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ness of the hospital to listen to the voices of pa-
tients, their families and advocates. In the fall of
1992, after hearing from many of these people, as
Ombudsman | decided to initiate an investiga-
tion.

The investigation represented the first systems
review of a major psychiatric hospital by a Cana-
dian or other Ombudsman. When deciding on
the scope of the inquiry, the Ombudsman decided
to cast the net broadly in order to encourage as
many people as possible to share their views with
us. The focus of the investigation was to discover
the ways in which Riverview Hospital was, and
needed to be, administratively accountable to the
group it serves. However, | asked to hear the broad
range of concerns of patients to see whether and
where the hospital was falling short of meeting
its public responsibility to listen to and address
those concerns.

Two investigators from the Health Team spent

Guest Editorial » Dulcie McCallum

Accountability in mental
health: a glance at the past
and a glimpse for the future

As Ombudsman, my investigation of Riverview
Hospital was one of the major undertakings of
1993. A series of incidents led interested commu-
nity groups and individuals to question the open-
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Internal Complaint Recommendations:

* adopting and implementing a draft Hospital's
Charter of Patient Rights to serve as the foun-
dation for creating a patient-centred culture at
the hospital

+ appointing a Patient Relations Coordinator at a
senior level of administration to develop and
promaote mechanisms for responding to com-
plaints

* permitting patients to request and receive a
change of caregivers

» establishing a process by which patients can re-
quest and receive second medical opinions on
treatment questions.

Recommendations to the Provincial

Government:

* proposed changes to mental health legislation
to provide people who are involuntarily de-
tained greater safeguards about giving consent
to psychiatric treatment

= ensuring legislation gives people with mental
illness the same right to pre-plan their medical
care during periods of mental well being

= appointing a Mental Health Advocate for the
province of British Columbia, with the follow-
ing mandate: to report annually and as required
to the public on the state of the mental health
service system in BC, and on the issues being
encountered by people who have a mental ill-
ness, service providers, advocates and those
they support

*to provide a single information and referral
source for advocacy resources in mental health
services in BC

Riverview Hospital accepted all of the recommen-
dations directed to it in Listening. The board, ad-
ministration and staff collaborated on a compre-
hensive planning process to make change based
on the recommendations a reality. As Ombuds-
man, | now felt that Riverview had in place a
means of responding effectively to patients and
family members with concerns about any aspect
of hospital services.

Among the several recommendations made to
the Ministry of Health, perhaps the most impor-
tant was the recommendation that provided that
the Provincial Government appoint a Mental
Health Advocate for the Province of British Co-
lumbia. | considered having a Mental Health Ad-
vocate as one way to encourage government to
engage in systemic advocacy aimed at improving
the quality of life of people receiving mental
health services.

The Minister of Health and Minister Respon-

sible for Seniors, in her 1998 Mental Health Plan,
announced the creation of a Mental Health Ad-
vocate. In August 1998, Ms. Nancy Hall was ap-
pointed as the Province's first Mental Health Ad-
vocate. [ expressed my appreciation to govern-
ment for following the final outstanding recom.-
mendation from my report.

So where do we go from here? There are sev-
eral things that those working in this field, peo-
ple with a mental illness and families can think
about in the coming yvear.

First, ensure that your local community
caregivers, including hospitals that provide psy-
chiatric services, are following the principles and
intended outcomes recommended in Listening.

Dulcie McCallum is the
Ombudsman for the
province of BC, ap-
pointed in August, 1992.

The Ombudsman’ Office will continue to use the  gefore this paosition,
report as a standard by which to measure serv-  pyicie worked as a
ices both in a hospital setting and, to the extent lawyer and as legal
appropriate, in community settings, throughout  afaire consultant with
the mental health care system now and in the fu- e Canadian Associa-
ture. With more and more individuals needingto g0 for Community

find supports for the challenges facing them as

Living (CACL). Whil
people with a mental illness, we must extend the s

with CACL, Dulcie also

principles across the board of service delivery. taught advocacy to
Second, promote the use of principles to guide ﬁsﬂﬂm? gmu;: in the
provision of service to people who have amental  Caribbean.

illness. Here is a sampling of the principles used

as the framework for the Listening report modi-

fied to read generically:

* Every person is entitled to be treated with dig-
nity and respect.

Editor's message

Why is it that monitoring and evaluation are so current on everyone’s mind? Per-
haps it's a function of having limited human and financial resources, and trying to
make the best possible use of these resources to achieve the most positive results
for people using mental health services, Its important to be able to measure how
well we are doing as individuals, organizations and as a mental health system. We
will know how well we are doing, if we encourage consumers and family members
to be involved in the development of measurements that are meaningful to them.

In this issue we explore a number of different ideas and approaches to account-
ability, monitoring and evaluating senvices as well as mental health research. We
hope these ideas will spark the imagination of the reader so that we can build upon
our strengths as a system to meet the needs of people with mental illness.

There are two consistent themes throughout. One is the need to develop stand-
ardized tools, methods and approaches on a local, regional and provincial basis,
and the creation of one information system for collecting data that will enable us as
a mental health system to make decisions based on evidence.

As consumers, family members and service providers, we all must be vigilant in
creating a momentum for ensuring we are consistent and accountable.

Shelagh Turner

We are interested in receiving your comments about this and other issues of Vi-
sions. Send them to dellery@cmha-beorg or fax us at 604/688-3236,
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» Every person has the right to be heard and lis-
tened to regardless of disability or method of
communication,

* Every effort must be made to enable people to
advocate on their own behalf and, where nec-
essary, individuals and groups are to be provided
with the necessary supports to make their
wishes known and acted upon.

* Where decisions are made that affect the lives
of those who are dependent on a service those
responsible for making the decision must in-
clude those affected in the decision-making
process regardless of any assessment of com-
petency done for other purposes.

* All decision-making must be inclusive, accessi-
ble, understandable, responsive and expedient
to those it affects including people who have a
mental illness, friends, families and advocates.

= A complaint mechanism must be in place where
individuals are being served by professional
staff.

* Those responsible for the treatment, care and
rehabilitation of people who are labeled men-
tally ill should demonstrate the optimum level

Research isn't just something that happens in the
ivory tower. “When research is happening in the
community, people come to appreciate the value
of the process of looking at things critically and
seriously and then doing something to effect
change.” This comment from a leader of a grass-
roots community group captures the essence of
community-based research. The BC Health Re-
search Foundation has been committed to sup-
porting this kind of research since 1990 when the
Foundation created its first program to encour-
age community groups and health service provid-
ers to conduct research aimed at addressing
health issues that community members identify
as important.

Community-based research is one way to make
health research more relevant to the day-to-day
realities of both health care providers and con-
sumers. The Foundation’s efforts have been key
to building the capacity of communities across
the provinee to investigate critical health issues
and take effective action. The community re-
search grants program, the community-based re-
search training program and other consultation
and facilitation activities put the Foundation in

of respect, tolerance, understanding and affec-
tion for those they serve to set a standard for the
community at large to emulate,

* Everyone has the right to self-determination. All
legal and administrative mechanisms in place
should, as a first principle, enhance the person's
right to be self determining,

And finally, these principles can assist all of us to
ensure that the person being served is at the cen-
tre of our service and that focus will be the para-
mount consideration in how we go about admin-
istering that service. Increasingly, mental health
services are being delivered in the community
with psychiatric facilities being but one end of a
continuum. Key issues such as housing and em-
ployment need to be addressed to ensure that a
holistic approach to maximizing the well being
of people who have a mental illness,

We in British Columbia have a major challenge
ahead of us to ensure that people who have a
mental illness are enabled to find a safe, healthy
and happy place in our community. This would
be fair.

BC Health Research Foundation identifies
values of community-based research

the forefront of the movement to find ways to
build stronger links between health research and
those who use that research: health care provid-
€rs, consumers, community groups, and policy
makers.

Community-based research is typically initi-
ated by community members who believe they
need to know more about a particular health is-
sue in order to resolve it effectively. The commu-
nity is actively involved in all aspects of the re-
search process, from specifytingresearch ques-
tions to implementing actions based on the re-
sults. Researchers and community members
work as partners throughout the process of col-
lecting and analyzing information and determin-
ing how to use that information to promote bet-
ter health.

From the Foundation’s experiences over the
last several years, we can see that this kind of re-
search produces unique benefits. Community-
based research builds bridges among community
members, researchers and policy-makers - peo-
ple who have a stake in the health system, but who
rarely have an opportunity to work together on
specific issues. Having community members ac-



tively involved means that the research can be
grounded in the knowledge and experiences of
local people.

Community members contribute observations
and insights that might have been missed if the
research was conducted only through “outside
observation.” Including a variety of perspectives
helps to ensure that local decision-makers see the
research as credible and relevant, By doing this
kind of research, a community can come to un-
derstand itself better and develop a sense of own-
ership of the problem and its potential solutions.
And, in many cases, solutions are not only appli-
cable to the communities that do the research,
Many community-based research projects de-
velop models for programs or services that can
be applied by other communities facing similar
issues,

Not only does community-based research pro-
vide important outcomes, but also, the process is
beneficial. The use of less traditional methods of
research, better suited to exploration and descrip-
tion, provide a more interactive and collaborative
atmosphere. The process contributes to growth
and learning by everyone involved! Many people
who have never participated in such projects call
them “empowering”. One coordinator of a Foun-
dation-funded project described the project as
“like aspider web - so many people were affected,
some in big ways, others in small ways."

Community-based research faces many chal-
lenges. Forming partnerships between research-
ers and community groups can be difficult. Re-
searchers and community members may have
different expectations about how long a project
should take or a different reason for thinking a
project Is worthwhile. It can take time for re-
searchers and community members to build a
common understanding of what the project
should look like and to negotiate their respective
roles and responsibilities. It can also be difficult
to find the right balance between the need for the
research to be owned by the community and the
need for the research to be methodologically
sound.

Community-based research is bona fide re-
search: it is a systematic process designed to gen-
erate new knowledge. The users of such research
need to have confidence that the results are ac-
curate, valid and reliable, and that the data were
obtained ethically and responsibly. This is not just
a theoretical issue. Researchers can find them-
selves in ethical dilemmas if they feel that meth-
odological standards are being compromised.
Community members can feel frustrated and
burned out if they feel the need for rigor is taken
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too far.

