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ABSTRACT

The Winnipeg Regional Mental Health Council was established by Manitoba's

provincial government for the purpose of providing advice on matters pertaining to

mental health refornl and to serve as a means for consumer participation in mental health

planning. In 1997, the governance of health care was transferred to the regional health

authorities. One rationale for the regionalization of health care \¡ias the emphasis of

consumer participation in health planning, but ironically, it was at this same time that the

Council found itself without mandate.

The Practicum Report describes an intervention in which the goal was to assist the

Council in re-establishing itself as an advisor and advocate on mental health issues, and a

vehicle for consumer participation in mental health planning. Based on a community

development approach, the intervention included gathering data on mental health systems

and advisory systems in four other provinces as a means of informing the Council of

current trends. The intervention also included conducting a survey of mental health

stakeholders and decision-makers in Winnipeg as to their opinion of the Council's

composition, function, and process.

The findings are analyzed, and implications and recommendations for the Council

are outlined. The conclusion is made that should the Council adopt the

recommendations, it has the potential to take a leadership role in establishing a

partnership among stakeholders and decision-makers in mental health planning. This

would be a step towards ensuring that the voices of mental health stakeholders are heard

within a regionalized health care system.
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Introduction

The delivery of mental health services in Canada has changed drastically since the

deinstitutionalization movement began in the 1950s. But, a lack of coordination among

psychiatric hospitals, psychiatric units in general hospitals, and community mental health

programs remains a major impediment to psychiatric care in Canada (Wasylenki, et al,

lgg¡). Nine Canadian provinces have undergone a process of regionalizing, or

decentralizing, the governance of their health care services. There is a growing fear that

an effort to integrate and coordinate mental health service delivery will be negatively

affected by regional ization.

Due to historical, political, social, and economic factors, mental health services

are particularly wlnerable in the process to regionalize health care. More specifically,

there is the threat that regionalization will result in a further deprioritization of mental

health services, and will negatively affect the reallocation of resources from institutional

to community mental health care.

Consumer participation in health planning is one of rationale for regionalization

(Hurley, et a|,1994). Consumer participation in mental health planning is not new to the

mental health field as it was introduced by the Canadian Mental Health Association in its

Framework for support model in the late 1980s (Trainor, et al, 1992). The

implementation of consumer participation in mental health planning, though, has only

achieved limited success in Canada, with the results often being a token effort (Wilson,

tee6).



The Winnipeg Regional Mental Health Council (WRMHC) was mandated in the

late l9g0s to advise the Provincial government on matters pertaining to mental health

reform, and to act as a means for consumer participation in mental health planning.

Manitoba's Provincial government did not fully utilize the input of the Council, nor did

the Council have access to the resources necessary to recruit and retain consumer

members. The result was that the Council did not fulfill its purpose as originally

intended.

The following Practicum Report describes an intervention, based on the principles

of community development, to assist the Winnipeg Regional Mental Health Council in a

process to reorganize in response to the regionalization of health care services. The

practicum Report is organized in a manner that serves to highlight the Practicum

intervention and evaluation of the intervention with the Winnipeg Regional Mental

Health Council. Chapter I presents a summary of the issues surrounding the Council,

thus establishing the basis for the Practicum intervention. The goals and objectives of the

practicum are then outlined. Chapter 2 provides a review of the literature as it pertains to

the impact of regionalization on mental health, consumer participation and

empowerment, the role of advisory committees in consumer participation and

empowerment, and a community development approach to change within the Council.

Chapter 3 describes the methods used to gather data from other provinces, as well

as conducting a survey of stakeholders within Winnipeg, as a means of assisting the

Council in its change process. Chapters 4, 5, and 6 describe and analyze the findings

resulting from the methods referred to in Chapter 3. Chapter 7 describes the implications

of the fìndings on the Council's reorganization process, as well as outlining the

,,



recommendations for the Council. Chapter 8 presents an evaluation of the Practicum

intervention based on a review of the Council's activities and a survey with Council

members. And, Chapter 9 provides overall concluding comments with regard to the

findings of the Practicum intervention and the Council's ability to build on its success as

a means for consumer participation in mental health planning'



CHAPTER 1:

Definition of the Problem

1.1 Historical and Political Context

In l9gg, the provincial department of Manitoba Health issued a policy document

entitled A New Partnership for Mental Heatth in Manitoba (I9SS). This document

represented the province's intention to reform mental health services in Manitoba' The

document outlined the initiatives for mental health reform within the context of a

partnership between the community, those that provide mental health services, and the

Provincial government. The document proposed that community-based mental health

teams be established in every region of the province as a method of integrating mental

health service delivery. The document also stated that the Mental Health Division, led by

the Assistant Deputy Minister of Mental Health, would play an important role in

managing the mental health system within the context of a partnership with stakeholders.

In 1990, Manitoba Health issued another policy paper entitled Vision for the

Future: Guiding Principles and Policiesfor Mentat Health Services (1990). The purpose

of the document was to state the principles and policies of a reformed mental health

system as envisioned in the previous document. The goal of mental health reform was to

develop a balanced, coordinated, and integrated mental health service system. Among

the many principles outlined in the paper, it stated that mental health consumers would

..play an increasing role within the mental health system in terms of advising, planning,

developing, implementing, and evaluating mental health policies and programs"'a

primary vehicle of this participation shall be the Regional Mental Health Councils"

(Manitoba Health, 1990, P. 3).
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In 1992, a third document pertaining to mental health reform in Manitoba was

issued by Manitoba Health entitled Building the Future of Mental Health Services in

Manitoba (lgg2). This document addressed the implementation of the principles of

mental health reform as outlined in the previous document. In continuing to emphasize

its philosophy of partnership, the Provincial government outlined the mandate of the

Regional Mental Health Councils that included their role in advising the government on

mental health matters, and providing a leadership role in planning mental health reform

initiatives in the regions. The paper also describes the newly appointed Provincial

Advisory Committee on Mental Health Reform as another mechanism for community

and consumer involvement in the mental health planning process. (See Appendix A for

the Provincial Advisory Committee's Terms of Reference)

By the early 1990s, nine Regional Mental Health Advisory Councils were

established throughout Manitoba, including the Winnipeg Regional Mental Health

Council. The Provincial Advisory Committee on Mental Health Reform was also

operating, and included representatives from all regions of the province. Representatives

for the Regional Mental Health Councils were included as members of the Provincial

Advisory committee on Mental Health Reform to ensure that regional concerns were

incorporated in the Provincial government's plan for mental health reform.

In the 1990s, the Provincial government began to re-examine its health care

system in response to the claim that health care spending was excessive. "Recession-

shrunk tax bases and reduced federal transfer payments, coupled with ever-growing

expenditures, have compelled provincial governments to turn on their health care systems

with major reform initiatives" (Hurley, et al, !994, p. 491). The solution proposed by



Manitoba's provincial government was to transfer the responsibility of managing health

care to Regional Health Authorities. It was at this time that the Provincial government

eliminated the position of Assistant Deputy Minister for Mental Health, reflecting its

efforts to de-emphasize issues pertaining to mental health reform.

In April, 1997, Regional Health Authorities (RHAs) were established in rural

Manitoba. Subsequently, in April 1998, two RHAs were formed in Winnipeg. The

Winnipeg Hospital Authority was responsible for the management for acute care services'

and the Winnipeg Community and Long-Term Care Authority was responsible for the

management of community services in Winnipeg'

Lomas (1996) stated that the tkee objectives of Regional Health Authorities are

as follows: 1) to create opportunities for community participation and empowerrnent;2)

to create an integrated, coordinated, and efÏicient health care system; and, 3) to reduce

health expenditures using the Authorities as a "buffer" for community complaint. The

original purpose of the Regional Mental Health Councils was to act as a means for

consumer and community participation in mental health planning, coinciding with the

first objective of regionalized health care. Ironically, it was around the time the RHAs

were being established in Manitoba that many of the Regional Mental Health Councils

became inactive. The government's call to "partnership" among mental health

stakeholders seemed to disappear, and was replaced by a health policy based on fiscal

retrenchment with no formal means of mental health consumer involvement in mental

health planning.

Once the provincial government transferred the responsibility of the management

of health services to the Authorities, the Regional Mental Health Councils were left



without a mandate. The Province offered no direction to the RMHCs as to their

relationship with the RHAs. The lack of guidance given to the Regional Mental Health

Councils seemed to reflect the Provincial government's overall de-emphasis on mental

health matters alluded to earlier.

The Winnipeg Regional Mental Health Council continued to operate during this

transition period, but its role and function in a regionalized health care system was

unclear. The following section describes the Winnipeg Regional Mental Health Council

at the time the Regional Health Authorities were established, and thus illustrates the

impact of regionalization on the Council.

1.2 Description of the Winnipee Resionâl Mental Health Council

The Winnipeg Regional Mental Health Council (WRMHC) was comprised of

fifteen members, including the Chair. Twelve of the frfteen members were service

providers, and of these twelve members, four were selÊproclaimed consumers of mental

health services. The remaining three members were representatives of the community

with a specific interest in mental health issues.

According to the WRMHC's Terms of Reference (see Appendix A), full

membership of the Council consisted of twelve to eighteen members, with two members

appointed from Manitoba Health. Membership to the Council was for a three-year term,

with a maximum of two consecutive terms. Members of the Council, including the

Chair, were elected. At the time the Practicum began, one member of Council was

appointed by Manitoba Health, and had yet to be re-appointed.

The Council met on a monthly basis, and the Chair along with the members of the

Council determined the agenda. The agenda was distributed to members of the Council



prior to each meeting. The agenda items for Council meetings included discussions

regarding neighborhood resource networks, an intersectoral approach to mental health

service delivery, and the development of coordinated service delivery aimed at persons

with severe mental health problems.

A primary focus of discussion at the Council meetings was the Council's

relationship vis-à-vis the newly established Regional Health Authorities. Of particular

concern to the Council was that there were two RHAs managing different aspects of

mental health care, and this would negatively affect the ability of the Authorities to

integrate mental health service delivery. There was a growing fear among Council

members that mental health reform would give way to general health issues in a

regionalized health care system.

The Council's Terms of Reference stated that the Council's purpose was to advise

the Assisrant Deputy Minister of Operations (Manitoba Health) and the residents of

Winnipeg region on all matters relating to mental health. Due to the regionalization of

health care in the province, the Council's purpose did not reflect the changes in the

governance of mental health services. The reality was that the Council no longer had a

mandate to advise the Provincial government on mental health matters, nor was it

formally mandated to advise the newly established RHAs.

In recognition of this factor, the Council members recommended that the Council

act in an advisory capacity to both Regional Health Authorities in Winnipeg, as well as

the Provincial government. In support of this recommendatioq the document entitled

C.ore Services in Manitoba (Manitoba Health, 1997a) states that Regional Mental Health

Councils will play an instrumental role in the process of determining regional needs and



mental health service requirements in a regionalized health care system. Furthermore, in

a review of best practices and Manitoba's mental health reform, the Clarke Consulting

Group (lgg7) recommended that there needs to be effective mental health advisory

committees with significant consumer and family involvement within each of the regions

to assist the Regional Health Authorities to understand and complete the mental health

reform process. More specifically, the Clarke Consulting Group (1997) recommended

that in Winnipeg, there should be one mental health advisory committee with strong

leadership and linkages to both Authorities to ensure the development of integrated

approaches to mental health planning and delivery of mental health services.

The Winnipeg Regional Mental Health Council did not reflect the principles as

outlined in the Provincial policy documents described earlier. Prior to regionalization,

the Provincial government did not fully utilize the input of the Council in its decision-

making process, thus the Council did not play a significant role in the planning of mental

health services. As a result of regionalization, the Council was no longer mandated to

advise the Provincial government on mental health issues, and therefore had lost its

legitimacy. Also, the composition of the WRMHC was not reflective of the proposed

partnership among mental health stakeholders as a majority of Council members were

service providers.

In summary, the deterioration of the WRMHC's role meant that there was no

longer a formal means for mental health consumer and community involvement in mental

health planning. The members of the WRMHC also feared that if there was no formal

process to guide the Provincial government in reforming mental health services, then

mental health services would continue to deteriorate.



These concerns prompted the members of the Winnipeg Regional Mental Health

Council to embark on a process of re-examining its role, function and membership. In an

effort to assist the Council in its reorganization process, a Practicum proposal was

presented and approved by Council. The following is an outline of the goals and

objectives of the Practicum as a method of assisting the Council in its change process.

1.3 Goal. Obiectives. Functions. and Activities

The goal of the Practicum is to plan, implement, and evaluate an intervention that

will assist the Winnipeg Regional Mental Health Council in becoming a more effective

and representative advisory body on mental health issues in Winnipeg. The following

objectives, functions, and activities represent a summary of the work involved in a

Practicum placement with the Council in an effort to achieve the above-mentioned goal.

1. Objective:

To provide information to the WRMHC members with regard to the structure and

delivery of mental health services in four provinces with regionalized health care

systems.

Functions:

a) By November l, 1998, to gather written documents on the structure of mental

health services in four of the regionalized provinces.

b) By November 1, 1998, to speak with various decision-makers in four of the

regionalized provinces regarding the delivery of mental health services.

l0



Activities:

a) Contact Provincial government representatives in each of the four regionalized

provinces regarding any printed material pertaining to the structure and delivery

of mental health services.

b) Contact representatives of Regional Health Authorities in each province regarding

any printed material on mental health service delivery.

c) Conduct interviews with key decision-makers within the regionalized mental

health system regarding the structure and delivery of mental health services.

2. Objective:

To provide information to the WRMHC members regarding mental health advisory

bodies in four of the regionalized provinces.

Functions:

a) By February 1, 7999, to gather written documentation on the structure, process,

and composition of the mental health advisory bodies in other regionalized

provinces.

b) By February l, lggg, to collect data from key players within the mental health

advisory bodies in other provinces regarding their perceptions of their

effectiveness in providing direction to decision-makers within the Regional

Health Authorities.

Activities:

a) Contact the mental health advisory bodies in the regionalized provinces by

telephone, fax or letter.

1t



b) Request any documentation pertaining to the organzation's terms of reference,

mission statement, process and relationship with the RHAs'

c) Conduct interviews with key persons within the mental health advisory body

regarding their perception of the strengths and weaknesses of their organization.

3. Objective:

To provide information to the WRMHC members with regard to the perceptions of

mental health stakeholders as to the role and functions of the Winnipeg Regional

Mental Health Council.

Functions:

a) By April 30, 1999, to conduct a survey of mental health stakeholders within

Winnipeg.

Activities:

a) Develop questionnaires targeting mental health consumers, family members of

consumers, and mental health service providers'

b) Develop interview guides targeting mental health decision-makers (Winnipeg

Hospital Authority; Winnipeg Community and Long-Term Care Authority; and

the Mental Health Division).

c) Contact mental health agencies in Winnipeg for the purpose of distributing

questionnaires to consumers, family members, and service providers.

d) Contacr key persons at the WCA WHA and the Mental Health Division for the

purpose of conducting in-person interviews-

e) Collect completed questionnaires from each agency.

t2



Ð Analyze the results of the survey.

g) Consolidate the results of the survey into a report.

h) Distribute study report to those agencies that participated in the survey, and to

members of the WRMHC.

4. Objective:

To engage the Council in discussion regarding their role, function, and composition

based on the information gathered in the first three objectives.

Functions:

a) After the completion of each of the first three objectives, a brief summary of the

data collected will be presented to the Council as part of their monthly meetings.

Activities.

a) Request feedback from the Council members regarding the information presented,

and how it may or may not be relevant to their role.

b) Encourage the Council members to participate in the discussion, especially

members who have not yet voiced an opinion.

c) Review the minutes of the meetings in order to keep track of decisions made,

indicating the possible future direction of the Council'

5. Objective:

To provide the Council with a forum to discuss their ideas regarding the Council's

role suggested in previous discussions, and set a direction for the future as an

advisory body.

t3



Functions:

a) By the Fall, 1999, to present to the Council as part of a half-day meeting the

results of the data collected on behalf of the Council, and implications for the

Council' s r eor ganization process.

Activities.

a) Prepare the data for a presentation to the Council.

b) Present the implications of the findings on the Council's reorganization process.

c) Facilitate a discussion among the Council members as a means of developing an

action plan for the future direction of the Council.

6. Objective:

To evaluate the Practicum intervention with the Winnipeg Regional Mental Health

Council.

Functions:

a) Once the previous objectives are competed, evaluate the Practicum intervention

with the WRMHC in terms of the impact of the information brought to the

Council on the Council's reorganization process.

Activities.

a) Review the minutes of the Council meetings with reference to the presentation of

material to the Council, and the subsequent discussions regarding its role,

function, and membershiP.

t4



b) Conduct telephone interviews with Council members as a method of receiving

feedback with regard to the effectiveness of the Practicum intervention on the

Council' s r eor ganization process.

In a review of the literature, the following chapter explores in more detail the

challenges faced by the Winnipeg Regional Mental Health Council. The examination of

the relevant literature serves to establish the theoretical basis for the Practicum

intervention with the Council, and emphasizes the Council's potential to become an

effective and representative advisory body on mental health issues in Winnipeg.

l5



CHAPTER 2:

Literature Review

Introduction

The following chapter provides a review of the literature for the purpose

establishing a theoretical basis for the Practicum intervention. The literature review

explores the concepts of regionalization; the impact of regionalization on mental health;

consumer participation and empowerment; advisory committees aS a vehicle for

consumer participation and empowerment; and, a community development approach as

the framework for the Winnipeg Regional Mental Health Council's reorganization

process.

In examining these concepts, further insight is provided as to the contributing

factors that have led the Winnipeg Regional Mental Health Council to re-examine its role

in a regionalized health care system. The literature review provides the basis for the

Council's potential in taking a leadership role in effectively implementing consumer

participation in mental health planning, and in doing so, having a greater influence on

mental health planning within the context of regionalized health care. The community

development approach provides a framework for the Practicum intervention with the

Council by drawing on the Council's strengths, and introducing the information

necessary for effective change within the Council.

2.1 Reeionalization of Health Care

Ten out of the twelve Canadian provinces have already devolved, with varying

degrees, the control of health services to regional authorities. Nine out of the ten

provinces have also transferred the management of mental health services (the Northwest

t6



Territories has not yet done so). Devolution, or regionalization, of health services

involves the transfer of control and decision-making for some or all of the planning,

funding, management, revenue generation and delivery functions' The degree of

devolution lies along a continuum between full central control and full local/regional

control (Premier's Council on Health, Well-being and Social Justice, 1,994)'

According to Lomas, Woods, and Veenstra (1996), there are three states along a

continuum moving toward full devolution. 1) deconcentration, or the spatial distribution

of administrative authority to local ofäces of the central government; 2) decentralization,

or the transfer to a local authority of some decision-making within significantly

constrained set of centrally-determined guidelines and standards; and, 3) devolution, the

transfer to a local authority of signifrcant decision-making with only broad principles

determined by central government.

Based on this continuum, Manitoba's current health services structure lies

between a decentralized and a devolved structure. The Regional Health Authorities in

Manitoba are obligated to submit a business plan to the Provincial government on an

annual basis for approval. The Provincial government also establishes standards of care

to be adhered to by the Authorities (Manitoba Health, 1997b). Thus, the government's

role goes beyond simply establishing broad principles. Also, the Provincial

government's unwillingness to relinquish financial control over physicians and drugs

seriously hampers the effectiveness of the Authorities, and prevents the structure from

becoming completely devolved (Lomas, et al, 1996).

The common rationales among the ten provinces for restructuring their health

systems appear to fall within six categories: 1) contain costs; 2) improve efticiency; 3)

t7



become flexible and responsive to community needs; 4) integrate and coordinate

services; 5) evaluate according to health outcomes; and, 6) integrate community

participation in planning (Hurley, et al, Igg4). Other common features include an

emphasis on a broadened definition of health, and a shift in emphasis from institution-

based to community-based care (lvlhatre and Deber, 1992)'

The feasibility of devolved health systems achieving these objectives is being

criticized on many fronts. The ability to contain costs, for example, is limited by the fact

that the regional authorities do not have control over the costs of two out of the three

most expensive areas of health care - drugs and physicians (Hurley, et al, T994)'

According to Jonathan Lomas (i996), Provincial governments did not need to devolve

authority in order to reduce expenditures on health care. He states that devolved

authorities are, instead, "a convenient way to shift blame and place a buffer between the

government and community discontent with the consequences of frscal retrenchment"

(Lomas, 1996, p.l4).

Rachlis and Kushner (1994) advocate that mental health services should be

funded separately from general health services, and that the mental health funds should

pool together both the funding for community and hospital care. The rationale, they

state, is that consumers of mental health services are particularly vulnerable, and

measures should be taken by the Provincial government to protect mental health funding

apart from the resources allotted to general health services. Also, history has shown that

resources have not been successfully transferred from institutions to the community. By

pooling mental health funds, there is a greater chance that an increased portion will be

spent on community Programs.
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A broadened definition of health, based on the World Health Organization's

definition of health as a resource for everyday living and not just the absence of disease,

has been adopted by most of the provinces. The resulting policy initiative, termed

"healthy public policy", requires the collaboration of multiple sectors including health,

housing, and social allowance. Within the mental health field, the notion of multiple

sectors collaborating appears to be a reasonable initiative, but no province has yet

outlined in detail how such a system is to operate. Also, the broad definition of health

would require major policy changes at a time when Regional Health Authorities are

struggling to maintain and improve existing policy initiatives (Mhatre and Deber, 1992).

Mhatre and Deber (1992) state that it is unlikely that regional authorities will be

able to improve equity among consumers, and increase consumer input. Consumer

participation in decision-making is an appealing concept as it provides a method by

which the community can have their needs met. The problem is that the economic and

social policy that impacts the health system is national in nature. Therefore, local

decision-making can only be within narrow parameters at best and is not likely to include

substantial control over economic resources (Labonte, 1997). Thus, in a regionalized

health system there exists the strong possibility that social inequities will increase in light

of the predominant policy of fiscal restraint being imposed on Regional Health

Authorities.

A final impediment to regionalization is the issue of accountability.

Accountability to the local citizens is to be achieved by electing citizens to the regional

health authority boards and making annual reports available to the public. Accountability

to the Provincial government is to be accomplished through the submission of financial
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and activity reports. The Province's unwillingness, though, to release its extensive power

over health care tends to cloud the responsibility in the governance of health care. Thus,

the result is less effective accountability (Hurley, et al, 1994).

There are evidently many challenges faced by regional health authorities in

achieving their objectives. These obstacles have particular consequences in the planning

and provision of mental health services. This area is explored in detail in the following

section.

2.2 Reeionalization of Health Care and the Potential Imoact on Mental Health

There are concerns as to how mental health service delivery will be affected by

the regionalization of health care services. Mental health care is in a vulnerable position

due to numerous factors. Its historical development, social, political and economic

factors, and a lack of public support all contribute to its weak position in the

regionalization of health care services in the provinces. The concern is that

regionalization will result in the further deterioration of mental health service delivery in

the provinces that have devolved their health care systems'

The development of mental health care in Canada began in the early 1800's when

persons experiencing mental health problems were dealt with under the local poor laws.

Many were placed in poorhouses along with other marginalized populations, and received

minimal care. Asylums, or mental health hospitals, were then built across Canada to

provide medical treatment to mental health patients based on a disease model. In 1958,

payment restrictions under the Federal-Provincial hospital insurance program denied

cost-sharing for Provincial mental hospitals. The lack of financial support for Provincial

mental hospitals resulted in an impetus to rapidly deinstitutionalize mental health patients
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without adequate community supports. The exclusion of Provincial mental hospitals

from cost-sharing agreements between the Federal and Provincial governments also

served to entrench the notion that mental health care lies at the periphery of Canadian

health policy development (Rochefo rt,IggZ).

A sociological explanation regarding the low priority afforded to mental health

policy and services includes the argument that people with mental health disorders

continue to be seen by society as offensive and dangerous. The result has been that social

policy has not been developed to assist these individuals, but rather to institute methods

of social control. Thus, what we see is that social and mental health policies are

underfunded and poorly administered. The persons experiencing the most severe forms

of mental health problems tend to suffer the most from this circumstance as they

experience a low socio-economic status combined with the stigma of mental illness

(Simmons, 1990).

Political factors have also been attributed to the low status given to mental health

in Canada's health care system. For example, the policy of deinstitutionalization, it is

argued, \ryas not intended to meet the needs of those with mental health problems, but

rather the needs of the government (Goodwin,1997). Simmons (1990) proposes that

governments largely practice "incremental politics" which is defined as "decision-making

through small or incremental moves on particular problems rather than through a

comprehensive reform program" (Simmons, 1990, p.xiii). Policies, therefore, are created

to resolve immediate problems, and are not intended to establish a long-term plan for the

future. Thus, deinstitutionalization was seen as a method to reduce the costs of operating
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provincial mental health hospitals, and did not provide the basis for establishing long-

term supports for mental health consumers in the community.

The need to reduce mental health care costs has become increasingly urgent as a

result of a capitalist economy. Rosenthal (1998) states that the capitalist economy, on

which Canada is based, serves to meet the needs of the market as opposed to meeting the

needs of human beings. The goal of a capitalist economy is the accumulation of profit'

As a result, governments are looking for ways to decrease their spending in health,

education, and social services. To justify their actions, the "myth of scarcity' has been

created. According to Rosenthal (1998), scarcity of resources to meet human needs,

especially in mental health, is a myth because there are suffrcient resources to meet

human needs, but it is becoming increasingly difficult for governments to do this

profitably.

The need to defend the capitalist market at all costs has resulted in the sacrifice of

human need for profrt. Mental health consumers are seen as sacrificing the most as they

are dependent on both the health and social service systems for survival. In a twelve

month period, approximately 10.5o/o of Manitobans will be provided medical or acute

hospital care for a mental disorder, representing a total estimated annual expenditure of

$96.1 million (Tataryn, et al, 1994). Due to a lack of available resources, and diffrculty

accessing the resources in existence, those suffering from a mental disorder struggle with

maintaining social relationships and employment. Thirty percent of provincial welfare

recipients on perrnanent disability have a serious mental illness, illustrating that both

health and social service agencies play a signifîcant role in the lives of severely mentally

disordered persons (Tataryn, et al, 1994).
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The progress of mental health service delivery in Canada is further diminished as

a result of a lack of public support. The lack of public support for mental health

consumers and programs can be attributed to four main factors. First, mental health

consumers are often viewed by the public as irresponsible, and unresponsive to

assistance. Second, there are multiple mental health advocacy groups that are often at

polar opposites with regard to their philosophy, i.e. medical model versus community-

based treatment. This inconsistent advocacy only serves to confuse the public, and

reduces their support for mental health issues. Third, mental health is not considered to

be a scientifically based profession, thus mental health professionals are not sanctioned

by the public. And lastly, the public holds little hope that agency intervention will

improve a mental health consumer's situation, thus the public is less willing to support

mental health intervention (Glidewell and Hargrove, 1990).

Without the support of the public, governments and other decision-makers are

reluctant to make any major decisions regarding the reform of mental health services.

This is especially relevant with regard to regionalized health care services. In a

regionalized health care system, decisions are made by local authorities. If mental health

issues are not raised at a local level, there is little chance that existing services will be

reformed to meet the needs of mental health consumers.

Thus, the above-mentioned factors play a critical role in the ongoing de-

prioritization of mental health issues in the overall delivery of health care services in

Canada, and give some indication as to how mental health will fare in the process of

regionalization. Rosenthal (1998) suggests that the negative effects of capitalism have

spurred the resurgence of a class struggle. If this is the case, then it would seem logical
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that the first signs of a class struggle begins within the area of mental health, as mental

health consumers would have the most to gain in a reformed health care system.

One of the rationales for the regionalization of health care is the provision of

opportunity for consumer input into the planning process. It would seem that if mental

health consumers are given the opportunity to participate in the mental health planning

process, it would serve as a method of reversing historical trends of the disempowerment

of mental health consumers. As well, it will emphasize the need for suffrcient mental

health services within the context of a regonalized health care system. The following

section explores in more detail the impact of consumer involvement in the planning

process on the development of consumer empowerment'

2.3 Consumer Participation and Consumer Empowerment

In order to understand the impact of participation in mental health planning on

mental health consumers, the theoretical basis for the connection between consumer

participation and consumer empowerment must first be explored. Zimmerman (1990), in

his study of learned hopefulness, provides evidence to show that there is a connection

between consumer participation and consumer empowerment. Learned hopefulness is an

alternative approach to understanding the relationship between perceived control and

behavior by focusing on the positive consequences of exerting control. It is a process in

which individuals learn to use skills that enable them to get a sense of control over their

lives, or to become empowered The theory of learned hopefulness predicts that if an

individual becomes involved in community organizations, their problem-solving skills

will improve, and their sense of mastery or empowerment will increase. The study found

that participation in community organizations has a direct effect on empowerment, but
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also found that if participation is to be empowering to consumers, organizations must

offer support to consumers in order to ensure that their participation is meaningful

(Zimmerman, 1990).

Wilson (1996) also supports the notion that exerting control over one's

environment leads to empowerment, and an enhanced quality of life. Unlike Zimmerman

(1990), Wilson (1996) connects this theory directly with the situation experienced by

mental health consumers. Wilson (1996) provides three rationales as to why mental

health consumers have been historically disempowered: 1) traditional treatment

approaches in mental health have meantthat individuals have adoptedthe role of passive

"patient", producing feelings of powerlessness; 2) the effects of the illness can result in

limitations in the person's ability to function that can further erode a person's self-

confrdence; and, 3) societal discrimination further limits the opportunities for persons

with mental health disorder to contribute to the community.

Further to the last point, Everett (1998) states that progress has been made in

elevating the status of those with mental health disorders from "mental patient" to

"mental health consumer". But, their newly acquired identity has little clout outside the

narrow world of mental health, where consumers continue to confront stigma and

isolation. Breakey, et al (1996) argue that the stigma towards mental health consumers is

also evident among mental health professionals. They state that the reason mental health

consumers have been left out of the mental health planning process is partially due to the

belief that mental health professionals are best able to understand the important issues in

providing mental health services.
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Wilson (1996) explores the notion of empowennent among mental health

consumers with reference to the three levels of empowerment. at the personal level; at the

small group level, and at the community level. Personal empowennent is defrned as a

perceived sense of control over one's life and an increased sense of belonging through

participation in the community. At the small group level, a sense of empowerment is

attained through joining others in similar circumstances to share experiences, i.e. self-

help. The community empowerment level refers to involvement in the public arena

where collective action is of benefrt to the community. The latter two references coincide

with Zimmerman's (1990) theory that participation in community organizations leads to

an increase in personal empowerment.

Wilson (1996) refers to participation as "activities in which consumers have

opportunities to influence outcomes as opposed to exerting control" (Wilson, 1996, p.

75). Participation in community activities is seen as contributing to a consumer's

empowerment by offering opportunities for social interaction; increasing a consumer's

self-confidence; and increasing their sense of belonging (Wilson, 1996).

The Canadian Mental Health Association's Framework for Support implements

all three levels of consumer empowerment in its Community Resource Base model. The

Community Resource Base model is premised on the notion that, historically, mental

health planning has focused on the service sector. The Community Resource Base model

asserts that mental health planning should include consumers of mental health services as

well as consumer self-help organizations; families and informal networks; formal mental

health services; and, community agencies such as housing and vocational services

(Trainor, et al,1992).
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A key principle of the Community Resource Base model is that consumers and

family members are involved in mental health service planning (Trainor, et al, 1992). In

support of the notion of family involvement in mental health planning, Breakey, et al

(1996) note that with deinstitutionalization, the burden of daily care for person with

severe mental health disabilities has largely fallen to individual families. Everett (1998)

states that in Ontario, families provide sixty percent of community care, and in Canada,

approximately 80,000 people with schizophrenia live with their families. Thus, families,

as well as consumers, have a vested interest in mental health issues, and could make a

vital contribution to the mental health planning process.

The Community Resource Base model promotes the notion of a partnership in

mental health planning between all mental health stakeholder groups (Trainor, et al,

lgg}). This idea, although promising, poses some concerns. Firstly, consumers fear that

if they speak out on issues within the context of mental health planning with

professionals, they will be denied services. The reality is that mental health consumers

continue to depend on mental health services to meet their basic needs, such as housing.

To speak out against these services, they feel, may jeopardize their future access to these

same services (Everett, 1998).

Secondly, there is a fundamental difference in the opinions of consumers and

family members as to the emphasis of mental health planning. Everett (1998) states,

"families most often believe that society is justified in forcing patients to accept

psychiatric treatment because it is for their own good, whereas consumers and survivors

insist that it is their right to refuse treatment" (Everett, 1998, p. 84-5). Groups that

advocate on behalf of mental health consumers often become frustrated when their efforts
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fail due to the inability to speak with one voice (Breakey, et al, 1996). This diversity in

opinions as to the direction of mental health planning results in a weakened effort to

advocate for a particular cause. It also results in an absence of one clear, powerful voice

on mental health matters, rendering mental health services vulnerable to outside forces.

This wlnerability can potentially result in the government targeting mental health

services in their efforts to reduce health care costs @verett, 1998).

Consumer participation on the Winnipeg Regional Mental Health Council would

seem, in theory, to coincide with the elements of the Community Resource Base model,

and contribute positively to the empowerment of mental health consumers. If the

members of the WRMHC represented consumers as well as other mental health

stakeholder groups, there would be the potential that the Council could implement the

notion of partnership as proposed by CMHA's Framework for Support. According to

theory, consumer participation on the Council will result in a sense of empowerment, or

control over their lives. Thus, the Council could potentially provide the basis of a unified

voice on mental health matters. But, as is shown in the following section, advisory

committees must address certain matters in order to ensure that consumer participation

does, in fact, lead to consumer empowerment.

2.4 Advison Committees as a Vehicle for Consumer Participation

The literature addressing the issue of consumer participation as a means of

consumer empowerment quite often suggest that consumer membership on committees is

one method of participation (Wilson, 1996, Ttainor, et al, 1992, Bteakey, 1996).

Silverman (1979) concurs with this, adding that consumer participation in the form of

advisory committees coincides with the principles of the community mental health
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movement. The principles of community-based services and community involvement are

reflected in the notion of consumer participation on advisory committees. Advisory

committees contribute to the effectiveness of mental health planning by: advocating the

priorities and concerns in mental health services, thus serving a monitoring and

evaluation function; advocating with community members, thus serving to de-stigmatize

mental health services; and, advocating for increased resources for mental health services

(Breakey, et al, 1996).

Silverman (lg7g) asserts that membership on advisory committees is beneficial to

consumers in that it decreases their sense of alienation and to their communities by

fostering the implementation of effective mental health services. In contrast, O'Neill

(TggZ) states that consumer participation in the form of committee membership is

essentially about power, and not empowerment of consumers. Past experience has shown

that consumer participation on committees "ends up as consolidating the power of

professionals or bureaucrats and not as a way to empower the community" (o'Neill,

1992, p. 297). O'Neill (1gg2) goes on to state that power is defined as the capacity of

various individuals or groups to force others to think in an appropriate way.

Historically, mental health consumers have experienced barriers to participate on

committees that have inadvertently affected their opportunity to influence decision-

making on committees (Wilson, 1996, Vandergang, 1996). The barriers experienced by

mental health consumers include: a feeling that they cannot contribute anything of value,

a fear of failure, and a feeling of social isolation (Wilson, 1996). Additional barriers

include a lack of assistance in the form of transportation and payment discourages

consumer participation on committees. Consumers require araîge of ways to participate,
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a process to orient consumers to their role, and a suffrcient number of consumer

representatives on the committee in order to avoid tokenism (Vandergang, 1996).

Vandergang (1996) found in his study of consumer participation in mental health

planning in Ontario that there has not been consistent progress made in the

implementation of consumer participation in the planning process. The lack of progress

was attributed to a lack of shared understanding of consumer participation. More

specifîcally, there was not a direct connection between consumer participation and impact

on decision-making. Thus, the quality of the involvement of consumers on committees

was in question. AJthough consumers may be members of committees does not

necessarily mean that they have any meaningful influence regarding the direction of the

committee's decision-making process (Vandergang, 1996).

There are certain steps a committee can take in order to improve the influence of

consumers who are members of committees, and subsequently increase their sense of

empowerment. Silverman (1979) states that advisory boards are too often focused on

their relationship with outside agencies, and not enough attention is paid to the

accountability functions of the committee and the improvement of their membership.

The suffrcient representation of consumers on committees is viewed as a key factor

contributing to the committee's effectiveness (Vandergang,l996, Silverman, 1979). As

committees attempt to increase the consumer and family membership, extensive

groundwork with existing and new members is necessary (Trainor, et al, 1992, Wilson,

1996). Efforts to integrate members should include an orientation to the committee's

process, and training should be made available to new and existing members as a method
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of sensitizing members to the unique circumstance of consumer participation on the

committee (Vandergang, 1996,Silverman, 1996).

In order to ensure that the new consumer members are able to influence the

decision-making process of the committee, consumers should first be given adequate

information regarding, not only the committee process, but the mental health system in

general. Second, the committee should have a mandate from the community to act as a

forum for consumer concerns. Third, the consumer members themselves should have a

strong voice, and be given an opportunity to express their concerns within the context of

the committee. And, fourth, the committee should have a means of communicating

formally and informally with the constituents in the community in order to maintain a

sense of continuity, and to ensure the committee's overall legitimacy as representing

consumer concerns (O'Neill, 1992).

In addition to the above-mentioned factors, committees should offer practical

forms of support to consumer members as a method of sustaining their membership. The

practical forms of support include financial assistance for transportation costs and

reimbursement for time spent away from employment. This would mean that committees

should have their own budget, or at least a method of acquiring the necessary finances to

ensure the continuous support for consumer participation (Vandergang, 1996).

The overall effectiveness of the committee can be improved if the committee

establishes guidelines for membership, and institutes a monitoring mechanism for board

effectiveness. Also, focused efforts to attract new membership, and sustain the

membership through methods as described above, can improve the committee's ability to

be an effective and representative advisory body (Silverman, 1979)
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The bottom-line, it seems, is that the notion of advisory committees as a vehicle

for consumer participation and consumer empowerrnent is largely dependent on the

mutual respect between consumers, family members and service providers, and the

willingness to listen to one another's often diverse opinions (Wilson, 1996). These

particular characteristics become apparent when a committee's process is based on a

consensus-building approach (Trainor, et al, 1992). The incorporation of conflict

resolution methods into the committee's process would also enhance the committee's

ability to reach a consensus.

The British Columbia Provincial Partnership Program is an example of how the

principles of partnership among mental health stakeholders can be implemented, and the

program provides the basis for the formation of the mental health advisory councils in

British Columbia. The purpose of the Partnership program is to improve mental health

services by establishing partnerships between the formal mental health system and those

with first hand experience with mental illness in an effort to advise and guide the reform

of the mental health service system (8.C. Mental Health Service Division, 1996).

A budget of approximately $4 million was targeted towards increasing consumer

and family involvement in mental health planning. As one method of implementing this

initiative, mental health advisory committees at the community, regional and provincial

levels were established. These committees are based on the principles of partnership that

include a rational process of incorporating the perspectives of all mental health

stakeholder groups which recognizes the diversity of views, and a focus on reaching a

consensus @.C. Mental Health Service Division, 1996). The Partnership Program
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demonstrates that the steps required to ensure effective consumer participation, such as a

mandate and frnancial support, can be implemented.

The theoretical perspectives as they pertain to ænsumer participation on advisory

committees serve largely to demonstrate the reasons that the Winnipeg Regional Mental

Health Council has found itself to be less than effective as an advisory body on mental

health issues. The WRMHC has historically not had a representative membership as it

has had difficulty recruiting and retaining consumer and family members. The Council

has not had access to the financial resources necessary to offer practical support to

consumers, and new members have been discouraged by the Council's broad approach to

mental health issues. Nor does the Council have a mandate to act as a representative

body on mental health issues.

A community development approach, with its emphasis on empowerment and

selÊreliance, is one method to assist the Council in identifuing the factors necessary in its

re-organization process. The following section describes the community development

approach in relation to the Winnipeg Regional Mental Health Council.

2.5 A Communitv Development Approach to Chanee Within the WRMHC

With any change process, the Winnipeg Regional Mental Health Council is likely

to encounter resistance. According to Yeheskel Hasenfeld (1983), the general tendency

of organizations, including boards, is toward stability and maintenance of the status quo.

Thus, in order to overcome resistance to change, Karen Wolk Feinstein (1985)

recommends an organizational development approach to strategic planning. In an

organizational development approach, efforts are concentrated in the early stages of

strategic planning. Therefore, the focus is on assessing the external environment and
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internal operations, and defining the threats, opporlunities and alternatives. Only when

these tasks are completed can the organization, or board, develop a plan for change.

Organizational development is based on the premise that the more data that is

gathered in the assessment process, the nearer the conclusions are to reality. Also, the

data gathering process itself offers an opportunity for the group to build trust and clarity,

thus counteracting resistance to change. The data collected would include the

characteristics of similar organizations and the perceptions of consumers. The benefit of

the organizational development approach is that it sets up a wide communication loop,

receiving information from and providing information to members, as the planning

process proceeds (Wolk Feinstein, 1985).

The organizational development approach to change within organizations or

boards focuses on information in the external environment as the catalyst to the change

process, and the communication between the members as a benefrt. In contrast, the

community development approach views information gathering as only one part of the

change process, as it alone does not go far enough. Community development is based on

the belief that community groups can identify their problems, find solutions and act to

achieve them. While the organizational approach is paternalistic in its view of people

within organizations, the community development approach emphasizes the involvement

of all members of a group in defining what is important to them, and that they are the

experts of their own problems (Hoffman and Dupont, 1992).

Community development is defined as "the process for supporting community

groups in identi$ing their issues, planning and acting upon their strategies for social

change, and gaining increased self-reliance and decision-making power as a result of
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their activities" (Labonte, 1997, p.94). A community development approach can be

distinguished from a community-based approach. A community-based approach is when

an external body sets an agenda and finds groups to work within that agenda. A

community development approach is when a group decides what the agenda will consist

of and what strategies are required to reach these goals.

The goal of community development is self-reliance. Self-reliance means that

"the community group is able to negotiate the terms of its interdependence with external

professionals, organizations and institutions" (Labonte, 1997, p.98). The collaboration

between the community group and other organizations is seen by Ronald Labonte (1997)

as a key component of the community development process. It is through the

collaboration process that mutual goals are identified between groups, and joint

responsibility is taken to achieve these goals.

Thus, when the WRMHC was established, it was based on a community-based

approach with the Provincial government setting the agenda. The Council, at the time the

Practicum began, did not have a mandate to advise the Provincial government, nor did

was it mandated to advise the newly established RHAs. This provided the Council with

an opportunity to establish its own mandate. A key element of a community

development approach is that it fosters a sense of empowerment amongst the group

members, which results in the group's ability to make decisions regarding its purpose,

objectives, and strategies to achieve their objectives. A community development

approach offers the WRMHC an opportunity to gain a sense of control over its future

direction as an advisory body. As a result, the Council will be in a better position to
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make decisions with, and on behalf of, mental health consumers as its goals, objectives,

and functions will be more clearly defined.

Conclusion

One of the rationales for the establishment of Regional Health Authorities was to

provide increased opportunity for consumers in the health planning process. The

restrictions placed on the RFIAs, such as a lack of control over substantial expenditures,

and the policy of fiscal restraint that provided the impetus for the establishment of the

RHAs, serve to hamper consumer input in the health planning process.

Mental health care is in a particularly vulnerable position in a regionalized health

care system. Historically, mental health has been at the periphery of health service

planning. Social, political, and economic factors, along with a general lack of public

support, have contributed to the overall low priority given to mental health services by

the Provincial government. This gives some indication that if action is not taken, mental

health services will remain a low priority in Manitoba's regionalized health care system.

Consumer participation in mental health planning can serve as a method to

reverse the historical trends of disempowerment. There is evidence to show that

consumer participation in mental health planning results in an ability to influence

outcomes, and thus an increase in a sense of empowerment. A sense of partnership

among consumers, family members, and service providers leads to a unified voice on

mental health issues. The notion of unity is in contrast to the historically contentious

environment among mental health stakeholders that has led to the reductions in mental

health spending.
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Advisory committees are seen as an ideal method to implement consumer

participation and consumer empowerment. In order to effectively achieve this objective,

advisory committees must take purposeful steps to recruit and sustain consumer

membership. The advisory committee should be deliberate in its attempt to avoid a token

effort and to ensure that consumers have an active role in influencing the committee's

decision-making process, and thus having an overall impact on decision-makers.

At the time the Practicum with the Winnipeg Regional Mental Health Council

began, the Council did not have a mandate, it was not influential with the Provincial

government or the regional authorities, and its membership consisted primarily of service

providers. In order for the WRMHC to become an effective and representative advisory

body on mental health issues, it needed to undergo an extensive reorganization process.

The community development approach is viewed as the ideal basis on which the Council

can re-establish its goals and objectives; in other words, establish its future direction.

The goals and objectives of the Practicum reflect the issues as raised by the

literature review, and attempts to address the needs of the Council. Consistent with the

principles of community development, it provides a framework in which information on

the Council's external environment is gathered on behalf of the Council and presented to

the Council as a means of encouraging discussion regarding its role, function, and

composition. The result of this process will be that the Council will make the decisions

necessary for it to become a vehicle for consumer participation and empowerment.

The Winnipeg Regional Mental Health Council has the potential to become a

model for consumer participation and partnership The result will be a united voice on
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mental health issues, and subsequently, the Council will have a greater influence on the

mental health planning process within the context of a regionalized health care system.
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CHAPTER 3:

MethodologY

Introduction

The following chapter provides a description of the methods used to achieve the

goal and objectives of the Practicum with the Winnipeg Regional Mental Health Council.

The chapter is divided into sections according to the objectives of the Practicum

as outlined in the previous chapter. The first section describes the method used to obtain

Council member input regarding the process of the Practicum. The subsequent sections

describe the methods used in accordance to the frve objectives of the practicum. The

sections are as follows: interprovincial comparison of mental health systems in five

provinces; interprovincial comparison of mental health advisory bodies; a survey of

mental health stakeholders in Winnipeg; promotion of discussion as to the future of the

Council, incorporating the results of the previous three objectives, and, an evaluation of

the intervention with the Winnipeg Regional Mental Health Council.

3.1 Survev of Council Members

A survey of the members of the Winnipeg Regional Mental Health Council was

conducted in June, 1998. The purpose of the survey was two-fold. First, it was to learn

what information the members would find most useful in their reorganization process.

This was to act as a guide in the research I would be conducting on the Council's behalf

during the coming year. Second, the survey was to gather descriptions of the

backgrounds of Council members to be presented at the Council's upcoming Annual

General Meeting.
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At the time the survey was conducted there were fifteen members on Council,

including the Chairperson. Interviews were conducted with fourteen of the fifteen

members. The fifteenth person shared a membership with another member, and as they

are employed by the same agency, one person participated in the interview.

The interviews were conducted either in person or by telephone, depending on the

participant's preference. The interviews were based on the questions contained in an

interview guide. (See Appendix B) The responses of the participants were organized

into a report that was shared with all members of Council, and presented to Council in

June, 1998. The Council provided feedback, and as a result, the report was revised and

re-submitted to Council on September 11, 1998.

It should also be nored that members of the Winnipeg Hospital Authority and the

Winnipeg Community and Long Term Care Authority expressed interest in the results of

the survey. Thus, copies of the report were also distributed to the two Regional Health

Authorities in Winnipeg.

Included in the goals and objectives of the Practicum with the Winnipeg Regional

Mental Health Council is the dissemination of information regarding an inter-provincial

comparison of mental health systems in other provinces.

The method of choosing the fîve provinces that were to be the focus of this inter-

provincial comparison was based on each province's mental health expenditures as a

proportion of total health spending. The province which spent the most on mental health

services, two provinces that spent an average amount on mental health services, and the

province who spent the least were to be chosen for the study. Manitoba was included as
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one of the five provinces chosen as the comparison of Manitoba to the other provinces is

particularly relevant for the Winnipeg Regional Mental Health Council.

Thus, information regarding mental health expenditures and total provincial

health spending was gathered from each province in Canada except for the Yukon and the

Northwest Territories. These provinces were not included as their circumstances are

unique, and their funding mechanisms differ from the other provinces in Canada. For the

purpose of inter-provincial comparison, the expenditure data was based on the 1996-1997

fiscal year. This fiscal year was chosen as the provinces contacted consistently had this

data avallable. Mental health and health expenditure data was obtained by contacting key

informants employed by the Provincial government in each province. Key informants

were contacted in September to December, 1998 by telephone and/or by faxed letter.

(For a list of key informants, refer to Table 3.I in Appendix C). The key informants were

chosen based on their position within a Provincial government department, and their

access to knowledge regarding mental health expenditures in their respective provinces.

Information regarding expenditures was received either by telephone or fax.

Information regarding mental health and health expenditures was eventually

obtained from British Columbia, Alberta, Saskatchewan, Manitoba, Ontario, Quebec,

New Brunswick, Nova Scotia, and Prince Edward Island. Provincial government

representatives from Newfoundland responded that information regarding mental health

and health expenditures was not available. Thus, reference was made to other

documents, and estimates regarding mental health and total health expenditures in

Newfoundland were derived from these documents.
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The information obtained regarding mental health expenditures as a proportion of

total health spending in each of the ten provinces is outlined in Table 3. 1 in the Appendix

C. Table 3.1 shows that the percentage each province spends on mental health ranges

from 13.ZYo to as low as3.6%o of total health spending. British Columbia has the highest

proportion health spending on mental health at 73.2 o/0, while New Brunswick has the

lowest at 3.6Yo. Alberta and Ontario's mental health spending shows that they are

towards the middle of the range, with Alberta at 5.3yo and Ontario at 4.0yo. Manitoba's

mental health spending as a proportion of total health spending is estimated at 5.3yo in the

1996-1997 fiscal year. Thus, based on this data it was determined that the provinces of

British Columbia, Alberta, Manitoba, Ontario and New Brunswick would be targeted in

the comparison study of each of these province's mental health systems and advisory

bodies.

When analyzing the fîgures provided in Table 3.1, it should be taken into

consideration that the expenditure data has some limitations. Firstly, the expenditure

figures provided for Alberta are based on information given by the Provincial Mental

Health Advisory Board and Alberta Health. Exact figures regarding the mental health

expenditures as part of the general hospital psychiatric units was not available. Thus, the

general hospital psychiatric unit expenditures were estimated based on average expenses

of each Regional Health Authority as extrapolated from the Alberta Health Figures.

Secondly, it should be noted that Quebec combines health and social services in

its total health spending. According to the person interviewed, this information could not

be separated out. Therefore, Quebec's figure for total health spending is high as it
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includes social service spending, resulting in a skewed percentage for mental health

spending as a proportion of total health spending.

Thirdly, each province bases its mental health funding on a different combination

of mental health services. As shown in Table 3.1, the services included in mental health

spending in each province varies from the inclusion of hospital and community services

to the inclusion of these services as well as addiction services and medication. The result

is that the provinces can not be compared on an equal basis. The figures calculated for

mental health spending as a proportion of total health spending in each province largely

acts as a rough guide in being able to choose the provinces for this study. Additional

time and resources are required in order to do a comprehensive comparison of mental

health spending among all ten provinces.

In order to evaluate the mental health service system in each of the five chosen

provinces, key informants in each of the provinces were interviewed either in person or

by telephone. (For a list of those interviewed, refer to Appendix D) The key informants

were largely employed by the Provincial government in each province and were chosen

based on their access to the information required for the study, and their availability. The

interviews were based on questions contained in an interview guide. (See Appendix B)

The questions are derived from the Best Practices in Mental Health Reþrm (1997a)

document produced by the Health Systems Research Unit of the Clarke Institute of

Psychiatry.

The Health Systems Research Unit, in their document, evaluates best practices in

mental health by dividing the information into two sections: 1) Core Services in a

Comprehensive Mental Health System, and 2) Mental Health System Reform Strategies.
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The former section is divided into subsections that include: case management; crisis

response systems; housing support/ inpatient/outpatient carel consumer self-help and

initiatives; family self-help; and, vocational/educational services. The latter section is

subdivided into the following sections: policy; governance and fiscal strategies;

evaluation; and human resources.

