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EXECUTIVE SUMMARY 

 

This report summarizes the findings of a province wide needs assessment conducted by 

the Provincial Health Services Authority. It is a first step response to anecdotal data 

provided by community based organizations working with people who are living with 

HIV/AIDS/HCV. This initial data indicated that the mental health needs of people 

living with HIV/AIDS are being compromised by existing gaps and barriers and 

ineffective services across the whole continuum of mental health support systems. 

Moreover, knowledge about the scope and range of the mental health conditions was 

largely unknown on a provincial basis. 

 

Over 45 interviews and questionnaires were completed. Respondents included experts 

working in community-based AIDS service organizations, as well as leaders from Public 

Health and Mental Health and Addictions Services. Additional key informants were 

consulted to provide expert information on various aspects of the report.  

 

The title for the report, “Trap Doors/Revolving Doors” came from experts working in 

the field of HIV/AIDS across the province of British Columbia. It summarizes the 

frustration experienced by service providers who are trying to manage the front lines of 

the epidemic. Amidst a climate of dwindling resources and increasingly complex 

demands, these experts are trying to assist HIV/HCV positive people in accessing 

support for mental health distress and disorders. At a community level, trying to access 

mental health services is characterized by revolving doors. Revolving because the doors 

often do not lead to the services needed or they lead nowhere.  

 

The community informants also describe people trying to navigate a mental health 

service system characterized by severely restricted access points- despite a policy of 

“every door is the right door.” And they continue to witness people unnecessarily 

suffering and dying prematurely as a result of the insidious effects of HIV/AIDS/HCV 
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related stigma and discrimination in the community and within the various health care 

delivery systems.  

 

People who experience mental illness are also burdened by stigma and discrimination. 

Stigma marginalizes people and discrimination prevents people from accessing a range 

of health promoting options-including basic health care. People who experience mental 

illness and HIV/AIDS/HCV are largely abandoned by the mental health continuum and 

the barriers to mental health care are critically pervasive. The resultant effect is 

abysmal.   

 

Current prevalence rates indicate that 1 in 5 Canadians experience a mental health 

disorder. Data gathered for this report indicates that 4 in 5 British Columbians living 

with HIV/AIDS/HCV experience a mental health disorder. This means that 80% of 

people living with HIV/AIDS/HCV are impacted by mental health conditions and 

illnesses at some point during their lifetime. These disorders encompass the entire 

range of mental illness and include depression, post traumatic stress disorder, 

substance misuse, bipolar disorder, psychosis, schizophrenia and so on.  It is important 

to note that these conditions are frequently undiagnosed and untreated.  

 

Despite the high prevalence rates of mental health conditions among persons living 

with HIV/AIDS/HCV, only 10.7% have been able to access formal mental health 

supports. This is in contrast to a 40% access estimate for those who have mental health 

conditions but are not living with HIV/AIDS/HCV. Thus mental health conditions 

affect people living with HIV/AIDS/HCV at 4 times the rate of the Canadian adult 

population and yet they access mental health support services at 1/4 of the rate of the 

“average Canadian”.  

 

The literature and the HIV/AIDS experts are clear. Mental health disorders place 

people at increased risk for contracting HIV/AIDS/HCV, and there is an additional 

level of increased risk of infecting others. The literature provides evidence that mental 
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health disorders negatively impact the health outcomes for persons living with 

HIV/AIDS/HCV. Failure to provide mental health treatment options has compelling 

implications for individual case management and for the overall management of the 

HIV and HCV epidemics. 

Respondents to the survey indicate that we have reached a threshold tension- a tension 

that exists between what we are currently doing and what needs to occur. The solutions 

are clearly defined and summarized in the recommendations section. Many of the 

resources required to address the gaps identified by the key informants currently exist. 

There are examples of models and services that are working in this province and 

elsewhere. What is lacking at this point is a coordinated and a collective 

multidisciplinary approach to increase the capacity of all those involved within the 

existing support systems for persons living with HIV/AIDS/HCV.  

 

The following diagram provides a summary of the key recommendations of the needs 

assessment: 

 

FIGURE 1: RECOMMENDATION SUMMARY 
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When it’s about HIV, every mental health issue, great or small, has the potential to 

destroy lives. 

 
KEY INFORMANT 

 

 

CHAPTER ONE:  SITUATING THE DISCUSSION 

INTRODUCTION  

 

Trap Doors/Revolving Doors: A Mental Health and HIV/AIDS Needs Assessment is 

a culmination of data collected from key informants across the province of British 

Columbia between the months of February and April, 2008. Leaders from 

community-based organizations, Public Health, Mental Health and Addictions 

Services (MH&A) and other experts in the field were consulted. A total of 15 

interviews and 8 questionnaires were collected from community based 

organizations from a distribution list of 53. Mental Health and Addictions Services 

contributed a total of 8 responses and Public health contributed 7 responses. 8 

additional interviews were conducted with experts in the field including physicians, 

policy developers, national mental health leaders, and champions of current 

promising treatment models. For a detailed description of methodology, please refer 

to Appendix II. 

 

A total of 46 interviews and questionnaires were obtained. Their voices and 

experiences are present throughout this report. 

The overarching goal for this needs assessment is to explore and better understand the 

issues associated with mental health and HIV/AIDS in BC. This report attempts to 

determine an estimate of the prevalence rates of mental health conditions as well as the 

gaps and strengths within existing support systems.   
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The three objectives of the Needs Assessment are to:  

 

 

FIGURE 2: NEEDS ASSESSMENT OBJECTIVES 

 

This needs assessment set forth a first step in defining the mental health issues and 

prevalence rates of mental health disorders among people who are living with a blood 

borne pathogen (BBP) illness. A BBP is a disease or 

infection-producing agent that can be acquired through 

blood and other body fluids containing blood. The 

three most common BBP’s are human 

immunodeficiency virus (HIV), hepatitis B (HBV) and 

C (HCV).  We initially chose a BBP approach to ensure 

consistency with the current provincial public health 

paradigm.  

 

Respondents insisted that their expertise rested with 

HIV and acquired immune deficiency virus (AIDS) and issues related to co-infection 

with HCV. Organizations are, to varying degrees, still involved in negotiating expanded 

mandates to include HCV and the distinct set of challenges regarding this illness. HBV 

The  issue  of  co‐
infection  becomes  a 
very  critical  issue,  one 
that can’t be separated 
out  from  HIV, 
particularly  when 
treatment  issues  and 
options  are  being 
considered.  

KEY INFORMANT 
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has its own separate set of challenges which are not covered within the scope of this 

report. Organizations across the province are at different stages of BBP integration. The 

following chart reflects HCV integration across ASO’s: 

 

 

 

FIGURE 3: HIV/HCV SERVICE INTEGRATION 

 

The final report, therefore, is not reflective of a comprehensive BBP approach. 

Although we use the terms HIV/AIDS/HCV it is with the full recognition that issues 

related specifically to HCV may very well have not received deserved attention. 

WHAT’S IN THE REPORT? 

 

The report is divided into four sections. The first chapter describes the current context 

of mental health and HIV/AIDS in BC including definitions and the published 

prevalence rates of mental health disorders and HIV infection. Chapter Two presents 

the findings from the data including prevalence and severity of mental health 

conditions experienced by persons living with HIV/AIDS/HCV. The prominent 

identified disorders are briefly described. Chapter Three explores how people living 

with HIV/AIDS/HCV access support in general and the experienced barriers regarding 

mental health support. It is, in essence, a systems analysis with a focus on where and 
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how people described in the prevalence data access support services. Current best 

practices, promising models and recommendations are discussed in Chapter Four.   

WHAT’S NOT IN THE REPORT? 

 

Overall, in Canada, there is a lack of knowledge and information regarding mental 

health issues for people living with HIV. Surveillance data for this population is not 

presented because it simply does not exist. This lack of systematically collected data is 

concerning since mental health issues certainly have primary and secondary prevention 

implications. Whether mental health conditions are present before an individual 

contracts HIV or HCV, living with a chronic and potentially fatal illness presents its 

own mental health challenges. A diagnosis HIV/HCV can exacerbate pre-existing 

conditions increasing people’s distress.  

 

Nor does the report present findings from the direct lived experience of people living 

with HIV/AIDS/HCV and mental health conditions- this work still needs to be 

undertaken. Furthermore, the evidence presented from the findings retains the focus of 

AIDS service organizations, although there are other services that provide a range of 

supports to people living with HIV/AIDS/HCV.   

 

As we know, many people who live with HIV/AIDS/HCV also live with limited access to 

the social determinants of health (i.e. housing, income, food security, etc.).  Every layer 

of unmet need can contribute to an increase in depression and can complicate other 

conditions such as bipolar disorder, post-traumatic stress disorder (PTSD), 

schizophrenia, etc. Added to this are mental health conditions that arise from 

HIV/AIDS, such as AIDS related dementia. Finally, treatment regimes for both HIV 

and HCV come with risks for a variety of mental health vulnerabilities.  Provision of 

responsive and accessible mental health supports will help to address the HIV and HCV 

epidemics ensuring better health outcomes and will assist with the development of a 

comprehensive and coordinated understanding of co-morbidity of  HIV/AIDS and 

mental health conditions. 
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DEFINING MENTAL HEALTH/ MENTAL ILLNESS 

 

In the broadest sense, mental health is the capacity for each of us to feel, think and act 

in ways that enhance our ability to enjoy life and deal with the challenges we face.1 

Mental health provides individuals with the vitality necessary for active living, to 

achieve goals and to interact with one another in ways that are respectful and just.2 

 

Our mental health status is the central factor determining life enjoyment. It is 

influenced by one’s past, present, and access to the social determinants of health. Our 

physical, emotional and spiritual well-being influences our mental status and our 

mental status influences these.  Mental health status is a delicate interplay of many 

features that determine an individual and unique reality.   

Mental illnesses are characterized by alterations in thinking, mood or behaviour which 

is often associated with significant distress and impaired functioning. The symptoms of 

mental illness vary from mild to severe, depending on the type of mental illness, the 

individual, the family and the socio-economic environment.3  

 

Clearly, mental health and mental illness are not distinct or discrete categories. All 

people at some time will experience significant distress and many people will 

experience a period of mental illness. Considerable evidence supports a biological or 

genetic origin to mental illness and there is also considerable debate about the extent of 

this influence and the implications of such for care and treatment.  

 

                                                        

1  3 A Report on Mental Illness in Canada. (2002). Public Health Agency of Canada. 
2  Mental Health and HIV/AIDS. (2005). World Health Organization.  
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We also know that the social determinants of health are inextricably linked to mental 

health and mental illness. Whatever the origin, mental health and mental illness exist 

on a continuum with the more severe and persistent illnesses populating one end of the 

scale - the other end, by people managing life’s challenges without “significant distress 

and/or impaired functioning”. 

TRAP DOOR ONE- SEMANTICS 

 

Throughout history, conceptualizations of mental 

health, illness and treatment options have gone 

through many changes and evolutions. At present, 

these range from cultural understandings in which 

there is no concept of mental illness to systematic 

understandings based on a foundation of disease and 

pathology.   

 

One of the initial challenges of the needs assessment was to find a common language of 

understanding to discuss mental health and mental illness. The language used to 

understand an issue and discuss it can have a direct impact on resultant 

recommendations as well as policy development.  

 

Nowhere does this ring more true that with respect to mental health, mental illness and 

addictions.4 

 

Amongst service providers, the definitions range from a holistic and broad 

understanding of the issues that impact the mental well-being of an individual (i.e. the 

social determinants of mental health) to the technical jargon of mental health service 

                                                        

4 Kirby, J. (2006). Out of The Shadows at Last: Transforming Mental Health, Mental Illness and Addiction Services in 
Canada. 

What  do  you  mean  by 
mental health issue? Are you 
are  talking  about  illnesses 
diagnosed  by  the  DSM?  Or 
are you talking about all the 
other things that are mental 
health issues for people such 
as housing,  their HIV status, 
their cultural experiences?  

KEY INFORMANT 
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provision which is centred firmly in the 

usage of the Diagnostic and Statistical 

Manual of Mental Disorders: Version IV-

Text Revised (DSM IV-TR).  

  

The DSM IV-TR is the standard diagnostic 

tool used by mental health professionals 

and its foundation rests on the premise 

that mental health conditions can be 

classified and treated according to 

symptoms. Despite resounding criticism by 

mental health professional themselves and 

others about the ability and effectiveness of 

this form of categorization, it is through the 

DSM IV-TR that the current mental health 

language is structured and upon which 

standards of practice are based. The 

current mental health system is built on 

this classification system and all potential 

clients will go through a process of being 

diagnosed according to DSM IV-TR 

standards.  

 

The DSM IV-TR is helpful in provision of 

service and treatment considerations for 

many conditions, but lacks a holistic 

orientation to mental health and illness. 

Unless people fall into categories that are deemed severe enough to warrant treatment - 

and treatment often involves prescription medications - they do not receive services. 

