 
Southern Ontario Healing Lodges, 
or other lodges across the province 
if necessary, and request a spot. 
Programs operate on a cycle and may 
or may not be immediately accessible. 
If there is available space and timing 
is right, which can often be the case, 
staff will drive the person to the lodge 
that very day. If the person must wait, 
to be substance free or to catch the 
beginning of the next session, they 
are invited immediately to engage in 
the local Women’s Circle or the Men’s 
Drumming Circle, offering both peer 
support and traditional ways of being 
(talking, singing, drumming, beading, 
etc.), as well as invited to continue 
one-to-one with the staff at the 
centre.

•   Funding is another departure from 
mainstream mental health and 
substance use services. Provincially, 
dollars earmarked for Aboriginal 
services are often distributed to 
mainstream services, which are 
expected to reach out to and serve 
Indigenous people. Community-
based Aboriginal-specific services 
cobble funding together from short-
term project or pilot dollars (LHIN, 
Ontario Trillium Corporation, Ministry 
of the Attorney General, etc.), local 
fund-raising, donations, and from 
the pockets of their staff. Dollars 
are stretched to meet the project or 
program requirements of funders and 
to meet the needs of people served; 
one is not necessarily sufficient 
to cover the other. For intensive 
healing, if the lodge is on a reserve 
or the person is from a reserve with 
funds, their stay may be covered by 
Aboriginal Health dollars or by the 
Band Council. If not, people have to 
pay themselves. When a person with 
little or no money finds themselves 
in need of a healing lodge, the 
community-based Aboriginal service 
may take from its own very limited 
coffers to pay or the Healers may 
waive fees. The community to which 
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the lodge belongs may bring food, 
clothing, etc., to contribute to the 
healing of their people, sharing what 
they have with the collective for the 
greater good. 

•  Healing focuses on physical, 
emotional, spiritual and mental 
aspects from the outset, and at the 
same time. Substance abuse and 
mental health concerns are viewed 
as symptoms of early trauma. In a 
general sense, healing aims to bring 
up all the hurt into the open, out 
of the mind and body. Traditional 
ceremonies and medicines are very 
much a part of healing and include 
smudges, natural medicines, tobacco 
ceremonies, and sweats. It is rare that 
such methods and tools are offered or 
allowed in mainstream services.

•  Tradition would say people and their 
families are circled with love, support, 
connection, and community upon 
their return from the lodge and in 
support of their healing journey—
that is the Aboriginal way—however, 
reality stands in the way. There 
are many people with needs; the 
prevalence of complexity is high; and 
it generally takes six or seven tries 
to stay clean and sober. There is no 
funding or resources to provide formal 
transitional support and no safe place 
to continue the healing. 
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 Outreach Services: The challenge of 
cases that are Too Complex 

 Our interview with Outreach Services 
revealed that the personas (described in 
Section 5.1) are real and frequent, they 
are not reflective of people with highly 
complex issues and needs, most often 
living on or close to the street, and having 
little or no access to any services or 
treatment because they are too complex. 
The system is not set up to handle the 
most complex people with the most 
complex needs: people using crystal meth; 
those with prolonged substance use and/
or drug-induced psychoses; people who 
are violent; people with severe, chronic 
illness; and Aboriginal people. Service 
providers, including lawyers and police, 
do what they can to help people access 
what they need, but often come up empty 
handed, or people will hear at the door that 
they are “too complex” and that the service 
is not able to serve them. The process of 
getting to the door and being turned away 
puts substantial strain on existing and 
inadequately resourced services. It is often 
the case that Outreach staff help these 
people to “just maintain, with dignity, and 
as safely as possible”. 

In particular, we heard: 

•  Crystal meth has changed the game—
access to the drug is easy, comes 
cheap, and it seems to be abundant 
locally. It is hard to predict how the 
“high” will play out and the mood and 
behaviours it will bring, during and 
after. In a December 2014 article, 
the Windsor Star described its side 
effects as irritability, restlessness, 
insomnia, anxiety, panic, paranoia, 
hallucinations, aggression, anti-social 
behaviour, depression and suicidal 
tendencies.51 The article goes on to 
describe overdoses as triggering such 
problems as hostility, fever, respiratory 
distress, comas, and at its extreme, 
death. While not always attributable 
to drug use, these behaviours and 
physical outcomes most often require 
attendance of emergency services.

•  Vast and differing rules and criteria 
make things hard. For example, 
people have to be “using the perfect 
amount”; if too little, they must wait, 
and if too much, they are asked to 
jump through other hoops first. That 
said, Outreach has found ways to 
get access for the people they work 
for through their connections. “That 
is how I get people what they need. 
Mutual trust and respect, some front 
doors, some back doors.” 
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•  This group of people are, at this point 
in their lives, even too complex for 
their families. “We do not see a lot 
of families. Families are resentful 
and angry. They are tired from trying 
everything and being in chaos all of 
the time”. However, many families 
do stay in contact through outreach, 
asking about their family member, 
sending a birthday wish or providing 
money for necessities—they still 
care. Yet there is much to be gained 
through intentionally bringing people 
together to share the hardest/darkest/
most emotionally charged moments 
of being a supporter—or not. Families 
just want connection, to be together, 
not to be “educated” so that they 
can do more than they are currently, 
or have done already. It is wrong to 
tell them about mental health and 
substance use unless they ask—they 
are already living it. 

•  What would help? “We need to speak 
the truth—right away we need more 
beds, more medical supervision, more 
detox. For everyone and the people 
who are too complex.” “Part of the 
problem is frustration in access and a 
sense that playing games gets people 
help. “Maybe we could just start with 
love and compassion, and by actually 
make things happen with, and for 
people. Hope is a by-product of real, 
good things happening. That’s how 
people get hope”. 
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Drug Court: “I need to break the  
law to get help”

Drug courts are special courts with 
jurisdiction over cases involving drug-
using offenders. They offer treatment-
based alternatives to prison, youth 
detention, and other consequences of 
sentencing in criminal courts. The co-
founder of the Kitchener Drug Court (DC) 
knows that it really does take a village—it 
is as simple and as difficult as that. The 
program started with one courtroom, 
one day a week over the lunch hour, one 
judge, two federal prosecutors, and a 
model to work from. Today, the formal 
and informal drug court community has 
grown to include outreach workers from 
community mental health and community 
justice organizations, duty council lawyers, 
court officers, community volunteers, and 
the individuals themselves, often with 
their families and friends, all of whom are 
engaged in the 12 to 18 month program. 
It has no core funding beyond the in-
kind resources provided by the court 
and community support organizations. 
Fundraised dollars go directly to purchase 
incentives for participants, such as winter 
hats and mitts, bus passes, coffee cards, 
and books, as well as to fund special 
events and activities. 

Other insights from this  
discussion include:

•  An important part of DC is that 
it becomes a kind of family—a 
community built of shared goals 
and energy for positive change. 
People who are in the program build 
a relationship with the team, and 
want to do well for themselves and 
to please the team. Through the 
process of completing the tools 
(medical assessments, drug tests, 
etc.), attending meetings and groups, 
and fully “showing up to court”, they 
(re)build a sense of self and efficacy. 
There is applause for doing well, as 
well as incentives, gifts, and access 
to outside activities. There is also 
empathy when someone doesn’t 
do well and encouragement to keep 
trying. Participants look out for one 
another, buddy up to do their work 
together, and see individual gain 
as collective success. “It is a huge 
community”.

•  The volunteers involved in Drug  
Court are integral to its success.  
The courtroom is full of food on 
court day—to simply make sure 
people are eating and to celebrate 
each passing week. A United Church 
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pastor on sabbatical attends often, 
and meets with folks outside of the 
courtroom for spiritual counselling. 
A retired doctor and nurse host 
craft nights and hiking trips. A local 
chef has offered food preparation 
workshops. As well, an alumni group 
of peers formed a band and use their 
talents and their music to help people 
get connected to a larger, positive 
community. 

•  The Drug Court program is limited 
in resources, and people who are 
directed to the program must often 
wait to become active participants. 
While future DC participants wait, 
however, they are invited and openly 
encouraged to attend weekly 
DC sessions and share in the 
community of support. Anecdotally, 
this is a positive and often crucial 
“maintenance” tool pre-entering. 
Participants need to build a positive 
team experience, especially while 
waiting, as it lays the foundation for 
transition to, and success within, the 
program. Participation in DC does 
not necessarily equate with access 
to needed community services. One 
woman who was finding success in 
drug court was waiting for residential 
treatment. A spot had been found and 

she was counting the days.  
In the 11th hour, she was told not to 
come because she had “too many 
mental health issues” and they  
could not help her. 

•  Upon graduation, the programs, 
supports, even the DC community 
are gone and reportedly greatly 
missed. People feel that they walk 
out of a place where they have had 
some level of success and step into 
a vast aftercare void. They have 
no “different” place to live, where 
they can be surrounded by positive 
supporters and peers. They struggle 
to find work, and are left needing 
money and ways to fill their time. 
They need links to community-based 
resources for continued treatment 
and healing because it’s critical to 
sustaining gains, but these basics are 
hard to find. While they share these 
experiences with others who have 
complex needs, people coming out 
of the justice system with mental 
health and substance use issues face 
particular and formidable barriers in 
crafting a life in the community. 
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A front-line service worker: Crisis  
and confidence

A review of Guelph’s 2014 policing 
statistics revealed that close to 4,500 
hours of service—the equivalent of two 
full-time police officers—was spent 
responding to calls that involved people 
with concurrent disorders.52 Police 
“should likely not be the proxy service 
providers” for this group of individuals. 
To an extent, they are able to connect 
individuals, but are not trained to look 
after the gaps in these systems. However 
because it is police who end up engaged 
with some of the hardest-to-serve people, 
work needs to be done to increase 
knowledge, understanding, and skills 
across Police Services. Officers want to 
do the right thing but they often don’t 
know what that is. With the right tools, 
police can support citizens better, and be 
more fully engaged in referral and support, 
as well as in system-level initiatives like 
planning or service resolution. 

Some other things we heard: 

•  Understandably, from the vantage 
point of police, the entire system is 
crisis driven. Housing is the biggest 
need. Good, safe, affordable, and 
supported, long-term and transitional 
housing is needed. “We are using 
hotels, where the hotel is full of people 
with the same needs and challenges. 
I don’t know of any crisis beds in 
Guelph, and we cannot access Guelph 
General or often Homewood due to 
limited public beds.” Local providers 
are making efforts and gains, but 
there is very limited access. 

•  Eventually, with agency support, 
people get to a service, but that, too, 
often becomes a destination, when it 
is only one small step. For example, 
getting someone housed is only the 
tip and they will need all manner of 
other supports to come around them 
to keep them in housing. Then there 
is the stigma and fear: one story 
recounts the experience of a fellow  
for whom housing had been secured 
in a downtown neighbourhood. 
He would walk all day—he had 
schizophrenia and it helped him to be 
moving. His neighbours called him 
“the shark”. He was not welcome and 
was made to leave. 
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•  What works best is getting to a 
place of trust with people with CD, 
and understanding how best to 
serve them as a team of providers 
from different agencies (with 
different mandates). A select few are 
shouldering a huge load, and too few 
folks are on the front lines. Outreach, 
for example, is seen to be very well 
connected, and operates out of places 
that make it easier to do good work. 
“They provide the best service but 
are the first to get cut. Or move on to 
other positions.” Agencies could do 
an inventory of skills and abilities and 
try to keep people in places where 
they are doing good work. Workers 
might be assigned to support specific 
people, giving them the ability to 
grow relationships and be flexible in 
providing more or less support as 
required over time.

•   “Clearly, genuineness shows up at 
the individual level and in work with 
others—acknowledge and reward 
this. Change the titles, pay more, but 
keep good people in the places where 
they do good work.”

•  Police repeatedly see the same people 
in the same dire circumstances, 
often with no resolution. “Our defense 
mechanism can be cynicism and 
we know where that gets us”. Who 
supports the police as frontline 
workers in this system? 
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Families and other Caring Adults

At the outset of each interview with 
family members, the five major 
themes (described in Section 5.2) were 
presented and discussed. Similar to 
conversations with community experts, 
family members expressed resounding 
agreement with these major themes. 
Building and expanding on these themes, 
family members shared their thoughts 
and observations, which added to our 
understanding and got us closer to the 
heart of the mental health and substance 
use experience. 

Family and friends bring both more and 
less to the relationship with their son or 
daughter, sister, father, or spouse. They 
bring more time, more compassion and 
empathy, more commitment, more money, 
and more love. They are more invested 
because “this” is happening to a person 
they love deeply and, vicariously, to them. 
But they experience less as well: less 
access to information and expertise, less 
partnership, and less power in decision-
making—all while needing to do things 
like arrange an appointment with a 
psychiatrist, find safe housing for their 
child, or get help at the hospital during  
a crisis. 

It is the “more” that brings them back time 
and again to walk beside their loved one, 
but it is the cumulative impact of both 
assets and deficits that wears them down.

“The system forces families to break”.  
The system itself is complicated, difficult 
to navigate, and hard to access. We heard 
repeatedly about that “one good service 
provider” who helped open doors and got 
people to where they needed to be. Yet 
the experiences of family members are 
characterized by repeated interactions 
with systems, assumptions of getting 
expert help, and thwarted expectations 
due to the realities of community care: 
wait lists, strict admission criteria, 
confusion and disappointment. At the 
extreme, they think, “I shouldn’t feel worse 
when I leave a service. Where do I go 
from here? I’m already humiliated.” Then 
they learn that resources are limited. The 
cyclical nature of concurrent disorders 
requires rapid and flexible responses over 
the long-term. This is not characteristic 
of the current system. Prolonged and 
repeated efforts toward securing safe and 
compassionate care for the ones they love 
take a toll. And they view the constant 
struggles as emblematic of society having 
written off the value of the lives at stake. 
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Part of the problem is information; access 
to it and privacy concerns in sharing it. 
Those with years of experience working 
within these systems suggest there is 
an information vacuum between what 
legislation and policies mean, and how 
they are understood by families, providers, 
and people with concurrent disorders. 
When recognized and administered as 
intended, legislation may address the 
information needs of family caregivers 
while respecting the privacy and wishes  
of individuals in or seeking care. 

Based on interactions with interviewees 
and participants in Stakeholder Labs, 
self-care for this group of stakeholders 
is critical to their resilience and includes 
everything from Sudoku, crosswords, 
and hot tubs to volunteering at Drop-
In’s, working to help others navigate the 
system, and participating on the Board 
of an agency with a focus on improving 
systems of care for people with mental 
health and substance use disorders. In all 
cases, people share a sense that, “In that 
moment, people are happy, healthy, and 
safe, and I feed off that!” Building skills, 
knowledge, capacity, and relationships 
through engagement in the system, as 
paid staff or in volunteer roles, actually 
serves as a buffer for better health and 
wellbeing. 

