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A Q&A with Peter Cornish of Memorial University on the Stepped Care model, which he hopes will get everyone on
campus to be part of the support system for those dealing with mental health issues.

In 2014, Peter Cornish helped the Student Wellness and
Counselling Centre at Memorial University launch the Stepped
Care program. With this model, the level of intensity of care is
matched to the complexity of the condition. When someone
says they are stressed, or they are not feeling happy, then
society tends to say, “Okay, go see a psychologist,” said Dr.
Cornish, who is director of the counselling centre. However, not
everyone needs to see a therapist all of the time. The Stepped
Care model brings in many other “low intensity” options for the
patient that are readily available in the community, but which
we’re often not making use of. University Affairs sat down with
Dr. Cornish to find out more about the Stepped Care model and
why universities should consider it.

University Affairs: You mentioned that there seems to be a
view in the media that we are in the midst of a mental health
crisis, but you said it is actually more of a crisis of access.
What is the difference?

Peter Cornish: This is a controversial question. Some of my
colleagues in the field would argue that there is a change in
population in terms of resilience, that people are feeling more distressed and needing services more than before. I
don’t argue with that. However, there aren’t more mentally ill people. People are not sicker than they used to be.
What’s happened is that because people want more support to make their lives better and are feeling stressed, is
there’s a lot more demand for support. So, the crisis of access can be broken down in two ways: we have limited
types of programs available and they tend to be designed for people who are psychiatrically ill. And we have almost
nothing for people who aren’t psychiatrically ill, but are looking for supports. So everyone lines up whether they are
ill or not, for a psychiatrist or a psychologist. And the access issue is that we’re sending everyone to high-intensity
supports whether they need it or not.

UA: Why do you feel this shift has happened?

PC: I think, because of human rights legislation, we all think much more about accommodating people who
otherwise would not be given a chance in the education system or the job sector. But there is also a fear factor that
has come in, when we see mental illness, we wonder: “Uh oh, is this person going to blow?” And so the fear factor
then leads us to say: “Well, maybe I shouldn’t talk to this person, shouldn’t offer support. Maybe they are dangerous
and maybe I won’t be good enough as an average citizen to help, so I am going to feel anxious and I’m going to call
up the professional and pass the ‘hot potato’ to them.” Ideally, we would have an access system that allows us to try
to be just human, with anyone, until we discover that’s not enough, and then we involve the professional.

UA: I think there’s a fear, too, that we’ll say the wrong thing.

1/4

http://www.universityaffairs.ca/news/news-article/stepped-approach-can-help-ease-access-mental-health-care-campus/
http://steppedcaretwopoint0.ca/what-is-stepped-care-2-0/
http://wellbeinginfo.org/self-help/mental-health/stepped-care/


PC: There is a fear of failure. What I say when I am training in this [Stepped Care] model is that failure is not bad,
as long as it’s managed. Life is trial and error. Let’s be nice and see how that works. And if or when that fails, don’t
just send [the patient] to a psychologist. Maybe, get on the phone with someone who can actually give you a bit of
advice, so that you’re not passing the “hot potato” even after the first failure. You might get a little advice on how to
support that person. If that fails, then go to the professionals. That’s kind of the thinking that we’re trying to
encourage.

UA: Do you feel those in your profession are coming around to this way of thinking?

PC: What I find is 70 percent of mental health professionals say this is great, and 30 percent say, “Hmm, I am not
quite sure I know how this is going to work.” Or, “I am not trained in this different way of thinking.” And so they are
understandably skeptical. But the users – patients – all say, yes, this makes complete sense. University
administrators also say it makes perfect sense, because some universities have responded to the crisis by just
adding more counselors, and it doesn’t make a difference. You can add more specialists, but I think it actually
makes things worse. Because it is encouraging this idea that we should marginalize anyone that is struggling by
professionalizing and medicalizing them and sending them for treatment, as opposed to saying: I think we can all be
part of the solution.

UA: Can you give an overview of the Stepped Care program?

PC: This program first started in the U.K. about 20 years ago and was talked about in the context of primary care
health, where the physician is the main point of contact that then sends patients out to a specialist. The U.K.
National Health System decided they were going to try different options with patients, based on level of severity of
distress. You can think of it in terms of medication: you start with a lower dose and you only increase to a higher
dose when necessary.

The U.K. system only had a few steps in it, and was fairly rigid and rule-based. The version that we’ve come up with
at Memorial is much more flexible, but still evaluates changes in outcome at every point of contact, using good, solid
assessment tools. We want to maximize the involvement of the patient in the decision-making process so that in the
end, unless they are incapable of making decisions, they are taking responsibility for their health.