Also, mental health systems today across the regions vary in their ability to treat people 

who present with co-morbidity (or concurrent disorder) - that is, having a diagnosis of 

Most  of  the  people  we  see  are 

Aboriginal  and  are  impacted  by 

post  traumatic  stress  disorder 

that  is  a  direct  result  of 

colonization  and  the  residential 

school  experiences.  In  fact,  PTSD 

is  the  foundational  piece  of  a 

whole bunch of things we can call 

mental  health  issues,  such  as 

depression,  manic  depression, 

and schizophrenia.  

 

I  believe  these  things  can  be 

brought  on,  enhanced  by  and 

complicated  by  abuse  and 

trauma.  Substance  abuse  is  a 

reaction  to  trauma.  Untreated 

mental  health  issues  can  lead  to 

addictions.  Mental  health  issues 

lead  people  to  addiction  and 

PTSD  is  what  leads  to  mental 

health issues. 

KEY INFORMANT 
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a mental health disorder combined with another disorder. Many people experience “a 

closed door” when one of the co-morbidity factors involves active substance misuse.  

 

For the purposes of this needs assessment, the language “mental health issue” was used 

to capture the full range of mental health conditions including substance use/misuse, 

within the client population from all respondents, including those that do not have the 

technical language associated DSM IV-TR.  

Figure 3, from the Centre for Addiction and Mental Health, illustrates the continuum of 

mental health. 

 

 

 

 

                                                                                        

 

 

 

 

 

 

FIGURE 4: MENTAL HEALTH CONTINUUM 5 
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PREVALENCE OF MENTAL ILLNESS AND HIV/AIDS 

MENTAL ILLNESS 

 

One of the purposes of this needs assessment is to estimate prevalence rates for both 

mental health conditions and people who are living with HIV/AIDS in order to 

ascertain appropriate service provision. Outside of this report, accurate data about the 

numbers of people living with HIV/AIDS who are impacted or affected by mental 

illness or mental health issues in BC is not available. We did not include HCV in our 

collection of prevalence rates. A focused examination of such, although necessary, is 

beyond the scope of this report.  

 

Prevalence rates for mental illness itself in Canada are difficult to accurately ascertain. 

Canada lacks a surveillance system to track these statistics at both national and 

provincial levels. Only population estimates exist and these have been derived from a 

variety of sources.  

 

Globally, the World Health Organization notes that five out of ten leading causes of 

disability worldwide are related to mental health problems. Mental health disorders 

affect more than 25% of all people at some time during their lives and are present at 

any point in time in about 10% of a given adult population. Depression alone currently 

accounts for 10% of the global burden of disease and this is estimated to rise to 15% by 

the year 2020.5  

 

The Canadian Community Health Survey (2002) provides cross-sectional estimates of 
mental health determinants, mental health status and mental health system utilization 
across Canada. In 2002, Statistics Canada conducted the Mental Health and Well-being 

                                                        

  5 http://www.camh.net/.../13883wellness_diagram12.jpg 
  6 World Health Report - Making a Difference? (1999). World Health Organization.  
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Survey (Canadian Community Health Survey [CCHS] Cycle 1.2), which provided, for 
the first time, national and provincial level data on mental illness in Canada. 

In 2002, A Report on Mental Illness in Canada was released providing Canadians with 
an overview of prevalence rates for mental illness: 

 

FIGURE 5: CANADIAN ESTIMATES OF MENTAL ILLNESS 

 

According to statistics gathered by Mental Health and Addiction Services in BC, 6 

provincial rates of mental illness are consistent with global and national data: 

 

FIGURE 6: PROVINCIAL ESTIMATES OF MENTAL ILLNESS 

                                                        

6 Unpublished Excerpt from MH & A’s 10 Year Plan. 

• 425,000 adults between the ages of 19 and 80 years, or 13% of the general population, were 
living with a diagnosable mental disorder, including substance use disorder.  

• During 2005, an estimated approximately 130,000 adults were living with a severe 
addiction and/or mental illness.  

• An estimated 4,000 adults in this population have very challenging behaviours, such as 
physical aggression, inappropriate sexual behaviour, and fire-setting behaviour. 

• A further 1,300 people have a principle diagnosis of developmental disability or neurological 
disorder and a secondary diagnosis of mental illness and/or addiction.1  

• 1 in 5 Canadians will experience a mental illness during their lifetime. 
• 3% or nearly 1 million Canadians live with a severe and persistent mental illness. 
• 4,000 Canadians per year will end their life through suicide. 
• Mental illness is the second leading cause of hospital admission among those 20-44 years of 

age. 
• The economic burden attributed to mental disorders in Canada is significant: moderate 

estimates suggest $4.7 billion in direct costs, and an additional $3.2 billion in indirect costs. 
• Only one in five children in need of mental health services receives care. 
• Large numbers of people with mental illness are living on the streets. 
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Anxiety, substance use disorders and depression are the most frequently occurring 

disorders in BC.7 

 

 

Major Diagnosable 

Mental Disorders 

12 mo. prevalence 

per 100 people8 

Estimated # With co-morbidity 

adjustment9 

Major Depression 4.1 131,000 65,500 

Bipolar Disorder 0.72 23,005 11,502 

Anxiety Disorders 12.6 402,583 201,291 

Schizophrenia 

Spectrum Disorders 

0.34 10,863 5,431 

Substance Use 

Disorders 

8.4 268,389 134,194 

Eating Disorders  0.45 14,378 7,189 

TOTAL  850,218 425,107 

 

TABLE 1:  PREVALENCE OF SPECIFIC MENTAL HEALTH DISORDERS IN BC 

 
                                                        

7 Unpublished Excerpt from Mental Health 10 Year Plan. 
8 Prevalence estimates for a particular condition represent an estimate of the proportion of individuals who would be 

considered to have this condition in the course of a year, not just those individuals who have actually been 

diagnosed with the condition.  

9 Prevalence rates do not take into account the possibility that an individual may meet criteria for another condition. 

The US National Co-morbidity Survey, a large epidemiological study conducted under the auspices of the WHO, 

has calculated a co-morbidity adjustment of 0.5 to determine the number of individuals in a given population with 

only one diagnosis. This ensures that one person with two diagnoses is not counted as two people. 
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In Out of the Shadows: the Human Face of Mental Health and Addiction (2006), the 

Kirby Senate gathered over two thousand stories from people living in Canada and 

living with a mental illness. The report summarizes the respondents experiences with 

Mental Health and Addicition Services as: 

• Confusing and frustrating 

• Lack of knowledge and compassion from health care professionals 

• Lack of services 

 

The respondents stated what they need is: 

• The social determinants of health 

• Employment assistance 

• Safe and adequate housing 

• Peer support   

 

There are remaining questions to be answered from the perspective of people living 

with mental health conditions and HIV/AIDS/HCV. How many self-report a mental 

health condition? How do they seek care? Who do they seek? What are their 

experiences? What are the unmet needs? What does work? What moments made a 

difference? 
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HIV/AIDS 

 

The most recent year for which Canadian HIV prevalence estimates are reliably 

available is 2005.10,11 

 

FIGURE 7: PREVALENCE RATES OF HIV/AIDS IN BC 

 

                                                        

10 BC Centre for Disease Control: 2005  
11 Priorities for Action: Managing the Epidemics HIV/AIDS in BC 2003-2007 

• 8,600 - 12,200 people in B.C. were living with HIV and AIDS, for an estimated median 

prevalence of 10,420 people.  

 

• This represents approximately 18 per cent of the estimated 58,000 Canadians 

living with HIV and AIDS in 2005. Given this province is home to approximately 13 

per cent of the overall population in Canada, the HIV burden is disproportionately 

high in B.C. 

 

• Estimated HIV+ but unaware population in BC, 2005: 3321 or 27% of total HIV+ 

population. 

 

• Estimated HIV+ population by Health Authority, 2005: 

o Vancouver Coastal Health - 7380  

o Fraser Heath Authority - 2583  

o Vancouver Island Health Authority - 1353  

o Interior Health Authority - 246  

o Northern Health Authority - 738  
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Men accounted for the majority of new infections, with an overall rate of 15.7 cases per 

100,000 population (80.2 % of the total), while women accounted for a rate of 3.7 per 

100,000 in 2005 (19.6 % of the total). Aboriginal British Columbians accounted for 12.7 

% of new infections in 2005 although they represent between 4-5% of the population. 

 

In Canada, the rate of new HIV infections was 7.7 cases per 100,000 population, or 

2,483 new infections in 2005. Although the infection rate in B.C. fell between 2004 and 

2005, it still remained well above the national rate. New infections in B.C. represented 

approximately 16.5 % of the total number of new infections in Canada in 2005, slightly 

higher than the province’s 13.2 % share of the total Canadian population. 

 

% of Newly Reported HIV 

Infections in 2005 

In B.C. 

Among Males 80.2% 

Among Females 19.6% 

Among Aboriginal Peoples 12.7% 

 

TABLE 2: BC RATES OF NEW HIV INFECTIONS 
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FIGURE 8: HIV PREVALENT INFECTIONS IN 2005 
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CHAPTER TWO: RATES OF MENTAL HEALTH AND HIV/AIDS/HCV  

FINDINGS 

 

Respondents were asked to identify how many people living with HIV/AIDS and/or 

HCV, exhibit a mental health issue(s). The following estimates therefore, refer to the 

number of people who exhibit a diagnosed or undiagnosed mental health condition and 

who are receiving service from an ASO.  

 

 

 

FIGURE 9: PREVALENCE RATES OF MENTAL HEALTH CONDITIONS AND HIV/AIDS/HCV 
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The reported prevalence rate ranged from 

.5% of total number of clients impacted by a 

mental health issue to 100%. In other words, 

some organizations state 1 in 20 clients they 

provide service to exhibit a mental health 

condition, while other organizations report 

that “every client” exhibits a mental health 

condition. 

 

The reported average (mean) is 77% -that is, 

in communities across BC, 77 out of 100 

people living with HIV/AIDS/HCV have a 

reported mental health condition. 

 

The most frequently occurring value (mode) 

reported is 80%. Thus the most common 

reported value was 80% of clients 

demonstrate a mental health condition.  

 

This prevalence rate is significantly higher than in the general adult population in BC. 

Given that the HIV/AIDS/HCV population is living with one or more chronic and life 

threatening illnesses, it is realistic to expect that incidence rates of mental health 

conditions would be higher than in the general adult population (Lee, 2007).  

 

However, 77% is an uncharacteristically high number- and it is a number that should be 

alarming. It is also important to note that over 70% of organizations polled stated that 

80% or more of their clients experienced a mental health disorder. Thus, these 

estimates are the norm for the majority or organizations.  

 

I don’t want  to seem  like  I am 
exaggerating, but I need to say 
all  of  our  clients.  To  clarify, 
mental  health  issues  can  be 
cyclical  and  not  everyone  is 
always  experiencing  acute 
symptoms. So all of our clients 
may  not  be  in  acute  phases, 
but  at  some  time  during  the 
course  of  our  work  with  that 
individual, mental health issues 
do come up or reoccur.  
 
I  think  the  statistics  say  that 
60%  of  HIV  positive  people 
experience  depression. But we 
provide  services  to  those 
people  who  are  lacking 
resources,  so  they  may  be 
poor, marginalized or homeless 
for example. So for us, 100% of 
our  clients  experience 
depression  and  other  mental 
health issues. 

KEY INFORMANT 
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WHAT ACCOUNTS FOR HIGH PREVALENCE? 

 

Mental health issues are more common in 

people who are living with HIV/AIDS (and 

probably to some extent, those living with 

HCV) than in non-infected people. The 

data suggest that there are mental health 

conditions that arise or are exacerbated by 

HIV/AIDS/HCV and that there may be a 

correlation between the risk for 

contracting HIV and the risk of 

experiencing a mental health condition.  

 
 

Wouldn’t you be depressed and suicidal if you were poor and living with HIV?12 

This needs assessment is an important indicator of 

existing high prevalence rates, though it must be 

noted again, that there is a lack of surveillance data in 

Canada and BC to verify these findings. Data sets 

from other countries are not particularly useful 

because we cannot accurately determine if the data 

would be similar in Canada since the determinants of 

mental health play a significant role in prevalence 

rates and access to these determinants varies from 

country to country and even from province to 

province.  

                                                        

12 Key Informant 

It  should  first  be  stated  that  chronic 
mental  health  conditions  can  be 
difficult  to  identify  in  a  population 
primarily  comprised  of  low‐income, 
periodically/chronically  homeless, 
drug  users.    Some  mental  health 
clients  may  already  feel  vulnerable 
and  choose  not  to  disclose  their 
conditions,  while  others  may  be 
perceived to be in the midst of a drug‐
induced  psychosis  and  thus  ignored 
due to the frequency of such cases  in 
this particular district.   

 

KEY INFORMANT 

How many  people  now, who 
have  suffered  from  a mental 
health  illness  brought  on  by 
childhood or life trauma, have 
to  experience  the  additional 
pain of contracting HIV?   

How  many  people  are 
walking around without  their 
basic needs met? 