Due to the limited time and resources available for this Practicum, seven of the

above-mentioned areas of mental health were chosen as the indicators in the evaluation of

the mental health service systems in each province. They are as follows: case

management; crisis response systems; housing support; consumer/family self-help and

initiatives; policy; governance and fiscal strategies, and, evaluation. Thus, the questions

contained in the interview guide pertain to these areas of best practices in mental health.

As the information regarding mental health service systems was gathered, it was

communicated to Council members by way of presentation at the monthly Council

meetings. The information shared with the council was dependent on the stage they were

at in terms of their reorganization process. For example, information regarding the

increase in community mental health funding in Ontario was shared with Council at a

time that the Regional Health Authorities in Winnipeg had announced that there would be

no additional mental health funding in the upcoming frscal year.

As indicated earlier, there were some limitations in choosing this method to

collect data on mental health systems in other provinces. Although in person interviews

were conducted in British Columbia, Alberta, Ontario, and Manitobq limited resources

did not allow for travel to New Brunswick. Thus, telephone interviews were conducted.

The result was that less detailed information was obtained for this province.
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Limited resources also contributed to the limited ability to contact a range of

personnel in each of the provinces. More specifically, it would have been advantageous

for this study to contact representatives from the Regional Health Authorities in each of

the provinces. Despite this omission, some valuable information was obtained and a

comprehensive evaluation of mental health systems in each province was possible.

Another limitation was that each of the fïve provinces was in a state of transition

in terms of their mental health governance and service delivery at the time they were

contacted. Changes in their mental health systems were occurring rapidly. Thus, the

information contained in this report reflects a particular point in time in each province,

keeping in mind that some of the information may have already changed by the time this

report was completed.

The rapid transition period in each province also contributed to some difficulty in

arranging interviews with personnel in the provinces. This was particularly true for

Ontario where only one person within the Provincial government agreed to participate in

an interview. The result was a somewhat limited view of the mental health service

system in Ontario.

3.3 Inter-Provincial Comnarison of Mental Health Advisorv Bodies

The second objective of the Practicum was to provide the Council with

information regarding mental health advisory bodies in other provinces. Manitoba's

mental health advisory bodies are not included in this comparison as they are described in

a previous chapter. Rather, the purpose of this comparison was to provide the Winnipeg

Regional Mental Health Council with information to base it future decisions regarding

the Council.
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Chairpersons of mental health advisory bodies in each of the four provinces were

invited to participate in an interview. (See Appendix D for list of those interviewed) The

interviews took place either in person, over the telephone, or a written response was

provided. The questions asked of participants were based on an interview guide

developed for the purpose of the study. (See Appendix B) The interview questions were

divided into three sections: 1) the structure of the counciVcommittee in which they

belonged; 2) the process followed by the council/committee; and, 3) their perception of

the council/committee's effectiveness.

As information from other provinces was obtained, this information was passed

on to the Council at its monthly meeting in the form of summary reports' The Council

members were invited to review the material, provide feedback, and take the information

into account when considering decisions regarding the future role of the Council-

Due to limited time and frnancial resources, not all Chairpersons of every mental

health advisory body in each of the provinces were given the opportunity to participate in

an interview. Depending on the level of complexity of the province's mental health

advisory system, Chairperson's of the Provincial Advisory Council's were invited to

participate, and one Chairperson from one of the Regional Mental Health Councils was

invited to participate. For example, in British Columbia there are three Provincial Mental

Health Advisory Councils, and several Regional Advisory Councils. Thus,

representatives from all three Provincial councils were invited to participate, and only

one regional member.

Rather than interview a representative from every mental health advisory body, it

was most important that information be obtained regarding the overall structure and
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functioning of the mental health advisory system, along with opinions as to its

effectiveness. Also important, especially with regard to the Winnipeg Regional Mental

Health Council, is that information was provided as to how mental health advisory bodies

are adapting to regional ization of health services in the provinces. Despite the lack of

resources, it is believed that this objective was achieved.

3.4 Survev of Mental Health Stakeholders in Winnioee

The third objective of the Practicum was to conduct a survey of mental health

stakeholders in Winnipeg with regard to the role of the Winnipeg Regional Mental Health

Council. The purpose of this objective, again, was to guide the Council in its

r eor ganizati on pro cess.

Twelve mental health agencies and groups were targeted as possible participants

in the study. One of the twelve agencies/groups chose not to participate in the study.

The eleven agencies/groups that participated were: Manitoba Schizophrenia Society;

Anxiety Disorders Association of Manitoba; Mood Disorders Association of Manitoba;

Community Mental Health Program (WCA); Salvation fu*y, Seneca House; Sara Riel

Inc.; CMHA - Manitoba; CMHA - Winnipeg; Manitoba Network for Mental Health; and

the Coalition for Mental Health.

The choice as to the participating agencies and groups was based on the fact that

they were major mental health service providers in Winnipeg. Executive Directors or

Chairpersons of each of these agencies and groups were contacted in person, and

permission was granted to distribute questionnaires within the agency or group. The

Executive Directors and Chairpersons were responsible for distributing consumer, family

member, and service provider questionnaires within the agency. The number of
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questionnaires distributed to each agency or group was dependent on the size of the

agency or group. For example, the Community Mental Health Program of the Winnipeg

Community and Long Term Care Authority was the largest participating agency. Thus,

they received the most questionnaires for distribution, with 135 consumer questionnaires,

135 family member questionnaires, and 32 service provider questionnaires. A total of

661 questionnaires were distributed to the eleven agencies or groups.

The questionnaires required participants to provide written responses, and to mail-

back the questionnaire in an addressed and stamped envelope. The questions addressed

issues regarding priorities in mental health planning, opportunities to express concerns

regarding Winnipeg's mental health service system, the future role of the WRMHC, and

the participant's willingness to work with the Council. (Refer to Appendix B to see

questionnaires distributed to consumers, family members, and service providers.)

Interviews were conducted with Executive Directors of mental health agencies

and senior management staff of the Winnipeg Community and Long-Term Care

Authority. (See Appendix B for Interview Guide) Only six persons were chosen to be

interviewed as many of the Executive Directors were Council members, and had already

participated in the survey conducted in June, 1998.

Consent from potential consumer, family member, and service provider

respondents to participate in the survey was received in the form of Informed Consent

(see Appendix B), and senior management staffthat participated in the interview process

provided written consent (see Appendix B).
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The results of the survey contained both qualitative and quantitative data that was

then organized, and conclusions were drawn. The results were presented to Council, and

were also presented to the public at the Council's Annual General meeting.

Due to a lack of resources, the scope of the survey was limited to eleven agencies

and groups. As a result, other mental health agencies along with hospitals were not

invited to participate in the survey. Despite the omission of these additional services, the

survey produced some valuable information that has assisted the Council in its

r eor ganization pro ce s s.

3.5 Evaluation of Practicum

The evaluation of the intervention with the Winnipeg Regional Mental Health

Council includes the last two objectives of the Practicum. The evaluation involves three

processes. First, minutes of the Council were reviewed in terms of the decisions Council

members made with regard to its intention to reorganize the Council. Second, a review

of activities with the Council are summarízed and evaluated in terms of feedback from

the Council members. Third, a telephone survey of a sample of past and current Council

members was conducted essentially requesting feedback with regard to the effectiveness

of the intervention with the Council. (See Appendix B for interview guide.)

Summarv

In summary, the intervention with the Winnipeg Regional Mental Health Council

involved the communication of information regarding mental health services in other

provinces; mental health advisory bodies in other provinces; facilitation of discussion

regarding the incorporation of this information into the decisions made regarding the

Council's future role; and, an evaluation of the intervention.
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There were some limitations in the scope of the intervention with the Council.

These limitations are discussed in more detail in the evaluation of the Practicum, or

Chapter 8 of the Report.
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CHAPTER 4:

Inter-Provincial Comparison of Mental Health Systems

Introduction

Each province's mental health system varies in its structure and the services it

provides to mental health consumers. The recent regionalization of health care services

in most Canadian provinces has further altered the way in which mental health services

are managed in each province. One of the objectives of the Practicum with the Winnipeg

Regional Mental Health Council is to provide them with information of how mental

health services have fared as a result of the regionalization process. The purpose in doing

so is to give the Council the opportunity to incorporate this information in its decisions to

reorganize the Council in light of the regionalization of health care in Manitoba.

The following chapter is a summary of data collected in an attempt to evaluate the

mental health service system in five provinces: British Columbia, Alberta; Manitoba;

Ontario; and, New Brunswick. The evaluation is based on interviews with mental health

personnel in each province, and pertinent documents gathered for this study. A list of

persons interviewed in each of the five provinces is included in Appendix D. The data

was collected using an interview guide (See Appendix B) based on best practices in

mental health as outlined in BesÍ PracÍices in MenÍal Health Reform (1997a) developed

by the Health Systems Research Unit of the Clarke Institute of Psychiatry. The study

does not attempt to evaluate the effectiveness of the mental health services in each of the

frve provinces as this would require a more in depth study. Rather, this study evaluates

mental health services systems according to the extent that best practices in mental health

have been implemented.
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Due to limited time and resources, not all of the categories of best practices in

mental health reform are included in this analysis. Rather, the focus of the analysis has

been limited to the following: policy; governance and fiscal strategies; evaluation; case

management/AcT programs; crisis response services; housing support programs; and,

consumer/family self-help and initiatives. Each section of this chapter describes the

provinces' systems within each category, and the similarities and differences between the

provinces are highlighted.

4.1 Background

British Columbia:

In 1985, the Province of British Columbia's Ministry of Health began a

consultative planning process to address the apparent defrciencies of British Columbia's

mental health care system. Most notably was the dilapidation and limited resources of

Riverview Hospital, B.C.'s only provincially-run psychiatric hospital. The Mental

Health Consultation Report: A Draft PIan to Replace Riverview Hospital (1987) was the

result of this consultative process. The report contained sixty-eight recommendations to

improve mental health services in British Columbia. The Provincial government adopted

the report in 1990 as the British Columbia Mental Health Initiative (B.C. Ministry of

Health and Ministry Responsible for Seniors, 1996).

The Mental Health Initiative, referred to as mental health reform, had three major

goals.

l) An additional $20 million to enhance community mental health services and address

population and inflationary growth;
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2) Replace Riverview Hospital's 1220 beds with 550 beds in regional tertiary

psychiatric facilities, 170 acute beds in general hospital psychiatric units and 500

community residential care beds with full supports; and

3) Promote independence, responsive clinical care and community living supports for

people with the most serious mental illness (8.C. Ministry of Health and Ministry

Responsible for Seniors, 1996).

The implementation of mental health reform in B.C. began as part of a three-year

plan in 1992. Fifty-three million dollars in new funding was added to the mental health

budget, an amount that exceeded the government's original commitment of $20 million.

A significant portion of the new funding was used to alleviate pressures caused by

inflation and demographic increases. Thirty-six million dollars was spent on enhancing

community mental health services, but there remained an inadequate supply of services

for the most severely disabled individuals (B.C. Ministry of Health and Ministry

Responsible for Seniors, 1998a).

In 1994, two documents were published criticizing the operation of Riverview

Hospital, namely Listening: A Review of Riveniew Hospital, and the Auditor General's

1994 Value-for-Money Audit Report. The latter report found that although the process to

transfer patients from Riverview Hospital to the community was adequate, there was a

lack of long-term planning being done. In response to these criticisms, as well as an

increase in the number and acuity level of mentally ill people, the Minister of Health

suspended the reduction of beds at Riverview Hospital pending further review (8.C.

Ministry of Health and Ministry Responsible for Seniors, 1998a).
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A working group was formed to review the community mental health system in

preparation for further transfers of patients from Riverview Hospital. The working group

included members of the Provincial Mental Health Advisory Council and the B.C. Mental

Health Society, which operates Riverview Hospital. The group received province-wide

feedback from consumers, family members, service providers, advocacy organizations

and others. This consultation process provided the basis for a renewed mental health plan

outlined in the document entitled Revilalizing and Rebalatrcing British Columbia's

Mental Health System (l99Sa) This document was intended to act as a guide for the

recently established regional health authorities in B.C. in reforming the mental health

services in the different regions of the province.

In recent years, the Provincial government in B.C. had identified four strategic

initiatives pertaining to health care: l) the regionalization of health care; 2) a focus on

programs such as tertiary care, i.e. Riverview Hospital; 3) the Ministry is to maintain

control of programs such as mental health and A.I.D.S.; and, 4) the Ministry, for the time

being, maintained control over the medical services plan, pharmacaÍe, and physician

services.

The responsibility of managing and operating B.C.'s mental health services was

transferred from the Ministry of Health and Ministry Responsible for Seniors to the

regions on April 7,1997.

Alberta:

Plans to reform Alberta's mental health service system began in 1988 when the

Minister of Health sought public opinion regarding the general policies that should guide

development of mental health services. The result was a policy document published the
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Ministry of Health entitled Future Directiott for Mental Health Services in Alberta

(1992). The document outlines a framework for mental health policy in Alberta. The

main principles of the policy's framework include: stakeholder participation through

partnership; efficient use of services; appropriate services to meet needs; accessibility;

and accountability.

Shortly after the release of the above-mentioned document, the Mental Health

Strategic Planning Committee was formed by the Ministry of Health to develop a plan to

implement the new mental health policy. The Committee's recommendations were

described in the document llorking in Partnership: Building q Better Future for Mental

Health (1993). The Committee recognized that several different agencies, departments

and hospitals deliver the province's mental health services with little coordination. The

Committee and three Working Groups found there to be a lack of accountability,

accessibility and efliciency in the existing mental health services system.

Using the key principles of the new mental health policy as its basis, the

Committee proposed five changes in the governance and delivery of mental health

services in the province. First, is the elimination of provincial direct service delivery.

Second, in place of the Province, regional mental health authorities would be established

and mandated to provide mental health services. Third, the mental health policy and

funding responsibilities would be consolidated within Alberta Health. Fourth, a single

mental health funding envelope would be created and would include both hospital and

community mental health services. And lastly, the authority for hospital and community

services would be delegated to regional mental health authorities (Mental Health

Strategic Planning Advisory Committee, 1993).
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In June 1994, seventeen Regional Health Authorities ßHAÐ were appointed by

the Ministry of Health for a two-year term. The purpose of the Authorities is to assess

the regional needs and priorities, allocate funds, and ensure access to health care services

(Saskatchewan Health, 1996) In July 1994, the Provincial Mental Health Board was

formed to act as a transitory body in preparation for the transfer of mental health services

to the Regional Health Authorities. Although the Mental Health Strategic Planning

Advisory Committee had recommended the creation of separate regional mental health

boards, the Provincial government felt that the creation of one board was more consistent

with their efforts to integrate the mental health services system (Alberta Health, 1994).

The Provincial Mental Health Board @MHB) assumed control over the mental

health service system on April 1, 1995. The PMHB consisted of fifteen volunteer

members who were appointed by the Minister of Health for a two-year tern. The PMHB

had several functions, but primarily it was established to deliver and coordinate mental

health services across the province, to advise the Minister of Health, existing health

authorities, and Regional Health Authorities, and ensure equitable distribution of

resources across all regions. Ultimately, the PMHB was to divest the responsibility of

mental health service delivery to the Regional Health Authorities. The PMFIB's

authority included responsibility for Alberta Hospital Edmonton, Alberta Hospital

Ponok4 the Raymond and Claresholm Care Centres, the Community Mental Health

Clinics, and other community mental health agencies in the province. The Board was not

directly responsible for psychiatric services in general hospitals as this responsibility has

been delegated to the RHAs (Provincial Mental Health Board, 1995).

56



In 1996, an assessment of the PMHB's progress was conducted, and the Ministry

of Health determined that the PMFIB was not in a position to transfer authority of mental

health services to the regional health authorities, nor were the RHAs in a position to

accept the responsibility. Also, there was public outcry regarding the closure of

hospitals, and the lack of development of community mental health services. Thus, the

Minister of Health appointed the Provincial Mental Health Advisory Board (PMFIAB) on

August 14, 1996 to oversee the continued delivery of mental health services and guide

the transition of these services to the RHAs. Most of the members of the PMFIB were

reappointed to the PMHAB.

The PMHAB's mandate was similar to that of the PMFIB, but a greater emphasis

was placed on the advisory portion of its responsibilities. The Ministry of Health, after

receiving the results of the various assessments on health reform, found it necessary to

proceed cautiously with mental health reform. Thus, as the newly appointed PMHAB

members were oriented to their advisory role, they focused on the development of a

balance between institutionalized and community mental health services @rovincial

Mental Health Advisory Board, 1997).

Manitoba:

In 1983, a Working Group Report was issued from the Department of Health

highlighting the problems faced in Manitoba's mental health services. As a result of this

report, the Mental Health Directorate was established in 1984 to reorganize mental health

services congruent with recent developments in the mental health field. In 1985, a

separate Mental Health Division was formed, and by the late 1980s, was led by the

Assistant Deputy Minister of Mental Health. The Mental Health Division was given the
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authority to implement the recommendations outlined in the Working Group Report

(Health and Welfare Canada, 1990).

By 1988, eighty percent of mental health funds were allocated to institutional

mental health services, and twenty percent were distributed to community mental health

services. The Department of Health, led by Minister of Health, recognized the imbalance

in mental health funding. The result was a policy document entitled A New Partnership

for Mental Health in Manifoba (I9SS). The policy acknowledged the shortfalls in mental

health service delivery including a lack of psychiatrists, a lack of services for children

and the elderly, and the imbalance of services between the urban and ruralareas.

The policy document proposed a community-based mental health service system,

with a single point of entry for consumers and services based on consumer needs. The

community-based system was to be based on a partnership between community services

and institutional services. The policy proposed the establishment of a Mobile Crisis

Team Demonstration Project; a Psychogeriatric Demonstration Project; and, Regional

Mental Health Teams in rural and urban areas.

In 1990, the Ministry of Health issued a follow-up document entitled Visionfor

the Future: Guiding Principles and Policies for Mental Health Services (/990). The

purpose of the document was to define the principles of an integrated, coordinated, and

balanced mental health service delivery system in Manitoba. Some of the most relevant

principles include: participation of mental health consumers in mental health service

planning; an emphasis on the continuity of care based on healthy public policy; central

accountability through the ADM for mental health; an emphasis on community services,
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with proposed bed closures at the psychiatric hospitals; and, a shift of resources from the

institutions to the community.

In January 7992, the Health Minister issued another policy document outlining the

status of mental health reform in Manitoba, and a description of initiatives taking place

taking into account the principles of reform. The document entitled Building the Future

of Mental Health Services in Manitoba (1992) stated that despite efforts to improve

mental health services, services remained neither accessible nor responsive enough. The

document is based on input received from the Regional Mental Health Councils and the

Provincial Advisory Committee on MentalHealth Reform that were established in 1988.

The document re-emphasized the need for a mental health system based on the

principles of integration, coordination, and regionalization of mental health services. The

document stressed the development of the regional capabilities to deliver mental health

services. The Regional Mental Health Councils were to be the means by which consumer

input was incorporated into mental health planning. Mental health services were to be

delivered by multidisciplinary teams in the community, and acute mental health services

were to work in partnership with the community to develop a comprehensive system of

mental health care.

In 1995, the position of Assistant Deputy Minister for Mental Health was

eliminated. The change coincided with an overall de-emphasis and disinterest of the

Provincial government in mental health reform.

Ontario:

As in many other Canadian provinces, Ontario had historically paid little attention

to the plight of persons experiencing mental health problems. The result was an over
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emphasis on institutional mental health care and inadequate community care programs.

Many attempts were made to reform the mental health policy and services, but with little

success (Simmons, 1 990).

In 1987, the Ontario Ministry of Health attempted to address the deficiencies in

the mental health system by forming a Working Committee to develop a framework for

the delivery of community mental health services in Ontario. The Committee, led by

Robert Graham, produced a report outlining nineteen recommendations for community

mental health care. The recommendations were based on the vision that mental health

services should be delivered in the community , and are accessible by those experiencing

severe mental illness. Also, the services should be based on a partnership between

consumers, family members, providers and policy-makers, and essential functions

mandated in legislation (The Provincial Community Mental Health Committee, 1988).

The report, entitled Building Community Support for People: A PIan for Mental

Health in Ontario(l988), or the Graham Report as it became known, suggested diverting

funds from inpatient services to community services, and it sets forth a scheme for

democratic planning of mental health policy. The report recommended the establishment

of a provincial mental health advisory committee to serve in an advisory and advocacy

capacity, and that district health councils were to actively establish regional mental health

needs (Simmons, 1990).

The Graham Report was considered to be a groundbreaking document in the

advancement of community mental health services. Unfortunately, the implementation of

the report's recommendations was less than successful. In 1993, the Ministry of Health

developed a policy framework endorsing the Graham Report, and establishing a ten-year
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plan for mental health reform in Ontario. The policy was contained in the document,

Putting People First: The Reþrm of Mental Health Services in Ontario (1993).

This report based its recommendations on the Provincial government's vision of

health reform which focuses on health more than illness; community care more than

hospital care; and, people more than services. The report proposed strategies for mental

health reform including the development of a comprehensive system of key mental health

services; creating a provincial structure for managing and funding the system; and,

providing mechanisms for strong regional and local planning. The report priorized the

needs of persons who experience serious and long-term mental health problems, stating

to do so will eventually free up resources for the less disabled mental health population

(Ontario Ministry of Health, 1993).

Ontario was at the mid-point of their ten-year plan for mental health reform. One-

half of Ontario's provincial psychiatric hospitals had been slated for closure, and

announcements had been made to increase community mental health funding. A recent

assessment of Ontario's mental health services suggested that further improvements were

required to strengthen the mental health service system. A consultative report entitled

2000 and Beyond: Strengthening Ontario's Mental Health System (1998) was released by

the Ministry of Health essentially restating the principles contained in the previous two

reports, and emphasizing the new Provincial government's commitment to mental health

reform.

Unlike other provinces, Ontario had chosen not to regionalize its health care

services. Rather, the Mental Health Division of the Ministry of Health had established

seven regional offîces to coordinate and monitor mental health service planning. Some
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elements of regionalization were evident in Ontario, such as the emphasis on regional

participation of mental health planning through the District Health Councils. The

important difference was that the authority over mental health funding remained with the

Ministry ofHealth and had not been transferred to the regions.

New Brunswick:

Prior to the late 1980s, the Provincial government of New Brunswick organized

several commissions on mental health recommending an integrated community-based

mental health service system. In 1987, the Provincial Liberal government won a majority

of seats. Around the same time, a study into mental health recommended that a new $25

million psychiatric facility be built in New Brunswick. Public outcry concerning this

recommendation gave mental health advocacy groups an opportunity to put forward the

current trends in mental health services. For example, the Canadian Mental Health

Association worked hard to introduce their Framework for Support model emphasizing a

partnership between informal and formal systems of mental health care. The new

Provincial government recognized the deficiencies in mental health services, and was

willing to take a leadership role in mental health reform.

In 1988, the Minister of Health and Community Services in New Brunswick

announced a new mental health policy in the Legislative Assembly. The policy

emphasized the following:

1) The development of a balanced network of institutional and community-based mental

health services;

The regionalization of services to encourage treatment close to the consumer's home;

The utilization of all community resources before admission to hospital;

2)

3)
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4)

5)

6)

7)

The allocation of sufficient resources for community-based services;

Enhancement of self-help and support groups for consumers, family members and

friends of consumers;

An emphasis on prevention with an increase in qualified service providers;

The proclamation of amendments to the Mental Health Act to meet the requirements

of the Canadian Charter of Rights and Freedoms; and

The introduction of a ten year plan to reallocate resources from institutions to the

community (Mental Health Commission of New Brunswick, 1991).

As a result of this new policy development, the Provincial government of New

Brunswick established the Mental Health Commission on April 1, 1990. The

Commission was responsible for implementing the ten-year plan and overall policies,

standards and resource allocation. The Mental Health Commission \ryas also responsible

for all mental health services including Community Mental Health Clinics; hospitals with

psychiatric units, and, two psychiatric hospitals. The Commission reported directly to the

Minister, and was comprised of appointed members as well as a full-time Chairperson.

Seven Regional Boards with a membership of 13-17 people were established and given

the authority to manage and coordinate the day-to-day delivery of mental health services.

The Commission was to serve as a transitory organization, and would eventually be

absorbed into the Ministry of Health and Community Services (Health and Welfare

Canada, 1990).

A Professional Advisory Committee was formed to provide advice to the

Commission. The Professional Advisory Committee was comprised of one member

engaged in a mental health services profession from each district, and four members

8)
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appoinred by the Chairperson of the Commission (Health Systems Research Unit,

reeTb).

In 1992, Regional Hospital Corporation Boards (RHCs) were established and

were granted the authority over hospitals, health service centres, and Addiction Services

(Nova Scotia Department of Health, 1997). Prior to 1992, psychiatric hospitals were

managed by their regional boards. On December l, 1992, Hospital Corporation Boards

assumed management of Centracare and Restigouche Hospitals. The Commission

purchased clinical services from both, and the Hospital Corporation Boards financed the

support services. This arrangement was similar to the arrangement between hospital

psychiatric units and the Mental Health Commission.

In 1994, PGF Consultants Inc. was contracted by the Mental Health Commission

to assess the Commission's effectiveness in implementing the 1988 Mental Health

Policy. The goals of the assessment were to: 1) analyze the frrst four years of operation

of the Commission in relation to the Provincial Mental Health Policy; and, 2) evaluate

community-based programs with reference to their strengths and weaknesses (PGF

Consultants Inc., 1994).

The report submitted by PGF Consultants found that the majority of objectives of

the ten year plan had been met by the Commission. Criticism of the Commission

included that the overall funding for mental health services had decreased since the

Commission's inception. Secondly, the monies saved from bed reductions at psychiatric

hospitals were not being re-allocated to community-based services. Thirdly, although the

Commission had achieved its targets for bed reductions, the complexity of cases dealt

with in the community was increasing. The report provided a number recommendations
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for the Commission including the establishment of a main-entry point in the system for

consumers, and the further development of community-based services to accommodate

the further reduction of beds at Restigouche and Centracare Hospitals (PGF Consultants

Inc., 1994).

The Mental Health Commission was to have been dissolved at the point of

completing the ten year plan in 1998. Due to fiscal pressures, the Commission \ryas

amalgamated with the Department of Health and Community Services on April 1,1996.

The Mental Health Division became responsible for mental health services, and the

Provincial Advisory Committee on Mental Health replaced the Commission board

structure. The seven Regional Boards were replaced with thirteen Community Advisory

Committees (Health Systems Research Unit, 1997b).

Inter-Provincial Comparison:

Mental health reform in each of the provinces targeted for this study occurred at

relatively the same time, in the mid to late 1980s. In contrast, the regionalization of

health care services was implemented at different times in each province. New

Brunswick was the first to regionalize its mental health services in 1990, Alberta

followed in 1994, and British Columbia and Manitoba (rural only) regionalized their

mental health services in 1997. Ontario's situation differed in that it had not transferred

authority to the regions, but rather had transferred a portion of the Mental Health Services

Division to the regions as a method of adapting its services to meet regional needs.

Atl fîve provinces had closed psychiatric hospital beds in an attempt to rebalance

resources between institutional and community mental health care. As well, all five
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provinces had found it difficult to shift resources to the community. The result was a

lack of community resource development to accommodate persons being discharged from

the hospitals. All five provinces had cited a lack of accountability and accessibility to

mental health services as primary reasons for mental health reform.

It was evident that political will was an important factor in the implementation of

mental health reform in each of the provinces. Not all frve provinces were able to

maintain their reform efforts as evident by the policy documents. For example, Manitoba

had not issued a mental health policy since 1992.

Two provinces had established centralized bodies to govern both institutional and

community mental health services. New Brunswick established the Mental Health

Commission, and Alberta formed the Provincial Mental Health Board. When New

Brunswick's Mental Health Commission was dissolved, and the responsibilities

transferred to the Mental Health Services Division, responsibilities for institutional and

community services remained centralized. Alberta, on the other hand, created the

Provincial Mental Health Advisory Board which did not have authority over general

hospital psychiatric units. Although Alberta originally intended on creating a Board

similarto that of New Brunswick's Mental Health Commission, it did not achieve this

goal.

Consultation with mental health consumers and the development of a partnership

among mental health stakeholders were common features of the policies developed in all

fìve provinces. The establishment of advisory committees was included in the policies

developed in Manitoba, Ontario, and New Brunswick. Alberta, British Columbia, and

Ontario had targeted the seriously mentally disordered population as part of their policy
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to develop mental health services. New Brunswick and British Columbia mental health

policy included an emphasis on evaluation of mental health services.

Overall, there were several similarities in the development of mental health policy

among the five provinces. Most emphasized consultation with stakeholders and

rebalancing institutional and community services. Political will for reform was a

common feature, but there was evidence to show that this had decreased in some

provinces, i.e. Manitoba. Attempts have been made in Alberta and New Brunswick to

integrate the governance of mental health services in the provinces. New Brunswick had

been most successful out of the two in this regard.

The most significant difference between the provinces was the regionalization

process. As the following data will show, each province's mental health service system

was structured differently. Keeping the historical information as described above in

mind, each province's mental health systems were examined within the context of best

practices in mental health reform. The impact of regionalization on mental health

services became more evident as a result of this analysis.

4.2 Mental Health Services Structure

British Columbia:

The Ministry of Health and Ministry Responsible for Seniors, Adult Mental

Health Division was responsible for monitoring and setting standards for adult mental

health services in British Columbia. Children and youth mental health services were

under the jurisdiction of the Ministry for Children and Families. Since the

regionalization of health care in 8.C., the Adult Mental Health Division was no longer

responsible for the direct delivery of mental health services in the province.
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In British Columbia, there were eleven Regional Health Boards ßIßÐ that were

responsible for the management and operation of hospitals, continuing c¿Ìre facilities,

home support services, and community-based services in urban centers. Thirty-four

Community Health Councils (CHCs) were established in rural areas, and they were

responsible for the management of hospitals, continuing care facilities, and home support

services. Also, there were seven Community Health Service Societies (CHSSs) which

provide community-based health services in the rural areas. (Refer to Figure 4.1 in

Appendix E)

Riverview Hospital was the only provincially-run psychiatric hospital in British

Columbia. Riverview had 808 tertiary beds, forty percent of which are designated for

geriatric care. There were five tertiary beds in Dawson Creek, and Kamloops was

planning eighty-eight tertiary beds. The Seven Oaks Project was a pilot project in

Victoria and had twelve tertiary beds. Vancouver hospitals had tertiary beds but they

were operated by the Regional Health Boards. There were tertiary facilities for persons

who were mentally handicapped and who experienced a mental disorder. B.C. had five

regional support teams to work specifically with this population.

The province of British Columbia had a total of twenty-seven general hospital

psychiatric units or 717 psychiatric beds. These beds were managed by either the

Regional Health Boards (RHBs) or the Community Health Councils (CHCs).

Community mental health services for adults were delivered through local Community

Health Centres (CMHCs) throughout the province. Community Mental Health Centres

were operated and funded by the Regional Health Boards or the Community Health

Services Societies. The Centres were staffed by multidisciplinary teams consisting of
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general practitioner doctors, nurses, social workers, psychologists, and occupational

therapists. Psychiatrists were not usually on staff at the CMHCs. The CMHCS were

free-standing, and each had its own Director.

The Greater Vancouver Mental Health Services Society (GVMHSS) was

responsible for the delivery of a substantial number of community mental health services

in the Vancouver aÍea. The GVMHSS became inco¡porated into the

Richmond/Vancouver region as part of the regionalization of health care in B.C. The

GVMHSS became a society in the 1980s and its original focus was on the severely

mentally ill population. The GVMHSS contracted to local agencies to provide

community mental health services. It held 1300 contracts, and it had 500 staff. The

GVMHSS was considered internationally to be a superior model for the provision of

mental health services. Regardless, the GVMHSS was considering changing its target

population from the severely disabled to the acutely disabled population. The

RichmondA/ancouver region would like to see the G\MHSS dissolved from its current

form.

Alberta:

The Provincial Mental Health Advisory Board funded and operated the majority

of community mental health services, including long-term care facilities. The seventeen

Regional Health Authorities managed acute mental health services. (Refer to Figure 4.2

in Appendix E.) The RHAs were not accountable to the PMHAB. In August 1998, the

Area Directors who formerly reported to the CEO of the PMHAB for the South, Central

and North regions were replaced by five Chief Operating Offrcers (COOs). There was
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one COO for each of the following areas: programs and facilities; community

development; corporate development; medical affairs and research, and, legal and policy.

There were two psychiatric hospitals in Alberta: Alberta Hospital Edmonton and

Alberta Hospital Ponoka. Alberta Hospital Edmonton had 404 beds, while Alberta

Hospital Ponoka had 350 beds. Both facilities were governed by the Provincial Mental

Health Advisory Board, and were the responsibility of the COO for programs and

facilities. These hospitals provided tertiary care to persons experiencing long-term

mental health problems.

Alberta had fourteen general hospitals with approximately an equivalent number

of general hospital psychiatric units. At the time of the interviews, it was unknown how

many inpatient psychiatric beds existed within the general hospital psychiatric units. The

Regional Health Authorities funded and operated these facilities.

There were extended care centres in Alberta, namely Claresholm, Raymond and

Rosehaven. The Claresholm and Raymond Care Centres \¡ier governed by the PMHAB,

while the Rosehaven Care Centre was operated by a Regional Health Authority.

Claresholm had recently received its designation as a rehabilitative facility. It had the

capacity for 720 beds, but only 100 beds were currently in use. Claresholm could

accommodate involuntary patients. Raymond had eighteen beds, and it provided services

to elderly patients only.

There were sixty-seven Community Mental Health Clinics in Alberta that were

funded and operated by the PMHAB. Community Mental Health Clinics (CMHCs)

delivered mental health services in communities across the province. They also

administered the funding to other community mental health agencies. Community
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Mental Health Clinics were, in some cases, separate agencies, while in other instances

they were part of hospitals or home care services. They were not part of psychiatric

hospitals. The CMHCS were scheduled to be transferred to eight RHAS, but this had

been delayed indefinitely. The PMHAB also funds approximately 200 community

agencies.

Manitoba:

In 1997, the province began to take steps to regionalize its health care services,

including mental health. In April 1997, eleven Regional Health Authorities (RHAs) were

formed, and they assumed responsibility of the governance of health services in the rural

areas. In April 1998, two Regional Health Authorities were formed in Winnipeg. The

Winnipeg Hospital Authority (WHA) assumed responsibility of all hospitals in

Winnipeg, while the Winnipeg Community and Long-Term Care Authority (WCA)

assumed responsibility of all community health services. The result was that institutional

and community mental health services were managed by one Authority in the rural areas,

and two Authorities in Winnipeg.

One to four District Health Advisory Councils were to be established in each of

the regions to advise the RHAs regarding the health needs in each of the respective

regions. Almost all hospitals in Manitoba had dissolved their boards, and had joined the

RHAs. (Refer to Figure 4.3 in Appendix E.)

There was one Provincial Psychiatric Hospital in Manitoba, namely the Selkirk

Mental Health Centre. The Centre had been reorganized to allow for the care of long-

term psychiatric patients with severe mental health disabilities, including forensic

patients. Selkirk Mental Health Centre was funded and governed by the Provincial
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government. Up until 1997, the Brandon Mental Health Centre was Manitoba's second

Provincial Psychiatric Hospital. It was closed as mental health services in southwestern

Manitoba were decentralized to the regions.

A third psychiatric hospital, Eden Mental Health Centre, was located in Winkler,

Manitoba. Eden Mental Health Centre was not designated as a Provincial Psychiatric

Hospital. Rather, it was operated similar to a general hospital with its own Board of

Directors. The Centre was funded by the Regional Health Authority for the Central

Region.

There were ten general hospital psychiatric units throughout Manitoba providing

acute mental health services. Five of the psychiatric units were located in Winnipeg, and

the remaining five were located throughout the rural areas. Atl five hospitals in

Winnipeg were governed by the Winnipeg Hospital Authority. Four out of five of the

hospitals had retained their Boards, while the Health Science Centre had transferred all

responsibility for its operation to the WHA. Some hospitals in the rural areas had

dissolved their Boards, while others had not.

Clinics that provided community mental health services existed in the rural areas

and included psychiatrists that travelled out to see consumers. The Mental Health

Division was trying to get more psychiatrists to travel out to different areas, especially

the southwest area. This service was expanding in other regional of the province as well.

In Winnipeg, there were two teams that provided community mental health

services, one in the core area of the city, and one in the suburban area of the city. The

core area team, referred to as the urban team, was located within the psychiatric hospital

of the Health Sciences Centre. The members of the suburban team were located in
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ofüces throughout the city, which also housed other services such as Home Care, Public

Health, and Family Services.

Ontario:

The Mental Health Services Division, Ministry of Health was undergoing a rapid

restructuring process at the time the interviews took place. Previously, the mental health

policy and operations departments of the Division were combined, but they had since

been separated. The Integrated and Policy Planning Group had been moved to the

Corporate oftices, while the Mental Health Programs and Services Group moved to the

seven regional offÏces that had been established. The Mental Health Programs and

Services Group was responsible for facilitating system change required for the

implementation of mental health reform. Several Ministries were merged approximately

two years ago, and as a result the position of Assistant Deputy Minister of Mental Health

was eliminated.

Up until two years ago, there were thirty-two District Health Councils in Ontario.

They had since been reduced in number to sixteen. The District Health Councils (DHCs)

advised the Ministry of Health on the allocation of new community health care resources

and the rationalization of services. The Councils incorporated input from consumers,

service providers, and planning bodies. Representatives from mental health sat on the

Councils, or on sub-committees. Regional Consultants for mental health sat on the DHCs

as ex ofücio members, and reported back to one of the three Regional Coordinators from

the Mental Health Division.

Health care reform, including mental health care reform, was being directed by

the Health Services Restructuring Commission (HSRC). The Commission, established in
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1996, had been given a four-year mandate by the Ministry of Health to advise how health

services, including mental health, could become integrated. The Commission was also to

accelerate the implementation of hospital restructuring in the regions. In a report from

the HSRC (1998), the Commission outlined the process of reducing the number of acute

and long-term psychiatric beds in Ontario by the year 2003.

(Refer to Figure 4.4 in Appendix E.)

Prior to 1997, Ontario had ten psychiatric hospitals. The Clarke Institute of

Psychiatry and the Queens Street Mental Hospital had since merged, and it was novú

called The Addictions and Mental Health Centre. There were also five specialty

psychiatric hospitals, with some offering specialized service, and others conducting

research. At the time the interviews took place, Ontario was in the process of closing six

out of nine psychiatric hospitals. The closures included Brockwood, ThunderBay, North

Bay, St. Thomas, London, and Kingston. Those that remained open included The

Addictions and Mental Health Centre, Whitby, and Pematanguishine. Those consumers

who did not reside in the catchment areas of these hospitals would receive treatment in

general hospital psychiatric units. The Provincial government managed the Provincial

psychiatric hospitals, but they were in the process of being transferred to the general

hospital boards. The exception was Whitby, which was moving to have its own board.

There were sixty-one general hospital psychiatric units in Ontario, but similar to

the psychiatric hospitals, some were scheduled to be closed. For example, Thunder Bay

was merging all three of their hospitals, and the Wellesley and St. Michaels Hospitals had

merged. There were some psychiatric units that were scheduled to expand. Due to the

rapid pace of restructuring, the number of psychiatric beds in the province was unknown.
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According to the Putting People Firsr (1993) document issued by the Ministry of Health,

Ontario strived to maintain a bed ratio of thirty psychiatric beds for every one hundred

thousand people by the year 2003. In contrast, the Health Services Restructuring

Commission (1998) had targeted thirty-five inpatient beds per one hundred thousand

peoplebythe year2003.

There were Community Mental Health Clinics in Ontario that took on different

forms throughout the province. Some were transfer payment agencies, some offered

services, and some were connected to general and psychiatric hospitals. Some were

operated by a free-standing board, while others were operated by sponsoring agencies or

hospitals.

There were also Community Health Centres (CHCs) where several health

services, including mental health, were offered under one roof. The CHCs served the

more isolated populations, including those with severe mental health problems. The

Provincial government had plans to establish Community Health Centres across the

province. Community Care Access Centres (CCACÐ were responsible for the delivery

of long-term care services, including mental health caÍe, at the local level. They were

operated by boards comprised of consumers, caregivers, and community members. The

CCACs assessed individual needs, determined eligibility, and developed a personal plan

of service. They were essentially a central purchasing system for Home Care.

New Brunswick:

The Mental Health Division in New Brunswick was led by the Assistant Deputy

Minister of Mental Health who reported to the Minister of Health and Community

Services. The ADM for Mental Health was supported by four Directors: Executive

75



Director of Programs; Director of Child and Adolescent Services; Director of Long-Term

Care; and, Director of Quality Assurance. There were seven health regions in New

Brunswick. Each region was managed by a Regional Director who was also the Director

of one or more of the thirteen Community Mental Health Centres (CMHCs). There was

one Regional Management Team in each of the seven health regions comprised of

community and hospital staff. The Teams were collaborative bodies whose purpose it

was to ensure mental health services operated in a coordinated and collaborative manner.

The Teams did not report to one specific person or group.

The primary role of the Mental Health Division was to provide leadership and

ensure accountability in New Brunswick's mental health service system (Government of

New Brunswick, i998). The Mental Health Division directly managed the thirteen

Community Mental Health Centres which provided core community-based mental health

programs. The Community Mental Health Director with each of the Centres was also

responsible for establishing a mechanism to receive ongoing input from consumers,

family members, and the community. (Refer to Figure 4.5 in Appendix E.)

There were two Provincial Psychiatric Hospitals in New Brunswick, namely

Restigouche and Centracare. Centracare was closed two years ago, and replaced with a

new fifty bed facility also called Centracare. The number of beds at Restigouche had

been reduced to 150 beds. Thus, there were 200 tertiary care beds in the province of New

Brunswick for a population of 760,501. That is, one bed for every 3802 people. The

Hospital Corporation Boards governed the psychiatric hospitals and the Division

purchased clinical services from the Boards.
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There were eight General Hospital Psychiatric Units in New Brunswick. Similar

to the Provincial Psychiatric Hospitals, the psychiatric units were governed by the

Hospital Corporation Boards, and the clinical services were purchased by the Mental

Health Division. New Brunswick followed the standard of .25 beds per 1000 people.

Thus, there were 191 inpatient beds, or one more bed than the standard dictated.

According to the person interviewed, there was cuffently not enough research to show

that this standard should be replaced by another.

The thirteen Community Mental Health Centres were managed by the Mental

Health Division and led by the Regional Director. As part of mental health reform, the

CMHCs had discontinued providing marital and family counselling unless it involved

mental health issues. The CMHCs primarily provided core mental health services within

their catchment area. Each CMHC was divided into three areas: Intake and assessment;

child and adolescent services; and, adult services including acute and long-term care.

Inter-Provincial Comparison :

There were several similarities between the mental health services structure of the

five provinces examined. Firstly, British Columbia, Alberta, and Manitoba all had

structures that included two different governing bodies to manage institutional and

community mental health care. British Columbia had Community Health Councils to

manage institutional care in the rural areas and Community Health Service Societies to

manage community care. Alberta had the Provincial Mental Health Advisory Board to

manage some institutional and community services, and Regional Health Authorities to

manage acute mental health services. Manitoba had two Regional Health Authorities in
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Winnipeg. One to manage acute mental health services, and another for community

mental health services. The notion of dividing the management of institutional and

community services, one could assume, lead to more complications in coordinating

mental health services. The result could have been a fragmentation of services, and

difficulty for consumers to access services.

Another similarity between the provinces was the existence of Community Mental

Health Centres or Clinics. Each province had some form of a CMHC within its structure.

Alberta, Manitoba, and Ontario, though, had CMHCs that differed in their functions

depending on the area of the province. For example, in Ontario the CMHCs differed in

that some were solely transfer payment agencies, some offered mental health services,

and some were attached to existing hospitals.

All five provinces had psychiatric hospital units and Provincial psychiatric

hospitals. The standard for the number of tertiary and acute psychiatric beds differed in

each province. (The number of acute psychiatric beds per province will be explored in

more depth in a subsequent section.) The governance of the psychiatric hospital beds

also differed depending on the structure in each province. No standards existed that

could dictate how many psychiatric beds were optimal. The one common factor was that

all fîve provinces had taken steps to reduce the number of psychiatric beds. With no

standard in place, it begs the question as to whether the motivation in doing so was in the

best interest of consumers or frscal constraint.

There were differences bet\¡ieen the province's mental health service structures

that made them unique. For instance, Ontario had not regionalized its health services, but

rather had regionalized its Mental Health Division operations and was attempting to
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reorganize its entire health system led by the Health Services Restructuring Commission.

British Columbia had, as part of its structure, the Greater Vancouver Mental Health

Services Society. This was a widely recognized operation that had, in the past, been a

model for providing services to those with the most severe mental health problems. New

Brunswick was the only province out of the five studied whose Mental Health Division

managed both institutional and community mental health care. The Division purchased

hospital services, and was therefore more able to monitor the activities of hospital

services, and was in a better position to coordinate services between hospitals and the

community.

It was evident by the information gathered that each province's mental health

service structure was different, and that this was partly due to the province's

regionalization process. British Columbia's structure seemed to be the most complex,

while Ontario's structure seemed to be the most fragmented. All five provinces were in

the midst of a transition phase in which decisions were being made as to what group

would manage what portion of mental health service delivery. Every province had

introduced a ne\il set of decision-makers that would determine the future of mental health

services in their respective province. One could assume that this could only complicate

matters.

New Brunswick's structure appeared to be the most stream-lined of the five

provinces. It was unclear as to whether this was due to a smaller populatioq or the

establishment, and subsequently dissolved, Mental Health Commission. The following

sections provide a closer examination of the each province's mental health reform
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strategies and core mental health services. In doing so, insight as to the impact of the

mental health service structure on mental health services will become more evident.

4.3 Reform Stratesies

A. Policv

British Columbia:

British Columbia's most curent mental health reform policy was contained in the

document entitled Revitalizing and Rebalattcing British Columbia's Mental Health

System: The 1998 Mental Health PIan (1998a) was developed by the B.C. Ministry of

Health and Ministry Responsible for Seniors. The document described a renewed mental

health plan including a policy framework, governance structure, changes in service

delivery and a related process of accountability.

Mental health consumers and family members from across the province were

invited to provide their input into the renewed mental health plan. As well, ongoing

participation of consumers and family members on the Provincial, Consumer and Family

Advisory Councils provided the Division with their perspective on mental health reform.

Best Practices working groups had also been established to give the regions direction in

terms of implementing mental health initiatives that reflected the most recent evidence on

optimum mental health service delivery.

The 1998 MentalHealth Plan identified a number of priority issues that needed to

be addressed, namely: increasing the involvement of consumers and families;

implementing a Bio-Psycho-Social approach to care; improving access to medical care;

improving mental health legislation; promoting public awareness; policy development

across ministries; ensuring those with the most disabling mental health problems have
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priority access; and, fostering flexibility in programs in order to accommodate those that

have a dual diagnosis.

The document stated that additional financial resources were necessary to update

the community mental health service in all regions. A previous recommendation of an

additional $34 million was not considered to be sufficient. The Ministry committed itself

to providing transitional funding for the development of community mental health

services before beds at Riverview Hospital were closed. As well, the document outlined

a human resources plan to address the apparent shortage of mental health professionals.

It stated the intention of the Ministry was to accommodate former Riverview Hospital

staff in community settings.

The document identified several activities necessary for the transition to relatively

self-suffìcient regional mental health care systems. They included the replacement of

Riverview Hospital with several smaller community facilities, and the closure of

Riverview Hospital in seven years. The document proposed an ongoing process to

evaluate mental health services, and revise the mental health plan as needed. The process

involved a partnership between the Ministry and other stakeholders; the utilization of a

client-centred information system, and the use of the Ministry of Health accountability

framework. In addition to the framework would be input from the Provincial Mental

Health Advisory Council, and the Provincial Mental Health Advocate in an effort to

continuously assess the performance of the mental health care system.

Alberta:

Alberta's most current mental health reform policy was described in the document

C.reating a Better Future: Bttsiness Plan 1998-1999 to 2000-2001 (1998a) published by
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the PMFIAB. The Business Plan was a three-year planning document outlining the goals

related to the PMHAB's three main responsibilities. 1) advising the Minister of Health;

2) assessing mental health needs; and, 3) ensuring access to core mental health services.

The Business Plan drew from consumer and family member input, as well as

participation from the regional mental health advisory bodies.

The strategies contained in the Business Plan were based on four priorities of the

PMHAB: 1) an enhanced community focus and protected services for those with severe

mental health problems; 2) abalance between the resources applied to facility-based care

and community programs; 3) consumer and family participation in mental health

planning; and, 4) public education regarding the misconceptions of mental illness. As

well, the Business Plan described the establishment of four Provincial programs to

address the needs of the severely mentally ill population, namely brain injury, forensic

psychiatry, extended psychiatric care, and geriatric psychiatry. The emphasis was on

efÏiciency and accountability in providing services to this population (PMHAB, 1998a).

An additional priority of the PMHAB not found in the Business Plan was that of

mental health services for children. During the interview process, it was learned that an

additional $250,000 would be targeted for children's mental health initiatives. There

were long waiting lists for children's mental health services. The RFIAs, school boards,

and other regional representatives had provided input into identifuing needed services for

children with mental health problems. A plan to address these issues was scheduled to be

presented in March, 1999.

The Business Plan outlined the performance measures and the strategies for

implementing each goal as it pertained to the main responsibilities of the PMHAB.
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Although the strategies were too numerous to describe for this summary, the goals of the

PMHAB \¡/ere as follows. to recommend a provincial framework of mental health

services; to recommend changes to public policies affecting individuals with a mental

illness; recommend an accountability framework; recommend methods of raising public

awareness; promote consumer and family involvement in planning; evidence-based

planning and resource allocation; accessible mental health services; and, improve the

mental health of the population. In order to achieve these goals, the PMHAB emphasized

the need to work in an integrated and coordinated manner with the Regional Health

Authorities.

Manitoba:

The last free-standing mental health reform policy in Manitoba was contained in

the document Buildittg the Future of Mental Health Services in Manitoba (1992), as

described earlier. Since 1992, the Provincial government had not advanced its position

on mental health reform. The more recent health policy documents addressed overall

health issues, and only briefly addressed issues within mental health.

The policy document entitled Core Health Services in Manitoba (1997a)

developed by the Northern/Rural Regionalization Task Force identified mental health

services as one of the core services to be provided by the Regional Health Authorities.

The document provided an outline of the values, target groups and core services based on

the previous mental health policy documents of the late 1980s and early 1990s. The

document did not expand on the recommendations made in earlier documents, but rather

restated the basic principles. Thus, the document did not describe how these principles

were to be implemented within aregionalized health care system.
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The Northern/Rural Regionalization Task Force document stated that mental

health services were to be based on the values of partnership among stakeholders, the

consumer's right of choice; community-based services; informal support networks;

accessibility, accountability, coordination and evaluation; and, multidisciplinary service

delivery. In addition, mental health services were to target children and adolescents,

adults with acute and long term mental health needs, and older adults with mental health

problems. The document outlined the core mental health services that should be available

in each region. Some of these services included: acute treatment; mobile crisis services;

crisis stabilization units; supportive housing options; self-help supports; and, preventior¡

promotion and public education services (Manitoba Health, 1997a).

Although the document mentioned an emphasis on community-based care, it did

not discuss the reallocation of funds to meet community needs. The document also

mentioned a partnership among stakeholders, including consumers and family members,

in the planning of mental health services. But, the document did not describe

opportunities for stakeholder participation other than to mention that Regional Mental

Health Councils were to play a role in determining regional needs.

