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Instructors’ Biographic Information 

Beth Evans

Director, Mental Health Promotion

Alberta Mental Health Board

Career Profile

· Senior level experience in business planning, project management and strategy development for a provincial mental health authority.

· Extensive experience in the design of mental health and human services and systems.
· Management experience with both public and private not-for-profit environments related to health care, vocational rehabilitation services and housing.

· Significant management experience with organizational development and transition strategies.
· Strong leadership and experience in the design and evaluation of mental health promotion.

· Leadership experience related to public consultation, collaborative processes and community development.
Biographic Information

Beth Evans has extensive experience in management and planning of programs and services at regional, community and provincial levels, and in private non-profit organizations in the area of mental health. Her background spans employment, housing, community supports, and mental health services. She holds a Master of Science Degree in Applied Psychology with a specialization in Community Rehabilitation and Disability Studies. 

Beth is currently employed with the Alberta Mental Health Board as Director, Mental Health Promotion. She has participated in an advisory capacity to the University of Calgary in the partnership with the Moscow Research Institute.
Faye Knudson, Quality Improvement Coordinator

Claresholm Care Centre

Instructor, psychiatric education of degree nurses (University and College)

Career Profile
· 40 years experience in psychiatric nursing, management, program development and administration in the framework of the psycho-social rehabilitation model.

· Extensive practical and leadership experience in the transition from paternalistic custodial care to a psycho-social rehabilitation model it is today – throughout the process of the reform.
· Educational background: Long-Term Care Organization and Management, Health Care Administration (Health Services), and Post-Basic Mental Health Nursing Program from Mount Royal College in Calgary.
· Worked at the Claresholm Care Centre in positions of Recreation Therapy Director, Director of Finance, Director of Nursing, Acting Executive Director of the facility, and Director of Therapies and Support Services.
· Currently teaching as an instructor for three universities and one college, and supervising practicum placements for students in their initial exposure to psychiatric nursing. 
Biographic Information

Born and raised in Alberta, Canada. Primary nursing education was in a Catholic hospital program, graduating in 1967. Worked acute care in Calgary for five years then traveled in Europe and the US for 1 1/2 years. Returned home to the family farm and commenced work at the Claresholm Care Centre which was at that time a custodial facility for patients with long histories of mental illness and hospitalization. Completed certificates in Long-Term Care Organization and Management and a degree in Health Care Administration (Health Services) and completed all course work for the Post-Basic Mental Health Nursing Program from Mount Royal College in Calgary.

In 1975 the Claresholm Care Centre began a long transition from paternalistic custodial care to a psycho-social rehabilitation model it is today. Initially, I worked as Rehabilitation Coordinator with a primary concern with physical rehab, speech therapy and English as a second language for quite a number of our patients. I then developed the Day Hospital program from 0 participants to the current 45 and as well have worked as the Recreation Therapy Director, Director of Finance, Director of Nursing, Acting Executive Director of the facility and Director of Therapies and Support Services.

About the only department I haven't run is Personnel (Human Resources). 

Currently I am in a part-time position as the Quality Improvement Coordinator for the facility and have turned much of my focus to the psychiatric education of degree nurses. I am a clinical sessional instructor for three universities and one college and supervise practicum placements for students in their initial exposure to psychiatric nursing. Today's nurses have a broader world view than I did 40 years ago but still come to the experience with many of the same societal stigmas, biases and beliefs that have made rehabilitation of the mentally ill so difficult. Their exposure to the mentally ill and their attitudes still come primarily from the media and history. Though I suspect they sometimes worry that I am too old to teach them much, they quickly find in themselves the compassion and advocacy the mentally ill so badly need.
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Preparation ahead of time: Ask participants to bring an object that signifies mental health and bring their vision drawings /performance from the May 2005 session.

Day 1: September 26 – General Introduction to the Seminar and Introduction to Community-based mental health system

AM:  Introduction 








(Beth and Faye)

Outline:

a. General introductions of participants and presenters – Faye and Beth prepare slides of home, symbols of mental health, and vision

b. Share vision drawings (from May session)

c. Discuss objects that signify mental health

d. Organization and leadership for small groups

Goals for the two weeks:

To expand participants’ knowledge of community-based service systems


To develop knowledge and practice in individualized service planning


To foster skills to plan, manage, organize and evaluate services


To encourage ongoing professional development among participants

Assumptions:


Two populations – inpatient and community


Vision guides the frameworks


Models – adapt them to your situation

The two weeks will focus on:



The vision of a community based mental health service



The individual client/family



The components of the system



The professional development of the participants

Key Concepts for all presentations:

· What is the role of the patient/consumer/survivor?

· How does the individual service plan play out?

· What is the patient/family perspective?

· On what values are the services based

· Sacred Cows and Screwdrivers

· Everything is possible

PM – Focus on the system

What does a community based mental health services system look like?


(Beth)

· Framework for support

· The Knowledge Resource  Base

· Mental Health and mental illness continuum

· Continuum of service

· The Calgary example

Day 2: September 27 – Focus on the Person

AM – Individual Service Planning: What it is, what it looks like 


(Beth and Faye)

Present Alberta models for 2 populations – community and facility

PM – What Role Does the Patient Play in all this?




(Beth and Faye)




Empowering the Patient




Recovery Model




Caregivers as Advocates and Empowerers

 


Listening to the Clients – what they want from us?  




What we can learn from them.  Getting useful information

Day 3: September 28 – Focus on the person

AM & PM – Psychosocial rehabilitation





(Beth and Faye)

Present Alberta models for 2 populations – community and facility
 



– Consumer Initiatives / Self Help




(Beth and Faye)

Present Alberta models for 2 populations – community and facility



– Strengths Model






(Beth and Faye)

Present models for 2 populations – community and facility

Day 4: September 29 – Focus on the service components

AM – Service Component – Housing





(Beth and Faye)

Present Alberta models for 2 populations – community and facility

PM – Service Component – Crisis Services





(Beth and Faye)

Present Alberta models for 2 populations – community and facility

Day 5: September 30 – Focus on the service components



(Beth and Faye)


AM – Service component – Vocational/employment/Meaningful Activities 

Present Alberta models for 2 populations – community and facility

PM – Focus on Designing and Implementing Services


Starting with the end in mind – Program Planning 


(Beth and Faye)

Present Alberta models for 2 populations – community and facility

Day 6: October 3 – Focus on Designing and Implementing Services 

AM – Designing the service / program – what are the components


(Beth)




Activities




Staffing




Where will service take place?

PM – Measuring Progress – How do we know we are making a difference? 

(Beth)

Evaluating programs


Approaches to use – qualitative and quantitative
Simple measures

Day 7: October 4 – Improving the Service/Program
AM – Introducing a new way of looking at improving services and making work easier 
   (Faye) 


The Quality Improvement Framework




Designing a framework




Examples that worked examples that didn't 




Trying out the framework

PM – Managing Change



The process and the pain of change





    (Faye)




How new ideas get adopted – Diffusion of Innovation; Tipping Point
    (Beth)




When idea stalls (Keeping innovation alive)

Day 8: October 5 – Focus on the professional

AM – Do we need to be good at leadership and managing people to get this work done?