Community-based research clearly has both
strengths and weaknesses, In fact, some of its es-
sential qualities are themselves double-edged
swords, The involvement of community members
makes research relevant and useful, but con-
strains the level of methodological rigor that can
be attained. The focus on local issues and the in-
volvement of local people make the research an
effective change agent in the local community,
but may limit its applicability to other settings.

Despite these challenges, community based re-
search will continue to be an important part of
the health research picture, As the health system
struggles to find ways to involve stakeholders in
health policy and planning decisions, commu-
nity-based research is an effective way to give peo-
ple a voice at the table, As funding agencies re-
spond to calls to be more relevant and account -
able, community-based research provides a
model for a different way of generating and us-
ing knowledge.

Community-based research is still in the early
stages of development. Not all questions are an-
swered; not all the problems are resolved. But this
kind of research has already demonstrated its
merit and potential. Continued collaboration
among researchers, communities, and policy-
makers will further establish the spectrum of
health research activities being undertaken here
in BC.

The Journal of
BC's Mental Health

Article provided by the
BC Health Research
Foundation

SUBSCRIBETO

are available at an
introductory price of
$15.00 per year.

in BC's lower mainland.
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Q{lantum mechanics of
evaluation

Evaluation of services can be a tricky endeavour,
The skills needed may not be readily available to
many organizations.

Evaluation is essentially a research project
done to determine program effectiveness. The
skills needed for designing, implementing and
analyzing an evaluation are somewhat special-
ized. Finding someone with these skills, who can
also make the findings understandable (and thus
usable) may not be easy.

In addition, there’s an anxiety that arises when
an organization is told of an impending assess-
ment. As a result, evaluators must have consider-
ahle charm to ease the situation and gain people's
frust.

But these considerations should not put you off
the effort. Mental health services will only improve
if we can determine what works and how well.

Nelson recently embarked on an evaluation. It
began with two consumers (Liz Dance and Max

Max Shaw

Best Practices in Evaluation and Monitoring

A CRITERIA CHECKLIST - for monitoring and evaluation

= regular monitoring of all services and supports is the basis for program and sys-
tem accountability, and for continuous quality improvement

= preset goals, performance measures and time lines are established

= an information system has common elements for system evaluation (provincial)
and local elements for program evaluation (agency level)

« there is a sufficient, protected evaluation budget

*frovn Best Practices in Mental Health Reform Discussion Paper, 1997

KEY PRINCIPLES which should be observed in all future research

and evaluation of mental health programs and services/supporis*:

« use methods appropriate to the program/service being studied

= use experimental or guasi-experimental designs with comparison groups when-
ever possible

= use participatory research and qualitative designs in the study of self-help groups
and consumer/family initiatives

= clearly define and describe the nature of the experimental intervention, including
all program elements

« provide clear descriptions of the outcomes to be studied in outcome evaluations
and use standardized, reliable instruments

» when doing outcome evaluations, allow for longer follow-up times of at least two
years

= indude cost data in all research

« cost effectiveness data must take into consideration the perspectives of dients/
patients, family, society and health systems

= meaningfully involve consumers and families in the design and delivery of the
evaluations of programs,/services

*drawn from Best Practices in Mental Health Reform discussion paper, 1997

Shaw) who had tired of hearing concerns about
the inpatient unit at Trail Hospital’s Daly Pavilion,
where Nelson consumers are transferred for treat-
ment. They concluded an evaluation was in or-
der. With this in mind, the evaluators met with the
director of the Nelson Mental Health Centre,

Myrna Martin. Myma had been playing with simi-

lar ideas, so the operation began.

Next, the Kootenay Boundary Mental Health
Advisory Committee (KBMHAC) readily endorsed
the concept and struck a subcommittee to do the
work. The subcommittee included three consum-
ers, two family members, a mental health centre
director, Trail Hospital’s quality assurance officer
and Daly Pavilion’s patient care coordinator.

With a small, irregular grant of $5,000 from the
Provincial Mental Health Advisory Council - far
less than an evaluation of this dimension would
normally require - the KBMHAC subcommittee
developed a cost-saving strategy. They could use
in-house resources, which made $5,000 sufficient
to assess all programs, including Adult Acute,
Adult Community Support Services, Elderly
Outreach and the Daly Inpatient unit.

A consultant was contracted to facilitate the
project. The committee consciously chose a per-
son with superior interpersonal and listening
skills over candidates that might have had maore
evaluation experience, because they were deter-
mined the process be consumer-friendly and
employ empowerment as a central value,

The evaluation subcommittee then set about
designing an appropriate process and all the nec-
essary interview guides and questionnaires to
meet our assessment needs. In the Nelson case
we wanted to establish a baseline of how the sys-
tem was working for consumers and family mem-
bers now, and to provide a guide for improving
the system in the future, The basis for the research
came out of concern and commitment to improv-
ingthings. For this reason (and because it sounds
less intimidating) the research report was called
a Progress Report rather than an evaluation.

The final design included the following aspects:
= Surveys of consumers, family members and pro-

viders of both community and inpatient serv-
ICEs,

* In-depth interviews of 18 consumers and 9 fam-
ily members; some done by the facilitator while
consumers were trained to do others,

* Focus group of front line workers such as coun-
sellors, physicians, police, advocates etc.,

*Pre- and post-treatment outcome measures
were conducted on all new mental health cen-
tre clients during a six month period. This
caused considerably more paperwork for case-
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workers but cooperation was good.
« Statistics from file andits, client registrations and
other sources,

Notwithstanding the findings, the process in

itself proved extremely useful. All the players got
to know and trust each other as a result of the
more frequent meetings.
It was also useful because the very act of evaluat-
ing raised provider awareness and added im-
provements. This is a consequence of what [ call
the ‘quantum mechanics' of evaluation,

In quantum physics it is a well-established fact
that the observer influences the experiment. This
is Helsenberg's Uncertainty Principle: the very act
of looking changes the course of the path of a par-
ticle of light (photon) as it hits an electron. This
changes the energy outcome of that exchange.

By “looking” at mental health services, those
very services are changed. For example, when
counsellors started administering pre- and post-
treatment measures their awareness was signifi-
cantly increased, which undoubtedly informed
their practice.

Another example occurred in the study when
early returns indicated considerable dissatisfac-
tion with discharge planning at the Daly inpatient
unit. The staff there immediately began investi-
gating alternative discharge planning,

In this way, the observers influenced outcomes
pasitively even before any final report. This quan-
tum aspect makes evaluation remarkably useful
even beyond the quality of any findings. Every
region in the province should undertake such an
endeavour.

Max Shaw has an MSW
and is a consumer
activist Ining in Nelson.

Evaluation of patient’s rights identifies mental
health consumers’ experiences with involuntary
detention and steps for change

Barb Toews

For copies of “Patient
Rights Research Project”
contact Barb Toews at
the Prince George
Branch of the Canadian
Mental Health Associa-
tion, Ted: 250/564-8644.

Patient rights. What are they? Are they protected?
Do people know about them?  [n 19495, the Asso-
ciation to Eliminate Stigmas Oppressing People
(AESOP) undertook a research project to deter-
mine the answers to these questions.

The first question, "What are patient rights?”
is answered within the Mental Health Act regula-
tions: a person has a right to be told that they are
being involuntarily certified, why they are being
certified, and that they have a right to have a re-
view panel to determine if their detention is war-
ranted.

The next two questions were not easily an-
swered: "Are they [rights] protected?” and “Do
people know about them [rights]?” To get these
answers, AESOP decided that a survey of people
who had been in hospital was the best way ob-
tain these answers. AESOP located two volunteers
who had no vested interest in the results of the
survey (people who were not members of AESOP
and were not involved in the mental health sys-
tem), and sent these individuals out into the com-
munity and to our local hospital with a question-
naire, (One difficulty to note in conducting this
survey was the small sample population - 18 par-
ticipants. Due to the stigma of mental illness, and

Barb Toews is the with involuntary detention being extremely stig-
consumer advocate matized, people seem less willing to be identified
volunteer coordinator and participate in this type of research). Despite
ﬂHTEEE:lﬁ Ceorge  the small sampling, the results of the survey were

startling.

In answer to the question, "Do people know of
their rights?” the majority of people (66.66%) were
unaware of any rights they would have/have had
while in hospital involuntarily. Further to this,
most people did not find out from their doctor or
nurse of their rights, but from other sources.

“Are patient rights protected?” Unfortunately,
due to the ambiguous nature of mental health
regulations which state that a person is to be in-
formed of their rights as soon as they are “capa-
ble” of “comprehension,” the protection of these
rights is a difficult task

The goal of this project was to determine
whether or not people were aware of their rights.
But more importantly, the goal was also to imple-
ment or encourage change that would ensure that
patient’s rights were protected. While direct ad-
vocacy (talking with specific stakeholders) is one
way of implementing change, AESOP chose to
undertake this part of their project in an indirect
manner. AESOP released their findings duringan
open house, celebrating their third year of opera-
tions. Doing so, they were able to educate not just
mental health consumers about their rights, but
bring this issue to the attention of all people.
Through the publicity is received through the
media, AESOP believes that it has had a positive
impact in the community. More and more review
panels are occurring in our area, and increasing
number of people are inquiring about their rights,
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Experiencing an
accreditation process from
a local agency perspective

Mo rehabilitation worker gets out of bed in the
morning and says, "'m going to do the worst job
| can today.” Everyone is committed to carrying
out the most effective activities with the best pos-
sible outcomes for the person with mental illness,
wh Is the focus of the rehabilitation {rehab), pro-
gram.

What is CARF?*

CARF - the Rehabiliation Accreditation Commission (CARF) is a private, not-for-profit
organization that originated from medical and vocational rehabilitation agencies’
need to promote quality programs and services. CARF develops and maintains
practical and relevant standards of quality for rehabilitabion programs. These stand-
ards are applied through a peer review process to determine how well an organiza-
tion is serving its consumers. The standards are developed by the rehabilitation
field, which is defined as the persons served, rehabilitation professionals and pur-
chasers.

Gail Simpson

CARF'S Values
We believe:
» In continuous improvement in both organizational management and service dediv-

ery.

» In conducting accreditation, research and education with the utmast integrity.