Is there more that could be done? Yes. 
Interviewees asked that services make 
it easier for them to help themselves. 
For example, while those we spoke with 
were extremely knowledgeable about 
substances, diseases, programs, services, 
and experts, they thought that the work 
of getting information could be much 
easier if centralized and available in 
various formats (e.g., paper, video, online, 
or instant chat). They envisaged a “place” 
where they could go to learn, or just play 
cards and hang out with others who knew 
exactly what they’re going through, simply 
because they are in this place together. 

Interestingly, resilience may also be a 
function of gratitude and hope. In spite of 
the multiple and substantial challenges, 
one woman said, “In every way, we are 
so lucky as a family”. Circling their family 
member has brought the whole family 
closer together, uniting them. Another said, 
“I’ve been pretty fortunate to realize that 
I am not less than you because I ask for 
help”, accepting the journey as a personal 
opportunity to learn and grow. Still another 
said, “Listening and supporting other 
people helps me to understand. It’s a gift.” 
People are honoured to be trusted with the 
care of their own family member and to 
serve others in any way they can to lessen 
the load. 
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5.4 Observations and Insights

Your Experience Matters aimed to 
understand the needs of people with 
concurrent disorders and, by extension, 
those that support them, both informally 
and formally. The findings and insights 
that resulted from this project provide a 
resource for service improvements, as 
well as a call for new and better ways of 
working. Other projects have called for 
program, policy, and resource allocation 
changes over the years. What’s different 
this time? Timing and motivation.

The time is right. We witnessed the 
widely held belief that we can do better 
for the people in our community living 
with complexity. People with concurrent 
disorders, family members, service 
providers, and system leaders are 
ready and asking for change. There is a 
collective readiness for new and improved 
ways of delivering services and supports 
for mental heath and substance use. Ways 
that focus on people’s needs, rather than 
asking people to adapt to systems that 
weren’t built for them and do not seem to 
be working for them. 

We can already see change. Grounding this 
project in Design Thinking is a decision 
that reveals a new perspective—we need 
to start with the perspectives of the people 
with the most to lose or gain from change. 
Another indicator is the implementation 
of the LHIN-wide CCISC project, just prior 
to the start of Your Experience Matters. 
The small tweaks, new partnerships, and 
service changes already underway in 
advance of the release of this Challenge 
Brief are evidence of a larger change.

The community is clear on its motivation. 
The project was born out of a razor-sharp 
research question: Why would we make 
a change in the way we deliver mental 
health and substance use services? When 
asked why, this community landed, as a 
collective—we need change because Your 
Experience Matters. Inspired by values, 
purpose, and belief that what we do makes 
a difference in the world, this community 
set out to learn how to make their work 
count because people matter. It is this 
same passion and compassion that will 
compel action.
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1.1

WHY

HOW

WHAT

WHY? Your Experience Matters

HOW? An integrated,  
complexity-capable system

WHAT? Informal and Formal 
services and supports

995.4 OBSERVATIONS & INSIGHTS

5.4
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Grounded in these contextual moorings, 
and to borrow from Simon Sinek’s 
Golden Circle, Your Experience Matters 
defines the why of the system, and also 
reveals insights into the what, and the 
how. It can be extremely powerful to 
reframe problems and systems through 
this model, by putting the why (Your 
Experience Matters) at the core of what 
we do (service delivery) and how we do it 
(delivery models, resource allocation and 
policy). Thinking about the system using 
this framework allows us the freedom to 
consider and change what the system 
does and how it does it by aligning those 
two areas with why it does it. You can 
change how you work and what you do, 
but shouldn’t radically change why you do 
it. The literature and case examples noted 
in Section 3.0 provide starting points for 
consideration.

What does the problem look like to each 
of the stakeholder groups?

The raw data, need statements, themes 
and observations coming out of the 
project and presented in this Challenge 
Brief provide a glimpse of shared 
experiences, albeit through different 
lenses: those of people with lived 
experience, family members and service 
providers. 

It is important and valuable to recognize 
that the lines between those groups are 
blurry and that people often identify with 
more than one group. This speaks to our 
common condition: in any given year, one 
in five Canadians experiences a mental 
health and/or addiction problem .53 We are 
all neighbours, workmates, friends and 
families. Every issue we face in mental 
health and substance use can be seen as 
a community issue.

We need to acknowledge the voices 
unrepresented in this work. We could not 
directly reach those at the very margins 
of the community, often deemed too 
complex: living on or close to the streets, 
perhaps touched by a growing crystal 
meth problem in our community. In order 
to include glimpses of their experience, we 
consulted the people who do what they 
can to support this group. Similarly, while 
we did engage providers of Aboriginal and 
Geriatric Services, we were largely unable 
to truly capture the voices of Aboriginal 
people and seniors firsthand. Finally, the 
WWLHIN covers a huge catchment area 
with a mix of rural and urban centres. 
While we can suggest that rural needs are 
very different from urban, we did not study 
the particular needs and service gaps 
within each community. 
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What we know

Across all stakeholder groups, there is 
resounding agreement on the five major 
themes identified through the engagement 
phase of this project. We called these 
themes, and in no order of priority, we 
titled them:

• Concurrent-Oriented System

• Understand My Problem 

• Getting Connected and  
 Finding Information

• Treat Me Like a Person

• Support the Supporter

Most everyone agreed—the system is 
not working or, at least, not well, and 
it’s hardest for people with concurrent 
disorders. At best, they have long waits 
for access to siloed services, one set 
dealing with mental health and the other 
dealing with substance use. They don’t 
“fit” anywhere easily—they have to “fix” 
one issue before they seek help to “fix” 
another. Rarely do these fixes get at the 
real issues—the root causes—of their 
disorders. Others cannot find services that 
respect their culture or traditions. 

At worst, people are “too complex”; left 
with few options beyond just maintaining 
life, finding themselves in perpetually 
unhealthy situations, losing all hope along 
the way. 

Time and again, we heard, “bring mental 
health and substance use services 
together”, “make it one system”, and “see 
the whole person”. People want the door 
that they go through to be the place that 
can help them with both mental health and 
substance use concerns. While integrating 
these traditionally parallel systems is a 
good-to-great first step, people told us 
that to get and stay well they also need 
a place to call home, healthy food to eat, 
ways to stay active and busy, a family and 
community to belong to, and hope for the 
future. They need support in these areas, 
too. In addition, people also said they want 
to be a part of their own healing and seek 
providers that work with them, not service 
them. The individuals we interviewed 
recognized the complexity of their needs, 
but also felt that they bring ideas and 
capacity to help in their own healing. 
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What we learned from family members 
is that the informal care that they provide 
comes at a substantial cost to their 
health and wellbeing. Eventually, they see 
troubles at work and home. Clearly, they 
need empathy, tools and hope so that they 
can continue in their supporting roles.

Service providers are asking for the 
knowledge, tools and access that allow 
them to do the very best for the people 
they support. They need to understand 
mental health and substance use, and 
the interplay between them. They need 
to know what is going on in their own 
organizations and across the service 
community. They want to be equipped 
with tools, skills, and the ability to 
feel capable in, and comfortable with, 
complexity. Access is a function of 
criteria, waitlists, and sheer availability—
they need to be connected in such a way 
that gathering and sharing information 
and making referrals are quick and easy. 
Providers also said they need more time 
and money to grow certain services to 
meet demands or try new things without 
impacting what is working right now. 

It’s also important to say—for everyone 
involved—this is really hard work. People 
living with concurrent disorders confront 
stigma, confusion, fear, hopelessness and 
isolation, often daily. Family, friends, and 
workers alike confront burnout, emotional 
fatigue, and exhaustion due to demands 
on time, effort and empathy. When your 
experience matters, so, too, do social  
and emotional realities. 

There is much to learn from, build on, 
and celebrate. 

There is much to learn locally by looking 
to what works. Here are just a few 
powerful examples of success in Waterloo 
Wellington:

•  Aboriginal services, even in the face of 
funding and access struggles, offer a 
traditionally grounded, holistic healing 
model that deals with concurrent 
disorders as symptoms of trauma 
that must first be healed. Engagement 
with their own community in culturally 
meaningful activity bridges waiting 
and accelerates entrance into 
healing programs. In a perfect world, 
they would extend that model to 
transitional and aftercare by circling 
their members in community. 
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•  The Kitchener Drug Court is an 
interesting example of an organic 
collaboration that emerged, continues 
to grow, and sustains itself through 
a reallocation of existing court and 
community agency people, and time.

•  By their very nature and design, 
Outreach Services are in contact with, 
and build relationships across, mental 
health and substance use systems 
and providers. At the same time, they 
work to help people set their “whole 
life” on a positive path, connecting 
them to money, food, housing, and 
leisure. 

•  The CMHA WWD has recently 
formalized partnerships with Guelph 
Police Services and the Wellington 
OPP that pairs mental health workers 
with police officers to respond to calls 
regarding people with complex needs 
in crisis.

•  There are places and spaces where 
people can go to feel that they 
belong—where they can just be, talk 
with peers, play some cards, ask 
some questions, or just eat chicken 
wings and chat. These places are 
dear. They may be part of formal 
services, like the (Guelph) Drop In 
and St. John’s Community Kitchen, 

or welcoming community spaces like 
Queen Street Commons, Cornerstone, 
local jazz rooms, and coffee clutches 
with the Rogue Neighbours.

These examples are but a few of the many 
we heard about throughout the course of 
Your Experience Matters. 

After consulting with over 150 
stakeholders, including people with 
concurrent disorders, service providers, 
family members, and community 
experts, we have identified the five major 
themes of concern around concurrent 
disorders outlined in Section 5.2. These 
themes represent the most promising 
areas for making meaningful, impactful, 
human-centred system change. They 
are important because they emphasize 
the high-priority needs identified by real 
stakeholders and because they spotlight 
areas where there are great opportunities 
to have a positive impact. Zeroing in on 
any one or all of these challenges will 
change the system for the better.



YOUR 
EXPERIENCE 

MATTERS
I NEED TO FILL  

MY TIME
I NEED LONG-TERM 

SUPPORT
I NEED GETTING  
HELP TO BE MY 

DECISION



YOUR 
EXPERIENCE 

MATTERS
I NEED TO GET MY 
LIFE ON TRACK 
AND GET CLEAN

I NEED HARM 
REDUCTION

I NEED TO 
SUPPORT MY 
FAMILY / KIDS
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6.0 Insights From Ideation

The following ten ideas were developed 
at the Design Labs, where participants 
generated new ideas that would address 
some of the needs identified during the 
Engagement Phase. These ideas received 
feedback during the Testing Lab where 
participants were asked to say what they 
liked, what they would improve, what 
questions they had, and what new ideas 
they had for each of the ten ideas (see 
Section 4.4 for process details). Each idea 
and a summary of the feedback it received 
is described below. 

These ideas are starting points that could 
develop into new programs, or spark 
program changes within the system. 
More importantly, however, these ideas 
demonstrate that it is possible for services 
and the larger system to do things in new 
ways—there’s hope. 

None of these ideas is groundbreaking—
many of them have precedents in other 
regions, if not within the Region of 
Waterloo—but all of them would address 
important needs within the system. Ideas 
that make change don’t need to be the 
most complex or the most sophisticated—
they just need to address the needs of 
the people they’re meant to serve. We 
know these ideas are relevant and useful 
because they were developed based 
on needs that were identified during 
an extensive engagement phase that 
interacted with over 150 people. 
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Alumni Programs

Problem

How might we make it easier to graduate 
and re-enter the system when needed?

Idea

This idea recommends that treatment 
programs make it easier for people 
to graduate out of programs when 
appropriate, and allow them to return to 
that program quickly, easily, and directly 
when needed. This idea aims to provide 
timely, flexible support that meets 
someone where they are and welcomes 
them back quickly into treatment when 
needed. 

Making it easier for people to graduate out 
of programs would hopefully free up space 
in these programs for others who need 
to enter them. Creating direct pathways 
for people who graduate to return to 
the program when they need it would 
hopefully reduce stress and fear of leaving 
a program prematurely—instead, alumni 
know that if they need it they can return 
immediately to the program. 

Not only would this allow someone to get 
immediate help when they need it, but 
it would connect them to a program of 
support that already knows them well—
they’ve already completed the program 
and the service providers there are likely 
to know them and their history. This 
program aims to connect people as soon 
as possible to a program where people 
already understand their history and 
past needs. Ideally, this would mean that 
a person would get impactful support 
customized to their situation as quickly  
as possible.
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•  This idea acknowledges that “graduate” is a fluid 
status that can change over time, and that that’s 
okay. 

• Supports recovery, including relapse.

• Flexible, welcoming and personalized care. 

•  People get the services they need, when they 
need it, and are able to leave services when 
they’re ready without fear that they won’t be able 
to get help in the future. 

•  Provides security that people won’t be 
abandoned. 

•  People can return to a service where they can 
work with people who already know them 
and their story—means faster response to the 
person’s concerns and preferences. 

•  How can the system meet the needs of as many 
people as possible and still allow an individual in 
crisis to re-enter quickly?

•  This feels unfair to people on waitlists. Do re-
entering people get priority for limited spaces? 

•  Often people can’t graduate out because there’s 
nowhere to go—what services or lived-experience 
support systems might be created to bridge this?

•  Is a person obligated to return to a service where 
they are an alumnus/a or are they free to attend 
a new program while in an alumni program 
elsewhere?

•  Would the normal tests and assessments be 
required for re-entry such as a TB test?

•  What would make repeating a program beneficial 
to a person as opposed to trying something 
different?

•  How would alumni re-entries be captured in 
required stats?

• Would private rehab programs be onside? 

•  What happens if there’s no room for people to 
come back?

•  How would this work for individuals who move 
around?

•  Consider how someone graduating and  
re-entering a program might be difficult for  
other people in the program. 

•  Consider whether the word “alumni” might be  
off-putting to program participants. 

•  “Graduate’’ as word might be too related to 
success/failure, suggesting that it’s a linear 
solution rather than a healing journey for all 
people.

•  Support groups and other alumni could offer 
ongoing non-staff-led support. Trained peers 
could run the groups.

•  Can a network of graduates be created to keep 
graduates connected when they are back in the 
community? Disconnectedness and isolation are 
the biggest issues for those outside urban areas.

•  Plan treatment so that people graduate and return 
for visits so they expect time away and know they 
will return. 

•  Programs are usually very regimented (i.e. week 3 
this happens, person graduated at week 26, etc.). 
It would be important to have a way to incorporate 
people back into the program quickly and decide 
what that stay would look like.

