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Abstract:

 This paper describes an innovative new research program, Researching Health in Ontario Communities (RHOC), designed to improve understanding, treatment and prevention of co-occurring mental health, addictions, and violence problems. RHOC brings together a multi-disciplinary team of investigators to implement an integrated series of research studies (including pilot studies and full studies). The project involves use a mobile research laboratory to collect a wide range of biological, behavioral and social data in diverse communities across Ontario, Canada, including remote and rural communities, areas experiencing poverty and social disorganization, urban areas, and Aboriginal communities. This paper describes the project background and research plan as well as the anticipated contributions of the project to participating Ontario communities and to broader scientific knowledge.
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1. Introduction

Mental health problems, addictions, and violence are important public health concerns that impose considerable health and social costs on individuals, families, communities, and societies [1-6]. Empirical research indicates that mental health and addiction (MHA) disorders commonly co-occur [1,3], and that these disorders, as well as their co-occurrence, are strongly associated with violence [7-15]. Mental health problems, addictions, and violence (abbreviated in the present paper as MHAV) have complex aetiologies involving both individual-level factors (including socio-demographic, biological, and psycho-social variables) as well as community/environmental-level influences (such as levels of neighborhood disorganization and unemployment rates) that may have independent and interactive effects. As of yet, however, the linkages among these factors are poorly understood. In order to better understand MHAV, a sophisticated multi-disciplinary program of research is required that addresses a wide range of biological, behavioral, and social factors operating at both the individual and community levels.

Researching Health in Ontario Communities (RHOC), recently funded by a Canadian Institutes of Health Research Emerging Team Grant (CBG-101926), is an innovative project for studying MHAV problems in communities across the province of Ontario, Canada. The project brings together a multi-disciplinary team of investigators to implement a series of research studies (including both pilot studies and full studies) on various types of MHAV problems, especially co-occurring problems, with a particular focus on mood and anxiety disorders, alcohol and drug use and abuse, and interpersonal violence. These studies employ a mobile research laboratory in the collection of a wide range of biological, behavioral and social data in communities across Ontario. All studies are coordinated and integrated through their focus on MHAV problems, the collection of common data across studies, and the development and analysis of a community indicator database. Together, these research studies produce detailed scientific knowledge on MHAV problems and inform prevention and treatment efforts in local communities and beyond.

In the present paper, we discuss the structure of the RHOC program, the mechanisms for coordinating research and preliminary plans for contributing to knowledge in the communities and to science generally. We first provide an overview of MHAV problems, especially the co-occurrence of such problems, as well as the theoretical framework guiding RHOC. Next, the project's objectives, the use of a mobile research laboratory and the integration of studies through the collection of a common set of core variables are discussed. We then address the longer-term objective of developing a community indicator database. We also describe the community-based approach employed in the project, involving ongoing consultation with community stakeholders. The paper concludes with a discussion of the anticipated output and contributions of RHOC to local communities and to the scientific literature generally.



2. Project Background


2.1. Research on the Co-Occurrence of Mental Health, Addiction and Violence Problems

Considerable health, economic and social costs are associated with mental illness, substance abuse/addiction and violence. Mental illness and addiction rank first and second, respectively, as causes of disability in both Canada and the United States. Globally, five of the ten leading causes of disability are mental health disorders [16], while alcohol consumption alone is responsible for 4% of the total global burden of disability [17]. The annual costs associated with treatment for mental illness in Canada have been estimated at $6.3 billion; in addition, indirect costs due to lost productivity associated with mental health problems (including short and long-term disability and early death) have been estimated at approximately $8.1 billion [4]. In 2002 alone, Canadian health care costs related to alcohol, tobacco and illicit drug use were estimated at $8.8 billion, while estimates for productivity losses and law enforcement costs associated with substance use were approximately $24.3 billion and $5.4 billion, respectively, amounting to a total of almost $40 billion in health and social costs [5].

The psychological distress and daily burden associated with violence also result in considerable economic costs to individuals and societies. For example, the total health care cost per year in the United States relating to intimate partner violence, including medical and mental health care services, is estimated at nearly $4.1 billion [18]. In Canada, direct annual medical costs to women as a result of intimate partner violence have been estimated at $1.1 million (USD) [19]. These estimates do not include costs associated with other often more common forms of interpersonal violence, including male-to-male violence and violence toward children.

