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COMITE PERMANENT DE
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The committee met at 0900 in room 151.

FOUNDATIONS FOR PROMOTING
AND PROTECTING MENTAL HEALTH
AND ADDICTIONS SERVICES ACT, 2019

LOI DE 2019 SUR LES BASES
NECESSAIRES A LA PROMOTION
ET A LA PROTECTION DES SERVICES
DE SANTE MENTALE ET DE LUTTE
CONTRE LES DEPENDANCES

Consideration of the following bill:

Bill 116, An Act to enact the Mental Health and Addictions
Centre of Excellence Act, 2019 and the Opioid Damages
and Health Costs Recovery Act, 2019 / Projet de loi 116,
Loi édictant la Loi de 2019 sur le Centre d’excellence pour
la santé mentale et la lutte contre les dépendances et la Loi
de 2019 sur le recouvrement des dommages-intéréts et du
cout des soins de santé imputables aux opioides.

The Vice-Chair (Mr. Aris Babikian): Good morning,
everyone. Welcome. We are meeting today for public hear-
ings on Bill 116, An Act to enact the Mental Health and
Addictions Centre of Excellence Act, 2019 and the Opioid
Damages and Health Costs Recovery Act, 2019.

Pursuant to the order of the House dated November 28,
2019, each witness will receive up to five minutes for their
presentation, followed by eight minutes divided equally
amongst the recognized parties for questioning, and two
minutes for the independent member. Are there any
questions before we begin?

ALLIANCE FOR HEALTHIER
COMMUNITIES

The Vice-Chair (Mr. Aris Babikian): Now [ would like
to call on the first witness, the Alliance for Healthier Com-
munities. Welcome.

Dr. Kate Mulligan: Good morning. My name is Kate
Mulligan. I’m the director of policy and communications
at the Alliance for Healthier Communities, Ontario’s voice
for health equity through comprehensive primary health
care. Our members meet care gaps for people living with
mental health and addictions by providing safe spaces of
belonging and by treating the whole person.

We support the recognition in this bill that “mental health
is an essential element of health” and the commitment

under the Connecting Care Act to “health equity and the
promotion of equitable health outcomes.”

We ask you therefore to keep the vital work of mental
health equity at the forefront under section 4.2.4 of sched-
ule 1 of this act, as the new centre of excellence begins to
provide resources and support to health service providers,
integrated care delivery systems and others related to
mental health and addictions, and here’s why.

(1) In Ontario, priority populations including Indigen-
ous people, francophone populations, Black people and 2S
and LGBTQ+ communities do not have the same oppor-
tunities as others for good mental health. Anti-Black racism,
structural and systemic discrimination, for example, have
a profound impact on the mental health and well-being of
Black populations. People of Caribbean, East African and
West African origin in Ontario have a 60% increased risk
of psychosis.

Ontario’s Mental Health and Addictions Centre of
Excellence must prioritize health equity and the reduction
of population health disparities through a legislated com-
mitment to the collection and use of sociodemographic
and race-based data and to build accountability for the
centre of excellence to prioritize mental health equity for
populations facing barriers to mental health or gaps in
access to mental health services. Consultations with these
populations must also be prioritized.

(2) Evidence shows that Indigenous populations experi-
ence significantly higher rates of mental illness than their
counterparts and require culturally safe approaches to
care. Indigenous youth between the ages of 10 and 29
living on reserves, for example, are five to six times more
likely to die by suicide than non-Indigenous youth.

Indigenous people turn to Aboriginal health access
centres and Indigenous primary care teams for culturally
centred, culturally safe mental health and addiction services.
For over 25 years, these agencies have been delivering
these services for Indigenous people by Indigenous
people. The AHACs and Indigenous primary care teams
must be separately consulted, recognized and appropriate-
ly resourced as key mental health and addiction service
providers, and we need to see a specific commitment and
accountability for this in the bill before you today.

(3) Many people with complex mental health and ad-
dictions turn to community-led, equity-focused primary
health care organizations for their care. Although we might
not be top of mind as mental health service providers, new
research shows that Ontario’s CHCs currently serve some
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of the most complex mental health patients in the prov-
ince—a very high percentage of patients with complex and
serious mental health and addiction concerns, physical
health co-morbidities and material deprivation. For
example, a 2018 study found that CHCs saw patients with
psychotic diseases at a rate of 26% compared to the
provincial average of 16% in other primary care organiza-
tions. One reason we see these clients is that there are
barriers for these people to access designated supports in
other mental health and addictions primary care providers.

We offer mental health and addictions together with
primary care in a shared and person-centred approach
under one roof. Where we don’t have the capacity our-
selves, we partner with mental health and addictions part-
ners in the community, many of whom are going to be here
today and offer fantastic services to ensure seamless and
coordinated care.

In emerging health teams, for example, many of our
members are prioritizing people facing mental health and
addictions challenges as their first-year populations of
focus. Many people are accessing these services through a
process called TeamCare, so people who have a solo
family doctor can have access to these important, compre-
hensive teams. Over 1,600 primary care doctors and
22,000 new patients with 100,000 encounters now have
access to team-based care. Mental health is one of the
driving requests for support amongst solo physicians.

The Vice-Chair (Mr. Aris Babikian): One minute.

Dr. Kate Mulligan: We also provide harm reduction
services and, of course, the majority of consumption and
treatment services for people who use drugs, drawing on
this in a way that draws on peer leadership, creates social
inclusion, addresses adverse childhood experiences,
trauma and the social determinants of health.