•  Create remote options for re-entry, e.g. OTN, 
Skype, chat rooms, etc. 

•  What if there were an actual community for 
people to return to—a safe hamlet complete with 
shops, transit, restaurants, etc.?

•  Could there be a specific person positioned to 
support re-entry and ensure immediacy?

Liked

Questions

Improve

New Ideas
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Dry Café

Problem

How might we create a community that 
supports someone’s recovery, while 
offering ways to fill their time? 

Idea

This is a physical space that invites 
people with mental health and substance 
use issues to spend time during their 
recovery. Much like a café, it’s a positive 
space where people aren’t using, and 
where negative triggers and influences 
are removed. This is a place where people 
working actively on their recovery can 
feel welcomed and safe, where they 
can meet new people, feel supported 
by a community, and fill their time in a 
productive way.

By inviting people with similar experiences 
who are actively working on their recovery, 
this space aims to create a community of 
supportive peers. It would be a great place 
to learn about other resources within the 
community and find information.

This space would help people working 
on their recovery to develop hobbies 
and fill their time with positive activities 
and relationships. Leisure activities and 
gatherings would be offered frequently in 
this space, such as movie nights, game 
nights, hobby workshops, etc. Occasional 
outings might also be organized out of this 
centre. Food and coffee would be available 
at a low cost.
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1.1•  A safe environment of supportive peers, where 
people can build relationships and develop 
hobbies. 

• Café atmosphere with low cost food and coffee. 

•  Connecting to leisure activities and social 
gatherings that support a person’s recovery can 
be a challenge in early recovery.

•  An educational setting with personal growth 
opportunities. 

•  Somewhere people can go and expect positive 
interactions. 

•  What’s been successful and unsuccessful about 
ideas like this in the past?

• Would there be activities during the day?

•  Could it offer opportunities to learn life skills like 
cooking and budgeting? 

•  Could it help to get people connected to other 
services, opportunities, and resources, e.g. 
listings for places to live, daycare options?

•  Could it incorporate the Spark of Brilliance 
program?

• What hours would it be open?

• How is the café staffed? Volunteers, paid, or both?

• Where would it be located?

•  Would it be open to the public? What parameters 
are there on use of the space?

• Who will run the activities?

•  How would the café respond to people who don’t 
use onsite, but who are intoxicated upon arrival? 
These folks can be triggering to others, but would 
also benefit from a safe place to go.

•  Could this act as a space for different groups, e.g. 
youth or family-friendly space?

•  Offer coffee and food for free—no financial barrier. 

• Offer harm reduction options.

•  Offer board games, cards, a library, art supplies all 
for casual use. 

• How might we build hope into the physical space?

•  Could be an expansion on the present Self-
Help Alliance and of the consumer activities at 
Waterloo Regional Homes for Mental Health.

• Involve music.

•  Drop-in counselling/social work volunteer/staff 
come in once a week.

•  Partner with local treatment centres/mental 
health agencies.

• Ensure that it’s LGBTQ inclusive.

• Support people wanting to go back to school. 

•  Could it become a social enterprise where 
members staff the café and learn job skills? 

• Have guest speakers who are in recovery.

• Bring in sponsorships to cover costs.

• Could it use existing space?
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Workplace Education Program

Problem

How might we educate employers on 
mental health and addictions?

Idea

This program aims to shift workplace 
culture through mental health and 
substance use education and training. 
This program would help employers 
understand employee rights related to 
mental health and substance use issues, 
and help to shift workplace culture to be 
more empathetic and supportive. By doing 
so, it aims to make mental health and 
substance use issues less of a barrier to 
continued, enjoyable employment.

This program could begin with an 
organizational assessment, in order to 
gauge how mental health and substance 
use is understood within the workplace. 
This assessment could include a scan 
of workplace policies, values, and 
standards, as well as group discussions, 
or individual feedback. The goal would 
be to understand how mental health 
and substance use is viewed within the 
workplace, and how formal policies treat 
mental health and substance use issues. 

This assessment would be followed by one 
or more training sessions in the form of 
group discussions. An outside facilitator 
would come into a workplace to run a 
discussion on a topic related to mental 
health and/or substance use. It would aim 
to increase empathy for people facing 
mental health and substance use issues 
by creating a more informed workplace. 
The goal would be to eventually shift an 
organization or company’s culture to be 
more informed, understanding, welcoming, 
and empathetic toward the needs of 
people with substance use and mental 
health concerns. 



1.1•  This is a much-needed service to fight stigma and 
support basic human needs and rights. 

•  Inclusive—it impacts everyone in the workplace, 
not just those who are supported.

•  Workplace education is a great target for a captive 
audience.

•  Employment and the workplace are important 
components of life and good spots for 
intervention.

•  Helping people keep their jobs would increase 
their chance of recovery and financial stability.

• Shift workplace culture and increase empathy.

• Starting with an organizational scan is excellent.

•  How do we help organizations see the return on 
investment?

• How would success be measured?

• How would this program be communicated?

• Who would pay for it?

•  Mental health is already a part of organizational 
policy and conversation—how do we start to 
introduce substance use into that conversation 
when so many workplaces identify substance 
use with performance issues, e.g. no drugs or no 
drinking policies?

• Are people able to speak with anonymity?

• How often is the assessment done?

• Who provides feedback in order to track results?

• What organizations would be targeted?

• Who would provide the facilitators?

•  How could these presentations become 
mandatory so that all employees have to attend?

•  How does this work in a union vs. non-union 
environment?

•  The organizational scan would have to include  
all levels of the organization.

• Have to make the ROI for employers clear.

•  Would have to be an ongoing program to include 
new staff. 

•  Explain harm reduction and how this might work 
in a workplace.

• Offer support to people returning to work.

•  The workplace would need education on 
accessibility, accommodations, graduated return 
to work, and identifying early intervention for staff 
demonstrating health concerns.

•  Need to target managers, workforce, and senior 
management to drive culture change.

•  Develop an ongoing relationship between 
facilitators and the organization.

• Model acceptance from the top, not just HR. 

• Keep language simple to understand.

•  The assessment and training sessions may be an 
overwhelming commitment to ask of employers. 
What if it started with a kit of information to help 
them get started?

•  Build a mental health first aid training (which 
already exists) that includes substance use 
issues. 

• Train the trainer to make it sustainable.

• Training could be done via OTN.

•  Build in some sort of reward for employers who 
complete the training.

•  Make it easy for individuals to bring information  
to their own organizations.

•  Help organizations shape substance use policy 
that’s supportive, not just punitive.

•  Could use some of the same mental health and 
addictions training that’s given to families.

•  Ongoing HR support for individuals with mental 
health and substance use issues.

Questions New Ideas

Liked Improve
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Mental Health and Addictions Community Information Centre

Problem

How might we help family and friends get 
connected to the help they and their loved 
ones need?

Idea

When someone needs information 
related to mental health or substance use 
issues, this is the place they turn. This is 
a physical location that offers a website 
and phone service—a one-stop-shop 
where people with lived experience, family, 
and service providers can turn for any 
information they need. 

This centre would be centrally located, 
accessible from the street-level, and might 
look a bit like a storefront. It would have 
an information area that would offer a 
comfortable and welcoming reception 
area. It would also offer meeting rooms 
where support groups could meet, or 
one-on-one or group information sessions 
could be offered. 

This centre would be a physical location, 
but would also offer a website and phone 
service that provide comprehensive 
information tailored specifically to each 
group—people with lived experience, 
family, and service providers. Information 
would be explained in such a way that it’s 
useful, relevant, accurate, hopeful, and 
accessible to the people who need it. The 
phone service would divide people into 
crisis services, and information that isn’t 
as time sensitive. 

This is not a treatment centre, but rather 
an information hub and resource for the 
entire community. We’ll know it’s working 
when people hear about it before they 
need it, use it when they do, are referred to 
it from other parts of the community, and 
feel that they’re getting all the information 
they need. 
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1.1• Physical, virtual and phone services.

•  Storefront idea is welcoming and easy to  
access—reduces stigma.

•  Provides a central location for information access, 
no matter who or what experience they have. 

• Place for support groups.

• Seems like a physical version of Here 24/7.

•  A supportive environment where people can get 
the right information.

•  Provides face-to-face support and technology-
based options.

•  Potential for integrated support—mental  
health and addictions, formal and peer support i 
n one place.

•  How do we get the word out to those most  
in need?

•  Staffed by whom? Could this centre by staffed by 
people with lived experience?

•  Would there be one hub, or multiple, 
neighbourhood hubs? 

•  Can meeting rooms also be used by service 
providers?

•  Would information/support be provided for 
employment, volunteering, parenting, etc.?

• What are the hours of operation?

• Would this be merged with Here 24/7?

•  Would it offer childcare while people access 
information?

•  Would it support the information needs of youth 
and seniors?

• How do people physically get there? 

• Who would be directing/supporting the centre?

• One-stop-shop may be unrealistic.

•  Some things like this already exist, ex. leverage 
CMHA mental health info centre already in place 
and add addictions focus.

• Proper PR so people are aware of its existence.

• Try not to duplicate Here 24/7.

• Simplify everything.

•  If crisis services are also on site, how does this 
not have a treatment component?

•  Is a physical space needed? Most people would 
look this up online.

• Could be an open, sunny room off of the Dry Café.

•  What about an online chat option for people who 
want to talk to someone?

•  Dedicated phone line for service providers to call 
when they are with someone in order to facilitate 
fast access to information.

•  Could there be an occasional mobile van for rural 
population?

• Could it offer walk-in counselling?

•  Could there be a coffee shop inside run by people 
in recovery or family members?

•  Multiple sites—could be a hub with multiple 
satellite locations. 

•  How will the centre link to treatment and other 
support resources, e.g. care management 
services?
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Family Support Centre

Problem

How might we provide better support and 
care for family members of people with 
concurrent disorders? 

Idea

The Family Support Centre is a centre 
where family members of people with 
concurrent disorders can go to get 
information, support from people in similar 
situations, and find respite. 

This is a physical space for family and 
other caring adults to go. It would be a 
comfortable, safe space that feels relaxing 
and supportive. The space would offer 
easy access to information through 
computers, books, brochures, and staff or 
volunteers working at the centre. 

The space would only be for family and 
caring adults, in order to offer a space 
that’s stress-free, and where people can 
be surrounded and supported by people 
with similar experiences. This would be 
an excellent place to hold family support 
groups or programs.

This space would also act as a place of 
respite and self-care. Family members 
could come to this space to play cards, 
have a cup of tea, or take some quiet 
time to themselves. For this reason it 
would be important that this space not be 
used by service providers or people with 
concurrent disorders (unless they’re also 
playing a family member role to someone 
else).
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1.1• Offering a space for respite and self-care. 

•  Ability to get information and get connected to 
resources.

• Peer element—family supporting other family.

•  Space where families can restore themselves and 
seek support from others who understand the 
challenges they face.

•  A physical place to go outside of the home can be 
a welcome relief. 

•  Rekindle hope for their own lives, not feeling like 
their only purpose is to be a caregiver.

• Will it be located close to a treatment facility? 

• What about rural areas?

• How will it be funded?

• How do people “qualify” to use this service?

•  What are the hours of operation? Would it be open 
evenings and weekends?

• Could this service be free?

• Why are there no service providers in the space?

•  What about children/youth impacted by someone 
else’s use? Could this meet their needs too?

•  Would this be stand-alone, or would it operate in 
another agency’s space? 

•  Could family members work/volunteer in the 
space?

• Does this have to be a physical centre?

•  There are some risks to fragmenting the solution 
for a specific group like this. 

• Might counselling be offered within this space?

•  For some, being around people with like problems 
only reinforces their own.

•  Tie into existing services already provided to 
family members.

• Avoid labels.

• Multiple locations.

• Serve food. 

• Offer a place to sleep/relax.

• Offer educational opportunities.

•  Over the first year ask what else family members 
need.

•  Maybe not a social club where people play cards, 
etc. Focus on education instead?

• Telehealth model to engage rural consumers. 

•  Does it have to be just for family members of 
people with CD?

• Offer drop-in counselling.

•  Could the centre offer services such as massage 
and other stress-reducing services?

•  Virtual/online connection opportunities would  
be great.

•  Create rotating mobile centres in less populated 
areas and have staff rotate through each town 
throughout the week.
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Advocate for Family Needs at the System Level

Problem

How might we legitimize the role played 
by family members, and better serve their 
needs at the system level?  

Idea

We would like to legitimize the role 
of family members of people with 
concurrent disorders by giving them 
voice and representation at the system 
level. Currently the role of family is not 
recognized formally at the system level, in 
that family members are not represented 
by anyone at system-level discussions 
and decisions. We propose that family 
navigators become recognized formally as 
service providers, and that they are invited 
to represent the needs of family members 
at the system level. 

Currently, the role of a family navigator 
is to assist family members in finding 
information, and to provide advice on how 
to accomplish things within the system. 
We suggest that this role be expanded 
to have family navigators represent and 
advocate for the needs of family members 
at the system level. 

Recognizing the important support role 
family members play would also highlight 
the need for more, if not all, programs to 
offer support to family members
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1.1•  Recognizes and legitimizes the contributions/role 
of family members. 

• Aims to support family members.

•  Gives family members an expanded role and 
louder voice.

• Increases empathy at the system level.

• Having someone to “walk with” is key to success.

• What is the cost and ROI?

•  How will this actually work? How will needs be 
recognized?

• What exactly is the “system level”?

•  What about when the person accessing services 
doesn’t want family to be involved?

•  Would this be open to friends/other caring adults 
as well?

•  How many navigators would there be across the 
system?

•  What tables should navigators be at?

•  How do we create a system where all systems 
identify family as just as important as service 
providers?

• How much clout would families actually have?

•  Is it ‘’family navigators’’ alone, or family members 
that would represent the needs of the folks?

•  What are family navigators recognized as now? 
Administrators? Advice givers? Isn’t that a 
service?

•  Who will develop the role and education 
requirements for family navigators?

•  What steps would be in place if no family 
members were available or were interested in 
taking part?

• Provide navigators compensation for their role. 

•  Utilize existing outreach workers to act as 
navigators.

•  Utilize coordinated care plans as a tool to call 
families to the table when individuals are creating 
their goals and identifying their supports.

•  Families are currently recognized at Grand River 
Hospital and do have a representative on their 
various Quality Service Councils.

•  Just make sure that the family support role is 
defined in such a way that family members are 
comfortable in the role.

•  Could this be expanded more broadly than just 
related to concurrent disorders?

•  Make this a proper role—provide salary and 
benefits.

• Do a pilot program and evaluate success.