» That people served by rehabilitation organizations should be treated with dignity
and respect.

* In the empowerment of people with disabilities and others in need of rehabilita-
tion services.

= That people with disabilities should have access to quality programs and services
that achieve optimum outcomes.

= In being cognizant of the needs of all constituents, including consumers, providers,
purchasers and others in the field.

» In the value of diversity and cultural sensitnaty to the constituents we serve,

Applying standards*

Although CARF'S standards are responsive to the unique needs of specialized pro-

grams in behavioural health, certain fundamental principles apply to all programs.

These principles serve as the foundation for all CARF standards. An organization

seeking accreditation for a behavioural health program must demonstrate the fol-

lowing through policy and practice:

» Service design and delivery that focus on the needs of the persons served.

= A service delivery process that uses an interdesciplinary approach.

» Program accessibility and assignment of qualified staff members to provide be-
havioural health services.

« Partnership with the persons served in the development of goals.

« A systermn of accountability that measures the success of the behavioural health
programs through evaluating the outcomes achieved by the persons served.

*Sources: CARF 1997 Sourcebook and CARF's “A Foundation for Quality.”

Accreditation is a process that allows you to
see your program from many perspectives ["with
new eyes”) and to plan, in consultation with many
stakeholders, how to enhance the program. The
focus is on commending the areas that work and
recommending improvements where needed,

Background

A few years ago, the Ministry of Health formed a
Mental Health Services' provincial evaluation
committee. The purpose was to plan for and
choose an accreditation process for BC's mental
health programs and services, The committee
explored two accreditation organizations, one of
which was CARF - the Rehabilitation Accredita-
tion Commission (or simply, CARE See more
about CARF in the accompanying article).

[t was decided that 6 out of 12 organizations
would act as pilot sites for the CARF process, and
our agency was one of the six chosen.

Forty-two years ago, Victoria Branch of Cana-
dian Mental Health Association received its char-
ter. At first all services, including public educa-
tion, social rehabilitation and housing, were pro-
vided through the branch. [n 1973, a sister agency,
Capital Mental Health Association “spun off” 1o
carry out the direct service rehabilitation pro-
grams while the indirect services (public educa-
tion, advocacy, information and referral) re-
mained the mandate of the branch,

It was the rehab programs of Capital Mental
Health that were to be reviewed by CARE

The Process

Looking back, it was the year-long preparation for
the survey which was the most important phase.
Program participants, board members, and ad-
ministrative and line staff formed the Steering
Committee to develop a review and action plan
for the agency and its eight semi-autonomous
rehab programs, Each program site also reviewed
its own actions needed and made recommenda-
tions based on its self-study survey. All ofus found
the CARF standards to be relevant, practical, ex-
plicit and easy to understand. Our self-study con-
centrated on what areas of our work needed to be
addressed, in order to conform with the stand-
ards.

The collaboration and joint initiatives among
the programs created new opportunities for team-
building and strategic planning. There was a
sense of excitement felt around the whole organi-
zation as the December survey team visit neared,

The two-person team visited all six of our pro-
gram sites over three days. They consulted cli-
ents, family members, board members, several
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staff and other people who work with us (such as
the Chief of Psychiatry of the local hospital and
the Executive Director of the United Way), They
reviewed minutes of Board meetings, financial in-
formation, critical incident reports, client files and
outcome management reports. 1t was a very thor-
ough process. We were all surprised at how com-
prehensive their areas of interest were and at how
aware they were of the essence and “heart” of each
program. During the exit interview, they offered
details of their observations and everyone present
felt the agency's values and operations had been
observed, understood and fairly represented.
Two months later we received a comprehen-
sive report with the exciting news that we had
been granted the maximum three-year accredi-
tation as the first non-profit psychiatric rehabili-
tation agency in Canada to receive such a desig-

nation.

CARF in Canada and the world

Currently, CARF accredits over 2900 organizations which represents 117,685 programs

and services at over B,000 sites. Of these, 1923 programs are in the mental health field.
CARF conducts approximately 1,000 surveys each year. In Canada, there are 79 be-

havioural health programs accredited so far, most in BC

With the report we received recommendations
for improvement. We have developed an action
plan to address these areas and in February, 2000,
when our next survey team arrives, those areas
will be the first discussed.

The board and staff of Capital Mental Health
Association have been pleased with the CARF ac-
creditation process and encourage other, similar
agencies to consider becoming involved. Itisvery
rewarding to undertake such a thorough review
which focuses on effective service for our clients
and program participants.

Gail Simpson is Execu-
tive Director of the
Capital Mental Health
Association, and of
Canadian Mental Health
Association, Victoria
Branch

Client-centered accreditation program
ensures province-wide quality of services

John A.
Higenbottam

Maost publicly-funded health services in Canada
participate in the accreditation program of the
Canadian Council on Health Services Accredita-
tion. This is a non-profit, national body which is
committed to continuously improving the qual-
ity of health services provided by its participating
organizations.

Participation in the accreditation program
means that organizations must provide quality
services which are client-centered as well as be-
ing committed to continuously improving the
quality of services to clients. Participating in the
accreditation program means that organizations
must meet national standards. Compliance with
these standards is evaluated through accredita-
tion surveys where, approximately every three
years, an organization is evaluated by a peer re-
view team.

The Canadian Council on Health Services Ac-
creditation has been in existence for fifty years
and has been respansible, not enly for improving
the quality of health services across the country,
but also for assuring that services are maintained
at a high level across the country, Clients receiv-
ing services in Newfoundland or Manitoba can be
assured that the services are at least the same
quality as those provided in BC or Ontario.

Participation in the accreditation process is
voluntary. However, a majority of Canadian
health care organizations now participate as a
commitment to providing quality, client centered

services. A certificate of accreditation displayed
in health care organizations is an assurance to cli-
ents of the organization’s commitment to con-
tinuously improving the quality of its services.

For many years, a majority of the health care
organizations participating in the accreditation
program have been hospitals. This has changed
very significantly in the past ten years, Increas-
ingly, community health services and now health
regions have begun to participate in the program.

In mental health, acute hospital psychiatric
units and psychiatric hospitals have traditionally
participated in the program. In recent years, com-
munity mental health services have also begun
to participate in the program. In BC, while the
hospital based psychiatric units such as Lions'
Gate and the provincial psychiatric hospital,
Riverview, have long participated in the program,
only Greater Vancouver Mental Health Services
has participated among the community mental
health organizations.

In BC, the Ministry of Health has made a policy
decision that all community mental health serv-
ices in the province will be accredited. As a start,
a number community mental health programs
and services were surveyed on a pilot basis by the
Canadian Council on Health Services Accredita-
tion. The pilot project demonstrated clearly the
benefits of participating in the accreditation pro-
gram in terms of service improvements and
greater client focus.
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Dr. John Higgenbottam
is presently Vice
President, Clinical
Services, Continuing
Care, Psychiatry and
Rehabilitation CPL's,
Vancouver Hospital and
Health Sciences Centre.

Participating in the accreditation program has
become even more important with regionalization.
Although regional management of health services
has served clients “closer to home,” it creates the
possibility that there will be significant differences
among regions in the quality of mental health serv-
ices being provided. Participation in the accredi-
tation program assures clients that the mental
health services in all regions meet the accepted
national standards of the Canadian Council on
Health Services Accreditation.

What is the client centered approach? Simply
put, mental health organizations are expected to
make serving clients their top priority, Obviously,
maost clients will be mental health consumers,
However, other clients may include agencies, gov-
ernment or mental health advocacy organiza-
tions. In each case, the focus of the accreditation
standards is to know who the clients are, what
their needs are and how these needs can best be
met. The standards require that clients be directly
involved in the assessment of their needs and the
planning and evaluation of services.

Other standards focus on evaluating the effec-
tiveness of service in terms of client outcomes in-
cluding not only improved mental health, but
guality of life and satisfaction with services,

In addition to the services received directly by
mental health clients, the standards also require
the organization to evaluate the needs of its com-
munity and to demonstrate objectively that the
identified community needs are being met,

In addition to being client-centred, the ap-
proach to quality also reflects the concept of con-
tinuous improvement. In other words, there can
never be "just enough” quality. Mental health or-
ganizations must strive to continuously evaluate
and improve the services they provide to clients.

In summary, the client centered accreditation
program is key to providing quality mental health
services, The participation of the community
mental system in BC, together with the traditional
participation of the hospital-based components
of the system, is a major step forward in improv-
ing and maintaining the quality of mental health
services within BC.

Accreditation as a process:
good or bad for mental
health services?

John Russell

The prominent civil servant who toured the prov-
ince in recent years saving, “process is for cheese,”
would not have had much time for accreditation.
That is because the accreditation standards de-
veloped by the Canadian Council for Health Fa-
cility Accreditation is heavily weighted on proc-
ess and has become increasingly so with changes
to the standards that have been made since the
early 90,

The emphasis on process has, in my opinion,
made the standards and accreditation increas-
ingly useful for community mental health serv-
ices.

My experience with accreditation goes back to
1985. As the relatively new Executive Director of
Greater Vancouver Mental Health Services
(GVMHS), I was responsible for guiding that or-
ganization through its second accreditation. The
standards at that time were highly focused on or-
ganization structure and the minutiae of policies
and procedures. It was a time when hospitals
would hire consultants to come in for the six
maonths prior to accreditation to get all of the pa-
perwork in good order for the surveyors.

[t was also a time when GVMHS found itself
questioning whether accreditation was worth the
effort. The effort was considerable. It was hard
for us to see that preparing for the survey, the visit
of the surveyors, and the subsequent report had
any beneficial impact on the services that we pro-
vided to our clients,

Was it really going to make a difference, for in-
stance, if committee chairs signed all meeting
minutes?

The standards required a hospital model for
stafl in general and especially for physicians.
GVMHS had a multi-disciplinary model without
discipline heads and did not have the medical
staff bylaws that hospitals have. It seemed to work
well, and changing to the accreditation standard
we felt would be counterproductive.

In the B0's, alot depended on the accreditation
surveyors. Some had a breadth of relevant knowl-
edge and an ahility to look bevond standards to
results. Some seemed to come fixated on their
own particular “hobby horse.”

In contrast, the last accreditation that | pre-
pared for in 1996 was much more positive and
staff, for the first time, saw it as a useful exercise.