A  diagnosis  of  HIV  is  like 
falling through a trap door‐ in 
an  instant‐  all  illusion  of 
achieving better health care is 
smashed. 

KEY INFORMANT 
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The evidence of this seems to be widely accepted in the medical and social service 

community. Because individuals with mental health issues are often living on the 

margins of society with little or no access to basic services such as housing, medical care 

and food security, they experience increased risk 

for contracting HIV, HCV and other 

communicable diseases. These individuals are also 

at higher risk to experience forms of victimization 

such as violence, fraud, robbery, etc. Individuals 

may access these supports from a variety of 

community based social service organizations such 

as food banks, shelters, community clinics, etc. 

However, none of these supports can provide the 

kind of comprehensive, consistent treatment and 

supports that are often needed.13 

 

All respondents addressed the fact that mental 

health conditions often pre-exist HIV/HCV 

infection. Unless the initial mental health issue 

is treated, it can persist and become 

compounded by the trauma of a diagnosis of 

HIV/HCV.  

 

                                                        

 

 

We  see a  very broad base of 
mental  health  issues  across 
our  client  population  such  as 
depression,  post  traumatic 
stress  disorder,  psychosis, 
anxiety  and  dual  diagnosis 
such as a mental health  issue 
and  addiction.  We  also  see 
development  disabilities  and 
FAS/ FAE.   We also  see brain 
injury  which  presents 
significant  problems  because 
of  the  lack  of  resources  to 
support  people  with  brain 
injuries.    However  the  most 
broad  based  mental  health 
issue across our client groups 
is depression.   Again,  there  is 
a  lack  of  resources  to  treat 
depression for our clients and 
it is difficult to access services.  

KEY INFORMANT 
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People are getting sicker because they are not getting treatment earlier. 14 

 

People who are living with mental health conditions and living with HIV/AIDS and/or 

HCV can be compromised in their ability to care for themselves and for others. This can 

lead to further marginalization as health care providers begin to negotiate their 

concerns of potential harm to others. According to the World Health Organization:15 

 

1. Some mental health disorders make people more vulnerable to infection with 

the virus (e.g., intravenous drug use, alcohol abuse, major depression and 

psychotic disorders, developmental disabilities, and other mental disorders 

that impair judgement and decision making) and more vulnerable to 

situations that increase the risk of passing the virus to others; and 

 

2.  Some forms of HIV infection affect the brain which can result in a clinical picture 

that initially resembles several different mental disorders.  

 

 

 

 

 

 

 

 

 

 

 

 
                                                        

 14  15  Key Informant  
 
15 Mental Health and HIV/AIDS (2005).  World Health Organization. 
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RANGE OF MENTAL HEALTH ISSUES 

 

In BC, people living with HIV/AIDS/HCV experience the full range of mood disorders 

to schizophrenia and dementia.  The severity of the disorders can be mild to 

debilitating. This takes into account that people can have schizophrenia that is 

controlled to depression that is uncontrolled and debilitating. The figure below 

represents the range of disorders identified. The graph also represents the frequency of 

identified disorder responses:16  

 

FIGURE 10: RANGE OF MENTAL HEALTH DISORDERS  

                                                        

16 SAMI (Severely Addicted or Mentally Ill). 
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FREQUENCY 

 

Data was also collected to further determine the most frequently occurring mental 

health disorders within the population of people living with HIV/AIDS/HCV. Figure 11 

below illustrates the results:  

 

 

 

FIGURE 11: MOST FREQUENTLY OCCURRING MENTAL HEALTH DISORDERS  

 

In both frequency measurements, depression was identified as the most frequently 

occurring mental health condition affecting people living with HIV/AIDS/HCV. Figure 
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11 illustrates that post-traumatic stress disorder and substance misuse were also among 

the most common disorders experienced by people living with HIV/AIDS/HCV.  

 

The mental health conditions that were identified along with depression as having the 

most impact on people living with HIV/AIDS/HCV were bipolar disorder and 

schizophrenia – although neither condition was the most frequent. This indicates 

schizophrenia and bipolar disorder do require significant attention although they are 

not among the three most common disorders. 

MENTAL HEALTH DISORDERS 

 

It is beyond the scope of this needs assessment to explore the full range of mental 

health disorders and how these disorders impact people living with HIV/AIDS and 

other blood borne pathogens including HCV. The following section outlines some of 

the most frequently identified disorders. Significant future work in this arena is 

necessary. 

 DEPRESSION  

Depression was identified by the respondents as the most common mental health 

disorder among people living with HIV/AIDS/HCV.  It is important to note, that it 

was rarely identified as the “only” condition an individual may be experiencing.  

 

Depression in conjunction with not having any drive or finding any purpose in life 

seems to be the most common issue.  A frequent comment from a client might be, “I 

don’t know what I am supposed to do with my life.  Every time I feel I’m doing well, 

something bad happens, like my counts dropping, and then I am not doing well.”  The 

ups and downs make it really hard for people to carry on and feel motivated over the 

long term.17 

                                                        

17 Key Informant 
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Depression is clearly on the rise. According to 

research conducted in the U.S., 40-60% of 

people living with HIV experience significant 

depression. 18  Long term survivors of 

HIV/AIDS are one of the most vulnerable 

groups to experience depression.  As 

prevalent as depression is, it may be under 

diagnosed and under-identified and 

occurring in “invisible groups” who are not 

accessing health care or support services.  

 

Depression is also linked to the side effects of HCV and antiretroviral treatment.19 

Service providers stated that there is often a direct causal relationship between 

treatments regimes and depression.  

 

However, according to the Canadian Treatment Information Exchange (CATIE):  

As far as we know, Sustiva (efavirenz) is the only anti-HIV drug that causes central 
nervous system side effects, including depression and anxiety in some individuals. It 
can also cause side effects like dizziness, insomnia, and vivid dreams. This medication 
is a bit notorious and a lot of people have heard of it because of its particular side 
effects, although many people can take it without experiencing them. Some doctors 
are hesitant to prescribe it to someone who has a history of mental illness, although 
not all doctors feel that way. 

 

There are always other mental health issues associated with taking HIV medications - 
for example if someone experiences side effects like lipodystrophy, fatigue or sexual 
dysfunction, that could lead to or exacerbate depression. 20  

 
                                                        

18 Ciesla & Roberts (2001); Cohen, Hoffman, et al. (2002); Ickovics; Hamburger, Vlahov, et al. (2001). 
19 Adding Life to Years: A Guide to HIV and Depression for Community-Based AIDS Service Organizations 
20 Personal communication, April 9, 2008. 

A  few years ago when disability 
legislation  changed  and  people 
had  to  renew  their  disability 
status with the ministry, it was a 
huge  undertaking‐  in  that 
process,  we  saw  a  big  trend 
around  people  (particularly  gay 
men)  who  had  not  accessed 
services  of  any  kind  for  years‐
they had been living in  isolation. 
Many were  long  term  survivors 
and  many  were  suffering  from 
severe forms of depression.  

KEY INFORMANT 
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Despite the frequency and severity of complicated depression, one faces closed doors in 

trying to access treatment. Often, the mental health systems focus on pharmacology 

treatment and the underlying causes are not managed by providing supports and/or 

counselling and therapy. This approach is common because there is a lack of experts 

who have the range of knowledge to assist with the investigation and treatment. In 

addition, because depression itself can range in severity, only the most disabled are 

likely to find help through the mental health system.  Current evidence links depression 

and HIV to higher mortality rates: 21 

 

 

FIGURE 12: HIV RELATED MORTALITY AND DEPRESSION 

 

In B, survival curves stratified by level of depressive symptoms from the final Cox proportional hazards model, 

controlling for baseline CD4 count, viral load, HIV-related symptoms, ARV medication, age, and employment 

status. 

These findings are consistent with the current literature regarding depression and 

HIV/AIDS. Despite the lack of education and service provision in BC, depression 

has received considerable attention elsewhere, perhaps most notably in the US. The 

HIV Clinical Resource of the New York State Department of Health AIDS Institute 

                                                        

22 Adding Life to Years: A Guide to HIV and Depression for Community-Based AIDS Service Organizations  
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has developed a comprehensive depression protocol and treatment guide for 

psychiatrists, physicians and HIV/AIDS service providers.22  

 

Based on the literature and the needs assessment, it is clear that depression is a 

primary concern. It can can be effectively treated thereby significantly reducing the 

primary and secondary effects of untreated depression which can lead to isolation, 

debilitation and a dramatically reduced quality of life.   

POST TRAUMATIC STRESS DISORDER 

Respondents identified post-traumatic stress disorder as the most frequently occurring 

pre-existing mental health condition for people who have contracted HIV. PTSD is also 

identified as occurring more frequently amongst Aboriginal people and women. 

Women are twice as likely to be diagnosed with PTSD as men.  

 

High rates of PTSD occur among Aboriginal people and this is intimately connected 

with current and generational trauma.  Within this population it is often referred to as 

post-colonial stress disorder. PTSD is associated with increased likelihood of co-

occurring psychiatric disorders, the most frequent of which is substance misuse.  

 

In a large-scale study, 88% of men and 79% of women with PTSD met criteria for 

another psychiatric disorder. The co-occurring disorders most prevalent for men with 

PTSD were alcohol abuse or dependence (51.9%), major depressive episode (47.9%), 

conduct disorder (43.3 %), and drug abuse and dependence (34.5%). The disorders that 

most frequently co-morbid with PTSD among women were major depressive disorder 

(48.5%), simple phobia (29%), social phobia (28.4%) and alcohol abuse/dependence 

(27.9%). 23  

 

                                                        

22 http://www.hivguidelines.org  
23 http://hss.co.san-bernardino.ca.us/va/PDFs/18-PTSD.pdf 
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PTSD is caused by a psychologically traumatic event involving a serious life 

threatening event to oneself or others, an event which has long term effects long 

after the event has passed. It is a type of anxiety disorder which may involve 

heightened and persistent anxiety, flashbacks, and nightmares. Those affected may 

become emotionally numb.  

 

One thing I haven’t mentioned is the emotional 

shutdownedness from grief and loss. You know, flat 

affect, numbness- maybe it’s dissociative disorder. I 

don’t know what this is, but I see a lot of it.24 

 

Key informants retold stories from individuals who 

had suffered a significantly stressful life event at 

some earlier point, an event which was seen by self 

and others as a turning point that compromised 

their ability to make safe and healthy life choices.  

 

Trauma related mental health disorders can be treated with psychotherapy and/or 

pharmacology. Respondents state there is a need for earlier intervention, before PTSD 

becomes further complicated by other mental health conditions and/or by self-

medication. In the existing mental health system in BC, there is little practice of early 

intervention and mental health promotion.  

SUBSTANCE USE  

Substance use is a major factor in the HIV epidemic.  Intravenous drug use and the 

practice of sharing needles is one of the most common modes of transmission for both 

HIV and HCV. Substance misuse often does not abate when one contracts HIV or HCV; 

                                                        

24 Key Informant 

PTSD  is  the  most  common 
mental health  issue among our 
clients‐since  this  is  the 
foundation  for  all  these  other 
mental health issues.  

 
Everything  starts  with  PTSD 
and  then  you  have  the  whole 
range  of  psychiatric  disorders 
that emerge. 

KEY INFORMANTS 
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it can, in fact, intensify.25  For people living 

with HIV/AIDS/HCV and their service 

providers, managing both of these conditions 

is both a critical and familiar reality.  

 

There’s a strong correlation between substance 

misuse and mental health disorders. 

Respondents insist that many people use 

substances as a coping mechanism for 

underlying mental health disorders. In Downtown Eastside Vancouver, a recent study 

suggests that crystal meth is often used to self-medicate mental health disorders.26  

 

Of all the mental health conditions facing HIV/HCV positive people, substance misuse 

has received the most attention in terms of both primary and secondary prevention. It 

is beyond the scope of this report to summarize current knowledge. But there are some 

facts worth mentioning about the substance related issues facing service providers 

today. Chronic substance use can manifest in symptoms that are very similar to mental 

health disorders. Service providers are often uncertain about how to best manage these 

symptoms and accompanying behaviour.  

 

There is much stigma associated with substance use, and harm reduction models of 

practice are still very inconsistent across health care providers in BC. This 

inconsistency creates a variety of barriers to health care services. For example, persons 

with HIV/AIDS have been denied antiretroviral medications because their physician 

was concerned about compliancy. These barriers are also very real for people 

attempting to access mental health support. 

 

                                                        

25 Key Informant 
26 CATIE Treatment Update 157 

The majority of our  clients are  really 
challenging  and  hard  to  provide 
service  for‐  they  are  active  in  their 
addictions  and  some  have  a mental 
illness to go along with that‐that  is a 
powerful cocktail. Some are homeless 
or  at  risk  for  homelessness. We  see 
psychotic  breaks,  depression, 
personality  disorders,  it  really  runs 
the spectrum. 