Difference between the leader and the boss




    (Faye)

Characteristics of a leader – Who can be a leader




Types of leaders – formal/informal





    (Beth)


Types of leadership – Participatory, Consumer-centered, and Front line leadership

PM – Teamwork/teams 



Being on a team







    (Faye)



Different types of teams in mental health medical model, multidisciplinary,    

interdisciplinary and trans-disciplinary



                (Beth)



QI improvement teams






    (Faye)

Day 9: October 6 – Focus on the professional

AM – Keeping our knowledge current and appropriate




    (Faye)



Best practice/evidence based 


Mental Status Assessment training



Educating Non-professional staff 

PM – The work environment







    (Beth)


Developing and maintaining a common vision

Listening to consumers and families

Planning for the future 

Monitoring progress

Day 10: October 7 – Focus on the Community and system

AM – Service Model – Mental Health Promotion or Stigma



    (Beth)




Present models for 2 populations – facility and community

PM – Self care for health professionals 





    (Faye and Beth)

Final Presentations



Review and Summary of Learning


Networks – Community of Learners


Wrap up – New Vision

Celebration
Mental Health Reform: A Perspective from Alberta, Canada

Topics

· Paradigms for Treatment and Rehabilitation

· Progress of Reform in Canada and Alberta

· Future Directions

· Implications for Omsk

· How to change services and systems

Assumptions

· Reform is possible and desirable

· Vision is critical

· Change is messy

· Change can be facilitated

Format

· Information and discussion

· Comparison/Application in Russia

· Application to Omsk

Paradigms for Treatment and Rehabilitation

1. Social policy

· 1800s  Law and Order

· Early1900s Protection of the Individual

· 1945 Welfare State

· 1960s – Deinstitutionalization

2. Case Management (4 models)

· Community Supports

· Rehabilitation 

· ACT

· Strengths

History in Canada

· Deinstitutionalization

· Community Mental Health

· Reform

· Best Practice

HISTORY OF MENTAL HEALTH IN ALBERTA
· Government Delivered 

· Strategic Plan for Mental Health (1992-1993)

· Regionalization

· Mental Health Board (1994)

· to reform the mental health system

· develop regional plans

· divest provincial services to the regions
SIGNIFICANT ADVANCES

· Psychiatric Hospitals
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· Mental Health Beds (2004)

	General Hospitals
	566

	Psychiatric Hospitals and Care Centre
	865

	Alberta (Total)
	1,431


· Expanded community based services
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· ACT

· Crisis services

· Walk-in clinics

· Clubhouses

· Research

· Children’s Mental Health Services

· Telemental Health
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· Provincial Programs

· Mental Health Promotion

· Suicide Prevention

· Aboriginal Mental Health

· Provincial Forensic Psychiatry Program

· Hard to Serve

Future Directions

· WHO – World Health Report 2001

· Canada

· National framework

· Home Care

· Primary Care

· Research

· Prevention and Promotion

· Children

Implications for Omsk

· Vision

· Strengths in Omsk 

· Challenges

· Opportunities

How to Create Change

1. How does innovation occur? 

2. What are the stages of change?

3. How to facilitate change.

4. How to manage resistance to change.

Tools for change

· Assess: Inpatient Assessment Questionnaire

· Plan: Discharge 

· Provide: Continuity in Community supports

· Manage: The change process

       Conclusion

What does a Community-based Mental Health System Look Like?

THE COMMUNITY RESOURCE BASE

[image: image1]
The Knowledge Resource Base: types of knowledge that contribute to our Understanding of mental illness
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MENTAL HEALTH CONTINUUM
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MENTAL DISORDER CONTINUUM
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So what does a community-based mental health system look like?

Mental Health Services

· Care in Community 

· Housing

· Work

· Self Help

· Hospital

· Crisis response

Group work

Using the Framework for Support as a guide, please discuss:

·  What mental health services exist in your region?  

· What generic community services are in your region?

· What  consumer and family groups exist in your region?

Individual Service Planning
Models of Individual Service Planning

· Community Supports
· Rehabilitation
· Assertive Community Treatment
· Strengths Model

Comparison of Case Management Models
	 
	Community Supports
	Rehabilitation
	Assertive Community Treatment
	Strengths

	Purpose
	Meet needs, achieve potential & avoid exclusion
	Independence/

function through skill development
	Independence/ function through skill development
	Recovery and Interdependence

	Setting
	Community;
 MH services
	Community; 

 MH services
	In vivo
	In vivo

	Who is Served
	Patient/client
	Client
	Client
	Human being

	Client/

Professional Relationship
	Traditional
	Assertive  traditional
	Assertive partnership.

Team
	Partnership

	External Environment
	Adapt or change environment
	Adapt or change environment
	Adapt or change environment
	Social relations

Opportunities 

Resources

	Internal Environment
	Prime therapist & support
	Prime therapist support, skills
	Prime therapist
	Aspirations

Competency

Confidence

	Principles
	Care in community
	Improve function, roles
	Empowerment
	Strengths


Assertive Community Treatrment. Purpose and Goals

Purpose:

· Alternative to hospital 

· Care in community 

Goals:

· Keep people in contact with services

· Reduce hospital admissions

· Improve social functioning and quality of life

ACT Model

· Multi-disciplinary team management

· Psychiatric and social care

· At home and work

· Assertive outreach

· Low caseload

· Teams provide services to client

Considerations

· Effectiveness

· Client perspectives

· Consumers as providers

ACT Effectiveness

· Reduced symptoms

· Improved social functioning

· Remain in service

· Less family burden

· More family satisfaction with service

· Lower cost of care

· Less time in hospital

· Better outcomes on housing, employment and satisfaction

Client perspective

· Client perspective is different than clinicians

· Want input on programs and services

· Need information on when and how to access services.

Ethics

· What might be some ethical issues of assertive community treatment? 

· Is assertive community treatment intrusive?

· Should all clients have access to ACT?

Consumers as providers?

Listening to the Patient

Calgary Focus groups 2004-05
- Canadian Council on Health Services Accreditation survey April 05- Six focus groups with
   partners and consumers

- Inpatients and outpatients

Theme: Access and Availability
· We’d like to know about your experience getting help from us

· How did you know about us?

· Did you wait to see the nurse/therapist/doctor? How long?

· Were there any delays after your first visit? How long?

· Did we have the services you needed?

· If we didn’t have the services you needed did we help you get them from somebody else? How did we help? Where did you go?

Theme: Accountability
· Were you given choices in using the services?

· Were you involved in your treatment planning, choices and goal setting?

· Did you get the services we said we would provide?

· What services were most helpful? What services were least helpful?

· Did we ask you to fill out a satisfaction survey?

· Do you think that is a good way to get information to improve our services?

· If you had a complaint, did you know how to get help with it?

Theme: Service Delivery
· Did you move from one mental health service to another? Why?

· If yes, did you help you with discharge or moving between services?

· If you needed specialized services, were they available to you?

· How did we respect your culture, your values and your opinions?

· How did we involve your family when you were in our programs?

Theme: Community; Maintaining continuity
· Did you have to travel outside your home community to get services?

· If yes, did you get enough help and information?

· Did anyone contact after discharge to find out how things were going?

· Did you appreciate that call?

Theme: Education 
· Did we meet your needs for learning about your illness and about staying healthy?

· How?

· What other kinds of information could we have given you and your family?

Tidal Model

· New model of psychiatric nursing introduced in Great Britain and now spreading to Canada

· Person centred care to empower people with acute mental illness

· Person actively involved in their own care

Ten Commitments of the Tidal Model 

…Need to firmly in place in both the minds and hearts of the helping team (Phil Barker)
· Value the voice

· Respect the language

· Develop genuine curiosity

· Become the apprentice

· Reveal personal wisdom

· Be transparent

· Use the available toolkit

· Craft the step beyond

· Give the gift of time

· Know that change is constant

The attitudes, knowledge and skills needed in mental health nurses

Sharon Rydon, International Journal of Mental Health Nursing, (2005) 14, 78-87

· Qualitative, descriptive study from New Zealand

· Identified what consumers view as necessary

· Interviewed both consumers and families

· Audiotaped and analyzed

· Attitudes

· Interpersonal Skills (Communication)

· Practical Skills (Support, follow-up and Assistance)

· Personal Knowledge

· Professional Knowledge

· Context

· Power and the Good nurse

Themes: What they might mean to us?