S0 what was different about the 1996 stand-
ards?

The standards are still built on the essential
policies and procedures needed for a sound and
effective organization. The standards, however,
rather than being prescriptive, focus on the need



to have policies and procedures that are consist-
ent with objectives and understood by all in-
volved. The real change is the requirement that
the self-assessment that precedes the survey be
completed by a team made up of a cross- section
of staff from the organization as well as some rep-
resentatives of the clients served and key organi-
zations in the community that work closely with
the organization.

As a process, accreditation ensures that peo-
ple from across an organization participate in the
self-assessment. This means that the assessment
team on clinical standards, for instance, has par-
ticipants from client groups and outside organi-
zations, support staff from finance and human
resources as well as clinicians.

The process is not perfect.

Organizations make their own decisions about
the individuals who will participate on the self-
assessment teams. Organizations obviously want
a positive accreditation outcome and are not
likely to put individuals on their self-assessment
teams who are really going to challenge practices,
Surveyors are more carefully selected and trained
as well as being better-matched to organizations.
They still have limited time to do justice to a wide
variety of programs spread across a large reglon,
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The Canadian Council for Health Facility Ac-
creditation now subjects its own standards and
procedures to constant review. Their goals for
change include implementing standards for re-
gional health authorities and introducing out-
COME measures,

Standards for Health Authorities should permit
maore attention to the critical issues of service co-
ordination and continuity of care. On the other
hand, given that health authorities are large and
complex organizations accreditation may run the
risk of becoming superficial.

Mure focus on outcome measures could also
be positive, but clients and families will have to
be vigilant to make sure that outcomes defined
by organizations actually serve the needs of cli-
ents. The current focus in acute care on length of
stay, for instance, has not always been positive for
people with a mental illness.

Is accreditation an evaluation?

No. Accreditation ensures that an organization
has a documented plan and objectives, that it is
organized to meet its objectives and that it is able
to provide sound stewardship of its resources. It
does not ensure, however, that the objectives are
actually achieved.

John Russell is the
former Executive
Director of the Greater
Vancouwer Mental
Health Service
(GVMHS).

The Community Resource Base:
a foundation for a system progress report

Catharine Hume

Background

The Salmon Arm System Progress Report was
sponsored by the Consumer Development
Project, a project of the Canadian Mental Health
Association (CMHA), BC Division. The idea todo
a system level progress report came from discus-
sions at the Thompson Okanagan Kootenay Re-
gional Consumer Council. Council members
were interested in developing a way for people
who have received mental health services to have
a direct and meaningful voice in the evaluation
of mental health services in their communities.

h
The “Community Resource Base" from CMHA
National’s A New Framework for Support, was
used as the basis for the development of the
progress report. The Community Resource Base
states that one of the roles of mental health serv-
ices is to support people to connect to, and build
other areas of support in their lives, In turn, this

reduces dependency on the formal mental health
system.

The Community Resource Base supported the
development of a progress report that was based
on the way mental health systems are experienced
by consumers and families rather than on the way
mental health systems are conceptualized by
managers and planners. This made a fundamen-
tal difference in our approach. We made a real
shift from focusing on the number of beds and
staff in each of the services that made up the sys-
tem to looking at the system as one piece that is
intended to support people with mental illness
to live maore fully in the community. This shift al-
lowed us to ask key questions both about how the
services within the mental health services "box”
worked with each other to accomplish this goal
and how this “box” of services worked with oth-
ers in the community to accomplish this goal.

This approach also broadened our thinking
about the kinds of peaple we needed to hear from



12 Vislems EC's Mental Health Journal - Fall 1998

in order to get an accurate picutre of the way the
system was working. The committee identified
groups of people to gather information from, in-
cluding consumers, families, service providers
and a wide range of external groups. These exter-
nal groups included family physicians, the RCMP,
clergy members, on-reserve Native people, drug
and alcohol workers, the local Ministry of Chil-
dren and Families and financial aid workers.

By broadening the sources of information we
were ableto collect 121 completed questionnaires
from community members including:

*46 people who have received adult mental
health services
+21 community mental health service
providers
+17 family members of people who have
received adult mental health services
#13 hospital-based mental health service
providers
8  family doctors
*f  RCMP and probation workers
*f6  workers from other Ministries (Children
and Families and Human Resources)
*»2  local Native Bands
*1  member of the clergy
For information, reports ~ * 1 Salvation Army employee.
or questions, contact:
Catharine Hume, Project By using the Community Resource Base as the
Coordinator at CMHA, foundation for the Salmon Arm Progress Report
BC Division, Tel 604/ we were ablé to fill out the picture of how the sys-
6B8-3234, or Shelagh tem is currently functioning and being experi-
Turner at CMHA Con- enced by a wide range of people within the com-
sumer Development munity. This approach provided valuable insights
Project, Tel 250/868- into areas that are working well and areas that
9611 require more attention.

#

CMHA's Community
Resource
Base

HOUSING
CONSUMEr groups
& family and friends
organizations— =
INCOME pErson WORK

generic
mental health | community services

services ! & groups

EDUCATION

Initial Impacts

To date, initial findings have been widely distrib-
uted and a final report, outlining recommenda-
tions, has been developed. The local system has
already begun to address some of the initial find-
ings in the areas of family member and family
physician involvement. The local system is com-
mitted to priorizing and working on the recom-
mendations that have been developed.

By basing the Salmon Arm progress report on
the Community Resource Base we were able to
pull together information and experiences from
awide range of stakeholder groups both internal
to, and external to, the formal mental health sys-
tem. In turn this helped to encourage people
within the system to recognize the importance of
connecting to a broader base of individuals and
organizations within their communities. This is
a key component of mental health system reform.

Salmon Arm evaluation:
a mental health centre
director’s perspective

Lyle Petch

You want to evaluate our mental health services?
My first reaction to this notion was a mixed flow
of thoughts and emotions. What a great idea! Best
practices as the criteria? That's logical, but yikes!-
how will we fare with that as the guide? What if
we fail? What if we're really bad? Man, could we
learn a thing or two! This could be a very useful
PrOCess,

My initial jumble of mixed emotions notwith-
standing, I never really doubted that this was a
good idea and a rare opportunity to find out how
we are doing. Within minutes of hearing the ques-
tion, | was enthusiastically discussing how this
evaluation would be conducted and what we had
to gain.

Thankfully, I never felt particularly challenged
in deciding to participate in this process. But
then, I've long since concluded that our mental
health services are imperfect and need improve-
ment. On the other hand, I feel comfortable most
of the time with my own efforts and those of the
mental health service staff. |1 believe our inten-
tions are sound even if the end product is short of
the mark. | know there are issues we don't see or
don't handle. And that's okay.

Implicit in my initial jumble of mixed emotions
was the part of me that sensed a threat in an
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evaluation of this type. This is a very personal re-
action. Can [ continue to feel good about myself
even if the evaluation shows that I am directing a
service that fails the grade? How closely is my
self-esteem tied to the evaluation outcome?

Fortunately, as | considered the underbelly of
that question, | realized that | would feel good
about having the courage to participate, and ex-
cited about the new directions that could emerge
from the evaluation.

I saw an immediate benefit to participating. 1
liked the fact that the initiative and direction came
from outside our service. The neutrality was at-
tractive, as was the fact that someone else was
taking the lead and organizing the work! Admit-
tedly, there was considerable local effort put forth
by the broad-based steering committee that
helped develep the evaluation questionnaires,
but the energy required to drive the project to
completion came from outside the community.

Developing a list of people to receive the sur-
vey, including service providers, family members
and consumers from our area was relatively sim-
ple. Stuffing the envelopes with the invitation to
participate in the evaluation was not! Thankfully,
that chore went to someone else.

The gathering of responses to the evaluation
questions, either through questionnaires or by
interview, went smoothly. Within a few months,
we were hearing about some of the initial find-
ings. That's when the potential benefits began to
emerge.

We heard what we do well, and are pleased that
there are several areas that found approval. Of
more interest, though, are those areas needing
improvement. Some surprised me, others did not.
Physician unhappiness with our communication
procedures, family member concemns about our
way of engaging with them, and our need for bet-
ter community education strategies are a few key
items.

There are others. What matters is that each of
these areas provides a basis for targeted action.
We have another opportunity to bring together
consumers, family members, and service provid-
ers to make some plans, put them into play and
see what happens.

We have already started to make some changes.
I look forward to the pleasure to be found in the
process of working together, hearing ideas, and
sharing the responsibility and the satisfaction in
doing our work a little bit better than before.

Lyle Petch is the director of the Salmon Arm Mental
Health Centre.

The experience of being a
consumer on the Salmon
Arm mental health

system evaluation
steering committee

Kim Bramble

As President of Salmon Arm CMHA Branch and a
member of TOKD Regional Consumer Council, [
have had a lot of experience being on boards and
committees, As a member of the TOKD Regional
Consumer Council [ was in on the idea of a con-
sumer-oriented survey program at the very start.
I'have been fortunate to be able to follow the proc-
es5 all the way to written reports on the findings
of the survey, the Salmen Arm Progress Report.
Learning by being involved in the process of de-
veloping research programs has been my most
valuable experience.

However, | have never been invalved in a re-
search project the size and scope of the Salmon
Arm Progress Report. Knowing most of the mem-
bers of the steering committee made me comfort-
able from the very start, however, as the only vol-
unteer consumer on the steering committee [ was
at first a little hesitant at the meetings because of
the professional language and jargon being used.
Nevertheless, | stuck to my guns and advocated
for the use of plain language being used at all
meetings.

The rest of the committee agreed with me and
from that moment on I felt that I was an integral
partner and contributor in the process of devel-
oping the survey. There was never any feeling of
tokenism. [ felt especially useful when it came to
making the survey instruments user-friendly for
the consumers. [ felt validated and that my opin-
ions were listened to and acted on.

I learned the difference between doing an
opinion survey and a systems evaluation, Once
we decided what information we were after it then
became a problem of asking the right questions
in order to get that information. AlthoughIwasa
consumer participant and much of my focus was
on the consumer perspective [ felt that | have been
an essential part of the overall project.