KEY INFORMANT 
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ANXIETY 

 

Anxiety disorder is a blanket term used to describe several conditions including panic 

disorder, obsessive compulsive disorder, phobias and post-traumatic stress disorder. It 

is characterized by chronic or episodic episodes of exaggerated fear and worry. While 

all people experience anxiety at different times, anxiety disorder means that those 

feelings do not go away, and in fact, often intensify over time. Anxiety can become 

severely debilitating. Treatment can involve psychotherapy or pharmacology or both. 

Feelings of anxiety are common for persons living with HIV/AIDS/HCV, and managing 

this effectively can prevent someone from experiencing a worsening condition.  

BIPOLAR 

 

Bipolar disorder is a serious mental 

illness characterized by intense mood 

swings between mania and depression - 

it is alternately called ‘manic-depressive 

disorder’. People say that their 

behaviour is not consistent with what 

they might ‘normally’ do. Bipolar 

disorder can be effectively treated. 

PSYCHOSIS 

 

Psychosis is a disturbance in brain functioning whereby the person experiences degrees 

of loss of contact with reality. It can be very disturbing and distressing and can also 

involve hallucinations. Psychosis is associated with a number of medical conditions 

including schizophrenia, depression, bipolar  disorder and substance abuse, among 

others. Because psychosis is associated with a loss of contact with reality, there is 

concern that people are inappropriately diagnosed because ‘reality’ is a subjective 

concept informed by our cultural lenses. Psychosis is treatable. 

 

Recently  I’m  noticing  a  lot  are  diagnosed 
with bipolar and I haven’t sorted out if this is 
the  flavour  of  the  day  or  is  an  accurate 
diagnosis.    Is  this  a  fad,  like,  several  years 
ago,  every  kid on  the block was diagnosed 
with ADHD, so  I’m a bit sceptical about the 
numbers of bipolar diagnoses I am seeing. 

KEY INFORMANT
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DEMENTIA 

 

A decline in mental functioning (cognitive abilities) is a fairly common complication of 

HIV. This can be caused by a variety of factors, including AIDS Dementia Complex 

(ADC).  

It is one of the few HIV/AIDS related 

conditions that is a direct cause of the 

HIV virus and is not an opportunistic 

infection.  

Service providers indicate that they are 

witnessing more dementia, and it is of 

great concern especially since ADC can be 

treated successfully with antiretroviral 

medication. It is difficult to treat the 

dementia without being able to determine 

its cause.   

 

We are seeing an increase in things like dementia, and I often wonder if you can 

separate out AIDS dementia and say, cocaine dementia- how do you decide if what is 

happening is AIDS related or cocaine related. We are seeing an increased need for 

services and this community is not equipped to deal with. Is this a result of brain 

damage from drugs or HIV/AIDS? Whatever it is, we are not equipped to deal with 

it.27 

 

 

                                                        

27 Key Informant 

There  is  lots  of  AIDS  related  dementia, 
and  nowhere  to  refer. We  need  people 
who  are  specialized,  in  order  to  treat 
those  who  are  multi‐diagnosed.  With 
regard  to  AIDS  related  dementia‐there’s 
such a high incidence of that because it’s 
so  closely  related  to  lack  of  treatment. 
Treatment  helps!  You  need  intensive 
support case support. 

KEY INFORMANT 
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CASE STUDY  

Perhaps the most severe mental health issue is the one which goes unnoticed until 

it becomes too late.  I’m reminded of two clients from last summer who fell under 

the same ailment; HIV-related brain lesions after prolonged infection.  One was a 

very functional individual, active in the community, and a long-serving volunteer.  

The other was a completely street-entrenched IVDU who had admittedly given up 

on life many years prior. 

 

Because of our close relationship with the functional individual, when he “lost it,” 

it was frankly quite easy for us to notice and we were able to rush him to the 

appropriate medical services for treatment.  Likely because of our rapid 

intervention, he is now doing well. 

 

The other individual almost always presented as an absolute social disaster; a 

chronic drain on the community due to his relentless drug abuse and near total 

abandonment for self-responsibility and social etiquette.  He suffered the same 

infection, however, we did not take immediate notice because we disregarded it as 

further outlandish behaviour from a person completely entrenched in his 

addiction.  Once it was apparent that something else was going on and he needed 

medical treatment, it was essentially too late.  He passed away some weeks later. 

 

To step even further back in the latter’s story, this individual lived a very 

functional life up until some twenty years ago.  A family tragedy occurred, and 

the individual saw no other choice but to turn to drugs and accept a self-imposed 

exile.  That journey ultimately ended sadly last year, however, it’s worth 

speculating what might have been if this individual had received some form of 

mental support or counselling after the family tragedy.  It’s a “what if” story, 

however, it could illustrate how even a temporary mental pitfall such as 

depression after a family tragedy, if ignored or untreated, can launch a person 

into a life of self-destruction and waste.  Even a minor mental health condition is 

powerful enough to lead someone down a very dangerous path. 
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THE SOCIAL DETERMINANTS OF MENTAL HEALTH 

 

While anyone engaging in risk behaviours can contract HIV, it is often said that the 

disease flourishes among the most marginalized populations in societies. If this is 

accurate, it is little wonder that HIV incidence would be higher among those in our 

population who are suffering from mental health disorders. Could we say the same 

thing about mental health disorders? Do these also flourish among those most 

marginalized? What does it mean to be marginalized?  

 

Significant reforms of our health care system are taking place across Canada in an 

attempt to address the many silos of health care delivery. For Mental Health and 

Addictions Services, those silos are perhaps even more problematic because mental 

health is intrinsically linked to the social determinants of health such as housing, food 

and education and the system has little in place to provide comprehensive case 

management or mental health promotion.  

 

For those individuals deprived of basic amenities like housing, it appears that there is a 

correlation between the stress associated with the instability and poorer mental health 

outcomes. Of the respondents for the needs assessment, 40% listed lack of housing as a 

mental health issue. One recent study concluded that in BC, approximately 130,000 

individuals met the criteria for adults with severe addictions and/or mental illness 

(SAMI). Of this number, 39,000 adults with SAMI were also inadequately housed.  

SAMI’s get into trouble because they don’t have a doctor-nobody cares about them.28 

While the data in this study did not provide prevalence rates for HIV infection among 

the identified population, similar studies related to HIV and housing suggest that the 

infection rates may be high. In 2005, a study involving survival sex workers in 

downtown eastside Vancouver concluded that this population had an HIV prevalence 

rate of 26% - 82% lived in unstable housing, and 20% had no fixed address or were 

                                                        

28 Key Informant 
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living on the street.29 Further correlation research between mental health, housing and 

HIV infection is needed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                        

29 Shannon, Bright, et.al. (2005). Women Survival Sex Workers in Vancouver’s Downtown Eastside: A Hidden HIV 
Epidemic.  

 

Like the general population, a wide variety of 
mental  health  issues  are  present  in  the  folks 
who  access  services.  I  would  say  that 
depression  and  anxiety  are  very  common 
amongst many of the HIV positive clients who 
regularly  access  services.  Given  the  social 
context  however,  this  is  not  surprising.  High 
levels of poverty, social isolation, drug use and 
a lack of access to basic services all contribute 
to ill mental health. 

KEY INFORMANT 
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PREVALENCE SUMMARY 

 

British Columbian AIDS service organizations estimate that 77% of their HIV/HCV 

positive clients have a mental health condition. These conditions range in scope and in 

severity. Substance use issues can compromise the health of HIV/AIDS/HCV positive 

people and co-occurrence complicates treatment because more barriers go up with each 

layer of complexity.   

Every day in working with clients I ask, what is going on? Is there a mental health issue 

here, or is this because you are high?30 

Service providers are often not trained to distinguish between mental health, substance 

use or HIV/AIDS/HCV related symptoms and are often left uncertain how to provide 

the best support. It is also very difficult for other health 

care professionals to ascertain the best treatment options. 

Dr. Allan Burgman, consulting psychiatrist for the BC 

Centre for Excellence describes that HIV positive patients, 

as well as heart transplant patients, as “the most complex 

treatment cases.”31 

Although more people have access to life saving 

antiretroviral treatment, there is a lack of expertise to 

manage all of the health conditions (including mental 

health) that an individual may present with. Service 

providers work hard to refer to the appropriate mental 

health or psychiatric resources, but these are often 

inaccessible or unavailable.  

                                                        

30 Key Informant 
31 http://www.cfenet.ubc.ca/viewVideo.php?id=23&sid=33&vid=213 
 

 

MH  told me  in their catchment 
area  (which  was  quite  small) 
they had 1200 clients who were 
severely mentally  ill. They were 
at full capacity. So I could never 
refer anyone to them ever. And 
just  the  concentration  of 
mental  illness  in  such  a  small 
area‐ it’s very disturbing. 

 

KEY INFORMANT 
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CHAPTER THREE: COMMUNITY NEEDS ASSESSMENT  

 

Chapter Three of the needs assessment explores the range of mental health supports 

available to people living with HIV/AIDS/HCV and the barriers within these support 

systems.  

 

STIGMA AND DISCRIMINATION 

 

People living with HIV/AIDS/HCV and mental 

health conditions experience a myriad of 

challenges. The stigma associated with HIV/AIDS 

has fractured many families and has left people ill 

and isolated and ostracized in their communities. 

Isolation, fear and loneliness are as characteristic 

of HIV/AIDS, as are CD-4 counts and viral loads. 

Discrimination related to race, gender, sexual orientation and substance misuse are 

closely associated with HIV risk factors, as these result grief, loss and trauma- a fertile 

ground for contracting HIV.  

 

Stigma and discrimination are familiar to 

people living with mental health conditions 

as well. Mental health conditions also 

fracture families especially in relation to 

substance misuse. In fact, stigma and 

discrimination are identified as a significant 

barrier to treatment.  

 

There’s  still  an  issue  of  shame  associated 
with  severe mental  illness  so  it’s  rare  for a 
client  to  acknowledge  the  possibility  of  a 
mental  health  condition  and  to    initiate  a 
conversation  about  the  condition  or  to  ask 
for help. In fact, I would go so far to say that 
most  of  my  clients  are  more  willing  to 
divulge  their  HIV  status  than  divulge  a 
chronic mental health condition. 

KEY INFORMANT 

After  so many  years,  I am  still 
amazed  by  how  many  people 
tell me, “you and my doctor are 
the  only  people  that  know  I 
have HIV”. The stigma is still so 
very real. 

 KEY INFORMANT
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INCREASING VULNERABILITIES 

 

Depression, post-traumatic stress disorder, substance use, anxiety, bipolar disorder 

and psychosis need attention. These conditions are becoming more frequent within the 

population of HIV/AIDS/HCV positive people and they are conditions in which 

treatment and support are very difficult to 

access.  

 

The behaviour of people experiencing mental 

health conditions is often misunderstood 

leading to rejection or alienation. This 

contributes to isolation and depression. In 

addition to vulnerability to HIV and HCV, 

mental health conditions also leaves people 

vulnerable to abuse from peers, family and 

other members of the community.  

 

These individuals are truly social outcasts-systems have little room and ability to serve 

them and communities are increasingly incapable of meeting their needs. All too 

frequently, people simply disappear and later it is discovered that they withdrew and 

died. 

 

A person who is living on the street can be perceived as a survivor, but then when they 

deteriorate, these survival skills also deteriorate and they can become extremely 

vulnerable and can get taken advantage of- this is very much a vulnerable population.32 

 

                                                        

32 Key Informant 

I  think  that  a  certain  sense  of 
futility/hopeless  tends  to  develop  and 
people  begin  to  see  HIV  infection  as 
somewhat  inevitable  and  eventually, 
you see clients taking obvious risks that 
will  almost  guarantee  their  infection. 
Some  will  openly  state  that  they  just 
want to “get  it over with” so that they 
can  stop  worrying  about  sero‐
conversion. 

KEY INFORMANT 
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The episodic nature of mental health conditions and HIV/AIDS/HCV intensifies 

feelings of hopelessness and despair. An individual cannot reliably predict how s/he 

will be doing from day to day.  If substance abuse is involved, a person often is left 

lurching from one crisis to the next. Unstable housing is the most critical issue 

contributing to personal uncertainty and ongoing crisis management. 

 

The community climate in each region across the province is distressed. Resoundingly, 

informants spoke to the increasing stress levels and disenfranchisement of community 

members. The concerns were similarly expressed in rural communities as well as large 

urban centres. Issues of homelessness, poverty, addictions and increasing numbers of 

people living with mental health conditions figure prominently across the province.  

 

There are several reasons for the increase in the numbers 

of people who rely on community supports. Rising 

inflation rates, a decline in social assistance, reduced 

eligibility for disability benefits, as well as government 

cutbacks to housing programs have all given rise to an 

increase in the numbers of people who are homeless or 

who experience unstable housing.33  

 

These increasing pressures mean an increase in the need 

for resources, a need that has not been adequately met or 

addressed. Resources continue to be cut back at the same 

time that organizations are required to respond to external 

pressures to expand mandates and services.  