Given the ongoing severity of the overdose and drug
poisoning crisis in the province, as reported recently by the
Auditor General, it’s vital to explicitly name these organ-
izations and support them at the forefront of mental health
equity and harm reduction.

(4) Finally, the Chief Medical Officer of Health and
Chief Public Health Officer for both Ontario and Canada
have identified loneliness, stigma and isolation as key
barriers to the good health and well-being of people facing
mental health and addictions challenges, so we ask that you
ensure that social prescribing is interpreted as a mental health
support under this bill. Social prescribing is a person-
centred, structured referral to social services and supports
that is particularly impactful for people facing mental
health and addictions. For example, big data from longi-
tudinal studies in the UK show 272% higher odds of re-
covery from depression from something as simple as taking
up a hobby.

The Vice-Chair (Mr. Aris Babikian): Thank you.
Now I would ask the opposition to start the questioning.
You have four minutes. MPP Karpoche.

Ms. Bhutila Karpoche: Thank you, Ms. Mulligan, for
your presentation. Thank you for raising social prescribing.

I represent Parkdale-High Park, and the University
Health Network recently committed to 30,000 square feet

of land in my riding to be used for affordable housing
because of the rapid gentrification and the skyrocketing
rent. Access to affordable housing is very, very important
because they’re pushing the poor and working-class
people out of the neighbourhood.

You referenced social determinants of health. I think
that’s really important, because we know that people’s
health is influenced more by social factors as opposed to
their behaviour and genetics.

My question to you is, would you agree that low wages
contribute to mental health stresses for workers?

Dr. Kate Mulligan: Yes.

Ms. Bhutila Karpoche: How about unstable schedul-
ing and no guarantee of hours?

Dr. Kate Mulligan: Yes.

Ms. Bhutila Karpoche: How about stresses of manag-
ing multiple jobs?

Dr. Kate Mulligan: Yes.

Ms. Bhutila Karpoche: How about lack of respect and
workplace harassment?

Dr. Kate Mulligan: Yes.

Ms. Bhutila Karpoche: So you would agree that social
prescription—or the medicine, really, that the Ontario
government should be prescribing to millions of low-wage
workers who have mental health stresses would be things
like a $15 minimum wage, a minimum of two paid sick
days, fair scheduling, decent hours, paid leave, job secur-
ity and respect at work?

Dr. Kate Mulligan: Yes. Good social policy is good
health policy.

Ms. Bhutila Karpoche: Thank you very much.

The Vice-Chair (Mr. Aris Babikian): Anyone else?
MPP Burch.

Mr. Jeff Burch: Thank you for being here and for all
of the work you do.

Can you talk a little bit more about how having a spe-
cific strategy for vulnerable populations is so important?

Dr. Kate Mulligan: Yes. Community health centres
have been offering support and access to these comprehen-
sive services for over 50 years here in the province of
Ontario and over 100 years across Canada. What we have
found is that if you do not name, measure and prioritize
health equity, it will not happen. It just doesn’t happen. So
we need to have very specific accountabilities in the
legislation and in the objects of things like Ontario health
teams and new initiatives so that we’re ensuring that
people don’t fall through the cracks.

When you’re looking at population health data, you
might find a not particularly significant rate of youth suicide,
for example. But as you look by different populations or
different parts of the province, the data tells a different
story, and if we don’t ask, we won’t know.
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Mr. Jeff Burch: How about a specific policy for
children and youth? How important is that?

Dr. Kate Mulligan: Absolutely, it’s important. We’re
seeing increased stresses for children and youth, huge demand
for access to mental health and addictions services—and
an uncertain world that they’re moving into, and I think
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that feeling of uncertainty, that feeling of social exclusion
and loneliness. One of the fastest-growing populations ex-
periencing loneliness is young women under 35. It’s not
Just senior citizens. So, yes, we absolutely do need—and there
are experts in this room who can speak to it even more than
I can—a very specific strategy for children and youth.

The Vice-Chair (Mr. Aris Babikian): MPP Karpoche.

Ms. Bhutila Karpoche: Dr. Mulligan, would you say
that Indigenous mental health and addictions requires its
own stream of consultations?

Dr. Kate Mulligan: Yes.

Ms. Bhutila Karpoche: With regard to gathering race-
based data and other key information to ensure that
everyone in Ontario—

The Vice-Chair (Mr. Aris Babikian): Thirty seconds.

Ms. Bhutila Karpoche: —is benefiting equally from
the programs and services, do you think the Ontario Anti-
Racism Directorate has a role to play here?

Dr. Kate Mulligan: Yes. In fact, health is the only
ministry excluded from the requirement to collect socio-
demographic and race-based data under the Anti-Racism
Act. It’s time for that to change.

The Vice-Chair (Mr. Aris Babikian): Now I’ll go to
the government side. MPP Hogarth.

Ms. Christine Hogarth: Thank you, Kate, for being
here today. I thank you for all the work that you’ve done
to date with people who are suffering with mental health
issues.

Our government has taken the first step. We have the
first Associate Minister of Mental Health, and he has been
out there consulting with Indigenous people since he was
appointed. This legislation—

Mrs. Robin Martin: And others.

Ms. Christine Hogarth: And others, of course. He has
taken this role very seriously and has been consulting all
through the summer and every day he’s not in the Legis-
lature, to make sure that we get this system right. It has
been a long time coming, as we have a fragmented—and
I’m sure everybody who is here today could attest to that—
mental health system. We don’t have anything together that
can solidify and help people—people can go from here to
here to here, but there isn’t really a one-window approach.

This legislation, if passed, will create the first Mental
Health and Addictions Centre of Excellence within Ontario
Health. This new centre will lay the foundation we need to
implement the province’s mental health and addictions
strategy.