The person interviewed stated that consumer and family members had been

involved in the development of mental health policy during the active period of mental

health reform in the late 1980s and early 1990s. For example, the Mental Health

Division had established working committees to address specific issues. There had also

been local implementation committees established for specifrc purposes, such as

developing crisis response services in Brandon. Consumers and family members had
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also had the opportunity to sit on the Regional Mental Health Councils. The person

interviewed added that many of these Councils were inactive.

Consumers and family members had an opportunity to sit on the District Health

Councils in their regions in order to provide input in the health planning process. The

District Health Councils were mandated, while the Regional Mental Health Councils

were not. In the opinion of the person interviewed, the establishment of the DHCs was a

move towards integrating health services. To establish a separate body to identify mental

health needs in the region, he stated, would lead to further stigmatization of mental health

consumers. The person interviewed added that the Provincial government would need to

emphasize to the regions that mental health was to be seen as having equivalent value to

other health issues. Otherwise, consumer and family input on the DHCs would be less

than successful.

Ontario:

Ontario's most current mental health policy was contained in the Graham Report

(1988), the Putting People First (1993) document, and the 2000 and Beyond (1998)

documents, as previously described. At the time the interviews took place, the Ministry

of Health was in the process of circulating the policy document entitled Making it

Happen: Implementation Framework for the Reþrmed Mental Health System (1998) for

feedback from stakeholder groups. This document encapsulated the implementation of

the goals and objectives outlined in the aforementioned documents.

The Making it Happen (1998) document identified specific areas that needed to be

addressed in mental health system reform. Firstly, a comprehensive continuum of

services that responded to individual needs should be developed. The services should be
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based on best practices models; strategic reinvestment; and, service agreements among

agencies. Secondly, fragmentation among services was to be reduced with a centralized

intake process. Access to services was to be increased with service agreements and

common assessment tools. Third, consumers with multiple needs were to receive better

service through shared service models and cross sector planning. FourtlU reinvestments

in mental health were to be made on a systems and best practices basis rather than a

program by program basis. Fifth, an accountability framework was to be developed

based on consumer needs. And sixth, the regional operations of the Mental Health

Division were to be decentralized to the regions.

As mentioned, the Making it Happen (1998) document was distributed to the

different mental health stakeholder groups for feedback. The stakeholders included

representatives of mental health sitting on the District Health Councils, and the Provincial

Mental Health Advisory Council. The 2000 and Beyond (1998) document of which the

Making it Happen (1998) document was based, identified ongoing participation of

consumers and family members in the reform process as necessary. This document also

identified services for the seriously mentally ill persons as a priority. The development

of consumer and family initiatives was briefly mentioned, and the development of

informal support systems was not mentioned at all.

New Brunswick:

New Brunswick's most recent mental health policy document was issued by the

Mental Health Commission in 1996 and was entitled Service Quality Initiative (1996)

The document provided an analysis of the changes in mental health services since the

Commission's inception, and made recommendations for the future direction of mental
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health services. The policy document stressed the value of partnership between all

stakeholder groups in mental health, and based its recommendations on this philosophy.

The policy document made the following recommendations regarding the future

of mental health services in New Brunswick:

1) Resources for child and adolescent services were to be increased to ensure better

coordination and continuity of care for those in need;

2) The further development of community-based resources in anticipation of more bed

closures as outlined in the ten year plan. This included an intersectoral approach to

mental health planning, further enhancement of consumer and family initiatives,

enhancement of rehabilitative services, development of standards for crisis services,

and a coordinated service approach for those with severe mental health problems.

3) To improve overall mental health services by increasing research and professional

development opportunities, implementing an integrated computerized service delivery

and outcome monitoring system, and reallocate resources based on consumer need.

This policy document and the operation of the Mental Health Division were based

on CMHA's Framework for Support model (Trainor, et al, 1993). This translated into the

Division consulting consumers, family members and service providers at all stages of

policy development. For example, the Mental Health Division arranged for a one-day

forum of all stakeholder groups to discuss the issue of Community Treatment Orders

(CTOs). Those invited to the forum included police ofücers, human rights advocates,

consumers, professionals, and family members. A panel discussion and round table

discussions took place. The consensus was that CTOs were not necessary, but rather
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community resources and public education should be increased. Using this

recommendation, the Provincial government tabled a statement regarding CTOs.

It is important to note that with the Commission's use of the Framework of

Support model, the organizational culture of the Mental Health Division had been altered.

It had become standard practice to invite diverse views to the table when planning mental

health services. This practice, in turn, had an impact on the organizational culture of the

Ministry of Health overall. This had paved the way for a cooperation among Provincial

departments to address the needs of consumers, such as better housing.

Inter-Provincial Comnarison :

Table 4.1

MENTAL HEALTH POLICY

PROVINCE

POLICY
British

Columbia
Alberta Manitoba Ontario New

Brunswick

Mental Health Reform Policy Yes ('98) Yes
l'98)

Yes ('92) Yes
l'gg)

Yes ('96)

Consumer / Familv Input Yes Yes Yes Yes Yes

Tareet Areas i.e. SMD Yes Yes Yes Yes Yes

Consumer/ Family Initiatives,
Informal Sup.

Yes No Yes (ltd.) Yes
lltd.)

Yes

Imolementation Yes Yes Yes Yes Yes

Reallocation of Funding
lcommunitv)

Yes Yes Yes Yes Yes

Coordinatior/ Intesration Yes Yes Yes Yes Yes
Evaluation Yes Yes Yes No No

According to

health policy. It is

the information gathered, all provinces had

important to note that Manitoba's mental

a free-standing mental

health policy was last
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updated in 1992, and at the time of this study, Ontario was just in the process of receiving

feedback on their policy document.

The term "partnership of mental health stakeholders" was used by all provinces

except Ontario, and the term "consumer participation" was used by all provinces in their

mental health policy documents.

All five province's policy documents targeted specific populations. British

Columbia targeted those persons experiencing severe mental health problems, and those

with a dual diagnosis. Alberta and Ontario targeted those with severe mental health

disorders. Manitoba had identified children, those with a long-term illness, and the

elderly as priorities. New Brunswick had identifìed children and adolescents along with

those with severe mental illness as a priority in mental health service delivery.

Included in the mental health policy for all five provinces was the need for mental

health services to be coordinated. More specifìcally, British Columbia, Ontario and New

Brunswick made reference to a cross sector or intersectoral approach to mental health

service planning and delivery. All provinces also made reference to evaluation of their

existing mental health services, with New Brunswick and British Columbia offering the

most specific plan to do so.

A strategy to implement mental health policy and to reallocate resources from

institutional to community services was outlined in the policy documents from all

provinces except Manitoba. While these items may have been discussed in previous

documents, Manitoba's most current health policy document did not describe efforts to

reform its mental health service system in any detail.
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The item that was most inconsistently dealt with in the mental health policy

documents from the five provinces was consumer/family initiatives and informal support

networks. Manitoba referred to the development of informal support networks, and

Ontario and New Brunswick made reference to the development of consumer/family

initiatives. Both British Columbia and Alberta did not make reference to either

consumer/family initiatives or informal support networks in their policy documents.

Only New Brunswick's mental health policy document made reference to all key

factors as described in best practices in mental health reform. British Columbia's and

Alberta's mental health policies met all requirements except for an emphasis on

consumer/family initiatives and informal support networks. Ontario's policy contained

all the necessary elements except for the emphasis on partnership among mental health

stakeholders. Manitoba's mental health policy document was dated, and the most current

health policy document addressed all health services, not just mental health. Thus, it

lacked a detailed implementation strategy.

B. Governance and Fiscal Strategies

British Columbia:

Funding for mental health services, both institutional and community, flowed

from the Ministry of Health and Ministry Responsible for Seniors to the Regional Health

Boards, the Community Health Councils, and the Community Health Service Societies.

The funding was based on geographic area and population.

The Adult Mental Health Division was experiencing difiìculty in establishing

consumer need. The Division was using the Ministry of Health Guide to Health Service

Planningfor British Columbia Health Authorities 1999-2002 (I99Sb) as a framework for
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establishing consumer need in the area of mental health services. Each region was to

submit a three-year plan to the Division. The plan was to follow the format outlined in

the guide including a brief summary of the characteristics and mental health care needs of

the health authority area's population. Those interviewed stated that the planning

guidelines were useful at a provincial (macro) level, and were of little use at the service

delivery (micro) level. The result was that the assessment process focused particular

attention on service models as opposed to ænsumer need. The guide also did not take

into account geographic and cultural differences.

Funding for mental health services in B.C. was integrated to the extent that there

was one manager in each region who operationally controlled institutional and

community-based funding. Funds for community mental health services were provided

in a single envelope to the regions. This funding was protected as far as money could

move into the envelope, but could not move out. Those interviewed stated that the funds

in this envelope were not to go to services other than mental health, but that did not mean

that this did not happen. Other considerations were movement of staff and unions. The

Division had worked to increase community pay scales.

There had been a concerted effort by the Provincial government over the last ten

years to increase funds for community mental health services. Those interviewed

confirmed the infusion of $36 million in 1992-93 They added that mental health

spending had more than doubled in the last decade, and that the majority of the funds had

gone to community mental health programs. There remained a concerted effort to

enhance community spending, and signifrcantly reduce institutional spending. There was
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no legislation to protect mental health funding, although the new Mental Health Act may

have protected funding in an indirect \¡iay.

At the regional level, it was the responsibility of the Regional Health Boards and

Community Health Services Societies to distribute the funds to the community mental

health services. Also at the regional level, it was the responsibility of the Adult Mental

Health Division to plan, organize and monitor mental health services. The Division was

to work with the RFIBs, CHCs, and the CHSSs to ensure the best practices in mental

health were being implemented. There were eighteen regions in British Columbia that

were accountable to six teams from the Ministry. Staff from the Adult Mental Health

Division were part of these teams. As mentioned earlier, each region must submit a

three-year plan to the Division based on the framework provided in the Ministry of

Health Guide to Health Service Planning for British Columbia Health Authorities 1999-

2002 (1998å/ document. The Division must receive an invitation by the region in order

to participate in the planning of mental health services in the region.

Each region has a Chief Executive Ofäcer and a Mental Health Manager. The

Mental Health Manager was accountable to the CEO. The CEOs were responsible for the

Community Health Councils (CHCs), or the acute side of mental health care in rural

areas. CHCs could make unilateral decisions regarding mental health service delivery in

their regions. Thus, it was vitally important that a goup or organization, such as the

Division, was present to advocate for the need for community mental health services.

Efforts were being made in some regions to ensure that there was a well-balanced,

accountable mental health service system in place. The example given by one Division

staffperson was the Northwest area of British Columbia. This area included twenty-five
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different aboriginal communities, and health care was governed by eight CHCs and one

CHSS.

In this aÍea, a Governing Steering Committee had been established to oversee

governance of mental health services in the region, including inter-regional issues. The

members of the Committee included representatives from the CHCs and the CHSSs, and

the CEOs. If, for example, the CEO of a CHC wanted to cut inpatient services, he/she

had to present their request to the Governing Steering Committee who decided if this was

the best option, or if there were alternatives.

Alberta:

The Provincial Mental Health Advisory Board distributed mental health funds on

a geographic basis. The allocations were adjusted by age, sex and socioeconomic factors.

Mental health funds for acute care were distributed by the Regional Health Authorities on

a per capita basis. The PMHAB was attempting to replicate this method internally. The

needs of mental health consumers were determined by the Consumer Advisory Council

and the Regional Mental Health Advisory Committees. The process of incorporating

consumer need and funding allocations were not made clear by those interviewed.

Prior to August 1998, there were three fuea Managers who drew mental health

funds for their areas from one large envelope of funds. With the establishment of five

Chief Operating Offrcers (COOs), the funds for community and institutional services

would be combined and managed by the COOs. Over the last four years, there had been

initiatives to enhance the funding of community mental health services, including

additional funding for the Community Mental Health Clinics.
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At the regional level, the PMHAB was responsible for the distribution of mental

health funds to community mental health services, extended care centres and psychiatric

hospitals. The Community Mental Health Clinics were also responsible for distributing

funds to mental health agencies within their regions. The PMHAB was responsible for

planning, organizing and monitoring mental health services across Alberta.

There was no legislation in Alberta to protect mental health funding. As well,

Regional Health Authority funding for acute mental health care was not protected. The

RHAs were not held accountable by Alberta Health for their mental health spending.

Manitoba:

Mental health services in Manitoba were funded through the Regional Health

Authorities (RHAÐ. In the rural regions, institutional and community services were

funded through one RHA. In Winnipeg, institutional mental health services were funded

through the Winnipeg Hospital Authority (WHA), and community mental health services

were funded through the Winnipeg Community and Long Term Care Authority (WCA)'

The mental health funds were based on services established prior to the formation of the

RHAs as part of mental health reform in the late 1980s and early 1990s. The funding was

not dependent upon population or by health determinants. The needs of mental health

consumers living in the urban and rural areas were to be established by needs

assessments. Business plans incorporating the results of the needs assessments were to be

submitted by the RHAs to the Provincial government annually. The business plans were

to identifu the areas requiring funding. Mental health selÊhelp organizations were

funded directly by the Provincial government.
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The Regional Health Authorities received funding for all health services in the

region in one large amount. Thus, mental health funding was not separated in a single

envelope. In the rural areas, funding for institutional and community mental health was

combined. In Winnipeg, the institutional funds were distributed to the WHA and the

community funds were given to the WCA. Sixty-five percent of the WCA's mental

funding was distributed to external agencies, i.e. crisis response services.

Mental health reform attempted to equalize funding in two areas: between the

community and the institutions; and, between the urban and rural areas. As a result, a

one-way valve was created to protect mental health funding. Money could be transferred

from institutional to community care, but not the reverse. Also, money spent on mental

health reform initiatives was protected on a time-limited basis. The funds for new

initiatives were protected until the service was transferred to the RHA. For example, the

funding for a new acute care unit was protected for l-2 years before it was transferred to

the RHA

At the regional level, the RHAs were responsible for planning, monitoring and

organizing mental health services. At the Provincial level, the Mental Health Division

was responsible for policy development, monitoring and evaluation. Although the

responsibilities of the RHAs and Division were somewhat similar, the Division addressed

mental health planning from a broader perspective.

The Regional Health Authority Act dictated in broad terms the responsibilities of

the RHAs. Although the Provincial government could request information from the

RHAs, there were no clear legislative mechanisms to ensure the implementation of

mental health reform or to protect mental health funding. The Core Services in Manitoba
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(1997a) document described earlier was not legislated. Thus, there was essentially no

ofücial means to ensure that mental health services were maintained according to the

standard set out by mental health reform. The person interviewed was of the opinion that

to separate out mental health funds from other health service funding would further

stigmatize mental health consumers as opposed to being a means to protect mental health

tunding.

Ontario:

Funding for mental health services in Ontario was based on regions. There were

six regions in Ontario. The Ministry of Health contracted out mental health services and

paid for these services through the regional offrces. The Provincial government was in

the process of appointing seven Regional Directors who would "buy" the services on

behalf of mental health. The Provincial mental health policy would dictate what services

the government wanted to purchase, and the Regional Directors would purchase those

services.

The District Health Councils (DHCs), of which there were sixteen in Ontario,

advised the Provincial government on what services should receive funding. Essentially,

they were responsible for determining the needs for mental health consumers in the

regions. There were one or two consumers on each District Health Council. Each

Regional Director would be responsible for more than one DHC in their area.

There was an envelope of funds that was distributed to each region, but there were

separate envelopes for community and institutional mental health services. Funds were

distributed to each region through the Mental Health Division. Community mental health

funding was the responsibility of the Mental Health Services Planning Group of the
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Mental Health Division. They were responsible for funding approximately 370

community mental health programs. It was this responsibility that would be transferred

to the seven regional offices. The Hospital Programs branch of the Mental Health

Division was responsible for institutional mental health services.

Ontario spent a larger percentage of funds on institutional mental health services

as opposed to community based services. Approximately sixty percent of mental health

funds were allocated to institutions, while forty percent was spent on community

services. As mentioned previously, Ontario was in the process of closing half of its

Provincial psychiatric hospitals. The priority was to reallocate resources from

institutional to community services. On December 9, 1998, the Ministry of Health

announced a $21 million increase in funding for community based mental health services,

including case management and crisis support services (Ontario Ministry of Health,

1ee8).

The emphasis on community based funding would be on community treatment,

Assertive Community Treatment (ACT) programs, and crisis response systems. Barriers

to the implementation of these programs included the lack of capacity of some

communities to provide community-based mental health services, and the lack of human

resources to run these progtams in communities. Community programs paid far less

compared to hospital programs, thus it was difficult to attract qualified staff.

As mental health reform in Ontario proceeded, the Mental Health Services

Planning Group of the Mental Health Division would most likely be given the

responsibility of planning, organizing and monitoring mental health services in the

province. The Integrated Policy and Planning Group of the Mental Health Division
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would most likely be given the responsibility of evaluating mental health services.

Proposals had been made to the Ministry of Health to contain mental health spending, but

this had not yet occurred. There was no legislative protection for mental health funding

in Ontario.

New Brunswick:

Mental health services in New Brunswick were funded on a regional basis.

Consumer need was established through the thirteen Community Advisory Committees

and the Provincial Advisory Committee on Mental Health. Each region was given a

single envelope of funding for both hospital and community services. The Mental Health

Division purchased hospital services. The funds contained in the envelope represented a

50/50 split between hospital and community services. The envelope was protected

whereby the Hospital Corporation Board could not move the funds out of mental health

to another department within the hospital. Also, if there were surplus funds, they had to

be spent on mental health services in the hospital. As well, community funds had to

remain with community-based mental health services.

As part of the ten-year plan, efforts had been made by the Provincial government

to transfer resources from the hospitals to the community. In 1990, $8 million was spent

on community mental health services. At the time of this study, $20 million dollars was

being spent on community services. As previously mentioned, mental health funding

overall had not increased since the Commission's inception. As one person interviewed

stated, it was more important how you spent the money than how much you spent.

There were two pieces of legislation to ensure the implementation of mental

health reform and the protection of mental health funding, namely the Mental Health
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Commission of New Brunswick Act and the Mental Health Services of New Brunswick

Act. The latter Act was passed in 1997. This Act was unique in that it had a preamble

which defined the direction of mental health in New Brunswick The preamble outlined

the government's commitment to a community-based, balanced network of mental health

services based upon the contributions of consumers, family members and service

providers (Government of New Brunswick, 1997).

Inter-Provincial Comparison :

Table 4.2

GOVERNANCE AND FISCAL STRATEGIES

*Combined funding only for institutions under the auspices of the PMHAB.

The funding for mental health services in each of the five provinces was based on

different factors such as geographic area or regions, population, and established services.

Consumer need was determined in a variety of ways and with little consistency between

the provinces. How consumer need was incorporated into the amount of funds

distributed to mental health services was not clearly identified by any of the persons

interviewed.

BEST PRACTICES PROVINCE
GOVERNANCE AND FISCAL

STRATEGIES
British

Columbia
Alberta Manitoba Ontario New

Brunswick
Basis For Funding Geographic

A¡eaÆop.
Geographic

A¡ea
Service Based Geographic

Area.
Geographic Area

Sinsle Envelope Yes Yes No Yes Yes
Combined Envelope Yes Yest Yes lrural) No Yes
Rebalancine lcommunitv) Yes Yes Yes Yes Yes
Protection lfor fundins) Yes lltd ) No Yes (ltd.) No Yes
Legislative Mechanisms (to
Drotect fundine)

No No No No Yes
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New Brunswick was the only province of the five studied that combined both

institutional and community mental health funds in one single envelope to the regions.

British Columbia combined its mental health funds to the regions, but in the rural areas

institutional and community spending was separated when distributed to the Community

Health Councils and the Community Health Service Societies. The Provincial Mental

Health Advisory Board in Alberta would eventually be combining its funding to the

regions, but these funds did not include mental health services provided in general

hospital psychiatric units. Ontario distributed funds to the regions, and there was a single

envelope for community mental health services only. Manitoba combined all health

service funding in one envelope for the rural RHAs. In Winnipeg, institutional and

community funding for all health services was divided between two Regional Health

Authorities.

British Columbia and Ontario had made recent announcements to increase the

funding for community mental health initiatives. Alberta had made efforts to rebalance

its institutional and community spending, but no details regarding the amount of

increased funds was provided. Manitoba and New Brunswick had both increased their

spending in community mental health in the past, but there had not been a recent effort

made to rebalance mental health spending.

How mental health funds were distributed also varied between the five provinces.

In British Columbia and Manitoba it was the Regional Health Authorities primarily who

distributed the funds. In Ontario and New Brunswick it was the Mental Health Division

that was given this responsibility. Alberta's system was somewhat more complex in that

the Provincial Mental Health Advisory Board, the Community Mental Health Clinics,
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and the Regional Health Authorities were all responsible for distributing mental health

funds.

The responsibility for planning, organizing, and monitoring mental health services

was centralized either within the Mental Health Division or a similar body in British

Columbia, Alberta, and New Brunswick. It is important to note, thougt¡ that in B.C., the

Community Health Councils could make unilateral decisions, and in Alberta, the RHAs

were not accountable for their mental health spending. In Ontario, these responsibilities

were in the process of being divided between two different departments of the Mental

Health Division. In Manitoba, these tasks were a shared responsibility of the Regional

Health Authorities and the Mental Health Division, with the Division taking a broader

perspective including the evaluation of services.

The only province that had legislation to protect mental health funding was New

Brunswick British Columbia and Manitoba had limited policies in place to protect

mental health funds. Those interviewed from Alberta and Ontario did not state that there

were any means to protect mental health funding in their respective provinces.

According to the Best Practices in Mental Health Reform document (1997a),

empirical evidence has shown that needs based resource allocation was most effective in

matching resources to consumer needs. The document also stated that single funding

envelopes could create a better balance in institutional and community mental health

care. According to the data gathered from each of the five provinces, each province was

attempting to collect information on consumer need, but how and if this information was

incorporated into the funding was not clearly defined. New Brunswick was the only

province of the five that had instituted a single, combined envelope for mental health
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funds. As a result, they had been able to achieve an equal share between institutional and

community spending, a goal which has alluded the other four provinces.

C. Evaluation of Mental llealth Seruices

British Columbia:

The B.C. Adult Mental Health Division was in the process of developing a system

of evaluating mental health services in the province. A current goal was to determine the

outcomes of mental health services that were most informative in an evaluation process.

The focus was on what was being done, not how it was being done. Ideally, those

interviewed stated they would like to see a free-standing evaluation body outside of

government that would conduct service and program evaluations. Some accreditation

pilots had occurred in the province, and had been useful in terms of establishing an

evaluation protocol. As well, there was an evaluation conducted by an outside agency of

the Peer Support Worker Project in the Fraser Valley/l.torth Shore area (Neuhausler,

I ees).

The province's strong sense of consumerism combined with input from consumer

advocacy groups had served as a quasi-evaluation process. Participation of consumers

and family members on the Provincial, Consumer, and Family Advisory Councils had

served to provide the Division with valuable input, although in an informal manner thus

far. The newly appointed Mental Health Advocate would likely become involved in

evaluation process.

The establishment of a formal evaluation process was early in its development,

thus there were not yet any mechanisms to distribute evaluation results to stakeholder

groups. There was not yet any comprehensive information system that contained
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elements common to all stakeholder groups. As evaluation activities were just beginning,

it was not possible to determine if there were suflicient funds to support an ongoing

evaluation process. Those interviewed commented that another ten years was required in

the regionalization process before they would be able to effectively evaluate mental

health services and the system as a whole.

Alberta:

There was no province-wide evaluation of mental health services being conducted

in Alberta. There had been a few attempts made to look at province-wide indicators.

One person stated there were essentially eighteen indicators for evaluating a mental

health services system. Systems were cuffently being established that included some of

these indicators, such as common clinical indicators; a community mental health

information system; and, Infusium (financial system). There were also initiatives looking

at process and outcomes in mental health services, i.e. hospital-based and community

clinics. A document published by the PMHAB entitled Mental Health Outcomes Project

Working Committee: Final Report (1996) described the indicators and measures of

individual, program and system specific mental health outcomes. The purpose of the

Report was to facilitate accountability and continuous quality improvement in Alberta's

mental health services system.

It was a goal of the PMHAB to establish a system-wide evaluation process. The

CEO of the PMHAB was establishing a vision for the future of the PMHAB with a focus

on quality management and evaluation. These tasks were likely to be carried out by the

Chief Operating Offrcers (COOs). Evaluations were being carried out at the Alberta
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Hospital Edmonton, Forensic services and Telepsychiatry. There was essentially no

consistency between these evaluations.

The two hundred or so community agencies funded by the PMHAB ranged in size

and conducted evaluations as part of the funding process. There were no common

standards set by the PMHAB as to the process and indicators of these evaluations. The

agencies' funding was not determined by their evaluation. Rather, the agencies sent grant

proposals with a summation of their financial and clinical information to the Regional

Mental Health Advisory Committees. If it met the Board's guidelines, the funding was

approved.

Assessment of mental health services at the consumer, provider and policy-maker

levels occurred but was inconsistent. The Canadian Mental Health Association in

Alberta was conducting evaluations with a focus on consumer outcomes. Almost all

community agencies were conducting consumer satisfaction surveys, although they were

not using the same instrument. A document entitled Sttrvey of Client Satisfaction Tools

Currently in (Jse itt PMHAB Facilities and Centres (I99Sb) described the client

satisfaction instruments being used in various agencies. It was unknown how each of the

agencies used the survey results. At the systems level, administrative departments such

as Finance, Information Systems and Human Resources had been involved in an

evaluation process to some extent.

There \ryere seventeen regions in Alberta, and each was structured differently. As

a result, ænsumer, family and other stakeholder group involvement in the evaluation

process differed from region to region. The Regional Mental Health Advisory

Committees and the Consumer Advisory Council conducted some forms of evaluation of
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Alberta's mental health service system, and some regions had hired outside agencies to

conduct evaluations.

The distribution of evaluation results to different stakeholder groups was not a

priority consideration with the PMHAB or community agencies. The PMHAB was not in

the practice of distributing evaluation results within its own organization. Before the

PMIIAB could consider creating standards for the distribution of evaluation results by

community mental health agencies, it had frrst to do so within its organization. The

Regional Mental Health Advisory Committees did not consistently receive information

from the PMHAB.

The results of evaluations that were conducted by the PMHAB were presented to

its Executive Management Committee. It was not known at the time of the interview if

there was a process in place to ensure that the recommendations resulting from the

evaluation were incorporated in the planning of mental health services by the PMHAB.

Although, it was known that the evaluation regarding telepsychiatry produced

recommendations that were taken into account by the Board.

There was one mental health information system in existence in Alberta, but it did

not contain elements common to all stakeholder groups. Rather, it was a community

mental health information system that tracked data from the Community Mental Health

Clinics only. It had not been as successful in providing valuable data as originally

anticipated.

Those interviewed stated that ideally there should be a centralized and more

structured evaluation process of mental health services across the province. Also,

consumer input into the evaluation process should be of the highest priority as
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traditionally it had been a professionally-driven process. As part of the PMHAB's

restructuring process, it was a goal to establish a province-wide evaluation process.

Manitoba:

At the time of this study, Manitoba did not have a comprehensive program that

monitored the process and outcomes of mental health services in the province.

Evaluation was considered to be a Provincial government responsibility. According to

the person interviewed, the Province was cunently working towards outcome evaluation

and was cunently looking at mental health indicators.

Consumers had been given the opportunity to assess mental health services

through mental health reform and the Mental Health Division. Self-help groups and

mental health advisory councils had been established across the province in order to give

mental health consumers a voice regarding the effectiveness of mental health services. A

workshop was recently offered regarding integrated mental health services in which

consumers, family members and service providers were in attendance. Focus groups had

also been used to receive consumer feedback regarding mental health issues for women.

There were some instances in which consumers, family members and service

providers had been involved in evaluation planning. For example, there was a committee

on ambulatory care in Winnipeg that included service providers. There was an evaluation

being conducted of crisis response services, although this project had not yet been

completed. This project included an evaluation advisory committee with consumer

representatives. An evaluation of the impact of the closure of psychiatric beds in

Winnipeg was conducted by an independent research agency. Their study did not include
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consumer input in the evaluation planning, but did include consumer input into the

impact of the bed closures.

Methods to evaluate mental health services in the province were in the early

stages of development. Therefore, it was premature to establish how evaluation results

would be disseminated to consumers, family members and service providers. Previous

mechanisms to communicate information to stakeholder groups had included the Division

distributing information to the Provincial Advisory Committee on Mental Health Reform.

There was evidence to show that results from previous evaluations had been

implemented at the policy and program levels. For example, as part of mental health

reform in 1988, there were demonstration projects involving psychogeriatric teams and

crisis stabilization units. These projects became the basis for models that were then

implemented across the province.

The Provincial government operated a mental health information system, but it

was not inclusive of all stakeholder groups. The system did not produce outcome data,

and it only included community mental health data. The Province was currently looking

at changing the system so that it produced valuable results, but little progress had been

made to date. According to the person interviewed, in order for the mental health

information system to be of value, it had to include data from non-government groups

and acute mental health care.

The area of evaluation and mental health was fairly new to the province

Manitoba. The person interviewed stated that more effort needed to be made into

development along with sufficient or increased funding.

of

its
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Ontario:

Some progress had been made in evaluating existing mental health services in

Ontario but ideal outcomes of services had yet to be determined. For example, the

Director of the Clarke Institute of Psychiatry was conducting research in the area of

optimum inpatient beds available in each catchment area.

The Ontario Mental Health Foundation distributed funds for mental health

research. The Foundation was given $2.5 million two years ago for this purpose. The

Clarke Institute of Psychiatry and the Canadian Mental Health Association were part of a

consortium that determined how these funds were spent. Frontline mental health

services were often targeted for mental health research funds.

The Canadian Mental Health Association, Ontario Division, was also conducting

evaluative studies. The CMHA, Ontario Division had written several position papers

evaluating different aspects of mental health service delivery in Ontario. They included:

Policy Consultation Documettt Respecting Crisis Response (1996); Respecting Mental

Health and Homelessness (lgg7): and, \he use of Communist Treatment Orders þr

Persons with Mental lllness (1998).

The Mental Health Division was in the planning and implementation phase of

mental health reform, thus evaluation seemed far removed from the current process. The

Ministry of Health was just beginning to put an information system into place for mental

health, but the computer problems associated with the year 2000 had further delayed the

establishment of an information system. Recent Provincial policy documents had placed

an emphasis on evaluation of mental health services. According to those interviewed, it
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was likely that funding for mental health services in Ontario would eventually be

attached to an evaluation process.

New Brunswick:

There was evidence to show that the Provincial government of New Brunswick

had included evaluation as part of the ongoing process to reform the mental health

system. In addition to the evaluation conducted by PGF Consultants Inc. described

earlier, there had been ongoing audits of inpatient mental health services, and on-site

management reviews (OSMER) of the Community Mental Health Centres.

The Provincial government was planning to further reduce the number of tertiary

beds at Restigouche Hospital from 150 to 80 or 90. The Division had moved 400+

people from the psychiatric hospitals to the community. The Division was currently

attempting to evaluate this process. They had established a Planning and Evaluation

Committee to examine the quality of life and personal outcomes of the consumers who

had moved from the hospital to the community. This evaluation was to be completed by

the end of the year. As well, the Division was attempting to evaluate hospital and

community services by establishing a Provincial Round Table with a facilitator in order

to identify service gaps.

Consumers, family members and service providers were invited to some degree to

participate in the evaluation of mental health services, except in the area of the

information system. The information from the various evaluations was centralized at the

Mental Health Services Division, and implemented at the policy and program levels. The

distribution of evaluation results was unknown.
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The Division was in the process of establishing an integrated client information

system. It was currently being implemented in certain service sites. The establishment of

this system was professionally driven. The next step was to integrate the information

system with the hospitals, as the system contained community-based data.

In November 1998, the Mental Health Division hosted a two-day visioning

exercise called Future Search, in which mental health stakeholders from across the

province were invited to participate in setting the goals for mental health services for the

next ten years. Mental health consumers, family members, service providers, and

decision-makers were asked to identify important events in th¡ee areas: global; personal;

and mental health. The purpose of this was to assist the participants in determining who

they are and how they got to where they are now. The group then identifìed future goals

in the following areas. access; social capitol; determinants of health;

promotion/prevention; focus on the person; and, research. Based on these goals, the

group identified potential projects in the areas of public policy; promoting informal

service system; community programs; public awareness; and human resources (New

Brunswick Health and Community Services, 1999).
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Inter-Provincial Comparison :

Table 4.3

EVALUATION

Most of the five provinces were in the early stages of evaluating their mental

health services. The provinces were just beginning to examine ways of determining ideal

outcomes in mental health. Assessment of mental health services was occurring at

consumer, program and system levels, but there was no consistency in the evaluations,

and the evaluations are not tied to funding. Consumers had limited input into the

evaluation process in each of the provinces, and methods of distributing the evaluation

results to the stakeholders had not been established in any of the provinces studied.

Limited efforts had been made in all five provinces to ensure that the knowledge

gained from evaluation activities was implemented at the policy and program levels.

Alberta, Manitoba and New Brunswick had implemented information systems, but they

did not include information from both institutional and community mental health

services. Rather, they included limited information regarding community services only.

BEST PRACTICES PROVINCE

EVALUATION
British

Columbia
Alberta Manitoba Ontario New

Brunswick

omprehensive Evaluation No Yes (ltd.) No No Yes

Evaluation At AII Levels No Yes (ltd.) No No Yes (ltd.)

Stakeholder Input Yes (ltd.) Yes 0td.) Yes ûtd.) Yes ûtd.) Yes lltd.)
Implementation Yes lltd.) Yes (ltd.) Yes (ltd.) No Yes

Information System No Yes (ltd.) Yes (ltd.) In
Progress

Yes

Sufficient Funds Unknown Unknown Unknown Unknown Unknown
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As each province was early in its development of an evaluation process, funding

for the implementation of evaluation had not yet been determined. Thus, it was unknown

if any of the provinces had set aside adequate funds for this purpose.

It was evident from the data gathered that each of the provinces studied had a long

way to go in establishing the mechanisms for evaluating mental health services, involving

consumers in the process, distributing the results, and incorporating them into mental

health policy and programs. It was important to note, though, that establishing an

evaluation system was a primary goal of each of the five provinces, and that this was an

important step in ensuring accountability in the mental health services.

4.4 Core Services

A. Case Management/Assertive Communitv Treatment

British Columbia:

Community mental health in British Columbia was originally built around the

American model, i.e. private practice psychotherapy. Due largely to the Greater

Vancouver Mental Health Services Society (GVIVÍHSS), the community mental health

teams had adopted a case management model. There were th¡ee case management

models in use in B.C.: 1) case management, or the mixture of broker and treatment

services; 2) team case management; and, 3) assertive community treatment (ACT). As

well, there were consumers who worked as peer support workers in order to enhance the

services provided by community mental health staff.

Case manager services were located throughout the province, but were primarily

based out of the Community Mental Health Centres (CMHCs). There were no culrent

statistics available for case managers in 8.C., but those interviewed estimated that
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community mental health caseloads ranged from approximately 25-30 consumers. The

relatively low numbers were primarily due to the infusion of community mental health

funds in 1992-93. Those consumers experiencing severe mental health problems were

provided case management services for the duration of their life. Those with less severe

mental health disabilities were offered a maximum of 1-10 sessions.

According to those interviewed, there were very few case management teams that

resembled ACT teams in B.C. ACT programs would likely increase in number in the

future, but those interviewed noted that this model was not appropriate for all consumers.

There were no case management programs that worked only with consumers who

experienced mental health and substance abuse problems, or a dual-diagnosis. It was

mentioned, though, that Addictions Services in B.C. was moving towards a case

management model. The Adult Mental Health Division was working with Addictions

Services to develop a partnership at point of service. A great deal of work was still

required to develop this initiative.

Knowledge regarding evaluation of case management programs was unknown at

the time of the interview. Although, one Division staff person suggested that evaluation

of case management programs should include a pre-post symptomatic evaluation, and a

consumer satisfaction component.

Alberta:

In the province of Alberta, case management models varied from to region to

region. Although there were seventeen Regional Health Authorities, the PMHAB had

divided the regions into three: North; Central; and, South. Each region took a different

approach to mental health service delivery, and it was thought that this variance would
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become more entrenched with the transition from Area Managers to Chief Operating

Offrcers. Thus, each region adopted different case management models depending on

their vision and focus. For example, the North region's philosophy was to establish

strong relationships with the community, and to create a seamless mental health services

system. They had a Health Coordinator that worked with Alberta Health and the

PMHAB to ensure integration and coordination.

Case Managers in the province worked out of hospitals, in the inner cities, and

were connected to certain services or agencies. Some Case Managers were based out of

Community Mental Health Clinics, while others worked for the Canadian Mental Health

Association, clubhouses, or the Regional Health Authority. Regardless of the employer,

all case managers were paid by Alberta Health through the PMF{AB.

Case Managers generally worked during business hours only. Caseload sizes for

Case Managers ranged from 70-80 in urban centres and 40-50 in rural areas. The

difference in caseload sizes was due to a fewer number of seriously mentally disordered

persons in rural areas. The Case Managers in rural areas tended to take a broader focus

when working with consumers. For example, they provided counselling to persons who

had been sexually abused. Generally speaking, case management models were adopted

across the province according to the consumers' needs.

There were three Provincial mental health programs whose model of case

management resembled the Assertive Community Treatment model (ACT). The

provincial programs for the brain-injured, geriatric and forensic populations were facility-

based. Each region had implemented modified versions of the ACT model. For

example, the Outpatient department at the Edmonton Hospital had the CLIP (independent
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living) program, but caseload sizes ranged from 50-60 consumers. There was no ACT

program that worked specifically with the homeless population.

Each mental health program was required to work with consumers who had

mental health and substance abuse problems (dual-diagnosis). This mandate was based

on a partnership between the PMHAB and the Alberta Alcohol and Drug Abuse

Programs. There was one dual-diagnosis program in the province. It was a small agency

located in Calgary, and it serviced only Calgary residents.

The province's Home Care program worked with mental health consumers, and

its Case Managers were trained in working with those who have both mental health and

physical problems. There was a central intake system for the psychogeriatric population

whereby the Regional Health Authorities consulted with one another through

teleconferencing to decide where a person would receive treatment. There were no

specialty mental health programs, besides Home Care, that provided services to

consumers who had both mental health and physical problems.

In addition to Case Managers, there were ænsumers who were employed as

Independent Living Support Workers. The consumers employed by this program were

encouraged to enroll in the ILSP training program through the local college.

Manitoba:

There were two forms of mental health case management implemented in

Manitoba, namely the generalist model and the intensive case management model. The

former was based on a brokering service in which consumers were linked with the

appropriate mental health services. The latter model focused on psychosocial
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rehabilitation. The case managers were located throughout the province, and they were

managed by the Regional Health Authorities.

In addition to Case Managers, there was a proctor program in which consumers

and other lay persons were trained to provide additional practical support to mental health

consumers. Proctors assisted Case Managers and other mental health personnel such as

the Mobile Crisis Units in providing services to consumers.

A "pure" form of the Assertive Community Treatment model of case management

did not exist in Manitoba. Rather, elements of the ACT model could be found in existing

mental health services. For example, mobile crisis units and crisis stabilization units

incorporated the principle of consumer choice into their practice. These services

essentially provided an alternative to inpatient care, as \ryas the objective to an ACT

program.

Case Managers often worked with individuals who were experiencing mental

health and substance abuse problems, but the unique needs of these consumers were often

not addressed. There was one program located in Winnipeg that provided group

treatment to this population The program was small, and only accepted consumers who

had a stable living environment.

Evaluation of Case Management programs in Manitoba was a joint responsibility

of the Regional Health Authorities and the Mental Health Division. Provincial Working

Groups had been formed to address the issue of evaluation, and different regions were

conducting their own evaluation of their case management programs. Evaluation was not

standardized across the province, thus the person interviewed was not a\ryare of the form

and content of the evaluations that took place in the regions.
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Ontario:

Case Managers providing mental health services in the community were

employed by various community mental health agencies, hospitals, and psychiatric

hospitals. The Ministry of Health provided guidelines on case management services, but

no one program administered case management services.

Some Case Managers followed more of a generalist/broker model, while others

provided an intensive case management service patterned after a psychosocial model.

The Ministry of Health was in the process of establishing twenty-one Assertive

Community Treatment (ACT) programs throughout the province. The Mental Health

Division had distributed a document entitled Recommended Standsrds for Assertive

Community Treatment Teams (1998) to guide the development of ACT teams. The

document was based on the standards developed for the Program of Assertive

Community Treatment (PACT) in the United States. The standards had been adapted for

Ontario implementation, with some changes proposed.

The changes to the PACT model for adaptation to Ontario included: 1) the ACT

Teams were to integrate and coordinate with other services in order to achieve continuity

of care; 2) the ACT Teams would be differentiated between urban, remote and

developmental. The developmental teams were considered temporary until they were

able to proceed with full implementation; 3) evaluation procedures would be defined by

the Ministry of Health to ensure that best practices could be used and would compliment

existing procedures; a) ACT Teams would include a half time peer support position; and,

5) the ACT Team would reflect the community to ensure that cultural and linguistic

needs were met (MentalHealth Division, 1998).

tt7



The proposed ACT Teams in Ontario were required to have one staff member on

each Team that possessed the qualifications to deliver addictions services within a team

approach. In Toronto, a partnership had developed between addiction services and

mental health in the amalgamation of Addiction Services and the Clarke Institute of

Psychiatry to form the Centre for Addiction Service and Mental Health. One person

interviewed stated that approximately forty percent of the psychiatrically disabled

population in Ontario was considered to have a dual diagnosis.

According to those interviewed, there were no evaluations of case management

programs being conducted at that time.

New Brunswick:

As previously mentioned, there were thirteen Community Mental Health Centres

located throughout New Brunswick. Case Managers were based at these Centres, and

provided case management services in one of three areas: 1) intake, assessment and

crisis; 2) long+erm care; and, 3) child and adolescent services. The majority of Case

Managers based their practice on a generic case management model, and provided

support to consumers and family members in their homes.

According to the person interviewed, each Community MentalHealth Centre was

required to have an Assertive Community Treatment (ACT) progr¿ìm. The ACT teams

were usually afiìliated with the Long Term Care areas of the CMHCs. The smaller

centres did not allow for implementation of the ACT model in its purist sense. The Case

Managers within the ACT teams adapted their programs and approach according to the

needs of the consumers, and the different characteristics of each region. In other words,

the ACT teams were "region sensitive".
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In order to maintain cohesiveness among Case Managers, training programs were

offered to Case Managers across the province. For example, there was province-wide

training for Case Managers on dialectic behavior for persons with borderline personality

disorder.

There were attempts being made by some centres to implement programs that

targeted those experiencing mental health and substance abuse problems (dual diagnosis).

Currently in Saint John (largest centre), there was a cross-training program offered in

which Case Managers from the areas of addictions, hospital psychiatry, and community

mental health were trained in both addictions and mental health. The objective of this

program was that the Case Managers had a shared knowledge and were therefore able to

effectively work together with consumers.

Evaluations of New Brunswick's Case Managers had occurred as part of the PGF

Consultants Inc. Report (1994) mentioned previously, and as part of the on site

management reviews (OSMER) of the Community Mental Health Centres. Some

findings show that Case Managers carried caseloads that were too high, and that CMHCs

were under funded. In an attempt to address these problems, marital and family

counselling had been eliminated from the responsibilities of the CMHCs, unless mental

health issues were involved.
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Inter-Provincial Comparison :

Table 4.4

CASE MANAGEMENT

All five provinces studied provided a generalist model of case management

services to consumers. This entailed a brokering form of service in which consumers

were referred to the appropriate agencies for service. Manitoba and Ontario also offered

an intensive case management model of service delivery based on the principles of

psychosocial rehabilitation. British Columbia had established case management teams in

which several individuals provided assistance to one consumer.

8.C., Alberta, Manitoba, and New Brunswick had implemented case management

teams that contained elements of a "pure" form of the Assertive Community Treatment

(ACT) model. For example, Manitoba had incorporated ACT principles into their crisis

response services, and New Brunswick had established ACT teams that were "region

sensitive". Ontario was in the process of implementing twenty-one ACT teams whose

principles had been adapted to meet the needs of Ontario's mental health system.

There were very few programs in existence among the five provinces that targeted

those experiencing both a mental health problem and an addiction. There was evidence

to show that partnerships between Addiction Services and Mental Health were occurring
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Yes
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in British Columbia, Alberta, and New Brunswick. The goal of these partnerships was

coordinated service provision to the consumer. Ontario was proposing that one case

manager per ACT team was responsible for consumers experiencing a dual diagnosis.

It was not kno\¡in if evaluations of case management services were taking place in

B.C., Alberta, or Ontario. Evaluations of case management programs were taking place

in the different regions of Manitoba, but the form and content of these evaluations were

unknown. New Brunswick evaluated its entire mental health service system in 1993/94,

and this included an evaluation of its case management program.

According to the Best Practices in Mental Health Reþrm (1997a) document,

Assertive Community Treatment programs were most effective in improving clinical

status and reducing hospitalization for consumers. Unfortunately, Ontario and New

Brunswick seemed to be the only provinces out of the five that were actively

implementing ACT programs. The Best Practices document also suggested that

programs that provided service to those with special needs, such as consumers who had a

dual diagnosis, should be offered. Although there were very few programs such as this

being offered, steps \Ãiere being made to develop partnerships in British Columbia,

Alberta, and New Brunswick that could result in an enhanced service for mental health

consumers. Evaluation of case management programs was clearly not being done on a

consistent basis in any of the five provinces studied. As highlighted in the previous

section, evaluation practices were early in their development in most of the provinces,

and would likely not be implemented in the near future.
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B. Crisis Resoonse SvstemsÆsvchiatric Emergencv Seruices

British Columbia:

The British Columbia mental health service system provided three types of

emergency psychiatric services to consumers: 1) emergency rooms attached to hospitals;

2) crisis residential beds, and, 3) Urgent Psychiatric Clinics. The emergency rooms

attached to hospitals provided assessment of urgent cases and admission tothe 717 acute

psychiatric beds in the province,52 of which were designated for children and youth.

There were Crisis Units that provided assessment, diagnosis and short-term treatment

services, with a total of 83 beds available for consumers. Urgent Psychiatric Clinics were

an alternative to hospital emergency departments, and provided psychiatric assessment

services. They were attached to hospitals and staffed with an intake worker. There were

few in existence, and they were found primarily in urban centers in the Lower Mainland

aÍea. Community Mental Health Centres provided a walk-in crisis service, but only

during business hours. There were also 132 emergency shelter beds in the province, but

there were no psychiatric service attached to these facilities.

There were mobile crisis teams located in Victoria, Vancouver, Kelowna, and

Kamloops. The structure and functions of these teams varied with some providing 24

service, and others offering after hours services only. For example, the team in Victoria

was a two-person team consisting of a social worker and a psychiatric nurse. A

psychiatrist provided consultation services. There were also less formal mobile crisis

services whereby R.C.M.P officers and other emergency personnel worked in

partnership in the community.
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There were telephone crisis services available in all communities in British

Columbia, but their mandate was not necessarily only for mental health consumers. The

Vancouver Crisis Centre trained volunteers to provide telephone crisis services.

The Adult Mental Health Division was beginning to examine the notion of a

central intake process for mental health emergency cases. It was not known at the time of

the interview if the current crisis response services in B.C. were being evaluated.

Alberta:

Alberta had fourteen general hospitals that provide emergency psychiatric

services. Information regarding the number of inpatient beds could not be obtained from

those persons interviewed. There had been downsizing and closures of hospitals in recent

years. Alberta Health was looking into the possibility of a one-site on-call system based

at the Royal Alexander Hospital that would have the authority to admit mental health

consumers to any hospital in Edmonton that had an available psychiatric bed.

In 1993, additional funding became available for the development of adult crisis

services. All funds were given to community organizations to provide crisis response

services. The Support Network provided crisis response services in Edmonton for the

past six years. The Support Network was found to be ineffective as it did not establish

working relationships with the hospitals. As a result, the PMHAB had assumed control

of the management of crisis response services in Edmonton.

There did not seem to be a comprehensive system of providing short-term crisis

stabilization services to mental health consumers in Alberta. There was a six-bed unit

being developed in an Edmonton Hospital that would provide 7}-hour stabilization

services. There were crisis teams connected to the emergency departments of some
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Alberta hospitals such as the Royal Alexander Hospital. The Salvation Army Hospital

attempted to provide a short-term crisis stabilization service to mental health consumers,

but this was unsuccessful. There had been an attempt to use private homes for the

purpose of crisis stabilization. The Community Mental Health Clinics generally did not

provide 24-hour crisis response services, but the Case Managers were required to follow-

up on urgent cases the next working day. As well, the Independent Living Support

Workers could work on a24-hour basis.

The development of mobile crisis services had varied from region to region. The

Support Network that had provided mobile crisis services in Edmonton had transferred

this responsibility to the PMHAB. The St. Albert region had developed its own mobile

crisis service through the Regional Health Authority, and it would eventually be linked to

other regions. Calgary had its own mobile crisis services that would eventually be

transferred to the PMHAB There were processes being developed to evaluate mobile

crisis services in the regions.

Manitoba:

There were a total of ten general hospitals in Manitoba, and each hospital

provided psychiatric emergency services to mental health consumers. There were

approximately twenty-two inpatient psychiatric beds per 100,000 people in Manitoba.

The current goal was to decrease the number of inpatient beds to nineteen per 100, 000

people.

There were seven Crisis Stabilization Units in Manitoba that provided short term

treatment to mental health consumers. Two of the seven CSUs were designated for

children and adolescents. One facility had six beds for female children adolescents, and
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the other facility had six beds for males. Seneca House, located in Winnipeg, was a

consumer-run safe house that provided similar services to Crisis Stabilization Units, but

without an emphasis on medical treatment. There were two other similar facilities in

Manitoba, for a total of three safe houses.

There were nine mobile crisis units in Manitoba, and each unit had the capacity to

provide crisis telephone services. The exception was in Winnipeg where the crisis line,

also referred to as the Warm-Line, was in the process of being transferred from Salvation

Army to Seneca House.

Psychiatric Nurses were available on a 24-hour basis as part of the emergency

department at one Winnipeg hospital. They provided assessment services for emergent

psychiatric cases. Mental health staff were also available on a Z4-hour basis at the

Urgent Care Centre, formerly known as the Misericordia Hospital. The Centre did not

provide inpatient treatment, but did assess and refer consumers to appropriate services

within Winnipeg.

The person interviewed did not provide details regarding the evaluation of crisis

response services in Manitoba. The person did state that evaluations were ongoing.

According to the Best Practices itt MenÍal Health Reþrn: Situational Analysis (1997b),

Manitoba community crisis response services were evaluated and monitored based on the

information gathered in a client data base, monthly reports, and annual reviews. There

was no indication that crisis response services were evaluated on a province-wide basis.

Ontario:

There were sirty-one general hospital psychiatric units in Ontario. Due to the

numerous hospital closures in recent months, the number of inpatient beds was unknown
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at the time the interviews took place. There were no guidelines requiring mental health

professionals to be part of emergency departments in hospitals.

There were few short-term crisis stabilization facilities in Ontario. For example,

there was one non-medical facility in Toronto that permits consumers to stay for a

maximum of three days. One person interviewed stated there were mobile crisis teams

throughout the province, while another person stated the proposed ACT Teams were

considered to be the mobile crisis teams. The latter person stated that how mobile crisis

units were defïned was important, and that they should focus their attention on the

homeless and aboriginal populations.

There were Distress Centres across the province that provided telephone crisis

services to persons experiencing mental health problems. The Distress Centres linked

mental health consumers to different agencies, and assisted the consumer in times of

crisis.

It was unknown at the time of the interviews if crisis response services in Ontario

were being evaluated for their effectiveness.