When I ask you to listen to me and 

You start giving me advice, you
Have not done what I asked.

When I ask you to listen to me and 

You begin to tell me why I

Shouldn’t feel that way, you are 

Trampling on my feelings.

When I ask you to listen to me and

You feel you have to do

Something to solve my problems,

You have failed me, strange as

 That may seem.

Listen!  All I asked was that you

Listen, not talk or do – just hear me.

Author Unknown

If you are going to help me

1. Please be patient while I decide if I can trust you.

2. Let me tell my story, the whole story, in my own way.

3. Please accept that whatever I have done, whatever I may do is the best I have to offer or seemed right at the time.

4. I am not a person; I am this person, unique and special.

5. Don’t judge me as right or wrong, bad or good. I am what I am and that’s all I’ve got.

6. Do not assume that your knowledge about me is more accurate than mine. You only know what I have told you. That’s only part of me.

7. Don’t ever think that you know what I should do. You don’t. I may be confused but I am still the expert about me.

8. Don’t place me in a position of living up to your expectations. I have enough trouble with my own.

9. Please hear my feelings, not just my words. Accept all of them. If you can’t, how can I?

10.  Don’t save me. I can do myself. I knew enough to ask for help, didn’t I?

THE STRENGHTS MODEL
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Figure 2.10 The theory of strengths and characteristics of the empowered.

Individual Service Plans Strengths Model

Assumptions

· Focus on strengths of client and environment

· Citizenship

· Interdependence  

Purpose

“To assist consumers in identifying, securing and sustaining the range of resources - both environmental and personal – needed to live, play and work in a normally interdependent way in the community.” Rapp 1998, p. 44

Principles

1. Individual strengths

2. The community has lots of resources

3. Client self-determination

4. Relationship with case-manager

5. Outreach

6. Client learns, grows and changes

*Desired outcome
*Strengths Assessment Form
*Personal Plan

TABLE 6.1

“Miracle Question”


The ‘miracle’ question is often a good way to stimulate thinking about aspirations:

Suppose while you are sleeping tonight a miracle happens. The miracle is that the problem that has you here talking to me is somehow solved. Only you don’t know that because you are asleep. What will you notice different tomorrow morning that will tell you that a miracle has happened?

This question is the starting point for a whole series of satellite questions designed to take the client’s attention away from difficulties and to focus it on imagining a future when the problem is solved. The following satellite questions might be used:

· What is the very first thing you will notice after the miracle happens?

· What might your husband (child, friend) notice about you that would give him the idea that things are better for you?

· When he notices that, what might he do differently?

· When he does that, what would you do?

· And when you do that, what will be different around your house?

The intent of these questions is to help the client formulate, in detail, what will be “different” in his or her life when the miracle happens. As the client struggles to describe these differences, the client also often develops both an expectation of change and a growing sense of the goals toward which to direct effort.

The satellite questions mirror the characteristics of well-formed goals. Thus, when a client responds to the miracle question, “I’d have a sense of peace,” the worker might ask, “What might your husband notice different about you that would tell him that you are beginning to ‘have a sense of peace’?”  With this question, the worker is attempting to help the client develop more concrete goals that are more the beginning of something rather then the end and that respect the client’s language. Or, to give another example, when a client responds to the miracle question with, “I’d cry less,” the worker would ask, “What would be there instead of the crying?” recognizing that well-formed goals are the presence of something rather then the absence.

(DeJong & Miller, 1995, p 731)


Figure 6.1 Case management personal plan.

For: _____________________________   Case manager: ______________________    Date: 

Planned frequency of contact: _______________

Life domain focused upon:

Daily living situation

Vocational/educational

Social supports


Leisure/recreational supports

Financial/insurance

Health
	Consumer’s long-term goal

	Measurable short-term goals toward achievement
	Responsibility
	Date to be accomplished
	Date accomplished
	Comments

	
	
	
	
	


__________________________


___________________________
Consumer’s signature      Date


Case manager signature      Date

__________________________


  __________________________

Psychiatrist signature       Date


  Collateral/signature            Date 

Figure 5.1 Case management; consumer strengths assessment.
Manager’s Name






      
Consumer’s Name


	Current status:

What’s going on today?

What’s available now?
	Individual’s desires, aspirations:

What do I want
	Resources, personal social:

What have I used in the past?

	
	Life domain

Daily living situation
	

	
	Financial/insurance
	

	
	Vocational/educational
	

	
	Social supports
	

	
	Health
	

	
	Leisure/recreational supports
	


What are my priorities?
1. ______________________________________________________________
2. ______________________________________________________________
3. ______________________________________________________________
4. ______________________________________________________________
	Case manager’s comments:
	Consumer’s Comments:

	
Case manager’s signature


Date
	
Case manager’s signature


Date


Community Housing Options Calgary Region

· Institutional Care

· Approved Homes

· Group Homes

· Supported Housing Units

· Assisted Living Situations

· Family Care
Variety of Individual Needs

· 24 hour a day care

· Daily living assistance

· Medication monitoring

· Structured socialization

· Inclusion in normal family environment
Institutional Care

· For people who have disorders of the brain and who do not respond to medication. 

· Government Run long-term hospitals

· Reduced capacity in recent years

Approved Homes

· Government program

· Maximum of four residents

· Residents are to be included as an adult member of the family

· Operators provide meals, housekeeping etc.

· Operators teach basic life skills

· Operators provide opportunity for recreation

Group Homes

· Government funded agencies 

· Four to ten adult psychiatric patients who require significant care

· Live-in staff members 

· Shared kitchen, washroom, living room

·  Considered transitional housing

Supported Housing Units

· Apartment buildings

· Residents receive financial support

· Residents require support for daily living

· Independent Living Support staff – daytime

· Long-term housing

· Recreational Programs offered to residents

Assisted Living Situations

· Run by funded agencies

· Apartments buildings 

· Some Mental Health units

· Minimal daytime support

· Expected that residents are independent

Family Care

· In many cases family members are left with the responsibility of caring for their ill family member without regard to the level of severity.

· Main concern is who will care for the individual after the parents die?
Emergency Facilities

· Salvation Army

· Mustard Seed

· Drop In Centre

· Churches

· Overflow Units

Homeless Foundation

· Conceived by Mr. Art Smith – businessman 

· Provide capital funding for housing projects and is committed to providing the vehicle for community consultation and collaboration on solutions to the homeless issue.

· Vision: “All Calgarians will have access to housing where they feel safe and secure”.

Schizophrenia society of Alberta, Calgary Chapter

700 - 2310 2nd Street SW Calgary  AB  T2S 3C4

Phone: (403) 264-5161    Fax: (403) 269-1727    E-mail: ssacalg@telusplanet.net

“…To alleviate the suffering caused by schizophrenia and related disorders.”
Fay Herrick, Education/Advocacy, Schizophrenia society of Alberta   

May 11, 2004

COMMUNITY HOUSING OPTIONS FOR PEOPLE WITH PSYCHIATRIC DISORDERS

A wide variety of housing types is needed to properly provide safe and affordable housing that can be a positive force in the recovery process. Reintegration into full community life must be the goal of all services and medical interventions offered to people who are afflicted with brain disorders.  

People who have schizophrenia or related disorders have needs that differ from others in the general population that may include:

· assistance with the activities of daily living including shopping and meal preparation, housekeeping, laundry, personal hygiene and assistance with financial management

· medication monitoring

· structured socialization in safe, non-threatening surroundings

· inclusion in a normal family environment.