With the work you do—the Alliance for Healthier
Communities—how do you feel that the centre of excel-
lence could provide better wraparound services to those
suffering from mental health issues and addictions, in your
professional opinion?

Dr. Kate Mulligan: I think it’s important to take stock
of the different places in which mental health or supportive
services are happening. They’re happening in different
places: in family service organizations, in mental health
and addictions agencies, in community mental health or-
ganizations and so on.

I think it’s important that harm reduction is considered
to be an important priority for populations facing signifi-
cant barriers to mental health and well-being. I think it’s
very important to look to things like social prescribing to
support—particularly for mild and moderate mental health—
people who are stigmatized on the basis of mental health,
or who experience loneliness, social isolation and other
barriers. Social prescribing is a way to help address the
material social determinants of health, but also the
emotional, mental health and community connectedness
components. We’re seeing significant improvements in
health and well-being for people, who are asked not just
“what’s the matter with you?” but “what matters to you?”
In that shift, being asked to give back to the community,
to be a volunteer—people perceive a different sense of
self-worth. Social prescribing is a way to do that, but it’s
also a way to help us make better connections between one
another, to make referrals across silos, across agencies—
between mental health, primary care, public health, social
services, acute care and so on. So it’s a form of care
coordination at the more social end of the spectrum that’s
really needed. We’ll need to have the data supports and
other structures in place to help support this work, but it’s
quite a low-cost intervention that can be quite significant.

Ms. Christine Hogarth: Thank you very much for that
answer. When we have a one-window approach that we
can send people to, that might help the situation.

Dr. Kate Mulligan: I hope so.

Ms. Christine Hogarth: Understanding that the purpose
of the centre of excellence is to fulfill Ontario’s health
objectives for our mental health and addictions system—
what we want to do is operationalize ministry strategies
and develop clinical quality and service standards. We
want to monitor performance and provide resources and
support to front-line providers.

What would your organization like to see prioritized
within the system?

The Vice-Chair (Mr. Aris Babikian): Thirty seconds.

Dr. Kate Mulligan: Again, when it comes to those re-
sources and supports, we want them to be prioritized for
health equity. We want health equity, data collection, deep
engagement of populations and people facing barriers to
mental health and well-being, and the kinds of social
prescriptions that people require to thrive in their lives.

The Vice-Chair (Mr. Aris Babikian): Thank you to
the witness.

Dr. Kate Mulligan: Thank you.

ADDICTIONS AND
MENTAL HEALTH ONTARIO

The Vice-Chair (Mr. Aris Babikian): Now, I would
like to call upon the second witness, Addictions and
Mental Health Ontario.

Welcome. Please identify yourself.

Ms. Adrienne Spafford: Adrienne Spafford, CEO,
Addictions and Mental Health Ontario.

The Vice-Chair (Mr. Aris Babikian): Welcome. Go
ahead.
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Ms. Adrienne Spafford: Okay, great. Thank you very
much for having me here today. We are pleased to support
Bill 116, and particularly the establishment of the new
Mental Health and Addictions Centre of Excellence.
We’ve been waiting years for this type of action.

The need for reform in mental health and addictions
was first identified in 2010—a full nine years ago—in an
all-party select committee report. Since then, the need for
more evidence-based services that connect people to the
care they need quickly and with dignity and ease has only
grown. Ontario can no longer afford to overlook the urgent
need for system redesign.

While there are pockets of excellence and good align-
ment in some communities and some infrastructure in
different parts of the system, provincially, as a whole, we
lack capacity, coordination and transparency. We don’t
currently know that the types of services that are available
in downtown Toronto are also available in Sarnia,
Belleville or Marathon. Making matters more complicat-
ed, there is no consistency in the definitions describing
services or a standard against which to measure their
quality of care. We have no way to understand whether
people are waiting longer than research says that they
should to access services to improve their health or, at
times, save their lives.

Hospital emergency rooms are overrun by the rising
number of overdoses. There were more than 7,000 emer-
gency room visits related to opioid overdoses in 2017, a
72% increase from the year before. These trends continued
through 2018 and 2019. At the same time, 24% of hospital
long-term-stay beds are currently filled by patients with
mental health conditions who would be better served in the
community.

The average wait time to access residential treatment
for addictions support—treatment that isn’t even funded
as a provincial resource—is 50 days across the province.
The wait-lists for youth are even worse. The wait time at
Pine River Institute in Shelburne is one and a half years.

Our challenges are real, but they aren’t insurmountable.

The Mental Health and Addictions Centre of Excel-
lence needs to be a driving force behind reform, in the
same way Cancer Care Ontario improved cancer outcomes
by arming health care professionals, organizations and
policy-makers with the most up-to-date cancer knowledge
and tools to prevent cancer and deliver high-quality care
in every corner of the province.

Today, fewer people are dying as a result of a cancer
diagnosis. This outcome was not by accident or a coinci-
dence. Lives have been saved because of system redesign.
Consider the possibilities of this approach for mental health
and addictions here in Ontario.

The steps the government is taking with Ontario health
teams to better integrate services around clients’ needs are
a critically important change. But as we continue to move
ahead with health transformation, we need to ensure the
foundations are there to best support Ontario health teams
to be able to deliver locally on the promise I know we all
want to make: that no matter where you live in this

province, if you have a mental illness or addiction, you
will get access to the best quality care.

With the centre of excellence as a central nervous
system for the sector, front-line agencies can be better
supported to excel in the Ontario health team mode and
better supported to improve transitions and connections
between themselves and other parts of the health care
system: primary care, hospitals, and specialists like psych-
iatry and addiction medicine.