New Brunswick:

As previously mentioned, there were eight general hospitals in New Brunswick,

and each hospital had a psychiatric unit. There were a total of 191 inpatient beds, or 25

beds for every 100,000 people. Each hospital had an emergency department that assessed

persons experiencing a psychiatric crisis. New Brunswick had begun to hire nurses for

the purpose of being part of the triage process of psychiatric patients in the emergency

department. Within the next two years, the province hoped to have a nurse in every

emergency department.
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As well, there was a liaison function that existed between the emergency

departments and the Community Mental Health Centres. If a mental health consumer

appeared at a hospital emergency department but did not require admission, they were

linked with a liaison nurse at the local Centre (Simmie, 1998). All staff at the

Community Mental Health Centres were on call}4 hours a day.

All communities were required to develop the capacity for 24-hour crisis response

services. At the time the Regional Boards were in existence, free-standing short-term

crisis homes were established for those experiencing a psychiatric crisis, but not requiring

admission to hospital. In rural areas, "homes for special care" provided short-term crisis

stabilization services. There was one mobile crisis team located in Saint John that was

being developed as part of the reorganization of mental health services in that centre.

And, there was a Z4-hour crisis response hot-line in New Brunswick called CHMO that

provided crisis services to mental health consumers, as well as other non-psychiatric

emergencies.

Despite New Brunswick's progress in establishing psychiatric crisis services,

there was a shortage of psychiatrists. New Brunswick had one psychiatrist for every

12,600 people compared with one to 8,400 across Canada. For the psychiatrists that

practiced in New Brunswick there had been a policy shift in which those who needed a

billing number have to first have admitting privileges. Therefore, more psychiatrists

were available to provide on call services (Simmie, 1998).
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Inter-Provincial Comparison :

Table 4.5

CRISIS RESPONSE/PSYCHIATRIC EMERGENCY SERVICES

Each of the five provinces had emergency services attached to the hospitals, but

the number of psychiatric beds available in each province ranged from 20 to 25 beds per

100,000 people. Information regarding the number of beds available in Alberta and

Ontario were unavailable due to the recent hospital closures.

British Columbia and New Brunswick provided alternative options for emergency

care beyond hospital emergency rooms. British Columbia had Urgent Psychiatric Clinics

located primarily in the Lower Mainland area that offered assessment services for mental

health consumers. In New Brunswick, staff from the Community Mental Health Clinics

\túere on call on a Z4-hour basis. A liaison staff person from the hospital could connect

consumers not requiring hospitalization to the CMHC directly. New Brunswick and

Manitoba had established policies in which psychiatric nurses were part of the

Emergency Room staff, although New Brunswick's program was a pilot project.
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CRISIS
RESPONSE/PSYCHIATRIC
EMERGENCY SERVICES

British
Columbia

Alberta Manitoba Ontario New
Brunswicl¡

Psychiatric Beds (per 100.000) 20 Unknown 22 Unknown 25
Short
Beds

Term Crisis Stabilization Yes In Progress Yes Yes (ltd.) Yes

Mobile Crisis Teams Yes Yes Yes Yes (ltd.) Yes fltd.)
Walk-in Crisis Services (non-
medical)

Yes Yes (ltd.) Yes (ltd.) No Yes

Mental Health StaffIn
Emergencv Rooms

Unknown No Yes Unknown Yes

Ielephone Crisis Lines Y€S (general) YêS lgeneral¡ Yes YeS 6enerat YêS (eeneral)

Evaluation (of crisis services) Unknown In Progress In Progress Unknown Unknown



British Columbia and Manitoba had established short-term crisis stabilization

facilities in order to provide consumers with alternatives to hospitalization. In additio4

Manitoba had three safe homes offering a less formal crisis stabilization service to

consumers. New Brunswick's short-term crisis beds consisted of private homes or

"homes for special care". Ontario had few crisis stabilization facilities, and their

structure was largely unknown. Alberta had very few short-term residential crisis homes

in place, with most services of this type being provided in private homes.

All five provinces had mobile crisis teams of one form or another. Manitoba's

mobile crisis system was the most comprehensive and consistent across the province

providing 24-hour service to mental health consumers. In British Columbia and Alberta,

the composition and availability of mobile crisis units varied. New Brunswick had just

one mobile crisis unit located in its largest centre, St. John. There were conflicting

reports as to the existence of mobile crisis units in Ontario, thus the structure and

functions of the units could not be determined at the time of the interviews.

Manitoba and Ontario provided telephone crisis services to mental health

consumers. Manitoba's telephone crisis services were attached to the mobile crisis units,

except in Winnipeg where it was connected to a safe house. In Ontario, there were

distress centres located tkoughout the province that would connect consumers to the

appropriate service in the area. British Columbia and New Brunswick had telephone

crisis services throughout the province, but they provided assistance to all forms of urgent

situations, and not just mental health crises.

Evaluation of crisis response services in each of the provinces was inconsistent.

Manitoba had attempted to evaluate its crisis response services on an ongoing basis,
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while Alberta was attempting to evaluate its mobile crisis response system. British

Columbia was looking at the possibility of establishing a central intake process, but it

was unknown if they were cuffently evaluating their crisis response system. Similarly, it

was unknown if Ontario and New Brunswick were conducting evaluations of their crisis

response systems.

It was evident by the data gathered that elements of best practices in crisis

response systems existed in each of the provinces. It was also evident that Manitoba,

British Columbia, and New Brunswick had taken several steps toward creating a crisis

response system that was accessible and responsive to mental health consumers. Alberta

and Ontario crisis response systems appeared to be less comprehensive, and one could

assume, less responsive to the urgent needs of mental health consumers.

C. Housing Support Prosrams

British Columbia:

British Columbia had two major supported housing programs that provided

services to mental health consumers. First, the B.C. Housing Management Commission

(BCHMC) reported to the Ministry of Employment and Investment. It controlled all rent

subsidies in the province including mental health group homes and senior housing. The

purpose of the BCHMC was to provide support to landlords in the form of education and

critical incident debriefing, as well as providing supportive services to mental health

consumers. The BCHMC employed Health Services Consultants (primarily psychiatric

nurses) who provided case management services along with support workers. A

representative from the Adult Mental Health Division sat on the Commission, and the

Community MentalHealth Centres priorized the referrals to the Commission. Due to this
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formalized system of support, the BCHMC now preferred mental health consumers as

tenants over other poPulations.

The second major housing program was the Supported Independent Living

Program (SILP) This program provided a rent subsidy and case management services to

mental health consumers. The rent subsidy portion of the program was provided through

the Ministry of Health. The Ministry of Health transferred funds to the BCHMC, which

then provided the subsidy to the consumers, bypassing the welfare system entirely. Thus,

services that were considered a luxury with social assistance programs, such as telephone

service, were considered a core service with the SILP. As well there were case managers

employed by the RFIBs or non-profit agencies that provided ongoing services to the

consumers. There was one worker assigned to every twenty less severe cases, one

worker for every ten medium intensity cases, and one worker for every three cases that

required intensive intervention.

In addition to these two major housing programs were a range of supported

housing programs, consumer-run housing programs, and supported hotels. There were a

total of 2,352 supported housing beds in B.C. There were also family care homes based

on the foster care model, with a total of 158 beds. And, there were residential care homes

ranging in size from 6-40 beds for a total of 1755 beds. Respite services and

accommodation in private homes were also available to mental health consumers (8.C.

Ministry of Health and Ministry Responsible for Seniors, 1998a).

At the time of the interview, there was no mention of any ongoing evaluation of

housing programs in British Columbia.
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Alberta:

The PMHAB recognized that there was a need for a range of housing options for

mental health consumers in Alberta. The then PMFIB formed a task goup to study the

issue of housing for mental health consumers. The group's recommendations were

contained in the document entitled Final Report of the Housing Ad Hoc Task Group

(1996). The purpose of the task group was to allow information regarding housing

options for mental health consumers; identifl, alternatives to current housing models

based on consumer preference; and, clarify responsibilities at the provincial and

municipal levels for housing standards.

The Task Group outlined their recommendations, barriers to implementation, and

the strategies required to address the areas of concern. The Task Group made several

recommendations. Included among them were the recommendations that consumers

require flexible funding supports for housing; the PMHB lobby for additional funding for

mental health consumer housing options; the PMFIB endorse policies that support

housing models of self-determination; and, the PMIß, in partnership with the RHAs,

develops housing standards.

In Alberta, there was a limited range of housing options for mental health

consumers. There were eight buildings in Edmonton known as the McAuley apartments

operated by the Edmonton City Church Corporation. These apartments provided

independent living oppornrnities for mental health consumers with supports. These

apartments were considered long-term placements that were not based on the

psychosocial rehabilitation model. Support living options also included the Independent

Living Support Workers program operated by the Community Mental Health Clinics.
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The program employed eighty-fïve support workers that provided assistance to

consumers living independently.

There were eighty-six approved group homes operated by the PMHAB ranging in

size from one to four beds. There were also thirteen group homes that had additional

staff. These homes were funded by external agencies. There were also community

residences that offered a more independent living environment to consumers, of which

there were four in Edmonton.

The Salvation fumy operated emergency shelters in Edmonton and Calgary for

the homeless population. They also operated thirty-six beds in the Sally Ann for women

with mental health problems. The Edmonton City Church Corporation also operated an

unknown number of emergency shelter beds.

Manitoba:

There was a range of different housing options available to mental health

consumers in Manitoba. Some were board and room homes of different sizes that offered

a minimum support to consumers. There were group homes of varying sizes that offer

Z4-hour supervision and provided basic supports such as food, medication monitoring,

and support tkough Case Managers that visited the home. Supported housing programs

were offered through the Canadian Mental Health Association in the Winnipeg, Brandon,

Interlake, and Swan River regions. Eden Mental Health Centre in Winkler, Manitoba

also offered a supported housing program. In Winnipeg, the Grey Nuns operated Sara

Riel Inc. that included supervised housing as well as an independent living program.

The homeless population in Manitoba was not recognized as an urgent problem

when compared to centres such as Toronto. As a result, the housing for homeless persons
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was restricted to options such as emergency shelters. There were no programs

Manitoba that worked specifically with homeless persons who were known to have

mental health problem.

The Province and Regional Health Authorities recognized there was a need to

evaluate the housing options for mental health consumers. The person interviewed stated

that plans were being made to evaluate the current mental health housing situation.

Ontario:

There was a range of housing options available to mental health consumers in

Ontario. There were group homes, and supervised independent living programs. In these

instances, consumers were often assigned case managers. Despite the range of housing

options in Ontario, one person interviewed stated that more housing options were still

required for mental health consumers, specifrcally for those consumers experiencing

severe, long-term mental health problems.

There were many supported housing programs in Ontario. For example, CMHAT

Ontario Division operated a supported housing program. Some of the supported housing

programs were centralized, i.e. located in apartment blocks. Some supported housing

programs were in the form of integrated housing, while others were located within

subsidized housing units. It was important to note though that the Ministry of Housing

was dismantling and it was being devolved to the municipalities. Thus, the Ministry of

Health would likely assume responsibility for the mental health consumers involved in

supported housing programs.

in

a
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New Brunswick:

Increasing the housing options for those with a mental health disorder had been a

priority issue of mental health reform in New Brunswick during the last few years.

Housing was part of New Brunswick's long term care strategy. As tertiary beds had been

reduced in the Provincial psychiatric hospitals, the number of housing options for mental

health consumers had increased.

There were several different types of housing options for mental health consumers

in New Brunswick. There was subsidized housing through the municipalities, and there

were public/private partnerships that provided apartments for those experiencing mental

health problems. There was a range of supported housing programs that offered different

levels of support They ranged from twenty-four hour supervision, to eight-hour

supervision, to frequent monitoring, to infrequent monitoring.

Although New Brunswick's effort in establishing housing options for mental

health consumers was exemplary compared to other provinces, the demand continued to

exceed the supply.

Due to New Brunswick's low population in comparison to other Canadian

provinces, homelessness in larger centres was not a prominent issue. There is one

overnight shelter located in Saint John for a population of 100,000. The person

interviewed stated that homelessness \¡ias not as much an issue in New Brunswick as

poverty.
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Inter-Provincial Comparison :

Table 4.6

HOUSING SUPPORT PROGRAMS

Each of the five provinces provided a range of housing options for mental health

consumers including subsidized apartments, group homes, supported housing programs,

and independent living programs. British Columbia had the most comprehensive housing

programs that provided practical and case management support to consumers and

landlords. Cross-sector planning between mental health and housing had been crucial in

the ongoing success of these programs.

Despite the range of housing opportunities available to mental health consumers

in each province, it was recognized by those interviewed that the area required further

development in most provinces. For example, there were no programs available in any of

the provinces specifically targeting homeless persons. All provinces provided emergency

shelter beds, but it was not made known if case management services were attached to

these shelters.

Manitoba had plans to evaluate its mental health housing progr¿rms, while the

Canadian Mental Health Association of Ontario had made efforts in the past to evaluate

the housing programs in that province. New Brunswick had recognized the need for

improved housing options for consumers, and had attempted to evaluate the need for

BEST PRACTICES PROVINCE

HOUSING SUPPORT
PROGRAMS

British
Columbia

Alberta Manitoba Ontario New
Brunswick

Suooorted Housins Yes Yes 0td.) Yes Yes Yes

Housing For Homeless
Population

No No No No No

Evaluation (of housins) Unknown Unknown In Progress Unknown Unknown
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different forms of housing on an ongoing basis. Information regarding the evaluation of

housing programs in B.C. and A-lberta was unknown at the time the interviews took

place. A quasi evaluation of B.C.'s housing programs was conducted by the Health

Systems Research Unit of the Clarke Institute of Psychiatry for the purpose of compiling

information regarding best practices in mental health reform.

Elements of best practices in housing for mental health consumers was provided

within each province, but British Columbia appeared to provide the most comprehensive

supported housing program. This was likely due to the emphasis on cross-sector

planning and cooperation. Despite the low population in provinces such as Manitoba and

New Brunswick, consideration should be made to provide services to those consumers

that are homeless. Provinces should consider providing Assertive Community Treatment

services for this population as it is an issue requiring attention in each province.

D. Consumer/Familv Self-Help and Initiatives

British Columbia:

In 8.C., consumer/family selÊhelp services included organizations such as the

Canadian Mental Health Association (CMHA), the Schizophrenia Society, the Eating

Disorders Association, and the Alzheimer's Society. These organizations were funded by

the Province and by the regions.

The Province had established a Consumer/Survivor Development Initiative

(CSDÐ in which funds were allocated to support citizen involvement in mental health

service delivery, management and evaluation. There were grants available for projects

ranging from consumer businesses, public education, mental health promotion, family

support, and consumer initiatives for change (8.C. Mental Health Services Division,
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1995). As well, the Province funded education and support group development. The

regions contracted out support group services, clubhouses, and rehabilitation services'

The regions operated and funded clubhouses in almost every community in B'C.

The clubhouses served as drop-in centres offering mutual aid and vocational assistance to

mental health consumers. When originally established, clubhouses were formally run

organizations, but they were increasingly becoming consumer-run organizations. The

Division staffperson interviewed stated the clubhouse model in its current form served to

"ghettoize" mental health consumers. Instead, the clubhouses should be integrated into

the community. The Division, along with CMHA was currently facilitating a

reorganization of the clubhouse model that was based on consumer need.

Consumer/family self-help and initiatives received $5 million in funds from the

province. The funding was based on the population in each region. Some organizations

and initiatives were funded annually, while others were funded on a timeJimited basis'

The clubhouses were funded on an ongoing basis. There were 200-300 projects funded

by the Province. One+hird were education programs, one-third were advocacy programs,

and one-third were support goup programs.

Input from consumers and family members into the planning and implementation

of mental health services was obtained through their involvement on the Provincial,

Consumer, and Family Advisory Councils. Consumers and family members were also

invited to participate on the mental health working group of the Best Practices

Committees that had been created to advise the regions regarding implementation of

mental health services.
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The consumer/family initiatives in B.C. ranged from being consumer-run

operations, mixed, or not consumer-run. The Division found it difficult to support

consumer-run operations as they had unique problems. The Division recommended that

there be an alliance of consumer-run organizations similar to the Ontario Alliance of

Consumer Initiatives, in order for there to be consistency in consumer-run mental health

services.

Evaluation of consumerifamily selÊhelp initiatives was being done in B.C, but it

was not standardized across the province. The Consumer Research Society was

established as a product of a World Health Organization initiative, and it conducted

consumer-run evaluations of mental health programs.

Alberta:

The self-help organizations operating in Alberta were the Canadian Mental Health

Association (CMHA), the Mood Disorders Association, and the Schizophrenia Society.

These organizations were partially funded by the PMHAB, private donations, the United

Way, and various Foundations. The self-help organizations lobbied the government and

the PMHAB for an improved mental health services system. For example, the CMHA

had been particularly outspoken regarding the legal rights of involuntary mental health

patients. As a result, the Mental Health Act was being revised, and the PMHAB along

with CMHA had played a lead role in the revision process.

In addition to the Mood Disorders Association and the Schizophrenia Society,

clubhouses were also consumer-run organizations. Clubhouses, of which there were

three, provided a "drop-in" service to consumers. They had just recently begun

operating, and there were plans to evaluate their services over the next three years. In
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order for any selÊhelp or consumer-run organization to receive funding from the

PMHAB, the organization must build into their program an evaluation process, produce

an annual report, and provide a financial statement to the PMHAB.

Manitoba:

Mental health self-help organizations in Manitoba included the Canadian Mental

Health Association, the Mood Disorder Association, the Anxiety Disorders Association

of Manitoba, and the Manitoba Schizophrenia Society. These organizations were funded

by the Provincial government.

Members of the self-help organizations held memberships on various committees

and advisory councils, and thus had input into the planning and implementation of mental

health services in the province. The Mental Health Division was in contact with the self-

help organizations on a regular basis.

There were consumer-run initiatives operating in the province. They included:

Seneca House Inc., a safe house for consumers; and, the Consumer Empowerment

Program, a joint effort of all self-help organizations to provide courses to consumers and

service providers on the principles of consumer empowerment.

Although there were no province-wide evaluations occurring with regard to selÊ

help and consumer-run initiatives, there were efforts being made by the organizations to

evaluate their services on an ongoing basis. The difficulty was that the evaluations were

not standardized, and therefore there was no basis for comparison of the results.
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Ontario:

In Ontario, the mental health self-help organizations included the Schizophrenia

Society, the Mood Disorders Association, and FAME (family self-help organization).

Funding for selÊhelp organizations flowed through the Canadian Mental Health

Association or other groups such as the Consumer Survivor Development Initiative

(CSDÐ One person interviewed stated that the Provincial government would like to see

self-help organizations become independent. There were some consumer-run

organizations in Ontario. For example, AWAY Courier Express was a consumer-run

business.

The Consumer Development Initiative (CSDÐ was established in 1991 as a means

of funding consumer organizations as well as providing support and monitoring of

consumer initiatives. The first priority of CSDI was to increase consumer employment.

The CSDI had largely achieved its objective with funding being provided to thirty-six

consumer-run organizations. The CSDI was accountable to the Ministry of Health. The

Ministry of Health recently renewed its commitment to supporting consumer initiatives

by committing additional funding to consumer and family sectors (Health Systems

Research Unit, 1997b).

Evaluation of consumer self-help organizations and initiatives had not been

extensive in Ontario to date. It was known that the Consumer Survivor Development

Initiative had conducted an evaluation of the impact of CSDI on the quality of life of its

consumer members. The study found that CSDI positively affected self-confrdence,

feelings of being in control and the coping ability of consumer members (Health Systems
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Research Unit, 1997b). One person interviewed stated that more extensive evaluations

needed to be conducted of CSDI in order to determine its effectiveness.

New Brunswick:

New Brunswick had two consumer and family self-help organuations, namely the

Schizophrenia Society and the Canadian Mental Health Association, New Brunswick

Division. The Mood Disorders Association was not active in New Brunswick. The

Mental Health Division funded these organizations.

The Mental Health Commission made it a priority to reduce the isolation of

mental health consumers in the community, and more than doubled the number of

consumer-run activity centres from ten to twenty-two across the province. These activity

centres were based on the clubhouse model. The services provided by the centres ranged

from being drop-in facilities to providing job search skills. The centres \ryere funded by

the Mental Health Division, and they participated in fundraising activities. Case

Managers from the Community Mental Health Centres were encouraged to participate in

the development of these centres.

The Mental Health Division had a fund whereby $100,000 a year was made

available to encourage consumer-run initiatives. Other consumer-run programs in New

Brunswick included Family and Friends of the Mentally Ill and the Journey of Hope

program. The latter program resembled an AA program, and it included an education

awareness component. The program had recently broadened to include mental health

consumers.

And finally, there was the New Brunswick Mental Health Consumer Network

which was a provincial body comprised of representatives from the consumer-run
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initiatives as described above. The Network had a standing grant from the Mental Health

Division.

Consumers and family members were consulted by the Division on a regular basis

regarding the planning and implementation of mental health services in the province.

Thus, consumers had several opportunities to voice their concerns, including membership

on advisory committees and through forums. The person interviewed stated that

consumer groups had matured greatly in the last several years due largely to the fact that

the decision-makers in New Brunswick had given consumers a voice and the resources

required to advocate on their own behalf.

Inter-Provincial Comparison :

Table 4.7

CONSUMER/FAMILY SELF-HELP AND INITIATIVES

All five provinces had mental health self-help organizations. The most common

among the provinces was the Canadian Mental Health Association, the Schizophrenia

Society and the Mood Disorder Association. Some of the provinces had self-help

organizations not common in other provinces such as F.A.M.E (a selÊhelp group for
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CONSUMERVFAMILY SELF-
HELP & INITIATIVES

British
Columbia

Alberta Manitoba Ontario New
Brunswick

SelÊHelp Yes Yes Yes Yes Yes

onsumerÆamilv Input Yes Yes Yes fltd.) Yes lltd. Yes

Consumer-Run
Initiatives/Prosrams

Yes Yes Yes Yes Yes

Evaluation (of consumer initiatives
& selÊhelp)

Yes In
Progress

No Yes (ltd.) Unknown



family members) in Ontario. The self-help organizations were primarily funded by the

Provincial governments, with the exception of Ontario whose self-help organizations

were funded by the CMHA or the Consumer/Survivor Development Initiative.

British Columbia and Ontario both had Consumer/Survivor Development

Initiative organizations in their province that were responsible for funding

consumer/family initiatives. Ontario had recently increased the funding allotted to CSDI.

British Columbia divided its consumer-run initiative funding equally among education

programs, advocacy programs, and support groups. The Provincial government of New

Brunswick made $100,000 available annually for the development of consumer-run

initiatives.

Consumer-run initiatives in each of the provinces took different forms. For

example, the clubhouse model had been implemented in British Columbia, Alberta, and

New Brunswick. In Manitoba, there was a consumer-run safe house and a Consumer

Empowerment program. Several of the consumer-run organizations and self-help

organizations in each of the provinces had undergone a self-evaluation process.

According to the information received, Alberta was the only province that required that

evaluations were attached to funding. There was no evidence to show that evaluations in

any of the provinces studied had standardized their evaluation process across the

province.

There was a consistent emphasis on consumer/family self-help and initiatives

across all five provinces, but the degree to which each province supported these

organizations vary. Means to obtain necessary resources had been available in three of

the fîve provinces, whereas the financial support for these organizations in Alberta and
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Manitoba was less clear. There was also evidence to show that the governance of these

organizations had been problematic. A greater emphasis on standardized, appropriate

evaluation practices may improve the working relationship between the organizations and

those that fund these organizations.

Conclusion

The regionalizaton of health care services in each of the five provinces occurred

at different times. Despite the variance in the implementation of regionalization, there

did not seem to be a consistent relationship between the time regionalization was

implemented and the progress made in mental health reform. For example, British

Columbia did not regionalize its mental health services until 1997, yet when comparing

its mental health system to best practices in mental health, it was one of the provinces

that had made the most progress reforming its mental health system. It seems from the

data gathered that the degree to which mental health reform was emphasized prior to

regionalization had a greater impact on the progress of mental health reform than the

regionalization process itself. In other words, if mental health reform was not a priority

of the Provincial government prior to regionalization, it is highly unlikely to be a priority

after regionalization has been implemented.

This conclusion is evident when one compares Manitoba's situation to British

Columbia. Both provinces regionalized their mental health services in 1997. British

Columbia had been actively reforming its mental health system, with the latest mental

health policy document being issued in 1998. Manitoba's reform of its mental health

system essentially stalled in 1994-95, and the last Provincial mental health policy

document was issued in 1992. The result was that B.C. is more advanced in the areas of
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providing supported housing to mental health consumers, establishing an intersectoral

approach to mental health service delivery, and rebalancing community and institutional

funding and mental health service delivery. Thus, the Winnipeg Regional Mental Health

Council may want to consider advocating for the creation of an updated mental health

policy that takes into account regionalization as a priority.

Out of the frve provinces studied, New Brunswick and British Columbia had

managed to reform the governance and funding strategies of their mental health services

most consistently with best practices. Both provinces had sited political will as a factor

in adjusting their funding mechanisms to include a single envelope that combined

institutional and community mental health services. New Brunswick's advantage was

that it established the Mental Health Commission, which essentially integrated

institutional and community mental health services allowing for the development of

community services in preparation for hospital bed closures. Manitoba funded all health

services in one envelope in rural areas, and divided mental health funding between

institutional and community care in Winnipeg. This division in funding does not allow

for an integrated mental health system. Thus, the WRMHC will want to consider

facilitating discussions between the two RHAs in Winnipeg as a method of coordinating

the goals and objectives of mental health service delivery.

Alberta and New Brunswick had taken the greatest steps in evaluating their

mental health services. AII five provinces were working towards evaluating certain

health services, but it was clear that there was a need to develop standard evaluation tools

to be applied province-wide. The most consistent finding was that some services were

being evaluated, but it was done sporadically and inconsistently, and the results were not
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shared with different stakeholder groups. Clearly, the area of evaluation will need to be

developed in each of the provinces in order for mental health reform to be a success.

Thus, the WRMHC may want to consider advocating for standardized evaluation of all

mental health services across all stakeholder groups.

All five provinces were attempting to implement the four core services of mental

health identified for this study, namely case management, crisis response, housing

support, and consumer/family self-help and initiatives. The principles of Assertive

Community Treatment had been adopted in most provinces, and adapted to suit certain

mental health services. Limited progress had been made addressing the needs of persons

with mental health and substance abuse problems in Manitoba and Alberta. British

Columbia and New Brunswick were in the midst of developing dual diagnosis programs.

The most comprehensive crisis response system had been developed in Manitoba, while

Alberta and Ontario were lagging behind in this area. Housing support programs were

being implemented in all fîve provinces, but housing programs for the homeless were

lacking with the exception of emergency shelters. Consumer/family self-help and

initiatives had been developed in all five provinces and was the most inconsistently

applied core mental health service out of the four identified.

In Manitoba specifically, the area of case management was lacking, according to

best practices, with regard to the implementation of an ACT program, dual-diagnosis

programming, and evaluation of case management practices The best practices elements

in crisis response serviceswere present, but alack of evaluation of these services made it

difücult to determine the effectiveness of these services. Manitoba could afford to learn

from the supported housing programs implemented in 8.C., especially with regard to an
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intersectoral approach. Consumer/family self-help and initiatives were encouraged in

Manitoba, but again, a lack of standardized evaluation practices did not allow for a

determination as to the effectiveness of these services and initiatives. The Winnipeg

Regional Mental Health Council may want to consider all of these factors when

determining its strategy over the next several months.

Consumer and family participation in mental health planning had been

incorporated into the philosophy of mental health reform in all five provinces, but to the

greatest extent in New Brunswick and British Columbia. New Brunswick was committed

to the philosophy of consumer and family involvement, and this was evident in its

inclusive methods in mental health planning and implementation. Regionalization in

British Columbia had disrupted the mechanisms for consumer and family input, but their

commitment to maintaining consumer and family involvement remained strong.

Manitoba, Alberta and Ontario had been less committed to implementing opportunities

for consumer and family participation in mental health planning.

Thus, the Winnipeg Regional Mental Health Council has a great deal of work to

do in terms of reinstating its voice as a representative of mental health stakeholders in the

mental health planning process. As will become evident in the next chapter on mental

health advisory bodies, political will and strong leadership played a significant role in

determining the extent of consumer/family input after regionalization, including the

recognition and support for mental health advisory bodies.
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CHAPTER 5:

Inter-Provincial Comparison of Mental Health Advisory Bodies

Introduction

The following chapter draws a comparison between the provinces of British

Columbia, A-lberta, Ontario and New Brunswick. It looks specifically at the mental

health advisory bodies in these provinces. Manitoba's mental health advisory bodies are

not included in this chapter as a description of the Regional Mental Health Councils and

the Provincial Council on Mental Health Reform in Manitoba is described in a previous

chapter. The purpose in comparing the mental health advisory bodies in the four

provinces is to provide the Winnipeg Regional Mental Health Council with this

information to assist them in adopting practices which are effective, and to avoid similar

situations which may be less than effective for the Council.

The information described in this chapter is based on interviews with persons in

each of the provinces targeted for this study, as well as documents obtained from those

interviewed. (For a list of persons interviewed, see Appendix D.) The questions asked

during the interviews are included in an interview guide (see Appendix B). The

questions \ryere organized into three sections: l) the structure of the advisory

committee/council; 2) the process followed by the committee/council; and, 3) the

effectiveness of the committee/council.

The responses of participants are organized in this chapter according to these

three sections. As well, the background information for each province's mental health

advisory structure is provided. It should be noted, though, that interviews were not

conducted with representatives from every mental health advisory council/committee in
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each of the four provinces. In two of the four provinces, there are advisory committees

that follow a similar format, therefore to interview persons from each committee/council

would only be repetitive. For example, in Alberta, there are seventeen Regional Mental

Health Advisory Committees. Therefore, only the Chair of the Capitol Region Regional

Mental Health Advisory Committee was interviewed. Similarly, only the Chair of one of

the thirteen Community Advisory Committees in New Brunswick was interviewed. A

description of New Brunswick's Provincial Advisory Committee is included in the

background information only as no member of the Committee was interviewed as part of

this study; therefore, its effectiveness could not be evaluated.

The similarities and differences between each province's mental health advisory

bodies are identified after each section. The comparison of the mental health advisory

bodies in each of the provinces serves to highlight some of the factors that need to be

taken into consideration in the Winnipeg Regional Mental Health Council's

reorganization process. A list of the key elements of an effective mental health advisory

body derived from the inter-provincial comparison is provided in the conclusion section

ofthis chapter.

5.1 Backeround

British Columbia:

British Columbia established its first provincial mental health advisory body in

1990 as part of the implementation of the B.C. Mental Health Initiative, or the

downsizing of Riverview Hospital and the development of community mental health

resources. The Provincial Mental Health Advisory Council (PMHAC), as it was called,

was originally mandated to act as a liaison between the Provincial government and
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mental health interest groups. It was also given the responsibility of ensuring that the

government was implementing changes in mental health services in accordance with the

Mental Health Initiative. The Council members were appointed by, and reported to, the

Mental Health Services Division of the Ministry of Health. The initial membership

consisted of representatives from a range of mental health and professional organizations

(PMHAC, 1994).

In 1992, the Ministry reviewed the role of PMHAC based on recommendations

made in the B.C. Royal Commission on Health Care and Costs. The renewed Council

emphasized consumer and family participation on Council, along with a balance of

regional representation, and gender and cultural representation. The role of PMHAC was

expanded to include not only a review, or reaction, to mental health issues, but also a

more proactive role in the identification of major concerns in mental health service

delivery @MHAC, 1994).

The B.C. Mental Health Initiative also provided the impetus for the Consumer

Family and Caregiver Support Branch of the B.C. Mental Health Division. The focus of

the Branch was to ensure that people experiencing mental health problems, their family

members and caregivers were involved in planning and evaluating mental health services.

Participation in planning was based on a partnership model developed by the Branch.

The partnership model is based on the premise that those with direct experience with

mental illness are partnered with the formal mental health system to guide the reform of

the mental health service delivery system. The objectives of the partnership model are to

provide information, education and training to consumer and family members, as well as

151



providing opporrunities for self-help, mutual aid, peer support, and participation on

advisory committees (8.C. Mental Health Services Division, 1996)-

In 1990, a partnership education program was implemented throughout the

province to increase awareness of the partnership model to all stakeholder groups. In

1992, the Mental Health Services Division initiated a major policy to increase the

involvement of citizens in mental health service delivery, management, and evaluation.

The policy, articulated in the 1992 Strategic Mental Health Plan, stated that all mental

health advisory committees, boards and councils should consist of one-third consumer

involvement. A budget envelope containing approximately $4 million was set aside to

support citizen involvement in mental health planning (8.C. Mental Health Services

Division, 1996).

Consumer and family involvement was formalized in T992 with the formation of

a Provincial Consumer Advisory Council (CAC) and the Provincial Family Advisory

Council (FAC). The Provincial Consumer Advisory Council (CAC) was originally set up

to include twenty-five members, eighteen from the regions and seven from provincial

advocacy organizations. It reported to the Director of the Mental Health Services

Division for the purpose of providing consumer input into mental health service planning.

The Provincial Mental Health Family Advisory Council was set up using the same

structure, and also reported to the Director of the Mental Health Services Division. Its

purpose was to provide support for families using the Family Task Report Sharing the

Caring (1993) as the basis for its actions (Policy Development and Project Management,

l9ee).
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As British Columbia prepared for the regionalization of health care services, the

Ministry of Health outlined the pu¡pose and guidelines for Regional Mental Health

Advisory Committees (RMHACs). RMHACs were to be established in each region to

advise the RFIBs, CHCs, and CHSSs on mental health service delivery. In 1995, the

Provincial Mental Health Advisory Council was given $100,000 by the Province and was

granted the authority to dispense $5000 to each of the eighteen regions to start up a

Regional Mental Health Advisory Committee (RMHAC). To date, sixteen out of

eighteen regions have requested and received this grant.

The RMHACs were to demonstrate to members of PMHAC, CAC, and FAC that

they were able to link with the regional mental health authorities and establish regional

development initiatives. If successful, the RMHACs were given an additional $5000

development grant. The RMHACs were also given administrative supports in each

region. Similar to the provincial advisory councils, the RMHACs are also based on the

principle of partnership between consumers and family members, and the formal mental

health service system.

Best Practices Working Committees had been established as well to advise the

Regional Mental Health Advisory Committees on issues pertaining to the implementation

of mental health services in the regions. The Best Practices Committees were comprised

of representatives from the Mental Health Division, as well as consumers and family

members. (For a diagram of the mental health advisory structure, see Figure 4.1 in the

Appendix E.)

In January, 1999, a discussion paper was issued by the Policy Development and

Project Management Branch of the Ministry of Health reviewing the Provincial Mental
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Health Advisory Councils, and proposed recommendations for an alternative mental

health advisory structure. The discussion paper entitled Review of Mental Health

Advisory Councils (1999) was developed in light of the changes in health care service

delivery and governance in B.C. The paper was based on interviews with Provincial

Council members, a survey of mental health advisory structures in other provinces, and a

literature review.

The paper proposed six recommendations in altering the provincial mental health

advisory structure. First, the Branch recommended the Provincial Advisory Councils

should be amalgamated into one provincial advisory council. Second, the purpose of the

newly formed provincial advisory council was to serve as a method of consulting those

with direct experience with mental illness in the planning and evaluation of the mental

health service system. Third, the council was to take on an advisory role primarily, with

the responsibility of advocacy falling to the newly appointed Mental Health Advocate.

The fourth recommendation was that the council be based on the partnership

model and include consumer, family member, and mental health care provider

representatives from different regions in the province. There should be a maximum of

eighteen members on the council. The council should report to the Minister of Health. In

turr¡ the Minister of Health should appoint the council members, including the Chair,

based on nominations from each region. The Council was to meet on a quarterly basis,

and meet with the Minister of Health twice a year.

The last two recommendations addressed the Regional Mental Health Advisory

Committees. The Branch recommended that the Ministry of Health require regional

health authorities to consult with all stakeholder g¡oups, and included a summation of
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their consultation activities as part of the health plan submitted to the Ministry. And

finally, the Ministry of Health should encourage the development of RMHACs, but will

not mandate their existence. Rather, the regions were to develop methods of obtaining

stakeholder input congruent with the region's unique characteristics.

At the time the interviews took place for this Practicum Report, the discussion

paper had just been released. Limited reaction to the Branch's recommendations was

obtained for the purpose of this report. One person interviewed feared that the structure

of the newly formed council would result in a "token" effort to include mental health

consumers. Essentially, there would be an erosion of the partnership model. This same

person stated that it was most important that consumers and family members come

together, as they most often have differing opinions. A united voice on mental health

issues in B.C. was beginning to come to fruition after five years of diligent work to bring

the members of the three Provincial Councils together to work on common issues of

concern. The regionalization of health care services had essentially "derailed" the

provincial mental health advisory councils. The fear was, and there was evidence to

show, that the sense of unity among consumers, family members, and service providers

was lost and could not be regained in a regionalized health care system.

Thus, the establishment of mental health advisory bodies in British Columbia is

extensive, and is based on the principles of the partnership model. The regionalization of

health services in the province had resulted in proposed changes in the mental health

advisory structure and process which may result in reduced opportunities for consumer

and family input, and a "derailment" of the united voice on mental health issues that was

partially achieved prior to regionalization.
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Alberta:

ln 1972, a new Mental Health Act was passed in Alberta, and within this Act was

the mandate for the establishment of a Provincial Mental Health Advisory Council and

Regional MentalHealth Advisory Councils. The Provincial Council provided citizens an

opportunity to have a formal role in mental health planning, and advised the Minister of

Health regarding the concerns of Albertans with respect to mental health. The Regional

Mental Health Councils were to have an active role in coordinating and planning mental

health services within their regions of the province (Alberta Health, l99z).

A new Mental Health Act was proclaimed in 1990 in recognition of the Canadian

Charter of Rights and Freedoms as well as recent changes in mental health service

delivery. Once the new Act was proclaimed, the Provincial Mental Health Advisory

Council and Regional Mental Health Advisory Councils were discontinued. They were

replaced by ministerial order with the Provincial Advisory Committee on Mental Health

Issues (PACMHI). In 1991, Regional Mental Health Planning Committees were

established to coordinate and plan mental health service delivery (Alberta Health, 1992).

When health care in Alberta regionalized in 1995, the Provincial Mental Health

Board (PMIIB), was formed to operate and fund community mental health services. At

the end of 1995, seventeen Regional Mental Health Advisory Committees (RMHACs)

were established to advise the PMHB on regional mental health matters. The RMHACs

were comprised of equal representation from consumers, family members, professionals,

and citizens, for a maximum of sixteen members. The members were appointed by the

PMHB from a pool of volunteers based out of the Community Mental Health Clinics.

The RMHACs reported to the mental health planner in each region.
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In addition to the RMHACs, a Consumer Advisory Council (CAC) was formed in

August, 1995. The CAC was established to provide a consumer perspective on mental

health reform to the Provincial Mental Health Board. The Council is comprised of seven

consumer members, each representing one of the Board's seven planning zones

(Consumer Advisory Council, 1996).

At the time of this study, there were seventeen Regional Mental Health Advisory

Committees and one Consumer Advisory Council. The Regional Mental Health

Advisory Committees were located in larger centres. There were also Community

Advisory Committees that also focused on mental health issues, and they were located in

rural areas. The Community Advisory Committees worked directly with the Community

Mental Health Clinics. The Chairs of the Community Advisory Committees sat on the

Regional Mental Health Advisory Committees in their area. The Chairs of the seventeen

RMHACs formed the Committee of Chairs, along with representation from the PMI{AB

and the Consumer Advisory Council, and they met two or three times a year.

The Regional Health Authorities also had a mental health advisory body referred

to as Mental Health Program Councils. These Councils were comprised of

representatives from the three Provincial mental health programs: forensics; geriatrics;

and, brain injury. In addition, the Chairs from the RMHACs sat on the Mental Health

Program Councils in their respective regions. (For a diagram of the mental health

advisory structure refer to Figure 4.2in the Appendix E.)

In summary, the province of Alberta has had a lengthy history of having

established mental health advisory bodies at the provincial level. On paper, the Alberta

mental health advisory structure seems quite comprehensive, but there seems less
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opportunity for advocacy on behalf of consumers and family members. The

establishment of a separate consumer advisory council may take on this role, but how this

Council coordinates its efforts with the regional committees is unclear.

Ontario:

The Graham Report (1988), written by the Provincial Community Mental Health

Committee, recommended that the Ministry of Health establish a Provincial Advisory

Committee on Mental Health to:

l) review the activities associated with mental health reform;

2) review the annual reports of District Health Councils on the progress made in

implementing community-based mental health services; and

3) report annually to the Minister of Health on progress made in relation to the

implementation of a comprehensive mental health care system.

As a result of this recommendation, the Provincial Advisory Committee on

Mental Health in Ontario (PAC) was established approximately nine years ago. The

Provincial government, then led by the New Democratic Party, wanted advice on mental

health issues in the province and called a meeting of the Committee. Contrary to Robert

Graham's vision, the Provincial Advisory Committee fulfilled the role as an advisor to

the Minister of Health, with limited ability to actively advocate for the needs of mental

health consumers.

The Graham Report (1988) also recommended that District Health Councils

@HCs) develop multi-year plans for the provision of mental health services in each

district. A¡ea Mental Health Advisory Boards comprised of a representative from each

DHC were also to have been established to oversee the mental health plans of the DHCs.
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In 1994, the Provincial government declared the District Health Councils responsible for

leading the implementation planning for reform of the mental health system. The goals

and objectives of the District Health Councils as they pertain to mental health reform are

outlined in the Ministry of Health document Implementation Planning Guidelines for

Mental Health Reform Q991).

Essentially, the District Health Councils were given the responsibility of

developing multi-year district implementation plans based on the needs of mental health

consumers within their districts. The DHCs were also mandated to include participation

of consumers, family members and service providers as partners in the planning and

delivery of mental health services. According to one person interviewed, the DHCs

never had the opportunity to formulate their multi-year plans as proposed in the Graham

Report and other reports. Due to the change in the Provincial government, the Mental

Health Division along with the District Health Councils are currently developing the

plans to implement mental health reform.

As mentioned previously, the Ministry of Health was in the process of

establishing seven regional ofÏices to manage mental health services in the districts.

Th¡ee Coordinators from the Mental Health Planning Group of the Mental Health

Division had been given the responsibility of establishing implementation committees in

each region. These committees were to include consumer input, and provide the Division

with the information necessary to implement mental health reform based on the needs in

each region.

The Provincial Advisory Committee on Mental Health (PAC) was the main

advisor to the Ministry of Health on mental health issues. Psychiatric hospitals also had
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advisory committees, but they tended not to provide advice regarding the community as a

whole. (For a diagram of the mental health advisory structure, refer to Figure 4.4inthe

Appendix E.)

Thus, Ontario's mental health advisory structure has been less than consistent

over the last decade, due largely to changing Provincial government leaders. The District

Health Councils have largely been responsible for representing regional concerns, but

how the DHCs coordinate their efforts with the Provincial Advisory Council on Mental

Health is unclear. The Mental Health Division, with the Provincial government's

direction, is attempting to coordinate regional input into the implementation of mental

health services in each region.

New Brunswick:

During the time of the Mental Health Commission (1990-1996), the seven

Regional Boards managed mental health service delivery in the regions, and a

Professional Advisory Committee was formed to advise the Commission on its

operations. Once the Commission was amalgamated with the Ministry of Health and

Community Services, a ministerial advisory committee was formed and replaced the

Commission's board structure. Thirteen Community Advisory Committees have been

established in place of the Regional Boards, but they operate in an advisory capacity

only. The Mental Health Division took over the responsibility of managing mental health

services throughout the province.

The Ministerial Advisory Committee on Mental Health Services, also referred to

as the Provincial Advisory Committee, was formed for the purpose of advising the

Minister of Health and the Mental Health Division on issues relating to mental health

160



services. The responsibilities of the Provincial Advisory Committee include assessing

the needs of mental health consumers, analyzing trends that will impact future service

needs, improving availability and accessibility of services, and submitting an annual

report to the Minister of Health.

According to the Committee's Terms of Reference (see Appendix A), the

members of the Committee are appointed and are comprised of representatives from all

seven health regions, seven nominees from mental health interest groups, one member

from the Association of Special Care Homes of New Brunswick and the Nursing Home

Association, and one member from nominees submitted by Professional Associations.

The Committee is to meet at least four times a year, and at the request of the Minister.

In summary, New Brunswick's mental health advisory structure has undergone

changes when the Mental Health Commission was absorbed by the Ministry of Health

and Community Services. The Regional Boards went from managing mental health

services to being converted to Community Advisory Committees with advisory roles

only. New Brunswick continues to emphasize consumer and family involvement in

mental health planning, but the Community Advisory Committees are obviously in a state

of transition and attempting to adapt to a less significant role. (For a diagram of the

mental health advisory structure, refer to Figure 4 5 in Appendix E.)

Inter-Provincial Comnarison :

There are some similarities in the historical background of the mental health

advisory bodies in each of the four provinces. Mental health advisory bodies have been

established in each of the provinces in the last decade The exception is Alberta, which
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first established a Provincial Advisory Committee and Regional Advisory Committees in

response to the revised Mental Health Ãct of 1972.

British Columbia seems to have established the most comprehensive mental

health advisory system. Its emphasis on the partnership model is reflected in the

numerous oppornrnities for consumers and family members to participate in mental

health planning. The establishment of separate Provincial councils for consumers and

family members appears to have allowed for the opportunity to advise the Provincial

government, as well as advocate for their respective interests. Alberta appears to have a

comprehensive mental health advisory system as well, but the emphasis seems to be on

an advisory role primarily.

Regionalization of health services has clearly had an impact on the mental health

advisory structure and process in each of the four provinces. The exception is Ontario,

which has not regionalized its health services. But, there is some indication that

increased consumer and family member input is being sought by Ontario's Provincial

government, and is reflected in the decentralization of its Mental Health Division. All

four provinces seem to be making attempts to capture the voices of consumers and family

members in each of the regions. There is some indication, though, that each province is

experiencing some difficulty in acquiring regional input. This is evident in British

Columbia with its attempt to formalize the process of Regional Mental Health Advisory

Committees, and in Alberta with the establishment of the Consumer Advisory Council,

separate from the Regional Mental Health Advisory Committees.

In British Columbia, it is evident that regionalization of health services has

negatively impacted the mental health advisory system in that province. In a discussion
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paper submitted by the Provincial government in 1999, the Province recommends that the

number of Provincial advisory councils be reduced in number, and that the Regional

Mental Health Advisory Committees not be mandated. It was also recommended that the

new Provincial council take on an advisory role only, with the Mental Health Advocate

taking on the responsibility of advocacy. Coincidentally, this is occurring at a time when

there was clearly a partnership developing among consumers, family members and

decision-makers among the Provincial Councils. This begs the question as to whether or

not consumers and family members will have opportunity to participate in mental health

planning to the same extent that it did in the former mental health advisory system.

It is evident in the description of the mental health advisory systems in the four

provinces that there are opportunities for consumers and family members to participate in

mental health planning. The question remains, though, how effective are these systems in

incorporating consumer and family input from the different regions in the decisions made

regarding mental health services. The answer to this question will become more apparent

when the structure and processes of these various mental health advisory bodies are

described in greater detail in the following sections of this chapter.

5.2 Structure

British Columbia:

A. Provincial Mental Health Advisorv Council

The Provincial Mental Health Advisory Council (PMHAC) had forty members.

The membership included five consumers, four family members, and representatives

from a variety of mental health organizations, professional organizations, businesses, and

various Provincial Ministries. Most members were from the Lower Mainland area, and
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received an honorarium for their participation. The Chair of the Council has remained

the same since its inception. The Ministry of Health appoints all members, including the

Chair. The Council reported directly to the Ministry of Health.

The role of the Chair was to coordinate and lead discussions of the Council. The

Chair was also a member of the Executive Committee of the Council. The Council used

its Terms of Reference, and goals and objectives, as guidelines for their activities. (See

Appendix A) The Terms of Reference essentially reflected the consumer-centred,

collaborative approach to advising the Ministry on mental health matters.

The Council was mandated by the Ministry of Health to provide advice on

improving the mental health service delivery system. The Council was not inco¡porated,

nor did it have charity status. According to the information received, the Council had an

annual budget of $184,220 (Policy Development and Project Management, 1999). One

person stated the Council has over $200,000 in surplus funds.

B. Provincial Mental Health Consumer Advisorv Council

The Provincial Mental Health Consumer Advisory Council (CAC) was comprised

of twenty-two consumer members, one from each of the eighteen regions, and four from

service provider groups. Some members were elected, while others were appointed to the

Council. The Chair lead the Council's discussions, and spoke on the Council's behalf to

other groups. The Chair was elected as Chair of the Council by the membership. The

Council's Terms of Reference (see Appendix A) reflected the Council's vision of

consumer involvement and partnership with other stakeholder groups. The CAC was

mandated by the Mental Health Division, and, prior to regionalization, reported to the

Director of the Division. The CAC was not incorporated, nor did it have charity status.
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According to the discussion paper entitled Review of Mental Health Advisory Councils

(1999) developed by the Policy Development and Project Management Branch, the CAC

had an annual budget of approximately $79,000.

C. Provincial Mental Health Familv Advisorv Council

The Provincial Mental Health Family Advisory Council (FAC) had twenty two

family members, including sixteen representatives from different regions, frve

representatives from mental health service agencies, and one ex ofücio member

@rovincial Mental Health Family Advisory Council, 1998a). The members of the FAC

were elected by the regions. The exception was the Chair who was appointed to the

Council. The Chair's responsibilities included establishing the agenda for each meeting

and facilitating meetings. The Chair also represented the FAC on the Provincial Mental

Health Advisory Council.

Similar to the CAC, the FAC was originally mandated by the Ministry of Health,

Mental Health Services Division, and reported to the Director of the Division. As the

Division was no longer responsible for direct service delivery, the FAC was unsure as to

whom it reports. The Terms of Reference for the FAC (see Appendix A) reflected the

FAC's purpose of providing advice and leadership regarding the needs of families of

people with mental illness. The FAC was not incorporated, nor did it have charity status.

The FAC did have an annual budget, but there were conflicting responses as to the

amount of the funds received by the FAC. According to the discussion paper Review of

Mental Health Advisory Councils (1999), the FAC had a budget of $61,000. According

to the FAC Annual Report (1998b),the budget amount was $30,000.
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D. Resional Mental Health Advisorv Committees

Regional Mental Health Advisory Committees (RMHACs) began to form in the

various regions of B.C in 1995 with assistance of start-up grants distributed by the

Provincial Mental Health Advisory Council. The guidelines and Terms of Reference (see

Appendix A) for the RMFIACs were approved and issued by the Ministry in March,

1995. In response to this direction, RMHACs were developed in some regions, while not

in others. The structure and processes of these Committees tended to vary from region to

region. Some regions had separate committees for consumers and family members, while

others had joint committees. The RMHACs were to report to the Mental Health Manager

in the region regarding regional mental health service issues.

Thus, British Columbia's mental health advisory councils/committees vary in

their structure. The Provincial Consumer Advisory Council and the Provincial Family

Advisory Council were most similar in their structure, but with regionalization, they did

not report to any one organization. The Provincial Mental Health Advisory Council was

dominated by professionals, with less than one quarter of the members being consumers

and family members. The Regional Mental Health Advisory Committees were not

consistently implemented across the province, with little known connection to the

Provincial Advisory Councils. The Provincial government had provided financial

support for all advisory committees and councils in existence, which may have been a

contributing factor to their legitimacy and effectiveness.
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Alberta:

A. Reeional Mental Health Advisorv Committee. Capitol Reeion

The Capitol Region Mental Health Advisory Committee (CRMHAC) was one of

seventeen Regional Mental Health Advisory Committees in Alberta. Its membership

consisted of four consumers, four family members, four professionals, and four citizens,

for a maximum of sixteen members. The members were selected by the CRMHAC, and

were recommended for appointment by the PMHAB. The members sat on the CRMHAC

as individuals, and not as members of organizations.