Kim Bramble participated on the steering committee
which guided the Salmon Arm mental health system
evaluation, and is an active consumer advocate in
the Salmon Arm community.
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Consumer Advocacy Group’s
research projects document
realities of living with
mental illness

ARA Mental Health Action Research and Advocacy

Association of Greater Vancouver (ARA) is a non-

profit, government-funded organization that pro-

vides direct advocacy services as well as research

and evaluation of mental health services from a

CONSUMEr/Survivor perspective.

Previous research by ARA (under our previous
name, Mental Health Action Research and Advo-
cacy Association of BC) includes a community
housing project, which evaluated the housing
needs and circumstances of mental health con-
sumers/survivors who live in the urban core of
Vancouver, Also, our Consumer-Survivor Impact
Project evaluated the effects of initiatives to in-
clude mental health consumer/survivors as par-
ticipants on boards, committees, and councils at
various levels of government and on community
mental health agencies.

Currently, ARA is wrapping up an evaluation
of Ministry of Human Resources services as they
are provided to mental health consumer/survi-
vors. In 1995, the Ministry of Human Resources
announced they were going to move services for
people with disabilities and seniors out of the
welfare system. They acknowledged there was a
stigma associated with welfare that was inappro-
priate for these two groups. [We can't resist point-
ing out here - it is inappropriate for anyone to be
stigmatised because they require BC Benefits as-
sistance.) Since then, seniors' benefits were trans-
ferred to the Ministry of Health, but people with
disabilities receiving BC Benefits are still "on wel-
fare."

Here is a sneak preview of our soon-to-be-pub-
lished report, “Mental Health Consumer/Survi-
vors and the Ministry of Human Resources: How
Do They Do k?":

» Only 7 of the 70 respondents to the question-
naire who had been receiving benefits for more
than 2 years were receiving the "Employable”
{lowest) rate. Therefore, the Ministry of Human
Resources implicitly admits the rest of the re-
spondents must be in the “Disability” category.
Despite the fact that many respondents have re-
cefved these benefits "for at least two years or
more”- one of the criteria to apply for full Dis-
ability benefits - less than one half of those re-

Cindy-Lee Robinson

Cindy-Lee Robinson is a
researcher with ARA
Mental Health Action
Research and Advocacy
Association of Greater
Vancouver.

ceiving more than the Employable rate are
receving the maximum entitlement they are al-
lowed under the Disability category.

* Most of the respondents were paying more than
50f% of their income for shelter; they cannot af-
ford to eat properly. The longer months of the
year create even more difficulties for BC Ben-
efits recipients to get proper nutrition.

* Though it is against their policy, many financial
aid workers will give Crisis Grants for food, re-
alizing many people can't afford to live on the
alloted money from BC Benefits. Many more
mental health consumer/survivors find it is too
stressful to their mental health to go to the fi-
nancial aid worker and request a food voucher.

* BC Benefits recipients are well aware of the fact
that “too many" requests for Crisis Grants can
easily lead to having benefits “administered.”
Even when Crisis Grants are refused it is a black
mark in one' s record. Administered means ben-
efits are doled out in small portions throughout
the month. It can often be demeaning, time
consuming and can lead to further erosion of a
sense of self-empowerment.

The next ARA research project, scheduled for
late January, 1999, will document the lives of men-
tal health consumer/survivors who are living in
poverty. We do personal interviews with each re-
spondent to our questionnaires and offer a small
honorarium as this can take more than an hour
and a half, If you would be willing to answer our
next questionnaire, or have any ideas to offer on
particular problems of poverty we should exam-
ine, or questions we should ask respondents, call
with your name and a number where you can be
reached.

For a copy of ARA research reports, or if you
have any idas for future research projects con-
cerning mental health consumer/survivors,
please contact the writer of this article at Tel 604/
689-7938,

ARASs goal is to promote and facilitate services
to encourage the healthy development of indi-
viduals in order to achieve a normal, productive
life for mental health consumer/survivors. In ad-
dition to research activites, ARA provides direct
advocay services in an effort to enhance the qual-
ity of life of mental health consumer/survivors.
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Building a more responsive
mental health service:

how to assess diverse needs
in a culturally-diverse
community

Ron Peters

Ron Peters is Director of
Planning & Evaluation
for the Greater Vancou-
ver Mental Health
Service and he super-
vises the staff of the
Multicultural Mental
Health Liaison Program.

What measures can be used to decide whether an
equitable (or at least an improved) mental health
service is being provided to the full range of peo-
ple living in a region, including ethnic minorities?
There is no one answer to this question.

At the simplest level various utilization meas-
ures are often applied. For example, if Aborigi-
nals make up 2% of clients in the mental health
system but comprise 4% of the regional popula-
tion, you could say that Aboriginals utilize men-
tal health services at half the expected rate, based
on their representation in the population. In
other words, their utilization rate was 50%.

Sometimes this is made a bit more sophisti-
cated by comparing the utilization rate for a mi-
nority group with the utilization rate for Anglo Ca-
nadians. For example, if Anglo Canadians ac-
count for 80% of the mental health caseload but
make up 65% of the population, their utilization
rate would be 80/60, or 133%. The relative utili-
zation of mental health services by Aboriginal cli-
ents compared with utilization by Anglo Canadi-
ans would be 50/133, or only 38%.

Using any of these measures involves making
assumptions that may be questioned. For exam-
ple, in the case of the Aboriginal community it is
not clear how accurate the population statistics
are, both because of ambiguities in how aborigi-
nal status is defined and because some First Na-
tions communities have resisted participating in
the federal Census.

Using population size as the underlying indi-
cator of need also forces you to assume that the
need for mental health services is the same across
all ethnic groups, Is it reasonable to assume that
the mental health needs of people of Aboriginal
or Chinese or South Asian descent are exactly the
same, and that all of them have needs equivalent
to those of Anglo Canadians? Epidemiological lit-
erature can be consulted to help test these as-
sumptions, but appropriate studies only exist for
some ethnic groups.

Sociological factors are also important. The
need for certain kinds and amounts of mental

health service varies strongly with things like gen-
der, age, social support, and poverty. If a certain
ethnic community is made up of many women
single parents living in isolation and poverty, is it
reasonable to attribute a higher need for mental
health services to their ethnic origin? [f you then
tried to address their cultural needs without ad-
dressing their need for income supports could you
be missing the point?

Historical and political factors also play an im-
portant role within ethnic groups. Is it reason-
able to assume that the need for mental health
services is the same among recent refugees from
mainland China as among fourth generation mid-
dle-class Chinese Canadians? Or, although they
are all Latin American, should service needs be
the same among professional, second generation
Argentine immigrants versus recent Guatemalan
refugees with a history of torture? Would all these
groups require the same kinds of accommaoda-
tions in order to make their services responsive
to their needs?

In these cases, information systems need (o in-
clude all of the pertinent factors before proper
planning decisions could be made. Of course this
assumes that you have an information system to
begin with, and that it asks about ethnic origins,
which some communities have been reluctant to
do, believing that privacy is more important than
a responsive service.

It is also crucial to be clear about what your
service goals are in relation to your regional popu-
lation. That is to say, you need to know what your
goals and objectives are before you can properly
decide what your indicators of success should be.
A low utilization rate for a given community group
might be good, bad or indifferent news. You need
more information before you can decide if this is
in fact a problem. Even then, knowing the utili-
zatlon rate does not tell you what you should be
doing to improve the situation.

This is where community consultation is irre-
placeable. Mectings with cultural groups, open
public forums, dialogue with community leaders,
and focus groups with clients from various eth-
nic minorities are all useful. While no two com-
munities will necessarily choose exactly the same
indicators of local success, the one factor guar-
anteed to be necessary to success is community
participation in planning, monitoring and im-
proving services.
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Consumer participation
creates more relevant
research findings in housing
and support services
evaluation project

In the spring of 1997, the Canadian Mental Health

Caliauine i Association (CMHA), BC Division was contracted
by the CMHA, New Westminster Branch to de-
velop and implement an evaluation of their hous-
ing and support services. This project provided

The table below is from  an exciting opportunity to develop a program

Participatary Action evaluation rooted in consumer participation.

Research: Implications While CMHA has long recognized the value of

for Research and consumer participation in the development and

Evaluation in Psychioliic  evaluation of services, the value of this invalve-

Rehabilitation, Psycho- ment has recently been given additional support

social Rehabilitation by the Best Practices in Mental Health Reform
Journal, October 1994 materials. Best Practices states that: "just as con-

Differences in emphasis between traditional research
and research using ParticipatoryAction Research

Paradigm

Traditional Research

Paradigm

Emphasis is on "learming about”™ re-
search subjects

Objectivity vis a vis research and sub-
jects is valued

Researcher acts as “professional”

Research is best conducted by “outsid-
mﬂ

Subjects have one role; that of research
subject

Subjects are passive objects of study and
s0 not contribute to the research proc-
55

Traditional paradigm lends itself to con-
trofled experimental research studies
Subjects’ involvernent in research ends

when data collection is complete

Research agenda shaped by profes-
sional and socie-political

Participatory Action Research

Paradigm

Emphasis is on “learning from and about”
research subjects

Subjective experiences of subjects are also
valued

Researcher acts as “consultant”, “educa-
tor"

Research must have input from “insiders”
i.e., those being studied

Subjects have dual roles both as subjects
and as researchers

Subjects are actively involved in the
conceptualization, design, implementa-
tion and interpretation of research stud-
ies

Participatory Action Research paradigm
akso lends itself to qualitative, ethno-
graphic studies of the disability experi-
ence

Subjects act as “change agents” convert-
ing results of research into new policy,
programmatic or research initiatives

Research agenda influenced directly by
the concerns of many constituents, in-
cluding the end-users of the system

sumers and families must be involved in planning
and delivering services/supports, so must they be
meaningfully involved in the design and delivery
of the evaluations of those programs/services."'

For this reason, we used a participatory action
research approach. This approach to evaluation
is based on the belief that when people who are
directly affected by programs and services are in-
volved in the development of the evaluation:

* the questions are more relevant,

* richer information is gathered, and

» recommendations are more likely to be acted
upan.

We used a variety of approaches to involve con-
sumers in the evaluation. The most significant
approach was to invite and encourage people to
become a part of the evaluation steering commit-
tee, We advertised this opportunity in the Branch
newsletter and supported front line workers to
identify and encourage people they thought
might be interested. Five consumers identified
an interest and became members of the steering
committee in addition to one front line staff per-
SO11.