•  Buddy system for new families to be paired with 
experienced families. Find ways to share health 
information with family members and to make 
them feel welcomed by treatment team.
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Waiting Group

Problem

How might we meet the immediate needs 
of people trying to access services, while 
they wait to get in?  

Idea

We would create a Waiting Group—a 
support group of people who are waiting 
to get into service. When people reach out 
for support and are told they must wait to 
get into their desired service, they would 
be immediately connected to this group. 
They would be welcome to stay with this 
group until their desired services/supports 
are in place.

This group would provide flexible, 
accessible, open, accepting support to 
people waiting for formal services. It 
would have flexible hours and would be 
located in accessible locations to work 
within the realities of people’s lives. This 
group would be directed by its members in 
order to address their needs. 

This group would act as an immediate 
entry point into the system, by providing 
a first step that people could take, even 
when they’re forced to wait to get into the 
service they really want or need. Making 
this first step available would give people 
a way to see immediate progression in 
their journey, cultivating hope, rather than 
stunting their progress with a waitlist. 

This group is not intended to be a 
treatment program. It would not make it 
easier or quicker to access the services 
that someone may want or need, but 
rather, it would help fill the gap while they 
wait. This would be an option to surround 
oneself with likeminded people who also 
want to make a change. It would connect 
them into the system sooner, and expose 
them to information and support via their 
peers.
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1.1• Folks get immediate, time unlimited support. 

• Offers hope and builds community with peers.

•  Available in multiple locations/communities with 
flexible hours.

• Self-directed.

• Immediate progress. 

•  The more supports that are available for those 
waiting, the better it will be for them. 

• How will risk be managed?

•  What would the parameters be for participation? 
Does one have to be sober or stabilized?

• Might this increase access to misinformation?

•  How would this handle the volume of people 
waiting?

• How would support be facilitated?

•  Many people waiting for access to services are 
in crisis. How would this group address those 
needs?

•  Is the group supported by service providers in any 
way or just senior members of the group? 

• Would there be leadership roles within the group?

•  When numbers in smaller centres can’t generate a 
‘’group’’ how might we connect them?

•  How might we support people who don’t want a 
group setting?

•  Can someone choose to stay in the group long-
term?

• Hours of operation?

• Is it free?

•  Given that people would be in different stages of 
recovery, how would the group be structured?

•  Could the group be broken into different needs, 
e.g. youth may not want to be with older folks. 

•  Someone to act as a liaison between the group 
and service providers.

•  Set clear expectations that this is not intended to 
be treatment.

•  Some people don’t want to be public about their 
issues at such an early stage.

•  This support group will need to be specially 
trained and should be lived experience and an 
incredibly tight but inclusive team.

•  Could this group be run by peers, as well as 
trained mental health/addictions workers?

• Change the name—Not Waiting Group.

• Could we offer food?

• Could partner with Self-Help Alliance.

• Could this be a virtual group?

•  Help keep doctors and other referral points 
updated on how people are doing.

• Link to the Mobile Hope app (idea #8).

•  Have waiting groups by type of issue, e.g. 
addiction, depression, dementia, etc.

•  Known organization could provide the space for 
this to happen.

•  Offer walk-in counselling for people to deal with 
immediate issues. This would hopefully minimize 
crises that may occur and keep people motivated 
to attend while they wait.
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Mobile Hope 

Problem

How might we help someone get help that 
makes them feel valued exactly when they 
need it? 

Idea

Mobile Hope is a smartphone app that 
offers on-demand support by creating 
a community, information resource, and 
tangible piece of hope that someone 
could carry with them. It could be used 
either anonymously or using your real 
name and information—whatever that 
person chooses. It would be incredibly 
important to create a safe space and 
community within this app so that people 
using it could rely on a supportive, positive 
environment every time they use it. 

This app would provide information and 
resources that would aim to reduce harm, 
and connect people with the services and 
supports they need. Information would be 
locally relevant and easy to understand. 
For example, the app would have a map 
function showing where meetings and 
activities are happening locally. 

To support harm reduction, it would offer 
forums where people could ask questions 
about how to use safely. 

Elsewhere, warnings could be posted to 
inform people of local hazards such as 
particular batches of drugs they should 
avoid. 

It would provide hope and support 
whenever someone needs it by creating 
an online community accessible through 
this app. It could also be a tangible 
representation of hope by offering a 
function called “Build Your Box of Hope” 
where people could collect pictures, audio 
clips, videos, quotes, personal messages, 
mantras, or anything else that helps 
inspire them and give them hope. 

This app would offer someone to talk 
to no matter what time of day or where 
someone finds themselves. Through 
forums and chat rooms someone could 
chat with others about any particular 
concerns, to access information, or just to 
get support from the community. There 
would also be a “Talk Now” button, which 
would connect someone to a support 
person to get live support immediately, so 
they could talk about any concerns they 
have, get support, and feel less alone. 

This tool would be most applicable to the 
younger generation, and to those with a 
smartphone or other smart device, and an 
Internet connection. 
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1.1• That it can be used 24/7.

•  Offers harm reduction techniques and 
information. Warnings about bad batches  
are important.

• People can build their own box of hope.

• Speaks to younger population.

• Localized information. 

• Meetings map.

• Supports self-management.

• The Talk Now function.

• At-risk youth would like this.

•  How might we ensure that information in the  
app isn’t triggering to people?

•  Would the person at the other end of the Talk 
Now function be paid? Paying people with lived 
experience provides income and helps others.

• Who is providing the Talk Now service?

•  How do we ensure that the Talk Now service is 
actually available anytime?

• Would it be free for everyone?

•  Would it be available on all smartphone 
platforms? 

•  Could this be accessible on other platforms like 
the web?

•  Would the chat rooms be moderated? If so, by 
whom?

•  What would be the rules for privacy or 
confidentiality of content?

• Would this be connected to an agency?

•  Would parts of this work without an Internet 
connection, such as the Box of Hope?

• Will the app be able to locate someone in crisis?

•  Could people add their own content/suggestions 
to make a rich database of programs?

• Who updates program information?

•  How is the positive community created/
maintained/monitored?

•  Offer different chat rooms for different needs,  
e.g. some are abstinence focused while others 
are not.

• People without smartphones miss out.

• Use simple, clear language and images.

•  Provide information on batches of drugs to  
avoid but also everyday household chemicals  
that could impact their functioning if used.

• Make the app usable for all age groups.

•  Could someone borrow/loan a phone for periods 
of time to access the app?

•  Ability to sign up for positive/hopeful daily 
messages.

•  Could be initiated at the Dry Café leveraging the 
Buddy System—build, test and teach through 
partnerships.

•  Could people send hopeful messages, images, 
etc. to others through the app?
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Ride Along Program

Problem

How might we help police officers  
know what to do to support someone  
with CD, given the realities of police 
procedure and context? 

Idea

This program aims to help people with 
lived experience and service providers 
share their experiences with each other. 
This program invites people with lived 
experience, especially youth, to ride along 
with police officers in an effort to build 
relationships, empathy and understanding 
between them. The program might last 
three weeks, during which the youth 
would learn about the police officer’s life 
and responsibilities, and the police officer 
would learn about the youth’s life and 
reality. 

It’s important that the relationship be 
viewed as mutual and that both people 
are learning from each other. Although it’s 
impossible to remove all power dynamics 
from the situation, the police officer 
would be expected to act more as a friend 
and fellow community member than a 
superior. Discussions should be open, non-
judgemental, and respectful. 

This would not be used as a punishment 
to the youth or to the police officer. It is 
intended as a learning and relationship-
building opportunity.

This interaction might involve the youth 
actually riding along with the police officer, 
but more often it probably looks like two 
people hanging out and talking. 

Ideally, this program would help to 
create respectful personal relationships 
between first responders and people 
who often interact with them. Using 
personal relationships, we hope that first 
responders will feel more equipped to deal 
with difficult situations, and that they’d be 
able to work from an empathic perspective 
when diffusing or managing a situation. 

This program would be piloted with police 
officers and could expand to include other 
first responders such as paramedics and 
firefighters. This model could also be used 
to create connections between addictions 
workers and mental health workers. This 
has the potential to be used wherever 
relationship building, empathy, and shared 
knowledge could benefit the system.
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1.1•  Relationship building—opportunity to connect on 
a human level and build empathy. 

• Both parties get to see the realities of the other.

• Seems like a positive mentorship role.

• Possible expansion to other services.

•  Service provider gets to be known as a person, 
not just a uniform.

• Personal experiences reduce stigma.

• Builds hope.

• Shouldn’t require many resources to do.

•  How might we engage people with lived 
experience to participate if they’ve had negative 
interactions with police in the past?

• How would people get connected to this program?

•  What would happen if a risky situation arose while 
someone was riding along?

• Who would be invited to participate? 

•  How would participants prepare themselves for 
the ride along?

•  How is “lived experience” defined? Make sure that 
the program reaches the intended audience.

•  What would this cost? What additional resources 
would be required?

• What would motivate youth to participate?

• How are people paired?

• Is this program voluntary?

• How might we help people feel comfortable?

•  Is it possible for police to really step out of their 
position of power?

• Expand to include primary care, e.g. ER nurses.

•  Need to have clear expectations around how 
information would be shared, in order to protect 
participants.

•  Definitely focus on addictions/mental health 
worker ride along too!

•  Three weeks is too short to develop rapport for 
“hanging out and talking”.

• Include politicians as well.

•  Start the relationship/interaction at a location of 
choice of the resident/youth.

•  Could involve more than simply riding along, e.g. a 
coffee break afterward to discuss what was seen 
and experienced. 

•  This program could work for everyone, e.g. people 
living in poverty could benefit from this kind of 
connection.

• Incentivize both parties to participate.

• Should be required for all police.

•  Might find more receptive audience with EMS, 
Fire, Mental Health and Addictions response as a 
place to start, since working with police will have 
many constraints.

•  Find a way to share what people learn in the 
program, e.g. workshops.

•  Have first responders interact with individuals 
with lived experience on their turf, rather than on 
police turf/in police cars.

•  Make a video to spread awareness and help 
people feel less intimidated.

•  What about something like Guelph Police  
Earn-A-Bike?

•  Perhaps rather than ride-a-longs, build 
relationships within the community first, then 
delve into immersive experiences.

•  Who might be an ideal high-level champion  
for the program?

Liked

Questions

Improve

New Ideas
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Buddy System

Problem

How might we help people leaving 
treatment programs make their first few 
new (positive) connections?

Idea

This program matches youth—or other 
people early in their recovery journey—
with mentors, people who have similar 
lived experience but are stable and 
much further in their recovery. The goal 
of this program is to help people who 
are transitioning out of treatment to 
create new, positive relationships and 
environments that support their recovery. 
In particular, this program works to create 
momentum for the person by helping them 
create their first few new connections, 
making the next few connections easier  
to make. 

This program creates the person’s first 
new connection by buddying them up 
with a mentor in an intentional friendship. 
This program helps to ease the social 
challenge of creating new, meaningful 
connections by giving someone a friend 
with whom they can try new things and 
meet more new people. Most of the time 
this would look like two people hanging 
out. The mentor would help the person 
find out about things they might be 

interested in within the community, and 
then accompany them to the things they’d 
like to try. 

Mentors would get to know people while 
they’re still in treatment, and the program 
would start before someone leaves 
treatment to help them transition into 
the community. Mentors would be well 
trained and extremely well informed about 
the resources and community activities 
available. Mentors would also be well 
supported so they feel equipped to handle 
any situation that arises with the person, 
and to deal with any concerns they  
may have. 

This is not a treatment program, but 
rather a program that fosters intentional 
friendships that are supportive and 
positive. Mentors would not play a parental 
role, nor would they have more power 
than the person they’re partnered with. 
These relationships would not necessarily 
last forever—when needed, the mentor 
would transition out of the program, with 
the intention that the person now has a 
network of people around them, or could 
be partnered with a new mentor.
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1.1•  People are able to develop mentors and positive 
connections.

•  Mentors get to know their buddies while they’re 
still in treatment—great transitional support.

• Mentors are trained and supported.

•  Hope through intentional friendship—direct 
contact with a “success story” helps someone see 
what’s coming, and not feel like they’re in therapy.

•  Opportunity for mentors to keep contributing, 
making a positive difference in people’s lives.

• Helps someone transition out of treatment.

• Balanced power dynamic.

• Simple—even one buddy can make a difference.

•  Does this place pressure on the mentor for 
someone else’s journey after treatment?

• Would mentors be compensated?

•  Can mentors be service providers or does that 
blur boundaries?

• What if a mentor relapses?

• Who supports the mentors?

•  How long and what type of training to mentors 
receive?

• Does the person get to pick their mentor?

•  Would the mentor have one or multiple people 
they’re mentoring?

•  What happens if a mentor is unable to continue 
supporting someone for whatever reason?

•  How would support look for folks who relapse/are 
still using—could this be more oriented to harm 
reduction?

•  Would facilitators have the bridges out of poverty 
training?

• How are people vetted to participate?

• Could this be done virtually?

• How might family be supported?

• Change the name.

• Could link nicely to the Dry Café idea. 

•  Match more than one mentor to each participant—
better to have a circle of support.

•  Make sure that the mentor and mentee feel a 
connection to one another.

•  Set timeframes for the program—have an agreed 
upon end date.

•  Implies that the mentor has greater knowledge 
and therefore power/influence. 

•  Make sure that people can share a meal no matter 
how light.

•  Make sure that when a mentor transitions that the 
network follows up.

•  Could people be matched by common 
experiences/interests?

• Find a way to make pairings feel intentional.

•  Clear boundaries and expectations of 
relationships as mentors not friends.

• Run through Self-Help Alliance?

• Pay the mentors.

•  Community Justice initiatives has a successful 
program for those leaving Grand Valley Institute—
may want to look at their model.

• Match gender and age preferences.

•  The mentor should have a specific number of 
years in recovery.

•  Mentors should be graduates of the treatment 
centre their buddy is attending.

•  Expand to people completing a treatment stay in 
hospital for mental health/addiction issues.

•  What about a “meet up” type option to hang 
out with positive peers regardless of time 
commitment?

• Offer virtual options for rural areas.

•  Get sponsors to offer things to do, e.g. movie 
tickets, gift cards.

•  Partner with other mentors/mentees to do 
organized activities, e.g. sports. 

Liked

Questions

Improve

New Ideas
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YOUR 
EXPERIENCE 

MATTERS
I NEED TO TAKE 

RESPONSIBILITY  
FOR MYSELF

I NEED TO 
UNDERSTAND MY 

PROBLEM

I NEED SUPPORT 
 THAT WORKS  

FOR ME



YOUR 
EXPERIENCE 

MATTERS
I NEED FLEXIBILITY 
AND CLARITY

I NEED TO SET 
GOALS AND SEE 
PROGRESS

I NEED TO NOT BE 
DENIED HELP
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7.0 Next Steps

 
THE DESIGN THINKING 
PROCESS PROVIDES A 

NATURAL NEXT STEP FOR 
THE YOUR EXPERIENCE 

MATTERS PROJECT. 