Importantly, empirical evidence indicates that mental health problems, substance use/abuse and violence commonly co-occur. The co-morbidity of mental illness and substance use disorders in particular has been widely investigated and supported by research [20-23]. For instance, a study conducted in Ontario, Canada indicated that approximately 55% of individuals aged 15–64 with an alcohol disorder also had a mental health problem, compared with 25% of individuals with no alcohol abuse/dependence problems [23]. Similarly, the U.S. National Co-morbidity Study found that 11% of respondents who abused alcohol during a 12-month period also had at least one major depressive episode during this same period [22].

Substance use and mental health problems are both commonly associated with violence, including perpetration and victimization as well as partner violence and non-partner violence [e.g., 12,15,24-26]. A substantial proportion of violent episodes involve use of alcohol and other drugs [26]. Evidence from countries around the world indicates that alcohol use and abuse increase the likelihood and severity of violence for both non-partner [27] and partner violence [28-30], with some findings suggesting that alcohol is used by victims as a mechanism for coping with abuse [31]. In terms of links between violence and mental health, evidence indicates that victims of spousal abuse have higher levels of depression and generally exhibit poorer mental health than non-victims [32-38]. Additionally, perpetrators of physical partner violence are more likely to exhibit depressive symptoms than those who do not perpetrate partner violence [32,39-41]. Evidence also suggests that mental illness and addiction co-morbidities are associated with violence, perhaps even more so than are single disorders [7,12,42]. For instance, research suggests that heavy drinking may be more strongly associated with partner violence among men with antisocial personality disorder compared to those without this diagnosis [43].

Overall, mental health disorders, substance use/abuse, and violence are inextricably linked, although the precise nature of these linkages is not entirely clear [see 44]. Given the enormous costs associated with MHAV problems, research is needed that aims to better understand their co-occurrence.

RHOC focuses on mental health and addiction problems with particularly high prevalence rates, namely, depression, anxiety, and stress, as well as alcohol and drug abuse and dependence. RHOC also addresses various forms of aggression and violence, ranging from verbal aggression to severe physical violence between adults, including both intimate (i.e., between spouses or dating partners) and non-intimate (e.g., barroom violence) interactions. This focus allows for an assessment of problems affecting large numbers of people, imposing considerable burden and cost on individuals, families and communities, and requiring heightened attention in prevention and treatment service planning. Studying problems of higher prevalence also ensures that sample sizes will be sufficiently large for the application of statistical techniques.



2.2. The Importance of Community-Level Influences

A growing literature suggests that a better understanding of MHAV problems can be gained by considering the contribution of both community-level and individual-level factors. A number of recent studies have identified an important role of community-level factors in explaining mental health problems. For example, Dupéré and Perkins [45] found significantly higher rates of depression and anxiety in neighborhood blocks characterized by higher rates of disorder and disadvantage compared to more advantaged areas. A study of the relationship between neighborhood perceptions and adolescent mental health in Los Angeles [46] found that those who lived in neighborhoods with greater perceived environmental risks relating to crime, violence, drug use and harassment were more likely to experience symptoms of depression, anxiety and conduct disorders. Duncan et al. [47] found that lower social cohesion in high poverty neighborhoods was associated with greater perceived problems with youth alcohol and drug use, as well as elevated rates of neighborhood youth alcohol and drug arrests.

A wide range of individual factors also contribute to MHAV problems, including socio-demographic (such as age, gender, ethnicity), biological (e.g., genetics, bio-markers of stress), and psycho-social variables (e.g., personality factors, stressful life events, social support) [48-50]. Moreover, a growing body of evidence indicates that individual factors can interact with environmental factors to increase or decrease the likelihood of MHAV problems. For example, a landmark study conducted by Caspi et al. [51] found increased risk of depression in individuals with a certain genetic predisposition (i.e., a functional polymorphism on serotonin transporter gene 5-HTT) when exposed to environmental stress. Research has also demonstrated that differences in the extent to which severe childhood maltreatment leads to adult anti-social behavior (i.e., manifestations of depressive symptoms, diagnosable depression, and suicidality) among males depends in part on individuals' genetic makeup (specifically pertaining to the monoamine oxidase A gene) [52]. Another study found a high-risk genotype (GABRA2) associated with increased probability of alcohol dependence, but that this probability was reduced significantly in the context of strong familial support [53].