The Committee elected the Chair of the CRMHAC. The Chair was responsible

for leading the discussion at meetings, as well as representing the CRMHAC on the

Committee of Chairs and the Mental Health Program Council. The Chair would often be

the person to compose letters and other documentation on behalf of the Committee.

The CRMHAC acted as an advisor on mental health issues in the Capitol region

to the PMHAB, and the RHA through representation on the Mental Health Program

Council. The Committee's activities were based on its vision "to influence the ongoing

development of a consumer-focused mental health system that focuses on the needs of

individuals, families, and communities" (CRMHAC, 1997). The Committee's most

recent draft of its Terms ofReference (see Appendix A) reflected the Committee's desire

to act as a liaison between the RHA and the PMHAB in order to develop a consumer-

focused, coordinated mental health care system.

The source of the CRMHAC's mandate was the PMHAB. The CRMHAC was

not incorporated, nor did it have charity status. The CRMHAC was allowed to incur
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minor expenses. Expense reports were sent to the PMHAB for approval, and were

covered by the PMHAB.

B. Consumer Advisorv Council

The Consumer Advisory Council (CAC) consisted of an eight person board that

advised the PMHAB directly regarding matters relevant to mental health consumers in

Alberta. The membership of the Council was drawn from regions across the province.

Six of the members were "selÊdeclared" consumers of mental health services, and two

members were professionals in the mental health field. The members were appointed to

the Council by the PMHAB. The members elected the Chair of the Council' The

Council reported directly to the Chief Executive Officer of the PMHAB (Consumer

Advisory Council, 1996).

The Consumer Advisory Council's Terms of Reference (see Appendix A) briefly

outlined the Council's purpose and activities. Essentially, the Council acted as an advisor

to the PMHAB on mental health reform, and served to enhance the participation of

mental health consumers in mental health planning. The CAC's vision was to assist

mental health consumers in "living - not just surviving", and to work in partnership with

all stakeholder groups to enhance consumer involvement in consumer-managed

initiatives (Consumer Advisory Council, 1996)'

The Consumer Advisory Council was not incorporated, nor did it have charity

status. The Council did have an annual budget and the amount was determined by the

PMHAB.

Essentially, both the Regional Mental Health Advisory Committees and the

Consumer Advisory Council took deliberate steps to ensure input from mental health
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consumers. Both the Committees and the Council consisted of appointed members, and

elected Chairs. Both directly advised the Provincial Mental Health Advisory Board, but

the Regional Mental Health Advisory Committees had taken the additional role of acting

as liaison befween the PMHAB and the Regional Health Authorities. Another important

difference between the two is that the Consumer Advisory Council had an annual budget,

while the RMHACs did not. This may have impacted on the freedom of the RMHACs to

implement certain obj ectives.

Ontario:

A. Provincial Advisorv Committee on Mental Health

The Provincial Advisory Committee on Mental Health in Ontario (PAC) was

comprised of forty-two members. Fourteen of the members were consumers and family

members. The Minister of Health appointed the members of the Committee.

The Committee had two Co-Chairs, namely the Executive Director of CMHA'

Ontario Division, and a consumer of mental health services. The members of the

Committee elected the Co-Chairs. Each Chair was responsible for leading the discussion

at the meeting of the Committee. The Co-Chairs had little administrative responsibility

as the Ministry of Health provided secretarial support, meeting facilities, and covered the

cost of travel and accommodation for the members.

According to the Committee's Terms of Reference (see Appendix A), the purpose

of the Committee was to provide expert advice to the Ministry regarding the development

and continuous evaluation of a reformed mental health system in Ontario. The Ministry

of Health mandated the Committee. The Minister of Health called meetings of the

Committee when the Minister required advice on specific issues. The Provincial
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government recently re-affirmed the Committee's role as an advisor to the government on

mental health reform in Ontario. Prior to this announcement, the Conservative Provincial

government had not acknowledged the value of the Committee to mental health reform.

The Committee was not incorporated, nor did it have charity status. The Ministry

of Health covered the expenses incurred by the Committee members to attend the PAC

meetings. As members of the Committee resided across the province, the travel and

accommodation expenses for one meeting were substantial. Some members of the

Committee were financially compensated for attending meetings in instances when they

would miss time from their full+ime employment.

Thus, the Provincial Advisory Committee on Mental Health in Ontario was a

large committee, whose membership was dominated by professional representatives. The

Committee was unique in that it was co-chaired, with one Chair a professional and the

other a consumer. The Committee had a direct reporting responsibility to the Provincial

government, and did not have its own budget. Meetings of the Committee were at the

request of the Minister of Health, thus the issues on which it provided advice were

somewhat limited. Also, its ability to strongly advocate on behalf of consumers and

family members may have also been somewhat hampered.

New Brunswick:

A. Fredericton Communitv Advisorv Committee

The Community Advisory Committees were fairly nevv entities in New

Brunswick Many of the members were former members of the Regional Boards. The

person interviewed stated that it had been a diffrcult transition as the members had gone

from managing mental health services under the Commission, to an advisory role only.
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Many people were concerned when the Commission was dissolved as they feared mental

health would not be seen as a priority within the Ministry of Health and Community

Services.

The person interviewed stated that mental health had been maintained as a priority

within the Ministry, largely due to the efforts of the Assistant Deputy Minister for mental

health. Despite the amalgamation of the Commission, strong mental health reform

activities continued with the Division continuing to lobby for change The ten year plan

for mental health reform had come to an end. The Division hosted a visioning exercise in

November, 1998. The Chairs of the Community Advisory Committees along with

representatives from CMHA and the Schizophrenia Society were present during this

exercise. The Fredericton CAC was in the process of establishing its vision, and it will

be largely dependent on the results of the provincial visioning exercise.

The responsibilities of the Community Advisory Committee, as outlined in the

Terms of Reference (see Appendix A), included ensuring communication among all

mental health stakeholder groups, advocating for community concerns regarding

accessibility and availability of services, and making recommendations to the

Community Mental Health Director regarding formal and informal mental health

services.

The Fredericton CAC had eleven members, th¡ee more than the maximum stated

in the Terms of Reference. The explanation given regarding the increased numbers is

that it was more important to have representation from the primary sectors of mental

health as opposed to focusing on the number of members. Members of the Committee

were appointed by the Community Mental Health Centre Director. The CAC approached

171



agencies such as CMHA and asked that they appoint a member to the Committee. The

suggested appointments were then brought forward to the Committee's nominating

committee.

The current members of the Fredericton CAC included: the Director of the

CMHC; two consumers, one from the local area and one from the New Brunswick

Consumer Network; a Director from one of the residences; the Coordinator from the

Friends and Fellowship group; the Chair, who is a family member, two people from the

community, a lawyer who is also the Chair of the Provincial Advisory Committee and a

teacher with the Nursing Faculty with an interest in research; an Administrator from the

hospital, a nurse from the Community Day Therapy Unit; and, a representative from the

CMHA. The Committee was seeking a representative from the area of seniors housing.

The Chair of the Committee was appointed to her position as she was the only

person to have put their name forward for consideration. Normally, if more than one

person submits their name, the Committee elected the person as Chair. The duties of the

Chair included setting the agenda for Committee meetings, and leading the discussions.

The Chair consulted the Community Mental Health Centre Director regarding the agenda

items. In the case of the Fredericton CAC, the CMHC Director took on the secretarial

role for the Committee, and approved any expenditures for the CAC.

The CAC was mandated by the Mental Health Divisio4 and reported to the

Director of the local CMHC. The CAC was not incorporated, nor did it have charity

status. The CAC did not have a budget. Rather, any expenses incurred were forwarded

to the Director of the local Community Mental Health Centre. The person interviewed
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stated that the CAC could probably apply for funds, as it was part of the mandate to

educate the public on mental health issues.

Thus, it seemed as though the role of the Community Advisory Committees was

in a state of adjustment and transition. The Committees appeared to be dominated by

professional representatives. The direct link to the local Community Mental Health

Centre was seen as a positive feature, but the lack of access to resources in the form of a

budget may have restricted the activities of the Community Advisory Committees.

Inter-Provincial Comparison :

Each of the four provinces have made attempts to include consumers and family

members in the composition of their mental health advisory councils/committees. British

Columbia and Alberta have had the greatest success in creating balanced representation

within their mental health advisory bodies, while Ontario and New Brunswick appeared

to have had less success in doing so.

Members of the respective mental health advisory bodies appeared to be mostly

appointed, although Chairs of these councils/committees were most often elected. The

issue of appointment versus election had an impact on the composition of the Council. If

for example, the members of the Council were appointed, the appointments may have

been based on some pre-conceived notion of the Council's role. Election of the

members, on the other hand, allowed for a greater chance that members would reflect a

broader range of opinions on mental health issues.

The mental health advisory councils/committees of Alberta, Ontario, and New

Brunswick were mandated and appeared to have direct reporting relationships with
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decision-makers, while British Columbia's mental health advisory bodies were in a state

of transition. The lack of opportunity to report to a central source in B.C. may have

indicated a lack of influence these mental health advisory bodies had on the decisions

made regarding mental health services in the province.

In terms of financial support for the mental health advisory bodies in the four

provinces, only British Columbia's mental health advisory bodies each had their own

budget. The possession of their own resources may have indicated a certain freedom to

establish and implement their own objectives. The mental health advisory bodies of

Alberta, Ontario, and New Brunswick had some fînancial support in order to compensate

for such costs as travel expenses, but clearly this imposed a restriction on the activities of

the council/committee beyond attendance at meetings.

Alberta's Regional Mental Health Advisory Committees were the only mental

health advisory bodies out of the four provinces to have the unique role of acting as

liaison between the Provincial Mental Health Advisory Board and the Regional Health

Authorities. This is a role that the Winnipeg Regional Mental Health Council is currently

attempting to implement. Thus, the WRMHC may want to pay particular attention to the

activities of the Capitol Region Regional Mental Health Advisory Committee in Alberta

as it most closely reflects the objectives of the WRMHC.

5.3 Process

British Columbia:

A. Provincial Mental Health Advisorv Council

The Provincial Mental Health Advisory Council met four to five times per year.

The Executive Committee of the Council met on a monthly basis. The Council had not
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held a meeting over the past year due to changes in the Ministry of Healtt¡ the

implementation of the new Mental Health Plan, and changes in the Council's

membership.

The determination as to which issues the Council would focus its attention was

decided by the Ministry of Health or the membership. At times, steering committees

were formed to respond to certain matters, such as resuming the downsizing of the

Riverview Hospital. Steering committees were usually comprised of Council members

and stakeholders outside of the Council.

According to PMHAC's 1995-1997 Attnual Report, the key content areas of

Council discussions included mental health services accreditation; culturally sensitive

mental health care; aboriginal mental health; mental health reform; pharmacare; erosion

of mental health funding; and, Regional Mental Health Advisory Committees. The

Council provided written reports of recommendations on the above, and other issues, to

the Ministry of Health. The Council did not conduct independent research.

Representatives from the Provincial Consumer and Family Advisory Councils sat

of PMHAC, and were to communicate PMHAC'S recommendations to their respective

Councils. Some of those interviewed stated that this did not always occur. The

Provincial Mental Health Advisory Council had been given the responsibility of

overseeing the development of Regional Mental Health Advisory Committees, but some

of those interviewed stated the regions were reluctant to collaborate with PMHAC as it

was based on a paternalistic approach.
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B. Provincial Mental Health Consumer Advisorv Council

Issues regarding mental health service delivery in the province were brought to

the attention of the CAC through its membership. The Council priorized the issues by

taking a vote of the members. The CAC was focusing its attention on the new Mental

Health Act and on the Review of Mental Health Advisory Councils (1999) discussion

paper.

Any recommendations made by the CAC were outlined in the form of a letter and

sent to the Director of the Mental Health Services Division. The CAC also

communicated formally and informally with the regional health authorities. The CAC

had representation on the Provincial Mental Health Advisory Council. According to

those interviewed, the CAC had not formally met in the past several months due mainly

to the changes resulting from the regionalization of health care. The CAC did not

conduct independent research.

C. Provincial Mental Health Familv Advisorv Council

The FAC met on a quarterly basis, while the Executive Committee met more

often depending on the issues at hand. The FAC also met jointly with the CAC and the

PMHAC on common issues of concern. For example, in 1998 a joint meeting of all three

Provincial Councils was held concerning discharge planning, disability benefits, and the

implementation of the 1998 Mental Health Plan (Provincial Mental Health Family

Advisory Council, 1998b).

Issues regarding the mental health service system were brought to the attention of

the FAC by the Mental Health Division or by the members. The issues were priorized by

the Executive Committee of the Council, or by group consensus. The FAC's focus was
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to develop a method whereby it could evaluate its effectiveness. The FAC was in the

midst of reorganizing with the goal of developing a regional reporting system so that data

could be collected and used to track issues from across the province. The FAC continued

to promote the notion of family involvement in system delivery, planning, and

evaluation. Due to changes in the governance of mental health services, the FAC's

primary focus was its survival in a regionalized health care system.

In the past, the FAC had focused on issues such as: family support; counselling

services; respite services; promoting family task force reports; Riverview Hospital

placements; and, pharmacare. In order to respond to these issues, the FAC at times

formed sub-committees. Reports were developed and sent to the Director of the Mental

Health Services Division. The FAC had conducted independent research. Its projects

have included conducting surveys to learn of family support issues in the regions;

available counselling services in the regions, and, available respite services.

D. Reeional Mental Health Advisorv Committees

The diversity in the functioning of the mental health advisory bodies in the

regions was apparent when comparing the Capitol and Northwest regions of the province.

The Northwest region had regional consumer and family advisory committees, a mental

health program development committee, and a Regional Mental Health Advisory

Committee, all of whom advised and reported to different groups and agencies. The

regional consumer and family advisory committees provided feedback on the mental

health service system, and they reported to the Ministry Team Leader for the region. The

Program Development Committee was led by the Team Leader of the CMHCs and

included different stakeholders advising on particular mental health service issues. The
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RMHAC provided feedback on regional issues such as tertiary care. Members were

primarily professionals from different regional bodies. The RMHAC was accountable to

the Mental Health Manager in the region, the cEo and the CHSS.

In contrast, the Capitol region did not have an RMHAC. Instead, there was a

professionally-driven mental health advisory committee that reported to the Regional

Health Board. Consumer and family member perspectives on mental health service

planning were obtained through the Manager of Consumer and Family Support and

Psychosocial Rehabilitation for the Capitol Region. Consumer and family member

opinions were gathered prior to the implementation of a mental health service plan. The

methods to obtain consumer and family input included forums, suryeys, conferences, and

focus groups.

In summary, the Provincial Advisory Councils in British Columbia had, in the

past, met on a regular basis and the focus of discussions were determined by the members

or the Mental Health Division. The Provincial Mental Health Advisory Council and the

Consumer Advisory Council had not met recently, and the Family Advisory Council was

in the process of reorganization due primarily to the changes in the governance of health

care in the province. The establishment of Regional Mental Health Advisory

committees, as mentioned previously, was inconsistent across the province.

All th¡ee Provincial Advisory Councils had established separate committees in

response to certain issues, and had provided written responses to the Mental Health

Division for consideration. As these Councils were no longer mandated by the Division,

no reports were currently submitted. There was limited communication between the
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mental health advisory bodies. Only the Family Advisory Council had undertaken

independent research in order to facilitate a better understanding of mental health issues.

Alberta:

A. Reeional Mental Health Advisorv committee. capitor Reeion

The Capitol Region MentalHealth Advisory Committee met once a month, with a

maximum of nine meetings per year. The focus of discussions was based on issues raised

by members, or issues brought to the attention of the Committee by the PMHAB. The

issues were priorized depending on the opinions of the members, and the PMHAB. The

CRMHAC formed recommendations on particular issues based on a consensus of the

group's members. Documentation of the recommendations was done on an issue by issue

basis, and was reflected in the meetings' minutes. In certain instances, the CRMHAC

would organize groups of one to two members to provide a written response on a

particular issue. The CRMHAC provided written responses to the PMHAB. The

PMHAB was to present these recommendations to the Minister of Health. The RMHACs

were often unaware if their recommendations were reported to the Minister of Health. As

well, the RMHACs were not required to produce Annual Reports to the PMHAB.

In the first year of operation, the CRMHAC focused on educating its members on

current mental health issues in the province, collecting information of the most urgent

needs of consumers, and establishing linkages with the RHA and the pMHAB

(CRMHAC, 1996). In the second year, the CRMHAC actively participated in several

sub-committees of the RFIA regarding a number of mental health issues. The issues

included: child and adolescent services; crisis services; senior's seryices; and, adult

mental health services (CRMHAC, 1997). The CRMHAC was focusing its attention on
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the closure of hospital beds, the lack of funds for community programs, and child and
adolescent services (CRMHAC, 1998b). The RMHACs had been asked to offer their
recommendations regarding child and adolescent mental health services as part of the
recently established Regional children's Authorities.

The Regionar Mentar Hearth commitrees, incruding the capitor Region
committee, communicated directly with the pMHAB through the committee of chairs.
communication between the RMHACs and the RHAs occurred through the Mental
Health Program council' As well, the chairs of the RMHACs consulted one another on
an informal basis.

The Capitol Region Menral

independent research, but had in the

consultants.

Health Advisory Committee did not conduct

past contracted out this responsibility to private

B. Consumer Advisorv Council

Issues that are to be dealt with by the Council were brought to the Council,s
attention by the PMHAB' Past issues requiring a response from the council included the
future role of community Mental Health clinics; barriers to consumer participation in
system reform; supports for consumers; and, crisis services in the community. More
recently' the consumer Advisory council was involved in preparing a booklet addressing

consumer participation and recruitment issues. The booklet entitled consamer
Participation orienration and Recruitment Manual (Iggg),was developed to assist the
Regional Mental Health Advisory committees and consumer Advisory committees in
enhancing meaningful consumer involvement in mental health planning. The cAC had
also held a provincial conference for mentar hearth consumers in Arberta.
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The recommendations developed by the Council were documented in the minutes

of each Council meeting, and were often consolidated in reports written by Council

members. The reports were submitted to the PMHAB, and were at times shared with the

Regional Mental Health Advisory Committees and the Community Advisory

Committees. The Council maintained communication with the RMHACs through its

membership on the Committee of Chairs. The Consumer Advisory Council did not

conduct independent research.

Thus, both the RMHACs and the Consumer Advisory Council met regularly, but

the focus of discussions was determined by the members and/or the pMHAB for the

RMHACs, and determined by the PMHAB only for the Consumer Advisory Council.

This implied that the RMHACs had more freedom to determine which issues they

focused their attention. Both groups submitted reports to the PMFIAB, but the RMHACs

were unsure if their recommendations were carried forward to the Minister of Health.

There was an attempt between the two groups to communicate with one another through

the Committee of Chairs. Neither group conducted independent research, but the Capitol

Region RMHAC had contracted out this responsibility in the past.

Ontario:

A. Provincial Advisorv Committee on Mental Health

The Minster of Health determined how often the Committee met, and what issues

it focused its attention. There had been instances, thougtr, that the Committee had

pointed out to the Minister issues which may be of greater priority. The provincial

Advisory committee on Mental Health had not met for quite some time.

181



The process of each meeting usually included a briefing period when the entire

group was informed of the background of a particular issue. A discussion amongst the

members then took place. A summary of the discussion was captured in the minutes of

the meeting. There had been instances when sub-committees had been formed in order to

prepare specifrc reports/letters, or to seek out specific information. AII written material

produced by the Committee was submitted to the Director of the Mental Health Division,

and he passed the information on to the Minister of Health. The Committee did not

conduct independent research, but rather drew from existing research to strengthen their

position on a particular issue.

The Chair of the Committee stated that communication between the Committee

and the Mental Health Division also occurred through staff from the Ministry of Health

who sat on the Committee. The Committee did not report to groups outside of the

Ministry of Health.

Thus, at the time this information was collected, the Provincial Advisory

Committee on Mental Health in Ontario had not met for some time due to the reluctance

on behalf of the Minister of Health to support the Committee. The Committee, in the

past, had submitted reports to the Mental Health Division on particular issues of concern,

and had identifîed additional issues to the Minister. It was hoped by the recent

recognition granted to the Committee by the Minister of Healt[ that the Committee

would continue to be able to advise on mental health issues in the province. Due to the

reason that the Committee acted in an advisory capacity to the Minister of Health, the

issues addressed by the Committee were somewhat limited, and the Committee was

cautious as to how it responded to particular issues of concern.
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New Brunswick:

A. Fredericton Communitv Advisorv Committee

The Fredericton Community Advisory Committee met five times per year.

Additional meetings were called at the request of the Community Mental Health Centre

Director, or in instances requiring special consideration. The Fredericton CAC held two

special meetings over the past year. One meeting was held in order to prepare a

presentation to the Health Services Review Committee. The Health Services Review

Committee was formed by the new Premier to look at all health services in the province.

Issues were brought to the attention of the CAC by members of the committee, or

by the Director of the CMHC. The CAC was open to hearing concerns from groups not

represented on the Committee, but it did not actively pursue input from outside groups.

Members of the Committee were encouraged to examine issues from a broad perspective,

and not just from the perspective of the agency in which they work. It was important that

members have knowledge of the mental health system beyond their own agency.

The Fredericton CAC priorized issues of concern through discussion and

consensus. The CAC was in the process of developing its own vision that, in turn, would

assist the Committee in establishing its priorities. According to the person interviewed,

the CACs lacked direction after the Commission was dissolved. It had taken the CACs a

year to become operational. The goal of the CACs was to become proactive instead of

reactive. In order to do so, the Provincial Advisory Committee needed to communicate

their priorities to the Directors of the CMHCs. The Fredericton CAC was planning its

own visioning exercise in order to determine its next steps.

183



The Fredericton CAC was focusing its attention on the following issues: l)

inadequate residential housing, i.e. number and range of type; 2) inadequate vocational

training; 3) lack of services in the rural areas; and, 4) coordinated planning and policy

development among the departments within Health and Community Services, i.e. income

assistance, housing and disability. Issues one through three were mainly budgetary

issues. Intersectoral planning and policy development had been largely done on a

piecemeal basis. The Fredericton CAC was calling for a more formal process whereby

there was a regularly scheduled forum of the Assistant Deputy Ministers from each of the

Provincial departments.

Additional issues addressed by the Fredericton CAC included medication costs

not covered under the Provincial health card. Income assistance had begun to cover these

costs with a doctor's approval. The Long Term Care strategy was another contentious

issue. It was initially designed as a single entry point for persons requiring long term

housing placements. It was a system designed for seniors, and not for those with mental

health problems. It was a professionally driven system with no input from consumers.

Its rigidity resembled that of an American system of managed care. The Fredericton

CAC lobbied extensively for flexibility in the system. The CAC provided education to

the CMHCs and the central ofüce of Health and Community Services.

Recommendations made by the CAC regarding certain issues were usually done

by consensus of group members. Sub-committees were also formed for the purpose of

developing recommendations. The Chair of the CAC had also prepared written responses

on particular issues. The recommendations were communicated to the Director of the

CMHC or directly to the ADM for Mental Health.
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Some of the seven health regions had more than one CMHC, and more than one

CAC. In the case of Fredericton, there was one CMHC, and two CACs. The second

CAC was located in the Woodstock area. The two CACs were required to meet once a

year, but this has not yet occurred. Representatives of each of the thirteen CACs were

not required to meet, but they were jointly involved in provincial mental health issues, i.e.

developing policy regarding Community Treatment Orders. One member of the

Fredericton CAC was also the Chair of the Provincial Advisory Committee. To the

disappointment of the CACs, it was not mandated that a member of each CAC was also a

member of the Provincial Committee. The CACs were required to report annually to the

Provincial Advisory Committee.

The Fredericton CAC did conduct independent research, and was currently doing

a survey of the general practitioner physicians in the area. The purpose of the survey was

to inform the CAC of the extent of the doctors' knowledge and experience regarding

mental health issues. The survey was funded by the local CMHC. The CAC would like

to conduct such surveys on a regular basis, as they want to know the perceptions of

various stakeholders.

Thus, the Fredericton Community Advisory Committee met regularly, and

provided written recommendations on issues identifîed by the members or the Director of

the local CMHC. The communication between different Community Advisory

Committees seemed to be inconsistent, and as well, a lack of representation on the

Provincial Advisory Council also posed a problem. The lack of communication between

the various advisory groups could potentially result in a lack of consistency in responses

to different issues of concern.

185



Inter-Provincial Comparison :

The process followed by each of the mental health advisory bodies within the four

provinces appeared to be similar. Each met regularly, and the focus of discussion was

based on issues raised by the members or the group to which they reported their

recommendations. The exception is the Provincial Advisory Councils in B.C. and

Ontario which had not met regularly in the recent past. A majority of the mental health

advisory councils created sub-committees to respond to certain issues, and submitted

written reports outlining their recommendations. Most did not conduct independent

research, with the exception of the Family Advisory Council in B.C. and the Fredericton

Community Advisory Committee in New Brunswick.

Communication between the mental health advisory councils/committees within

each province appeared to be largely inconsistent. Also, there was a common concern as

to whether or not the recommendations of the council/committees reached the decision-

makers, particularly in Alberta and New Brunswick. The former could result in a lack of

unity among all stakeholder groups regarding common issues of concern The latter

could potentially result in the recommendations of the various mental health advisory

councils/committees not being incorporated in the decisions made regarding mental

health service planning. In order for decision-makers to incorporate consumer and family

input into mental health planning, there needed to be a formalized mechanism in which

various councils/committees could communicate with one another so that there was some

semblance of unity. There also needed to be a formal mechanism by which the decision-

makers reported back to the councils/committees to reassure members that they are heard

and action is taken.
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5.4 Effectiveness

British Columbia:

A. Provincial Mental Health Advisorv Council

Opinions regarding the effectiveness of PMHAC in its role as advisor to the

Ministry of Health could not be obtained from PMHAC members. Other sources stated

that PMHAC was dominated by professionals from the Lower Mainland. The decisions

made by the Council did not reflect the opinions of consumers and family members from

other regions. The Council was seen as having had more influence in the past regarding

mental health issues than it did in the present.

Some of those interviewed suggested that PMHAC be dismantled from its current

form, and representatives from different regions be elected rather than appointed to the

Council. It was also suggested that the information gathered by PMHAC be disseminated

automatically to the other regions in the province. One person stated that PMHAC

should primarily fulfìll an advisory role, and the responsibility of advocacy should be

delegated to the newly appointed Mental Health Advocate. This person also stated that

consensus could be achieved in a newly formed, representative Provincial Mental Health

Advisory Council, even though full endorsement of certain ideas may not be feasible.

B. Provincial Mental Health Consumer Advisorv Council

According to those interviewed, the Provincial Consumer Advisory Council was

not considered to be representative of consumer needs throughout the province. The

Ministry of Health had been receptive to the input provide.d by the CAC, but there was

internal conflict within the CAC based on individual needs. The result was a weakened

voice for mental health consumers. The CAC had invited consumer input from outside
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the Council, but the content of the presentation was often "inappropriate". These factors,

combined with the changes brought on by regionalization, had severely hampered the

Council' s effectiveness.

Those interviewed stated that the CAC in its present form was not the most

effective means to influence the decision-makers in matters pertaining to mental health

consumers. Rather, it was suggested that there needed to be a Council at the provincial

level that took into account ænsumer needs. Since the regionalization of health care, the

Mental Health Division was no longer responsible for mental health service delivery. As

a result, the CAC no longer reported to the Division, and no longer had a mandate. One

person commented that the regions saw the Provincial Councils as "watchdogs", and that

the membership of the CAC in particular was not in favor of this role.

C. Provincial Mental Health Familv Advisorv Council

According to the person interviewed, the FAC was characterized as a group of

highly functioning people that were employed and highly educated. Similar to the CAC,

the FAC was dominated by a particular interest group. The FAC was said to consist of

"professional advocates". Thus, the group was not considered to be representative of

family members from across the province.

Past recommendations made by the FAC often went as far as the Director of the

Mental Health Services Division, but not beyond. lmplementation of the

recommendations would usually occur only if Division staff with a particular interest in

consumer and family involvement advocated on the FAC's behalf Connection with

family members outside of the FAC occurred through the members, but family members

who were not members of the Council were not invited to participate at the FAC
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meetings. The members of the FAC were most often united in their response to decision-

makers.

In light of regionalizafion, it was stated by those interviewed that in order forthe

FAC to be effective, it must be changed from its current form. It was proposed that there

be an opportunity for regional representatives including consumer and family members,

to meet at a conference twice a year. The first day of the conference would involve

identiffing common issues of concern, and the second day would consist of a

presentation to the Ministry regarding joint concerns. The emphasis of these conferences

would be a strong, united provincial voice regarding mental health concerns from across

the province. The expectation would be that the province would provide feedback

regarding the issues raised.

D. Reeional Mental Health Advisorv Committees

As it stood, there was a lack of consistency in the structure and processes of the

regional mental health advisory bodies in each region. An ongoing debate was whether

or not the Ministry of Health should mandate the RMHACs in order to develop some

consistency between regions. One respondent stated that to do so would result in further

complications. Instead, the regional mental health advisory bodies should focus their

efforts on establishing relationships with the regional health authorities.

Another person suggested that in order to achieve consistency, the RMHACs

should submit their plan to the Mental Health Services Division for approval. In their

current form, the RMHACs were ineffective. They were professionally dominated, and

they were not representative of the regions. Instead, they should resemble "grassroots

initiatives".
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Another concern raised was the lack of coordination and communication between

the RMHACs, and the Provincial Advisory Councils. One person interviewed stated that

the RMHACs were resentful of input from the Provincial Councils as they saw the

Provincial Councils as "telling them what to do". There were members from the various

regions sitting on the three Provincial Councils, but these were not the same members

sitting on the RMHACs. One person suggested that they should be the same members in

order to ensure that the recommendations made by the Provincial Councils were

communicated to the regions, and visa versa.

In summary, a common problem inherent in all four mental health advisory

bodies in B.C. was the lack of a balanced representation of a range of stakeholders from

the regions. The Provincial Mental Health Advisory Council and the Regional Mental

Health Advisory Committees, in particular, were professionally dominated. There was

evidence of internal conflict within the Consumer Advisory Council, and a reluctance on

the part of the Regional Mental Health Advisory Committees to work with the Provincial

Advisory Councils. Overall, there was a sense that the voices of consumers and family

members in mental health planning had been weakened in light of the changes brought on

by the regionalization of health services in British Columbia. Some persons interviewed

questioned if consumer and family input was ever strong when it was unknown if

recommendations went beyond the Mental Health Services Division.

Alberta:

A. Reeional Mental Health Advisory Committee. Caoitol Reeion

According to those interviewed, the Regional Mental Health Advisory

Committees were representative of consumers and family members, but not decision-
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makers. Rather, the RMHACs had the "ear" of decision-makers. The RMHACs seemed

to have the greatest impact on mental health service delivery at the local level through the

Mental Health Program Councils of the RHAs. Their advisory role with the PMHAB

was more convoluted, with the RMHACs essentially acting as an "advisor to an advisor".

The impact of the RMHACs on decisions made by the PMHAB was unknown.

The RMHACs were generally unifîed in their responses to the PMHAB and the

RHA5. Mental health consumers outside of the RMHACs could participate in the

activities of the Committee. The Capitol Region Mental Health Advisory Committee in

particular held focus groups and invited consumers to participate on sub-committees.

The RMHACs had in the past funded initiatives to provide training to consumers to sit on

the RMHACs.

The responsibility of the RMHACs was scheduled to be transferred from the

PMHAB to the RHAs in 1998. Although this transfer had not occurred as yet, the

Capitol Region Mental Health Advisory Committee hired a private consultant to examine

the purpose and role of the CRMHAC in relation to the RHA. The consultant

interviewed a broad spectrum of mental health stakeholders regarding their perceptions of

the CRMHAC. The findings of this consultative process were contained in the document

ffirming the Need for a Consumer Voice: The Edmonton Regional Mental Health

Advisory Committee's Positiott ott its Future (1998a).

The report essentially stated that the RMHAC had multiple roles, including a

means to involve consumers in mental health planning; an independent, neutral voice for

mental health issues; and, a means of linking with other mental health advisory groups.

In order to continue fulfîlling these roles, the report recommended that the RMHAC be
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given a clear mandate by the RHA. The RMHAC members required assurance that they

were influencing decision-makers. Otherwise, the result would be uncertainty regarding

their role, as experienced in their relationship with the PMHAB. Secondly, the report

recommended that the RMHAC receive funding on an annual basis to cover operational

expenses. The report suggested a minimum of $15,000 per annunL and that this amount

remain separate from the RHA budget. The report also suggested that consumer

members of the Committee receive coaching and support in order to feel empowered

within the group.

In addition to the report's recommendations, those interviewed suggested factors

that would improve the influence of the Regional Mental Health Advisory Committees on

decision-makers. The RMHACs should maintain their independent status, and be

allowed to carry a dual role of advisory and advocacy. The RMHACs should be able to

operate without political interference. As well, the RMHACs should be permitted to be

critical of the government, using the media and other means to advocate for increased

mental health funding.

B. Consumer Advisorv Council

The full extent of the influence of the Consumer Advisory Council on decision-

makers was unclear. One person interviewed stated the Council was essentially an "arm

of the PMHAB". This lack of independence was thought to restrict the Council's ability

to advocate freely for consumer needs. This was demonstrated by the absence of the

CAC from the media, and other forms of public communication.

Thus, while the Regional Mental Health Advisory Committee was considered to

have balanced representation included in its membership, it seemed to not have
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significant impact on the PMHAB. In contrast, the Consumer Advisory Council

communicated closely with the PMHAB, but its freedom to advocate on behalf of

consumers was restricted as a result of this close reporting relationship. The Regional

Mental Health Advisory Committee would prefer to have both an advisory and an

advocacy role, but had not been mandated to do so. As mentioned previously, the

RMHACs did not have a budget, and therefore their activities were hampered as a result.

Ontario:

A. Provincial Advisorv Committee on Mental llealth

According to the person interviewed, the Committee was representative of a wide

range of mental health stakeholders. Recently, the Committee added a member from the

Ontario Non-Profit Housing Association and a member of the Mood Disorders

Association of Ontario. It was noted that PAC is missing representation from the ethno-

cultural sector, i.e. aboriginal representation, and representation from the seriously

mentally ill population. It is important to note that members of PAC represented the

agencies in which they belong. There were only a few consumer members that were not

connected to a particular mental health agency.

The Ministry did not adopt all of the recommendations made by the Committee.

History has shown that the Ministry had adopted some recommendations in a general

sense, but not specifically, i.e. dollars, timetable.

The Committee did have freedom to criticize the actions of government, but the

majority of the advocacy took place within the organizations that the members

represented. Consultation with consumers and family members outside of the Committee

took place on an informal basis. For example, consumers and family members
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approached the Executive Directors of various mental health agencies, and they in turn

brought these concerns to the Committee.

The person interviewed stated that the Minister of Health needed an advisory

committee on mental health issues. He stated that the key to an effective advisory

committee \ryas to have representation from powerful advocacy groups, such as the

Ontario Medical Association and the Ontario Hospital Association. The committee must

also be representative geographically and organizationally. Technology, such as

telemedicine, would be one method by which the committee may be able to increase its

representation.

Essentially, Ontario's Provincial Advisory Committee on Mental Health was seen

as representative of different stakeholders, but additional groups required representation

on the Committee. More importantly, the Committee's members largely represented

certain mental health organizations, thus their opinions may be seen as biased. Even

though the Committee was mandated to advise the Minister of HealtlU the Ministry did

not adopt all recommendations made by the Committee.

New Brunswick:

A. Fredericton Communitv Advisorry Committee

The person interviewed stated that the Fredericton CAC was well representative

of all stakeholder groups. The person added that it was impossible to have full

representation as it would result in too large a Committee. Rural CACs were seen as

underrepresented and underserved. Time and cost was a factor for individuals in rural

areas.
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The Director of the CMHC, and the ADM of Mental Health were seen as being

receptive to the recommendations made by the Council A lack of available funds for

mental health remained a problematic issue, but the Division had taken steps to address

the matter. It was recognized by the CAC that the Division had been successful in

improving residential options for consumers, as well as improving the crisis response

system.

The persons interviewed stated that the ADM for Mental Health was easily

accessible by the community, and responsive to their concerns. The Division had

demonstrated a commitment to support mental health consumers. For example, the

Division funded the Journey of Hope program. The program was run by family

members, and provided education to consumers, family members, and service providers

regarding mental health issues. It was a ten week program in which leaders are funded

by the Division to run the courses.

Consumers and family members had a signifìcant input into mental health

planning. There were consumers involved in almost every committee concerning mental

health planning in the province. There was a wide range of consumers involved at this

level. It was unknown at the time of the interview if there were any training programs

offered to those consumers who wanted to participate on committees.

Consumers and family members were often able to reach a consensus regarding

issues of concern. The person interviewed stated that this was likely due to the reason

that consumer and family groups were borne out of the same philosophy established by

the New Brunswick Mental Health Commission. Although those interviewed recognized
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that consumers had a significant say in mental health planning, they added that the

administrators continued to decide what policies and plans are implemented.

One person interviewed stated that the effectiveness of the Community Advisory

Committees was determined by careful selection of its membership, continuous

communication with the Community Mental Health Centres, and collaboration among

stakeholder groups. This same person would like to see the CACs become more involved

in planning, implementing, and evaluating mental health services, similar to what

occurred in the Regional Board structure. As it stood, the Community Mental Health

Centres were not obligated to receive input from the Community Advisory Committees.

The Fredericton CAC had a strong relationship with the local CMHC. Those interviewed

were hopeful this would continue as long as the Mental Health Division continued to

emphasize the importance of consumer and family participation.

Thus, those interviewed believed the Community Advisory Committees to be

representative, although it was pointed out earlier that they were generally professionally

dominated. Decision-makers were largely supportive of consumer and family member

input into mental health planning, and decision-makers were easily accessed by

community members and groups. There was evidence of unity among stakeholder

groups as a direct result of the philosophy of partnership instilled by the former Mental

Health Commission. Interestingly, the Community Mental Health Centres were not

obligated to seek the advice of the Community Advisory Committees even though the

Committees \¡/ere required to report to the CMHCs. Although the Fredericton

Community Advisory Committee had a positive relationship with its local CMHC, this
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lack of mandate may have meant that other CACs in the province did not have as positive

a working relationship with their local CMHC.

Inter-Provincial Comoarison :

There is evidence to show that mental health advisory bodies in all four provinces

have made attempts to have a balanced representation on their councils/committees, but

this remained a problem for most. Either a range of stakeholders was not represented on

the council/committee or the regional interests were not fully represented. Alberta's

Regional Mental Health Advisory Committees seemed to be most successful in this

regard. British Columbia's mental health advisory structure possessed all the necessary

elements, but the mistrust between the provincial and regional groups seemed to prevent

any true partnership from occurring.

Opportunities for the different mental health advisory bodies within each province

to communicate with one another appeared to exist, but information was not consistently

shared. As well, communication between the councils/committees and decision-making

bodies was not consistent, and the members were often left wondering if their concerns

were heard, and action was taken. New Brunswick and Ontario appeared to have easier

access to decision-makers, while Alberta and British Columbia were less aware if their

recommendations had been heard. Common among all four provinces was that decision-

makers \¡/ere not required to report back to the mental health advisory bodies. As well,

some advisory bodies seemed to have mandates, while others did not.

AII four province's mental health advisory bodies appeared to be struggling with

the dual role of advisory and advocacy. British Columbia was cunently attempting to
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separate the two roles, and proposed that the mental health advisory bodies take on a only

an advisory function. Ontario's Provincial Advisory Committee on Mental Health found

advocacy diffrcult due to its close tie to the Ministry of Health. Alberta and New

Brunswick's mental health advisory bodies were finding it diffrcult to achieve both roles.

Alberta in particular believed that both roles were necessary, but they had not received

support from decision-makers to do so.

Elements of a partnership between stakeholders in each of the provinces did seem

to exist. British Columbia's mental health advisory structure allowed for a partnership,

as did Alberta's. As noted earlier, British Columbia partnership efforts had regressed

largely due to the regionalization of health services in the province. New Brunswick's

mental health advisory bodies were borne out of the Mental Health Commission's

philosophy of partnership, and they continued to operate under this premise. Ontario's

Provincial Advisory Committee on Mental Health was less inclined to seek a partnership

among stakeholders, but rather seemed to be seeking out representatives who held

exceptional power within the mental health service system.

Conclusion

The factors contributing to the success of mental health advisory

committees/councils became apparent when a comparison was made between the four

provinces. Manitoba's mental health advisory system, and the Winnipeg Regional

Mental Health Council in particular, should take these factors into account in its effort to

establish itself as an advisor on mental health issues, and as a means for consumer

participation in mental health planning.
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As a result of the analysis of the mental health advisory bodies in the four

provinces studied, there is evidence of eight major factors necessary for a mental health

advisory body to be effective. Table 5.1 lists the eight factors, and following the table is

a brief description of each factor. These factors are addressed in more detail in terms of

the recommendations for the Winnipeg Regional Mental Health Council in Chapter 7.

Table 5.1

FACTORS CONTRIBUTING TO THE SUCCESS OF A MENTAL HEALTH

ADVISORY COUNCIL

FACTOR
NUMBER

DESCRIPTION
FACTOR

OF

I Emphasis on a partnership among consumers, family members, service
providers, and decision-makers.

2 Independent Budget

3 Balanced Representation

4 Members sit on council as individuals and not as representatives of
organlzatlons.

5 The council or committee has a mandate.

6

There is ongoing formal and informal communication between the
advisory committees, and between the advisory committee and the

mandating body.

7 The council has the ability to fulfill an advisory and advocacy role.

E The implementation of a democratic election process of prospective
members.
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First, the mental health advisory council should be based on a philosophy of

partnership among consumers, family members, service providers, and decision-makers.

In B.C. and New Brunswick, there had been a strong emphasis on the notion of

partnership in the planning and evaluation of mental health services. New Brunswich for

example, had the most success in achieving a partnership as the Mental Health Division

made it a common practice to consult with different stakeholder groups prior to making

decisions with regard to mental health services.

Second, in order for a mental health advisory council to be effective, it needs to

have access to its own budget or frnancial resources. Only the Provincial Mental Health

Advisory Councils in B.C. and the Consumer Advisory Council in Alberta had their own

budgets. This essentially meant that these councils had the ability to fulfill their

objectives and offer practical support, such as transportation funds, to consumer

members. The latter point is critical in a council's ability to recruit and retain consumer

and family members more easily The Winnipeg Regional Mental Health Council has not

had its own budget, and therefore has had a limited ability to recruit and retain consumer

and family members.

Whether or not a mental health advisory council has access to frnancial resources

has an impact on the third factor, which is that a mental health advisory council should

have a balanced representation of consumers, family members, and service providers on

the council. In Alberta, for example, the Regional Mental Health Advisory Committees

had set the standard that there was to be equal representation on their committees. This

meant that each committee was comprised of four consumers, four family members, four

service providers, and four community members. A more balanced representation
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increased the opportunity for consumers and family members to express their opinions,

and in tur4 they had a greater influence on the decisions made by the Committee.

Related to the third factor is the fourth factor contributing to the success of an

advisory council, and that is that the members of the council should sit on council as

individuals, and not as representatives of organizations. In situations such as the one in

Ontario, members of the Provincial Advisory Committee sat on the Committee as

representatives of organizations. This tended to prevent the Council from taking a broad

perspective on particular issues. The Winnipeg Regional Mental Health Council has

primarily had members represent themselves and not their organizations, thus allowing

for a broader perspective on certain matters.

The fifth factor contributing to the success of an advisory council is that it has a

mandate from the Regional Health Authority and the Provincial government to be an

advisor on mental health matters. At the time of this study, only the Provincial Advisory

Committee in Ontario had a mandate to act as an advisor to the Provincial government on

mental health issues. Similar to the WRMHC, the Provincial Advisory Councils in B.C.

and the Regional Mental Health Advisory Committees in Alberta had lost their mandates

as a result of regionalization. A mandate is seen as a means of legitimizing the council's

role, but it can also serve to restrict the activities of the Council, as was the case in

Ontario. An ideal mandate would allow for the Council to retain its independent status

apart from the mandating bodY.

The sixth factor contributing to the effectiveness of an advisory council is that

included in the mandate should be some direction as to how advisory councils

communicate with one another, and in what form the communication between the

201



advisory council and the mandating body takes place. In Alberta, for example, it was

built into the system that the Chairs of the Regional Mental Health Advisory Committees

met regularly. In New Brunswick, the Assistant Deputy Minister of Mental Health was

easily accessible by all of the Community Advisory Committees, thus allowing for

informal communication. In Manitoba, many of the Regional Mental Health Advisory

Councils were inactive, but regional representatives did sit on the Provincial Advisory

Committee. In no province studied was it required that the mandating body report back

to the advisory committee. This is important in that it assures the committee they are

heard, and action is being taken.

The seventh factor is that mental health advisory councils need to balance the dual

role of advisor and advocate on mental health issues. It was apparent in the frndings of

this study that many of the advisory committees and councils were struggling with this

dual role. The Regional Mental Health Advisory Committee in Alberta, for example,

wanted this dual role included in its new mandate. B.C., on the other hand, was

recommending that its Provincial Advisory Council advise only, and that the

responsibility of advocacy be left with the newly appointed Mental Health Advocate.

The Winnipeg Regional Mental Health Council has historically tried to do both, with an

emphasis of one over the other depending on its leadership. It seems impossible to

separate the two roles, and achieving a balance is necessary.

The final factor contributing to the effectiveness of a mental health advisory

council is implementation of a democratic process in electing its members. Most of the

advisory councils in the four provinces studied had both appointed and elected their

members. No council or committee studied had a completely democratic process
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regarding the election of members. Historically, the Winnipeg Regional Mental Health

Council had elected their members from a slate of nominees. A more democratic election

process would involve a public voting process at the Council's Annual General Meeting.

This would allow for a broader consensus regarding the Council's composition.

Thus, the Winnipeg Regional Mental Health Council would likely have a gteater

opportunity in becoming an effective advisory body on mental health issues in Winnipeg

should it decide to pay particular attention to the above-mentioned factors in its

reorganization process. For instance, if the Council chooses to adopt as part of its

philosophy an emphasis on a partnership between mental health stakeholders, this will be

reflected in a balanced membership on the Council. In order for the Council to fi.llfill its

obligations as an advisory body and a means for consumer and family participation, the

Council will need access to financial resources. As well, if the Council is given the

mandate to advise the Regional Health Authorities and the Provincial government, the

reporting process of the Council becomes clearer. Ongoing communication between the

Council and other Regional Mental Health Councils, and with decision-makers, will

result in a consistent and cohesive approach to mental health issues in Manitoba. The

Council will need to balance its responsibilities as an advisor and advocate on mental

health issues so as not to alienate certain groups. Lastly, a democratic process to elect

members to Council is viewed as a method to ensure that stakeholder groups are being

represented on Council.
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CHAPTER ó:

Survey of Mental Health Stakeholders in Winnipeg

Introduction

The Winnipeg Regional Mental Health Council (WRNftIC) recognized that the it

was not meeting the needs of those who it was originally mandated to represent:

consumers; family members; and, service providers. The Council's relationship with

decision-makers, such as the Winnipeg Community and Long Term Care Authority

(WCA) and the Winnipeg Hospital Authority (WHA), and the Mental Health Division,

had also been called into question in terms of which group the Council reported to and

how this was to occur.

In order to assist the Council in its reorganization process, a survey of consumers,

family members, service providers and senior management staffwas conducted in April-

June, 1999. The consumer, family member, and service provider groups received mail-

back questionnaires, while the senior management staff participated in interviews. The

responses given by the survey participants were intended to act as a guide for the Council

in determining its priority issues; its membership; its role; and, its method of functioning'

The following chapter presents a summary of the survey's findings. The

similarities and differences between the responses of each stakeholder group are

identifìed within each section. General conclusions are then drawn from the data, and the

implications for the Winnipeg Regional Mental Health Council are discussed.

The number of completed questionnaires received was relatively low (11.2%

overall response rate). Therefore, the responses are not necessarily representative ofthe

groups surveyed, but they did offer valuable insight into the opinions of stakeholders.
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6.l Demosranhic Data

Consumers:

A total of 356 consumer questionnaires were distributed. Thirty-five mental

health consumers responded to the written questionnaire. Of the thirty-fïve respondents,

the majority were between the ages of thirty-one and fifty (71.4%), and most were female

(71.4%). (Refer to Figures 6.1 and 6.2) The majority of respondents (88.6%) were

experiencing a major mental health disorder whose diagnosis included depression,

schizophrenia, manic depression, and schizoaffective disorder. (Refer to Figure 6.3) It

should be noted, though, that some consumer respondents offered more than one response

referring to their psychiatric diagnosis. Most of the consumers who participated in the

survey (68.5%) had received mental health services for over frve years. (Refer to Figure

6.4) Over one-half of the consumer respondents (57.1%) received Social Assistance, and

one quarter (25.7%) received employment income. One quarter (25.7%) received some

form of disability related income, and only 2.9%ó received Old Age Pension. (Refer to

Figure 6 5) Some respondents offered more than one response for their income source.
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Familv Members:

A total of 205 family member questionnaires were distributed. Sixteen family

members of mental health consumers provided responses to the questionnaire. All of the

respondents were over the age of forty-one, with over three quarters of the respondents

falling between the age of frfty-one and over sixty-five. (Refer to Figure 6' l) A majority

of the family member respondents were female (813%), and almost one-half (3'8%) of

those who responded were parents of mental health consumers. One quarter (25'Ú/o) of

the respondents were siblings of mental health consumers. (Refer to Figures 6.2 and 6'6\

Of those that responded to the survey, 68.8% were relatives of mental health consumers

who experienced a major mental health disorder, such as schizophrenia' manic

depression, and depression. (Refer to Figure 6.3) Over one-half of the family member

respondent s (56.3%) had relatives who had received mental health services for over frve

years. (Refer to Figure 6.4) A little under one-third (31.3%) of the relatives of family

member respondents received employment income. one quarter received canada

pension plan income, and one quarter received Social Assistance. (Refer to Figure 6'5)
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Service Providers:

Twenty+hree of the 100 service provider questionnaires were returned. Of the

twenty-three respondents, over one-third (34.8%) chose not to provide a response

regarding their place of employment. Almost one-third (30.4%) of the service provider

respondents identified themselves as working for the Winnipeg Community and Long

Term Care Authority (WCA), and 17.4%o of respondents were employed by the Canadian

Mental Health Association (CMHA). @efer to Figure 6.7) A little over one quarter

(26.1%) of the respondents identified their position as a Community Mental Health

Worker (CMIIW), while 21.7% chose not to identify their position. Other less frequent

responses included Advocate, Supervisor, Psychiatrist, and Psychiatric Nurse. (Refer to

Figure 6.8) Almost one-half of the service provider respondents (a3.5%) had worked in

the freld of mental health between frve to ten years. Almost one-third have worked in the

mental health field for over ten years. (Refer to Figure 6.9)
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Figure 6.8 Position Held by Serv¡ce Providers
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Executive Directors/\ilCA:

Six persons participated in interviews based on the format outlined in the survey

questionnaire. Of the six persons, two held senior positions within the Winnipeg

Community and Long Term Care Authority (WCA), two people were Executive

Directors of mental health programs, one person was a program supervisor, and one

person was the Acting Director of the Mental Health Division. Of the six people

interviewed, one person had worked in the mental health field for over ten years; two

persons had worked in the field for five to ten years; one person had worked in mental

health for two to fìve years; and, two persons had not been directly employed in the

mental health freld but rather had worked in the area as part of their current positions.

Similarities and Differences:

As expected, the average age of the consumer respondents was less than the

average age of the family member respondents. The majority of respondents in both the

consumer and family member groups were female. As almost one-half of the family

member respondents were parents of consumers, one can assume that there was a greater

response from mothers of consumers than any other relationship category. This speaks to

the fact that the majority of caregivers involved with consumers were mothers. The

Winnipeg Regional Mental Health Council (WRMHC) would benefit from taking this

factor into account when establishing its membership.