The wide variety of service is in response to the wide variety of individual needs. Some people who have serious disorders of the brain are able to live independent of all community services. Others require daily assistance in order to survive and thrive in the community.

The following list describes different types of housing that are provided in Alberta. 

Institutional Care:
Institutional care is provided for people who have serious disorders of the brain and who do not respond to any of the known medications or to any other medical intervention. Institutional care has been greatly reduced in recent years. The move toward psychiatric care in the community is thought to work best for people. Not all patients are able to benefit from community care. 

Approved Homes:

Approved homes are family-owned homes that accommodate a maximum of four residents in addition to the operator’s (or landlord’s) family. The resident is to be included as an adult member of the family. Operators provide meals, housekeeping, medication monitoring and are charged with the responsibility of teaching basic life skills to the residents. The Operators are also responsible for providing the opportunity for the resident to participate in leisure activities.  A service plan is developed for each resident by a mental health professional that details the specific services to be provided. Residents share common spaces in the home with the rest of the family, but have their own bedroom, which could be shared with one other resident.

Operators of Approved homes must meet the standards established and monitored by Alberta Health and Wellness, Mental Health Division.
Group Homes:
Group homes accommodate from four to ten adult psychiatric patients with significant care needs. There is a trained live-in staff member on site at all times. Residents share common kitchen, washroom and living room facilities and household duties are shared. Staff members teach life skills that will enable residents to live more independently in the community. Most group homes provide highly structured daily activities. Group homes are considered transitional housing. Most people remain in this type of housing for less than one year.

Supported Housing Units:

These are multi-unit accommodations usually an apartment building. Rents are subsidized according to income. Units may be single apartments or shared with one other individual. In most cases staff is on site through the daytime hours only. People who utilize this type of housing need to be fairly capable of independent living. Staff members are responsible for running programs to provide recreational activity opportunities for the residents. They assist clients with regular daily activities such as grocery shopping, and offer assistance to the clients with regard to budgeting their money. Staff members have access to the client’s medical care team to provide information if the client is in danger of experiencing a relapse. People who are able to access this type of housing have the independence they need and at the same time are able to access support when they need it. The original concept was that individuals who have schizophrenia or a related disorder need the opportunity to access stable, protected, long-term housing. It has been noted that residents become friends and provide support to their neighbors when needed.

Assisted Living Situations:

These are multi-unit accommodations, usually in an apartment building where several units have been reserved for people with disorders of the brain. They provide semi-supervised accommodation with minimal services. Some apartments are shared: residents must mutually choose their roommates. On-site staff varies from one building to another. Some have full-time resident/managers with professional staff available during the day. Others have a neighbor who is hired to provide practical assistance to the residents. Residents are expected to be fairly independent and are responsible for their own meals, laundry etc. In most cases people who access this type of housing receive financial support for their rent, but do not receive support or guidance for accessing medical services.

In addition to the above listed types of housing Calgary has several emergency shelters for the homeless population in the city. A large percentage of the homeless population are people who experience psychiatric disorders.

There is a broad range of living arrangements in existence in the Calgary Region but the supply does not come close to meeting the demand. Higher functioning individuals are better able to find suitable housing arrangements, while those who are less able often have no opportunity to find decent housing.

It is often left to family members to search out suitable living arrangements for their ill relative. Many, many people who have schizophrenia or a related disorder reside in the family home. 

Housing is a critical issue in Calgary and has been recognized as such by the community at large. The creation of the Homeless Foundation is dedicated to developing plans that will provide access to safe affordable housing for the homeless population of Calgary. 

Consumer Participation: What does it mean?

Designing and Implementing Services

Consumer Participation Topics:

· What is it?
· Involvement of consumers

· Gathering ideas and feedback

· Building community

· Inclusion

· Empowerment

· Why do it?
· Recovery
·  Reduce stigma
· Person-centered services
· Mutual support
· Staff and consumers rate different needs

· When to do it?
· Planning services
· Assessing needs
· Evaluating services 

· How does it Happen?

· Genuine, respectful interaction
· Consultation and negotiation
· Practical supports
· Leadership training 
Designing and Implementing Services
Topics

· Begin with the end in mind:
Vision

·  State your purpose:
Mission

·  What you will achieve:  Goals

·  How you will do it: 
 Activities

·  Was it successful?  -
Evaluation

Vision: Start with the End in Mind

· Preferred future

· Values

· Shared statement

· Group Goal

· Long Term

I can see clearly now…
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VISION EXAMPLES

- Rolls Royce - “Beat Benz”

- Alberta Mental Health Board - “Advance Mental Health”

Who Said What?

“To be a gift to the human spirit” (Herman Miller - furniture company)
“To have a man on the moon by the end of the decade” (John F. Kennedy,1961)
MISSION STATEMENTS

What? Clients’ Needs



How? 



     Who?

Services, Activities, Processes 


Client Groups

Mission statement…
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Alberta Mental Health Board MISSION (2004)

The Alberta Mental Health Board is committed to identifying and meeting the mental health needs of Albertans by ensuring that programs are accessible, sustainable and appropriate, and to promoting improved mental health.

Alberta Mental Health Board MISSION (2005)

To provide strategic, fiscally responsible leadership in advancing mental health with its partners in:

· advocacy & support; 

· research; 

· service and policy framework development; and 

· evaluation. 

GOALS: What will you Achieve?

Goals


    Objectives: 





         Outcomes

         Processes

Goals
Broad statements of what you want to achieve



Example: Support patients to live in community

Objectives

Describe outcomes (results)



Example 2: Increase the percentage of patients who live in community 


Describe process



 Example: Develop community housing options  for patients in community 

There’s more than one way…
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Activities and Processes

Describe what you will do to achieve objectives and goals

· Example: Develop an process to determine patient interest and readiness for community living

· Example: Provide staff support within housing settings

· Example: Establish individual service plans for community living

Evaluation
How will you measure success?


Goals


Outcomes


Processes


Indicators

Evaluation Approaches

· Quantitative 

· Qualitative

· Keep it simple

An Introduction to Quality Improvement

Imagine

· Knowing what our patients need today and being able to meet their expectations with skill and compassion.

· Managing by facts and knowing how to analyze problems using simple, effective tools

· Problems and challenges being met by a team of the most appropriate people regardless of their levels or jobs in the organization.

· The right information flowing smoothly and consistently to the people who need it.

· Consistently feeling good, even excited about coming to work.

Quality- What is it?

· Take a few minutes to jot down one idea per sticky note whatever comes to mind about what “quality” is

· Share amongst small group what quality means to each of you.

· Define common themes

· Write down themes on flip chart

· Bring back to large group 

What is Quality

PROVIDING THE RIGHT SERVICE FOR THE RIGHT PATIENT OR CLIENT AT THE RIGHT TIME BY THE RIGHT PROVIDER WITH A MINIMUM OF WASTE AND REWORK

Service Quality
“YOU CAN SET GOALS AND HOPE FOR ANYTHING, BUT THE RESULTS ARE UNLIKELY TO CHANGE UNLESS THE PROCESS THAT PRODUCES THE RESULTS ARE CHANGED.”(Ellen Gaucher, University of Michigan Medical  Centre)
What is Quality Improvement?

“An organization-wide approach to improve the way work is done that will meet and even exceed client/patient expectations”

First Came Quality Assurance

· introduced in the 1980’s for the purpose of monitoring standards. 

· explained as setting pre-determined standards, monitoring the standards at regular intervals, and evaluating the results. 

· still used as an audit review or evaluation. 

