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Collaborative Mental Health 

Community Detox Program 

Vision: 
– Integrated Care (mental health & 

primary care providers) 
–8 week program with emphasis on 

psychosocial intervention 
–6-month pilot alcohol detox 
–Prompt response (within 24 hr) 

decreased use of inpatient services 

–Responsive early in the addiction cycle 
–Comprehensive patient-centered care 
–Built-in evaluation & knowledge transfer 
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Collaborative Mental Health 

Community Detox Program 

 Referral process: 

– Criteria: medically & psychologically stable, 
stable housing, social support 

– Referral sources: self, Primary Care, hospital 
(ER, inpatient medical/psychiatry), other 
community services, inpatient detox 

– Populations served: youth, adult, elderly; 
urban/rural 

 Staffing:  

– Addiction Physicians: 2 psychiatrists & 3 GP’s, 
one identified physician each week 

– 1-FTE nurse clinician; shared Administration 
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Collaborative Mental Health 

Community Detox Program 

 Week 1: 
– Medical assessment Mon or Tues; detox 
– 1:1 appointments Mon-Fri; assign keyworker 

 Weeks 2-8: 
– Information session then Recovery Groups 

(e.g. Motivational Interviewing/Enhancement, 
Twelve Step Facilitation, Cognitive Behavioural 
Therapy)  

– 1:1 appointments with keyworker (at least #3) 
– Psychiatric assessment/follow-up, if needed 

 Weeks 9+: transition to IH MH & Addiction 
programming & to community (e.g. 12-Step) 
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Collaborative Mental Health 

Community Detox Program 

Data from first five months (#40): 

Outcomes: 

–#25 have completed to date 

–#14 with complex health & social issues 

–Tracking substance use & engagement 
with services over time 

Patient satisfaction: 

–8/10 rated program as “excellent” 
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Context in Kamloops 

 For at least 15 years a need for 
Community Detox had been identified: 

– Failure of initiatives at an administration level 

 2005 forced integration of mental health & 
addiction services, with negative sequellae 

 2006 collaborative models of mental 
health & addiction care introduced 

– Existing acrimony between IH & community 
addiction physicians 
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Objectives 

 To identify steps in conceiving, 
developing and nurturing a 
community detox program 

 To recognize Kotter ingredients for 
making and sustaining changes in 
programming 

 To evaluate benefits of adding 
collaborative mental health care to 
a detox program 
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1. Generate a sense of urgency 

 Provincial government initiatives  

 Regional Addiction Specialist group is 
created 

 A 2nd addiction psychiatrist is recruited 

 Addiction psychiatrists meet with 
community physicians and Interior 
Health managers, identifying consumer 
needs 

 Physicians set a date to start 
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2. Form a powerful guiding coalition 

 2 Addiction Psychiatrists & 3 Addiction 
Medicine Physicians commit to providing 
medical care 

 Interior Health Manager & Executive 
Director of Inpatient Detox Centre 
commit to providing support 

 Other staff (Nurse Clinicians & Admin) 
actively involved with program planning 
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3. Develop a vision & strategy 

Vision: 
– Inspire people to high standards (e.g. 

evidence-based models from UK) 
– Develop mottos (e.g. ‘no barriers’) 

Strategies: 
– Set up regular process meetings 
– Focus on roles & functions vs. 

positions 
– Place patient needs above systems 
– Be flexible & responsive, case by case 
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4. Communicate change vision often 

How to reorient systems during times of change? 
 Teach by example 
 Make opportunities to liaise & network: 

– Physicians: phone calls, Grand Rounds, 
Journal Clubs, Conferences 

– Regional Addiction Specialist Group 
– Community partners: in-services etc. 

 Meet regularly as a team 
– Be available/accessible; weekly Clinical 

Rounds 
– Co-develop & regularly revise Program 

manual 
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5. Empower others to act on the vision 

Empowerment happened on different levels: 

– Physicians took lead/responsibility 

– Management supported physicians 

– Addiction Psychiatrists & local IH 
management support staff 

Facilitated by: 

– established relationships/active collaboration 

– inspirational vision 
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6. Plan for & create short-term wins 

 Coalescing of physicians 
– Dr. Baker’s key role 
– Meshing of physician team: 

psychiatrists & family physicians 

 Flexibility of program to meet client 
needs: 

– Not just alcohol detox (other 
substances too) 

– Not just adults (youth, elderly) 
– Not just urban (rural, telehealth) 
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Benefits of Adding Collaborative 

Mental Health Care to Detox  

Ease of access to mental health 
services and psychiatry 

Real-time feedback & support (active 
collaboration) 

Verification of diagnoses (medical 
and psychiatric) 

 Intensive programming (8 weeks) 
supports recovery 
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