As the above literature suggests, studying the occurrence and co-occurrence of MHAV problems requires a sophisticated multi-disciplinary approach that is attuned to the diverse factors that contribute to these problems, including individual and community-level variables as well as their interactions. To this end, the RHOC project integrates biological, social, and behavioral sciences, and uses a multi­level approach in order to examine the contributing role and inter-relationships among individual-level and community-level factors affecting MHAV. The theoretical framework guiding the RHOC program, depicted in Figure 1, reflects this approach. As shown in this figure, community-level variables and individual-level variables are conceptualized as having independent and interactive influences on MHAV. In turn, MHAV problems influence the well-being of individuals (in terms of level of disability and daily functioning) and by extension, affect the functioning of communities. Additionally, community-level variables, such as economic stability, affect the quality and availability of community services, which in turn affect treatment outcomes, and thus disability and daily functioning of individuals with MHAV problems.

Figure 1. Theoretical framework of RHOC.
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Overall, RHOC aims to elaborate on the nature of the inter-relationships among a myriad of possible individual and community-level factors involved in MHAV problems and their co-occurrence through coordination of research projects focused on specific aspects of MHAV. This integrative approach will help refine theoretical understandings of MHAV problems, especially the co-occurrence of such problems, generate important scientific knowledge for further empirical investigation, and inform services aimed at preventing and treating MHAV problems.




3. Project Objectives

The overall objectives of the RHOC project are to:


	support and coordinate research that integrates biological, behavioral, and social science perspectives to gain a better understanding of the individual and community-level factors that play a role in the occurrence and co-occurrence of MHAV problems;


	assess the independent and interactive influences of both individual and community-level factors on MHAV in a minimum of 20 communities in Ontario, Canada, including rural and high risk communities, as well as communities that are representative of the Ontario population;


	develop a community indicator database that includes information on MHAV problems;


	evaluate the extent of unmet need related to the occurrence and co-occurrence of MHAV problems in Ontario communities;


	assess and improve the capacity of community services to respond to unmet need relating to MHAV problems; and


	apply research knowledge to enhance the role of community resources in addressing the prevention and treatment of problems related to MHAV, especially the co-occurrence of these problems.




Also, an important aim of the RHOC project is to support and mentor new research trainees and provide them with valuable research experience that will enrich their academic and health research careers. As such, the project involves supporting numerous trainees from multiple disciplines (including medicine, epidemiology, psychiatry, psychology, sociology, and neurosciences), studying at both the undergraduate and graduate levels. Where possible, trainees are being hired from academic institutions residing in or close to the communities under study. RHOC therefore offers a unique opportunity for trainees residing in smaller communities of Ontario.



4. Research Plan

RHOC supports, facilitates and coordinates pilot studies focusing on MHAV, involving shared use of a mobile research laboratory for data collection. RHOC investigators funded to conduct pilot studies are expected to seek additional funding to support full-scale research projects using the mobile lab. All pilot and full studies implemented as part of RHOC focus on some aspect of mental health, addiction and/or violence co-occurring problems, and hold implications for the development and/or improvement of prevention and treatment programming. The pilot studies, led by collaborating investigators, allow for the development and testing of innovative data collection methods and measurement instruments. Although preliminary findings are generated from this work, the main goal of the pilot studies is to provide the basis for developing research protocols and corresponding grant proposals for full-scale research studies. Once funded, these larger studies provide ongoing financial support for use of the mobile laboratory and RHOC infrastructure, thus ensuring long-term sustainability of the project beyond the five-year term of funding for RHOC (2010–2015). While the pilot studies are conducted in at most one or two communities, large-scale studies are expected to include a minimum of six communities.

As described in more detail below, the research plan for RHOC pilot and full studies consists of four key components. First, a mobile research laboratory is used for all data collection, which makes it possible to conduct research in a standardized way across diverse communities, including those in remote and disadvantaged areas. Second, a common core set of variables related to key individual-level measures of MHAV are being collected in all studies. Third, RHOC studies are integrated in the long term through the development of a community indicator database comprised of available statistics and data aggregated from individual-level data (collected as part of the pilot studies and the common core variables). This database, which is accessible to all investigators, allows for multi-level and comparative analyses. A fourth key component of the RHOC project is that it employs a community-based approach by involving community stakeholders in the research process. These four components of the research plan are described in more detail below.


4.1. Using a Mobile Laboratory to Study MHAV Problems

A unique feature of RHOC is the use of a mobile research laboratory to collect a wide range of data across numerous communities. The mobile laboratory was purchased with funding from the Canadian Foundation for Innovation (CFI, grant number 16014). It is outfitted with computers and data entry equipment, monitoring devices, equipment for health examinations and for storing body fluids, as well as interview rooms and training space. While mobile research laboratories have been used to examine the physical health of community populations (e.g., the National Health and Nutrition Examination Survey, or NHANES, in the U.S.), RHOC is the first known use of a mobile research laboratory to study MHAV problems.