A majority of consumer and family member respondents represented those

persons who had experienced a major mental health disorder for a significant length of

time. This factor was important in that it is often reported that long term, seriously

mentally ill persons are rarely represented in studies. It is also reported that the needs of
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this population are consistently not met by existing mental health services. Thus, it is

most important that the WRMHC pay close attention to the needs expressed by the

respondents as identified in subsequent survey questions.

While a majority of consumer respondents received Social Assistance as their

main source of income, only one quarter of the relatives of the family member

respondents received Social Assistance. Therefore, it may be that the relatives of family

member respondents are not as negatively afiected by their mental illness than the

consumer respondents in that they are employed. This is congruent with former studies

which found that the family members of the most severely mentally ill population often

have little to no contact with their disabled relatives.

Almost one-third of the service provider respondents represented the Community

Mental Health Program of the Winnipeg Community and Long Term Care Authority

(WCA) The representation from other mental health programs in Winnipeg was less

when compared to the WCA. Thus, the opinions expressed in the survey largely reflected

the views of the Community Mental Health Program, and were not representative of all

service providers in Winnipeg. It is possible to assume that the opinions of Community

Mental Health Workers were similar to other service providers as service providers in

general experience the same frustrations inherent in Winnipeg's mental health system,

such as a lack of coordination and integration.

It is also noteworthy to mention that a high number of service provider

respondents did not identify their employer or their position. This factor speaks to the

insecurity service providers are experiencing as a result of the major changes occurring in

the governance of mental health services in Winnipeg. It would be worthwhile for the
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WRMHC to take this factor into account when attempting to establish a partnership

between the different stakeholder groups. While mental health consumers may be

reluctant to express their opinions due to fear of reprisal, service providers are also

hesitant to publicly share their concerns due to a different set of consequences. A

majority of service provider respondents had worked in the mental health field for over

five years. Thus, they had a significant amount of experience, and possessed a wealth of

knowledge regarding mental health service delivery in Winnipeg.

The six senior management staff interviewed for the purpose of the survey,

although small in number, had varying experience in the mental health field. The

majority of consumers, family members, and service providers who have had a longer

history of contact with mental health services are in an excellent position to educate the

senior management staff on the complexities of mental health service delivery. The first

hand knowledge of mental health stakeholders can help decision-makers to identify the

problems in service delivery. This factor can provide the basis for the WRMHC to

confrdently guide the decision-makers in mental health planning and implementation.

6.2 Priorities in Mental Health Plannins

The first question asked of consumers, family members, service providers, and

senior management staff was to identify the three main priorities in mental health

planning. Table 6.1 in Appendix F lists the priorities as identified by the four respondent

groups in categories and in the order of frequency. The following is a detailed

description ofthe responses provided by the survey participants.
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Consumers:

The majority of consumer responses pertaining to the priorities in mental health

planning were in the area of availability of services. Seven responses identified a lack of

hospital beds as being problematic. Five responses identified a lack of psychiatrists, and

five responses identifred a lack of financial resources. Housing and a shortage of

Community Mental Health Workers (CMHWs) were the next most frequent responses at

four responses. More staff in general was cited as a need, whether it be psychiatrists,

CMFfWs, or other mental health staff. Compassionate and efücient crisis services such

as emergency rooms, more Crisis Stabilization Units and crisis phone lines were

identified as needed services. Additional activities for consumers both in hospital and in

the community were specified, including group therapy, drop-in centres, and employment

rehabilitation. Support and advocacy services, both in and out of hospital, were identified

as lacking. More specifically, peer supports and follow-up support after discharge were

cited as needed services. Other, more specific services included behavior specialists,

services for women, and ongoing support for the Manitoba Network for Mental Health.

Nine consumer respondents identified accessibility to mental health services to be

especially difficult. Specifrc reference was made to long waiting lists for services and

long waits in emergency. "Doctors won't admit people into hospital". Other responses

dealt with the lack of coordination in the system including the need for referrals to see

doctors, and the general fragmentation of services. One response pertained to the lack of

access to employment opportunities.

Related to the issue of accessibility, consumers stated there is the lack of

flexibility among existing services. For example, reference was made to the discharge
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process of the Crisis Stabilization Units and the lack of effective response from the

Mobile Crisis Unit.

Four respondents criticized the functioning of general hospital psychiatric units.

Some referred to the tendency of hospitals to discharge consumers prematurely, while

others identified a lack of effort by the hospitals to involve family members and

consumers in the treatment planning as a problem. Essentially, consumers felt they were

not listened to while in hospital.

Four responses fell under the category of education. More specifically,

consumers identified a need to become informed of available resources in the

community, new medications, prevention services, and psychiatrists and nurses who

provided counselling services.

Eight respondents identified the poor quality of mental health care as an issue of

concern. Some respondents cited specific professional groups as giving consumers poor

quality care, such as psychiatric nurses and psychiatrists. Others cited a lack of

knowledge, compassion and professionalism as being evident. Another respondent stated

that walk-in clinics lack expertise in mental health care.

Ten respondents stated that the availability, accessibility and flexibility of mental

health services negatively impacted consumers. Respondents stated the result is

increased stress, poverty and isolation. Some stated that the lack of support makes the

integration into society more difficult. One respondent stated that consumers are the

recipients of prejudice and ridicule, and thus they are more hesitant to seek help. One

respondent identified coordination between mental health services and other services
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such as social assistance as a possible solution towards improving the quality of life of

individuals.

Six respondents stated that decision-makers are apathetic to the needs of mental

health consumers. More specifically, respondents stated that they are not listened to, they

are not taken seriously, and they are not treated with respect by decision-makers.

Three respondents stated that there is an over emphasis in the mental health field

on the medical model. Furthermore, the medical model is ineffîcient, and views doctors

as the priority over consumer needs.

Other less frequent responses include a need for more consumer-run organizations

and consumer involvement in service evaluations. Also identified was a lack of public

awareness, a consumer's right to privacy, and a need for budget plans.

Familv Members:

Similar to consumer respondents, the most frequent response of family member

respondents fell under the category of availability of services. The need for housing and

counselling services was identified most often. A majority of the responses dealt with the

need for increased resources in the form of social assistance and pharmacare. Others

addressed specific services such as psychiatrists, proctors, recreational programs, dual

diagnosis programs, life skills teaching programs and services for women. Some

identifïed a need for increased support for consumers and family members including an

advocate, home visit support, and follow-up support after discharge.

A majority of the respondents cited inaccessibility to existing mental health

services as an issue. Several stated there is difficulty accessing crisis services, physician

consults, psychiatrists, and new medications. As with consumer respondents, family
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members also mentioned the long waits in emergency as a problem. One respondent

suggested that there should be a single point of entry into the mental health service

system.

Three respondents emphasized the lack of initiative of service providers to

involve family members. Another three respondents identified a need for increased

public awareness of mental health matters, and education on indicators of mental illness

with adolescents.

Similar to consumer respondents, family members recognized the impact of the

lack of effective mental health services on consumers. One respondent stated consumers

become increasingly vulnerable, ostracized and stigmatized in society as a result of

insufficient support. Some stated the system's response to the lack of effective services

has been to place those with mental health problems in the justice system, to over rely on

medication, and to prevent family members from participating in the treatment process.

One respondent stated there that should be more medical research conducted in

the area of mental illness.

Service Providers:

As with consumers and family members, the responses of service providers most

frequently fell under the category of the lack of availability of certain services. The most

frequent response was the lack of housing options including supported housing and group

homes. The lack of frnancial resources for consumers was the second most frequently

cited response. Several community-based services were identified as lacking including

services for the "chronically mentally ill" or "difTicult to manage" consumers, sheltered

employment, emergency/crisis services, women centered programs, Public Health Nurses
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working with parents, dual diagnosis programs, employment training, and counselling

services. Others identified needed service system initiatives such as advocacy services

and an intersectoral approach. Additional suggestions included increased stafüng

(CMFIWs), fiansportation for ænsumers, public education, and bed shortages.

The category, which had the second most frequent number of responses, was the

need for an integrated and coordinated mental health system; specifrcally, coordination

between hospitals and the community in the area of discharge and follow-up, and among

community agencies.

The third category dealt with Community Mental Health Workers (CMÉIWs)

specifically. Th¡ee respondents stated the caseloads of CMFIWs were too high. One

stated there should be more CMFfWs, and another stated the role of CMFIWS was

unclear. Three respondents stated there should be equal pay given to front-line workers

across all community mental health services.

Three respondents identiflred a lack of accessibility to services for consumers as

problematic. There were "referrals for every thing", and hospital admission guidelines

were inconsistent and restrictive.

One provider stated that consumers should be given more recognition and there

should be advocacy services on their behalf. Two respondents stated that the existing

mental health services should be evaluated. "Bring (the mental health system) into the

2ls century". One provider stated that a possible solution would be to have a "strategic

plan for mental health services in Winnipeg".
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Executive DirectorsÄilCA:

The most frequent response given by the senior management staff as to the

prioritiês in mental health planning is the integration and coordination of mental health

services in Winnipeg. Five out of the six persons interviewed identified this issue as a

priority. Specifically cited is the need for hospitals and community services to work

together and coordinate their services, especially at the time of discharge for consumers.

Evaluation of mental health services, adequate funding of community services,

and availability of services to consumers were equally mentioned as priorities in mental

health planning at three responses each. Evaluation referred to measuring consumer

satisfaction and outcomes across all mental health services. Funding of community

services referred to the ability of maintaining the existing mental health services as well

as expanding the range of available services in the community. Specifrc services were

stated as currently not being available to consumers, and identified as needed services,

such as an Assertive Community Treatment program, sufücient housing options, and

employment opportunities.

One respondent suggested an intersectoral approach to mental health planning as

a priority. This was related to the issue of integration and coordination among mental

health services. One respondent also cited the need for increased participation of

consumers in mental health planning, and leadership development among consumers as

necessary factors.

Similarities and Differences:

Atl four stakeholder groups identifred the availability of mental health services to

be problematic. The four groups commonly identified the following resources not readily
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available to mental health consumers: housing; financial resources; services for women;

advocacy and support services; and, increased mental health stafi i.e. psychiatrists and

CMFIWs. All stakeholder groups, with the exception of the family member respondents,

identified employment training as a resource requiring further development.

Inaccessibility to mental health services was identified by the consumer, family

member, and service provider groups as being a priority issue to be considered in mental

health planning. These three stakeholder groups commonly cited inaccessibility to

emergency/crisis services, hospitals, and doctors/psychiatrists as a dilemma faced by

consumers requiring these types of services. Ironically, Winnipeg's crisis services were

cited in the Best Practices (1997) documents as representing a superior model in crisis

service delivery. It was evident that some concerns existed among the three stakeholder

groups about the effectiveness ofthese services.

Increased participation of consumers in mental health planning was specified as a

priority issue by all four stakeholder groups. This was an important frnding as it

established the need and the desire for consumers to participate in mental health planning'

It also provided some validation for the steps the Winnipeg Regional Mental Health

Council was taking to incorporate more consumers into their membership, and its efforts

to establish its role in representing the community to the decision-makers. The Winnipeg

Regional Mental Health Council has the potential to act as a model for stakeholder input,

especially consumer input, into the mental health planning process.

The impact of an inefiîcient mental health service system on consumers is

highlighted by both consumer and family member respondents as an important issue.

Both groups were acutely aware of the negative effects of poor quality mental health
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services on the individual consumer. Both groups also identifred the need for increased

public awareness of the plight of mental health consumers, and increased community

support to assist these individuals. The personal accounts provided by consumer and

family member respondents served to emphasize the enormous personal costs these

groups bear as a result of ineffective mental health services'

In contrast, the service provider and senior management respondents tended to

focus their responses on systemic concerns. For example, they most often raised the

issues of integration and coordination of services, and evaluation of services.

Although the priorities identified by service providers and senior management

staff differed somewhat from consumers and family members, their goals were similar.

All stakeholder groups would like to see a mental health service system that meets the

needs of consumers. The WRMHC will need to decide, though, if it is to focus its

attention on individual (micro) issues or systemic (macro) issues.

Respondents were asked to identify the gaps in the existing mental health

services. Table 6.2inAppendix F provides a list of the responses in categories and in the

order offrequency.

Consumers:

The category with the most number of responses (trventy responses) was the need

for more support services. Support could be offered in different forms. These included

live-in proctor services, open "drop-in" programs, spiritual religious guidance, in-home

care, and home visits. Other types of support suggested offer more practical assistance

such as transportation in times of crisis and funds for self-help agencies so they can
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provide support. Other forms of support include peer support, daily support for problem-

solving, a better support network, and "holistic" support. Other respondents identified

the need to have more time with their social worker, and to attend meetings for women

only.

Eight respondents identified some form of increased financial assistance as a

need. Specifically, additional frnancial assistance for special food (for health reasons),

over the counter medication, buss pass, and telephone. One respondent added that

employment income should be allowed in full as opposed to a frfty dollar limit'

Eight respondents identified a need for increased awareness in terms of the

public's understanding of mental illness, and the resources available to the public. Three

respondents added that public should gain a better understanding of mental illness, and

have more compassion for those who suffer from a mental disorder.

Five respondents identified a need for available, affordable counselling services'

Another suggested that psychiatrists should provide counselling services. Another five

respondents identified the need for affordable, decent housing. One of these respondents

stated there should be more group homes. Five respondents also identified the need for

additional employment support and rehabilitation.

Five respondents also stated that consumers should be given the opportunity to

achieve self-determination. Consumers should be given the opportunity to voice opinions

and concerns, the freedom to seek different types of help, to participate in ongoing

personal empowerment services with an emphasis on confrdence building/self-esteem.

Three respondents identified the need for information regarding new research,

medications, and resources in the city. Another three respondents stated that psychiatrists
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should alter the way they practice. For example, conduct home visits' provide proper

follow-up regarding the side effects of medication, and increase their awareness of the

impact of medication side effect on a consumer's quality of life and stigmataation'

Three respondents cited education as a need including access to educational programs'

and financial assistance to attend these programs'

Other responses included increased access to conmunity-based services' more

day programs, "proper and efficient diagnostic skills of mental health professionals"'

"immediate" response from crisis Services, and improved aSsessments and discharge

planning practices.

Familv Members:

The most frequent response fell under the category of needed services' A large

number of responses identifred the need for more support for consumers. Types of

support included a women only support group, outpatient support, individual support for

consumers and family members, ongoing community support' and the development of a

support network. Follow-up support in the form of home visits and increased contact

with a community worker were also mentioned. Some respondents also identified the

need for specific services such as group therapy, coping skills education' education

regarding mental disorders, and psychology services'

The second most frequent response was the need for housing' More specifically,

good quality, provincially-run group homes and group homes for those experiencing

obsessive comPulsive disorder'

Two respondents stated that frnancial resources should be increased for

consumers in order that they may be able to live independently' Two respondents stated
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the service system should show more understanding by being more flexible in their

service delivery. Another two respondents stated there should be greater accessibility to

services including community-based services, and information regarding new research on

medications.

Two respondents stated that they felt there were no gaps in the current system'

while another stated they had already answered the question in their response regarding

priorities in mental health planning. Another stated he was "happy with the services his

wife was getting".

Seroice Providers:

The category with the most frequent number of responses was the access and

availability of services. A large number of providers stated there was a need for free

counselling services, and specifrcally with psychologists' A large number of respondents

also stated there was a need for better access to psychiatrists' Other services included

recreational programs, proctor services, day/evening programs, intensive psychiatric

rehabilitation services, home care services, and "supports that increase the success in

independent living". Services were also identiflred that fall outside of the mental health

system, and they included transportation, low-cost baby-sitters for single parents' free

legal consultants, and volunteers.

Housing was the second most frequent response. Adjectives used by respondents

included "professionally operated", accommodation for "physically handicapped

COnSumerS", "decent", "Safe", group hOmeS OUtSide the City, and "SUppOrted hOUSing"'

A significant number of respondents identified the need for increased social

assistance to pay for practical expenses such as a bus pass and a telephone' One

tla



respondent suggested that there should be an increase in the disability subsidy given to

consumers.

Seven respondents identifìed the need for diagnosis-specific programs, including

programs for consumers with borderline personality disorder, dual diagnosis programs,

and programs for the "chronically mentally ill".

Five respondents stated there was a need for more employment progfams,

specifically in the areas of sheltered employment, long term employment, employment

preparation programs, and supported employment programs'

Some respondents identified the need for better coordination between the hospital

and the community. For example, improved discharge planning and better follow-up

services from the hospital.

Three respondents suggested improvement to the community mental health

program including an increase in the number of CMFIWs, and the use of technology such

as cellular phones to increase consumer access to workers

Two respondents cited a need for increased public education or

.,psychoeducation", and increased public awareness of mental illness in order to decrease

stigmatization.

Executive DirectorsAVCA:

Th¡ee out of the six persons interviewed identified a need for more counselling

services available to consumers. Two out of the six interviewed cited the need for more

employment services. The same number of senior management staff identified the

following gaps in Winnipeg's mental health service system: adequate funding for

community services; increased frnancial assistance for consumers; an intersectoral
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approach to mental health service planning; and, an increased emphasis on case

management, i.e. the PACT model. One participant cited the need for consumers to have

access to a map of the local resources.

Other gaps in services identified by those interviewed included the need for

additional peer support, programs to assist consumer in budgeting, increased access to

psychiatrists, and improved housing options. The respondents also identified gaps

concerning systemic issues, such as the need for consumer-based solutions, programs

with a focus on empowerment and recovery, community integrated services, and a

relationship between all mental health stakeholders.

Similarities and Differences :

There were several similar gaps in mental health service delivery identified by all

four stakeholder groups participating in the survey. For example, access to resources,

specifrcally decent housing and counselling services, were cited as an omission in the

current system. Additional financial assistance for consumers was also a commonly cited

factor, and contributes to the overall issue of limited access to services. All four

stakeholder groups also cited the need for mental health professionals and service to

adjust their practice methods in order to better meet consumer needs. For example,

consumers identified the need to spend more time with their CMHW, family members

stated more flexibility of service providers is required, service providers cited a need for

more CMÉfWs, and senior management staff suggested an intersectoral approach to

mental health service delivery.

Some differences were noted in the gaps identified by the four groups

participating in the survey. For instance, consumers and family members tended to
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identify the need for increased support services, while service providers tended to

identiff the need for specifrc programs' i.e. diagnosis-specific programming' Unlike

consumers and family members, service providers and senior management staff

emphasized the need for integration and coordination of services.

One of the more interesting fïndings was that out of the four stakeholder groups,

consumers and senior management staff identifred the need for services to emphasize an

empowerment/recovery approach with a focus on consumer self-determination. This is

important because senior management staffare often criticized for not enabling consumer

self-determination. This finding demonstrates that some consumers and senior

management staff are more similar in their thinking than originally thought. Thus, the

basis for some integrated planning between the two groups exists.

Consumers, family members, and service provider participants were asked if they

expressed their concerns about Winnipeg's mental health services. A majority of all

three groups stated they did express their concerns. (Refer to FigUre 6.10) The senior

management staff were asked if they believed consumers, family members, and service

providers expressed their concerns. All six participants stated they believed all three

groups have an opportunity and do express their concerns'
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The second part of the same question asked consumers, family members, and

service providers that if they did express their concerns, with whom or what

organizations did they express their concerns. Consumer respondents most frequently

identified professionals (e.g. doctors, CMFTWs), followed by selÊhel p organizatrons, and

personal support network (e.g. family and friends). An equal number of consumer

responses were divided between mental health organizations (e.g. Seneca House),

government, and mental health programs/hospitals. The least number of responses was in

the area of public communication, such as the media, conferences, and public forums.

Family member respondents most frequently cited their personal support network

(e'g' friends, support groups) as the forum for expressioq followed by government and

selÊhelp organizations. The least number of family member responses were in the area

of the mental health service sector (e.g. mental health professionals, services and

organizations).
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Service provider respondents most frequently stated they express their concerns to

mental health organizations (e.g. WCA), followed by their immediate supervisor, and

self-help organizations. An equal but smaller number of responses were divided among

mental health programs, the medical system (e g. hospital), committees, public

communication, and personal support network.

Senior management staff interviewed were asked with whom or with what

organizations do they believe consumers, family members, and service providers express

their concerns. Three participants stated the three stakeholder groups express their

opinions through self-help organizations. Two people stated they do so through mental

health programs. Two others stated that Regional Mental Health Councils provide the

forum for expression, and one person stated that expression occurred through the WCA"

WHA and government.

Similarities and Differences:

The findings showed that although the majority of the respondents express their

concerns, with whom or what organizatioHs they did so differs. Consumers tended to rely

more on professionals and organizations as a forum to express their concerns, while

family members tended to look to their personal support network for support. This

difference may be due to the fact that some studies show that consumers with long term

disabilities often have few members in their personal support networh and we can see

from this study that family members are often not involved with the professionals

providing service to their relatives. Service provider respondents, as evident from this

study, were more likely to express their concerns to the organizations with whom they

were employed than any other group or individual.
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In contrast, one-half of the senior management staff interviewed believed the

three stakeholder groups utilized selÊhelp organizations as the forum to express their

concerns. They also suggested the Regional Mental Health Council as a forum, which no

respondent groups identifred. The senior management staff also identified the WCA and

WHA as recipients of concerns, but only service providers tended to primarily use these

organizations to express their concerns. Senior management staff also suggested the

government as a possible forum. Only family members cited the government as a group

in which they express their concerns.

It was evident from the data collected that different stakeholder groups tended to

express their concerns to different individuals and organizations. It was also evident that

senior management staff were not informed as to where or how stakeholder concerns

were expressed. These two factors highlight the need for there to be a formal mechanism

to allow for the expression of concerns from all stakeholder groups, and for these

concerns to be communicated to senior management staff. It is possible for the Winnipeg

Regional Mental Health Council to act as a forum for the expression stakeholder

concerns, but it was evident by the responses received that the Council would have put a

great deal of effort in establishing trust between itself and the stakeholder groups. The

Council will need to make itself more visible in the community and more accessible to

Consumers, family members, and service providers were asked if they believed

their concerns were heard by those who make decisions about mental health services in

Winnipeg. A little over two-thirds of the consumer respondents stated they were not

stakeholder groups.
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heard, almost all family members stated they were not heard, and a little over one-half of

the service provider respondents stated they were not heard. (Refer to Figure 6'11) Of

the senior management staff interviewed, one person stated "yes" stakeholders are heard,

three stated they are heard but "action is not always taken", and one participant stated

"yes" but "to a limited degree". One participant neither agreed nor disagreed, but rather

stated "the policy documents reflect the need to hear from stakeholders...whether and

how they will do so is in its infancy".

The second part of the question asked respondents to identify the best method for

stakeholders to express their concerns so that they are heard by decision-makers'

Consumer respondents most frequently identifred consumer activism as the best method

such as voicing their concerns to the government, the media, and businesses. They also

added participating in rallies, surveys, and public forums as desired options. The second
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most fiequent response was asserting their opinions through individual contact with

mental health professionals and organizations. The third most frequent response was

consumers as advisors and decision-makers. For example, "a panel of consumers who

consent to decisions made by decision-makers".

Family members most frequently responded that there should be more

consultation between decision-makers/mental health professionals and family members.

The second most frequent response referred to factors that prevent consumers and family

members from expressing their opinions, e.g. fear and "consumers as ill-equipped".

Some family members stated that there must be assurance of "safety" and an "active

response" before family members could express their opinions. One family member

stated that a "Commission on Mental Health should be established to examine the entire

mental health system".

Service providers most frequently responded that there should be increased

communication between those that provide mental health services and those that manage

and advise the system. For example, increased communication between the Boards of

agencies; providers and the Minister of Health; and providers and the WRMHC. The

second most frequent response was the notion of public forums, "with decision-makers",

between the hospital and community", "between the mental health agencies", and among

consumers. Communication and public forums could provide a basis to what one

respondent referred to as a "partnership model...representing a united voice in mental

health". Others stressed the importance of decision-makers listening to the concerns

expressed and taking action on those concerns.
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Of the six senior management staff interviewed, two persons stated there should

be meeting between the decision-makers and stakeholder groups. "There should be a

strategy for concerns to be voiced to the decision-makers...between the RHAs and the

organizations". One person suggested that there be "media ads alerting the public to the

existing needs" and a "united voice" such as the WRMHC. Another person interviewed

stated that the ideal method for the expression of stakeholder concerns reaching the

decision-makers is to have "one body to get the information through". "This body (or

Council) could then provide a condensed response to the decision-makers in the best way

possible". Another person stated that "policy-makers are not always the decision-

makers" and that "decision-makers are at all levels". The methods of making decisions

differ at all levels, and the WRMHC could actively educate providers and contribute to

the policy-making process. This means "determining the responsibility at all levels and

strategizing to seek a solution". One participant stated that stakeholders could express

their opinions by participating in needs assessments, forums, focus groups, and surveys.

Similarities and Differences:

Out of the four stakeholder groups, family members felt most strongly they were

not heard by decision-makers, followed by consumers, service providers and senior

management staff The reason why family members felt this way was likely due to the

fact that they were most consistently left out of the treatment planning process of mental

health consumers. Interestingly, a significant number of service providers and senior

management staff believed that stakeholders are heard by decision-makers. This

difference in opinion is important in that it may result in a lack of opportunities given by

providers and senior management to consumers in order to voice their concerns.
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The responses given with regard to the best method to express concerns varied

between each stakeholder group. Consumer respondents tended to want to express their

concerns publicly and on an individual basis. They would also like to act in an offrcial

capacity of an advisory group member. Family members tended to prefer more

consultation with decision-makers and mental health professionals. They also tended to

view consumers as having significant obstacles to participation, and family members

were more reluctant themselves to express their concerns. Service providers primarily

advocated for increased communication between all stakeholder $oups. Senior

management staff tended to focus their responses primarily on the ideal mechanism by

which stakeholders' opinions can be communicated to the decision-makers.

Although the ideal method of expressing concerns varied between stakeholder

groups, a consistent theme was increased communication. It was evident from the data

gathered that all four groups shared a willingness to communicate with one another as to

the concerns regarding Winnipeg's mental health services. This is important because the

willingness to communicate between groups provides the foundation for all groups to

work in partnership towards devising and implementing solutions to the problems in the

mental health service system.

The Winnipeg Regional Mental Health Council could provide the forum to bring

together the different stakeholder groups. The senior management staff had clearly

identified the WRMHC as an ideal forum, but consumers, family members and service

providers did not view the WRMHC as the ideal forum in which to express their

concerns. This will mean that if the WRMHC intends to take on the role of facilitating a

partnership among mental health stakeholders in Winnipeg, it must actively "sell" the
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idea to consumers, family members and service providers. The WRMHC would have to

become more visible to the community, and become clearer as to its role and functioning.

6.6 Awareness of the Winnipes Reeional Mental Health Council

As part of the survey, consumers, family members, service providers, and senior

management staff were asked if they were aware of the Winnipeg Regional Mental

Health Council prior to participating in the survey. The results showed that a majority of

consumers and family member respondents were not aware of the WRMHC prior to

completing the questionnaire. In contrast, over three quarters of the service provider

respondents and all of the senior management staff were aware of the Council's

existence. (Refer to Figure 6.12)
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Winnipeg's mental health care system. Out of the six consumer respondents who were

aware of the Council, three thought the Council played a positive role in Winnipeg's

mental health care system. Three respondents did not see the Council in positive terms.

"They take ideas from consumers, but do not give those who supply the solutions any

credit".

Out of the family respondents who were aware of the Council, one stated the

Council acts as a voice for consumers and family members, and one stated the Council is

an "intermediary" between the government, medical and service systems. One

respondent stated the Council "acts without consulting", and another stated that the

Council is "a group talking without taking action". Another respondent stated the

Council is the "best kept secret in Manitoba".

Six of the service provider respondents were aware of the Council, but were not

sure what role the Council played in Winnipeg's mental health care system. An equal

number of respondents believed the Council acted as an advisor to government, the

WCA and the WHA. Five of the service provider respondents stated the Council

advocated consumer needs to the WCA WHA! and government. Two respondents stated

the Council "flags systemic issues". One respondent stated it "provides leadership", and

another stated the Council "regulates salaries". One respondent stated the Council

"responds to current priorities of government instead of forwarding real consumer issues

and concerns".

Of the six senior management staff interviewed, two stated the Council played an

important but limited role. One participant saw the Council as primarily fulfïlling an

advisory role. Another participant was not sure if the Council played an advisory or
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advocacy role. One participant stated the Council "is the voice of service providers in the

region to the government and the WCA". Another participant stated the Council is "out

there adrift vis-à-vis the RHAs... and is currently advocating for the WHA and the WCA

to meet together. One participant stated the Council's role is to monitor programs and

services, advocate at a systemic level for needed programs and services, and to facilitate

the coordination of the WCA and the WHA

Similarities and Differences:

A majority of consumer and family respondents were not aware of the WRMHC

prior to completing the survey. In contrast, a majority of service provider respondents,

and all of the senior management staff interviewed were aware of the Council prior to

participating in the survey. This frnding begs the question as to what group the Council

is currently representing. From the survey results, one can assume that the Council has in

the past been primarily representing the interests of service providers and decision-

makers. If the Council is to truly represent community interests, it must be more

inclusive of consumers and family members.

Of the stakeholder respondents who were aware of the Council's existence, a

significant number were either unsure of the Council's role, or misunderstood the

Council's role. Also, several of the consumer and family respondents saw the Council in

a negative light. These findings suggest that the Council will need to establish a stronger

relationship with all stakeholder groups, and become more vocal as to its role within

Winnipeg's mental health service system and its past accomplishments.
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A majority of consumer, family member, and service provider respondents stated

that the Winnipeg Regional Mental Health Council should play both an advisory and

advocacy role in Winnipeg's mental health care system That is, the Council should

advise the Regional Health Authorities and the government regarding mental health

issues, and advocate on behalf of consumers, family members, and service providers.

Three of the senior management staff interviewed also saw the WRMHC as fulfilling

Flgure 6'13 The Rore of the wRMHc in w¡nn¡peg,s Mental Health system
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Similarities and Differences :

Although most survey participants stated the WRMHC should play both an

advisory and advocacy role, some stakeholder respondents stated it is diflicult for one

group to be both an advocate and an advisor. One participant stated it is possible to do

both. As one senior manager stated, "the WRMHC can play the role of responsible

advocate, meaning advocacy as a form of education based on the determinants of health".

Thus the consensus is that the Council can be both an advocate and advisor, but senior

management prefer that advocacy take place in a controlled manner.

6.8 Oninions as to the Potential Members of the Winninee Reeional Mental Health
Council

As part of the survey, consumers, family members, service providers, and senior

management staff were asked who, or what organizations they thought should be a

member of a mental health council. The following is a summary of their responses.

Consumers:

Consumer respondents most frequently stated that professionals should be

included in the membership of the Council. This included psychiatrists, community

mental health workers, doctors, police oflicers, psychologists, social workers, nurses, and

proctors. The second most frequent response was consumers as members of the council,

specifically "consumers in recovery". An equal number of responses were members

from organizations such as self-help agencies, Manitoba Network for Mental Health,

Sscope, Sara Riel Inc., Seneca House, Social Assistance, and Vocational Rehabilitation

Services. Other less frequent responses include government representatives, family

members, friends, mental health advocates, "interested people", and a "non-medical

majority".
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Familv Members:

A majority of family member responses suggested family members should be

members of Council. The second most frequent response was representatives from

mental health organizations. An equal number of responses suggested consumers should

be members of the Council. Other less frequent responses include doctors, community

mental health workers, government representatives, and church groups. One respondent

stated "those who have not lived with mental illness should be excluded from Council".

Another respondent stated they would not participate on Council as the system is "too

political".

Service Providers:

The most frequent response from service providers was that representatives from

various community organizations should be represented on the Council. These

organizations include the WCA, WHA' Klinic, Family Centre of Winnipeg, Alcohol

Foundation of Manitoba, Manitoba Housing, and crisis services. The second most

frequent response was professionals such as psychiatrists, doctors, nurses, social workers,

occupational therapists, public health nurses, business people, lawyers, and hospital staff.

A significant number of service providers also suggested that consumers and family

members sit on Council.

Executive DirectorsAilCA:

Four of the participants interviewed stated that consumers, family menbers, and

representatives from mental health organizations should sit on Council. More

specifically, one participant stated that the elderly, aboriginal, and youth sectors should

be represented. Although one participant stated the WCA and the WHA should be
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represented on Council, another participant stated that WCA/WHA membership would

pose a conflict of interest. "You cannot have a conflict of interest...you cannot advise

yourself...therefore you cannot have the WCA and the WHA as members". One

participant stated that members of Council "should not have only one interest...they

should be prepared to make decisions on behalf of the Council. Not all members need to

be part of the mental health system...members should think generically, anal¡ically, and

strategically". Another participant concurred and added "membership should be

rotated...members should not be people who are representingorganizations. Instead, the

Council should be looking at what skills and perspectives are needed, and then seek out

individuals rather than organizations".

Similarities and Differences:

According to the data received, consumers would most like to see mental health

professionals as part of the Council, and consumers as members as their second priority.

This finding is somewhat surprising, but may reflect the lack of confidence consumers

feel in participating on such a Council. Family members, on the other hand, see family

members as part of the Council as their frrst priority, and representatives from mental

health organizations and consumer representatives as their second choice. It is evident by

this finding that family members would like to have more of a voice in the mental health

planning process.

In contrast, service providers most often chose representatives from mental health

organizations as their first choice, and professional representatives as their second choice.

The emphasis on organizational representatives reflects the interests of service providers,

and ensures that their concerns will be expressed within the context of the Council.
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The responses from senior management staffwere most interesting. The concern

raised with regard to a conflict of interest should the WCA and/or WHA be represented

on Council is an idea that is worth considering. Clearly, if the Winnipeg Regional

Mental Health Council chooses to fulfrll both an advocacy and advisory functior¡ WCA

and/or WHA representation will pose a conflict of interest.

It is evident when examining all the responses received that each stakeholder

group would like to be represented on Council, and a wide range of community

participation is also desirable. Clearly, a first step for the Council will be to ensure there

is a balance of representatives from the consumer, family member, and service provider

Respondents from the four stakeholder groups were asked if they or their

organizations would use the Winnipeg Regional Mental Health Council, or a similar type

of committee, as a forum to express their concerns about Winnipeg's mental health

service system. A majority of consumer respondents (88.6%) stated they would use the

Council, while only a little over half (56.3%) of the family member respondents stated

they would use the Council as a forum to express their concerns. A majority of service

provider respondents (91.3%) stated they would use the Council as a forum, and all

senior management staff stated they would like to see their organizations work with the

Council. (Refer to Figure 6.l4)
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A second portion of the same question asked consumer and family respondents

what assistance, if any, did they feel they would need if they participated on a committee

such as the Winnipeg Regional Mental Health Council. The most frequent response from

consumers was the need for information. For example, background information on the

formation of the Council, its goals and objectives, and updated information on mental

health services in Manitoba. The second most frequent response was resources in

general, such as financial resources, transportation, and childcare. The third most

frequent response was support in the form of emotional support, peer support, and

encouragement. A significant number of respondents identified respect ("not tokenism")

and equality as important factors in their participation. Several respondents identified the

need for education in the form of communication and research skills as impacting their

ability to participate. And, some respondents stated that they needed to be given an

opportunity to express their views.

A majority of family members respondents stated they need access to specific

information in order to be able to share their views with the Council. This information
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includes the goals and objectives of the Council, research in mental health" financial

information, and information regarding the mental health system. Other less frequent

responses dealt with the progress of the Council. For example, some respondents stated

that task groups would make participation easier, as well as a team approach and a sense

of accountability. Two respondents need "assurance of independence" in order to share

their concerns with the Council.

Similarities and Differences :

Contrary to the responses given for the previous question, which asked what

members should be part of the Council, a majority of consumer respondents stated they

would be willing to participate on a committee such as the WRMHC. Surprisingly, the

results showed that only a little over half of the family member respondents would be

willing to participate on the Council. This is in contrast to the previous response in

which a majority of family members stated that family members should be part of the

Council. Clearly, family members are more distrustful of the process, and will require

additional encouragement to participate on the Council. A majority of service providers

and all senior management staff stated their organizations should work with the Council,

which is consistent with their response to the previous question.

Both the consumer and family member respondent groups identified the need for

more information regarding the Council before they could actively participate. This

finding is consistent with the response to the previous question, which asked if

respondents were aware of the Council. Also, both consumer and family member

respondents stated they required some assurance that they will be given an opporh¡nity to

express their views, and that their concerns will be seen as valid. Consumer respondents,
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in particular, stated they need practical and emotional forms of support from the Council.

For example, frnancial resources in order to cover transportation costs, and

encouragement from Council members.

The findings showed that consumers are willing to be part of the Winnipeg

Regional Mental Health Council, but they would benefit from specific types of support in

order for their participation to be a gratifying experience. Family members are reluctant

to participate on the Council even though they would like to see family members as part

of the Council's membership. Similar to consumers, they had identifìed specific forms of

assistance they will require. Thus, the Council will need to make a concerted effort in

order to acquire family membership on Council. There is a greater willingness on behalf

of service providers and senior management staff to be part of the Council. The

Council's membership has been professionally dominated up until the present time'

Thus, the Council will need to take deliberate steps to ensure that the membership is more

reflective of all stakeholder groups.

Conclusion:

The responses provided by consumers, family members, service providers, and

senior management staff have implications on the decisions the Winnipeg Regional

Mental Health Council will make with regard to its role, its membership, and its function.

There is evidence to show that the four stakeholder groups share common concerns with

regard to Winnipeg's mental health services. More importantly, all four groups share a

common goal - the improvement of Winnipeg's mental health care system.

Each stakeholder group, at different times in the survey process, identified a

willingness to communicate with the other stakeholder groups. All groups, at some point,
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also expressed a reluctance to participate in a joint mental health planning process' More

specifically, consumers, family members and service providers have carried the burden of

inaction on the part of decision-makers in the past, and are distrustful that there voices

will be heard, and action taken towards change. It seems evident that there will need to

be increased communication between the Council and decision-makers as a method of

ensuring that stakeholders are heard, and that action is taken.

The survey also found that if the Winnipeg Regional Mental Health Council is to

continue to operate, its membership must include balanced representation from consumer,

family member, and service provider groups. Also, if the WRMHC decides it will be an

advisor to the Regional Health Authorities as well as government, it will need to

seriously consider that representation from any one of these organizations on Council

may pose a conflict of interest. More importantly, the Council's choice in nominees to

Council ought to be based on the Council's goals, objectives, and overall philosophy'

AIso evident in the survey's results is that in order for the Council to attract new

members and re-establish its legitimacy, it will need to become more clear, visible, and

vocal with regard to its role, functions, membership, and its goals and objectives. The

Council will also need to take deliberate steps to recruit consumer, family member and

service provider representatives in order to overcome the reluctance of these stakeholder

groups and achieve a balanced representation'

There is evidence to show there is a general willingness on the part of all four

stakeholder groups to participate in a process by which all groups are able to voice their

concerns regarding Winnipeg's mental health service system. A majority of the

respondents view the Winnipeg Regional Mental Health Council as a forum in which to
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express their concerns. Thus, the Council can potentially take a lead role in

implementing a partnership between all stakeholder groups. This achievement would be

the first of its kind since attempts were made to reform Winnipeg's mental health service

system in the late l9g0s and early 1990s. If the Council is able to make the necessary

changes, the result will be an increased sense of empowerment for all involved, and the

development of the ideal model for mental health planning'
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CHAPTER 7:

Implications and Recommendations for the Winnipeg Regional Mental
Health Council

Introduction

The following chapter discusses the implications for the Winnipeg Regional

Mental Health Council of the findings of the inter-provincial comparison of mental health

service systems and mental health advisory systems, and the survey of mental health

stakeholders and decision-makers in Winnipeg. Drawing from these implications,

recommendations are then made with regard to the Council's reorganization process.

7.1 Imolications for the Winnipes Reeional Mental Health Council

All five provinces included in this study (British Columbia, Alberta, Manitoba,

Ontario, and New Brunswick) had decentralized their health care systems. The degree to

which they had done so varied, and none of the provinces studied had fully devolved

health care systems. No province had yet transferred all responsibilities in managing

health care to regional authorities. More specifically, the control over pharmaceutical

and physician budgets remained in the control of the Provincial governments. The

pharmaceutical and physician budgets represented the largest portion of the health

expenditures. The result was that the Provincial governments continued to hold the

majority of power and decision-making authority under the guise that Regional Health

Authorities had equivalent power and authority.

Furthermore, it was found that the degree to which mental health reform was

emphasized prior to regionalization had a greater impact on mental health reform than the

regionalization process itself. Out of the five provinces studied, all had regionalized their

health care systems to a certain extent between 1992 and 1998. It was found, though, that
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if a province had emphasized mental health reform prior to regionalization, than this

emphasis was more likely to continue after regionalization occurred. In Manitoba,

mental health reform was not at the forefront of political issues, and as a result, when

regionalization occurred, there was an increased sense of doubt that mental health reform

would be a priority issue for the Regional Health Authorities.

Historically, mental health services had been chuactenzed as lacking in

community supports, and generally, had been given a low priority status in overall health

planning (Rochefort, Tgg2). This had been attributed to political factors that had led to

the absence of long-term mental health planning (Simmons, 1990). The study showed

that all frve provinces continued to struggle with inadequate community supports' but

purposeful steps had been taken by the Provincial governments in some provinces to

reverse this trend. The presence of strong political will had led the provinces of British

Columbia, Alberta, and New Brunswick to make long-term plans to establish adequate

community supports for mental health consumers. For example, the B'C' government

halted its process to close its only Provincial psychiatric hospital until there were better

plans to establish community supports-

In contrast, the province of Manitoba had not issued any long-term plans to

increase the community supports for mental health consumers. Manitoba's Provincial

government issued the last mental health policy document in 1992, and thus there was a

lack of political will for mental health reform. The implication for the WRMHC was that

it's responsibilities would be made more diffrcult in the absence of a direction for mental

health from the Provincial government. As a result, the WRMHC will need to establish
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its own direction for mental health services in Winnipeg, and effectively advocate the

benefrts of this plan with the RHAs and the Provincial government.

Community participation in health planning, a major tenet of regionalized health

care, \¡/as found to be a consistent principle in the mental health policy documents of the

five provinces studied. A review of the literature, as it pertained to consumer

participation on advisory committees, found there to be a lack of consistent progress in

consumer participation in the health planning process (Vandergang, 1996)' It was also

revealed that there is a lack of connection between consumer participation and influence

on decision-making. In examining the mental health advisory bodies in each of the five

provinces, the findings largely supported these statements.

The regionalization of health care services had negatively affected the mental

health advisory bodies in all five provinces. The mental health advisory bodies in B.C.

no longer had a direct reporting relationship with the Provincial government. The

Regional Mental Health Advisory Committees in Alberta were una\¡/are if their

recommendations reached the Provincial government. At the time of the study, the

provincial Advisory Committee on Mental Health in Ontario had not met for some time.

The Community Advisory Committees in New Brunswick were in the midst of adjusting

to the role of advisor only, as opposed to being directly involved in the management of

mental health services.

Out of the five provinces, only the mental health advisory bodies in Alberta and

Ontario had mandates to advise decision-makers on mental health issues. New

Brunswick's Community Advisory Committees were recognized as advisory bodies by

the Province, but they were not mandated to advise the Community Mental Health
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Centres in their regions. British

structure of their advisory bodies,

Columbia was undergoing a process to change the

and therefore they were no longer mandated to advise

the Provincial government.

It was also found that only the mental health advisory bodies in B'C. and the

Consumer Advisory Council in Alberta were given a budget, and exclusive control as to

how the monies were spent. In contrast, the mental health advisory bodies in Alberta

(regional), Manitoba, Ontario, and New Brunswick were reimbursed for certain expenses

by the respective governing bodies.

Manitoba, in its last mental health policy document, had established Regional

Mental Health Councils as a means of consumer participation. The Regional Mental

Health Councils were not issued budgets, but rather were reimbursed for monies spent.

Since the regionalization of health care, many of the Regional Mental Health Councils

had become inactive, and they were no longer mandated to advise the Provincial

government on mental health issues. The Provincial government had not offered any

comment as to the future direction of the Councils'

The lack of direction provided by the Provincial government implied that there

was little interest in the Province establishing a means for consumer participation in

mental health planning, contradicting one of the principles of regionalized health care. In

contrast, the findings of the survey of mental health stakeholders revealed that decision-

makers saw the Council as a means of implementing consumer participation in mental

health planning. The implication of this finding on the WRMHC is that it will need to re-

establish the need for consumer participation in mental health planning, and particularly

advocate for a formal means in which to do so. This will require that the WRMHC
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receives a mandate from the RHAs and the Provincial government to advise and advocate

on mental health issues in Winnipeg. The mandate should also include how the Council

establishes formal and informal communication with the governing bodies and the

community as a means of implementing consistent mental health planning that

incorporates the needs of mental health stakeholders'

Financial resources should accompany the mandate so that the Council can offer

practical support to consumer and family members in an effiort to retain their

membership. The implication for the Council is that it will need to actively lobby for

funding from the provincial government and/or the Regional Health Authority. This will

require that members of the Council meet with representatives from both governing

bodies.

One rationale for the establishment of regional health authorities was to contain

health spending (Hurley, et al, 1994). This was reflected in the finding that all five

provinces studied had closed psychiatric beds, and that no standards had been developed

as to the optimum number of psychiatric beds in each province. Atl five provinces had

attempted to transfer funds from acute mental health care to community mental health

care, but only New Brunswick had been successful in achieving an equal balance of

mental health spending. The provinces of British Columbia, Alberta, and Ontario had all

attempted to rebalance mental health spending, but with less success. Manitoba's

provincial government had, in the past, attempted to rebalance its mental health spending,

but it had not made any recent announcements to continue with this initiative.

The implication of this finding for the WRMHC is that in order to achieve a

balance in mental health expenditures between acute and community health care in
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Winnipeg, the Council should advocate for the need to rebalance resources with the

RHAs and the provincial government. More importantly, it should revive this issue with

all three governing bodies, as in Winnipeg at least, the issue did not seem to be at the

forefront of policy develoPment.

Economic factors, according to theory outlined in the literature review, have also

contributed to the low priority status of mental health services in overall health planning

(Rosenthal, 1998). In the five provinces studied, it was found that mental health

spending as a proportion of total health spending was relatively low. It was also found

that the provinces of 8.C., Ontario, and New Brunswick had made efforts in the past to

increase mental health spending, with B.C. having the highest ratio of mental health

spending out of the five provinces. In contrast, the province of Manitoba had made no

efforts in the recent past to increase overall mental health spending. The study also

showed that out of the frve provinces, only New Brunswick had legislation to protect

mental health funding. The implication for the WRMHC is to advocate for increased

mental health spending, especially for those consumers who experience long{erm and

persistent mental health disorders, and protection of mental health funding through

legislation.

Another objective of regionalization was to integrate and coordinate health

services (Hurley, et al, 1994). Within the mental health fîeld, attempts had been made to

integrate the governance of mental health care. New Brunswick had been the most

successful in this regard with the establishment of the Mental Health Commission. New

Brunswick had been able to maintain an integrated mental health system even though the

Commission had been amalgamated with the Mental Health Division. The province of
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Alberta attempted to establish a similar body, but instead created the Provincial Mental

Health Advisory Board, which did not have control over acute mental health services.

Combined funding for acute and community mental health services is a method of

achieving integrated mental health service delivery and increasing spending on

community programs (Rachlis and Kushner, 1994). The provinces of British Columbia,

Alberta, and Manitoba had combined mental health funding to a limited degree. New

Brunswick was the only province out of the frve to have done so on a consistent basis. In

Winnipeg, mental health funds were divided between the two RHAS.

Intersectoral mental health planning is another element of integrated mental health

services. The study of the frve provinces found that the provinces of British Columbia,

Ontario, and New Brunswick were implementing methods of intersectoral planning. In

Winnipeg, there were plans to amalgamate the two Regional Health Authorities where

there may be opportunity for intersectoral planning, but this had not yet occurred. The

results of the survey of mental health stakeholders found that service providers and senior

management staff identified integrated and coordinated mental health service delivery as

a priority.

In light of the theoretical basis for integrated mental health service delivery, and

the support of service providers and decision-makers in Winnipeg, the WRMHC would

be well advised to continue to advocate for an integrated mental health service system in

Winnipeg. Its role as liaison between the RFIAs and the Provincial government gives the

WRMHC the advantage of being able to communicate the need for this initiative to all

three decision-making bodies. While advocating for an integrated mental health service
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system, the Council could also highlight the need for combined mental health funding

and intersectoral Planning.

According to the literature review, the regionalization of health care was to have

resulted in increased evaluation of health services based on health outcomes (Hurley, et

al, lgg4). Within the mental health field, evaluation of health services had been

identified as a priority in all fìve provinces studied, but little progress had been made in

implementing these plans. Attempts had been made to centralize the responsibility for

evaluating mental health services, primarily through the Mental Health Divisions, in all

five provinces. For those provinces that had attempted to evaluate mental health services

in terms of outcomes, i.e. Alberta, there was a lack of consistency in the evaluation

process, and evaluations were not tied to funding. As well, consumers had limited input

into the evaluation process, and the results of the evaluations were not widely distributed.

In Manitoba, attempts had been made to evaluate case management, crisis response, and

housing services, but these evaluations were incomplete.

The evaluation of mental health services was identified as a priority for the

Mental Health Division in Manitoba. The implication for the WRMHC is then to build

on this initiative by advocating with the RHAs and the Provincial government for the

need and standardization of evaluation of mental health services based on mental health

outcomes specifically in the areas of case management, crisis response, and housing

services.

A review of the literature revealed that mental health advisory committees are

seen as a means of developing a partnership among mental health stakeholders and

decision-makers, based on mutual respect and a willingness to listen to diverse opinions
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(Wilson, 1996, Trainor, et al, lgg2). The province of British Columbia had attempted to

implement its version of a partnership model by using it as a basis for the formation of

the provincial mental health advisory councils. Unfortunately, the structure, mandate and

composition of these councils were likely to be altered in light of the regionalization

process. The Regional Advisory Committees in Alberta had made concerted efforts to

rebalance their membership, and also act as a liaison to the Regional Health Authorities.

New Brunswick viewed mental health policy development as based on a model of

partnership whereby it is common practice that mental health stakeholders are consulted

prior to the implementation of a mental health policy.

The term "partnership" was mentioned in the earlier policy documents in

Manitoba, but as these documents were outdated, there was no effort from the Provincial

government to ensure that a partnership among mental health stakeholders and decision-

makers was developed. The survey of mental health stakeholders found that there were

some differences in the opinions of mental health stakeholders and decision-makers, but

that there were also many similarities. The implication for the Council is that it has the

potential to build on the consensus of stakeholders and decision-makers, and act as a

model for partnership. The Council can achieve this by emphasizing a balance of

consumer and family representatives on Council, as well as maintaining linkages to the

RHAs and the Provincial government.

In the review of the literature, it was found that mental health advisory

committees primarily fulfill an advocacy function (Breakey, et al, 1996). Thus, the

ability of the WRMHC to advocate for the above-mentioned items seemed feasible. But,

in examining the advisory bodies in the five provinces, it was found that the balance
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between advisory and advocacy roles was difficult to achieve. Representatives in 8.C.,

Alberta, and Ontario expressed the need for advisory committees to have the freedom to

strongly advocate for mental health reform, but were somewhat reluctant to do so for fear

that they would lose the support of the decision-making bodies. The survey of mental

health stakeholders in Winnipeg added support to this finding. The survey found that

senior management respondents believed the WRMHC could fulfill the dual role of

advisor and advocate, but that advocacy takes place in a "controlled manner".

The Winnipeg Regional Mental Health Council had historically attempted to

fulfill both an advisory and advocacy role, with an emphasis of one over the other

depending on its leadership. According to the study's fìnding, if the Council is to act as

an advocate for mental health reform issues, it does so within the context of a partnership

with decision-makers. To resort to extreme forms of advocacy will likely result in losing

its role as facilitator, and subsequently, its influence. The Council will also need to

decide if it focuses its advocacy efforts on individual (micro) or systemic (macro) issues.