With a stepped care model, we will be able to do a much
better job of matching treatment to individual client need
and context in terms of income, housing, family status and
concurrent medical conditions, and also in matching what
services are being provided by what part of the system so
that the majority of care is delivered locally, in commun-
ity, and is sustainable for future generations.

While we look to improve and better coordinate the
quality of care, let’s keep our eye focused on what is work-
ing. Many of our clients have had the door shut on multiple
requests for help before a door was finally opened by one
of our members. Let’s balance the development of quality
standards and evidence with the knowledge that our mem-
bers bring from having been on the front lines of care for
a very stigmatized population for decades.

0920

It’s also important to make sure that evidence and stan-
dards take into account the unique needs of individual
communities, particularly Indigenous communities—

The Vice-Chair (Mr. Aris Babikian): One minute.

Ms. Adrienne Spafford: —racialized communities,
women, the LGBTQ/two-spirited communities, people
experiencing homelessness, people who use drugs, and
other diverse populations that would suffer, along with our
health care system, if an equity lens is not applied to the
work of the centre of excellence. While undertaking its
work, the centre must also understand that there are fun-
damental differences between cancer and mental health
and addiction.

I will end with a message of urgency around funding.
Some may say that we need a perfect system before we can
invest confidently, but we believe that we can walk and
chew gum at the same time. People are dying because of a
lack of access to services and supports for mental health and
addiction. I urge the Legislature to support investments in
what services we know will have a great impact and are
evidentiary now. Prioritize building up capacity in the
community so that acute settings can be maintained for
those with more complex and chronic conditions. Particu-
larly, ramp up investments quickly in child and youth
services. There is no sounder investment than recovery for
a child or youth. You can have confidence that the positive
impact of these investments today will be good while we
build the system for tomorrow. Thank you.

The Vice-Chair (Mr. Aris Babikian): The govern-
ment side has four minutes. MPP Martin.

Mrs. Robin Martin: Than you for your presentation.
That was very good. I was reading along with you here so |
could catch all of the things you were saying. There was some
information in there that was new to me, so that’s helpful.



6 DECEMBRE 2019

COMITE PERMANENT DE LA POLITIQUE SOCIALE

SP-415

Our government has introduced this legislation based
on that 2010 select committee report. We’re hopeful that
it will provide a locus for organizing. You mentioned
Cancer Care Ontario as our example of how we would like
it to improve care in the area. There are probably important
differences, as you noted, between the two sectors, but it
maybe works as a kind of way of organizing, particularly
with data—we know how important data is; I think the
previous presenter also mentioned how important data
is—and outcome measurement. Right now, the ministry
doesn’t seem to have a good line of sight on whether
people are actually getting well with the services being
provided, which services are helping people more etc. So
we’re trying to get a handle on some of those things, and
we really think this mental health and addictions centre
will help us organize that.

How does your organization think that the creation of
this new centre will improve the quality of mental health
and addictions services in Ontario? If there are any other
points you’d like to add other than what you’ve already
said, I don’t know—

Ms. Adrienne Spafford: Yes, I think I’d agree with
much of what you just said. As I understand it, the min-
istry—working with the minister, of course, and the gov-
ernment—is responsible for the development of a com-
prehensive and connected mental health and addiction
strategy, and then the centre of excellence’s purpose will be
to implement the direction that comes from government.

In last year’s budget, the government indicated what it
thought the fundamentals behind that strategy were. They
talked about core services work; they talked about the
stepped care model; they talked about a data framework
and performance measurement and reporting. If those are
the cornerstones of a strategy and then that gets imple-
mented by the centre of excellence, we would be very
complimentary of that approach.

I think ultimately what will happen is a few things. The
government will be able to ramp up investment in mental
health and addiction services because it will have know-
ledge of how those investments are turning into progress
on the ground. Right now, just like you said, we can’t tell
you where those investments are working really well or
where those investments need to be tweaked and the
service programs need to be tweaked. We also don’t know
what geography needs the most investment. We don’t
know, by geography, what part of the full continuum of
services and supports needs investment.

I think another cornerstone is that if [ have cancer right
now, I can go online and I can see what my wait time is
and I can look at options to see which specialists I might
be able to see. There are possibilities for me to understand
how to navigate the system as a patient. If I have
schizophrenia, I don’t have the same access to that ability
to navigate my own care.

Mrs. Robin Martin: It is, I think, very disorienting for
people. I remember when I was first appointed to be in the
Ministry of Health and the minister told me she wanted me
to focus on the mental health and addictions file. I went on
the ministry website and I looked up mental health and

addictions. There wasn’t anything. It was all under “chil-
dren’s mental health.” You don’t really think, logically—

The Vice-Chair (Mr. Aris Babikian): Thirty seconds.

Mrs. Robin Martin: —of looking for adult mental health
under “children.”

The only other thing I was going ask is how you think
it would help the community providers to have a centre of
excellence.

Ms. Adrienne Spafford: I think that if the community
sector is supported to be able to implement the standards—
hopefully, the centre of excellence understands the
difference between the standards and the best evidence
and what the front-line service delivery looks like right
there; there’s a lot of will to get there—then you’ll be able
to have confidence to invest in-community.

The Vice-Chair (Mr. Aris Babikian): Now I would
go to the opposition. MPP Karpoche.

Ms. Bhutila Karpoche: Thank you, Ms. Spafford, for
your presentation.

I was going through your organization’s website. I
understand that AMHO represents over 220 addiction and
mental health organizations across Ontario. Is that right?