 

In addition, the stresses experienced by communities have 

continued to escalate since the closures of the mental institutions in BC in 1992. A 
                                                        

33 Patterson, Sommers, McIntosh, et al. (2008).  

The  closure  of  institutions 
brought  on  huge  influx  of 
vulnerable  mental  health 
clients  and  some  moved  to 
other  communities  to  be  less 
obvious.  Some  received  other 
services (Salvation Army), many 
will  be  behind  bars.  There’s  a 
huge  correlation  between  rise 
in  prison  population  and 
institutional  closures.  In  fact, 
this correlation  is similar to the 
rise  the  usage  of  needle 
exchange‐  it  is  a  65%  increase 
in both.  

KEY INFORMANT 
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central problem is that the policy to return institutionalized people to their 

communities was not accompanied with an adequate plan or resources necessary to 

assure a sustainable transition.  

 

VULNERABLE POPULATIONS 

  
In Leading Together, Canada Takes Action on HIV/AIDS, 8 populations vulnerable to 

HIV infection are described. As in the Canadian adult population, mental health 

conditions can affect anyone living with HIV/AIDS/HCV; however, respondents 

identified 4 groups vulnerable to untreated mental 

health conditions. These groups overlap with 

identified HIV risk groups. 

 

ABORIGINAL PEOPLE  

 

Aboriginal people are contracting HIV in Canada at 

a rate that continues to escalate. The issues of 

poverty and homelessness that are fuelling the 

epidemic in other populations, may be most 

dramatically correlated here. 41% of Aboriginal 

people are at risk for homelessness.34 

 

More so, as noted in the previous chapter, the 

historical and current experiences of colonization 

and oppression have created a legacy of emotional 

pain, trauma and grief; burdens that are evidenced 

in increased rates of substance use, rapid disease progression and premature death. 

Ongoing barriers to the social determinants of health have fuelled the HIV epidemic 

                                                        

34 Patterson, Sommers, McIntosh, et al. (2008). 

Housing, though, has got to be 
the  biggest  issue.    Because  of 
the  reality  our  clients  must 
endure  (limited  income,  limited 
mobility,  periodic  extended 
hospital  stays),  maintaining 
stable housing is a complicated 
task  and  often  a  source  of 
tremendous  stress  and 
aggravation  for  our  clients.  
Depression  and  despair  attach 
themselves  very  easily  to  our 
clients who  battle  each month 
to  find  and/or maintain  stable 
housing.   Personally,  I feel that 
having  a  home  is  one  of  the 
most  important  contributing 
factors to good mental health.   

KEY INFORMANT 
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among this population to resemble the epidemic in Africa in terms of infection and 

death rates in some parts of this country. In Canada, the manner in which this epidemic 

is unfolding among 

Aboriginal people is 

unconscionable. The 

health care system is 

inappropriately slow to 

address the barriers in 

accessing healthcare 

including health 

promotion services. 

 

Historical and current 

jurisdictional issues 

result in Federal and 

Provincial governments passing the ball of responsibility while basic harm reduction 

services remain unavailable for many individuals living in rural and remote areas. 

World views collide as Aboriginal people attempt to access a health care system which 

remains rigidly rooted in a western scientific model. Here, it is impossible to deny the 

connections between the social determinants of health, mental health conditions and 

HIV and HCV infection rates.  

YOUTH 

 

Youth continue to remain a vulnerable 

population for HIV infection, especially 

street involved youth and those who inject 

illicit drugs. Recent studies have drawn 

correlations between the sexual harm of 

children and higher rates of HIV 

Another guy has a  lot of grief because his partner died. 
He also has a severe drug addiction, Ritalin addiction,  is 
incompetent,  massive  psychotic  depression,  very 
delusional, and is not in the mental health system.   
 
When he winds up at the hospital, he says, “my heart  is 
hurting  “and  so  he  has  had more  ECG’s  than  you  can 
imagine and is costing the system hundreds of thousands 
of dollars. He’s expressing grief when he says his heart is 
hurting.  But  people  are  not  hearing  what  he’s  talking 
about. This has been ongoing for 2 years.   

KEY INFORMANT 

A few of our youth have psychologists 
that they go to. One of our youth has 
an  art  therapist  they  go  to,  but  the 
majority  are  not  accessing  that  kind 
of  support. A  lot are connecting with 
each  other  (peer)  to  support  each 
other  rather  than  with  a  mental 
health professional. There’s not a  lot 
of trust in the system. 

KEY INFORMANT 
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infection.35 Supporting youth who expereince foster care, sexual harm or other 

traumas is an important potential prevention strategy.   

Mental health services for youth are seen as problematic. These services are 

delivered under the auspices of the Ministry of Children and Families. 

 

Child and youth mental health is a pathetic model of care-they are supposed to 

provide mental health services to children and yet are the very agencies that remove 

children from families.36 

 

While there can be benefits to contracted services, consistent standards of practice 

and accountability are difficult to establish and maintain. 

MEN WHO HAVE SEX WITH MEN  

 

Despite the fact that HIV infections are on the rise in other populations, men who have 

sex with men (MSM) still represent the highest number of new infection rates as well as 

constitute the largest population living with HIV/AIDS. Long term survivor issues, 

particularly as they relate to mental health conditions are identified as a high needs 

area for information and knowledge development and exchange. 

WOMEN 

 

Women in BC who are living with HIV/AIDS/HCV also tend to live in poverty. They 

also have reduced ability to exercise choice (e.g. they are often controlled by someone 

else, for example a pimp). They face stigma and discrimination in their communities as 

well as by the medical profession. Many engage in survival sex placing them at 

increased risk for additional harm.  

                                                        

35 Auslander, et al. (2002); Miller, et. al. (2006) 
36 39 Key Informant 
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Women’s diagnoses are not taken seriously so they cannot access services for their 

mental health conditions and as such, many do not have formal diagnoses or access to 

mental health support.37 

 

In addition to managing their HIV/AIDS/HCV and mental health conditions, they are 

often caregivers and mothers. This role can be characterized by fear that their children 

will be removed from their care or hopelessness because their children already have 

been. Society tends to view women with HIV/AIDS with disdain. Care and treatment 

can be unreliable and unpredictable because trends in treatment research remained 

focused on male realities and experiences. 

 

REGIONAL ISSUES 

 

There are differences as well as similarities across the health delivery regions in the 

province. The mental health trends among people living with HIV/AIDS/HCV are 

consistent across the province. The expressed concerns and recommendations are also 

shared and consistent. It is not the intention of this report to provide regional 

recommendations; however, it is worth noting that despite the similarities, any ensuing 

response must ensure regional representation.  

 

Some of the differences noted by the respondents are related to rural versus urban 

issues. For instance, how does a gay man in a small rural centre access HIV related 

support? Issues of confidentiality, HIV testing, and receiving mental health support 

from someone you personally know, are some of the barriers identified by the 

respondents. Rural areas are also characterized by unavailable or inconsistent harm 

reduction services.  
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At the same time, rural areas were seen as able to respond to community issues in a 

more timely and coordinated fashion. This is not always the case, however, as 

particular personalities can create barriers to progress. Furthermore, it is easier in a 

smaller centre to remain aware of the status of individuals as the support networks tend 

to be more tightly woven, if only informally.  

 

One area of inconsistency is that some health regions have well-developed HIV 

strategies and varying forms of mental health strategies. There’s a lack of coordination 

between these two initiatives. At least one health region described that the lack of 

service plans greatly hindered the coordination and delivery of services. 

 

ACCESS TO MENTAL HEALTH SUPPORT 

 

In Chapter Two, we identified that mental health conditions are prevalent at a rate of 

77% among people living with HIV/AIDS/HCV. But how many of these people are able 

to access support for their mental health conditions?  

 

For some organizations, those who have a full multidisciplinary staff complement 

including mental health workers, a promising rate of 100% is achieved. Unfortunately, 

these respondents identified crucial problems that impacted the quality of the mental 

health care. A lack of psychiatry services was noted, along with long wait lists because 

there are so few organizations that have the capacity to treat people living with HIV and 

a mental health disorder. In fact, the Dr. Peter Centre is the only residential care facility 

in the province offering this service. The primary health care clinics described the same 

problem areas. Those few people who do receive formal mental health care often do not 

receive the specialized care they require. 
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When we remove these organizations from the data pool, a dismal 10.7% of the 

remaining people living with a mental health condition and HIV/AIDS/HCV have 

access to mental health and addictions support services. This figure of 10.7% is based 

on estimations provided by ASO respondents and is not reflective of self-reported 

mental health disorders, or on self-reported access information. 

 

The Canadian Collaborative Mental Health Initiative (2006) examined where and how 

people living with mental health disorders accessed services in Canada. The report 

states that only 40% with a self-identified mental health disorder seek help. While this 

figure is deemed to be unacceptably low by mental health professionals, it is 4 times 

higher than access rates for people living with HIV/AIDS/HCV and experiencing 

mental health conditions. The reasons for this disparity may be linked to external 

barriers (i.e. services are not accessible or available) or internal barriers (i.e. self-

esteem, shame). 

 

The report also explains that of the 40% of people living with a mental health condition 

who do seek support, they do so primarily through their physician and secondly 

through their social worker. Access to physician care for people living with 

HIV/AIDS/HCV continues to be problematic and may account for some of the mental 

health access disparity. As we know, many people living with HIV/AIDS/HCV live in 

poverty, isolation and homelessness and without consistent physician care. This also 

means that making mental health support accessible through community contacts is of 

great potential value.  
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THE RANGE OF MENTAL HEALTH SUPPORTS 

 

According to the survey respondents, there are a variety of ways that people living with 

HIV/AIDS/HCV access support for mental health issues. These supports fall into 3 

categories: personal, community and formal.  

 

Personal  

Supports 

Community and 

Population 

Supports 

Formal Health  

Services 

• Self 

• Family  

• Friends  

 

 

• ASO’s 

• Peer Supports and 

Organizations 

• Harm Reduction 

Facilities 

• Case Managers 

• Food Banks 

• Shelters 

• Crisis Line 

• Friendship Centres 

• Women’s Centres 

• Brochures/ Posters 

 

• Public Health 

• Doctors 

• Emergency/ Hospital 

• Crisis Response Team 

• Psychiatrist 

• Interdisciplinary Teams 

• Nurse 

• Addiction Outreach 

• Mental Health Teams 

• CAM38 

 

TABLE 3: RANGE OF MENTAL HEALTH SUPPORTS 

 

 

                                                        

38 Complementary and Alternative Medicine 
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PERSONAL SUPPORT SYSTEMS 

 

An adequate support system is one of the determinants of mental health. This informal 

network includes friends and family and also relates to one’s ability to support oneself. 

The first category, personal support, is not fully articulated within the scope of this 

assessment. There are remaining questions to be answered from the perspective of 

people living with mental health conditions and HIV/AIDS/HCV. How many self-

report a mental health condition? How do they seek care? Who do they seek? What are 

their experiences? What are the unmet needs? What does work? What moments made 

a difference? 

 

A question that remains largely unanswered is, how do we assist people to increase 

their personal support systems?  These include: 

• Personal resources (skills, knowledge) 

• Peer supports 

 

We do know that people living with HIV/AIDS/HCV need more support to address 

their acknowledged and unacknowledged mental health concerns. Prevalence rates are 

very high at 77% and access to services very low at 10.7%. Regional differences as well 

as population differences need to be taken into account in terms of addressing policy 

and designing services. Personal supports include access to the determinants of health, 

and housing figures prominently as a central concern. Stigma and discrimination as 

well as declining social supports are contributing to a situation of increasing 

vulnerabilities. 

 

There are many models based in the community and through ASO’s of peer based 

supports and skills building opportunities. These supports foster improved self efficacy 
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and esteem. For some people, community supports replace their personal support 

network. While the ASO community is very skilled in delivering these kinds of services, 

there may be a gap regarding peer supports for people living with both a mental health 

condition and HIV/AIDS/HCV. Certainly a variety of complex skills are needed to 

effectively manage HIV/AIDS/HCV along with persistent or episodic mental health 

conditions. 

 

COMMUNITY SUPPORTS-REVOLVING DOORS 

 

Many people living with HIV/AIDS/HCV access support and care through community 

organizations and services. This is a precarious situation. While community based 

organizations have the knowledge, skills and abilities to respond to those who require 

these supports, these organizations are rarely resourced or valued adequately. ASO’s try 

to provide consistent and appropriate levels of service in a climate of changing 

municipal, provincial and national political whims and the ensuing resourcing, policy 

and practice changes. This generates instability. This instability is in part to blame for 

multi barriered health care services.  

 

The delivery of Mental Health and Addictions Services across this province is a case in 

point. Thousands are in need of services that can meet these potential clients where 

they are at - which is in the community. Yet what clients encounter here is the gap 

between services that are well understood to be needed and the absence of those 

services.  

 

COMMUNITY NEEDS 

 

The community climate is worsening. The populations impacted by HIV and HCV are 

diversifying and increasing. Homelessness is a newer issue for some communities, but 

it currently is an issue for all of them. People are showing up with diseases rarely seen 

outside of third and fourth world countries and, in some areas, are dying at the same 
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rate. Increasing substance use, particularly the rise in amphetamine-based drugs, has 

clearly contributed to the increasing levels of the untreated psychosis and other 

conditions identified.  