Consumers on the steering committee were in-
volved in developing the evaluation’s overall goals
and in defining both the approaches we would use
and the specific questions we would ask. Con-
sumer involvement at this level encouraged us to
think more broadly about the lives of people with
mental illness rather than staying focused on the
narrower program issues alone. This involvement
really kept us grounded on how programs were
actually working as opposed to how they were
theoretically supposed to be working and allowed
us to probe in areas we might otherwise have ne-
glected. At a more concrete level, steering com-
mittee members provided ongoing feedback on
the wording of questions and helped us ensure
that questions were clear, relevant and under-
standable.

The second level of consumer involvement was
the use of peer interviewers. The committee iden-
tified the following benefits of using a peer inter-
view approach:
= createsan opportunity for peer interviewers to
develop and/or build upon interviewing and re-
search skills,

* increased comfort for people when they are
being interviewed by peers, and

= the likelihood of more open and honest re-
sponses from those being interviewed.

Four peer interviewers attended a two day
training session and were hired on contract to
conduct a set number of interviews. Having four
peer interviewers gave us the flexibility to increase
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or decrease the number of interviews each inter-
viewer was responsible for completing and also
provided interviewers with a peer group where
they could discuss their observations and experi-
ENCES.

Peer interviewers and steering committee
members were then involved in making sense of
the information we had gathered from consum-
ers. Interviewer observations were also used to
enrich the findings and helped make these find-
ings come alive for the primary researcher, the
steering committee, the Branch staff and the
Board of Directors. Recommendations were de-
veloped with the involvement of peer interview-
ers and the steering committee, An implementa-
tion committee which will involve interested con-
sumer steering committee members is also be-

ing developed to help ensure that there is action
based on the key findings.

Perhaps the most valuable result of consumer
involvement in this program evaluation was that
it helped us to become more clear about how pro-
grams are actually being experienced. This under-
standing provides the Branch with an important
starting place for the development of any ongo-
ing program evaluation approach. In addition,
this kind of consumer involvement offers people
real and concrete opportunities to build on exist-
ing skills and use their own experiences and
insights in tangible ways to improve programs for
themselves and others.

For copies of the final report, contact the au-
thor at Canadian Mental Health Association, BC
Division, Tel 604 /688-3234.

' Health Systems
Research Unit - Clarke
Institute of Psychiatry
(1997). Best Practices in
Mental Health Reform
Discussion Paper, p36.

Catharine Hume is a
project coordinator at
the Canadian Mental
Health Assodation, BC
Division, and was the
primary researcher in
the CMHA, New West-
minster housing evalua-
tion.

Methods used and outcomes measured in the
Nelson mental health services Progress Report

Myrna Martin

Overview

The purpose of the Progress Report is to establish
a baseline of how the mental health service sys-
tem is working now for consumers and family
members and to provide a guide for improving
the system in the future. The intention is to initi-
ate an ongoing way of monitoring progress to-
wards meeting the needs of consumer and fam-
ily members in our region.

After exploring several options the Evaluation
Committee of the Kootenay Boundary Mental
Health Advisory Committee decided to do a mul-
tifaceted Progress Report of the Nelson Mental
Health Services as a pilot for the whole region. The
hope is that the Progress Report process will be
improved and repeated in all areas within the re-
gion over the next few years,

The Process

Each component of the Progress Report was de-
veloped and supported unanimously by the Ad-
visory Committee. At times task groups were
struck to complete certain parts and brought back
to the whole committee for approval. This was
an essential part of the Progress Report because
the Committee wanted to ensure that the report
was as complete as possible and would receive
acceptance by all involved, [t was essential that
each member of the system - consumer, family
member, provider, psychiatrist - had confidence
in the objectivity and validity of the report.

The Report

The focus of the report is in three major areas:
acoess, appropriateness and outcome measures.
Each of these areas will be explored in several
WHYS,

Surveys:

A consumer survey for community mental health
services and for inpatient services was developed
by the Committee, using the consumer-oriented
Mental Health Report Card. This is a tool devel-
oped by the Mental Health Statistics Improve-
ment Program Task Force on a Consumer-Ori-
ented Mental Health Report Card, April, 1996, In
May and June of 1998 each consumer of these
seTvices was invited to complete a survey, anony-
mously.

Family members completed a survey question-
naire as well. These were circulated through fam-
ily support groups, Journey of Hope groups as well
as to families more directly involved with Nelson
Mental Health Center.

Service providers, physicians and other refer-
ring agencies were also invited to complete a Serv-
ices Coordination Survey in June, 1598,

Interviews:

An outside facilitator was contracted to conduct
10 in-depth consumer interviews and 5 family
member interviews about their experiences with
community-based and inpatient services, Two
consumer peer interviewers and one family mem-
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ber from outside the immediate community were
trained in peer interviewing by the Women's Re-
search Foundation. They conducted an addi-
tional A in-depth consumer interviews and 4 fam-
ily member interviews. The interview guide was
developed through the Committee and pilot-
tested in the peer interview training by the con-
sumers and the family member. The facilitator
assisted the consumers and family members with
the analysis and report writing,

Focus Group:

Front line staff service providers from contract
agencies, the mental health centre, the inpatient
unit, community agencies, physicians, police,
advocates and consumer and family development
project staff were invited to participate in a focus
group in June, 1998.

Pre- and Post-Treatment Outcome
Measures

Each new client between January 1998 and June
1998 completed a symptom distress scale
[adapted from the SCL 90 and the BSI), an alco-
hol and non prescription drug use scale and an
AIMS scale (drug side-effect scale), if appropri-
ate. They also completed a form which records
work, involvement with the criminal justice sys-
tem, self help activities, sense of mastery, self es-
teem, socialization, hospital admissions, medical
care, housing, and history of victimization. Each
ongoing, long term client also completed these
measures early in the report period. At termina-
tion or at the six month point these measures were
completed again for the post-test results,

Statistics from file audits, dlient

registrations, and other sources

Nelson Mental Health Center compiled statisti-

cal data for the Progress Report including:

* wait times for all programs,

» percentage of individuals who receive follow-up
from community mental health upon discharge
from the inpatient unit,

* percentage of involuntary admissions,

» percentage of individuals who receive a face-to-
face contact within 7 days of discharge,

» readmissions,

* percentage of mental health consumers dis-
charged on extended leave,

* percentage of suicides within 14, 30, 60 and 90
days of discharge from a psychiatric bed,

* hospitalization rates and length of stay due to
mental illness compared to the provincial aver-
age (these will include discharges from
Riverview as well as the Daly), and

* percentage of consumers and family members
on Advisory Groups.

The Report

The Progress Report will be circulated widely and
is expected to play a major role in continued im-
provement of the mental health planning proc-
ess that will occur over the next several years, In
turn, the report will help the mental health sys-
tem to better meet the needs of citizens of the
Kootenay Boundary Region experiencing mental
illness.

CMHA, BC Division identifying BC’s mental
health research needs

Eric Macnaughton

CMHA BC Division, through the leadership of its
Policy & Research Committee, has organized three
events and produced a report on the topic of men-
tal health research in BC. The first step was an
exploratory workshop in January, 1997, with Dr.
Dan Offord, primary author of the Ontario Men-
tal Health Survey, and Dr. Julio Arboledo-Florez,
an expert in the field of the epidemiology of men-
tal illness and violence.

The original intention of this event was to
gauge interest in a "made-in-BC" mental health
survey, as it was felt that home-grown data is cru-
cial to planning effective mental health services,
At the end of the day, however, there was consen-

sus that the group needed to concentrate on
building the funding base and infrastructure for
all aspects of mental health research, including
outcome evaluation of services and policies. Sur-
vey research would be one piece of the overall
puzzle.

The next step was a conference in May, 1997,
with keynote speaker Dr. Lee Robins, lead re-
searcher for the first major mental health survey
in the United States. The intention of this event
was to pose the issues raised at the exploratory
workshop to a wider group of people, including
people with mental illness and family members,
and more people from outside the Lower Main-
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land, Another main purpose was to look at the
1ssue of research infrastructure, and consider
what types of resources would be needed to carry
off mental health research on a more sustained,
ongoing basis.

This event featured workshops on
multicultural research issues, measuring quality
of lite, the link between sexual abuse and mental
illness, and measuring the numbers and extent
to which those with mental illness are “outside the
system.” The conference also featured a panel of
consumers and families who spoke about their
priorities for research, and about the need for the
research process to meaningfully Include
stakeholders at all stages.

One of the key issues to emerge from this event
was the need to develop a clear set of values on
which research would be based, This includes
the need 1o "level the playing field” so that more
people with mental illness and their family mem-
bers can be part of the process, and can play sig-
nificant roles in the future. It was also felt that
there was a need to look more closely at models

in other jurisdictions, to gain insight into how
these issues had been successfully addressed and
carried out in other parts of the world.

Subsequently, CMHA, BC Division contracted
Duncan researcher, Laurie Williams, to look fur-
ther into research models in other jurisdictions
and to produce a report of her findings. Her other
goal was to facilitate a process to help define the
values on which any mental research infrastruc-
ture would be based. In the course of this project,
Laurie talked to over forty people involved with
mental health research projects or representing
organizations conducting mental health research.

In June of 1998, CMHA hosted an event to dis-
cuss her findings, and to work through the issue of
research values and principles. The discussions of
that day are reflected in the initiative’s final report,
which is now complete, and being distributed to
conference participants and other key stakeholders
in the mental health research field in BC. The re-
port’s recommendations will provide direction as
the Ministry of Health and advocacy groups move
forward with their research agendas.

Eric Macnaughton is
Coordinator of Policy
and Research at CMHA,
BC Division, and is
completing a study
focusing on initial
experiences with the
mental health system on
first break (psychwosis),
as part of an Early
Intervention initiative.

Tracking

patients

transferred during
Riverview’s “downsizing”

Alex Berland

What happened to patients who were transferred
during the *downsizing” of Riverview? Two ap-
proaches were used to find the answer to this
question. One system asked mostly providers, the
other asked families and the consumers them-
selves.