Ms. Adrienne Spafford: Yes.

Ms. Bhutila Karpoche: And that the services and sup-
ports that your members provide are quite comprehensive.
They include counselling, case management, peer support,
family support, employment services, residential treat-
ment, withdrawal management, supportive housing, hospital-
based programs and so forth. Is that correct?

Ms. Adrienne Spafford: Correct.

Ms. Bhutila Karpoche: And together with your mem-
bers, AMHO has been working for the last many years on
building a comprehensive and accessible system of addic-
tion and mental health care in Ontario. Is that right?

Ms. Adrienne Spafford: Correct.

Ms. Bhutila Karpoche: So you’re subject matter experts.

Ms. Adrienne Spafford: I would say so, yes.

Ms. Bhutila Karpoche: Okay.

Ms. Adrienne Spafford: I hope so.

Ms. Bhutila Karpoche: Has the government consulted
you or your organization on the new Mental Health and
Addictions Centre of Excellence?

Ms. Adrienne Spafford: We were contacted by the
minister’s office ahead of the bill being introduced in the
Legislature. The announcement actually happened at our
conference.

Ms. Bhutila Karpoche: Okay. So you were given a heads-
up about the announcement of the bill and the announce-
ment of the centre, but were you consulted on it in terms
of what the centre governance was going to look like, what
the structure was going to be?

Ms. Adrienne Spafford: We were given a verbal brief-
ing on what the bill would look like, which is a relatively
short bill.

Ms. Bhutila Karpoche: Right. I think that sounds like
the same information that we had in terms of what the bill
is going to look like, but there’s not much in the bill
beyond the creation of the centre. I’m just curious, in terms
of your organization representing such a large number of
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organizations across Ontario not being consulted, are you
concerned about the transparency, particularly at Ontario
Health? The centre of excellence is going to fall under
Ontario Health, like all the other agencies that have been
folded under this super-agency. We know the Ontario
Health board has already met. The first meeting was
closed-doors; there was no patient on the board. Are you
concerned about transparency?

Ms. Adrienne Spafford: With respect to the question
around us being consulted on the bill, we have been
engaged in consultations around the general strategy. To
me, the centre of excellence was one lever of that strategy,
so I was comfortable with that.

With respect to transparency at Ontario Health, I’d
agree. I’d echo your concern about the board meetings and
the agendas and the minutes not being transparent. I’d also
really hoped to see the government take steps on bringing
more of the clients and people with lived experience into
Ontario Health at a governance level. At AMHO for the
first time ever, we’ve had someone come on our board,
Betty-Lou Kristy, who represents the voice of people with
lived experience. I can say first-hand that it has changed
the conversation at the most senior level of our organiza-
tion and it’s changed the way we’re doing our work.

I know the government has talked about transparency
at Ontario Health, as well as a client voice, being a future
step. We’re happy to see that’s a future step—

The Vice-Chair (Mr. Aris Babikian): Thirty seconds.

Ms. Adrienne Spafford: We’d urge them to move
quickly on that.

Ms. Bhutila Karpoche: Thank you.

The Vice-Chair (Mr. Aris Babikian): MPP Kernaghan.

Mr. Terence Kernaghan: The government has joined
the class action opioid lawsuit, but they continue to delay
action on the province’s opioid strategy. Can you speak to
the need to move forward with the province’s opioid
strategy?

Ms. Adrienne Spafford: Yes, absolutely. We are in a
crisis—

The Vice-Chair (Mr. Aris Babikian): Thank you very
much. Unfortunately, the time is over.

Ms. Adrienne Spafford: Thank you.

CANADIAN MENTAL HEALTH
ASSOCIATION, ONTARIO DIVISION

The Vice-Chair (Mr. Aris Babikian): I would like to
call upon the next witness, the Canadian Mental Health
Association, Ontario division. Please identify yourself.

Ms. Camille Quenneville: Thank you. Good morning.
My name is Camille Quenneville. I'm the CEO of the
Canadian Mental Health Association, Ontario division.
Thank you for the opportunity to present to the committee
today on Bill 116.
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CMHA is the country’s oldest nationwide mental health
charity and has been in existence for 101 years. We were
founded in 1952, and today we have a network of 30 local
branches covering the entire province that provide front-

line support to thousands of Ontarians and their families
living with a mental health or addiction issue. My remarks
and submission are informed by the experience of those
branches and the expertise of my colleagues across the
province.

CMHA Ontario supports both schedules in Bill 116. I
will begin with our endorsement of the creation of the
Mental Health and Addictions Centre of Excellence within
Ontario Health. We support the overall philosophy behind
the centre, which is the creation of an integrated mental
health and addictions system that Ontarians can navigate
easily. We recommend that the centre focus on three areas:
implementation of core mental health and addictions ser-
vices across the province, rigorous data collection and
health quality improvement.

Ontarians, across their lifespan, would benefit greatly
from having easy and seamless access to a standardized set
of mental health and addictions services and programs,
regardless of where they live in the province; in other
words, having the right services when people need them,
no matter where they live. By providing standardized core
services, you help to ensure consistent treatment delivery
across Ontario, reduce emergency department visits, help
clients navigate the system, create greater health system
integration and improve client overall health outcomes.

On data collection, the community-based mental health
and addictions sector urgently requires a data infra-
structure and one that is just as robust as the hospital sec-
tor’s. Stigma comes in many forms, and in our experience,
the infrastructure has lagged behind for decades. Without
valid, comparable, consistent data, our branches and the
sector cannot adequately measure our performance. How-
ever, with the right data, we can identify and implement
effective treatment delivery models worthy of ongoing
government investment. We believe the centre of excel-
lence in mental health and addictions must invest and im-
plement a data strategy for the community-based mental
health and addictions sector.