 

Research, support and good medical care can share the success for the many long-term 

survivors of HIV/AIDS. Unfortunately, we are only beginning to develop a rudimentary 

understanding of the supports and medical issues required by people living with 

HIV/AIDS – people who have been leading our understanding of this illness all along. 

Depression, the most frequent and most concerning mental health condition, is a very 

present reality for long-term survivors and others. And yet, one has to be severely 

depressed to hope for any assistance at all.  

DIVERSIFYING POPULATIONS 

 

There are many unexplored links to mental health conditions and treatment regimes. 

Women’s issues are too closely linked to governmental leadership and pharmaceutical 

whims. Aboriginal people have multiple barriers to accessing health care in this 

country, yet we are still so slow in addressing these barriers at the systemic level. We 

have to be more diligent around increasing our 

capacity to deliver services designed to meet the 

needs of specific populations. 

INCREASING COMPLEXITY 

 

These issues are having an impact on the health 

of people living with HIV/AIDS/HCV. Illnesses 

and treatments are becoming more complicated 

as people arrive at doorsteps with multiple layers 

of health concerns. We are failing to provide the 

kinds of attention and supports to people before these illnesses progress. There is not 

enough mental health promotion and there are simply too few providers with 

specialized knowledge to treat the population.  

The  kinds of disorders we  see? 
Schizophrenia,  FAS,  addiction, 
depression,  personality  traits, 
adjustment  disorder‐  and  we 
commonly  see all of  these  in a 
single client. 

KEY INFORMANT 
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The mental health system overall needs to evolve to having a full grasp of the mental health and addiction continuum, so 

that there is a responsiveness to the needs of people with complex illnesses and issues.39 

 

INCONSISTENT HARM REDUCTION SERVICES  

 

The evidence is clear that harm 

reduction is an important component 

in the continuum of health care. Harm 

reduction emerged from community 

knowledge and practice in response to 

treatment and care barriers that exist 

across the continuum of health care 

delivery. Harm reduction is a core 

component of disease prevention and 

management. While harm reduction 

services are in place at various levels in 

many communities, they do not exist in 

all. Nor are they present in some of the 

most vulnerable communities.  

One Public Health leader stated, “Our 

attempts to implement harm reduction 

services across the region have been a dismal failure”. 

 

                                                        

39 Key Informant  

We  need  the  leadership  at  the  highest 
level‐in  MH  and  A  to  be  aware  of  BBP 
illnesses  and  how  to  ensure  services  are 
there  so when  they get a  client with BBP 
illness, they are ready to work with  them. 
We also need those folks on board around 
harm  reduction.  Psychiatrists  and  MH 
counsellors don’t necessarily want to work 
with  people with  those  substance  issues. 
This expertise needs to be developed. And 
they  need  to  know  they  can’t  opt  of 
providing  service  b/c  they  don’t  agree 
philosophically. 

KEY INFORMANT
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We need a province-wide commitment to adopting a harm reduction philosophy that 

clearly identifies the differences between enabling versus empowering the clients and that 

promotes HR as having three basic components: 

1) Working within the client’s reality; 

2)  Strive to promote/ encourage/ facilitate the best possible health outcome;  

3)  Reduce as much risk as possible.40 

 

 

The training needs regarding the application of harm reduction are often used as 

evidence for a reduction of these services. Further and ongoing education is needed to 

continue to achieve the most positive outcomes. Yet the force of the political will to 

“clean up the streets” means that too few resources are applied to pursuing harm 

reduction’s evolving application. 

 

There is a philosophical gap in the understanding of harm reduction and when it is not 

implemented in health care delivery, barriers emerge and doors to health care are 

closed. For example, the disjointed merger between Mental Health and Addictions has 

been stymied by Mental Health’s slow progression to adopt a harm reduction 

philosophy. Client’s presenting with a mental health condition and an addiction 

problem were and sometimes are still turned away because of a lack of ability and 

training to proficiently manage both mental health and addictions disorders presenting 

in the same client. Or clinicians were/ are philosophically opposed to providing mental 

health support to a client who presented an active substance abuse issue. 

You can only access mental health services if you are clean.41 

                                                        

40 Key Informant 
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Mental health is currently building its capacity by focusing resources in developing a 

concurrent disorder understanding. But the ability to practice this effectively means the 

full integration of a harm reduction philosophy, which would include addressing 

current barriers to access.  

NOWHERE TO REFER 

 

The largest gap identified in mental health care is that there is not enough access to 

Mental Health and Addictions Services. The most significant complaint by community 

service providers is that many clients are coming to them asking for formal mental 

health support and there is “nowhere” to refer successfully.  And there are many clients 

who are presenting with behaviours and concerns that lead service providers to believe 

there is an underlying mental health condition that needs to be addressed, and there is 

“nowhere” to refer in this case 

either.  

It is like trying to fit a square peg in a 

round hole.42 

There are too few opportunities 

for community services providers 

to connect clients to the mental 

health system. Even if they are 

successful in this endeavour, the 

services that are available often do 

not meet the client’s needs. 

Services are “siloed” and not 

comprehensive as a result, 

Services may not be accessible to those experiencing severe forms of mental illness due 

to behaviours that cannot be accommodated.43 

                                                        

42 45 Key Informant 
 

There  is  nowhere  to  refer  clients.  There  is 
insufficient training for services providers to 
work  with  client  exhibiting  mental  health 
issues. In certain areas of the city the mental 
health teams are at full capacity and will not 
accept new  referrals. Currently  it  is difficult 
for  a  service  provider  to  provide  a  referral 
and most admissions into the mental health 
teams  come  through  the  medical  system, 
there  needs  to  be  a way where  front  line 
worker can access support for their clients. 

KEY INFORMANT 
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Without these supports, clients are: 

Constantly in survival or crisis mode, not personal growth and development - without 

long term sustainability for stabilization though housing and continuous and ongoing 

case management support.44 

 
COMMUNITY ORGANIZATIONAL CAPACITY 

 

The gaps in mental health services for people living with HIV/AIDS/HCV have resulted 

in a huge drain on community services and resources. Organizations are under 

resourced financially which impacts staffing levels. 

There is high staff turnover as a result of low wages 

and insufficient training and support. Skilled 

community service providers can and do earn higher 

salaries elsewhere. Thus the recruitment and 

retention of staff is an ongoing concern.   

 

Higher staffing levels are also needed as the 

frequency and severity of mental health disorders 

increase - to help ensure safe environments for 

continued service delivery. Trying to provide 

scheduled programming and group activities is 

marginally successful. There are frequent no-shows 

as many people struggle to manage appointments 

and schedules. Again, poverty, homelessness, lack of 

cultural safety and illness are all contributing factors 

in the need for services to be available at the 

community level. Providing drop-in facilities has its 

                                                        

44  Key Informant 

It means an  incredibly complex 
and  challenging  work 
environment. And  it means we 
are  always  under  resourced, 
and we struggle to stay sane in 
the  midst  of  providing  these 
services  at  the  same  time  as 
doing  all  the  administrative 
work.  So we  are  consumed  by 
these  tasks  and  by  the 
complexity  of  the  issues.  And 
these  things  impact  us 
personally.  Huge  burnout,  
huge  grief,  and  it  also means 
incredible  passion  and 
incredible  rewards,  not  that 
people move  through  things  in 
a better way, but we can share 
in the profoundness of life with 
them.  

KEY INFORMANT 
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challenges as well in the management of client and employee safety.   

It is simply difficult to effectively meet the increasing client demands in the current 

climate. Growing numbers of people, heightening illness and population complexity 

means that there is a need for additional training and resources.  

 

STAFF NEEDS 

 

Front line workers are frequently called upon to be doctor, lawyer, social worker, 

counsellor. They are asked to provide expertise around support, education and 

treatment information. They are called upon to advocate for their clients as they 

encounter stigma and discrimination. They negotiate community politics. 

 

Front line workers must manage these complex roles and this has multiple effects and 

implications. They experience grief, loss, and vicarious trauma, all of which can result 

in burnout, hopelessness and caregiver fatigue. People living with HIV/AIDS/HCV and 

mental health conditions are so often desperately without needed services, frontline 

workers experience this hopelessness vicariously.  

It wears people out. Probably the most stressful piece of it all - it’s not that the clients 

have these disorders and are presenting, but it is the lack of services available to them.45 

ASO leadership is committed to supporting staff health and well-being and understands 

its crucial importance. One organization works with the Centre for Practitioner 

Renewal, and has ongoing staff sessions with a therapist. Everyone is included. 

 

These issues impact all of our staff, from those working in the kitchen, to those who 

are doing counselling.46 

                                                        

45 Key Informant 
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The key informants from the community identified what they need to increase the 

capacity within their organizations to meet the current demands. Those needs are 

summarized in the following table: 

 

 

WHAT 

 

CONTENT 

 

HOW 

 
Training 

• Basic 101 Mental Health 
• Population Specific Issues 
• Depression 
• Suicide 
• Good Practices 
• Changing face of HIV 
• Long Term Survivor Issues 
• Risk Assessment Tools 
• Concurrent Disorders 
• Current Mental Health Trends 
• Safe Boundaries 
• Treatment Complications 
• Chronic Disease Management 
• Neurological and Cognitive Impacts of Infection 
• Mental Health and HCV and HBV 
• What to do When Caseload is Full 
• Counselling vs. Support 

 
On Line Training 

 
Workshops 

 
Electronic 

Info 
 

Info Articles 
 

Skills Building 
 

Conferences 
 

 

Resources 

• To Increase Staff Compliment to Safe Levels 
• To Provide Training Opportunities 
• To Support Health and Wellness of Staff 

Federal/ 
Provincial 
Funding 

 
Dialogue with 
Mental Health 

Workers 

• Referral Criteria 
• Dispel Myths 
• Learn What Each Other Does 
• Harm Reduction Education and Practices 

Meetings 
Forums 

Teleconferences 

Resource List • Mental Health Resources and Access Criteria Research 

Knowledge About 
Mental Illness 

and 
HIV/AIDS/HCV 

• Models of Practice 
• HIV Meds 
• Complementary and Alternative Therapies 

Literature Review 
 

Access to 
Information 

         Knowledge Exchange Link With Other 
Models 

Models of 
Practice 

Spectrum of mental health and substance use issues To Develop 

 

TABLE 4: ASO INDENTIFIED NEEDS 
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MENTAL HEALTH SUPPORTS-TRAP DOORS 

 

Respondents identified four key areas of concern with Mental Health and Addictions 

Services:  

 

 

 

 

FIGURE 13: MENTAL HEALTH ACCESS CONCERNS 
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LIMITED SERVICE ACCESS 

 

There are a range of effective programs and supports for people who have a severe 

mental health condition and who fit the current mandate of Mental Health and 

Addictions Services. It may be argued that this segment of the population receives 

effective mental health care. Mental health services were initially designed to be 

delivered in an institutional setting; and this history is, in a sense, a present day 

Achilles’ heel. The services still reflect a foundation of practice and service delivery 

based on an indentified population moving through a structured, clinically contained 

setting.  

 

People living with mental health conditions now reside in communities. In fulfilling the 

vision of returning people who were previously institutionalized back to communities, 

the current situation shows that there is an enormous gap between the vision and the 

current plight of people in communities with mental health conditions. The premise for 

the closures of the institutions was based on the rights of all people as citizens to reside 

in their communities, to have autonomy and choice. But when basic needs such as 

housing cannot be provided, autonomy, choice and rights are a long way from 

actualization.  

 

A consequence of this historical framework of practice is that most Mental Health and 

Addictions Services are still delivered in a clinical setting. While many people have 

some level of distrust with the health care system, people who live with stigma, 

discrimination and racism often have a history of experiencing varying levels of 

structural violence. Thus the people who perhaps need the services the most, 

experience the services as inaccessible. It is incumbent upon the mental health care 

system to address these access barriers at a systemic level.  
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For people living with HIV/AIDS/HCV and with a mental health condition, there are 

few who are able to access these services and benefit from them. Thus, the current 

mental health system in BC is missing an important segment of the population- those 

who are living with HIV/AIDS/HCV – or at risk - and who have a mental health 

condition. The lack of access points to Mental Health and Addictions Services means 

that community service providers are unable to refer clients to these services. 

 

Mental health is the right of everyone, not just the privileged.51 

 

Other access issues noted by respondents included limited access to psychiatry. It was 

stated earlier that the majority of people try to access mental health services and 

supports from their physician. The 2004 National Physician Survey, conducted by the 

Canadian Medical Association, found that family physician access to psychiatrists for 
                                                        

51  Key Informant 

Another issue is the accessibility of mental health services.  Our 

most local mental health office is literally a block away, yet 

many of our clients speak of it as though it’s in another country.  

The office is halfway up a beautiful and imposing business high-

rise that quite literally intimidates our stereotypical, street-

entrenched clients.  