When I first meet with someone, they see – graphically – the model that I am talking about. So if they look at the
model and they don’t like what they see, we will ask them if there is something missing that would work for them.
What level of intensity do they want? And by intensity I mean, do you need someone right now to challenge you? If
you think of it in terms of the academic part of a student’s life, are they ready for a hard course? Or do they want an
easy course?

There’s an assumption that therapy is meant to be all supportive and easy. You go to a therapist and they’ll be nice
to you and you’ll go away feeling better. In fact, it works better when people are ready for a bit of struggle. But,
because there’s no lower intensity options built into most of our health care system, and we have to take everyone,
what ends up happening without Stepped Care is that therapists have to be really gentle and you have to wait a long
time to see one.

With our model, we start the relationship right away. If the patient is not ready for a challenge, I’m still going to meet
with them, but I won’t spend an hour with them every week, trying to do therapy. I might meet with you very briefly
and then get you to do some reading. Often when people aren’t ready, they need information to make a decision
about whether they want to embark on something that’s hard. And then, sometimes what we find is that those little
interventions actually are all they need right now. They get something out of it and they are good to go. But they also
know that, now that they have connected with me, they can always come back if they want to take another step later.
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UA: What are some of these low-intensity options?

PC: The first step is to meet with the patient. The next step I would put in a category of education or mental health
literacy. There are apps that have info, and of course there’s the library and Google. We coach them on how to be
discerning and what info you can trust. And then they can come back and talk about it. It’s a similar process to what
students would do with a professor during office hours. We are still counsellors, but we are actually saying: “We
don’t have to do therapy; we will just be the prof for a moment.” And that de-stigmatizes it. You’re not in treatment,
you are just consulting, and I am an expert, and you go off and read and I will tell you whether you got it right.

Step three gets the patient to do a little bit of work: reading books and using workbooks or online mental-health tools
that have workbooks built in. For example, we might have them do a seven-module treatment, or program on
anxiety, stress or depression. At that level, the patient is interactive with the program, but doesn’t have a therapist or
a coach formally involved. They might drop in and tell us how it went, or we might not ever see them again – they go
off and use that and they are fine.

Step four is educational, but has therapists involved. For example, workshops or one-time kinds of things like
classes on particular topics. At this level we also include peer support programs where people can consult with other
students on campus.

UA: What happens next if that still isn’t enough?

PC: The next level up is what I call counsellor or therapist-assisted mental health, where the therapists act a bit as
coaches, with the addition of online content. So this is equivalent to a flipped classroom concept in education where
the course material is online and students will review this on their own time. But then they also have a chance to
come in, interact with the expert, or instructor, or their classmates to work through particular assignments and
problems, so that then the so-called office hours are actually a central part of the learning, where they come in and
they do it as a lab; they work on things together. This is actually one of the more exciting levels in terms of
outcomes, because we are getting good data coming in where patients are spending a quarter of the time a week
with counsellors compared to traditional counselling. Because the content and the workbooks are available 24/7,
patients are actually spending more time working on issues, but do so independently. The outcomes are in most
cases, much better, and at minimum they are at least as good as when a counsellor spends an hour per week with
them. So you’re getting more with less.
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And then above that are traditional interventions of different intensity. Even in those traditional areas, we are
experimenting, doing it a bit differently and using time differently. We’re not necessarily always doing an hour;
sometimes 30 minutes is enough. With the psychiatric services in a Stepped Care model, the psychiatrist doesn’t
necessarily do all the work, they work with a physician. They don’t do it in isolation; they provide expertise to the
physician.

We are actually building a dashboard so that everyone involved in the care, especially the patients, can see which
level of intensity resources they are using, with the motivation always being for them to manage their health
themselves – to be empowered, to be as independent as they can. And, built into that dashboard is a feedback
mechanism, like what you would get on a FitBit, of how well you are doing with managing your own health, and being
able to see the outcomes, the resources that you are using, and then see which ones are working best.

UA: You mentioned earlier that staff and faculty sometimes feel unprepared to provide informal support.
How will the model address this?

PC: Currently we are expanding the model to organize, along a stepped model continuum, health promotion and
illness prevention activities aimed at the whole campus population. This will ensure that care and support systems
are more fully integrated throughout campus communities with the goals of maximizing efficiencies, collaboration
and stakeholder – by this I mean student, staff and faculty – empowerment. All members of the community will be
supported through engaging and creative campaigns as well as some training programs to participate in the
development of a healthy campus.

This interview was condensed and edited for clarity.
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