To begin with, this Challenge Brief should 
be distributed, talked about, and used. 
Exploring the ideas generated through 
the Ideation Phase, formally prototyping, 
and testing the possibilities imagined 
by stakeholders more expressly, and 
cycling back through the design process 
will be energy and effort well expended. 
New ideas will present themselves and 
some will be acted upon. Finding ways 
to consistently update and re-engage the 
community of stakeholders can sustain 
and build engagement and action.

The ideas generated during the Design 
Labs are excellent responses to meeting 
particular stakeholder needs. They 
are simple, practical, and fairly easy to 
implement with minimal resource impacts. 
People in all stakeholder groups seemed 
reluctant to explore large system changes 
when generating ideas and describing 
prototypes for change activities. 

PERHAPS THE SYSTEM 
IS SO BIG THAT THE 

CONTEMPLATION OF 
SIGNIFICANT CHANGE IS 

OVERWHELMING. 

 
It may be that the complexity of multiple 
and varied needs, organizational mandates 
and structures, funders, legislation, 
geographic location and so on prevent 
imagination and hope for a better way.  
By default, the reorientation of the current 
system and its component pieces remains 
the purview of the system leadership. That 
work is already under way. 
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7.0

We need to design an integrated system 
of care that meets the needs of people 
with concurrent disorders.

A spirit of change is emerging and the 
tipping point is now. Expressed sentiments 
and multiple efforts already underway in 
the Waterloo Wellington LHIN to explore 
and move toward a Comprehensive 
Continuous Integrated System of Care 
(CCISC) across the whole system bare 
witness. We are moving from concept to 
implementation, in thought and action. 
System partners and champions for 
change have already taken first steps 
in increasing complexity capacity in the 
WWLHIN by adopting the CCISC model as 
a framework for change, providing both 
a process, and bite-sized steps to take in 
moving the yardstick on an integrated and 
complexity capable system.  

Continuing to adopt a human-centred 
approach, exploring options, designing 
for complexity, and making the right 
changes at the right places will mean that 
more people will receive more of what 
they need, when they need it. The stories, 
themes, insights, and models described on 
the pages of this Challenge Brief provide 
significant starting points for future action. 

We need to learn from local successes 
and other promising practises for 
supporting people with concurrent 
disorders.

As an ongoing effort, this project would 
benefit greatly by continued exploration 
of programs and services that provide 
exceptional care, service and support for 
people with complex needs, their families, 
and other caregivers. Throw a wide net: 
collect, collate, and leverage the models, 
methods, policies and partners that have 
seen success in this area. Imagine and 
share opportunities where we can improve 
here at home; use Design Thinking as 
a tool for generating and testing local 
applications.
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We need to draw a golden thread to 
connect the intention and effort present 
throughout the system

Even before the release of this Challenge 
Brief, detailing the facts and findings of the 
project, individuals and organizations were 
acting on the learning and implications 
captured herein. System partners and 
champions for change had already taken 
first steps in increasing their capacity to 
support people with concurrent disorders 
by adopting the CCISC model. 

We need to reflect upon and respond to 
the needs of supporters.

Family and other caregivers make 
significant contributions to the wellbeing 
and recovery of people with concurrent 
disorders, as well as to our community 
at large. However, the burdens caregivers 
shoulder emotionally, physically, financially, 
and socially, as a result of inadequate 
recognition and support for their 
caregiving role are significant, and can 
lead to chronic stress, compromise the 
caregiver’s quality of life, the efficacy of 
the help they provide, and increase costs 
to health and social service systems. What 
steps can be taken to meet the needs 
of supporters and enhance the role that 
caregivers play, without asking them to 
just do more?
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We need to move from stigma  
to belonging.

“Treat me like a person” was one of the 
most repeated needs we heard during the 
Engagement Phase of Your Experience 
Matters. A human-centred approach to 
services and supports is a start, but 
belonging is not a consumer condition, 
it is a human need. Belonging goes well 
beyond services, reaching deep into every 
pocket of community. We should begin 
by finding ways to increase access and 
be inclusive. However, achieving inclusion 
does not mean individuals will feel a sense 
of connectedness to a place and identity—
without belonging we are empty.

 

 
“INCLUSION IS PROVIDING 
PEOPLE WITH THE BASIC 
ACCESS AND RESPECT 

THAT WILL ALLOW THEM 
TO FEEL BELONGING TO A 
PLACE. FOR THOSE THAT 

ARE MOST OFTEN SOCIALLY 
EXCLUDED FROM SOCIETY, 

… PROMOTING SOCIAL 
INCLUSION SHOULD BE THE 

FIRST STEP IN HELPING 
THEM TO FEEL LIKE THEY 

BELONG.”54  

Your Experience Matters is an important 
and ambitious project. We were 
overwhelmed and honoured by the 
honest and thoughtful contributions of 
participants. The goal of this challenge 
brief is to bring empathy, clarity and focus 
to their experiences as the foundation of 
positive change.

7.0



YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF134

8.0 References

1   Schütz, C., et al. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: Results from a program 
evaluation. BMC Health Services Research, 1. Retrieved 
April 10, 2015, from http://www.biomedcentral.
com/1472-6963/13/288.

2  Morrison, M. (2014, December 3). Waterloo Region 
Registry Week Community Debrief presentation. 
Retrieved March 18, 2015 from Region of Waterloo 
Community Services, 2.

3 Ibid. 24 – 25. 
4  Morrison, M. (2014, December 3). Waterloo Region 
Registry Week Community Debrief presentation. 
Retrieved March 18, 2015 from Region of Waterloo 
Community Services, 37.

5 Ibid. 35.
6  Morrison, M. (2014, December 3). Waterloo Region 
Registry Week Community Debrief presentation. 
Retrieved March 18, 2015 from Region of Waterloo 
Community Services, 34.

7  Ibid. 36. 
8  Chow, C. M., Wieman, D., Cichocki, B., Qvicklund, H., 
& Hiersteiner, D. (2013). Mission impossible: treating 
serious mental illness and substance use co-occurring 
disorder with integrated treatment: a meta-analysis. 
Mental Health and Substance Use, 6(2), 150-168.

9   Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

10   Kola, L. A., & Kruszynski, R. (2010). Adapting the Integrated 
Dual-Disorder Treatment Model for Addiction Services. 
Alcoholism Treatment Quarterly, 28(4), 437-450.

11   Schütz, C., Linden, I. A., Torchalla, I., Li, K., Al-Desouki, 
M., & Krausz, M. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: results from a program 
evaluation. BMC health services research, 13(1), 288.

12  Minkoff, K., & Cline, C. A. (2006). Dual diagnosis 
capability: moving from concept to implementation.

13   Chow, C. M., Wieman, D., Cichocki, B., Qvicklund, H., 
& Hiersteiner, D. (2013). Mission impossible: treating 
serious mental illness and substance use co-occurring 
disorder with integrated treatment: a meta-analysis. 
Mental Health and Substance Use, 6(2), 150-168.

14    Chow, C. M., Wieman, D., Cichocki, B., Qvicklund, H., 
& Hiersteiner, D. (2013). Mission impossible: treating 
serious mental illness and substance use co-occurring 
disorder with integrated treatment: a meta-analysis. 
Mental Health and Substance Use, 6(2), 150-168.

15   Chow, C. M., Wieman, D., Cichocki, B., Qvicklund, H., 
& Hiersteiner, D. (2013). Mission impossible: treating 
serious mental illness and substance use co-occurring 
disorder with integrated treatment: a meta-analysis. 
Mental Health and Substance Use, 6(2), 150-168.

1 6  Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

17   Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

1 8  Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

1 9  Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

20   Novotná, G. (2014). Competing institutional logics in 
the development and implementation of integrated 
treatment for concurrent disorders in Ontario: A case 
study. Journal of Social Work, 14(3), 260-278.

21  Kola, L. A., & Kruszynski, R. (2010). Adapting the Integrated 
Dual-Disorder Treatment Model for Addiction Services. 
Alcoholism Treatment Quarterly, 28(4), 437-450.

22   Kola, L. A., & Kruszynski, R. (2010). Adapting the Integrated 
Dual-Disorder Treatment Model for Addiction Services. 
Alcoholism Treatment Quarterly, 28(4), 437-450.

23   Kola, L. A., & Kruszynski, R. (2010). Adapting the Integrated 
Dual-Disorder Treatment Model for Addiction Services. 
Alcoholism Treatment Quarterly, 28(4), 437-450.



1358.0 REFERENCES

24   Kola, L. A., & Kruszynski, R. (2010). Adapting the Integrated 
Dual-Disorder Treatment Model for Addiction Services. 
Alcoholism Treatment Quarterly, 28(4), 437-450.

25  Schütz, C., Linden, I. A., Torchalla, I., Li, K., Al-Desouki, 
M., & Krausz, M. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: results from a program 
evaluation. BMC health services research, 13(1), 288.

26  Schütz, C., Linden, I. A., Torchalla, I., Li, K., Al-Desouki, 
M., & Krausz, M. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: results from a program 
evaluation. BMC health services research, 13(1), 288.

27  Schütz, C., Linden, I. A., Torchalla, I., Li, K., Al-Desouki, 
M., & Krausz, M. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: results from a program 
evaluation. BMC health services research, 13(1), 288.

28  Schütz, C., Linden, I. A., Torchalla, I., Li, K., Al-Desouki, 
M., & Krausz, M. (2013). The Burnaby treatment center 
for mental health and addiction, a novel integrated 
treatment program for patients with addiction 
and concurrent disorders: results from a program 
evaluation. BMC health services research, 13(1), 288.

29  Minkoff, K., & Cline, C. A. (2006). Dual diagnosis 
capability: moving from concept to implementation.

30  Minkoff, K., & Cline, C. A. (2006). Dual diagnosis 
capability: moving from concept to implementation.

31  Minkoff, K., & Cline, C. A. (2006). Dual diagnosis 
capability: moving from concept to implementation.

32  Minkoff, K., & Cline, C. A. (2006). Dual diagnosis 
capability: moving from concept to implementation.

33  Minkoff, K., & Cline, C. (2012). CCISC Overview. 
Retrieved March 2015, from http://www.ziapartners.
com/resources/comprehensive-continuous-integrated-
system-of-care-ccisc/

34  MacCourt, Penny MSW, PhD; Family Caregivers 
Advisory Committee Mental Health Commission of 
Canada (2013). National Guidelines for a Comprehensive 
Service System to Support Family Caregivers of Adults 
with Mental Health Problems and Illnesses. Mental 
Health Commission of Canada.

35   Chang, Betty L. DNSc, FNP-C, FAAN; Brecht, Mary-Lynn, 
PhD; Carter, Patricia A. PhD, RN, CNS (2001). Predictors 
of Social Support and Caregiver Outcomes. Women & 
Health, Vol 33, No ½,. 39-61.

36  Carretero, Stephanie; Garces, Jorge; Rodenas, 
Francisco; Sanjose Vicente (2008). The informal 
caregiver’s burden of dependent people: Theory 
and empirical review. Archives of Gerontology and 
Geriatrics, Vol 49, 74-79

37  Ungar, Michael; Liebenberg, Linda; Landry, Nicole; Ikeda, 
Janice (2012). Caregivers, Young People with Complex 
Needs, and Multiple Service Providers: A Study of 
Triangulated Relationships. Family Process, Vol 51,No. 
2, 193-206

38   Checkland, Peter, and Jim Scholes. Soft Systems 
Methodology in Action. N.p.: Wiley, 1999. Print.

39   Checkland, P., and J. Poulter. “Soft Systems 
Methodology.” Systems Approaches to Managing 
Change: A Practical Guide. Ed. S. Holwell. London: 
Springer-Verlag, 2010. 191-241. Print.

40  Checkland, Peter, and Jim Scholes. Soft Systems 
Methodology in Action. N.p.: Wiley, 1999. Print.

41  Family Health International, et al. Qualitative Research 
Methods: A Data Collector’s Field Guide. N.p.: FLI, 2005. 
Print.

42  Creswell, J. W. Research Design: Qualitative, 
Quantitative and Mixed Methods Approaches. London: 
Sage, 2009. Print.

43   Creswell, J. W. Research Design: Qualitative, 
Quantitative and Mixed Methods Approaches. London: 
Sage, 2009. Print.

44  Family Health International, et al. Qualitative Research 
Methods: A Data Collector’s Field Guide. N.p.: FLI, 2005. 
Print.

45  Family Health International, et al. Qualitative Research 
Methods: A Data Collector’s Field Guide. N.p.: FLI, 2005. 
Print.

46  Buchanan, Richard. “Wicked Problems in Design 
Thinking.” Design Issues (1992): 5-21. Print.

47  Plattner, et al. Design Thinking: Understand - Improve - 
Apply. London, UK: Springer, 2010. Print.

48  Plattner, et al. Design Thinking: Understand - Improve - 
Apply. London, UK: Springer, 2010. Print.

8.0



CONCURRENT DISORDERS: CHALLENGE BRIEF136

49  Cross, Nigel (2001). Designerly ways of knowing: design 
discipline versus design science. Design Issues, 17(3), 
pp. 49–55.

50  Nelson, Harold G., and Erik Stolterman. The Design 
Way: Intentional Change in an Unpredictable World. 2nd 
ed. Massachusetts: MIT, 2012. Print.

51  Pearson, C. (2014, December 18). Crystal meth: It’s 
going to be an epidemic. Retrieved from http://blogs.
windsorstar.com/news/crystal-meth-its-going-to-be-
an-epidemic

52  Dean, B. (2015, March 26). Concurrent Disorders—1 to 1 
interview [Personal interview].

53  Smetanin et al (2011). The life and economic impact of 
major mental illnesses in Canada: 2011-2041.

54  We Can Design Belonging (p. 9). (2013). Kitchener-
Waterloo, Ontario: Overlap Associates.

55  MacCourt, Penny MSW, PhD; Family Caregivers 
Advisory Committee Mental Health Commission 
of Canada (2013). National Guidelines for a 
Comprehensive Service System to Support Family 
Caregivers of Adults with Mental Health Problems and 
Illnesses. Mental Health Commission of Canada.

56  Soskolne, Varda PhD; Halevy-Levin, Sara MSW; Ben-
Yehuda, Arie MD (2007). The Context of Caregiving, 
Kinship Tie and Health: A Comparative Study of 
Caregivers and Non-Caregivers. Women & Health, Vol 
45 (2), 75-94.