Examples of Quality Assurance

· incident reporting/trending, 

· credentialling, 

· infection control, 

· death reviews

· Policy/procedure compliance 

Uses for QA

By setting and monitoring standards, quality assurance:

· Raises the profile of quality of care

· Increases the ability to question and measure

· Improves standards of practice

Criticism of QA

· Reactionary, focused on individual performance 

· Attempted to correct standard deficiencies; these standards were arbitrarily set

· Targeted particular aspects of performance rather than the effects of the whole process

·  Had little or no communication with respect to the study of findings, or corrective measures

· Often lacked an identifiable central body, responsible for and authorized to direct organization-wide quality assurance activities.

· Action taken once a process average exceeded a threshold

QI- where did it begin?

· 1940’s – invented and pursued by Deming, Juran, Crosby with postwar Japanese businessmen

· Early 1980’s – quality improvement became credible in US industry

· Late 1980’s – US hospitals started working toward a quality improvement environment, quality assurance was prominent in Canada at this time

· 1990 on – Canadian industry followed suit, next Canadian health care institutions adopted the quality improvement philosophy

· The established quality assurance methods in use in the 1970’s and 1980’s were stretched to include the philosophy of continuous quality improvement. 
Four Basic Principles of Quality Improvement 
· Client-focus

· Leadership

· Teamwork

· Process and outcome measurement

Note:  Quality improvement is client-driven and measurement-driven, and focuses on processes not standards.

Three Fundamental Questions to guide us

· What are we trying to accomplish?

·  How will we know a change is an improvement?

· What changes can we make that will result in improvement?

Integration of Quality Assurance to Quality Improvement
QA






QI
Focus on individual performance 


Focus on the process

Inspection





Prevention

Follow procedures 




Improve procedures

Best guesses





Facts and figures

Departments 





Interdepartmental teams

Satisfied to meet standards 



Always seeking improvement

Busy-ness (lots of paperwork) 


Achieving results

Staying within the norm 



Creativity and risk taking

       (it’s always been done that way)

Reactive





Proactive

· As vital as teams are, significant quality improvements can occur without the formation of a team. Two individuals can simply discuss a quality issue and resolve it; on-the-spot improvements can be made at staff meetings. The goal is to integrate quality improvement into each staff member’s everyday work life.  Therefore, a continuum of quality improvement efforts must be supported and recognized, not just formal quality improvement teams.

Who are your clients? 
In small groups make a list of the clients that your group has

What is your role??

· Involves all staff. If everyone becomes involved, improvements can be achieved more easily and have a greater impact. 

· What does this mean for you?  You can identify issues to improve; bring them forward to your staff meetings, and the staff can decide on actions to take for improvement.  You can become a team member in making the improvement.

· What is the payoff?  Improvement of service, while decreasing problems and inefficiencies that frustrate you and hamper good service.

Role of management and medical staff? 

The role of management and medical staff is essential:

·  in demonstrating commitment

·  providing leadership, and 

· encouraging positive organization-wide change to facility/organization on the quality path and keep it there.

Quality Improvement Requires

· Understanding

· Commitment

· A roadmap of how to do it (methodology and tools)

QI Principles

· Empower front line employees

· Focus on Process

· Structured problem solving

· Patient focused ( customer focused if a non-clinical area)

· Decisions based on data

More QI Principles

· Reliance on tools

· Emphasis on visual presentation

· Promotes innovation, learning and reasonable risk taking

· Cycle for learning and improvement

What we know about QI

· Teams and teamwork are the heart

· Start where the people are

· Poor quality costs

· Process improvement is the core

· Success rate for QI initiatives is 1 in  - most failures at implementation

· Health care professionals have not been educated in QI

Effective QI

· Structured and scientific approach to problem solving

· Information management is critical in the pursuit of quality

· Infrastructure

· Short-term wins/early gains                   buy-in

QI- focus on the process

· Consider Juran and Deming’s 85/15 rule:

At least 85% of problems can be dealt with by improving systems: only 15% are the direct result of people
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QI – How to Start 
Shewhart’s PDSA Cycle
· Used to develop, test and implement proposed changes in real time in real work settings

· Trial and learn approach

· More useful to run small cycles quickly to help team learn faster and build knowledge sequentially

Where do we begin? PROJECT STEPS
Identify an Opportunity / Reason for Improvement 

  Establish a team  that knows the process

·  Define what is happening now (collect data)

·  Select the improvement

·  Plan the improvement

·  Do the improvement 

·  Check and study the results (collect data)

·  Act to hold gain, continue improving

PLAN
· State objectives

· Make predictions

· Make conditions explicit

· Develop plan – 5 W’s  ( who, what, when, why,and where) and how

DO
· Carry out the test

· Document problems, surprises and observations

· Begin analysis

STUDY
· Complete analysis and synthesis

· Compare data to predictions in the plan

· Record under what conditions could the results be different

· Summarize what was learned

ACT
· Adopt, abandon or adapt based on what was learned.

· Build knowledge into next action cycle.

Theories, hunches and best practices                      

Cycles of learning and improvements

BREAKTHROUGH RESULTS

Four Phase Process for QI
Phase 1: Form a team
· Identify Opportunity for Improvement

· Determine that baseline data is sufficient for moving forward.

· Form a Team

· Develop Aim of project– “What would success look like?”

Phase 2: Analyze Current Process
· Flow chart the current process – where is variability? Is the process standardized?

· Identify delays, duplications, non-value adding activity

· Root cause analysis

· Verify causes with data

Phase 3: Improve the Process
· Develop and select solutions

· Plan and test small changes (PDSA)

· Measure changes and modify accordingly

· Error-proof the implementation plan

· Implement on a larger scale
Phase 4: Maintain the Results
· Re-evaluate and continuous improvement

· Hold the gains (periodic measurement)

The AMHB quality improvement process
Opportunity (Problem statement or goal for improvement)
Define the clients’ needs and reason for project.  This can be a problem statement or goal that tells the focus of the project or what the team is planning on accomplishing.  For example: To provide Clubhouse members the opportunity to participate in meaningful work programs.

CURRENT SITUATION
 (What is currently happening?  What improvements does the team want to make?)
Provide a picture or an explanation of what is currently happening or background information on why the improvement was selected (analyze current processes).  There may be a need to collect data for a period of time to find out the extent of the problem (a retrospective review saves time), and to acquire a baseline.  Questions to ask:

 

· What is presently happening?

· What needs improvement?

· What data do you have to know that an improvement is necessary?

· What are some causes of the problem?

ACTION FOR IMPROVEMENT
(What action(s) will the team take?  Specify target points and measures, if possible)
Develop solutions and then pilot test.  Questions the team might ask: 

· What actions will be taken to make the improvement?

· What flags/indicators will be used to measure the change?   

·  What timeframes will be used for the change/improvement?

·  Will the improvement be tested on a small sample group first to iron out any hitches?

RESULTS
(What happened?  Are the results measurable?  This step follows the actions, and will be answered once the actions have been tested)
Evaluate the solutions.  Did the team accomplish what they set out to do?  What did the team learn? (Quality improvement takes into consideration what did not work as well as what did work).  At this time the project team will want to report their findings to the Quality Improvement Committee, or another management committee that is fitting, for feedback and advice on the appropriate next step. 

·   Key question: Are the results measurable?

STANDARDIZATION
(How will you maintain the gains?  How will the improvement become part of the daily work?)
· How will the improvement become standardized for consistency, and to maintain the gains?

· How will the improvement become part of the daily work?

STAFF RECOGNITION
An important part of any project is to recognize the staff and reward them appropriately for a job well done. 