Our third recommendation for the centre is to drive con-
tinuous quality improvement. Data and quality improve-
ment go hand in hand. Quality improvement is something
we take very seriously, and I’'m proud to say that, along
with our partners at Addictions and Mental Health Ontario
and the provincial system support at CAMH, we are
leading the way. Our QI initiative is called the Excellence
through Quality Improvement Project, or E-QIP for short.
This is the only program of its kind in the community-
based mental health and addictions sector. E-QIP ensures
that dedicated and skilled service providers have the sup-
port they need to improve the quality of care they offer to
clients. The project provides coaching, training and re-
sources to help providers streamline service delivery and
implement cost-effective and efficient methods that
improve the quality of care. We hope to expand our innov-
ative E-QIP program with support from the centre of ex-
cellence in mental health and addictions at Ontario Health.

With my few remaining moments, I’d like to speak about
the second schedule for Bill 116, which would allow the
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province to take action against manufacturers and whole-
salers of opioid products to recover opioid-related health
care costs. We endorse this aspect of the legislation and any
action that will combat the opioid crisis which has sadly
taken the lives of more than 4,000 Ontarians since 2016.

From an addictions lens, CMHA Ontario and our
branch network operate from a harm-reduction frame-
work. Across our network, you’ll find evidence that our
branches are implementing innovative approaches to combat
the opioid crisis. For example, we have several branches
that operate rapid access to addiction medicine, or RAAM,
clinics to help individuals with opioid replacement
therapy. One of our largest RAAM clinics is just down the
road. CMHA Peel Dufferin operates five sites across their
region, supporting one of the largest populated areas in
Ontario.

In addition to RAAM clinics, two of our branches are
also applying to become a consumption and treatment
services site.

The Vice-Chair (Mr. Aris Babikian): One minute.

Ms. Camille Quenneville: Should funding be recouped
from opioid manufacturers through litigation, we would
urge the province to direct those dollars into the front-line
addictions care. Increased funding could support more
evidence-based RAAM clinics or allow the province to
expand CTS sites beyond the current cap of 21, which, in
our opinion, is not enough.

To close, I would like to thank the committee for your
generous time. On behalf of all our CMHASs across On-
tario, I would like to reiterate our support for the two
schedules within Bill 116, which, if implemented, can
have a significant positive impact on how we support On-
tarians living with a mental health and addictions issue.
Thank you. I'm happy to take questions.

The Vice-Chair (Mr. Aris Babikian): Thank you.
MPP Burch.

Mr. Jeff Burch: Thank you for being here, Ms.
Quenneville. As you know, Bill 116 does basically two
things. It creates a central agency and makes it easier for
the government to sue opioid manufacturers. What it
doesn’t do is provide any more funding to the front line.
We hope it will lead to that. Can you talk a little bit more
about, as the use and need increases but the funding does
not, what kinds of stresses you see on the system?

Ms. Camille Quenneville: I think one of the things that
was really gratifying in the last provincial election was that
all three parties actually spoke about mental health and
addictions and had it as a significant part of their
respective platforms. As a result of that, I think there was
general agreement that there was a strong need to start
investing in and focusing on this area.

So through the last negotiation of the federal health
accord, and the commitment of this government today, we
know that over the course of the next 10 years there will
be a $3.8-billion investment in our sector. It’s critically
important that we get started with those investments.
That’s a tremendous amount of money for a sector that
isn’t used to those kinds of investments and we want to
make sure they’re in the right place.

We fundamentally think that the centre of excellence, if
we do the kinds of things we’ve described—and I’'m not
alone; I think the two deputants before me were really in
the same vein around where we focus our attention—
around core service delivery, around data collection,
around the infrastructure needed within the system, that
that would be a wise place to begin to invest.

Mr. Jeff Burch: The federal funding has flowed, but
the provincial has not, so your position would be that that
needs to happen and it needs to happen soon, [ would assume.

Ms. Camille Quenneville: Our position is, it would be
fantastic to have a transparent plan of what the investments
will look like over a long period of time.

Mr. Jeff Burch: Okay, thank you.

The Vice-Chair (Mr. Aris Babikian): MPP Karpoche?

Ms. Bhutila Karpoche: Hi. Thank you for your pres-
entation.

Should there be a dedicated fund from any money that
might be recouped through a court case? Should that be
legislated, that it goes into addiction care?

Ms. Camille Quenneville: We would certainly support
that. From my understanding, Minister Elliott has been
quite clear that those dollars would be earmarked for re-
investment on the front line of combatting the opioid crisis.

Ms. Bhutila Karpoche: Right, but it’s not in the legis-
lation in its current form.

Ms. Camille Quenneville: It’s not in this bill, no.

Ms. Bhutila Karpoche: Do you think it should be in
this bill?

Ms. Camille Quenneville: I don’t think it’s a bad thing
to add, to be quite honest.

Ms. Bhutila Karpoche: Thank you.

The Vice-Chair (Mr. Aris Babikian): MPP Harden?

Mr. Joel Harden: Do you think we have had adequate
time to have consultation on this bill? I just travelled in
from Ottawa this morning. We have a mental health crisis
in our city, with kids and adults in abject need of mental
health services. Many of your compatriots in our city do
great work. Do you think we’ve had enough time, with
eight deputations, to actually have thorough consultations
with experts in the field?