57  Earle, Alison; Heymann, Jody (2011). Protecting the 
health of employees caring for family members with 
special health needs. Social Science and Medicine, vol 
73, 68-78. 

58  Earle, Alison; Heymann, Jody (2011). Protecting the 
health of employees caring for family members with 
special health needs. Social Science and Medicine, vol 
73, 68-78. 

59  Earle, Alison; Heymann, Jody (2011). Protecting the 
health of employees caring for family members with 
special health needs. Social Science and Medicine, vol 
73, 68-78.

60  MacCourt, Penny MSW, PhD; Family Caregivers 
Advisory Committee Mental Health Commission 
of Canada (2013). National Guidelines for a 
Comprehensive Service System to Support Family 
Caregivers of Adults with Mental Health Problems and 
Illnesses. Mental Health Commission of Canada.

61  Chang, Betty L. DNSc, FNP-C, FAAN; Brecht, Mary-Lynn, 
PhD; Carter, Patricia A. PhD, RN, CNS (2001). Predictors 
of Social Support and Caregiver Outcomes. Women & 
Health, Vol 33, No ½,. 39-61.

62  Carretero, Stephanie; Garces, Jorge; Rodenas, 
Francisco; Sanjose Vicente (2008). The informal 
caregiver’s burden of dependent people: Theory 
and empirical review. Archives of Gerontology and 
Geriatrics, Vol 49, 74-79

63   Ungar, Michael; Liebenberg, Linda; Landry, Nicole; Ikeda, 
Janice (2012). Caregivers, Young People with Complex 
Needs, and Multiple Service Providers: A Study of 
Triangulated Relationships. Family Process, Vol 51,No. 
2, 193-206

64  Ungar, Michael; Liebenberg, Linda; Landry, Nicole; Ikeda, 
Janice (2012). Caregivers, Young People with Complex 
Needs, and Multiple Service Providers: A Study of 
Triangulated Relationships. Family Process, Vol 51,No. 
2, 193-206



1378.0 REFERENCES

8.0



Needs

The following 60 subthemes summarize 
the 1835 need statements that were 
identified during the engagement phase. 
Most subthemes are relevant to all three 
stakeholder groups—people with CD,  
family members, and service providers,  
while some are particular to a single group. 
When working to address the needs of the 
people described in Section 5.1, the needs 
outlined below can provide context, and  
help to develop empathy for the people 
affected by a problem. 

They point to countless opportunities  
for improvement—every single need  
listed below could be turned into a  
problem statement asking, “How  
might we change this for the better,  
for this person?” 

I need consistent means of 
communication.

• I need a working phone (to call for help)
• I need to access help even when I don’t have a phone
• I need to be able to reach my client

I need to take responsibility for myself.

•  I need to stop assuming my family can pick up  
the pieces

•  I need my son with concurrent disorders to take 
responsibility for his life

• I need my son to not financially rely on me

I need to be asked if I need help  
(because I won’t ask).

• I need to be asked if I need help
• I need it to be easy to ask for help
• I need to be asked how I am

I need to address the root cause.

•  I need treatment that addresses all aspects of my 
issues and recovery

• I need treatment, not just a safe place to be
• I need to understand why I use or drink
• I need others to understand why I use or drink

I need a job or education for my future. 

• I need to get an education, for my future
• I need help getting a job
• I need help keeping a job

I need people in the system to care  
about me.

•  I need everyone in the system to care, and want  
to help me

•  I need workers to go above and beyond when I  
need them

•  I need more humanity and connection in my  
treatment / support

• I need you to forgive me
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I need hope. 

• I need to be optimistic and positive
• I need workers to be confident / have hope
• I need to be hopeful / optimistic 

I need my full story to be listened to, 
heard and understood.

• I need to be listened to
• I need to feel like I am heard and understood
•  I need doctors to listen to my full story before  

diagnosis and during
•  I need to be able to tell my story only once, because 

service providers will communicate with each other
• I need to be able to talk/vent and express emotion
•  I need services to take more time and be more 

understanding of difficult clients

I need to be seen as a person. 

• I need to be treated like a person
• I need to be treated equitably
• I need to not feel labeled

I need space and time to myself. 

• I need space to myself
•  I need time to clear my head before learning  

something new
• I need time to reflect 
• I need proactive prevention. 
• I need proactive engagement
• I need proactive preventative treatment
• I need help before I hit rock bottom

I need structure in my life. 

• I need structure / a routine
• I need consistency
• I need rules that are enforced
 I need help to appease them. 

 

I need help to appease them.

• I need detox to get dry, not to get clean
• I need short term treatments so I can go back to work
•  I need help fulfilling the treatment obligations of my 

court order quickly
•  I need someone to pick up the phone when my son 

makes mandatory calls every week to confirm he’s  
still interested in counselling

I need help I can afford. 

•  I need my lack of money not to hold me back  
from treatment

• I need financial support to use a therapist
• I need to be able to access help for free or at a low cost
 

I need support from people with lived 
experience. 

• I need to hear other people’s stories
• I need to talk to someone with similar experiences
• I need to be around people with similar experiences

I need the stigma and judgement to stop

• I need the stigma to stop
• I need to not feel judged, rejected or looked down on
• I need to not be shamed or guilted
• I need providers not to be negative and desensitized

I need to be valued and accepted. 

• I need to feel values, wanted, and worthy
•  I need to feel accepted and welcome, not a waste 

 of time/money
• I need my family to accept, respect, and welcome me
• I need access to support.

I need access to support

• I need access to support
• I need mental health support
• I need a psychiatrist
• I need therapy / a psychologist
• I need a family doctor
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I need to be respected. 

• I need to be respected
• I need a sense of privacy, and for it to be respected
• I need physical privacy 
• I need a sense of dignity

I need a purpose / to give back.

• I need to have a purpose
• I need to feel needed
• I need a chance to give back

I need to feel supported.

• I need to feel supported
• I need support that feels personal
• I need to feel comfortable 

 
I need flexibility and clarity in my role.

•  I need a clear understanding of my/others/
organizations roles

• I need permission to be flexible / bend the rules
• I need permission to try new ways of doing things
• I need to balance individual needs with group needs
 

I need support that works for me.

• I need peer support
• I need productive group counselling
• I need one-on-one support
• I need help with my anxiety
• I need help with my PTSD
• I need to learn how to cope without self-medicating
• I need to have fewer forced timelines

I need to not be denied help.

• I need to not be denied housing
• I need to not be denied based on my erratic behaviour
• I need to be able to help all concurrent disorder clients
• I need to not jump through hoops to get help
• I need medical care, even though I’m an addict
• I need referrals and specialists
•  I need fewer restrictions to get into, and stay in, 

programs and treatment
 

I need to understand my problem.

•  I need to realize there is a problem, and that there  
is another option

• I need to not be scared of the problem
•  I need knowledge on the what and why of my 

problem(s) and how they interact with each other
• I need to know the warning signs
•  I need them to realize they need help 

I need to set goals and see progress.

• I need to set my own goals
• I need to know how to work toward my goals
• I need to see the baby steps
• I need to feel like I’m making progress
• I need positive feedback
• I need to remember how far I’ve come
• I need to not start all over after a relapse

I need treatment / help that’s  
physically accessible.

• I need help getting to appointments / places
• I need treatment/programs/supports to be nearby
• I need all of my supports near to each other
• I need support to come to me 

 
I need support that matches me.

• I need support that matches my values
• I need support that matches my personality /  
 learning style
• I need to be with people like me
•  I need programs that are appropriate to my  

(client’s) needs 

I need to be happy.

• I need to be happy
• I need to laugh and have fun
• I need to do fun things like get ice cream

I need more time / money / people.

• I need resources for specific programs
• I need a bigger budget
• I need more time/less work
• I need to do more with what I have
• I need more people/staff
• I need it to be easier to get funding  
 (so I can focus on the people)
• I need more programs to help clients
• I need funding to be distributed based on need/ 
 use of service

I need to love myself.

• I need to stop judging myself
• I need to raise my self-esteem
• I need to feel worth something
• I need to love myself
• I need to not feel ashamed
• I need to feel human
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I need to fill my time.

• I need to not be bored
• I need things to do in treatment (that I want to do)
• I need hobbies
• I need things to do (that I want to do)
• I need to be distracted

I need long-term support.

• I need unlimited aftercare
• I need long-term programs/treatment

 

I need a concurrent-oriented  
approach / system. 

•  I need mental health supports to have some addictions 
ability/confidence and vice versa (and permission)

• I need an integrated team
•  I need concurrent disorders to be recognized and 

accepted in assessments 
• I need getting a diagnosis to not be a barrier to service
•  I need people to understand that my addiction is a 

symptom of my mental health
•  I need my mental health and addiction treated 

concurrently
•  I need partnerships/relationships with other providers 

that help keep clients in treatment/better served
• I need there to be no wrong door
•  I need our organization’s principles/values to assume 

complexity
•  I need an addiction not to be a barrier to mental health 

help
• I need efficient access to psych assessments
•  I need more effective/useful assessment tools 

I need positive community connections.

• I need to not be isolated, alienated, alone
• I need to have safe conversations about recovery
• I need someone to talk with
• I need people in my life who are “like family”
• I need family support
• I need my partner
• I need to be able to see/visit my family
• I need to trust the community around me
• I need supportive friends
• I need new friends who are non-addicts
• I need friends who are focused on recovery,  
 and sober like me
• I need people who hold me accountable
• I need a sense of community

I need getting help to be my decision. 

• I need to make my own decisions 
• I need to feel in control of my life
• I need to be ready for help
• I need to want help

I need to get my life on track, get clean, 
and get help.

• I need to be sober
• I need to put my life on a positive track

 
I need harm reduction.

• I need you to meet me where I am
• I need methadone
• I need a plan
• I need wet and damp treatment/supports
•  I need to take substances to make other  

things possible
•  I need to understand the risks I’m taking because I’m 

going to take them anyway
•  I need you to understand that harm reduction doesn’t 

mean failure
• I need ways of supporting people who don’t want help
• I need harm reduction in the community 

As a supporter I need to balance being 
informed and privacy rights.

• I need to know what happened before me
• I need to know what happens to my client after me
• I need to be informed so I can be part of his/her care
• I need him/her to choose to share their information
• I need privacy rules to make sense for best treatment
• I need confidentiality in treatment
• I need better information sharing between providers
 

I need housing.

• I need a place to live (permanently)
• I need a place to stay (temporarily)
• I need my housing to be safe
• I need housing that doesn’t trigger me
• I need a home where I want to be
• I need help finding housing
• I need housing options
• I need affordable housing 
• I need financial assistance to get housing
• I need flexible payment options
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I need to support my family / kids.

• I need to be able to take care of my family
• I need to be able to teach my children
• I need a home for my family 
• I need a better relationship with my family
• I need to be able to keep my kids

I need to be able to trust  
service providers. 

• I need to trust you before I open up
• I need to feel physically safe with workers
• I need workers to trust each other
• I need to not feel abandoned
• I need to be able to trust workers 
• I need clients to trust me
 

I need to avoid people and places that  
are triggering.

• I need treatment/supports that aren’t triggering
• I need to avoid negative relationships
• I need the hospital to be less triggering
• I need to avoid triggering media
• I need to avoid triggering people, places, things

I need to know how to have this 
conversation.

• I need to know it’s okay to ask for help
• I need to know how to talk about this
• I need to know how to ask for help
• I need to know what questions to ask
 

I need my basic needs met.

• I need my basic needs met
• I need to eat
• I need basic hygiene 
• I need financial support
• I need medication 

As a service-user, I need you  
to trust me.

• I need you to trust me and take me seriously
• I need you to believe that I want to get better
• I need to feel trustworthy

I need treatment to fit my life.

• I need programs to have flexible hours/intake times
• I need you to make this easier for me
• I need my treatment not to interfere with my goals
•  I need to balance getting support/treatment with the 

rest of my life
•  I need my treatment not to interfere with things that are 

important to me
•  I need you to remember that I have a  

partner/family 
 

I need help to find help. 

• I need to not feel lost
•  I need to know what services and resources  

are available
•  I need to know who to call and where to go if / when I 

need help
• I need one place to go (make it simple)
• I need it to be easy to find help
• I need a person to guide me
• I need help navigating the system
• I need to be connected to the right people / support
• I need to know about location-specific options
 

I need motivation.

• I need help to not give up
• I need the community to see how this impacts them
• I need will power / motivation
• I need a reality check from someone I trust
• I need a reason to motivate me
• I need to know how to motivate them
•  I need someone to encourage me and show me  

the way
• I need someone to push me

I need empathy.

• I need to not feel alone or abandoned
• I need to not be judged
• I need people to have patience and forgive
• I need second chances
• I need compassionate police officers
• I need help that isn’t police
• I need empathy and understanding of what I’m  
 going through
• I need workers who can relate
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I need help when I need it.

• I need anytime support
• I need services to refer clients to (esp. in crisis)
• I need to not be on waitlists
• I need help when I’m ready
• I need supports to have faster administration
•  I need immediate services (e.g. assessment,  

hospital bed, anytime appointments)
• I need support in a crisis 

 
I need providers to be educated about 
concurrent disorders.

•  I need services to have more knowledge of tools/
resources

• I need an informed community
•  I need workers to understand the complexity of  

these issues
• I need to have enough knowledge to empathize
•  I need providers to be educated in mental health  

and addictions

I need to learn skills.

• I need day-to-day skills 
• I need to build personal skills
• I need problem-solving skills
• I need to learn how to deal with my emotions
• I need healthy relationship skills
• I need to learn how to apply skills for dealing with 
  my addiction
• I need help with daily tasks
• I need to build family skills

I need to follow through / I need others  
to follow through.

• I need services to follow through with clients
• I need clients to reliably show up for appointments
• I need to work the program
 

I need to feel supported as a supporter.

• I need to take care of myself
• I need to not blame myself
• I need you to understand my limits (as a supporter)
• I need to feel less burnt out
•  I need to know that I’m not the only one trying to  

help my loved one
• I need to know I can handle this
• I need to feel supported by my workplace

I need support while waiting.

•  I need care and comfort while I wait in the short-term 
(e.g. food in the hospital)

•  I need other support / treatment options while I wait to 
get into long-term treatment

•  I need somewhere to go and /or something to do while 

I wait I need better transitions and plans.

•  I need a well-defined and thought through  
transition plan

• I need a safety/harm reduction plan
• I need a plan for the future
•  I need transition planning for the system (i.e. so that 

referrals flow well)
•  I need better options, support, and a plan when I  

get out of jail/prison
•  I need someone to guide me as I transition to the  

next step
• I need clients to not give up/disengage from services
• I need my care to be continuous/seamless

I need options and choice.