QUALITY IMPROVEMENT PRINCIPLES FOR THE FRONTLINE
PRINCIPLE 1
Client Focus
Who are your clients?     

How do you know what your clients need and want?      

What steps do you take to meet these needs?              

How do you add value to patient care?  

Remember

  Our clients are our partners in care.  So ask them!

Patient/Client Satisfaction Tools

Community Surveys

Focus Groups

Patient Involvement in Teams

PRINCIPLE 2

Measuring our Processes and Client Outcomes 

What are your program/service process performance indicators? 
· Medication Error
· Barriers to Discharge
· Safety Inspection Completion Rate
· Wait Time

What tools does your program/service use to measure outcomes?
· Client Satisfaction Tools

· Goal Attainment Scale
·  Problem Checklist
·  Ward Atmosphere Scale
·  Maladaptive Behavior Rating Scale   

What outcome performance indicators do your tools measure?
· Client Satisfaction
· Seclusion Hours
· # UAL’s
· Symptom Improvement
· Behavior Change

PRINCIPLE 3
TEAMWORK

Staff working together to solve problems and improve quality!

Interdisciplinary Care Teams (Service Teams) + Time-limited QI Project Teams

+  Day-to-day Discussions of Quality Issues Resolved On the Spot =  QUALITY CARE AND SERVICE
- Discomfort with Status Quo
- Team Involvement               
- Commitment to Change
- Process Improvement
                    = QUALITY CARE AND SERVICE

PRINCIPLE 4
Leadership
Expect supportive leadership!
The AMHB is committed to Quality!

The Leader’s Role in Quality Improvement: Supporting, coaching, and facilitating staff’s efforts to 

    implement change in organizational processes!!
Change is a Fact of Life

Quality and Change

· About process not performance

· New way of practicing – not top-down change

· About redesigning the system we work in, not working harder

Why do we need to look at change?

· All important advances require change

   
 (not all change leads to important advances)

· Top down change usually doesn’t work.

· Organizational Teams are the most powerful tools we have for organizing change

Change is NOT easy!!

· 1300 articles written on change from 1994-2003, over 600 from ’99-’03

· 2000 books on management published annually, many dealing with how to manage change 

· Literature unanimous about the difficulty of managing change in organizations

The Process of Change

“A round man cannot be expected to fit into a square hole right away.
 

He must have time to modify his shape”( Mark Twain)
Change Insights

· Change is

· Gotta Wanna

· Inside Out

· The color of change is grey

Change vs. Transition

- change is situational



-transition is psychological



-change is external



-transition is internal

“The first task of change management is to understand the destination and how to get there. The first task of transition management is to convince people to leave home.”








(William Bridges)
Responses to Change

· Do nothing

· Run faster and harder

· Adapt to a changing environment

 “It is not he biggest, strongest or even the brightest that survives. It is the most flexible.”










(Charles Darwin)
Developing ideas for change

· Critical thinking ( flowcharting, surveys, brainstorming, data analysis tools)

· Creative thinking (random work, provocation, deBono creativity tools

· Applying change concepts

· Watching the process in action

· Using focus groups

· Following a hunch or theory

· Getting insight from research or benchmark data

· Asking process users or subject matter experts for ideas.

Dealing with Resistance to change

· Determining the individual’s reason for resistance (understanding the loss)

· Creatively address concerns in the change if possible (using their input to help create the vision)

· Burn the platform (make it hard to do things the old way)

Leading Change - Critical success factors

People skills


- understand what is important to individuals and groups


- recognize differences in how people react to change


- develop flexible ways to relate to different people

Leadership skills

-have an awareness of the social/political context


-understand it but don’t join in the game
· Long March Mentality



-everything can look like a failure in the middle” Kanter
· Road Blocks to change

1. Forecasts fall short

2. Roads curve

3. Momentum slows

4. Critics emerge

Communication and Change -Tips

· Give as much information as possible early

· Communicate throughout with various methods of delivery

· Use ‘rich’/’warm’ communication media

· Listen as much as possible 

· Be willing to deal with emotional issues as well as rational ones.

· Make sure leader’s actions match their words.
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Leadership and Management
Management Functions



Human Resources
· Performance




Workforce Planning


· Money 




Team work




· Materials  




Supervision
· Human Resources

How to Make Your Colleagues Mad at You

· Talk behind the back

· “People are saying…”

· The “You are/You did” comment

· Public humiliation

· Call somebody into your office

How to make Your Supervisor Angry at You

· The exploitation play

· The end run

· The refusal

· Instant deafness

How to Make the People You Supervise Angry at You

· Pull rank

· Minimize experience

· Imply moral turpitude or dishonesty

· Forget
Boss – Leader relationships
	Boss
	Leader

	The boss drives his men
	The leader inspires them

	The boss depends upon authority
	The leader depends on goodwill

	The boss evokes fear, 
	The leader radiates love

	The boss says “I”
	The leader says “We”

	The boss shows who is wrong
	The leader shows what is wrong.

	The boss knows how it is done, 
	The leader knows how to do it.

	The boss demands respect,
	The leader commands respect.


So be a leader, not a boss

Three Leadership Styles

· Participatory

· Consumer-centered

· Front Line

Teams/ Teamwork for Quality

Exercise: In small groups discuss the successful teams you have been part of and make a list of why they worked; share with large group 

The Geese Story. Lessons from the Geese

· Common direction and sense of community increases ease and speed of accomplishment.

· If we have as much sense as a goose, we will join formation with those going our way.

· Sharing leadership/hard tasks, pays

· Make sure our honking from behind is encouraging not something less helpful.

· If we have as much sense as the geese we will stand by one another like they do.

Why do we Need to Look at Teamwork

· People directly involved best know the problems and solutions.

· More input = better solutions.

· Better buy-in =  easier implementation

· Improved communication

· Learn from one another.

Natural work teams

These are individuals improving processes within their natural work area.  The natural work team within patient/client services is broadened to include all staff that contribute to the services.  Improvement activities happen on a daily basis within these work teams.  
WHO ARE THE PEOPLE THAT MAKE UP THE NATURAL WORK TEAMS IN YOUR ENVIRONMENT?
Team Building Goals

· Building trust and mutual support

· Enhance communications

· Expand risk taking and confidence

· Learn and use a conflict resolution process

· Embrace and use your diversity

· Optimize your available resources

· Develop a shared problem-solving approach

· Have FUN and be challenged while learning and working.

Quality Improvement Teams

· Formed for a specific purpose

· Specified life span

· Comprised of people who do and know the work, often cross-functional team with every group involved in the process

· Authority to make changes with approvals.

Why are Teams Selected?
· a task is complex

· the solution affects many people

· creative ideas are needed

· the issue is controversial        

·  broad buy-in/acceptance is needed.

 
Project Teams- Top Down Approach

· Vision, Mission, Values 

· Key priorities

· Goals , Strategies  

· Committees identify quality gaps

· Quality Improvement project

Project Teams – Bottom Up Approach

· Standards/guidelines and or processes at worksite  

· Team identify improvement

· Get consensus to work on improvement 

· Assign team leader to coordinate project 

Quality improvement project

Effective Teams

· Ensure appropriate composition (day-to-day leaders)

· Balance the workload between team members

· Recognize progress

· Clarify roles and responsibilities

· Handle conflict constructively

QI                Teamwork

· People who are directly involved in a process best know the problems and solutions.

· Better solutions

· Easier implementation

· Involvement is motivating

· Improved communication

· Learn from one another

“Never doubt that a small group of thoughtful committed people can change the world. Indeed, it is the only thing that ever has.”  ( Margaret Mead)
Dealing with Team Conflict

General Principles

· Try to understand differing opinions and interpretations.