Using a mobile laboratory allows the RHOC team to overcome many problems that are inherent to field research. For example, the collection of data in the field is often hindered by limited research space in the community setting, and by researchers' requirement to transport expensive equipment to and from the office laboratory. Although pen and paper surveys can be easily administered in field settings, computer-administered testing and other data collection strategies require access to complex data collection instruments and environments. In addition, research conducted in multiple locales (i.e., in numerous communities with different physical resources available to researchers) can result in considerable variation in data collection instruments and procedures across settings. The mobile research laboratory overcomes these problems by allowing for biological, social and behavioral data to be collected in a standardized way across communities. Use of the mobile laboratory also permits data collection in communities that lack the resources for conducting complex research, including disadvantaged and remote communities.

An additional advantage of using the mobile laboratory for community-based research is that resources and infrastructure are shared among investigators, thereby reducing overhead costs. For example, in any given community, a number of studies can be conducted simultaneously over a period of three to four months. In each community, a site coordinator manages the day-to-day operations of the mobile laboratory and oversees participant recruitment and data collection for all pilot studies being conducted. While it is sometimes necessary for research staff with special skills to be hired for one specific study, most staff work on multiple studies. The project coordinator, located in the team's home office, oversees data collection across all studies as well as general use of the mobile laboratory, optimizing shared use of resources.



4.2. Core Variables

A core set of variables is being collected in all communities and in all pilot and full studies, allowing for community comparisons and the testing of various hypotheses related to MHAV problems and their co-occurrence. In particular, a computerized questionnaire is being used to collect self-report measures of: (1) depression and anxiety disorders (the most prevalent psychiatric problems and the leading causes of mental health-related disability) [54-56]; (2) partner and non-partner verbal aggression and physical violence; (3) alcohol, marijuana and tobacco use and problems (the most widely used substances and those which have been shown to be consistently associated with mental disorders [21,57,58, see also 59,60] and health harms generally [5]); (4) the burden of disabilities related to the occurrence and co-occurrence of MHAV problems on individuals and their families; and (5) utilization of services and barriers to accessing care for MHAV problems. Participants in all studies are also asked to provide a hair sample and a saliva sample. The hair sample serves as a biological measure of stress (i.e., hair cortisol level) and alcohol use (i.e., ethyl glucuronide level), which are analyzed alongside self-report measures obtained from the core questionnaire and instruments used in individual studies. Importantly, evidence suggests that hair cortisol and ethyl glucuronide levels are related to various health concerns requiring intervention [61,62]. In the RHOC project, these biomarkers will be evaluated for their potential use in future monitoring systems to predict health care needs. In terms of saliva, DNA will be extracted from samples in order to examine genetic vulnerabilities to MHAV problems.

The core dataset will be available to all investigators for analysis alongside individual study data, facilitating multi-disciplinary investigations. As such, the core dataset permits a number of overarching research questions to be addressed, including:


	What are the associations among substance use, mood and anxiety disorders, violence, stress and burden of MHAV problems within and across communities?


	To what extent are rates of substance-related problems, mood and anxiety disorders, violence, stress, and burden associated with community-level factors such as social disadvantage, unemployment and availability of services (e.g., is there a higher rate of certain types of problems in communities with higher levels of poverty or unemployment)?


	Do community-level factors modify relations among substance use, mood and anxiety disorders, violence, stress and burden (e.g., is the link between substance use disorders and mental illness stronger in communities that have had a recent economic depression)?




The core questionnaire also allows for numerous other specific research questions to be addressed, allowing investigators to link core variables and individual study variables at the level of the respondent.



4.3. Development of a Community Indicator Database

An important long-term goal of the RHOC project is to develop a community indicator database that will be accessible to all collaborating investigators. Experts are increasingly recognizing that data at the local level are required to develop and allocate resources for sustainable policy, prevention and treatment programming [63]. Reflecting this trend, a number of cities across North America are developing their own community indicator systems, intended to allow for various health, socio-economic and environmental issues to be assessed, monitored, and tracked for changes over time. The rationale behind these new data systems is that information collected at the local level allows for community priorities to be identified and for collective action and planning efforts to be directed towards improving the well-being of the population. Local data provide information that is more relevant, current and reliable than data provided at the federal, state or provincial level. Moreover, with increasing emphasis being placed on health service integration, community indicators can be used by communities to identify services that may have common goals and to form cross-linkages to enhance capacity. By developing a database of community indicators for participating Ontario communities, RHOC will provide knowledge for these communities' planning efforts and, by extension, will contribute to the long-term well-being of local populations.