• I need alternatives/more than one place to turn
• I need variety
• I need options
• I need to be able to choose what I want to do
• I need to be able to try different programs 

I need to understand my treatment 
process and decisions.

• I need to know about decisions that affect me 
• I need to understand my meds
•  I need someone to explain the process, steps,  

and expectations to me
• I need things simplified (language, paperwork)
 

I need jail to be productive.

• I need mental health help in jail
• I need programming in jail
• I need jail to be a more transformative,  
 productive experience

1439.1 NEED STATEMENTS



YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF144

9.2 Family and Informal Caregivers

Feelings of Stress and Burden

“Family caregivers make significant 
contributions to the well-being and 
recovery of people with mental illness, as 
well as to the society at large. However, 
the challenges that family caregivers 
shoulder—emotionally, physically, 
financially, and socially, as a result of 
inadequate recognition and support for 
their caregiving role – are significant, and 
can lead to chronic stress, compromise 
the caregiver’s quality of life, and the 
efficacy of the help they provide, and 
increase costs to health and social service 
systems”.55 These family caregivers feel a 
sense of responsibility for their loved one, 
and for providing them with care, which 
leaves them, as an informal caregiver, 
feeling a certain level of burden. Due to the 
nature of problems with mental health and 
substance use, there is the expectation 
from family caregivers for having to care 
for their relative for an indefinite amount 
of time. This long term responsibility and 
commitment, as well as acute, and then 
chronic feelings of stress and burden, 
puts the caregivers at risk for developing 
physical and mental health problems 
of their own, the most common being 
depression. 

Each situation is different, and as such 
there are various factors that affect the 
levels of stress and burden felt by the 
caregiver. A major dimension of burden is 
the subjective feelings of distress: worry, 
frustration, and loss of freedom. As well, 
caregivers who also maintain employment 
outside of the home report more feelings 
of burden, depression, and lower physical 
health as they attempt to balance the 
multiple, large-commitment roles they hold. 

Physical and Mental Health

Providing care for family members 
struggling in the intersection of mental 
health and substance use has been 
associated with negative repercussions 
for the family caregiver in terms of 
physical and psychological wellbeing. 
When it comes to the negative effects on 
physical and mental health with regards 
to providing care for complex people, 
there is a stronger association between 
the duties of providing care and women’s 
health, rather than men’s. There is likely 
a larger risk for women with regards to 
these negative repercussions because 
women are more likely to assume greater 
responsibility in care, and take on more 
intensive, time-consuming tasks, as well 
as spend more hours providing care 
when compared with male caregivers. 
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family members, then those clients will 
use official services less, providing relief 
in the form of funding, and time for the 
organizations so that they may better 
serve the other clients who come in. 

Furthermore, a comparative study by 
Dr. Varda Soskolne of caregivers versus 
non-caregivers suggests that the health 
concerns are not just different between 
caregivers and non-caregivers, but instead 
that there is a threshold point between 15 
and 20 caregiving hours per week where 
the caregiver becomes more vulnerable to 
these negative repercussions.56 

Family caregivers take on a considerable 
cost to their own health, with higher levels 
of depressive symptoms, higher risk for 
physical health problems, and a higher 
mortality risk. Physical health effects 
include psychosomatic and immunological 
disorders, as well as cardiovascular 
problems. Most informal caregivers are 
also working outside the home, and take 
on the combined stress of these multiple 
full-time commitments. 

Access to paid leave for a family member’s 
health, and having a flexible work 
schedule are both strongly associated 
with improved mental, and overall health 
for informal familial caregivers.57 A work 
culture that makes it difficult to take time 
off for personal reasons was associated 
with a lower mental health score58. Not 
only do access to paid sick leave, and 
the ability to adjust a work schedule 
directly improve the health of employees, 
it provides benefits to employers as well. 
They will have a healthy and productive 
workforce, which may lead to improved 
employee productivity, reduced employee 
turnover, and lower associated hiring, and 
training costs.59

Ensuring caregivers are healthy and 
economically secure has important 
economic implications in terms of 
easing the load on the mental health, 
and substance use service system. If 
informal caregivers are supported enough 
to continue providing supportive care for 
family members, then those clients will 
use official services less, providing relief 
in the form of funding, and time for the 
organizations so that they may better 
serve the other clients who come in. 
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Needs of a Family Caregiver

According to the National Guidelines 
for a Comprehensive Service System to 
Support Caregivers of Adults with Mental 
health Problems and Illnesses, family 
caregivers need:

•  To know that their relative to receiving 
appropriate care and has access to 
the services and supports that will 
maximize their potential for quality  
of life

•  To have their relationships and 
caregiving roles recognized by mental 
health service providers and to be 
meaningfully involved in assessment 
and treatment planning

•  To receive information and timely 
support from knowledgeable mental 
health service providers, including in 
enhancing their coping skills, so they 
can effectively provide care to their 
relative

•  To have their personal needs outside 
of the caregiving role recognized and 
supported to sustain their own health 
and emotional wellbeing 60

The needs of family caregivers change 
slightly throughout their journey of care. 
Initially they will require education on the 
complex issues their family member is 
working through, and knowledge about the 
different types of services offered. By a 
later stage of care, their need for education 
will be much diminished, however they 
will still need continued information about 
access to medical and social services for 
their family member. It is crucial for the 
family caregiver that their family member 
has access to the supports they need not 
only for the health of the family member, 
but also to help lessen the sense of burden 
on the family caregiver to provide all types 
of support. Beyond needing supports for 
their family member, family caregivers 
also require their health, both mental and 
physical to be addressed. With instances 
of depression much higher among family 
caregivers, they need supports, or coping 
mechanisms so that they might continue 
to have a positive life experience, and 
provide support for their family member. 
The basic needs of family caregivers are 
just as important as their family member 
with complex needs. Health and social 
services could target both the care-
recipient and the vulnerable caregivers,  
to ease their burden.
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Social Support versus Caregiving 
Support

Social networks are important support for 
a family caregiver, and this type of support 
is linked to a family caregiver’s mental 
and physical health, as well as their sense 
of burden. Furthermore, social and peer 
support buffers the effects of stress. The 
caregivers who reported frequent, positive 
social contact also reported lower levels 
of burden than those with less frequent, 
or negative social contact.61 Higher levels 
of social support are also associated 
with higher reported levels of satisfaction 
by informal caregivers. This satisfaction 
refers to positive feelings like being close 
to the person receiving care, and feeling 
appreciated.  

While social support is helpful, assistance 
with caregiving is more important in 
alleviating depressive symptoms, and the 
burden of caregiving. As well, for assisting 
informal caregivers, helping to build 
coping strategies like problem solving, and 
problem redefinition in terms of providing 
care, are better than providing emotional 
coping strategies.62 In receiving tangible 
caregiving assistance, the family caregiver 
will have a sense of relief and allow them 
to not get burnt out from the long-term 
commitment of providing constant care. 

Navigating Relationships Between 
Service Providers, Family Caregivers, 
and Clients

The complexity of multiple conditions 
in both mental health and substance 
use requires more than having a family 
caregiver; a person with complexity 
should seek professional support from 
at least one source. The relationships 
between the person with CD and the 
family caregiver, and with the service 
provider, as well as the relationship 
between the family caregiver and the 
service provider are interrelated. For the 
objectives of caregiving and support to 
be met, it is necessary for each of these 
relationships to be positive. It is naïve to 
believe that each of these relationships 
can occur in isolation, and as such, the 
dynamic between them is important. In 
a negative dynamic, family caregivers, 
and families may feel patronized, trapped, 
or served poorly by professionals 
despite good intentions. As well, service 
providers may feel unappreciated, 
misunderstood, or criticized. In order to 
have a positive experience, it is necessary 
to have permeable boundaries in these 
relationships, so that service providers 
might be closer to family caregivers. 
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Furthermore, these permeable boundaries 
allow the relationship to find balance 
between the family knowledge of their 
loved one, and the outsider expertise of 
the service provider in order to provide the 
best care.63 In a study done by Michael 
Ungar families that were empowered by 
service providers to look after their own 
needs, and secure their own resources 
for other support were less likely to have 
problematic, or negative relationships with 
providers.64 

The experience of family, and informal 
caregivers of people with complex needs 
more often than not has negative impacts 
on the mental and physical health of the 
caregiver in terms of feelings of burden, 
stress, and depression. The needs of a 
family caregiver are just as valid, and 
necessary to fill as their family member 
with complex needs, not only because 
support should be available to anyone, 
but also due to the current, and potential 
strain they lift from the mental health 
and substance use system. In providing 
support to caregivers, social and peer 
networking is useful and may alleviate 
depressive symptoms. 

However, showing support in the act 
of caregiving does more to ease the 
caregiver’s sense of burden, and provide 
them relief. The relationships between 
service providers, family caregivers, 
and the person with complex needs 
are a dynamic that must be navigated 
to work together in a positive way so 
that each party may feel supported, 
and appreciated while working together. 
Through the experience of family and 
informal caregivers, we might attain a 
better understanding of how the mental 
health and substance use system may 
optimize the support process for people 
with complex needs. 
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How might we build a community that 
will help Joe get better?

Offer him opportunities for productive 
activities

• Get Joe volunteering

• Productive activity

• Volunteer

• Graduate employment (part-time supported)

• Jobs

• In house

• In community/volunteer

• Waiting groups

 
Provide flexible, timely and sufficient 
integrated services and supports

•  Focus on trauma in recovery, other treatments are just 
one component

•  Basic skills - deep trauma therapy treatment

•  Rx mental health and addictions together at sometime

•  Flexible psychiatry services for those in early stage 
recover

• Therapist trained in PTSD

•  Joint mental health and addictions treatment centre 
with therapists and peer support

• Don’t make him start over when he relapses

• Structure, rules and choice

• Harm reduction

• Access to medically safe detox

• Holistic treatment options

• Meditation

• Acupuncture, etc.

• Holistic/whole person supports

Connect him to a recovery community

• Connect with existing groups 

• Self help alliance

•  Establish peer led aftercare support groups

•  Recovery oriented group or shared housing peer 
support

• Drydocks

• Peer / Circles of community

• AA / NA etc. supports

 • Positive peer relationships (mutual helping)

•  Connect him with people with lived experience, 
 even one step ahead of recovery

• Peer matching / mentoring

 
Offering him opportunities to build 
leisure skills

• Crafts, woodworking, pool

•  Learning about health recreational activities

• Healthy food options

•  Organized social outings ( just chicken wings)

• Opportunities to build a life

• Interests

• Socialization

• Connects with community (In and Of!)

• Welcoming

 •  Ask him how he wants to spend his time connect  
him with the services that can help him

•  Open up new worlds to Joe (e.g. Stratford)

9.3 All ideas generated at the Design Labs
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Connect him to safe and affordable 
housing

• Supported housing

• Safe housing spaces

• Home!!

• Housing options for early recovery

•  Aligning timing of new houses with recovery

 
Support for daily living activities

• System navigation support

 • Transportation (free) through OW / ODSP  
 for appointments

• Telephone

 
How might we help Christy combine 
treatment with her other obligations?

“I can do this”

• So she can feel good about her recovery

• Because she deserves a better life

• To reduce stress

• So it lessens her fear that life will fall apart when  
 she goes for help 

Focus

• So she can 100% focus on herself and her treatment

• So she will want to continue treatment

• So she can focus on her recover instead of her  
 day-to-day obligations 

 
Feeling good

• So she can continue working in the community 
 (contribute, feel productive)

• So she feels her help will be holistic and improve  
 her belief that this will work! 

Transitions
• So she knows she has a job to go back to

• So she doesn’t have to transition back into work etc.

• To help integrate recovery with other aspects of her life

• So she can continue to maintain recovery when  
 she goes home 

Support her family

• Because her kids need her

• Because her kids need her to be in a position to  
 raise them

• So she can continue to afford housing, food, etc.  
 (for family and self)

• So her kids keep their mom

• So she is confident her children are well cared  
 for when she is away

 
Break physics

• Free housing

• Stop time to go into treatment

 
Don’t punish me

• We work with F&CC to help her feel supported

• Reduce the risk that she’ll lose her kids

 
Nurture confidence

• We let Christy know that we believe she deserves  
 a better life - right from the start

• Be a cheerleader and let her know anxiety is normal

• Respect her reality

• Share stories of other women’s recovery

• Nurture hope
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Provide childcare options

• Could she bring her kids to recovery?

• Daycare options in treatment

• Encourager her to talk to a friend/family about helping 
 with children while in treatment

• Coach/role play

• Nanny/caregiver to sub in for her while she’s  
 in treatment

• Somewhere to care for animals/pets

• Free nanny care while she’s gone

 
Responsive Workplace/financial support

• We educate her employer about healthy workplace 
 attitudes and re-entry

• Paid ‘sick’ leave for in treatment (unlimited)

• Financial support isn’t contingent on others’  
 approval/time

• Help her advocate for her rights at work

• Encourage her to talk with her doctor and work about 
 her leave (EI) so they’re in some $ while she is away

• Go with her as need be

 
Coaching for empowerment

• Go with her to treatment interview so she can talk 
 about experience before and after and see the place

• Obligations planner/guidebook to organize things  
 and reduce stress/give control

• We ask her what her fears are before starting 
 treatment

• We answer (deal) each one

 
Help her stay/get connected

• Help her to connect with counselling and self help 
 other support before going into treatment

• Connections plan

• (Cards home to the kids, etc.)

Educating and supporting her supporters

• Help her boyfriend learn ways to be more supportive

 
Alternative treatment options

• Evening treatment options

• In home treatment

• Paid roles in treatment for clients

 
How might we better support Eric to get 
the help he needs?

Eric deserves to be healthy

• So Eric doesn’t experience added stress and 
 frustration which may negatively effect his health

• Eric stays healthy/well

• Because Eric still deserves to have a full and 
 productive life

• Support makes Eric more positive role model

 
To avoid burnout

• Eric isn’t frustrated and hopeless

• Because Eric’s at risk of burning out

• Because Eric is busy and his time is limited

 
Helping Eric helps Adam

• Eric’s support = Adam’s support

• Support lets Eric find more support for Adam

• So Eric can be effective in helping his friend

• Long-term life long

• Because right now Eric’s the frontline
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Provide information to workplaces

• Help through Eric’s work

 
Recognize Eric as family

• Adam’s support involves Eric in communication  
 care plan

• Make it clear that friends = family

• Reach out to Eric through Adam

• Assume Eric exists and try to find him

 
Flexible support

• Create family friends, support options, in the evening  
 or weekend

• Connect Eric with other supporting adults

 
Harm reduction

• Offer options that don’t require much change - 
 harm reduction, etc.