· Show concern and respect for other’s values and opinions; go back to GROUND RULES

Disagreements keep us on our toes and agreements move us forward.

· Let challenges promote discussion: conflict is healthy

Promote Ongoing Communication

Share information, opinions, ideas
1. Present own position, seriously consider others’.

2. Look for compromises or alternatives (avoid “win-lose”)

3. Praise an idea before criticizing it

4. Encourage minority views

5. Don’t assume silence means agreement.

Successful Team Building for QI

Commit to working together in a cooperative manner to produce synergy, productivity, innovation, quality and satisfaction. 

Spend the time to team build!!
Who should be on the Team?

· System leadership


- authority to institute change and overcome barriers

· Technical expertise

- subject matter expert

- understands entire process

· Day-to Day leadership


 -critical driving component of project on a daily basis

Roles of the team members

Team leader:

· Assigned by the manager or chosen by the team

· Sets the meetings, ensures minutes/notes are taken and distributed

· Defines team member’s responsibilities

· Keeps the team on track

· Acts as contact person for information

· Coordinates and delegates work flow

· Communicates with the manager on team progress and reports

· Ensures a report is completed and delivered to the appropriate sources

Project Team Members

· Carry out assignments

· Work on improvements

· May include clients, families and various workers from the areas involved in the process

· Should have an interest in the project and are committed to the team

Auxiliary members

Individuals who may be called upon to attend certain meetings to bring to team advice or particular expertise

TIPs for success
· Keep the membership small to be manageable ( 5 – 8 excluding auxiliary members)

· Build on what is already in place.

· Start small

· Go for early success

· Interesting initiatives

What if the project is fizzling out??

Consider:

· Project not well defined

· Project too large and ambitious

· Limited understanding of QI

· Project not interesting and lacking purpose

Ending a QI Team

MAKE TIME TO CELEBRATE

· Were goals and measures accomplished?

· Did the team achieve it’s aims

· What actual changes were implemented?

· How did the change lead to improvement?

· What was achieved or learned by the group?

What projects worked for us??

What projects didn’t work

· Not every project is a wild success. 

· As an organization, need to give permission to try and fail.

Team Work
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Teamwork--Snowflakes are one of nature’s most fragile things but just look at what they can do when they stick together. Snowflakes are powerful and so are teams

Multidisciplinary, Interdisciplinary, and Transdisciplinary
Multidisciplinary: “different aspects of patient’s case are handled independently by appropriate experts from different professions. Rather than integrated care, the patient’s problems are subdivided and treated in parallel, with each provider responsible only for his or her own area”.
Interdisciplinary vs. interprofessional: Interdisciplinary denotes the provision of health care by providers from different professions in a coordinated manner that addresses the various aspects of the patient’s health care needs. Providers share mutual goals, resources, and responsibility for patient care. Interdisciplinary is frequently used to describe the education rocess while the term interprofessional care is used to describe clinical practice.

Transdisciplinary: yields different results than interdisciplinary approach because “it requires each team member to become sufficiently familiar with the concepts and approaches of his or her colleagues as to blur the disciplinary bounds and enable the team to focus on the problem as part of broader phenomena: as this happens, discipline authorization fades in importance, and the problem and its context guide an appropriately broader and deeper analysis.”

Both Transdisciplinary Education and Community based Practice:

· are based in and reflective of community building

· are relationship focused, believing that dignity and respect are the foundations of
    well-being and learning 

· are solution focused rather than system focused or content focused

· are enhanced by diversity in background and training

· are rooted in the principles of social justice and transformation

· are responsive to the need for evaluation

· built on professional accountability

· practice power sharing: wherein faculty and students or staff and clients are companions 
   in learning – guide by side rather than sage on the stage.

The Work Environment

Topics

1. Developing and Maintaining a Common Vision

2. Listening to Consumers and Families

3. Planning for the Future

Developing and Maintaining a Common Vision
· At strategic points in time, re-examine:

· Results

· Your vision

· Has it changed? 

· Have your values changed?

· Your mission

· Goals and objectives

· Work environment

· How is the work environment?

· Common direction? 

· Staff satisfaction? 

· Barriers to achieving goals? 

· Sacred cows? 

· Screwdrivers?

Listening to Consumers and Families
· Consumer needs are not the same as professionals

· Family needs are not always the same as consumers

·  Administrative needs are not the same as consumers and families

Planning for the Future

· Scan the environment at strategic points in time

·  Connect with your community of learners

· Attend conferences

· Staff Development

· Read journals

Environmental Scan

Internal (  Consumer ( Community (  Best Practice (  Trends

Live –Love-Work Without Pressure

2. Spend time every day doing something that you enjoy and that you do not feel pressure to succeed at.

3. Exercise provides one way to help your body return to normal by working off the chemical and physical changes resulting from stress.

4. Make a list each day of things that you need or want to do.  Look at the list and decide which items on it are absolutely crucial.

5. Learn to distinguish between minor crises and major ones; you’ll find, to your surprise, that most problems and crises in life are minor.

6. Eliminate unnecessary activities from your life.

7. When you feel yourself getting rushed or panicked, stop. 

8. Try to work in an environment that is peaceful.

9. Learn to live day by day instead of living in the future.

10. If something is worrying you, talk it over with a trusted friend or family member.

11. If you encounter a serious or mild problem, escape for a brief time.

12. When you feel rage or frustration, do something physically active.

13. If you are frequently involved in quarrels and if you are usually defiant, learn to give a little.  It is important that you hold your ground where principles and moral values are involved.  Learn to compromise a little, and don’t view giving in slightly as a sign  of weakness or failure. 

14. series of smaller tasks.

15. Don’t try to be perfect in everything you do.

16. Learn to control your competitive nature.


17. Get enough sleep.

18. Learn how to say no to things that you don’t want to do.

19. Periodically get up from your work area and stretch.
20. Eat the proper kinds of food in the proper amounts.

21. If you are saddened by the death of a close friend, let yourself cry.

22. If you have difficultly dealing with someone that you are forced to interact with on a regular basis, approach the person in a calm manner and let him or her know what it is that upsets you.

23. Hurrying is a learned behavior; it can be changed.  Plan far enough ahead so that you aren’t always in a rush.

24. Love people and use things instead of the other way around.

25. Use music to help calm yourself.

26. Pinpoint the things that cause you stress and eliminate them as you can.

27. Choose something that has bothered you for a long time.  Now, instead of around and decide what positive things you can learn from it.

28. When things do not go as you would wish them to, it is not the end of the world.  Sit down and figure out a different way of accomplishing your goal or dream.

29. Get in touch with your needs.

30. Don’t do something because it is expected or because everyone else is doing it.

31. Above all, have fun. 

1. Maybe I don’t need to
______________________________________________________________________________________________________________________________________________________________________________________________________

anymore.

2. Maybe I do need to

______________________________________________________________________________________________________________________________________________________________________________________________________

some more.

3. Maybe I need to
______________________________________________________________________________________________________________________________________________________________________________________________________

sometime soon.
4. Maybe I need to
______________________________________________________________________________________________________________________________________________________________________________________________________

once again

5. Maybe I need to
______________________________________________________________________________________________________________________________________________________________________________________________________

sometimes.

11 Commandments for an Enthusiastic Hospital

1. Help each other be right- not wrong.

2. Look for ways to make new ideas work- not for reasons they won’t.

3. If in doubt- check it out! Don’t make negative assumptions about each other

4. Help each other win and take pride in each other’s victories.

5. Speak positively about each other and about your hospital at every opportunity.

6. Maintain a positive mental attitude no matter what the circumstances.

7. Act with initiative and courage as if it all depends on YOU.

8. Do everything with enthusiasm- it’s contagious

9. Don’t lose faith– never give up!

10. Whatever you want, give it away.

11. Have FUN.

If you can imagine the future, you’re halfway there.