It is likely most appropriate that the council focuses its attention on systemic issues, and

that individual issues be addressed by a Mental Health Advocate.

A review of the literature indicated that a common problem with advisory

committees is that they were, at times, too focused on their relationship with groups

outside of the committee, and neglected to focus on issues of accountability and

membership within the committee (SilvermarL T979). Substantial representation of

consumers on advisory committees was seen as an important factor in contributing to the

committee's effectiveness (Vandergang, 1996, Silverman, 1979). In examining the

advisory bodies in the frve provinces, it was found that the advisory councils in B.C. and
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Alberta were taking purposeful steps to ensure an equal representation of consumers and

family members on their advisory committees. This was occurring at a lesser degree in

Ontario and New Brunswick. Manitoba's Regional Mental Health Councils were

originally established with the notion of consumer representation in mind, but as

described earlier, the composition of the WRMHC was dominated by service providers'

The survey of the mental health stakeholders in Winnipeg found that consumers

and family members were not aware of the WRMHC to the same extent as service

providers and senior management staff. The survey also showed that consumers and

family members expressed a desire to become a member of the WRMHC, but that

consumers were less confrdent in their ability to do so'

In order for the WRMHC to achieve the objective of balanced representation of

consumers and family members on Council, it will need to become more visible in the

community, and become more purposeful in its effort to recruit consumer and family

members. The Council will need to establish relationships with consumer and family

groups in the community using methods such as public forums. The Council will also

need to initiate and maintain working relationships with community groups in an effort to

draw support for the Council's initiatives.

Balanced representation of consumers on advisory committees does not

necessarily translate into increased influence in the decision-making process' and

subsequently, an increased sense of empowerment among consumer participants' Rather,

consumers have historically experienced barriers preventing them from influencing

decision-making on committees (Wilson,1996, Vandergang,1996). This was supported

by the finding of the survey in which consumer respondents stated they felt they were not
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heard by decision-makers, and they lacked confidence in participating as a member of the

WRMHC as a method of voicing their concerns.

As a means of counteracting the barriers traditionally experienced, the literature

review revealed that consumers would benefrt from a training process with regard to

advisory committees, as well as a means of obtaining information regarding the

committee and the issues dealt with by the committee (Vandergang, 1996, Silverman,

1979). AIso, consumers would benefit from the opportunity to express their views to the

committee, and be given practical means of support from the committee, such as financial

compensation for transportation and lost employment wages (Vandergang, 1.996).

The finding of the survey of mental health stakeholders largely supported the need

for consumer members of advisory committees to receive different forms of support in

order to increase their influence on the committee, and thus enhancing their sense of

empowerment. The survey found that in order for consumer and family member

respondents to feel comfortable in becoming members of the WRMHC, they identified a

need to receive information regarding the Council, and the mental health system in

general. Both groups also identifred the need to receive some form of assurance fromthe

Council that they will be given an opportunity to express their concerns, and that their

views will be validated by the Council. The need for practical forms of support such as

financial resources to cover transportation costs to the meeting was also identified.

To ensure that consumer participation on the Council actively influences the

decision-making of the Council, the Council will need to encourage the participation of

consumer members, provide training and orientation regarding the Council's activities,

and provide concrete forms of support, such as financial compensation. In order for the
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council to be able to fulfill these objectives, it must have access to financial resources, or

its own budget.

Another method of increasing consumer influence on advisory committees that

was not addressed in the literature review was the election of committee members as

opposed to appointment of members. The study of the frve provinces showed that the

majority of mental health advisory bodies elected and appointed their members. This

implied that the members chosen for appointment reflected the committees' views, but

were not necessarily representative of all mental health stakeholder groups. Electing

members to an advisory committee increases the chance that a variety of opinions will be

represented on the committee.

Thus, in order for the WRMHC to truly become a representative advisory body on

mental health issues, it would be best that it elects its members as opposed to appointing

members to Council. The Council has historically elected its members, but the process

was considered to be less than democratic. A democratic election process would include

a nomination of members and a public voting process. It is also important that the

members on the Council sit as individuals, and not as representatives of organizations.

Unlike the Provincial Advisory Committee in Ontario, the WRMHC had traditionally had

members sit as individuals allowing for a broader perspective on mental health issues.

Lastly, the literature review revealed that advisory committees are one method in

which consumers can become empowered. (V/ilson, 1996, Trainor, et al, 1992) Other

means of empowerment include consumer/family self-help and initiatives. The study

showed that the provinces of B.C., Ontario, and New Brunswick set aside funding for the

specifrc purpose of developing consumer and family initiatives such as consumer-run
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businesses. In Manitoba, there were consumer-run initiatives in existence, but additional

monies were not set aside for new initiatives as they were in other provinces. If the

council is to be an advocate for consumer empowerment, it should advocate for an

increased emphasis and funding for consumer/family initiatives within the region'

7.2 Recommendâtions for the winniDes Resionâl Mentâl Heâlth council

Based on a review of the relevant literature, the frndings of the inter-provincial

comparison and the survey of mental health stakeholders, and the identification of the

implications for the winnipeg Regional Mental Health council, the following

recommendations are made with regard to the wRMHc's reorganization process. In

addition to the following, it is recommended that the WRMHC develop an action plan in

accordance with each recommendation'

l. In absence of political will and a recent mental health policy document, the winnipeg

Regional Mental Health Council asserts itself as an advisor and advocate on mental

health issues;

a) The Council meets with the Board of the Regional Health Authority, the CEO of

the Regional Health Authority, and Provincial government representatives'

2. The Council establishes its mandate with the Regional Health Authority and the

Provincial government. Included in the mandate is that:

a) The Council is an advisor and advocate on mental health issues;
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b) The Council communicates in a formal manner with the Regional Health

Authority and the Provincial government. Formal communication takes place

through:

Ð Meetings;

ii) Correspondence;

iii) The Regional Health Authority are required to report back to the Council with

feedback on any recommendations made by the Council'

c) The Council communicates in an informal manner with the Regional Health

Authority and the Provincial government. Informal communication can take

place through, for example, telephone communication.

d) The Council communicates formally and informally with other Councils.

Ð Formal communication can take the form of representation on the Provincial

Advisory Committee for Mental Health Reform;

iÐ Informal communication can take the form of telephone communication'

3. The Council obtains its own annual budget in order to fulfill its objectives.

a) The Council lobbies for funding from the Regional Health Authority and/or the

Provincial government.

4. The Council operates on the basis of the partnership model. This is implemented

through:

a) Balanced representation on the Council;

b) Ongoing communication with decision-makers and other advisory Councils.
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5. The Council increases its visibility in the community. This is achieved through

a) Hosting Public forums;

b) Initiating and maintaining contact with other community groups.

6. The Council elects its members through a democratic process. A democratic process

requires that there is:

a) A call for nominations;

b) A public voting Process;

c) Members of the Council sit as individuals, and not as representatives of

organizations.

7. The Council provides assistance to new and existing members. Assistance is in the

form of:

a) An orientation process whereby the history of the Council and information

regarding the mental health service system is provided;

b) Practical assistance to consumers and family members is provided, i.e. financial

resources.

8. The Council advocates on behalf of consumers, family members, and service

providers with respect to the following systemic issues:

a) Alternate fiscal strategies:

D Combined mental health funding;

iÐ Increased mental health funding;
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iii) Rebalanced mental health funding, and;

iv) Protection of mental health funding;

b) An intersectoral approach to mental health service delivery, based on the

philosophy of partnershiP ;

An integrated approach to mental health service delivery;

A comprehensive evaluation of mental health services, specifîcally in the areas of:

i) Case management;

ii) Crisis response services, and,

iii) Housing;

An increased emphasis and funding for consumer/family initiatives.

Conclusion

In summary, it is recommended that the role of the Winnipeg Regional Mental

Health Council in a region alized health care system is both an advisor to the Regional

Health Authorities and to the Provincial government, and an advocate for issues central to

mental health reform. In order to implement this role, the Council's process will include

establishing formal and informal relationships with the decision-making bodies as well as

consumers, family members, and service providers. On the basis of partnership, the

Council will provide a means of consumer participation that will effectively influence the

mental health planning process. The resulting unity among mental health stakeholders

and decision-makers will serve to further enhance the status of mental health issues

among the general health concerns being addressed by the Regional Health Authorities'

c)

d)

e)
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CHAPTER 8:

Evaluation of Practicum

Introduction

The practicum with the Winnipeg Regional Mental Health Council (WRMHC)

was evaluated using two methods. First, the minutes of the WRMHC meetings, as well

as other documentation, was reviewed in terms of the activities conducted as part of the

practicum and the impact of these activities on the decisions made by Council members

as to their role, function, and composition. Second, telephone interviews were conducted

with former and current members of the Council as to their opinion regarding the overall

effectiveness of the Practicum intervention in assisting the Council in its reorganization

process.

Although the Practicum with the WRMHC oflicially began in September, 1998,

with the submission and approval of the Practicum proposal, preliminary work with the

WRMHC began in March, 1998. Thus, the process of evaluating the Practicum with the

WRMHC began with a review of the Council's activities beginning in March, 1998. It

should also be noted that although the Council attempted to address many concerns

regarding mental health service delivery and governance in Winnipeg, the focus of the

evaluation was on the Council's activities and discussions as they pertain to the Council's

reorganization Process.

Thus, the following chapter outlines the activities of the Council and the

interventions used to assist the Council in its reorganization process. An evaluation of

the impact of the intervention, as well as the opinions of Council members follows the

description.
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8.1 Summarv of Minutes and Other Pertinent Documentation

A presentation was made to the Winnipeg Regional Mental Health Council during

its scheduled meeting held in March, 1998, proposing that a Master's Practicum be

conducted within the context of the Council. The purpose of the Practicum was to assist

the Council in its reorganization process by providing the Council with relevant

information. The original proposal suggested that the information provided to the

Council would include information from other provinces with regard to their mental

health advisory systems; a survey of mental health advisory committees within Manitoba

to facilitate coordination between these groups; and, a literature review regarding mental

health advisory bodies. A document outlining the responsibilities of the Council with

regard to the Practicum process was distributed to members. The members voted to

accept the motion of a graduate student conducting research on the Council's behalf in

order to assist in its reorganization process.

At this same meeting, the members of the WRMHC presented its

recommendations regarding its role and the priorities in mental health planning to invited

representatives of the Winnipeg Community and Long Term Care Authority (WCA) and

the Winnipeg Hospital Authority (WHA). In short, the Council proposed that its role be

to advise the Provincial government and the Regional Health Authorities on mental

health issues, and that an integrated and intersectoral approach be taken with regard to

mental health planning.

At the following meeting held on April 21r, 1998, the Vice-President of Home

Care and Mental Health for the WCA was in attendance. The Vice-President spoke of

how mental health was to operate within the context of the newly established Regional

266



Health Authority. council members expressed their concerns that a Director of Mental

Health at the WCA had not yet been appointed, and that this would delay the efforts to

coordinate mental health service planning and delivery in Winnipeg. It was also

announced at this meeting that the chair of the council was resigning, and the

appointment of a new Chairperson would be effective May' 1998'

A meeting of the WRMHC was held in May, 1998' A request was made to

Council that time be set aside at each meeting in order to present the information

obtained on behalf of the Council as part of the Practicum process. The Council agreed

with this request. It was also proposed to council that a survey of council members be

conducted in orderto learn what they see as the role of the Council, and their opinions as

to what specifrc information they would frnd beneficial in the Council's reorganization

process. In addition, the Chair of the Council requested that background information of

the Council members be obtained for the purpose of the upcoming Annual General

Meeting tentatively scheduled for the Fall'98. The council agreed that a survey of

Council members would be beneficial'

At the following Council meeting held on June 25ú, 1998, the Vice-President for

Home care and Mental Health of the wcA was again in attendance. council members

asked the Vice-president what he believed the role of the Council to be vis-à-vis the

WCA. The Vice-president responded that the Council would be used as a "sounding

board,, for mental health operations for the wCA. The Director of Mental Health for the

WCA once appointed, would sit on Council. The Vice-President also suggested that the

council could request a private meeting with the senior management staffof the wcA to

express their concerns regarding mental health issues in Winnipeg'
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Also at this meeting, the members of Council voted to elect a representative from

child and adolescent mental health to the council. It was noted that persons representing

women's and aboriginal issues should also become members on Council. Names were to

be put forward by Council members prior to the scheduled Annual General Meeting to

take place in September, 1998.

As the final item on the agenda, a summary of the results of the survey of Council

members was presented. Copies of the results along with a summary report on the

regionalized health care systems in the other provinces were distributed to Council

members. The results of the survey essentially showed that Council members

unanimously stated the WRMHC should maintain, expand, and solidify its role as an

advisory body to the Regional Health Authorities and the Provincial government. The

survey also revealed that a majority of Council members were wanting information in the

form of the structure and implementation of mental health services in other provinces; the

structure and process of mental health advisory bodies in other provinces; and, the

perceptions of consumers with regard to the impact of the regionalization of mental

health services in Winnipeg.

Based on these findings, the proposed objectives of the Practicum were adjusted

to reflect the research information requested by the Council members. The revised

proposal was to have been presented to the Council at its next scheduled meeting in July,

1998, but the meeting was cancelled due to the inability of members to attend. Thus, a

separate meeting was scheduled also in July, 1998 with the Chair of the Council and key

members of Council. The revised Practicum proposal was reviewed and accepted with

the exception of minor revisions.
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soon afterthe council meeting in June, 1998, the vice-President of Home care

and Mental Health had resigned, and a new person was appointed to the position' This

had important implications for the council as the discussions during the June, 1998,

council meeting regarding the relationship between the council and the wcA were no

longer valid. This meant that the Council needed to re-establish a working relationship

with the new Vice-President of Home Care and Mental Health for the WCA'

At the following Council meeting held in September, 1998, a presentation was

made to council regarding the goal and objectives of the Practicum. A summary of this

information was distributed to Council members. A discussion then ensued as to the role,

function, and composition of the council. The discussion that followed included a

unanimous decision that the Council was to advise the RHAs and the Provincial

government, and that the council's membership should include repfesentatives from a

wide range of stakeholders including consumers and service providers' It was also

suggested by Council members that other sectors be represented on Council' such as

housing. The need for a clear process of Council was raised, as well as the need for the

Council to speak with a united voice.

Based on the Council's discussion, the members decided on the following steps to

be taken by Council: the Council needed to develop a pragmatic statement regarding its

purpose; the Council needed to establish its process by discussing with the RHAs and the

provincial government what issues that Council is to advise on and in what form; and, the

Council needed to establish a plan of action to include the Council's goals, objectives'

and priorities. An attempt was made to link together the council's decisions to the

information to be provided to Council as part of the Practicum proposal' The Council
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members agfeed to establish small groups at the next meeting in order to work on a

purpose statement for Council. It should also be noted that plans to hold an Annual

General Meeting were deferred indefinitely.

A Council meeting was held in October, 1998. It was decided by Council that the

members would not divide into small groups to discuss the Council's statement of

purpose as determined earlier. Instead, a brief presentation regarding mental health

advisory bodies in Alberta and New Brunswick was made to Council highlighting their

efforts to collaborate with a wide range of stakeholder groups. A general discussion

ensued with regard to the Council's role, process, and composition. The members of

Council decided that there were two main issues that needed to be addressed by Council:

1) the Council needed to determine how it will balance its interests in terms of being

reactive as opposed to proactive on issues of concern, and representing the needs of

persons with mental disorders versus those considered to be at risk; and, 2) the Council

needed to determine how it can develop a connection with policy-makers as well as

mental health consumers.

In order to address these issues, the members of Council decided to form two task

groups. The task groups met prior to the next Council meeting for the purpose of

drawing together conclusions and reporting these ideas back to the larger group at the

next Council meeting. As a result, two documents were developed that incorporated the

recommendations of the two groups. (Refer to Appendix G) The document containing

the recommendations regarding the re-balancing of the interests of the Council essentially

stated that the Council adopt a more proactive approach to issues of concern. In order to

do so, it was recognized that the Council required sufücient human and financial
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.1

resources, and that the Council would need to establish its priorities as not all issues

could be sufficiently addressed by council. This task group also recommended that in

order to address the needs of persons who have a mental health disorder and those at risk'

the council should focus its attention on advocating for mental health planning to be

centred around the population determinants of health'

The second task group, in its document, outlined strategies of how the Council

can establish linkages with mental health stakeholders, community organizations, and

policy-makers. The document essentially advocated that the Council should have

increased direct contact with these three groups through involvement with the Council in

the form of meetings, public forums, and membership on Council' This task group also

outlined strategies in working with the media. This included providing education and

information to improve the presentation of mental health issues in the media, and using

the media as a last resort in seeking public support regarding a specific issue'

As previously stated, the findings of each task group were to be presented at the

next Council meeting scheduled in November, 1998. Discussion regarding these

documents was deferred to the following meeting as the Vice-President for Home care

and Mental Health and the Director of Mental Health from the WCA were invited to

present their plan for mental health services in Winnipeg'

Also at this meeting, a document containing a summary of the Practicum

activities to date was distributed to the Council members. The document outlined

information regarding mental health advisory bodies in British Columbia Alberta'

Ontario, and New Brunswick; the initial data regarding the mental health system in

Ontario; the initial data regarding mental health expenditures in each province; and' the
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proposed survey of mental health stakeholders to be conducted in Winnipeg. Due to

limited time, little discussion ensued with regard to these items.

The next meeting of the Council occurred in December, 1998. The presentations

from the two task groups were again deferred to the next meeting as the majority of the

meeting involved a presentation from an RHA representative regarding the Community

Health Assessment project in Winnipeg. Following the presentation, a brief presentation

was made to Council regarding a summary document of recent mental health initiatives

in Ontario which was distributed to Council members, along with Ontario's guidelines

for Assertive Community Treatment and a summary of the list of resources accumulated

for the Practicum to date. Due to limited time, a brief discussion ensued regarding these

documents.

At the following Council meeting held in January, 1999, presentations from the

two task groups were made. A motion was made to accept the recommendations of the

two task group reports, and the motion was carried. The members decided that the next

Council meeting would be devoted to implementing the recommendations of the two

reports. To assist in the Council's process, an article was distributed to Council members

entitled Participation or Exploitation? Consumers and Psychiatric Survivors as Parfiiers

in Plaruting Mental Health Services @verett, 1998).

It is also important to note that in January, 1999, the Vice-President of the Mental

Health and Primary Health Care portfolio with the WCA had resigned. As a result, the

mental health portfolio was combined with the public health portfolio under the direction

of a new Vice-President. The progress the Council had made in establishing a working

relationship with the WCA again experienced a setback. The Council took steps to
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arrange a meeting with senior management staff of the WC,\ including the new Vice-

president of primary Health Care, in an effort to solidify a relationship between the WCA

and the Council. A report of the meeting's discussion was presented at the next Council

meeting in February,lggg. The Council members agreed that the new Vice-President of

primary Health Care should be invited to a Council meeting to further discuss issues of

concern. Discussion regarding the implementation of the two task goup reports was

defened to the next Council meeting.

Also, at the February, 1999 meeting of the Council, further information was

distributed to Council members with regard to the mental health advisory bodies in

Alberta and British Columbia. More specifically, documents regarding the partnership

model which provides the basis of mental health advisory bodies in British Columbia,

and an assessment of the Capitol Region Regional Mental Health Advisory Committee in

Alberta were distributed to Council members. A brief presentation was made to Council

with regard to these documents. As well, draft copies of the questionnaires for the survey

of mental health stakeholders in Winnipeg were distributed to Council members, and a

request was made that the Council provide feedback by the next meeting.

The next meeting of the Council was held in March, 1999. The majority of the

discussion among Council members focused on the preparation for the upcoming joint

meeting with senior representatives of the WHA and the WCA, and the Council. The

purpose of the meeting was for the Council to facilitate a joint mental health planning

process between the two Authorities in an effort to work towards an integrated mental

health system.
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As well, a summary of the proposed survey of mental health stakeholders in

Winnipeg was distributed to the Council members. In a brief presentation to the Council,

it was explained that the purpose of the survey was to assist the WRMHC in its

reorganization process in learning how consumers, family members and service providers

would like their voices represented to the decision-makers. It was added that the survey

results would assist the Council in its effort to establish a partnership with mental health

stakeholders and decision-makers. Most members agreed in principle with the survey

process, and most stated the information that would result from the survey would be

benefrcial to the Council's reorganization process. A copy of Scott Simmie's (1998)

report entitled Out of Mind: An Invesligation into Mental Health was distributed to the

Council for the purpose of informing the Council of the most recent issues in mental

health in Canada, including the integration of mental health service delivery.

In the following meeting of the Council held in April, 1999, a brief presentation

was made to the Council as to the progress of the survey of mental health stakeholders. It

was reported that the results of the survey would likely be available to the Council by the

next meeting.

The majority of the Council meeting was spent discussing the notion of integrated

mental health service delivery with the senior representatives of the WCA and the WHA

in attendance at the meeting. Council members presented to the invited guests the

following: the principles of mental health planning and system development; the history

of mental health care in Manitoba; multi-sectoral service delivery; and, the Council's

recommendations. The Council recommended that: 1) the two Authorities adopt

principles of an effective mental health system; 2) they aglee to a formal consultation
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process with respect to strategic and annual plans, and, 3) they commit to a strategy of

developing an integrated and intersectoral mental health delivery system' A lengthy

discussion ensued. As a result of the discussion, representatives form the WCA and the

wHA decided to take into consideration the idea of meeting to discuss mutual issues of

concern. Discussion concerning the issues raised at the Council meeting in April, 1999,

were raised again during the Council meeting held in May, 1999' The Chair of the

council met with senior management staff of the wcA and the wHA to further discuss

issues concerning the Council's role, and the development of an integrated system of

mental health service delivery. It was decided that the two Authorities would work

together on two joint projects, and that Council was to be a part of this' A task group of

th¡ee Council members was formed to work with the WCA and the WHA'

unfortunately, any further joint meetings between the wHA WCA and the council' as it

was originally intended, did not occur'

During this same meeting, a presentation was made to Council with regard to the

pfogress of the survey being conducted on behalf of the Council' A complete analysis of

the survey results was not yet available as not all data had been gathered' A summary of

the results to date was distributed to council members. A discussion among council

members then ensued with regard to how the Council would use the information resulting

from the survey. The Council members agreed that the results of the survey would

provide guidance to the council with regard to its role, functiorL and membership' In

light of the pending results of the survey, as well as the recommendations made by the

two task gfoups on council, it was decided that the entire next council meeting would be

devoted to addressing the recommendations, specifically the issue of membership'
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The next meeting of the council was held in June, 1999. A presentation was

given to the members of the council with regard to the results of the survey that were

most relevant to the Council's planned discussion regarding the Council's role' function'

and membership. The presentation attempted to link the frndings of the survey with the

recommendations made by the two task groups'

Briefly stated, the survey results showed that a majority of survey respondents

would like to see consumers and family members as well as a broad range of sectors

represented on council. Both task group reports supported this finding in recommending

gfeater representation of mental health stakeholders on Council, with additional

representatives from health determinants sectors such as housing' A majority of

consumer and family member respondents were not aware of the Council prior to

participating in the survey. This finding sewed to emphasize the recommendations of

one task goup that deliberate steps be taken by council to connect with all stakeholder

groups in the community. And finally, the results of the survey showed that respondents

from all stakeholder groups were willing to work with the council and communicate with

one another. They saw the council as facilitating a partnership between stakeholders,

and thus acting as a model for stakeholder participation in mental health planning'

After some discussion among council members, the council decided that the

composition of Council should consist of equal representation of consumers' family

members, and service providers. A motion was also made that the areas of women's

mental health, child and adolescent mental health, aboriginal mental healttr, and

psychogeriatric services be represented on Council. The motion was carried' and
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suggestions were made by council members as to persons who could potentially become

members of Council.

At the following council meeting held in August, 1999, potential nominations for

Council members was distributed. The nominations for Council membership were

scheduled to be announced at the upcoming Annual General Meeting scheduled for

October, 1999. The Chair stated that the recommendations made by the two task groups

would be incorporated in the Council's Terms of Reference, also to be shared at the

AGM. Discussion regarding the upcoming AGM ensued. It was agreed that a portion of

the meeting would include a presentation of the survey results as this would serve as an

orientation to new members of Council as to the pertinent issues surrounding the

Council' s reorganization process.

The WRMHC's Annual General Meeting took place on October 7ú,lggg. At that

time, the Chair presented a revised version of the Council's Terms of Reference which

incorporated recommendations made by the task groups and the results of the survey'

More specifrcally, the revised Terms of Reference reflected a balanced membership of

mental health stakeholders on Council, and the use of sub-committees in order to address

issues of Council. The purpose of the Council was also adjusted to reflect the

responsibility of advising the Regional Health Authorities as well as the Provincial

government on matters relating to mental health in Winnipeg. (See Appendix A for the

revised version ofthe Council's Terms of Reference')

As well, a presentation regarding the results of the survey of mental health

stakeholders was made to those in attendance at the Annual General Meeting. (For a

detailed description of the survey results, refer to Chapter 4.) The main message of the
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presentation was that the WRMHC has the potential, and the support from the community

to facilitate a partnership among mental health stakeholders, and to act as a model for

consumer participation in mental health planning'

In summary, during the course of the Practicum interventiorl the Council's

activities largely involved having to respond to continuous changes in the governance of

mental health care, while at the same time attempting to focus on issues pertaining to its

own reorganization process. The Council was, in a sense, having to continuously address

the dichotomy of being proactive in terms of determining its own role within a

regionalized health care system, and being reactive to the changes occurring within the

RHAs. The following section serves to emphasize this struggle between being proactive

versus reactive in terms of its impact on the Practicum intervention'

In accordance with the objectives of the Practicum, the Practicum intervention

was essentially a two-fold process whereby information was introduced to the Council in

terms of mental health systems in other provinces, mental health advisory systems in

other provinces, and the survey of mental health stakeholders and senior management

staff in Winnipeg. This information was then presented to the Council on an ongoing

basis as a means to encourage discussion regarding the Council's role, functioq and

process. At the same time, several changes were occuning with the Regional Health

Authorities, thus impacting the Council's ability to proceed with its reorganization

process. (Refer to Figure 8.1.)

Documentation
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Figure 8.1

Evaluation of Practicum Intervention

Regional Health
Authorities

The process of introducing new material to Council as a method of initiating

discussion regarding the Council's reorganization process was impeded by factors

occurring in the Council's external environment, and factors occurring within the

Council. When the Practicum began with the Council in Marcb 1998, the newly

established Regional Health Authorities in Winnipeg were just beginning to operate. The

WCA and the WHA were in the process of establishing their responsibilities within the

new governance structure. At the same time, the Council was attempting to establish

their role in a regionalized health care system. Due to the rapid changes experienced by

the RHAs, it was difficult for the Council to receive consistent feedback regarding their

role with the RHAs.

Mental Health
Seruice Systems

Winnipeg Regional
Mental Health Council

Mental Health
Advisory Systems
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The rapid transition period of the RHAs was reflected in the position of Vice-

President of Mental Health with the WCA which had changed three times within six

months. The result was that the Council had to continue to re-establish its role vis-à-vis

the WCA" which caused a delay with regard to its own rærganuation process' Several

meetings of Council were spent discussing key issues of concern with invited

repfesentatives of the WHA and the WCA. Due to the rapidly changing external

environment, the Council essentially had to actively establish its position with the RHAS

while simultaneously undergoing the necessary transition process within Council to meet

the demands of the new governance structure. Thus, the Council was not able to devote

as much attention as it would have liked to the material presented via the Practicum

process.

The change in the Chairperson of the Council early on in the Practicum

intervention was also a factor that affected the consistency and impact of the information

presented through the Practicum process. The former Chair of the Council played an

important role in introducing the notion of a Master's Practicum being conducted within

the context of the Council. As this person resigned early on in the Practicum process, the

purpose and benefit of the Practicum to the Council was less clear to Council members.

The result was that support for the revised Practicum proposal was difficult to obtain as

evidenced by the delays in presenting the proposal to the members of Council.

Historically, the Council has been largely reactive in its response to its external

environment. This pattern continued to be repeated at the beginning of the Practicum

process. For example, important discussions regarding the Council's role, functioru and

composition were often deferred in favor of inviting guests from outside of the as a way
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of shaping its role. Action taken by Council early on to address these issues was done in

a spontaneous manner. For example, during the meeting in June, 1998, the Council voted

to elect a new member to Council without previous discussion as to the rationale of its

membership. Instead of engaging in discussions and making decisions with regard to the

Council's goals and objectives, the Council looked to external representatives to

determine what the Council's role should be. For example, during the Council meeting

held in June, 1998, the Council asked the former Vice-President of Home Care and

Mental Health what the role of the Council was vis-à-vis the WCA.

Despite the changes in the Council's external environment, the information

presented to the Council did act as a catalyst for the Council to discuss issues concerning

its role, function, and composition. The final objective of the Practicum was to facilitate

a half-day meeting of the Council in order to present all of the findings of the first th¡ee

objectives, and assist the Council in developing an action plan with regard to its future

direction. This did not occur. Rather, the Council, mid-way through the Practicum,

created two task groups to address the issues of rebalancing the Council's priorities and

establishing linkages in the community. (Refer to Figure 8.1.) The results of the two

task groups were distributed at the Council's Annual General Meeting in October'99, and

incorporated in the Council's new Terms of Reference. A presentation of the results of

the survey conducted on behalf of the Council was made at the Council's Annual General

Meeting. The Council took deliberate steps to recruit more consumer and family

members to Council in order to create a balanced representation. Towards the end of the

Practicum, the Council was in the process of establishing its priorities.
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In essence, the goal of the Practicum intervention, which was to assist the Council

in its reorganization process, had been achieved. The information provided to the

Council via the frrst four objectives of the Practicum did act as a catalyst to the Council's

ability to address issues pertaining to its role, function, and process. The Council's

progress in addressing these issues is ongoing. It is most likely that the usefulness of the

information gathered on behalf of the Council will become more apparent over time as

the Council moves forward in its reorganization process'

8.3 Survev of Former and Current Council Members

In an effort to further evaluate the Practicum intervention with the Winnipeg

Regional Mental Health Council, former and current Council members were asked to

participate in a telephone interview to answer questions regarding their opinion of the

effectiveness of the practicum intervention. The six Council members chosen for the

survey had been consulted throughout the Practicum process, and thus were best able to

evaluate the practicum. The questions followed the format contained in an interview

guide. (See Appendix B) The participants were asked their view of the purpose of the

practicum; the degree to which the Practicum objectives were clearly explained to

Council; the impact of the inter-provincial and survey data on the Council's

reorganization process; and, their opinion as to whether, overall, the Practicum

intervention was helpful to the Council's reorganization process.

All six Council members surveyed stated that they were aware that a Master's

practicum was being conducted within the context of the Winnipeg Regional Mental

Health Council. The Council members were then asked to describe their understanding

of the purpose of the practicum. The participants consistently stated that the purpose of
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the practicum was to assist the Council in its reorganization process by bringing relevant

information to the Council concerning mental health advisory systems in other provinces,

and the views of mental health stakeholders in Winnipeg. As one Council member

stated, "the purpose of the Practicum was to assist the Council in becoming an efücient

and effective Council as part of the regionalization of health care in Winnipeg'.

The Council members were then asked if the Practicum process was clearly

explained to Council, and if not, how could the communication been improved. Five out

of the six Council members interviewed stated that they felt the Practicum process was

clearly explained to the Council. One Council member stated that the Practicum process

was unclear in the beginning. This Council member attributed the initial confusion to the

change in Chairpersons early on in the process. Two Council members stated that the

regular presentations to Council along with the material distributed helped the Council

members to remain connected to the Practicum process. One Council member added that

although there was a common understanding within Council as to the purpose of the

practicum, the vision of the Practicum as to what it was to ultimately achieve in terms of

the Council could have been more clearly articulated'

All six Council members interviewed stated that the information pertaining to the

mental health systems and advisory bodies in other provinces was helpful in

demonstrating the options available to Council. More specifically, the inter-provincial

data gave specific examples of how other mental health advisory councils were adapting

to the regionalization of health care. One participant stated that the inter-provincial

information gave the Council a vision as to what the possibilities were, and led the

Council to rethink its mandate and role. As one member stated, "the information helped
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to drive the Council forward...it was the impetus for the Council to achieve the task of

determining its purpose and its vision...if, not, the Council would have died a natural

death". Two participants stated that despite the usefulness of the information, the

Council did not use it in specifrc way. One member stated that due to external factors'

the Council,s efforts were often focused on addressing the changes in the political

environment as opposed to addressing the information presented as part of the Practicum

process.

With regard to the impact of the survey on the reorganization process of Council,

th¡ee members stated that the survey assisted the council in its restructuring process.

More specifically, one member stated the survey helped to change the composition of the

council to reflect more balanced representation. one member stated the survey also

assisted in clarifying the Council's goals, thus increasing the ability of the Council to

communicate these goals to those outside of council. Two of the participants stated that

the survey essentially reaffìrmed what was already known to the Council' For example,

that the community was unaware of the Council's existence; that consumers do not have

an effective voice; that the Council needed to have better representation, and, that the

Council needed to take a more proactive stance as an advisory body on mental health

issues. One member stated that due to the Council's transition process, the results of the

survey were not utilized to the fullest extent possible, but that this may change over time'

The last question asked of the participants was to respond to the statement that

overall, the practicum intervention was helpful to the Council's reorganization process'

Three out of the six participants stated that they agreed with this statement, and th¡ee of

the participants stated they strongly agreed with this statement.
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E.4 Evaluâtion of the Practicum as it Pertains to the survev of council Members

As shown by the results of the survey, all six council members interviewed were

aware of the Practicum conducted with the council, and all six had a consistent

understanding as to the purpose of the Council. A majority of those interviewed stated

the Practicum process was clearly explained to Council, but two participants attributed

the initial lack of clarity to events occurring within the council. More importantly, it was

pointed out that an overall vision of the Practicum was not articulated to Council' This is

significant in that if a vision was not clearly explained, it might have contributed to the

council members uncertainty as to the benefits of the Practicum for the council'

It seems evident by the survey findings that the inter-provincial data presented to

the Council assisted the Council in its visioning process, and acted as a catalyst to

discussion concerning the Council's role, function and composition' It was identified'

though, that the material presented to Council was not used in a specifrc manner' This

was attributed to the Council's focus on the changes occurring in its external environment

leaving little time to devote to the material presented to council.

Similarly, information pertaining to the results of the survey with mental health

stakeholders assisted the Council in its teorganization process, but in a more concrete

manner. Even though the survey reaflirmed facts already known to council members, it

too served as a catalyst to discussion regarding the council's reotganization process.

External factors again played a role as to the extent the information was used by Council'

Overall, those interviewed found the Practicum intervention to be helpful to the

Council's reorganization process, but the degree as to how helpful it was to Council

varied among participants. It seems evident that the Practicum intervention acted as a
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catalyst to the change process by alerting the Council of the steps it needed to take to

become a more effective and efücient advisory body. It is also evident that the changing

external environment affected the time and attention the Council devoted to its own

change process. Thus, the Practicum intervention may have been more effective if the

information presented to the Council was reduced, and the main points directly affecting

the Council's decision-making process were more clearly articulated.

Conclusion

In evaluating the Practicum intervention with the Winnipeg Regional Mental

Health Council, it is evident that the goal of the Practicum intervention had, for the most

part, been achieved. The inter-provincial data and the results of the mental health

stakeholder survey presented to the Council served primarily as a catalyst for the Council

to discuss its role, function, and membership. The information, though, was not always

specifically incorporated into the Council's decision-making process.

The information presented to the Council represented the most important piece of

the Practicum intervention. The facilitation of discussion among Council members was

less significant partially due to the reason that the status of "graduate student" offered

little authority with the Council, and thus members were unlikely to view take direction

from a facilitator in this position.

The rapidly changing external environment also played an important role in terms

of how the Council priorized the issues requiring its attention. As the WHA and the

WCA began to establish their roles in regionalized health care, it created a ripple effect

on the Council's change process. The Council would react to initiatives announced by

either Regional Health Authority and, at the same time, would attempt to establish its role
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as an advisory body to both Authorities. Thus, a great deal of the Council's time was

spent in this regard, and less time was spent on addressing the changes required within

the Council to become an effective advisory body. The impact of this factor on the

practicum process was that less time was devoted to the presentation of relevant material.

Despite this factor, those interviewed for the purpose of evaluating the Practicum

unanimously agreed that the Practicum intervention was effective in assisting the Council

to move forward in its reorg anizationprocess. There is evidence to show that the Council

was able to make decisions regarding its role, function, and composition based on the

information provided to the Council. Thus, the goal of the Practicum had been achieved.

As one Council member stated, "the Council would have not made the progress it did had

it not been for the Practucum intervention".
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CHAPTER 9:

Conclusion

In response to political and economic pressures, the management of health care'

and subsequently mental health care, has changed in many of Canada's provinces' Most

provinces, including Manitoba, have undergone a transition process that involves

transferring the responsibility of the management of health care from the Provincial

government to decentralized regional authorities. Mental health services are particularly

vulnerable in the regionalization process as there is risk of further deprioritization of

mental health services negatively affecting the reallocation of resources to community

mental health care.

In examining the mental health systems in British Columbia, Alberta, Manitoba,

Ontario, and New Brunswick, the results show that each province is attempting to reform

its mental health services according to best practices with varying success' As well, the

results consistently demonstrated that the mental health advisory bodies in each of these

provinces are struggling as a result of the changes imposed by the regionalization, or in

the case of ontario, the decentralizationof health care.

The notion of partnership among mental health stakeholders' community agencies

and decision-makers in mental health planning introduced by CMHA's Framework of

Support has been implemented in varying degrees in the different provinces. Despite the

long-standing idea of partnership, the degree of success in consumer participation in

mental health planning has been limited'

political will is an important factor in reforming mental health services as well as

implementing consumer participation in mental health planning as evidenced by New
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Brunswick's policy to incorporate community input at all levels of decision-making. In

the absence of political will from the Provincial government in Manitoba, the Winnipeg

Regional Mental Health Council has had to take it upon itself to re-establish its role as an

advisor and advocate on mental health issues'

The results of the survey of mental health stakeholders demonstrated the

willingness of consumers, family members, service providers and decision-makers to

communicate with one another for the purpose of improving Winnipeg's mental health

services. The survey also revealed the willingness of participants to work with the

winnipeg Regional Mental Health council to achieve this goal. Thus, the elements of a

partnership do exist.

The practicum intervention was successful in acting as a catalyst for the WRMHC

to build on existing partnerships, and establish new partnerships in the regionalized

health care system. The Council has taken purposeful steps to re-balance its membership

to better reflect consumer and family interests. To ensure that consumer interests are

incorporated, and therefore influence mental health planning, the Council will need to

address the recommendations as outlined in the previous chapter.

To effectively overcome the stigma experienced by mental health consumers, it is

necessary that a range of mechanisms are available for consumer participation at all

levels of decision-making. The Winnipeg Regional Mental Health Council has begun the

process of establishing itself as a model for partnership and consumer participation in

mental health planning. The potential is that other mental health organizations will

follow their example and incorporate this model into their decision-making process.
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APPENIDIX A

Terms of Reference for Mental Health Advisoly
Committees/Councils
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1.0

Manitoba's

Advisorv Committee on Mental Health Reform

TERMS OF REFERJNCE

BACKGROUND:

In October, 1988, the government announced "New Directions in Mental Health"

signalling some iundamental policy shifts. A number of "projects with a new

,uñion,' lere also unnounr.å. Thet. new directions included a structural

reorganization of the Mental Health Division to reflect its new expanded mandate

wniõh provided it with overall policy, planning and fiscal accountability of all

compoåents of the mental treâlttr iyit"m funded by Manitoba Health (i'e'

Regional Mental Health Services, Provincial mental health centres, mental health

,.ñir., provided by personal care homes, general hospitals, general

practitioners/p sychiatrists and external agenci es)'

These policy shifts also included a commitment to forge a new partnership among

all staËeholãers in mental health to facilitate the process of change. As part of

this commitment the Provincial Advisory Committee on Mental Health Reform,

with representation from key stakeholders, was established.

During the years since its inception, the Advisory Committee has played a major

role in mental health reform Èy participating in the formulation of policy and

resource allocation. The Committàe provided approval, in principle' of the reform

plans for Western Manitoba, Norman, Thompson, Interlake and Eastman Regions

änd tt e City of Winnipeg. The Committee also participated in the development of

a new poiity ør fui¿ing self-help organizations and the development of a

proporui regarding the human resource requirements in a reformed health system'

Às'well, the Committee approved an implementation strategy for consumer

.rnpo*.i61ent and established a sub-committee to proceed with implementation'

With the return of mental health under the larger general health care umbrella and

with the establishment of Regional Health Authorities, the continuing existence of
the Advisory Committee is viewed as essential to ensuring that the process

continues and the new vision is maintained. It will be necessary to monitor the

continued implementation of reform to ensure that the focus remains on the needs

of the people, on accessibility, empowerment and accountability.



Advisory Committee on Mental Health Reform

Terms of Reference

2.0 PURPOSE:

The committee will provide a forum for the discussion of a broad range of mental

health issues an¿ ïill provide advice to the individual Regional Health

Authorities and the Minister of Health on all aspects of the provincial mental

health system.

This will include:

. Ensuring that the values and principles of mental health reforms, as expressed

in both the Core Services document and the Vision document, are reflected in

the Health Authorities' Policies;

o Reinforcing the need for integration, coordination and collaboration of mental

health services;

o Assisting and empowering Regional Mental Health Councils to fulfill their

mandate to advise their reipective Regional Health Authorities on the need to

adhere to the principles and values of mental health reform;

o Providing creative thinking to the total mental health system by reviewing

evidence-based practices/best practices'

PROCESS:

The advisory process may include the following tasks:

3.1 Develop an Annual Report and timely briefs which will deal with current

mental health issues and include the Committee's concerns,

recommendations and resolutions'

3.2 Initiate and develop a working dialogue and a working relationship with

the Regional Health Authorities in the first instance and the Minister of

Health as well as training institutions. A face to face dialogUe with

persons in positions of power would be a priority'

3.3 Monitoring the implementation of the reform process and its impact on

consumers utilizing available criteria/outcomes to measure the impact of

reform. utilizin! feedback from Regional councils would be an

important Part of this task.
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Advisoly Committee on Mental Health Reform

Terms of Reference

3.4

4.1

Determine/ analyze data relating to evidence-based practices by pooling

resources available at the Committee level, utilizing outside resources'

sub-committees and Regional Councils.

4.0 COMMITTEE STRUCTURE:

Comoosition and Size:

The composition should reflect a broad range of expertise and skills in

mental héalth as well as reflect both the various geographic sectors of the

province and the identiflred reform targets of the serious mentally ill,

child/adolescents and psychogeriatrics. The Committee should be

composed of the following:

a) The chairperson from each Regional Mental Health council, a

designated alternate will also be appointed for each regional

council. (8)

b) Members of the various mental health professions including

psychiatry, family medicine, psychiatric nursing, psychology'

io.iut *ork, occupational therapy and registered nursing as well as

the Head of the Department of Psychiatry, University of Manitoba'

(8)

c) consumer/family members will comprise at least 25% of
Committee membership (7)

d) Representatives from community agencies and organizations

including a psychogeriatric representative, an addictions

,rpr.r.niutive, a multicultural health representative in addition to

the various mental health Aboriginal representative in addition to

the various mental health organizations. (8) Members are to be

appointed by the Minister of Health inctuding those members

serving by virtue of ofüce.

Note: While on the Advisory Committee, appointed members function as

individual s rather than as organizational representatives.

Appointed members failing to attend three consecutive regular

mãètings without just cause may be deemed by the Committee to

have resigned.



Advisory Committee on Mental Health Reform
Terms of Reference

4.3

4.2

4.4

Membership, including the chairperson, will be limited to a

maximum of Pmembers.

A staff member from the Mental Health Branch should be

delegated to this Committee to act as its Secretary and facilitate its

opr*tionr. He/she will function as prime contact person for

inquiries to the Committee The Committee will also invite the

Asiociate Deputy Minister of Mental Health Services to attend and

participate in its Proceedings.

Chairoerson:

The Advisory Committee will forward a recommendation for Chairperson

and Vice Chairperson to the Minister. They will be appointed for a

renewable two year term.

Sub-Committees:

A membership sub-committee of three to fïve members will be appointed

on an annual basis by the Advisory Committee. Other sub-committees

may be developed at ihe discretion of the Committee to deal with specific

tasks or issues. A written mandate will be provided for sub-committees

specifying function, composition and reporting requirements. All such

ruU-ró*tittees will report to the Advisory Committee orally and/or in

writing through the chair of the sub-committee.

Reportine RelationshiP :

The Committee, through its Chai¡person, reports to both the Council of
Chief Executive Ofücers for the Regional Health Authorities and to the

Minister of Health.

The Committee is also supported by and financed by the Department of
Health.



Advisora Committee on Mental Health Reform
Terms of Reference

5.0 TENURE:

The length and term for Committee members will be four years, except for those

Counciiof Chairs serving by virtue of ofiîce. Appointed members may serve a

maximum of two *nr..,iiuã four year terms. Exceptions to this may be made by

a majority vote of the Committee.

MEETINGS:

An annual schedule of meetings will be developed with a minimum of four

meetings in any fiscal year. Additional meetings may be scheduled if necessary.

EXPENSES:

Funds for travel, lodging and other miscellaneous expenses for Committee

members and for the operation of the Committee will be provided by the Mental

Health Branch.

REVIE\il:

The Terms of Reference are to be reviewed every three years. Recommendations

for change should be presented to the Minster of Health for his approval'

8.1 Revisions:

Revisions to the Terms of Reference must be approved by the Minister of
Health.

6.0

7.0

8.0

October 1997



WINNIPEG REGIONAL MENTAL HEALTH COUNCIL

TERMS OF REFERENCE

1.0 PURPOSE:

The purpose of the Winnipeg Regional Mental Health Council is to advise the

AssiJtant Deputy Minister of Health, the Mental Health Branch and the residents

of Winnipeg Region on all matters relating to mental health in the region'

2.1

,,,

2.3

2.4

2.s

2.0 STRUCTURE & FUNCTIONING:

Composition:
The öouncil consists of 12-18 elected members, elected by residents of
Winnipeg Region, and two members appointed by the Minister of Health

and the 
-Winnip.g 

Regional Director. It is intended to include broad

balanced représentation from consumers of mental health services,

families of õonsumers, service providers, the community at large and

government. However, while on the Council, members function formally

ãs individuals rather than as organizational representatives.

Terms of Members:
The term of members is three (3) years, beginning July 1 of the year they

are elected or appointed.

Maximum Length of Tenure:
The maximum length of tenure of elected members is two consecutive

terms.

Chair and Vice-Chair:
The Chair is elected by the members for a term of offrce of two (2) years'

The Winnipeg Regionãl Director serves as Vice-Chair on an ongoing basis

to provide continuity and stability.

Annual General Meeting:
An Annual General Meetìng is organized by the Council and is normally

held during the period May-June. The primary purposes of the AGM are

to report the woik of the Council to residents of Winnipeg Region, to elect

..*-b.r, to frll vacancies and to receive recommendations from residents

concerning future activities of the Council. Adequate public notice of the

AGM is gìven at least four (4) weeks prior to the meeting and includes a

call for nominations for membership on the Council.



Winnipeg Regional Mental Health Council

Terms of Reference
Page2

2.6 Election of Members:
A nominating Committee composed of 3-5 members is appointed annually

by the Council to present a slaie of nominations including the Chair, to the

Ao*uig.neral Meeting. The nominations must ensure that broad and

balanceírepresentationls maintained on the Council as noted in 2'1' The

NorinJinj Committee is guided in its work by the fundamental purpose

and inten¿ã¿ composition õf th. Council. Additional nominations may be

."¿. uv any iesident of winnipeg Region, providing- that such

nomination. ár. ,.r.ived in writing by the Chair of the Nominating

Committee at least two (2) weeks priìr to the AGM' These nominations

are presented to the AGM concurrently with those of the Nominating

Committee. A-ll nominations are accompanied by a brief biographical

description of the nominee's qualifications for membership on the

Council'

Election of members including the Chair, is by majority vote of those

residents of Winnipeg Region attending the Annual General Meeting'

3 O MEETINGS:
3.1 FrequencY:

Meetings åre called by the Chair, normally monthly' However, there must

be a miãimum of one meeting every three (3) months'

3.2 Notice:
Members are given two (2) weeks notice of all regular meetings' Special

meetings rufU, called'Uy ttre Chair, or upon request of a majority of

membJrs to ihe Chair, with less than two (2) weeks notice regarding

urgent, important matters.

Agenda:
Tñe agenda is developed by the Chair in consultation with members and

whenÃer possible, is ãistriúuted to members in advance of the meeting'

Quorum:
Tìe Quorum for any Council meeting is a majority of members in good

standing on that date.

Minutes:
Minutes of each meeting are kept by the Chair or his/her designate'

Minutes are approved ai the next regular meeting by those members

pi.r.", A copy of all minutes are kept by the Vice-Chair at his/her ofüce

3.3

3.4

3.5



Winnipeg Regional Mental Health Council
Terms of Reference

and are available for inspection by any resident of Winnipeg Region upon

request during normal working hours,

Rules of Order:
Unless otherwise indicated, Roberts' Rules of Order apply in conducting

Council meetings, the Annual General Meeting and committee meetings.

4.0 Vacancies:
4.1 Failure to Attend Meetings:

Following the absence of a member for three consecutive meetings

without notification of regrets, the Chair will bring the matter to the

attention of the Council. The Council may, by way of motion, deem the

absentee member as resigned. If this occurs, the Chair will subsequently

forward a letter of acknowledgement of contribution to the member.

Resignations:
Resignations are submitted in writing to the Chair and are announced at

the next regular meeting.

Removal from Oflice or MembershiP:
If, in the opinion of five or more members of Council, the Chair is grossly

inadequate in the performance of his/her duties, or a member is acting in a

,nunné, very inconsistent with the Terms of Reference of the Council, the

individual in question is requested by the Chair (or Vice Chair in the case

of the Chair) tà explain his/her conduct at the next regular meeting. If the

individual refuses to comply with this request, or if after complying a

majority of members present still have serious concerns' a notice of
motion-to remove the individual from office and/or from membership on

the Council is given for the next general meeting. Consideration of such a

motion follows normal rules of order and approval of it requires a % vote

of members present.

Filling Vacancies:
Vacaniies among elected members created by any means may be filled at

the discretion of the Council on an interim basis by a majority vote of the

remaining members until the next Annual General Meeting. Vacancies

among appointed members may be filled at the discretion of the Minister

of Heãlth.- The offrcial team of the elected member commences on July I

of the year elected at the Annual General Meeting.

3.6

4.2

4.3

4.4



Winnipeg Regional Mental Health Council
Terms of Reference

5.0 COMMITTEES:
5.1 Mandate:

5.2

appropriatetotheAssistantDeputyMinsterand.is
responsible, at a minimum, for providing an Annual Report to the ADM. The

Annual Report covers all aspects of the Council's activities during the preceding

fiscal year, including expenditures.

7.0 BUDGET:
7.1 Fiscal Year:

The fiscal year for the Council is the same as that for the Government of
Manitoba.

Annual Budget:
An annual Uudget for the Council may be submitted to the Assistant

Deputy Minister at least one month prior to the beginning of the fiscal

year, iogether with a description of the activities to be supported. Funds

are allocated to the Council as deemed appropriate by the ADM.

Reimbursement of Expenses:
Members are reimbursed for out-of-pocket expenses, transportation, meals

and lodging in accordance with the amounts and guidelines set out in the

General Manual of Administration.

5.3

The Council may establish such standing and ad hoc committees as are

deemed necessary from time to time. The Council provides a written

mandate for each committee, which includes its function(s), composition

and reporting requirements.

Composition:
Committees of the Council may include any combination of members and

non-members perceived to be optimal for carrying out their assigned

mandate. However, the Chair of each committee must be a member of the

Council.