 
1:1 Support

• Provide telephone, on-line chat support

• Eric has a peer advocate

• Have someone who calls Eric (weekly) to inquire,  
 offer assistance

 

Clearly organized, accurate, relevant, 
useful, info

• Easy google search prompts

• Better web resources

• Connect Adam to new relationships e.g. peer  
 chronic pain

• Online quiz format that point to most useful resources

• Maximize education during Eric’s recovery

• One number to call with helpful concierge services - 
 even on appointment to learn more

 
Practiced support

• Offer services to supports that take obligations off 
 Eric’s hands (groceries, etc.)

• Demonstrate that helping Eric helps Adam (to lobby  
 for more funding)

• More family support groups

• Give more priority to family - change mindset - 
 recognize the importance

 
Holistic approach to support

• Create F/F support education to address both 
 addictions and mental health

• (Not about segregating into issue-specific groups)

 



1539.3 ALL IDEAS GENERATED AT THE DESIGN LABS

9.3

How might we un-professionalize the 
system through coaching and support 
for families?

• Compensation, advocacy, privacy

 
Give me a space to be

• Offer services evenings, overnights, weekends,  
 and days

• Family resource centre 9AM-9PM

• Create a place families can go for learning

• Open house/booth fair for “how to deal with:”

• Mental health

• Addictions

• Finances

• Support

• Make a “first-aid” kit families can use

• Information for support is provided in easily 
 accessible formats - online text

• Build an app to coach families

 
Teach me in creative ways

• Build e-learning tools for families

• Informal community sessions on how to advocate  
 for yourself in the system (ans what’s out there)

• Seminars for how to do basic supportive listening  
 for families

• Open up mental health training sessions to the  
 general public

• Teach skills in schools “be a supporter”

• Offer free skill-based learning groups

• Free short programs for family members on 
 counselling etc. 

Value family as a member of the  
care team

• Front line staff promote family education

• Re-examine/ define family as a service provider

• Take 1:1 of resources and try something

• Balance of personal support and means to support  
 to family member

• Move focus from SW counselling to peer support

• Expand the family navigator from a role to a division

• More peer/family navigators

• Require all services to do some support for families

• “Ride-a-long” experiences for family members to learn

• People with lived experience help family members 
 navigate the system

Increasing empathy for families through 
storytelling

• Pumped up Bell Let’s Talk

• Community understanding and empathy

• Spoken word poetry to help families express  
 their needs

• Create a “wayve” for families

 
Increasing the family peer network

• Online peer support

• Peer support

• Peer mentors (paid)

• Train peer support workers to spent time with family 
 members struggling with mental health and addictions
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Make my life easier as a supporter

• Access to basic needs - housing, daily living

•  Have people come into home of person with addictions 
and mental health issues and bring groceries, make 
meals, cleans, laundry

• Cut out bureaucracy

• Education regarding privacy and consent

•  Money credits provided for going to information 
sessions

• Respite in chaotic times

• Tax breaks as a family supporter

 
How might we change the system to 
meet Joe’s needs?

Principles of a welcoming system

• No wrong door

• People to how we can - cultural shift

• What he needs

• No such thing as too complex

• Cultural shift

 
Service providers need info

• I need something positive to do with my time

• I need the detox program to follow up with me

• I need to hear from the therapist “touch base”  
 while I wait

•  I need to know that therapy is still an option even 
though I’ve started drinking

• I need to feel supported and not judged when they call

• Service provider - referral follow up

Primary prevention

• If we present people as important then maybe our 
 government will be more willing to put money into 
 more services

• Better trauma informed school system so that 
 supports can get to people earlier in life

• Culture shift so that we can begin to see the person  
 as a whole and not just the “negative” behaviour

 
Access basic

• Higher social assistance money so that people  
 have more options

• Better housing options for people (not just  
 rooming houses)

• More OHIP funded counselling/therapist

• More beds at detox

• I need a supportive place to live

 
Meeting immediate needs

• More pre/post support for individuals

• I need to know there is somewhere to go/call  
 when I get triggered

• Better transitions - warm handoff

• Pre-assessment group. I need someone to talk  
 to (not necessarily therapy)

• Peer support more supported

• Programming off site e.g. Drop in centre

• More long term programs and short term programs

• I need someone to tell me I can “do this” Hope

• I’m alone or with people who are using

• I need ideas of what will help me cope when…
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9.3

Relationships and collaboration

• More collaborative care (internally and externally)

• Identify a “champion” when collaborating care

• Train and expect staff to collaborate inside and out

• Value ideas outside the norm

• Intra-agency collaboration

• Inter-agency opportunities

• Relationships building between service providers

• Integrated services (holistic)

 
How might we help Joe get help that 
makes him feel valued exactly when  
he needs it?

I’m not alone

• Self help for trauma survivors

•  Connect with 12 step group to provide sense of 
community

• Connect with peer worker or peer group for inspiration

• Peer support

 
Safe places

• Welcoming services at all doors - up changes  
 of access

• Create user positive spaces (leverage the support  
 in the ‘using’ community)

• A space he can go to spend time

 
Tangible hope, hope you can hold

• Hope in a box - kit

• Give Joe practical things to remind him - (hope, value)

 

Treat me like a person; change how you 
treat me

• Increase trauma counselling services

• Trauma training for everyone in helping professions

• Treatment that honours harm reduction

 
Something I can do

• Skill building for coping/thriving despite memories

• Start volunteering to get away from rooming house

 
Walk with me, be my witness

•  Help Joe be informed about the supports that are 
available and walk him through how to access

• Walking with

•  Provide him with affirming non-judgemental support 
that is ongoing (Pre treatment, during treatment, post 
treatment)

• Someone to reach out to him and “check up”

 
My choice

• Help Joe use supports he has

•  Multi prong approach pick from menu (by him) of what 
he wants

•  Connect Joe with (or provide him with) support that 
encourages and fosters purpose and meaning in his life

•  Advocate with him to access the supports he identifies 
that he needs

• Redefine “help” and “well”
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Support on demand

• Here 24/7

•  Leverage technology to connect to supports 
immediately, either peer or professionally

• Give Joe a person to call when he struggles

• Daily check-in with outreach

•  Create a support that is on-demand, i.e.  
banking, shopping

“ Take away” written material or electric (24 hour access) 
 by him

 
How might we help Monica know what to 
do given police procedure and culture?

Integrated partnerships and info sharing

• Partnerships with police and social service agencies

• Circles - hope, house

• Info sharing “payday lunch”

• The CD system works with police to find out what 
 solutions are needed beyond jail and the hospital

• Opportunity to follow up/hear about people

•  Making a difference - integrated reporting, integrated 
teams access providers

 
Learn from other models

•  Taking an aboriginal approach to crime  
and punishment

• Bring in experts who are having success with  
 better models

• Police officers need social work background

 

Smart resources

• Give her a resource kit/app

• Give her something useful to read/watch while  
 she waits in emerge

• Educate police on community resources

 
Skills based learning

• Monica does secondment/shadow training

• Give her new skills (de-escalation)

• Training, education

• Trauma informed (EAP) culture

• Monica’s go to for dealing with “people like this”  
 helps Monica

•  Give her creative ways to respond (with people,  
with tools)

• Fund MH and A training for police force

• Monica gets partnered with mobile crisis squad  
 for a while

 
Support her

• Give her a support “partner”

• Counselling services for first responders

• Finds support LSDP/mentor

• Team at work

• Let Monica ask in private (Anon webinar,  
 text-in service)

 
Share Experiences

• Share stories of success with peers 

• Have her share her story
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9.3

Learn from other people

• Team her up with person with lived experience

•  Build empathy between cops and people with  
lived experience

• Opt to build relationships with people

 
Community Liaison Officer

•  The police department creates a community liaison 
department staffed 24/7

• The CLO has support staff in addition to the  
 police officers

• Monica becomes a CLO for the police department

 
How might we help Matt make his first 
few new connections?

Help Matt take initiative and build 
confidence

• Help him ask about groups and clubs, and then 
  join one

•  Ask him to participate and take responsibility for 
participating

• Help him start to talk to people with similar interests 

• Encourage him to tell his story to somebody and  
 ask for help 

 
Things to do

• Take him to sporting events

• Clubs at high school

• Bowling

• Social outings in treatment

• Dance lessons

 

Personalized positive places

• Transitional housing and support

• Youth-friendly places

 
Give him purpose

• Job/volunteer at the Working Centre

• Find matt the right volunteer or job placement 

• Give him a puppy

• Matt falls in love

 
Give him a plan

• Identify barriers and make a goal plan

 
Give him incentives

• Pay him to participate

• Slowly build new and positive environments

• Matt goes abroad on exchange

• Send Matt to a good/fun boarding school  
 (if he’s interested)

• Send him to college early

 
Buddy System

• Peer matching

• Role model/mentor program

• Hire him a “connector”

• Intentional friend/community guide

• Go with him
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9.4 Empathy Map Tool
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9.5 Journey Map Tool



1619.5 JOURNEY MAP TOOL

ST
A

R
T 

H
ER

E 
A

N
D

 
W

O
RK

 B
A

C
K

-
W

A
RD

S

H
EL

P
 U

S 
U

N
D

ER
ST

A
N

D
 Y

O
U

R 
JO

U
RN

EY
 

D
es

cr
ib

e 
th

e 
la

st
 fi

ve
 s

te
p

s 
yo

u
 to

o
k 

th
at

 g
o

t 
yo

u
 h

er
e.

D
u

ri
n

g
 e

ac
h

 o
f t

h
es

e 
st

ep
s, 

w
h

at
 d

id
 y

o
u

 e
xp

ec
t 

to
 h

ap
p

en
?

H
o

w
 m

ig
h

t 
w

e 
im

p
ro

ve
 y

o
u

r e
xp

er
ie

n
ce

?

W
h

at
 a

ct
u

al
ly

 h
ap

p
en

ed
? 

D
es

cr
ib

e 
yo

u
r e

xp
er

ie
n

ce
.  

(P
o

si
ti

ve
s 

an
d

 n
eg

at
iv

es
 re

sp
ec

ti
ve

ly
)

W
e 

w
an

t t
o 

un
de

rs
ta

nd
 y

ou
r e

xp
er

ie
nc

e,
 s

o 
pl

ea
se

 s
ha

re
 w

ha
te

ve
r i

s 
re

le
va

nt
 to

 y
ou

. Y
ou

 c
ou

ld
 c

ho
os

e 
to

 
de

sc
rib

e 
th

e 
la

st
 fi

ve
 th

in
gs

 y
ou

 d
id

 to
da

y 
or

 th
is

 w
ee

k,
 fi

ve
 s

te
ps

 in
 y

ou
r o

ve
ra

ll 
jo

ur
ne

y, 
or

 a
ny

th
in

g 
el

se
.

Ju
st

 s
ta

rt
 b

y 
de

sc
rib

in
g 

a 
cu

rr
en

t o
r r

ec
en

t s
itu

at
io

n 
in

 b
ox

   
   

   
an

d 
w

or
k 

yo
ur

 w
ay

 b
ac

kw
ar

d.
 



YOUR EXPERIENCE MATTERS: CHALLENGE BRIEF162

9.6 Idea Brief Tool

IDEA BRIEF WORKSHEET

RESEARCH WORKSHEET

• Articulate an idea
• Explore what makes the idea important and applicable to the project
• Provide the information necessary to build a functional prototype of the idea

Project teams will use an idea brief to transition from ideation to prototyping and testing smoothly.

What problem
is this idea
working on?

Title

Description

Which components of the problem/system does this idea impact?

Who should we ask about this idea? What needs is it addressing?

GOALS

What job is this idea trying to get done?
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Visible features—What does this idea look like? Feedback—What tells you how well your idea is working? 
(Feel free to sketch it here) 

Affordance—How can users tell what this idea can do?
How is that communicated or built into the idea?

Connection—How does this idea interact with other people,
organizations or systems?

Constraints—What is this idea designed not to do? Precedence—Where have users seen this idea or things
like it before?

IDEA BRIEF WORKSHEET

RESEARCH WORKSHEET

Answering the questions below will help to describe the properties of your idea in such a way that they can be tested.
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9.7 Feedback Grid Tool
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Design:   www.studiolocale.com

Stonehenge Therapeutic Community (STC) is one of 
Canada’s longest serving substance abuse treatment 
programs.  We offer a long-term, intensive treatment 
programs for people whose lives have been devastated  
by alcohol and drug abuse, and whose reality includes  
the fractured relationships, derailed careers and 
encounters with the legal system that so often result.  
At Stonehenge Therapeutic Community, our members, 
our staff and our alumni comprise a supportive 
therapeutic community in which the whole is greater  
than the sum of its parts, where profound and enduring 
change can and does occur.

Executive Director

Heather Kerr 
hkerr@stonehengetc.com 
1 519 837 1470

Canadian Mental Health Association Waterloo Wellington 
Dufferin (CMHA WWD) provides a full care system for 
those with addictions, mental health or developmental 
needs. We serve everyone from children to adults to 
seniors, all under one roof. When people come to CMHA 
WWD, it’s because they need more. More support, 
expertise, community or hope. More than what they and 
the people around them can provide. Whatever more 
is for each person, we’re here to provide it and if we 
cannot provide it, we help them find it. Our vision and 
mission reflect that we are striving to be more for our 
communities.

Executive Director

Fred Wagner 
fwagner@cmhawwd.ca

 
System Coordinator, Waterloo Wellington  
Addictions And Mental Health Network 

Brooke Young, M.S.W., R.S.W. 
byoung@cmhawwd.ca  
1 519 821 8089 x 2511

Waterloo Wellington Local Health Integration Network 
(WWLHIN) plans, integrates (connects and improves),  
and funds health services to improve the health and well-
being of approximately 775,000 residents in Waterloo 
Region, Wellington County, the City of Guelph, and the 
southern part of Grey County. Our sole purpose – our 
mission – is to lead a high-quality, integrated health 
system for our residents. We work closely with clinicians, 
administrators and staff in our 74 health service providers 
and a range of other community partners. Together we 
are ‘community building’ and a big part of that is ensuring 
better health and better futures for all our residents.

Senior Manager, Health Systems Integration, WWLHIN

Alison DeMuy 
alison.demuy@lhins.on.ca 
1 519 650 4472

Overlap is Canada’s leading Design Thinking Agency. 
We bring empathy into organizations to effect system-
wide transformations. Overlap works closely with 
organizations to gather qualitative data and meaningful 
insights from stakeholder groups to better understand 
their experiences and needs. Organizations use this 
information to design solutions that actually make things 
better for people.

If you would like to learn more about OVERLAP please 
visit us at: www.overlapassociates.com
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