 

 In some cases, onsite security has turned them away before they 

could even reach the elevator inside – exiled because they look a 

certain way and standout amongst the throngs of 9-5 business 

people.  There are mental health advocates in the building (I 

have their cards), yet I don’t recall ever seeing them on our 

‘strip.’   
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consumers was much more difficult than for any other category of specialized medicine. 

Sixty-five percent of family physicians reported serious difficulty in getting access to 

mental health specialists.52 Improving accessibility to physicians and physician access 

to psychiatry are important areas of focus. The current mental health structure creates 

a bottleneck need for psychiatry services.  

 

Mental health teams, primary care teams and interdisciplinary teams shared in the 

perspective that difficulty in accessing psychiatric consultation and services is an area 

of critical concern.   

 

FRAGMENTED SERVICE DELIVERY 

 

Existing services for mental health and addictions are fragmented across a variety of 

agencies. Frequent leadership changes means that a variety of initiatives are 

implemented - then abandoned. The full integration of Mental Health and Addictions 

Services has not been achieved and this results in uneven, disjointed practice.  

 

This integration is seen as critical due to the high number of concurrent disorders 

prevalent in communities-specifically, people 

who have an addiction and another mental 

health condition.  

 

People still confront policy and/ or practice 

that states a mental health condition cannot be 

treated until one has recovered from an addiction issue. Furthermore, in accessing 

addiction services, particularly residential treatment facilities, client readiness is often 

                                                        

52 Kirby Senate (2006). Out of the Shadows at Last. 

Every  Door  is  the  Right  Door‐ 
what  a  joke  that  has  been. 
Great  in  theory,  but  the 
practice  has  been  another 
thing altogether.  

KEY INFORMANT 
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disregarded until specific criteria are met. As a result, many do not receive the 

treatment they need.  

 

Respondents also identified the following concerns: 

• Lack of coordinated  services including patient review for continuity of care 

• Lack of sustained and integrated case management for people in active 

addictions  

• Lack of continuity of professionals to provide services over time  

 

A continuum of connected mental health supports is needed. This includes mental 

illness prevention and mental health promotion. It means providing a range of 

supports and services from prevention to chronic disease management. The stigma 

associated with mental health disorders also needs to be addressed through mental 

health education and promotion. 

 

Finally, Mental Health and Addictions Services need to enhance accountability to 

community members. This will be partly addressed by ensuring that people living with 

HIV/AIDS/HCV and those at risk become a mutually identified target population. 

Public Health respondents, ASO and other community respondents are requesting 

meaningful engagement, practice initiatives and policy development. 

 

ISOLATION FROM COMMUNITY 

 

Mental Health and Addictions Services are still isolated from the community. This 

means that Mental Health and Addictions Services are slow to respond to the needs of 

the people in communities who require their services. This isolation results in 

fragmented, ineffective, inaccessible services.  
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Right now, these services are isolated, stand alone silos- trying to work in community, 

but are apart from community.50 

 

Across the board, there needs to be more access points to Mental Health and Addiction 

Services and these services need to be available in the community and accessible by 

community members and known by their service providers. 

 

Public Health and ASO respondents stated that Mental Health and Addiction Services 

remain isolated as they engage in very little community consultation regarding service 

design and delivery. Several regions described how community has been trying to 

engage in dialogue and collaboration, but Mental Health and Addictions Services is 

slow on the uptake. Services are designed in isolation and then announced to 

community. As a consequence, newly designed services continue to fall short of what is 

needed in the community. When Mental Health and Addictions Services do engage in 

community consultation, these consultations are often seen as meaningless as there is a 

lack of adequate follow up or continuity in initiatives. 

 

This lack of follow up and continuity has left respondents enormously frustrated. They 

are concerned about the lack of accountability demonstrated by Mental Health and 

Addictions Services. They also described the leadership as myopic and internally 

focused with needs of community members taking a backseat to organizational 

interests. Mental Health informants similarly describe the environment as fragmented 

and disjointed resulting in a stressful, inconsistent and an unhealthy work atmosphere. 

 

 

 

                                                        

50 Key Informant 
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NARROW KNOWLEDGE FRAMEWORK 

 

As previously noted, Mental Health and Addictions Services still reflect an institutional 

framework of care. It is predominantly based on a medical model of practice. 

Structures, philosophies, therapeutic modalities and the delivery of service are based on 

a western scientific knowledge system. And the end point of this system is psychiatry. 

As a result, psychiatry services are in critically high demand. The current model does 

not reflect other knowledge systems, such as Aboriginal healing knowledge, Eastern 

knowledge/healing systems and, as has been argued, is patriarchal in its 

conceptualization of illness and treatment.  

 

There is a lack of trained staff with a holistic knowledge framework.  There has been a 

propensity to hire staff with medical backgrounds such as behaviour oriented 

psychology and nursing. Respondents stated the need for more staff with profession 

counselling skills such as counsellors and social workers.  

 

It’s easier to train someone like a social worker than a nurse to recognize these mental 

health concerns, but way too hard and long to do it the other way around. We must be 

working with the whole person not just the disease.51 

 

The current mode of therapeutic practice relies heavily on brief therapeutic 

interventions and cognitive behaviour therapy. While it is beyond the scope of the 

report to examine the strengths and weaknesses of current systems of practice, several 

key points are worth mentioning.  

 

                                                        

51 Mental Health Key Informant 
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The predominant concern is that the underlying mental health concerns and issues for 

clients are not dealt with at Mental Health and Addictions Services. Respondents feel 

that the focus is on the presenting symptoms (such as depression) but the conditions 

that “caused” the symptom are not treated. Often the treatment is pharmacological thus 

people may experience a relief from the symptoms for as long as they are on the 

medication, but the “treatment” is not sustainable, nor does it provide for long term 

mental health improvement.  

 

Additionally, brief interventions with a reliance on pharmacology leaves little room for 

mental health promotion. Helping clients cope with mental health issues before the 

condition has disabled them is critical. The current Mental Health and Addictions 

system is overburdened and under resourced which means that only the most severe 

are treated. Unfortunately, it becomes impossible to manage mental health conditions 

within a population because there is a lack of a continuum of care. 

 

Finally, respondents are concerned that the services that are offered have been 

designed for a particular population and are not culturally appropriate in many 

instances. 

 

The Canadian Mental Health Association works in collaboration with communities and 

with mental health services and often bridges these two. They also provide a range of 

counselling services to communities. There are opportunities to develop stronger 

community partnerships to increase mental health services to people living with 

HIV/AIDS/HCV. In 2004, A Framework for Support was released. It provides a model 

for client focused mental health care. The central premise of the model is that Mental 

Health and Addictions Services needs to transform its understanding of mental health 

in order to deliver appropriate services.  

 

The knowledge base that is available in Canada is in fact extensive. On the one hand, 

mental illness has been formally studied by clinical disciplines and the social sciences. 
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On the other hand, rich cultural and ethnic traditions in Canada represent knowledge 

from past and present experience. The various types of knowledge that we have are not 

being effectively utilized.52 

The following conceptual map illustrates the various types of knowledge that can 

contribute to an expanded understanding of mental illness. As knowledge is expanded, 

barriers to accessing mental health services are further understood leading to a 

reduction of those barriers and to better mental health outcomes.  

 

 

 

FIGURE 14: THE KNOWLEDGE RESOURCE BASE: MAP 

                                                        

52 Trainor, J., Pomeroy, E., & Pape, B. (1997). 
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CHAPTER FOUR: RECOMMENDATIONS  

 

BUILDING A FOUNDATION FOR INCREASED MENTAL HEALTH SUPPORTS 

 

Key informants also identified the gaps, strengths and opportunities within existing 

services. These experts pointed to promising practices that are currently working and 

described priority actions and key recommendations to guide future work in each of the 

service delivery areas. Implementation of these recommendations will result in better 

service for the diverse populations living with mental health issues as well as 

HIV/AIDS/HCV. 

 

As we know, people living with HIV/AIDS/HCV access support for their mental health 

conditions in three areas:  

1) Personal Supports 

2) Community Supports 

3) Formal Mental Health Supports 

 

The results of the needs assessment strongly indicates that increasing the ability of 

each area to respond to their mental health needs is the key goal.  

GOAL ONE: INCREASING PERSONAL SUPPORTS 

 

Personal support systems can undergo a radical shift and decline as one adjusts to 

living with HIV/AIDS/HCV. Loss of family, friends and health often coincide with a 

decrease in managing secure income and housing. The resultant effect on mental health 

is evidenced in high rates of mental health conditions. There are, however, many 

questions that need to be answered by people living with HIV/AIDS/HCV and a mental 

health condition.  
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RECOMMENDATION ONE: NEEDS ASSESSMENT  

 

A level one needs assessment will be helpful in determining how to best increase 

support in each key area.  

GOAL TWO: INCREASING COMMUNITY SUPPORTS 

 

RECOMMENDATION TWO: BUILD COMMUNITY CAPACITY 

 

Community based organizations, particularly ASO’s, can play an integral role in 

providing increased mental supports to people living with HIV/AIDS/HIV. As noted 

in the previous chapter, these organizations need resources and training in order to 

build this capacity.  

PROMISING PRACTICES:  

 

In Canada and elsewhere, ASO’s do provide an enhanced range of mental health 

supports to people living with HIV/AIDS/HCV. Systematic knowledge transfer as well 

as ongoing training about related mental health conditions figures prominently in 

existing strategies. We had to look outside of BC to find examples of HIV and Mental 

Health Training models. Three different approaches are noted:  

 

1) A series of training workshops offered in partnership between 

mental health professionals and a community based 

organization: 

 

HIV/AIDS and Mental Health: The Series at Casey House 

In partnership with Saint Michael's Hospital in Ontario, Casey House delivers an 
education series on Mental Health and HIV to health care professional and services 
providers. Located at:  
http://www.ohtn.on.ca/announcements/Mental_Health_%20HIV-AIDS.pdf. 

cadingwa
Typewritten Text

cadingwa
Typewritten Text
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2) Training programs with a specific mental health focus offered 

as an online resource or as a training manual: 

 

The Ontario AIDS Network 

 

Provides an interactive HIV and mental health E-learning website for ASO’s and other 

community-based Organizations- with a comprehensive program on HIV and 

depression. It is called the Adding Years to Life Guide to HIV and Depression. Located 

at: http://www.ontarioaidsnetwork.on.ca/prog_hivmh.php 

 

3) HIV and mental health resource centre: 

 

The HIV Clinical Resource Center 

 

Offers a comprehensive range of mental health and HIV tools including assessment and 

practice guidelines for a full range of mental health conditions. Located at: 

http://www.hivguidelines.org 

 

GOAL THREE: INCREASING MENTAL HEALTH SUPPORTS 

 

First, we need to develop a collective target population. This means forming real and 

sustainable partnerships between community, Public Health and Mental Health and 

Addictions Services. Mental Health and Addictions Services will need to see this 

identified population- that is, people who are living with HIV or at risk for 

contracting such- as a priority population. Not only will this serve in ensuring 

services are targeted where they are needed most, these services are an important, 

missing element in the management of the HIV epidemic.  
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RECOMMENDATION THREE: BRING CLINICAL TO COMMUNITY 

 

Real partnerships need to be formed with community organizations who are delivering 

services to people with mental health conditions. In partnership, Mental Health and 

Addictions will have the opportunity to redesign appropriate and responsive services to 

address the current realities. This partnership is also critical to assist communities to 

increase their capacity to deliver a range of mental health supports to people with 

mental health conditions.  

 

There are important training opportunities for Mental Health and Addictions Services 

to deliver to community front line workers and other health care professionals. The 

community is asking for knowledge exchange. Many community experts and workers 

have the foundational knowledge and education to play a more active role in the 

provision of mental health supports, such as mental health screening and assessments.   

 

There is untapped potential for developing therapeutic interventions at the community 

level where they are needed. Interventions could be delivered in partnerships between 

ASO’s, Public Health and Mental Health and Addictions Services. If community 

capacity were increased, it may relieve some of the overwhelming need for Mental 

Health and Addictions Services.   

This work is two-fold: 

1) Redesign programs and services to reflect a practice model based on 

community and other evidence of what is currently effective in communities. 

This includes providing: 

 

• targeted outreach services 
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• mental health therapists 

located within 

multidisciplinary teams 

• provide access to a 

continuum of  mental health 

supports, not just      

chronically or severely ill 

 

2) Increase access to clinical services. 

This includes:  

• clarifying referral language 

and criteria 

• communicating with community about the full range of supports 

available 

PROMISING PRACTICES:  

 

The Canadian Collaborative Mental Health Initiative is a consortium of twelve 

Canadian organizations representing community services, consumers, families and care 

givers, self-help groups, dieticians, physicians, nurses, occupational therapists, 

pharmacists, psychologists, psychiatrists and social workers. Their expressed mandate 

is to build collaboration among health care providers, community and clients to 

improve mental health access and outcomes. They have developed a range of toolkits to 

facilitate a collaborative approach to mental health care which can be accessed at: 

www.http://www.ccmhi.ca. 