Ms. Camille Quenneville: My sense of it is that there
is general agreement around the major tenets of this
legislation. I think this sector is of the view that there has
been a need for this kind of infrastructure, and in the form
of a centre of excellence, it’s a positive step.

Mr. Joel Harden: I totally understand. But do you
believe eight deputations on a bill in a context of an opioid
crisis and of a mental health crisis, all over our province,
is adequate? That’s my question.

Ms. Camille Quenneville: It’s a fair question. I'm not
a legislator. I am grateful to have the opportunity to be here
today to offer our views on this.

I think that we would be delighted to see this expedited,
quite truthfully, and to move forward.

Mr. Joel Harden: Chair, in my last remaining seconds,
[ would just ask for a motion of unanimous consent, on the
issue of mental health, which is important in our schools,
to be able to wear this button, which talks about class sizes,
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which is important to children and education workers. I
would just like to move that motion of unanimous consent,
please.

The Vice-Chair (Mr. Aris Babikian): Thank you. Your
time is over.

Is there unanimous consent to wear the button?

Interjections.

Mr. Joel Harden: I’d just like to note for the record
that two of my Conservative colleagues have opposed my
unanimous consent motion—

The Vice-Chair (Mr. Aris Babikian): Your time is up,
MPP Harden. Thank you.

MPP Harris?

Mr. Mike Harris: Thank you for being here today on
this blustery Friday morning.

I wanted to highlight a couple of things. I’ve actually
had a chance to work very closely with Helen Fishburn—

Ms. Camille Quenneville: 1 know, she told me.

Mr. Mike Harris: Well, there you go. So I don’t need
to go too much into detail on it—

Ms. Camille Quenneville: She told me, “Go see Mike
Harris.”

Mr. Mike Harris: Obviously the IMPACT program is
something that we’ve been really promoting in Waterloo
region and in Waterloo-Wellington with the Waterloo
Regional Police Service and also the Waterloo-Wellington
OPP. For those who are unfamiliar with the program, essen-
tially what this does is it embeds Canadian Mental Health As-
sociation clinicians with officers, and they’re able to go out and
respond to calls together, rather than just having the officer go
on their own and then have to deal with the situation that they
may not necessarily be prepared to deal with.
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I was just wondering and wanted to know, in your esti-
mation, what you think having a centre of excellence on
mental health and addictions and developing this strategy
going forward—what that would mean to this program and
how you think it would be able to proliferate across the
province and be able to essentially help more people.

Ms. Camille Quenneville: Thanks for the question.

Very briefly on the program, I would just offer that your
government has talked extensively about ending hallway
health care. There are many ways to do that. The program
you described ends hallway health care. So when you have
those clinicians with police officers and you’re immedi-
ately diverting from having to take that individual to an
emergency department—I could talk at length about what
our other branches are doing. Very briefly, in London,
Ontario, we have a crisis centre that is attached to our
branch, and in effect it does the same thing. Police officers
have the ability to take those individuals right to our
branch, which again diverts them out of the ED.

What will a centre of excellence do around that? Hope-
fully spread and scale these great ideas, because many of
them exist across Ontario in our partner organizations, in
our organization. There is a wealth of experience and under-
standing of what it takes to serve people in-community.

What I hope the centre doesn’t do is focus solely on the
role of hospitals in the health care system. The community

system is and always will be responsible for keeping
people healthy in-community. We’re there before they
have to go to hospital and ideally keep them away from
that door. If they are ill enough and have to spend time in
hospital, we’re there when they get out. I think we need to
recognize the importance of that role, and I would hope
that the centre—if we do the things that we’ve described
in this deputation and again, as my colleagues have
reiterated, it will help us move forward and really have
some more success there.

Mr. Mike Harris: Thank you.

The Vice-Chair (Mr. Aris Babikian): MPP Kusendova.

Ms. Natalia Kusendova: Good morning. Thank you so
much for being here and thank you for all the work that
you do.

I’m sure you’re very aware that the Select Committee
on Mental Health and Addictions from 2010, the all-party
committee, made a recommendation to actually establish
the centre of excellence. Do you think that for eight years
of the mandate of the previous government, it was appro-
priate to be sitting on this recommendation and not moving
forward at all?

Ms. Camille Quenneville: I’'m going to be honest with
you, at the risk of aging myself, and tell you I was very
closely involved in the work of that standing committee. I
worked at Children’s Mental Health Ontario at the time. I
spent seven years in that organization before I came to my
current role. Minister Elliott was, without question, an
extraordinary leader in that process, and she was in large
part responsible. The really neat thing about that com-
mittee is that it was completely non-partisan. All members
felt the importance of the work that happened at that
committee, and that ultimately led to where we are today.

The references I made at the beginning of the questions
when we talked about investments: All three parties—you
know better than [—had it in their platform in the last
election.

The Vice-Chair (Mr. Aris Babikian): Thank you.

PROVIDERS FOR PUBLIC LISTING
OF HIGH-DOSE INJECTABLE
HYDROMORPHONE

The Vice-Chair (Mr. Aris Babikian): I would like to
call upon Providers for Public Listing of High-dose
Injectable Hydromorphone as our next witness. Please
identify yourself.

Dr. Ahmed Bayoumi: 'm Ahmed Bayoumi. I'm a
physician and researcher here in Toronto. Thank you for
inviting me to appear before the committee today. I’m here
on behalf of 410 care providers and researchers who have
signed an open letter to Minister of Health Christine Elliott
and to Premier Doug Ford asking that Ontario ensure access
to high-dose injectable hydromorphone, an evidence-
based therapy.