First, the Ministry of Health and Riverview Hos-
pital established a “Tracking Program"” to provide
follow-up information on patients transferred
during the downsizing. (Many other patients are
discharged from Riverview Hospital on a regular
basis. We did not include them in this report al-
though we will be attempting to include such peo-
ple in future.}

For niow, this progress report provides informa-
tion on the outcomes for 232 clients transferred
during five (fiscal) years, starting in 1992/93. Fifty-
nine per cent of the patients transferred had a di-
agnosis of schizophrenia, 12 per cent had mood
disorders and 9 percent had unclassified
delusional/psychotic disorders. Average length of
stay at Riverview before transfer for all patients
was 8.3 years (range 1.6 to 11.1 years).

We transferred clients to a variety of commu-
nity placements, including mental health residen-
tial facilities, family care homes, semi-and inde-
pendent living, continuing care facilities, ex-
tended care units, residential tertiary care, and
private treatment. (See Table 1.)

Most of the clients transferred have remained
in the community.

Around six months after discharge, we used on-
site interviews with care providers, patient chart
reviews, and follow-up phone interviews to fig-
ure out putcomes for clients living in facilities. For
clients in semi-independent or independent liv-
ing situations, we also interviewed their case
Mmanagers.

What did care providers say about the
transfer process?
Care providers for these clients have reported that
the majority of client transfers (B4%) from hospi-
tal to the community went smoothly. They were
also able to identify some elements that are im-
portant to simplify a smooth transfer process.
Most importantly:
* Good communication between the hospital
and the community is crucial to the patient
transfer process.

Most of the care providers reported that the cli-
ent transfers went well. Some care providers said
they wanted more specific information regarding
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Table 1. Snapshot Location/Status for Clients by Fiscal Year

Location, Status
1992/93 4 years  1993/94 3 years  1994/95 2 years  1995/96 1 year 1996,/97 6 months
In the Commumnity 28 (5200) 23 (T2%) 50 (83%) 58 (89%) 17 (B1%)
In Riverview Hospital 5 (9%) 5 (16%) 4 (7%) 4 (6%) 2 (9.5%)
In Forensic Psychiatnic Institute 0 0 1 (29) 0 1]
Deceased 18 (330) 1 (3%) 3 (5%) 3 {5%) 0
Voluntary Withdrawal
From Services 3 (6%) 0 0 0 2 (9.5%)
No Longer Part of
“Downsizing” Project 0 3 (9%) 2 (30%) o 0
Total 54 L ¥ 60 65 n
the client's psychiatric history, medical history,  at Riverview telephoned care providers, asking
medication history, social and family history. A about the placement process and outcome. Sec-
good history can make the difference in prevent-  ondly, after the Tracking Program followed-up,
ing a client's deterioration and return to hospital.  they reported any information regarding transfer
Some care providers also expressed their appre-  issues to the Patient Placement Committee.
ciation for assistance from Riverview Hospitalaf-  Thirdly, the Patient Placement Committee distrib-
ter we had transferred the client. Thus, commu-  uted questionnaires to patients, family members
nication before, during and after the transfer is  and facilities regarding their satisfaction with the
important to the success of the transition from  transfer.
hospital to community.
+ Effective discharge planning is critical when ~ What about readmissions to Riverview?
transferring patients to the commumnity. Besides examining the number of people who had
The author thanks Again, most care providers said that the details of  returned to Riverview Hospital at the designated
Karen Nesbitt, Dr. Derek  the transfer process were handled well. Some  “spapshot” periods, it is also interesting to con-
Eaves and John Fox for reported that they want more attention paid to  sider how long patients remained in the commu-
their significant contri- the details. For instance, several care providers ity before their readmission to hospital. Table 2
butions to this article. commented that the patients’ clothing was inad-  provides detailed numerical information regard-
For further information equate for community living. Apersonal appear-  ing the cumulative percentage of clients who were
or copies of the com- ance that may have been acceptable in the hos-  readmitted to Riverview Hospital
plete Tracking Report, pital can stigmatize the client in the community.
please contact Alex There were several mechanisms in place tore-  What about the consumers’ perspective on
Berland at Riverview spond quickly to the issues that care providers  the transfers?
administration offices, identified. First, when we transferred the client, 1 1996, we sent short questionnaires to 50 former
Tel 604/524-7850. the coordinator of the Patient Placement Project

e s ™ R i SO LT T T T

Table 2. Cumulative Percentage of Clients Readmitted to
Riverview Hospital by Fiscal Year Group and Time Away

Time Away Fiscal Year
from RVH

patients. Generally these people said that they
were satisfied with the discharge process and with
their adjustment to the community. Some ex-
pressed concern about leaving Riverview because
supports were less immediately available. On the
whole, however, they were satisfied with their
placements and their involvement while creating
their new homes.

a3 95/96 96/97
e = . What's next in tracking Riverview's
<6 months 15.1% 18.7% 6.T% 6.2% 9.5% outcomes?
<] year 21.3% 18.7% 11.7% 9.4% b With changes in mental health services driven by
<2years  25.9% 21.9% 11.7% = iy the Mental Health Plan, the need for accurate cli-
<Jyears  28.2% 25.0% —_— == r— ent information will become even more appar-
<d4years  33.6M = PR — s ent. As planners, managers and service provid-

ers, we must be able to answer the questions:
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*  What type of clients will be returned to the
community?

* What type resources will be needed to sustain
them in the community?

* What level of intensity of support will be
needed?

* How should community agencies collaborate
to meet client needs?

We are now working with Ministry of Health
staff to develop an extension of the project to fol-
low ather patients discharged from Riverview. We
will also be improving some outcome measures,
Documenting client needs in order to develop a
comprehensive and multi-agency community

strategy is especially important.

The Riverview Tracking Program shows the
usefulness of good data collected to address spe-
cific issues, [t was designed to collect only a few
well-defined indicators such as location, type of
facility, length of stay in the community, and
number of re-admissions. Collecting clinical in-
formation was not its original purpose. We also
need to improve the method for including con-
sumer and family opinions. Nevertheless, the
data has been useful in showing the overall out-
come of transferring patients to their communi-
ties: that former Riverview patients are, overall,
well cared for in the community.

Alex Berfand is Public
Administrator at BC's
psychiatric hospital,
Riverview Hospital.

AView of the future of

Mental Health Research in
British Columbia

Shelagh Turner

Recently | read an article in the April 1994 edition
of the Canadian Journal of Psychiatry by Dr. Ray
Lam and Dr, Nady El-Guebaly entitled, “Research
Funding of Psychiatric Disorders in Canada: A
snapshot, 1990 - 1991.1 | was intrigued, as their
thesis was that research funding for mental dis-
orders in Canada , particularly in British Colum-
bia is disproportionately low compared to the in-
cidence of mental illness and the magnitude of
direct mental health care spending. 1 spoke with
Dr. Lam recently about his thoughts on mental
health research funding .

Mental health research has lagged compared
to other health-related research because funding
agencies and the medical system are influenced
by the same biases against mental illness as the
general public, in Dr. Lam's opinion. Mental ill-
ness simply does not have the profile of other sec-
tors of health care, The stigma associated with
many mental disorders, which is perpetuated in
the media and our daily lives, reaches its way into
funding decisions for mental health research,

Within Canada, British Columbia has one of the
worst records for supporting mental health re-
search. Why does BC have such a poor record? Dr.
Lam believes research in the mental health field
has not been a government priority as they are not
clear on the benefits of research and evaluation
from a systemic perspective, Its a field that has
not had the same degree of advocacy as is found
in other health sectors. Although basic neuro-
science research is well funded and may ultimately
provide new treatments, more research specifically

about mental illness is required now, The same
argument was used successfully by the AIDS and
breast cancer activists to explain why they needed
dedicated funding for these specific diseases - be-
yond general immunology or cancer research.

Dir. Lam suggests there must be more empha-
sis on analyzing the outcomes of services and
service delivery. More and more often, policy de-
cisions in the mental health system seem related
to cost factors or ideology rather than whether a
need is being met efficiently and effectively. In
British Columbia, we need to make decisions that
are based on evidence. However, we Rave been
unable to do this in a comprehensive way, since
we have no standardized system for collecting
data. Without a standard, information is anec-
dotal and does not provide an adequate basis for
decision-making,

It is essential for us to understand how effec-
tive our current mental is right now. The first pri-
ority must be to develop an effective, centralized
information system throughout the province. Ad-
ditionally, in order to determine how well we are
doing as a mental health system, we need to de-
velop standardized tools, methods and processes
which will collect data on a lecal, regional and
provincial basis, This will provide us with a basis
for planning and refining the mental health sys-
tems of the future,

In this regard, Dr. Lam sees a value in the accredi-
tation process. It provides a snapshot of where things
are right now and helps to create a plan of how things
should look. Its value lies in the use of agreed-upon
benchmarks, which provide a basis for ongoing as-
sessment. Benchmarks are only useful when they are
based upon BC info, not on other systems or juris-
dictions in Dr. Lam’s opinion.

How do people with mental illness and their
families fit in to mental health research? Itis criti-
cal that consumers and family are actively in-
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volved in the accreditation process in a way that
moves beyond tokenism. They should be in-
volved in the determination of which outcomes
are relevant and develop meaningful ways to
measure these outcomes. For example, involy-
ing people with mental illness and their family
members would require a different set of ques-
tions and way of asking these questions, than if
they were not involved.

The University of British Columbia Depart-
ment of Psychiatry is interested in providing lead-
ership in the area of outcome-based research. The
UBC program CUPPL (Cooperative University
Provincial Psychiatric Liaison) provides psychiat-
ric service delivery, mental health service plan-
ning and professional training throughout the
province. By using this province wide program,
there may be an opportunity to train profession-
als in evaluation methods that would promaote
stronger, community-based mental health re-

search.

The future of mental health research and evalu-
ation in British Columbia is fundamentally linked
to funding. Funding is required to develop a
standardized system for collecting data as well as
to design and implement standardized tools and
processes for gathering information. Funding is
required for training in research methods, devel-
opment and analysis. Dr. Lam's vision is the crea-
tion of a dedicated government-based or
partnered, Mental Health Research Foundarion
which raises and disburses seed money for men-
tal health research projects throughout the prov-
ince. D Lam sited the Ontario Mental Health
Research Foundation as an example of how this
might work. A Foundation such as this could fos-
ter new partnerships within the mental health
system, while significantly mising the profile of
mental health and its research in British Colum-
bia.