QUALITY IMPROVEMENT INVENTORY
1. What ways have you ensured that your care / service has been     patient/client driven today?
2. How have you involved your patients, clients, or customers in decision-making this week?
3. When was the last time you took steps as an individual or in a group to make an improvement in the work that you do?
4. Have you ever been involved in a quality improvement project? If the answer is no, what are the barriers keeping you from becoming involved? What steps can you take to remove these barriers?
5. What ways in the past have you measured the work you are doing? 
6. What evidence do you have that shows that the work you and your co-workers are doing is up to standard and/or is the best it can be?
7. What performance indicators do you use in your workplace currently to measure the work that you are doing?
8. Are there processes in your day to day work routines that don’t    

      make sense or are inefficient or ineffective?


a) If the answer is yes, what keeps you from changing   these processes? 
b) What quality improvement activities can you and your  co-workers initiate to make changes? 
c) Who would be on your project team?
d)  How can you ensure that this project team is cross- functional (all players involved in the process are at the table)? 
[image: image9.png]
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A balanced understanding of mental illness











Experiential





Customary/


Traditional











Social Science











Medical/clinical





Individual, group and environmental factors together contribute to:


 well-being;


 optimal mental abilities;


 achievement of goals 


 justice; 


equality.








Individual, group and environmental factors conflict, producing


 subjective distress;


 impairment or underdevelopment of mental abilities;


 failure to achieve goals;


 destructive behaviours; and


 entrenchment of inequities.








Absence of Mental Disorder 


(freedom from psychiatric symptoms; effective prevention or cure)








Maximal Mental Disorder 


(greatest severity, 


frequency and range 


of psychiatric symptoms)








Competencies


aware of talents and strengths


perceive yourself through your achievements


not compared with some single norm





Niches


apartments


jobs and careers


friends and com-panions


recreation in the community with a variety of people





Social Relations


social work includes access to and contact with varied people


contacts includes 


people who are


controllers of resources


lots of reality feedback





Aspirations


have several/many


some are ambitious


specific


growth-achievement-


oriented





Resources


more money


more assets and pos-sessions


many incentives


gradations of reward 


and status present





Opportunities


differences are valued and used to locate relevant vacuums


many choices


environments in which they live have “unlimited” resources


people not known by their category





Confidence


high self-efficacy, self-esteem 


high hope and morale


internal locus of control, active subjects not passive objects


value yourself


see self as capable of influencing people and society


high persistence toward goal achievement


non-self-blaming





Quality of Life Is Good


achievement goes beyond survival to growth


hopefulness and optimism


adequate resources

















Why?
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		Total Number of Beds in Psychiatric Hospitals

								Margo's Calcs

		Year		Total Number of Beds in Psychiatric Hospitals in Alberta		Alberta Population		Beds Per 100,000 Population in Alberta		Beds Per 1,000
Population in Alberta

		1940		2655		796,200		333		3.3

		1950		3470		939,500		369		3.7

		1960		3505		1,332,000		263		2.6

		1970		2851		1,627,900		175		1.8

		1980		1647		2,237,700		74		0.7

		1990		1211		2,471,600		49		0.5

		2000		878		2,926,721		30		0.3
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		Total Number of Beds in each Facility

		Year		AHE		AHP		CCC		Raymond		Rosehaven

		1940		900		1600		125		30		0

		1950		1285		1500		200		70		415

		1960		1410		1200		300		90		505

		1970		846		1100		450		120		335

		1980		528		485		300		52		282

		1990		446		424		150		18		173

		2000		404		350		100		18		0*

		*As of 1995 Rosehaven Care Centre no longer falls under Mental Health Services

		Long Term Care currently funds these 133 beds
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Beds per 1000

		Total Number of Beds in Psychiatric Hospitals

								Margo's Calcs

		Year		Total Number of Beds in Psychiatric Hospitals in Alberta		Alberta Population		Beds Per 100,000 Population in Alberta		Beds Per 1,000
Population in Alberta

		1940		2655		796,200		333		3.3

		1950		3470		939,500		369		3.7

		1960		3505		1,332,000		263		2.6

		1970		2851		1,627,900		175		1.8

		1980		1647		2,237,700		74		0.7

		1990		1211		2,471,600		49		0.5

		1995		963				0		0.0

		1996		930				0		0.0

		2000		872		2,880,475		30		0.3

						2,926,720		0

						3,748,099		0

				AHP

				AHE

				CCC

				Raymond

				*Rosehaven

				*After 1995 Rosehaven no longer falls under Mental Health Servcies





Comp of Beds to Pop in AB 

		Total Number of Beds in Psychiatric Hospitals

		Year		Total Number of Beds in Psychiatric Hospitals in Alberta		Beds Per 100,000 Population in Alberta		Population in Alberta(in hundred thousands)		Population in Alberta

		1940		2655		331		796		796,200

		1950		3470		269		940		939,500

		1960		3505		263		1332		1,332,000

		1970		2851		176		1628		1,627,900

		1980		1647		74		2238		2,237,700

		1990		1211		48		2472		2,471,600

		1995		963		34

		1996		930

		2000		878				2926		2,926,721

		2001		898				2937		2,937,267

		Includes:		AHP

				AHE

				CCC

				Raymond

				*Rosehaven

				*After 1995 Rosehaven no longer falls under Mental Health Servcies
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Comparison of Beds to Pop in AB

		Total Number of Beds in Psychiatric Hospitals

		Year		Total Number of Beds in Psychiatric Hospitals in Alberta		Beds Per 100,000 Population in Alberta

		1940		2655		331

		1950		3470		369

		1960		3505		263

		1970		2851		176

		1980		1647		74

		1990		1211		48

		1995		963		34

		1996		930

		2000		872

		Includes:		AHP

				AHE

				CCC

				Raymond

				*Rosehaven

				*After 1995 Rosehaven no longer falls under Mental Health Servcies
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		Total Bed Numbers 1940-1999

		Year		1940		1950		1960		1970		1980		1990		1995		1999

		AHP		1600		1500		1200		1100		485		424		366		350

		AHE		900		1285		1410		846		528		446		433		404

		Claresholm		125		200		300		450		300		150		120		100

		Raymond		30		70		90		120		52		18		18		18

		Rosehaven		0		415		505		335		282		173		*LTC

		Total Beds		2655		3470		3505		2851		1647		1211		937		872

		In 1995 beds are reduced by 2568 from the year 1960 (a 73% reduction).

		*Rosehaven Care Centre no longer falls under Mental Health Services

		Long Term Care currently funds these 133 beds





Alberta Population

		

		Year		Alberta Population		Beds per 
100,000 population		Number of Albertans per 1 psychiatric bed

		1940		796,200		331		302

		1950		939,500		369		271

		1960		1,332,000		263		380

		1970		1,627,900		176		568

		1980		2,237,700		74		1351

		1990		2,471,600		48		2083

		1995		2,748,300		34		2976

		Proposed		2,748,300		15		5910

				Key

				Alberta Population		Alberta's total population during that year (Stats Canada)

				Beds per 100,000		The total number of psychiatric beds in Alberta (at the five psychiatirc institutions) divided by the total population expressed as beds per 100,000 population.

				Number of Albertans per psychiatric bed		Total population of the province divided by the number of occupied psychiatric beds equal the reatio of Albertans who were patients in psychiatric hopsitals during that year.
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		Year		Number of Albertans per Psychiatric Bed
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