In the creation of the RHOC community indicator database, Census data at the enumeration level are being used to create indices of social disadvantage, including family characteristics (e.g., single-headed families), income, educational attainment, labor force activity (participation, unemployment rate, industry), and dwellings owned versus rented. Additionally, indicators of social capital (e.g., engagement in community activities, volunteering, etc.), health service utilization, access to health care and satisfaction with the health care system are being extracted from the Canadian Community Health Surveys and aggregated to the community level. As previously noted, the community indicator database will also include variables from RHOC's core questionnaire aggregated to the community level (for example, community rates of alcohol disorders, partner and non-partner violence, co-occurring MHAV problems and disability rates due to such problems, service utilization and access, etc.). Additionally, variables unique to specific projects will be aggregated to the community level wherever possible, producing, for example, prevalence estimates of heavy drinking among young adults.

The community indicator database will be developed in an iterative process, based on the implementation of pilot and full studies in communities across the province, and will therefore take at least four or five years before it is fully developed. At this time, it will allow for comprehensive multi-level analyses of relations among community-level variables and of macro-micro links.



4.4. Community Involvement

Community collaboration in public health research has increased in recent years, with investigators and funders recognizing the importance of community stakeholder participation [64,65]. Involving community stakeholders ensures that investigators are sensitive to the interests and values of the community and that the process is meaningful to community partners. Community stakeholder involvement also helps researchers to better understand issues faced by communities, allowing for improved data collection and measurement as well as more meaningful knowledge transfer [64]. To this end, a central component of the RHOC project is the involvement of community partners throughout the research process.

In each research location, community stakeholders are being invited to take an active role in the research program. For example, prior to conducting research, an advisory committee is being established in each community, consisting of representatives from local service agencies, consumers of treatment services and members of the community at large; these individuals provide a voice for the community in reference to the research being conducted. Upon completion of RHOC studies, direct transfer of relevant knowledge back to the community is ensured through collaborative development of customized reports, created by RHOC team members and community advisory committee members. These reports are to be disseminated to various community stakeholders not directly involved in RHOC, including politicians, local health professionals, and the general population. The RHOC team will also be holding community forums in each participating community upon the completion of research. In these forums, investigators and community partners can share study findings with local residents, who in turn have an opportunity to discuss research findings and determine future directions for use of this knowledge to improve services in their community.




5. Research Methods and Analyses


5.1. Selection of Communities

While there are various definitions of ‘community,’ the definition used in the RHOC project is geographically based, involving service planning catchment areas that are of sufficient population size so as to allow for meaningful sampling [66]. Initial communities were selected for the RHOC project based on available Canadian census data at the enumeration level, which were used to create indices of social deprivation based on the following indicators: median income, unemployment rate, proportion of dwellings rented (rather than owned), proportion of families headed by a single parent, and proportion of residents aged 25 or older with no high school diploma. Using these data and applying Geographical Information Systems, relative deprivation scores were graphed, highlighting areas high in poverty and social disorganization in Southwestern Ontario (see Figure 2). From this information and in consultation with experts (e.g., community key informants, scientists and public health officials), three high risk small to mid-sized communities in Southwestern Ontario were selected for initial pilot work.

Figure 2. Levels of poverty and social disorganization in Southwestern Ontario.
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Over time, the project will move into more remote and northern communities as well as into large urban areas, in order to include additional socially disadvantaged communities (including Aboriginal communities) as well as communities that are representative of the Ontario population in terms of rates of social disadvantage. As shown in Figure 3, several areas with high relative deprivation scores (i.e., areas high in poverty and social disorganization) will be targeted in the province. A total of 20 communities will be included by the end of the fifth year of RHOC, providing sufficient community-level variability to assess the impact of community factors on MHAV problems in multi-level models.

Figure 3. Levels of poverty and social disorganization in Ontario.
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5.2. Sampling and Analyses

The target populations and sampling methods vary from study to study and depend on the objectives of the individual study. RHOC studies include general population samples as well as samples of young adults, adolescents, clinical populations and Aboriginal populations. Notably, core data from generalizable samples are being collected in every community, allowing for the development of accurate prevalence estimates. If in a given community the studies planned do not produce generalizable research (due to the sampling techniques employed), an additional generalizable population sample will be recruited to complete the core measures.