Accountability in the mental

health

system ensures cost-

effective and care-effective

services
Eric Macnaughton

Accountability is a key issue in the health care
system. In short, accountability is about making
the best use of resources to achieve the best pos-
sible results for people who use mental health
SErvices.

This involves doing a number of things in part-
nership with consumers, family members, and
service providers, First, it involves setting clear
goals for what we want our mental health pro-
grams to achieve, and how we want them to ac-
complish this. Secondly, it involves looking at
programs to see whether they measure up to ex-
pectations. Finally, accountability involves the
ability to make the necessary changes to our pro-
grams and our mental health system as a whole,
so that they do achieve the outcomes that people
with mental illness want,

Setting Goals

Clear goals should be expressed in terms of
change, and in terms of who is expected to
change, in what way, and in how much time. For
example, some members of a clubhouse program
might decide they wish to increase their job skills

by a certain amount over a six month period of
time. Whatever the goals for change are, they
must be meaningful in the lives of the people in
the program.

Just as programs can set goals, so can the sys-
tem as a whole. An example goal for the mental
health system is to increase the amount of money
spent on community supporis, compared to
spending on hospitals. Another measurable goal
is to have a system that responds to individual
needs.

Measuring Goals
“Program evaluation” s a way to measure the suc-
cess of a program. Evaluations can look at a
number of different things. Evaluations can look
at how the program works on a day-to-day basis
(known as “process evaluation”). They can look
at the organization or the bigger picture within
which the program works (known as "structural
evaluation”). And finally, they can measure out-
comes— that is the extent to which program goals
are met. For the clubhouse example given above,
an outcome evaluation would measure how much
joh skills had actually improved after six months.
On an informal basis, programs can be evalu-
ated by having good record-keeping. This can
provide valuable feedback to staff about such
things as who attends the program, and how and
why they came into the program. Taking direct
measures of consumer satisfaction, and ensuring
ongoing user involvement for planning and im-
proving the program are other important ways of
keeping accountability.
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One example of a system-level evaluation is
called a spending analysis. The analysis looks at
actual spending in terms of institutional and com-
munity resources, and then makes a comparison
to an ideal standard. Model systems in other
countries spend 60% of their dollars in the com-
munity, but many Canadian provinces and re-
gions spend only 20%.

Cost-effectiveness studies

Amore complicated way of doing program evalu-
ation Is to measure “cost-effectiveness”. Most
such studies compare the effectiveness of com-
munity-based programs to hospital-based pro-
grams, in terms of outcomes and in terms of cost.
Much of the research shows that properly set up
community-based alternatives offer as good or
better outcomes, at a lower cost than programs
which are hospital-focused. These studies have
mostly looked at an intervention known as “as-
sertive community treatment” (or ACT). Some
have also looked at supportive housing and con-
sumer-run alternatives, and shown these to be
cost and care-effective investments.

Achieving Necessary Changes

Once a program is evaluated, stakeholders must
wark together to make necessary changes and
improvements. At the system level, there must
be incentives and ability to change the way re-
sources are allocated. There also must be ac-
countability to people whose needs go beyond a
single program, or whose needs change over time,
This is necessary to avoid people "slipping
through the cracks".

Model mental health systems address these is-
sues by having an agency called a "mental health
authority” This group is given the ability and re-
sponsibility for making all spending decisions
within the mental health budget. Because they
have spending responsibility, these boards have
an incentive to prevent unneeded hospitalization,
which is the most expensive part of the con-
tinuum of care, They can also reallocate resource
savings to community alternatives.

In addition to being accountable for costs, the
mental health authority is also responsible for
ensuring people get care when and where they
need it, at all points in the service network. Often
this responsibility is carried out by a primary com-
munity support worker. Although based in the
community, the worker helps design in-patient
rehabilitation plans should the person enter hos-
pital, and engages the consumer in discharge
planning as soon as possible after admission to
hospital.

Accountability to the Individual

It must be emphasized that for the concept of ac-
countability to have meaning it must begin and
end with the consumer. Planning and evaluation
at the system level must include the consumer
and his or her support network. At the program
level, outcome goals should reflect the consum-
er's wishes about how rehabilitation and support

should be arranged. The most fundamental is-  Eric MacNaughton is the
sug, though, is that system, program, orindividual ~ Coordinator of Policy
supports should improve the consumer’s quality  and Research at the

of life, as defined by her or him. This is whatreal ~ Canadian Mental Health

accountability means. Association, BC Division

Resource List

Books

Barnsley, J. and Ellis, D. (1992). Research for Change - Participatory Action Re-
search for Communfly Groups (Contact; Women's Research Center 604/734-0485)

CMHA, BC Division (1995). Accountability Fact Sheet and Technical Paper (Contact:
CMHA BC Division 604/688-3234)

CMHA, National Office (1995). Discussion Guide on Mental Health Reform (Con-
tact: CMHA BC Division 604,/688-3234)

Ellis, D, Reid, G. and Barnsley, ). (1990). Keeping on Track - An Fvaluation Guide for
Community Groups (Contact: Women's Research Center 604,/734-0485)

Health Systems Research Unit, Clarke Institute of Psychiatry (1997). Rewew of Best
Practices in Mental Health Reform (Contact: Publications Health Canada 613/954-
5995)

Mental Health Statistics Improvement Program (MHSIP) Task Force on a Consumer-
Oriented Mental Health Report Card - Final Report (1996). Consumer Orfented
Mental Heaith Report Card (Contact: Clearinghouse - 301/443-3343)

The Research Committee of the International Association of Psychosocial Rehabili-
tation Services (1997). Measuring Psychosocial Rehabilitation Outcomes (Con-
tact: International Association of Psychosocial Rehabilitation Services 410730
T190)

Workshops

BC Health Research Foundation, as part of its community-based research training
program, offers a series of four introductory level workshops:

» in Introduction to Community-Based Research

» An Introduction to Methods for Community-Based Research

» The Basics of Community-Based Evaluation

» Writing a Research Proposal that Gets Results

These workshops will be held in Vancouver in January 1999.  For more informa-
tion, contact Chris Crossfield or Corinne Hof at BC Health Research Foundation:
604,/436-3573 or toll free at 1/800/565-5994.
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Initial Thoughts on an
Evaluation Framework for
the Mental Health Advocate

The Mental Health Advocate for BC has the re-
sponsibility on reporting annually on the Mental
Health system from the perspective of the con-
sumert/survivor and family member. This report
is meant to reflect on the current state and en-
able all to create action to improve the lives of
people living with mental illness. In general, be-
cause my mandate is systemic advocacy, [ am
looking for broad patterns that repeatedly re-oc-
cur or are absent and can be altered with a posi-
tive benefit for the people who matter maost.

Behind any evaluation there are always several
assumptions and it seems at this point critical to
name mine. They involve how [ characterize the
diversity of consumer/survivor and family voices
and how [ think about mental illness and mental
health reform.

First of all, | am aware that the consumer/sur-
vivor lens has many different views in part because
of the causes of mental illness but also because of
cultural and diversity of life experiences. Some
people consider themselves a mental health sur-
vivor meaning they enjoy relative good health but
in no thanks to the quality of care provided by the
formal system. [ also assume that a variety of strat-
egies will have to be used to find the consumer/
survivor voice. We need to understand that given
the power inequities in the consumer-provider in-
teraction, it will be always be difficult for persons

Glossary

Dan't ket the big woards scare you! Here's a plain language guide fo words you'll find in this

fsswe of Visions

accreditation: an official “stamp of approval” process, usually given by experts, or peers
from a related field. This process ensures that an organization maintains certain standards
of services and/or the way services are provided.

epidemiclogy: the study of how dissases occur in populations, how much or how often
they occur, where they come from, how they spread and how they are controlled.

methodology: the methods used to do research and the process that is involved in doing
the research. If research & “methodologically sound,” it means the kinds of questions
asked, the ways the questions were decided on and then asked, and the quality of the
answers are considered very good.

outcome measures/outcome evaluations: measuring the end result of using a mental
health, health, or any other service. Finding out if and how well a service/programy project
did what it's supposed to do,

utilization; a measure of how much something is used, such as a mental health service or

program

Nancy Hall

with mental illness to express their needs and give
feedback to service providers. We need to move
beyond formal patient complaint systems.

The family lens is unique and different from the
consumer lens. Many of the severely disabled men-
tally ill people have family care providers as their
primary sources of help. These caregiver's experi-
ences have value in and of themselves and need to
be acknowledged and supported.t is important to
state that I see mental illness as a chronic condi-
tion that with the right combination of commu-
nity supports can enahble the person to be an ac-
tive member of society. | do not see consumer/sur-
vivors as passive recipients of service. As a systemic
advocate, I will also bring to this evaluation sev-
eral assumptions about mental health reform.
While many will cry out for enhanced service ca-
pacity, from other jurisdictions we know that ac-
tion is necessary on at least 2 levels besides the
service system. We need to address the determi-
nants of health as well as to enhance consumer
participation in planning, service delivery and
evaluation. I will measure progress towards the
provision of adequate housing and improved ac-
cess to income assistance, Recognizing the inher-
ent value of the consumer/survivor's experience, |
see there is a job to strengthen participation at all
levels of the system. 1 will want to reflect on the
quality of assistance and advice from all advocates
within BC and support the development of a Net-
work of Advocates for persons with mental illness.
This network must work together towards a com-
mon vision as well as build the capacity of con-
sumer/survivors around the province to take ac-
tion in support of themselves and others,

At this point | am in the midst of developing a
framework for evaluation and the purpose of this
contribution to this edition of Visions is to seek
input on this first draft of a framework. To begin
with, | have chosen five basic areas to review:
Community Context. Are the basic supports in
place to enable independent community living?
Money. Are the resources, both new and old be-
ing spent in the most cost effective manner?
Structures. Are the systemic structures for work-
ing together functioning to enable consumer/sur-
vivor/family participation at the provinclal, re-
gional and local levels?

Information systems. Are the various aspects of
the system able to communicate with one another
in the most efficient form to enable effective care
whilst maintaining patient confidentiality?
Programs. Do the programs and services that are
offered around the province meet the standards
of best practice? Do they maximize consumer
participation and feedback?