The opioid crisis has been called the defining health
crisis of our time. Over 3,600 people died from opioid-
related overdoses in Ontario from 2016 to 2018. These are
preventable deaths. Immediate action is needed to prevent
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more people from dying. There is a strong consensus among
care providers, public health officials and researchers that
ensuring access to high-dose injectable hydromorphone is
the most important next step in addressing opioid
overdose-related deaths.

The current drug supply contains extremely potent and
toxic drugs, such as fentanyl. As a result, people frequent-
ly don’t know the composition or concentration of drugs
that they are injecting. One solution is to establish pro-
grams that provide access to a safer supply of drugs. High-
dose injectable hydromorphone is a crucial component of
such programs. We can only address the opioid overdose
crisis in Ontario by having a broad range of approaches,
including injectable hydromorphone.

Health Canada has approved supervised injectable
opioids for selected people who use opioids, and a national
clinical practice guideline has been published outlining
how this drug is best prescribed. The only remaining
barrier to implementing programs that incorporate super-
vised injectable hydromorphone is that the high-dose con-
centrations are not covered by the Ontario public drug plan.

The evidence for injectable hydromorphone comes
from a high-quality 2016 Canadian study that compared
hydromorphone with prescription heroin, known as
diacetylmorphine, in people who used opioids and had
previously stopped taking other treatments, such as
methadone. In both treatment groups, there was a signifi-
cant and comparable drop in the use of street drugs. In the
context of a crisis, when people are dying daily from
opioid overdose, decreasing the use of drugs that people
buy on the street has the potential to be life-saving.

Hydromorphone belongs to a class of drugs known as
opioid agonists. Two opioid agonist therapies, methadone
and buprenorphine, are already listed on the Ontario Drug
Benefit Formulary. However, about 15% to 20% of people
will stop using these drugs and will therefore require al-
ternative treatments.

While low-dose injectable hydromorphone, at a con-
centration of 10 milligrams per millilitre, is listed on the
Ontario Drug Benefit Formulary, it is impractical to pre-
scribe to people who inject drugs, who would need to
inject large volumes. High-dose hydromorphone formula-
tions, at concentrations of 50 milligrams per millilitre and
100 milligrams per millilitre, are not listed on the Ontario
Drug Benefit Formulary. It is these concentrations that are
the focus of our request.

A 2018 cost-effectiveness analysis, using a discounted
price for hydromorphone, projected that hydromorphone
prescribing for people similar to those in the study would
result in cost savings of over $100,000 per person over
their lifetime compared to methadone. As a major purchaser,
the Ontario government could negotiate such price discounts.

The Toronto Board of Health has also endorsed hydro-
morphone as a treatment for people who use opioids and
has called on the Ontario government to list hydro-
morphone on the public drug formulary. Our group
includes experts and leaders in substance use treatment,
public health, health economics and resource allocation.
We have reached out to the Ministry of Health to indicate

our willingness to work collaboratively to draft listing
criteria that ensure that injectable hydromorphone is used
appropriately and efficiently.

We fully support the goals set out in Bill 116 and are
pleased to see that Ontario aspires to be a leader in provid-
ing excellent care for people who use drugs. Section 2 of
this bill, which focuses on suing opioid manufacturers, is
a positive step, but these processes will take time, which
we don’t have. Suing manufacturers will not address the
toxic supply of drugs. More immediate action is needed.
We hope that you will ensure access to all necessary
therapies to address the opioid overdose crisis.

Thank you.

The Vice-Chair (Mr. Aris Babikian): Thank you. I
would like to call upon the government side to start the
questions. MPP Martin.

Mrs. Robin Martin: Thank you very much for your
submissions, Doctor. Our government, as you know, is
committed to addressing the harms associated with opioid
use and supporting people living with addictions and mental
health needs, obviously. Ontario has entered into a suite of
policies, or created a suite of policies, to help address
those, focused on appropriate prescribing and pain manage-
ment, treatment for opioid use disorder, harm reduction
services and supports, and surveillance and reporting.

Our proposed legislation is part of our commitment, as
you know, to roll out $3.8 billion over 10 years to support
mental health and addictions. That of course includes the
Consumption and Treatment Services funding program,
which does save lives by preventing overdose deaths and
connects people who use drugs to primary care, treatment,
rehabilitation and other social services.

I recall one of the first things we did in our Ministry of
Health when we were appointed there, the minister and I,
was to conduct a number of consultations with people in
the sector, all the experts, which I believe included your-
self, because I remember meeting you at one of those.

Dr. Ahmed Bayoumi: Yes.

Mrs. Robin Martin: We got a lot of great information
from people. We also consulted with people with lived
experience about what their needs were as we developed
that new model.

We know that new investments are still required.
We’ve invested in the RAAM clinics, which we think are
very important, and over 30 communities in Ontario now
have them. The ministry appreciates your interest in fund-
ing high-dose injectable hydromorphone to help address
the crisis and is currently reviewing the implications for
Ontario of the recent federal announcement of approving
injectable hydromorphone for the treatment of opioid use
disorder. At this point we haven’t made any decisions on
that specific part of your presentation, but we’re looking
all the time for what we can do better. I appreciate you
bringing this to the attention of the committee today, and
I appreciate you saying in your submission that you
support the goals of Bill 116.

On that note, can you tell us how you think Bill 116 will
help us support the response to opioid issues in Ontario?
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Dr. Ahmed Bayoumi: I’m extremely glad to hear that
the government is actively considering the listing of high-
dose injectable hydromorphone. This is a request that we
made several months ago. It’s a request that the Toronto
Board of Health made last year. I can’t stress strongly
enough th