 

MULTIDISCIPLINARY TEAMS   

 

The primary health care initiative supports opportunities to develop and expand teams 

of health care professionals from a variety of disciplines to practice in partnership for 

the benefit of the client. Clients in these settings access expanded services including 

mental health and more immediate attention to their concerns. This approach can 

It is a tremendous advantage having 
a  clinic  right  here  in  the  same 
building.  In an emergency situation, 
I can buzz up to the clinic and have a 
doctor  or  nurse  attend  in  a matter 
of minutes.   Quite  often  the  needs 
are  immediate,  and  it’s  why  our 
integration with  the  clinic  is  such a 
blessing.  

KEY INFORMANT 
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eliminate the need for clients to run from one service to another to get a concern dealt 

with. It also inspires a holistic approach to individual health care.  

                

INTEGRATED/ INTENSIVE CASE MANAGEMENT/ CARE TEAMS  

 

Offers clients the benefit of coordinated services designed to meet their needs. The 

client remains the primary concern and focus. People on these teams work together to 

identify and coordinate the services that are required. One organization stated: 

We have been engaged in this research project about intensive case management. We 

know it works and the study is helping us to demonstrate that. We know it works- it is 

very successful. We are using a holistic framework and have designed the intake forms 

to look at mental, physical, spiritual, emotional. You can’t parcel people up.53 

 

OUTREACH 

 

Mental Health and Addictions outreach 

is very much needed because it enables 

relationships to be established with the 

community and with its members who 

require the services.  Where it is being 

utilized, it is successful. Some 

respondents spoke to the concern that 

these teams exist, but they never see 

them.  

 

 

                                                        

53 Key Informant 

It works, MH and A doing outreach to our 
service  users.  Because  often  MH  and  A 
services  can  be  located  in  very 
institutionalized  settings and  so  folks  feel 
more  comfortable  going  to  a  drop‐in 
setting  where  the  services  are 
comfortable,  accessible  and  established 
relationships  are  already  there.  So  if MH 
and A worker comes into this space that is 
providing  BBP  services  where  a 
relationship with  the  service  user  can  be 
established through conversation‐ it’s very 
valuable. 

KEY INFORMANT 
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RECOMMENDATION FOUR: COORDINATE SERVICES 

 

INTEGRATED COMMITTEES  

Key informants spoke to the evidence and benefits of committees populated by a variety 

of disciplines and that Mental Health and Addiction’s attendance was of great benefit. 

These committees extend knowledge amongst participants and help to deconstruct 

access barriers.  

PROMISING PRACTICES:  

 

Community organizations can continue to play an 

active role in developing these relationships. These 

committees are most effective when their focus 

remains on establishing practice guidelines and 

developing policy.  

 

Most of the Public Health and Mental Health and 

Addictions respondents stated that they are 

interested in collaboration on a provincial wide 

committee to address HIV/AIDS/HCV and mental 

health conditions. A barrier to participation though, 

is that the Interior and the North are not resources 

adequately to attend regularly.  

 

 

 

 

 

 

 

There’s been a  recent effort by 
the  local  health  authority  to 
bring  HIV/AIDS,  HCV,  and  BBP 
service  providers  together  in 
monthly meetings.  Some of our 
nurses  attend  regularly,  and  it 
proposes  to  be  an  excellent 
opportunity  to  strengthen  the 
community service network.   

KEY INFORMANT 
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RECOMMENDATION FIVE: INCREASE KNOWLEDGE FRAMEWORK 

 

Building on existing evidence of what is working to address the mental health needs of 

people living with HIV/AIDS/HCV is an important component of transforming our 

understanding of mental illness. As we embark on implementing the first four 

recommendations, we will be better able to meet the needs of people living with 

HIV/AIDS/HCV and we will be transforming our understanding of mental illness.    

 

 

FIGURE 15: MENTAL HEALTH MODEL 
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PROMISING PRACTICES:  

 

There are many examples of 

innovative and alternative 

approaches to mental health care. 

These practices include utilizing 

therapeutic interventions that are 

not typically provided by mental 

health services. These practices are 

evidence-based and effective for 

treating mental health conditions for 

people who are living with 

HIV/AIDS/HCV.  

 

COMPLEMENTARY AND ALTERNATIVE THERAPIES (CAM) 

A current research project called The Living Lab is underway demonstrating the 

effectiveness of CAM for people living with HIV/AIDS and other life threatening 

illnesses in BC. CAM therapies include yoga, massage, and traditional Chinese 

medicines. Preliminary findings are promising in terms of positive correlation between 

CAM and lessening mental health distress including depression. For more information 

and research findings contact: http://friendsforlife.ca. 

 

MINDFULNESS THERAPY 

Another example emerging from Ontario is the effectiveness of mindful-based therapy 

for people living with HIV/AIDS. This is a therapeutic model that has its foundation in 

cognitive behaviour therapy (CBT). This therapeutic approach has demonstrated 

success in treating mental health conditions for people living with HIV/AIDS in Canada 

as well as the US. This approach also helps to address the lack of a spiritual component 

in many therapeutic models. Contact: http://www.mountsinai.on.ca. 

 

On a practical level, it means that we 
need  to  really  look  at  providing 
holistic services because  it  is hard  to 
separate  complex  issues  from  each 
other.  Everything  is  so 
interconnected,  the  responses  need 
to be interconnected too.   

KEY INFORMANT 
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HEALING VERSUS THERAPY 

Current mental health treatment models are largely ineffective for Aboriginal people. 

This is largely due to incongruence between conceptualizations of illness and 

treatment. Aboriginal leaders, counsellors, healers and service users do not treat a 

“condition,” they advocate for the healing. This involves a holistic approach to care 

including the mental, physical, emotional and spiritual being. The Aboriginal Healing 

Foundation published a resource manual for treatment from an Aboriginal perspective. 

It is a useful tool for frontline workers and health care professional. For a copy of the 

manual, Reclaiming Connections: Understanding Residential School Trauma Among 

Aboriginal People, contact: http://www.ahf.ca/publications/research-series. 
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SUMMARY KEY RECOMMENDATIONS 

 

  

    Target 
Population 

Three 
Goals 

Key  
Recommendations 

Promising 
Practices 

 
 

 

FIGURE 16: NEEDS ASSESSMENT RECOMMENDATION SUMMARY 
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A FINAL NOTE 

 

This needs assessment is to be used as a starting point to generate discussion. Public 

health plays an important role in providing leadership in order to implement the 

recommendations from this needs assessment. The fact that so many people living with 

HIV/AIDS/HCV are also living with a mental health condition- is a public health 

concern. The fact that many people living with a mental health condition are also at risk 

for contracting HIV/HCV- is a public health concern. Public Health is responsible for 

communicating this message to the Minister of Health as well as to Mental Health and 

Addiction’s senior management.  

In addition, mechanisms for research and knowledge transfer need to be established in 

the province. There is no maintained data base or central registry describing our 

current knowledge and practices. Without an established resource centre, HIV work in 

the province is fragmented, and largely unknown and unrecognized. It means that each 

new initiative can exist in a fishbowl. New projects are frequently built from scratch or 

reinvented wasting time and resources. It makes it difficult to develop policy and to 

develop coordinated community and clinical guidelines. Delegating and resourcing this 

responsibility to an appropriate organization is critical. A provincial HIV/AIDS 

network is one option. Looking toward the Ontario AIDS Network as a model may be 

appropriate. 

A surveillance system needs to be in place to track and monitor the mental health 

conditions of people living with HIV/AIDS/HCV. Baseline data needs to be compiled to 

ensure the ongoing analysis of services.  

Finally, let it be understood that the trap doors and revolving doors to mental health 

services in this province are harming people. People are living with much more distress 

than is necessary and are, in many instances, dying prematurely. Untreated mental 

health conditions place people at risk for contracting HIV and these conditions impact 

the decision making process of people who are living with HIV/AIDS/HCV. Attention 

needs to focus on providing a seamless continuum of mental health support from 

mental health promotion to treatment options for those with seriously complex health 

realities.   
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APPENDIX II: METHODOLOGY 

 

THE PURPOSE  

The purpose of the Needs Assessment is to increase our collective understanding of 

how mental illness and mental health issues are impacting the lives of people living 

with HIV/AIDS and other blood-borne pathogens with a focus on the implications of 

these issues for service providers. 

 

By its very nature, a needs assessment is problem focused; that is, its utility is to 

identify areas requiring improvement. We explored the existing problems and also 

examined the arenas of strengths so as to create a body of evidence for programs, 

practices and models that have been successfully implemented.  

 

A needs assessment is a systematic approach to identifying and determining the extent 

of social problems, accurately defining the target population to be served and the 

nature of service needs.47 There are 3 strategic levels of assessment:  

Level 1 primary the focus is on service receivers: students, clients, 

patients, information users, etc. 

Level 2 secondary the focus is on service providers and policy makers: 

teachers, parents, administrators, caseworkers, 

professional staff, support staff, etc. 

Level 3 tertiary the focus is on resources or solutions: buildings, 

facilities, equipment, supplies, technology, 

programs, delivery systems, working conditions, 

time allocations, etc. 

FIGURE 17: TYPES OF NEEDS ASSESSMENTS 

                                                        

47 Rossi, P. H., Freeman, H. E., & Lipsey, Mark, W. L. (1998). 
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This Needs Assessment utilized a Level 2 approach. We examined and described 

existing gaps in knowledge, skills, abilities, and competencies. Further research at 

levels 1 and 3 is beyond the scope of this project and will be an important future 

extension of knowledge. 

PURPOSEFUL SAMPLING STRATEGY 

 

People who are living with HIV/AIDS/HCV receive their health care services in a variety 

of settings ranging from community-based AIDS serving organizations (ASO’s) to 

specialized services offered at such places as St. Paul’s Hospital in Vancouver. Some 

organizations provide services to a wide range of clients, only some of whom are living 

with HIV/AIDS/HCV. For this needs assessment, community based organizations and 

service providers working in the field of HIV/AIDS were specifically targeted. A total of 

15 interviews and 8 questionnaires were collected from a distribution list of 53. Mental 

Health and Addictions Services contributed a total of 8 responses and Public health 

contributed 7 responses. 8 additional interviews were conducted with experts in the field 

including physicians, policy developers, national mental health leaders, and champions 

of current promising treatment models.  

 

A total of 46 interviews and questionnaires were obtained.  
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Data was gathered from representatives of each health authority and from organizations 

with provincial mandates.  

 

 

 

FIGURE 18: RESPONSE SUMMARY BY REGION 

 

POPULATIONS 

 

The Federal Initiative on HIV/AIDS identifies 8 population groups vulnerable to 

contracting HIV. Organizations that provide focused or mandated services to the 

following populations provided input into the Needs Assessment: 

 

3 

5 

7 

6 

9 

PHSA 

8 



MENTAL HEALTH   86   HIV/AIDS/HCV 

 

Gay men and MSM   Injection drug users 

Aboriginal people   Prison inmates 

Youth     Women 
HIV positive people   People from countries where HIV is endemic 

 

QUESTIONNAIRES AND INTERVIEWS 

A questionnaire was developed and pilot tested for service providers (Appendix Two). 

An information package, including project description and the questionnaire, was 

delivered to each contact identified in the sampling strategy. Participants were asked to 

grant verbal or written consent to participate in the survey. The issue of confidentiality 

was addressed in two ways. First, all identifiers were removed from the data upon 

transcription. Second, participants who consented to an interview were provided with 

the transcription of the interview for review. The respondents then had the opportunity 

to review his/her comments, modify as desired to ensure accurate representation and 

to review for confidentiality concerns. Reviewed interviews were then returned for 

analysis. 

 

Questionnaires allow for a more systematic data analysis, whereas interviews tend to 

provide more detailed and information rich data. Utilizing both an interview and 

questionnaire sampling process helped ensure the most comprehensive data set. 

Participants chose how they wanted to participate. In addition, utilizing two sampling 

strategies assisted in data analysis of validity and reliability.  

VALIDITY AND RELIABILITY 

The use of interviews and questionnaires assists in enhancing the validity of the data by 

the use of triangulation (utilizing more than one data collection method). By combining 

more than one method, the Needs Assessment is less likely to contain dramatic 

weaknesses or biases that might otherwise arise from a single data collection method. In 

addition, supplementary data was gathered through additional interviews with experts 

and through a literature review to corroborate data findings.  
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DATA ANALYSIS 

Interviews were transcribed and questionnaires examined for clarity. Raw data was 

tallied, coded, themed, manipulated and cross-referenced. Themes and comprehensive 

categories emerged and became evident. Outlier data was considered and reviewed for 

independent themes and meaning. Data was cross-referenced within regions and across 

regions, as well as between respondents to establish regional and/ or population 

emergent themes.  

LITERATURE REVIEW 

A literature review was conducted to examine published prevalence rates; to survey the 

research on HIV/AIDS and mental health; and to explore promising models and 

practice opportunities.  

 

 