The analytic methods employed by each investigator depend on the objectives of the individual pilot or full study. However, the multi-disciplinary and integrative work will involve conducting community comparisons and analyses assessing individual and community-level factors contributing to MHAV problems. When core data are available from multiple pilot and full studies, formal multi-level analyses will be conducted. This analytic method will be the tool by which the multidisciplinary team will combine their efforts in the analysis of inter-relationships between individual-level risk factors and community-level influences on mental health, substance use, and violence problems. Additionally, in later years, where sample sizes permit and meaningful variables can be defined at the level of the sub-community, three-level multi-level analyses will be conducted, whereby variables at the level of the larger community as well as the sub-community will be included to tease out effects at both levels. This approach will be especially important when sub-communities (e.g., small towns within a county) appear to have their own unique characteristics or problems that need to be accounted for in the analyses.

A minimum of 200 participants are being recruited in each community, with a total sample size at the end of the 5-year term of the project expected to be between 4,000 and 5,000 participants. This will result in sufficient statistical power for community comparisons as well as to detect both individual-and community-level effects in a multi-level model [67]. As noted above, RHOC supports pilot studies that are expected to lead to funding for larger-scale studies. Thus, sample sizes will likely exceed these minimum estimates.




6. Cross-Disciplinary Fertilization

The RHOC team includes researchers from many disciplines, including medicine, epidemiology, psychiatry, psychology, sociology, criminology and neurosciences. Current research by the core team spans a range of topics, including substance use and dependence, depression and other mental health disorders, acute and chronic health problems associated with substance use and mental illness, child and youth mental health and addictions, aggression and violence, and psychiatric genetics. While the current research team consists of 11 investigators, RHOC will expand its team in future years by recruiting additional investigators, thereby diversifying the expertise of the team and providing support for early career scientists.

It is expected that RHOC's integrated broad approach to studying MHAV problems and their co-occurrence, involving different levels of aetiology and different disciplinary perspectives, will contribute to a better understanding of MHAV problems than would be possible if research projects were limited to investigators' own specific areas of expertise. Integrating diverse pilot and full studies led by different investigators facilitates the development of close working relationships among team members and other partners in the development of research and the application of research findings. It enables cross-disciplinary fertilization pertaining to research on MHAV problems through shared access to the core database, common use and contribution of aggregated variables to the community indicator database, and collaborative proposals deriving from research sharing at team meetings.

Additionally, the project includes a five-member Research Advisory Committee. The members of this committee have expertise in public health, statistics, forensic psychiatry, training and delivering medical services in northern communities, research and practice in disadvantaged communities, and community health promotion. The role of the Advisory Committee is to provide substantive, organizational and operational advice on the project.



7. Summary and Conclusions

In sum, RHOC is an innovative multi-disciplinary project involving multi-faceted research into various individual and community-level factors associated with MHAV problems and their co-occurrence. The project supports, facilitates and coordinates pilot studies that use a mobile research laboratory for data collection. These studies provide investigators with the opportunity to test innovative new research methods in the study of MHAV problems and serve as the basis for the development of grant proposals to seek funding for full-scale studies. These full-scale studies, in turn, ensure the growth and sustainability of the RHOC project in the long term.

Although the pilot and full studies are led by investigators from different disciplines and with different research objectives, a common interest among all investigators is the understanding of MHAV problems and their co-occurrence, and the explanatory role of community-level and individual-level factors associated with MHAV. Additionally, an important research commonality is the collection of common data across all individual studies and the development of a community indicator database, ultimately producing generalizable scientific knowledge on MHAV problems and facilitating the integration of research across disciplines.

Overall, RHOC is expected to achieve scientific and clinical advances by: identifying linkages between social, behavioral, and biological factors associated with the occurrence and co-occurrence of MHAV problems; identifying both individual and community-level influences on MHAV and the links between these two levels of influence; estimating the burden of MHAV problems on individuals and their families and developing strategies for reducing this burden through effective use of community services and resources; gaining a better understanding of MHAV problems as these exist in individual communities, including high risk communities and those representative of the Ontario population; informing community prevention and treatment programming on how to address MHAV problems more effectively; and developing an ongoing community indicator database that will permit the assessment of unexplored linkages among multiple explanatory variables, including both individual and community-level factors. Moreover, by collecting data at the local level, RHOC provides small and remote communities with information on the occurrence and co-occurrence of MHAV problems, information that is often unavailable from large provincial and national surveys. In this way, RHOC will contribute to targeted, evidence-based health service planning in participating Ontario communities.
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