Reporting to the Council:
Committeis report to the Council, orally and/or in writing as appropriate,

through the Chair of the committee. Normally, a committee's report is

approved by majority vote of its members. In addition, however, minority

reports are accepted by the Council for information.

7.2

7.3
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7.4 Replacement of Lost Income:
Members who are subject to loss of income due to attendance at Council

meetings may, upon request and with appropriate documentatiorq have

this income replaced at the rate of loss but not exceeding $15.00 per hour.

8.0 REVISIONS TO TERMS OF REFERENCE:
eference may be proposed by the Council but must

be approved by the Assistant Deputy Minister.



British Columbia's

Provincial Mental Health Advisorr Council

TER}IS OF REFERENCE

The provinciar Mental Health Advisory council has identified the values it feels must

form the foundation of ,n. mental healih system, and will ensure that all

recommendations made by the council strongly reflect these values'

The mental health sYstem should:

o Be consumer centred.

o Focus on quality of care, quality of life'

o Be responsive to the needs of consumers, recognizing consumers' right to choice and

the principle of self determination'

o Respect the potential of the individual, and foster dignity of the individual in all

aspects ofbusiness.
o Develop systems that are "inclusive" rather than "exclusive", and equally accessible

to all.
o Recognize consumers of the mental health system as active and equal partners ln

service delivery and policy development'

o At all times, practice a coilaborative approach with other service providers,

consumers, families and support systems, and commit to sharing information'

o Demonstrate Professionalism.
o Utilize resources resPonsiblY

1.

)

J.

4.

GOALS AND OBJECTTVES

To promote the council as a vehicle for communities to express concerns and ideas

regårding the provision of mental health services'

To provide the Minister of Health with advice regarding all aspects of the mental

health system.

To review and comment on the provincial mental health budget allocations'

To evaluate the effectiveness of the Council'

(**Taken from the provincial Mental Health Advisory Council Annual Report

1995-1997\



British Columbia's

Provincial Mental Health Consumer Advisorv Council

TERMS OF REFERENCE

1. To provide accurate, open minded and broad information on the implementation of

the Mental Health Plan in the regions'

2. Topromote and support consumer involvement in the delivery of mental

health services.

3. To promote partnership with the Ministry, Provincial.Mental Health Advisory

Council and the provincial Mental Healih Family Advisory Council'

4. To promote partnership with the regions by passing back to the regions accurate

,.på.tt on wirat the provincial bodies are doing'

5. To promote partnership in our regions by networkiry ?nd 
building good relationships

with local f,.utft Uãuås, local rfiional mental health boards, all professionals, the

hospitals and consumer support groups'

6. To represent consumers in a way that will further the concept of consumers' abilities

and rights.

7. To refrain from passing on rumours, negative comments and misinformation which

impedes the PartnershiP model'



British Columbia's

TERMS OF REFERENCE

REPORTS TO: Director, Adult Mental Health Division

PURPOSE:

1:0 Provide advice, leadership and direction in the

planninganddeliveryofAdultMentalHealthServices.

l.Z provide advice, leadership, and direction on priorities

regarding policies and standards to the Adult Mental

Health Division.

l:3 Provide advice, leadership, and direction in the

implementation of the 1998 Mental Health Plan'

2.0 To make recommendations to address the needs of
families as identifred in "Families Sharing the Caring"'

2.I To promote and support family involvement in mental

health service delivery, planning, management, and

evaluation.

2.2 To promote and support family involvement on

Boárds, Councils, and Committees, dealing with

mental health issues.

3:0 Report to the Provincial Mental Health Family

Advisory Council on regional initiatives'

3:1 Member representatives to network with regional and

community organizations and agencies'

4:0 Provide an Annual Report to the Director of Adult

Mental Health Division in each fiscal year'

MEMBERSHIP/REPRE SENTA TION :

Members will have experience with mental illness in their families, and are to be selected

by their regions. Agency members will be selected by their agencies. Ex-offrcio

members *ilt Ur a representative from the Adult Mental Health
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Division, the designated position in the Capitol Health Region responsible for.

Consumers, Family and Ésychosocial Rehábilitation, and the designated position in the

Simon Fraser Region responsible for consumers and Families.



British Columbia's

GUIDELINES

Regional Mental Health Advisory Committees will work together in partnership and

mutual respect.

Members of the Committee will work together and speak with a common voice in order

to strengthen and improve mental healthiervices within the communities in their region.

Partnerships will include consumers, family membgrs, service providers and other

stakeholdérs providing an opporlunity for maximizing input from each sector'

There will be representation from the broad range of mental health issues for people of all

ages in their region.

The needs of consumers as primary service recipients are best addressed by consumers.

The needs of families as primary caregivers are best addressed by family members'

Representatives will work in an environment of respect for differences and validate the

knowledge, experience and expertise of each representative.

Support and skills training necessary for the representatives to participate as equals will

be provided by the Committee.

Representatives have a responsibility to assist others in expressing their views.

Each representative will feel valued, part of the team and contribute to the shared vision

of mental health reform.



British Columbia's

Reeional Mental Health Advisoru Committees

TERMS OF REFERENCE

Mental Health Advisory Committees monitor and provide guidance and advice to ensure

mental health services:

l. Emphasize restoration of independence and dignity through consistent consumer and

family focus throughout the service system. Regional mental health services should:

1.1 Include consumers and families as partners in care, whole supporting personal

management of illness in the least intrusive environment.

1.2 Include consumers, families and signifrcant others in service planning and

provision.
1.3 Develop mechanisms for a balanced supported involvement of consumers,

familiei, service providers and other stakeholders as advocates and partners in

the planning, development and management of the mental health service system.

2. Provide a responsive, accessible, person centred system of clinical care which is

needs driven. Regional mental health services should:

Z.l Be integrated across the continuum of care (community to tertiary) and with the

overall system of care, such that ænsumers experience no discontinuity when

requiring different types and levels of care.

Z.Z Offer a comprehensive range of services to address varying needs of consumers

ofall ages.

2.3 Give first priority to people experiencing disabling, serious or persistent mental

disorders.
2.4 Provide appropriate 24 hour access to emergency response such that anyone,

regardlesi of áge, community, or diagnosis, who is experiencing an acute mental

health crisis receives the care or assistance s/he requires.

2.5 Provide appropriate intervention for people of any age with acute mental health

problems so as to relieve their distress and minimize reculrence or long term

disability.
2.6 Coordinate services and planning with other ministries and agencies for those

consumers with multiple needs.

2.7 Çive priority for the continuing reform of mental health care through improved

access to psychiatric services, medications and development of regionalized

tertiary care.



(Regional Mental Health Advisora Committee, Continued)

2.g tnitiate service improvement as a product of evaluation and quality management.

3. promote basic supports for community living that enable people with mental

disorders to fully áccess their community's opportunities to live, work and participate

in community life. Regional mental health services should:

3.1 Ensure a range of housing options is available which meets the care,

independencã and support requirements of people with mental disorders in

accordance with current standards.

3.2 provide opportunities for meaningful and productive activity and employment in

keeping wiin the skills and abilities of people with mental disorders, which is

non-discriminatory and assists in meeting basic income requirements'

3.3 Enable people wit-h mental disorders to access information, education and leisure

resources that enable them to enjoy full and satisfuing lives.

3.4 Provide support and education for families.



Alberta's

TERMS OF REFERENCE

PURPOSE

The Regional Mental Health Advisory Committee (RMHAC) provides a _method to

ensure fuUti. involvement in mental health planning and service delivery. Community

development principles are used as the framework for the RMHAC to meet their

responsibilities.

RESPONSIBILITIES

o To provide a liaison mechanism between the Regional Health Authority (RHA) and

the Þrovincial Mental Health Advisory Board (PMHAB)'

o To provide assistance, advice and information to the RHA and the PMHAB with

resplct to planning, delivery, coordination and monitoring of mental health services.

o To encourage regional mental health planning with balanced committee membership

from consumers,-famil i es, health profes sional s and community members'

o To work collaboratively with others to assess and identify the regional mental health

needs of the population.
o To identify changes, trends and gaps in mental health service delivery through a

monitoring process.

o To provide- an opportunity to share information with stakeholders about planning

p.oó.rr.r, policiei, programs and other issues that affect mental health consumers.

o To increase awareness of consumer needs and mental health issues in order to

influence the importance and priority of mental health services.

o To initiate special studies or projects related to mental health issues and consumer

needs.
o To support and enable mental health promotion activities.

MEMBERSHIP

Membership will include equal representation from the following categories.

o Consumers
o Family members, caregivers or private guardians

o Members of the general public
o Mental health service providers
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The RMHAC will have a minimum of 8 members and a maximum of 16 members.

Members will represent the diverse characteristics of each region and have balanced

views, backgrounds and experiences.

Members will be appointed to the RMHAC by their governing body.

CHAIRMANSHIP

RMHAC members will elect the Chairman.

The Chairman will attend the RMHAC Chairs Council to communicate with the

pMHAB and the other RMHAC Chairs from throughout the province. That includes the

RMHACs divested to the RHAs

REPORTING RELATIONSHIP

Their governing body will determine the RMHAC reporting relationship.

Mentâl Health Services Divested to llHr{s bv the PMH-{B

The RMHAC will report to the RHA through a mechanism determined by the RHA.

Mental Health Seruice Governed bv the PMIIAB

The RMHAC will report to the PMFIAB through the RMHAC Chairs Council.

COMMITTEE OPERATIONS

The governing body will provide administrative and financial support to the RMHAC.

MEETINGS

Meetings will be held at least nine times per year.



Alberta's

Consumer Advisorv Council

TERMS OF REFERENCE

SCOPE:

The Consumer Advisory Council (CAC) is a committee of the Provincial Mental Health

Advisory Board (PMHAB) that provides advice on the concerns and issues of consumers

of mentál health services, and participates in projects and activities, as the board

requires.

PURPOSE:

To optimize the ability of individual consumers to represent their peers at the

regional/community level.

The Council will also act in an advisory capacity to the PMHAB with regard to

consumer issues and will assist in identifuing priorities and needs to be addressed within

the restructured mental health system.

MEMBERSHIP:

Representatives will be from across the province as determined by the board:

o The members will represent groups identified in the Future Directions document.

o The PMHAB will appoint members annually.

CHAIRMAN:

The Chair to be selected from the membership by council'

COUNCIL ACTTVITIES:

To develop an orientation process to facilitate optimal participation by consumers on

regional/community committees to be implemented by the Regional Mental Health

Advisory Committee (RMHACs) at the regional level'

To establish linkages with relevant groups of consumers'

To respond at the request of the PMHAB to issues, proposals, reports, etc. to provide a

consumer perspective.
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REPORTING RELATIONSHIP:

The Council shall report to the PMHAB chair through the Chief Executive Offrcer.

COMMITTEE OPERATIONS:

Organizational support to the council will be provided by the PMHAB Corporate Ofüce'

MEETINGS:

Meetings will be held as required, within the annual budget'

MINUTES:

Minutes of meetings shall be recorded and distributed to council members and to

members of the PMHAB within a reasonable period of time, following each meeting.

FINANCE:

The budget to be determined annually by the PMHAB with frnancial policies designed to

support consumer requirements (i.e' advanced payment)'



Ontario's

Provincial Advisory Committee on Mental Health

TERMS OF REFERENCE

AUTHORITY: The Steering Committee on the Mental Health Reform

PURPOSE: The purpose of the PAC - MHO is:

o To help ensure the best possible level of mental health and of
mental health care in Ontario, and

o To contribute to the successful and timely accomplishment of
the vision and outcomes contemplated in "Putting People First"
and the "Multi-Year Plan".

By providing expert advice and informed comment on the creation,

development, evolution, operation and continuous evaluation of a

reformed mental health system in Ontario.

COMPOSITION: As attached.

TERM:

QUORUM:

CIIAIR:

ACTION:

April 1995 - March 30, 1998, Review of renewal of term at

that time.

A majority of the members of the Committee.

Within the context of the foregoing, the specific functions of
PAC-MHO include, but are not restricted to, the following:

a) To receive, review and provide informed comment on

Provincial policies, procedures and practices under development

within the Ministry with respect to mental health reform, including
proposed targets and the pace of reform.

b) To raise and discuss with the Ministry issues of concern to
stakeholders with respect to mental health policies, procedures,

practices, targets and the pact of reforn¡ including issues

relating to the ongoing application and implementation of these

matters throughout the Province, and the process of re-

allocating resources.
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c) To monitor government's fiscal policies and strategies as they

relate to mental health services for their consistency with
mental health reform.

d) To receive, review and discuss with the Ministry periodic

reports (from the Ministry, the PAC-MHO itselfl and other

soirces) on the progress ofreform and the evaluation thereof,

and offer informed comment and/or expert advice on ways and

means.

Of accel erating reform ;

Of removing observed obstacles to its effective implementation

throughout the Province;

Of continuously improving the quality of outcomes.

To identify, examine and advise the Ministry on emerging

issues that may impact upon or relate to the effrcient and

effective provision of mental health services in Ontario. In this

connection, the PAC-MHO, as appropriate, will recommend

policies, strategies or particular initiative for dealing with the

issues identified.

To make every effort to ensure the participation and effective

representation of consumers/survivors, families, \ryomen, ethno

ruòid communities, the Francophone community' the First

Nations and other marginalized groups in the process of mental

health reform and within all bodies, structures and functions of
a reformed mental health system.

To review and evaluate curent concepts, programs and

associated funding in the related frelds of mental health

promotion and mental illness prevention, and provide expert

àdui.* and/or informed comment on improvements and

enhancements to be made in these fields as the mental health

reform process unfolds.

The prevention of illness and the promotion of wellness are key

elements in the Province's overall health strategy and they

must, therefore, be integral parts of the evolving mental health

system, its plans and its funding.

h) To create linkages and engage in interactive dialogue,

networking and outreach with an to:

a

a

e)

s)
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r Stakeholders and community groups,

o Ministries and agencies at each governmental level, whose

activities impact on various aspects of mental health related

policy and service delivery,

. -Such 
bodies at the Premier's council on Healt[ well-Being

and Social Justice.

i)Toworkwithandofferexpertadviceandinformedcomment
totheMinistryonwaysund'.un'offosteringthegrowthand
development äf effeciive bodies and networks within each of
the four principle stakeholders groups and ensuring the

appropriàte reiresentation and integration yithll each such

gråup of p.rsons from population groups identified for current

prioritY attention.

j)TocontinuetheworkoftheformerCommitteeinemphasizjng.
the need for "plain language" and "ease oflistening or reading"

in all oral and written õommunications, so that all stakeholders

mayunderstandandinterpretthemwithease.Includedinthe
term ..written communication" are all material, including

guidelines, standards, reports, recommendations, evaluations'

f,roposals, etc. issued bythe Ministry, Districtllealth Councils

and their committees, sLrvice providers and others involved in

the mental health sYstem.

The PAC-MHO will assess the needs of stakeholder groups

and their members throughout the Province for non-written

communications, and foiwritten and other communications in

a range oflanguages.

k) To evaluate, annually, the credibility and effectiveness of the

PAC-MHO as an eniity, and its functions, structures and

processes and take, or recommend, appropriate- action to

i*prou. their effectiveness. This would include providing for

feeìback from the Ministry to the PAC-MHO to assist it in

evaluating its contribution and effectiveness'

REPORTING: To the Assistant Deputy Minister' Mental Health Programs

And Services Group wíth yearly meetings with the Minister of

Health.
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APPEITIDUM:

Committee, Continued)

Support services to be provided by the Mental Health

Programs and Services GrouP.

PROCESS OF COMMITTEE:
Frequency of Meetings:

The PAC-MHO will meet as frequently as required, but not less

often than once per calendar quarter'

Time Allocation at Meetings:

Agendas for the PAC-MHO meetings will be structured to allow

suistantially more time for information sharing, discussion in

smatt groups and deliberation by the committee-of -the-whole than

has beãn pãssible, to date, for the cunent Committee'

support for consumer/survivors, Individual Family Members and

Others.

The Interim Support Arrangements made for consumer/survivors

on the cuffent Aàvisory Committee will be continued (as a

minimum) for consumãr/survivor representatives on the PAC-Mho

and they will extended to apply to individual family members and

all other members who are not salaried staffof (or otherwise

compensated by) the organizations' groups or bodies they

represent.

Alternates:

Members of the PAC-MHO will be permitted to designate an

Alternate from within their organization or stakeholder group and,

when an Alternate attends a meeting in lieu of the member, the

Alternate shall be entitled to participate fully, and have a vote on

any matter arising where a vote is taken'

Non-Attendance:

In order to ensure that all voices are heard at meetings of the PAC-

MHO, an equitable procedure will be developed jointly by the

Minisiry anå the Committee to resolve instances of persistent non-

attendance by members (and/or their designated alternates) and the

agreed pro..dut. will contemplate the use of mediation and/or

dispute resolution
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processes where this is indicated in the circumstances of a

particular case.

Committee DeveloPment:

The PAC-MHO will formally establish a sub-group on committee

Development to provide structured input on issues such as the

following:

o How to develop the "plain language" skills of members' and

within stakeholder groups they represent;

o How to create and/or extend its consensus-building skills, and

employ consensus-building processes in its meetings;

o How to incorporate anti-racism and anti-oppression training, at

an earlY stage;

o How to expand and improve its communication with

stakeholdJr groups and other relevant groups and bodies;

o How to manage conflict, and conflict-resolution processes and

techniques;
o How tó develop an awareness in each stakeholder group's

representatives ofthe key issues perceived by the

reþresentatives ofeach ofthe other groups'



New Brunswick's

TERMS OF REFERENCE

MANDATE

The Committee shall advise the Minister of Health and Community Services, the

Department and the Mental Health Services Division on a broad spectrum of issues

relating to Mental Health Services.

RESPONSIBILITIES

To review and assess the needs of the population for Mental Health Services.

To analyze the trends which impact on service needs and formulate positions which will

help the Department meet priority needs in the future'

To make recommendations which will improve service availability and accessibility for

those in need.

To submit annually to the Minister, a report on priorities to continuously improve the

mental health system.

MEMBERSHIP

The Advisory Committee shall consist of a minimum of thirteen and maximum of sixteen

members appointed as follows:

a) Seven members appointed by the Minister from the public at large, representing the

seven Health Regions'

b) Up to seven mãmbers appointed by the Minister Aom nominees submitted by

mental health interest groúpr as defined by the Mental Health Services Division.

c) One member appoin-ted 
- 

by the Minister from nominees submitted by the

Association of dpecial Caré Homes of New Brunswick and the Nursing Home

Association, and

d) One member from nominees submitted by Professional Associations including,

Psychiatry, Nursing, Psychology, and Social Work'

The Chaþerson shall be appointed by the Minister for an interim period of one (l) year.

Subsequent Chairpersons shall be selected by the Committee members'
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The committee may select from its members a vice-chairperson who shall perform the

duties of the Chairplrson in the event of the liability of the Chairperson to act because of

illness, absence or any other reason'

DURATION OF TERM

The chai¡person shall hold oflice for a period of time not exceeding four years'

Committee members shall be appointed for a term not exceeding two years'

A member of the Committee

a) shall hold offrce until the expiration of the term for which the member was appointed

unless the member resigns oi ir r.n'oued before the expiration of the term, and

b) ,uV U. reappointed but"shall not hold offrce for more than three tenns consecutively'

MEETINGS

The Advisory committee shall meet not less than four (a) times in each year or at any

time at the request of the Minister.

QUORUM

A majority of the members of the Committee forms a Quorum'

SECRETARIAT

The administrative support to the committee shall be provided by the Mental Health

Services Division.



New Brunswick's

Communitv Advisorv Committee

TERMS OF REFERENCE

MANDATE

To advocate, monitor and provide input on mental health issues and service delivery.

RESPONSIBILITIES

Ensure liaison among the consumers, families, communities and mental health services

agencies.

Promote a healthy community, particularly the mental health aspects.

Monitor community response on mental health issues.

Be knowledgeable about the community and consumers needs for services.

To express community concerns regarding the availability and accessibility of mental

health services in the catchment area.

Provide input on consumer initiatives.

Make recommendations, as necessary, to the Community Mental Health Director on both
the formal and informal service delivery system.

Meet jointly, once a year with other Community Advisory Committee in the region to

report to the Ministerial Advisory committee on the status of regional mental health

services.

MEMBERSHIP

The Advisory Group shall consist of a minimum of six (6) and a maximum of eight (8)

members, appointed by the Community Mental Health Centre Director.

a) One member is, or has been, a consumer of mental health services.

b) One member represents the families of the mentally ill.
c) One member is recommended by the NB Consumer Network.
d) Up to three members are representatives of mental health interest groups. (i.e.

CMHA Residential agencies, Parents of the Mentally Ill, Schizophrenic Society, etc.)
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e) Two members represents the community at large'

ó The Director of ihe Community Mental Health Centre as ex-offtcio and secretary to

the committee.

The Committee shall be balanced in terms of gender, age, population, culture and

geographical location.

The Chairperson shall be appointed by the Advisory Group'

The Committee may select from it's members a vice-chairperson who shall perform the

duties of the Chairperson in the event of the liability of the Chairperson to act because of

illness, absence or any other reason.

DURATION OF TERM

The Chairperson shall be appointed for a term of one year and shall hold office for a

period of time not exceeding three years.

Committee members hall be appointed for a term not exceeding two years and may be

reappointed up to three consecutive terms'

MEETINGS

The Advisory committee shall meet no less than four (4) times each year or at any time

at the..qu.ri of the Director. There shall also be a minimum of one meeting per year of

all Community Advisory Committees in the Region'

QUORUM

The Quorum consist of the majority of the group members'

RECORDING OF MEETINGS

There shall be a summary of the results of each meeting, distributed to committee

members.

SECRETARIAT

The administrative support to the group shall be provided by the Community Mental

Health Director.



WINNIPEG REGIONAL MENTAL HEALTH COUNCIL

TERMS OF REFERENCE

1.0 PURPOSE

The purpose of the Winnipeg Regional Mental Health Council is to advise the Winnipeg

Co*munity and Long-Term Authority, the Winnipeg Hospital Authority, the Mental

Heatlh froþam of Mãnitoba Health, the Provincial Advisory Council on Mental Health,

and the r.rld.ntr of winnipeg Region on all matters relating to mental health in the

region.

2.0 STRUCTURE & FUNCTIONING

2.1 Composition:
The Councilìonsists of 12-18 elected members, elected by residents of Winnipeg

Region. It is intended to include broad balanced representation from consumers of
meãtal health services, families of consumers, service providers, the community at large.

Ex-offrcio members will be received form the regional health authority(ies). As a

priority, representation will include those who can represent children & adolescents,

*orrn, abãriginal, and psychogeriatric issues. However, while on the Council, members

function ørmãtty as individuals rather than as organizational representatives.

2.2 Terms of Members:
The term of members is three (3) years, beginning July I of the year they are elected or

appointed.

2.3 Maximum Length of Tenure:
The maximum length of tenure of elected members is two consecutive terms.

2.4 Chair and Vice-Chair:
The members elect the Chair for a term of offrce of two (2) years.

2.5 Annual General Meeting
An Annual GeneralMeeting is organized by the Council and is normally held during the

period May - June. The primary purposes of the AGM are to report the work of the

bouncil r.iid.ntr of Winnipeg region, to elect members to fill vacancies and to receive

recommendations from residents concerning future activities of the Council. Adequate

public notice of the AGM is given at least four weeks prior to the meeting and includes a

call of nominations for membership on the Council.



2.6 Electíon of Members:
ANominating Committee composed of 3 - 5 members is appointed annuallyty the

Council to présent a slate on nóminations including the Chair, to the Annual General

Meeting. t'he nominations must ensure that broad and balanced representation is

maintañred on the Council as noted in2.l. The Nominating Committee is guided in its

work by the fundamental purpose and intended composition of the Council. All

nominees must demonstrate: a passion to the principles of mental health reform,

evidenced-based decision making, implementation of best practices in mental health and

a collaborative spirit in building bridgls among various groups in the community.

Election of mem-bers includinglhe Ciair, are by majority vote of those residents of
Winnipeg Regional attendingihe Annual General Meeting. Nominations to the

Committee must be made two weeks prior to the AGM'

3.0 MEETINGS

3.1 Frequency:
The Chair calls meetings, normallY

meeting every three (3) months.

3.2 Notice:

monthly. However, there must be a minimum of one

Members are given two (2) weeks notice of all regular meetings.

be called by the chair, or upon request of a majority of members

than two (2) weeks notice regarding urgent, important matters.

Special meetings maY

to the Chair, with less

3.3 Agenda:
The agenãa is developed by the Chair in consultation with members and whenever

possible, is distributed to members in advance of the meeting.

3.4 Quorum:
The euorum for any Council meeting is a majority of members in good standing on that

date.

3.5 Minutes:
The Chair or his/her designate keeps minutes of each meeting. Those members present

approve minutes at the nã>.t regulai meeting. Copies of all minutes are kept by the Vice

iftuir at his/her offrce and are available for inspection by any resident of Winnipeg

Region upon request during normal working hours'

3.6 Rules of Order
Unless otherwise indicated, Roberts' Rules of Order apply in conducting Council

meetings, the Annual General Meeting and committee meetings.



4.0 VAEANEIES

4.1 Failure to Attend Meetings:
Following the absence of a membei for three consecutive meetings without notification

"ir.gr"í 
the Chair brings the matter to the attention of the Council. The Council may,

by *ãy oia motion, deem the absentee member as resigned. If this occurs' the Chair will

,úUrrqu"ntly forward a letter of acknowledgement of contribution to the member.

4.2 Resignations:
nÀignutionr-ur. submitted in writing to the Chair and are announced at the next regual

meeting.

4.3 Removal from Offrce or Membership:

f in the opinion of five or more members of Council, the Chair is grossly inadequate in

ift"p.rforåance of his/her duties, or a member is acting in a manner very consistent with

the ierms of Reference of the Council, the individual is question is requested by the

Ct 
"ir 

(or Vice Chair in the case of the Chair) to explain his/her conduct at the next

rrg"fuì meeting. If the individual refuses to comply with this request, or ifafter

loîpiving a mã¡ority of members present still have serious concerns, a notice of motion

to r.rãu. ttre indiviáual from offróe and/or from membership on the Council is given for

the next general meeting. Consideration of such a motion follows normal rules of order

and approval requires a2l3 voteof members present'

4.4 Filling Vacancies:
Vacancies among elected members created by any means may be filled at the discretion

of the Council on an interim basis by a majority vote of the remaining members until the

next Annual General Meeting. Vacancies among appointed members may be filled' The

offrcial term of the elected mimber commences July I of the year elected at the Annual

General Meeting.

5.0 COMMITTEES:

5.1 Mandate:
The Council may establish such standing and ad hoc committees as are deemed necessary

from time to time. The Council providei a written mandate for each committee, which

includes its function(s), composition and reporting requirements.

5.2 Composition:
Committee, õf thr Council may include any combination of members and non-members

perceived to be optimal for carrying out their assigned mandate. However, the Chair of

ãach committee must be a member of the Council'



5.3 Reporting to Council:
Committeés ,eport to the Council, orally and/or in writing as appropri.ate, through the

Chair of the committee. Normally, a committee's report is approved by majority vote of
its members. In addition, however, minority reports are accepted by the Council for

information.

The Council reports whenever appropriate to the WHA and WCA" Mental Health
program and the PACMH. The Annual Report covers all aspects of the Council's

adi;ities during the preceding frscal year, include expenditures.

7.0 BUDGET:

7.1 Fiscal Year:
The fiscal year for the Council is the same as that for the Government of Manitoba.

7.2 Annual Budget:
An annual budget foithe Council may be submitted to (Mental Health) at least one

month prior toìhe beginning of the frscal year, together with a description of the

activitiès to be suppoied. Èunds are allocated to the Council as deemed appropriate by

(Mental Health).

7.3 Reimbursement of ExPenses:

Members are reimbursed for out-oÊpocket expenses, transportation, meals and lodging in

accordance with the amounts and guidelines set out in the General Manual of
Administration.

7.4 Replacement of Lost Income:
Members who are subject to loss of income due to attendance at Council meetings may,

upon request and with appropriate documentation, have this income replaced at the rate

of loss but not exceeding $15.00 per hour.

8.0 REVISIONS OF TERMS OF REFERENCE:

Revisions to these Terms of Reference may be proposed by the Council.

September, 1999
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Ouestions
For

Winnioee Reeional Mental Health Council Members

June. 1998

The purpose of this interview is two-pronged. First, it is to help me focus on what areas

of reiearch I will be conducting and establishing my role with the Council. The second

purpose is to gather information on behalf of the Council to be included at the AGM.

ihe results *ill be summarized in a report. The responses (other than background

information) will be written in the form of general statements and identities will not be

attached to the statements.

1) Background information:
a) What is your position?

b) How long have you worked in the area of Mental Health?

c) Other information you wish to be included.

2) What do you see as the role of the Winnipeg Regional Mental Health Council at this

time?

One or two years from now?

3) What information in my research would you find to be useful in establishing the

Council's role or direction?



Mental Health Consumer Surryev

Please ansryer the following questions in the spaces provided' If you require

additional space for your ,-.tpont., please use the back of the page' When you have

completed the questions, place the questionnaire in the addressed and stamped

.nt.ìop, provided, and piace in the mail. Thank you for your participation'

Surwev Ouestions:

l. please name the three issues that concern you most about mental health sewices

in Winnipeg's hospitals and community.

2. As a consumer of mental health services in Winnipeg, what seruices do you feel

you need that you are not currently receiving?

1.
7

3. a) Do you express your concerns about winnipeg's mental health

senices? Yes No (circle one)

b) If yes, with whom or with what organizations do you express your concerns?

4. a) Do you believe the opinions of mental health consumers are heard by the' 
p.oþ1. who make deiisions about mental health seruices in Winnipeg?

Yes No (circle one)

1.

2.
3.

3.

(Continued on Next Page)



b) If not, what is the best way for mental health consumers to express their

concerns to the people who make the decisions about Winnipeg's mental

health seruices?

Prior to receiving this suÌvey, lyere you aware of the Winnipeg Regional

Mental Health Council? Yes No (please circle one)

If yes, what role do you think the Winnipeg Regional Mental Health Council

cuirently plays in \ilinnipeg's mental health care system?

5. a)

b)

6. In your opinion, what role should a mental health council play in winnipeg's

mental health care system? Circle one.

a) Should a council advise the decision-makers on

Winnipeg?
b) Should a council advocate on behalf of consumers and famity members?

c) Both a and b?
d) Other (please exPlain)

7. Who, or what organization do you think should represent the concerns of mental

health consumers on a mental health council?

E. a) If you were invited to participate on a council that provides advice to

decision-makers aboui mental health seruices in Winnipeg, would you feel

comfortable in doing so? Yes No (circle one)

b) If yes, what type of assistance, if any, would you need in order to participate

on such a council?

mental health issues in

(Continued on Next Page)



c) If your response is no, please state why you would not participate on such a

council.

General Information:

1. Age: 18-30- 31-40- 41-50 51-60 

- 

65+

2. Sex: M F (circle one)

3. Psychiatric Diagnosis:

4. Length of time you have been a consumer of mental health services in

Winnipeg: (please put a check mark beside the most appropriate response)

0-2 years 2-5 years 5-10 years over 10 years

5. Source of Income: (please circle as many as apply)

SocialAssistance Employment Employmentlnsurance

Canada Pension Plan Old Age Pension Other (please specify)

PLEASE PLACE THE COMPLETED QUESTIONNAIRE IN THE ENCLOSED

ADDRESSED AND STAMPED ENVELOPE AND MAIL. THANK YOU FOR

YOUR PARTICIPATION IN THIS SURVEY.



Consumer Familv Member Survev

Please answer the following questions in the spâces provided. If you require

additional space for your tãtponte, please use the back of the page' When you have

completed tüe questions, plaõe the questionnaire in the addressed and stamped

enrelope provided. Thank you for your participation'

please Note: If your relative receives mental health services outside of Winnipeg'

pl."r. 
""r*.r 

the following questions based on your knowledge of mental health

serryices in general.

Survev Ouestions:

l. please name three issues that concern you the most about mental health services

in Winnipeg's hospitals and community.

2. As a family member of a mental health consumer' what services do you feel your

relative needs that they are not currently receiving?

3. a) Do you express your concerns about winnipeg's mental health

services? Yes No (circle one)

b) If yes, with whom or with what organizations do you express your

concerns?

4. a) Do you believe the opinions of family members of mental health consumers' 
"r. 

h."td by the people who make decisions about Winnipeg's mental

health services? Yes No (circle one)

1.
,
3.

1.

2.
3.

(Continued on Next Page)



b) If not, what is the best way for family members of mental health consumers

to express their concerns to the people who make decisions about Winnipeg's
mental health se¡vices?

5. a) Prior to receiving this surr€]r lyere you aware of the Winnipeg Regional
Mental Health Council? Yes No (circle one)

b) If yes, what role do you think the Winnipeg Regional Mental Health Council
currently plays in Winnipeg's mental health care system?

6. In your opinion, what role should a mental health council play in Winnipeg's
mental health care system? Circle one.

a) Shoutd a council advise the decision-makers on mental health issues in
\ilinnipeg?

b) Shoutd a council advocate on behalf of consumers and family members?
c) Both a and b?
d) Other (please explain)

7. Who, or what organization do you think should represent family members on a
mental health council?

t. a) If you were invited to participate on a council that provides advice to
decision-makers about mental health seruices in Winnipeg, would you
feel comfortable in doing so? Yes No (circle one)

(Continued on Next Page)



b) If yes, what type of assistance, Íf any, would you need in order to participate

on such a council?

c) If your response is no, please state why you would not participate on such a

council.

Demoeraphic Data:

1. Age: 18-30 31-40 41-50 51-60 

- 

65+

2. Sex: M F (circle one)

3. What is your relationship with the mental health consumer? (circle one)

Parent Sibting MotherlFather-in-law Aunt/Uncle Grandparent

Other (please specify)

4. Relative's Psychiatric Diagnosis:

S. Length of Time you Relative has Received Mental Health Services in Winnipeg:

(pleãse provide à check mark beside the most appropriate response)

0-2 years 2-5 years 5-10 years over 10 years

6. Source of Income: (Please circle as mâny as apply)

SocialAssistance Employment Employmentlnsurance

canada Pension Plan old Age Pension other (please specis)

PLEASE PLACE THE COMPLETED QUESTIONNAIRE IN THE ENCLOSED

ADDRESSED AND STAMPED ENVELOPE AND MAIL. TEAI{K YOU FOR

PARTICIPATING IN THIS SURVEY.



Please answer the following questions in the space provided. If you require

additional space for your .ãrponr., please use the back of the page. When you have

completed tñe questions, please place the questionnaire in the addressed and

stamped enveloþe provided. Thank you for your participation.

Survev Ouestions:

l. please nâme three issues that you believe should be the major priorities of the

mental health decision-makers in Winnipeg. (Please be specific.)

1.

2.
3.

2. As a mental health
the consumers you

service provider, what services

are working with that theY are
do you believe would benefit
not currently receiving?

1.
7

3.

3. a) Do you express your concerns about Winnipeg's mental health care

system? Yes No (circle one)

b) If yes, with whom or with what organizations do you express your

concerns?

4. a) Do you believe the opinions of mental health service providers are heard' 
Uy itre people who make decisions about mental health sewices in

Winnipeg? Yes No (circle one)

(Continued on Next Page)



b) If not, whât would be the best way for mental health ser"vice providers to
express their concerns so that they feel they are heard by those that make the

decisions about Winnipeg's mental health care system?

5. a) Prior to receiving this surr€]r were you alvâre of the existence of the
Winnipeg Regional Mental Health Council? Yes No (circle one)

b) If yes, what role do you believe the Winnipeg Regional Mental Health
Council currently plays in Winnipeg's mental health care system?

6. In your opinion, what role should a mental health council play in Winnipeg's
mental health care system? (circle one)

a) Should a council advise the decision-makers on mental health issues in
Winnipeg?

b) Shoutd a council advocate on behalf of consumers and family members?
c) Both a and b?
d) Other (please specif

7. Who, or what organizations, do you think should be a member of a mental
health council?

8. a) If given the opportunity, would you or the agency you work for use a

mental health council as a forum to express your concerns about
\ilinnipeg's mental health system? Yes No (circle one)

(Continued on Next Page)



b) If yes, what do you think is the best way for you or your agency to express

your concerns to a mental health council? (circle one)

i) By letter?
ii) In-person?
iii) Other? (please speci

Demographic Data: (Optional)

1. Agency:

2. Position:

3. Length of time you have worked in the mental health fietd: (Please place a check

mark by the appropriate resPonse)

0-2 years 2-5 years 5-10 years over l0 years

PLEASE PLACE THE COMPLETED QUESTIONNAIRE IN THE ENCLOSED

ADDRESSED AND STAMPED ENVELOPE AND MAIL. THAI\IK YOU FOR
PARTICIPATING IN THIS SURVEY.



INTERVMW GUIDE

Govern ment/Reeional Health Authorities/Other Orsan izations

Ouestions:

1. Please name the three issues that you believe should be the current priorities in
the planning of mental health services in Winnipeg?
1.

2.
J.

2. What seruices do you think that mental health consumers would benefit from
that they are not currently receiving?
1.

3. a) Do you believe that mental health consumers, family members, and seruice
providers have an opportunity to express their concerns about Winnipeg's
mental health service system? Yes No (circle one)

b) If yes, with whom or what organization(s) do you believe they express their
concerns?

4. a) Do you think that the concerns of consumers, family members, and service
providers are communicated to the decision-makers in such a way that they
are incorporated in the decisions made regarding mental health seryices in
\ilinnipeg? Yes No (circle one)

b) If not, what do you think would be the best method for consumers, family
members, and service providers to communicate their concerns to the
decision-makers so that the will be incorporated in the decisions made?

2.
3.
4.



5. a) Prior to this inteniew, were you alvare of the existence of the Regional

Mental Health Council? Yes No (circle one)

b) If yes, what role do you believe the Winnipeg Regional Mental Health

council currently plays in winnipeg's mental health care system?

6. In your opinion, what role should a mental health council ptay in Winnipeg's
mental health care system? (circle one)

a) Advisory role to the WHA and the WCA?
b) Advocacy role on behalf of consumers, family members and service

providers?
c) Both a and b?
d) Other (please specifY)

7. Who, or what organizations, do you think should be a member of a mental

health council?

B. a) If given the opportunity, would you or the agency you work for use a mental

health council as a forum to express your concerns about Winnipeg's
mental health system? Yes No (circle one)

b) If yes, in what form do you think would be best for your agency to

communicate its concerns to a mental health council? (circle one)

i) By letter?
ii) In-person?
iii)Other? (please specify)



Demoeraphic Data

1. Agency:

2. Position:

3. Length of time you have worked in the area of mental health:

0-2 years 2-5 years 5-10 years over 10 years

THANK YOU FOR PARTICPATING IN THIS INTERVMW. A REMINDER
THAT YOUR NAME WILL NOT BE USED IN AI\'Y REPORTS RESULTING
FROM THIS SURVEY.



INFORMED CONSENT

Participation in this study will require that you complete the enclosed questionnaire
and return it in the stamped envelope provided. If you are not comfortable with one
of the questions, you do not have to provide an answer.

Should you decide not to participate in this study, your non-participation will have
no nesative imoact on your eligibility for mental health services, or your work
within the agency.

The questionnaire does not require you to include your name or address. Those
who participate in the survey will remain ânonymous to the researcher. All
completed questionnaires will be sent directly to the researcher.

Once the study is completed, the results of the surreys will be compiled in a reporl.
A copy of the report will be distributed to each participating agency, and will be
made available to any participant who is interested in learning the results of the
study.

If you understand, and are in agreement with, the guidelines of this study as

explained above, and you would like to complete the questionnaire, it is understood
that you have willingly consented to participating in this study.

Thank you,

Christine Ogaranko
Researcher



CONSENT FORM

The purpose of this study is to gather the opinions of stakeholders within
Winnipeg's mental health service system as to the best means by which the issues

and concerns of the mental health community can be presented to the decision-
makers. The results of this study will assist the Winnipeg Regional Mental Health
Council in determining how and it what form the Council can represent and
communicate these issues to those that make decisions regarding Winnipeg's mental

health service system.

Participation in this study will require that you take part in an intewiew, based on

the enclosed questions, for approximately 45 minutes to I hour in length. If you are

uncomfortable with any of the questions, you are not obligated to give a response.

Should you decide not to participate in the study, your non-participation will have

no nesative impact on your role as a decision-maker within Winnipeg's mental

health seruice system.

Only the researcher will be aware of your identity. Your name will not be used in
the report containing the results of the study.

Upon completion of the study, a copy of the report containing the results of the

study will be made available to you.

I understand the guidelines and expectations of my involvement in this study as

explained above, and I consent to participating in this study.

Participant Date

Thank you,

Christine Ogaranko
Researcher



Introduction

In recent years, all provinces in Canada have restructured, or are in the process of

restructuring, their health and mental health systems. With the vast changes taking place

in the context of health and mental health reform, the question is raised as to how mental

health services have fared as a result of extensive changes in health care governance in

each ofthe provinces.

I am currently working with the winnipeg Regional Mental Health council as

part of my Masters in Social Work practicum in order to facilitate the reorganization of

the council in light of the regionalization of health care in winnipeg. As part of my role

with the Council, I am attempting to gather data on the effectiveness of mental health

systems in other provinces. In turn, the Council will be able to use this data to determine

what elements in each of the provincial mental health systems will positively contribute

to an effective mental health system in Winnipeg'

In order to evaluate mental health services within the context of health reform, I

have chosen to compare best practices in mental health with existing mental health

services in four provinces: Ontario; New Brunswick; Alberta; and, British Columbia'

Thus, the following questions are based on best practices in mental health reform as

described in the document

by the Health Systems Research Unit, Clarke Institute of Psychiatry' These questions

will serve as a guideline to interviews I will be conducting with mental health policy-

makers in each of the four provinces listed above'



Ouestions

Section I: Mental Health Services Structure

1. Describe the mental health services structure in your province.

a) Are there provincial psychiatric hospitals? How many? Who operates these
facilities? The government or Boards?

b) Are there General Hospital Psychiatric Units? Who operates these facilities? The
government or hospital board?

c) Are there Community Health Clinics or Community Mental Health Clinics within
the province? How many? How are they operated?

Section II. Mental Health Svstem Reform Stratesies

A. Policv

l. Is there a free-standing mental health reform policy in place? What is the name of the
document that contains this policy?

2. Are mental health consumers and family members involved in the development of
mental health policy? How?

3. Does the mental health policy target specific areas for reform, and identify specific
targets groups, such as severely mentally disordered persons?

4. Does the policy include the development of consumer and family initiatives and
informal support systems?

5. Is there a planned strategy for implementing the mental health policy?

6. Does the policy cover the following areas:

a) priority setting?
b) reallocation of fiscal and human resources?
c) coordination ofcare?
d) integration of services?
e) consumer and family participation?

Ð evaluation of services?



B. Governance and Fiscal Stratesies

l. How are mental health services currently funded in your province? Is the funding

based on population within a geographic area? Is it based on need within the

geographic area? How are the needs of consumers established?

2. Is there a single envelope of mental health funding distributed to each area? What

restrictions are placed on the envelope?

3. Does the envelope of funding combine funding for institutional and community-based

services?

4. Is there a strategy to rebalance spending and increase the amount of spending on

community-based services?

5. At the regional level, what administrative structure is responsible for distributing
funds for mental health care?

6. At the regional level, what administrative structure has the responsibility for
planning, organizing and monitoring mental health services?

7. Are there legislative mechanisms to ensure the implementation of mental health

reform and protection of mental health funding?

C. Evaluation of Mental Health Services

1. Is there a comprehensive program in place that monitors the process and outcomes of
mental health services in your province on an ongoing basis?

2. Does the assessment of mental health services occur at all levels, i.e. consumers,

providers, policy-makers?

3. Do consumers, families and a full range of stakeholders have ongoing input and

participation in evaluation planning?

4. Are there mechanisms for distributing the evaluation results to the various

stakeholder groups?

5. What mechanisms are in place to ensure that the knowledge gained from evaluation

activities are implemented at the policy and program levels?

6. Is there an information system that contains elements common to all stakeholder

groups?

7. Are there sufücient funds to support ongoing evaluation activities?



1. What forms of case management services currently exist in your province?

where are the case manager services located, and how are they managed?

Assertive community Treatment (ACT) is characterized by assertive outreach, 24-

hour availability, coámunity-based, flexible individual support, and consumer and

family involvementin att urp"cts of program planning ACI targets consumers who

rãq"iâ the most intensive form of tuppo.t To what extent is the ACT model

implemented in Your Province?

If the ACT model is not used in your province, what other types of programs exist

that work with the consumers thát require intensive support? What case management

models are these ptol*r based upoìt Rehabilitation model? Personal strengths

model?

Are there case management programs that work solely with those consumers who

have a dual diagnosis?

A¡e there ongoing evaluations of case management services within your province?

To what extent does your province provide medical emergency services including

inpatient services to íhose'conrurnri, who require acute psychiatric care? How many

i"p"iir", psychiatric beds exist within your piovince on a per capita basis?

To what extent does your province provide short-term crisis stabilization placements

in the community for those consumers who require intensive support but not to the

extent that hospitalization is required?

Do any mobile crisis teams exist in any of the communities in your province? What

is the áomposition of these teams, and what is the scope of their activities?

A¡e there any walk-in crisis services available to consumers that are staffed with

mãat healtír professionals? If the hospital emergency room is the only form of a

walk-in crisis service in the community, is it mandatory the mental health specialists

are part of the assessment team and are there well-defined crisis management

procedures in Place?

Are there telephone crisis services available to consumers within your province?

Are there ongoing evaluations of crisis response services within your province?

L,

J.

4.

6.

1.

2.

â
J.

4.

5.

6.



,)

J.

C. Housine SuPPort Prosrams

1. What different housing options are available to consumers, i.e. supervised goup

homes or other residential settings?

Supported housing programs are characterized by use of generic housing in the

corn¡1unity, pro,räiãn of flexible individualized supports, consumer choice, and no

restrictions on the length of time the client remains in the program. To what extent

are supported housing programs implemented in your province?

Are there any housing programs within your province that target the homeless

mentally ill population?

fue there ongoing evaluations of the housing programs ln your province?

What consumer/family self-help organizations exist within the province?

How are consumer/family self-help organizations funded?

To what extent is the input from community/family self-help groups included in the

planning and implemeniation of mental health services within the province?

A¡e there any consumer-run programs or initiatives in your province. i.e. telephone

crisis lines, safehouses?

To what extent are the consumer/family self-help organizations or initiatives

evaluated in terms of their effectiveness?

4.

5

4.

D.



INTERVIEW GUIDE:

Members of Mental Health Advisory committees/councils
in Other Provinces

A. Structure of the Mental Health Advisorv committee/council

l. Please provide a brief history of the mental health advisory committee/council of

which you are a member.

2. What is the current membership of the mental health advisory committee/council?

3. fue members appointed or elected to the advisory committee/council?

4. What is the role of the Chair, or Co-Chairs of the committee/council?

5. If there are Co-Chairs for the committee/council, how are the responsibilities divided?

6. Is the Chair, or Co-Chairs of the committee/council appointed or elected?

7. Does the advisory committee/council have terms of reference and a mission

statement? If so, is it possible to receive a copy? (If not already requested and

received.)

8. Is the committee/council mandated by a government or non-government body? If so'

what is the source of the committee's mandate?

g. Is the committee/council incorporated?

10. Does the committee/council have a budget?

I l. Does the committee/council have charity status?

B. Process of the Mentâl Health Advisorv committee/council

l. How are issues/problems in the mental health system brought to the attention of the

mental health advisory committee/council?

2. How does the committee/council priorize the problems that require its attention?

3. What issues/problems is the committee/council currently focusing its attention?



4. What are some of the past issues/problems that the committee/council has addressed

and made its recommendations? Is there any documentation of past

recommendations made by the committee/council? If so, is it possible to obtain a

copy?

what is the process the committee/council follows when developing

recommendations on mental health issues?

Once the committee/council has made its recommendations, who is notified of these

recommendations? How are the recommendations communicated to these groups?

Is there ongoing communication between the mental health advisory

committee/couñcil and the provincial government and/or Regional Health

Authorities? Are these channels of communication formal, informal or both?

Does the mental health advisory committee/council have contact with other mental

health advisory committees in ihe province? What is the nature of these contacts?

g. Does the mental health advisory committee/council conduct independent research'

e. g. consumer satisfaction surveys?

In your opinion, is the mental health advisory committee/council representative of the

mental héalth consumers, providers, and decision-makers in your province?

How receptive are the mental health policy decision-makers to the recommendations

made by the advisory committee/council? Have they ever implemented any of the

recommendations made by the committee/council? Example?

Does the committee/council offer an opportunity to mental health consumers and

p-uia.rr outside of the committee to voice their concerns regarding mental health

irru., in the province or region? To what extent have mental health consumers and

providers utéd th. committèe/council as a forum to voice their concerns?

Is the mental health advisory committee/council unified in its response to mental

health issues in the province or region?

rn your opinion, would you say that mental health consumers have a significant

r"y in r.it"t health policy development in your province based on the current

structure of Your advisorY sYstem?

Do you believe that the mental health advisory committee/council could improve its

influence on mental health policy-makers? How?

5.

6.

7.

I

1.

J.

4.

5.

6.



7.

8.

In your opinion, is a mental health advisory committee/council the best means to

infíuence mental health policy-makers? If so, why? Why not?

In your opinion, what would be the "best practices" method of influencing mental

treatttr poiicy-makers on mental health issues in the province? What method do you

believe would have the greatest impact on change?



INTERVIE\il GUIDE:

Ouestions:

1. Were you aware that a graduate studies practicumwas being conducted within the

context of the Winnipeg Regional Mental Health Council?

Z. What did you understand was the purpose of the Practicum with the Winnipeg

Regional Mental Health Council?

3. Do you believe that the process involved in the Practicum was clearly explained to

the Council members?

If not, how could this communication been improved?

4. What impact, if any, did the information regarding mental health systems in other

provincei have on the reorganization process of the WRMHC?

5. What impact, if any, did the results of the survey conducted with Winnipeg's mental

health sákeholderr huu. on the decisions made by the WRMHC with regard to its

reorganization Process?

6. Overall, the work completed as part of the Practicum has been a helpful contribution

to the Council's reorganization process'

a) strongly disagree

b) disagree
c) neutral
d) agree
e) strongly agree
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Table 3.1 provincial Mental Health Spending as a Proportion of Total Health Spending (Page 1 of 2)

Province

British Columbia

Alberta

Year

Saskatchewan

r996-1997

Total Health
Spending
*Includes

Medicare and
ÞÌrqm¡cqre

t996-199',7

Manitoba

$6,936,400,000

Total Mental
Health Spending

r996-199'1

$3,807,490,000

$1,560,252,000

t996-199',7

Onta¡io

$919,847,4s6

Services Included
in Mental Eeattb
Spending Figures

$203.395,332

$2,019,915,000

-Community-based
-Hospitals
-Lone-term Care

$66,300,000

1996-1997

-Community-based
-Hospitals
-Administration
-Long-term Care

Percentage of
Total Health

Spending

-Funding to DHBs
(rehab,adult,child
and youth, inpatient)
-Psych. Research
-CMHA, Schiz.Soc.
-Administration

$17,949,039,750

$ 107,296,100

13.zYo

Source of
Information

-Adult Mental
Health
-General Hosp.
Psych.
-Psych. Hosp.
-Child and
Adolescent
-Administration

5.3Yo

Community Health
Branch, Ministry of
Health

$'714,981,246

4.25Yo

Arurual Report and
Shaukat Moloo,
Alberta Health

-Administration
-Community-based
-Hospitals
-Addiction Services

Mental Health
Program,
Commurity Care
Branch,
Saskatchewan
Health

5.3Vo Neil Koop, Mental
Health Division

4.ÙYo Ontario Ministry of
Health



Table 3.1 provincial Mental Health Spending as a Proportion of Total Health Spending (Page 2 of 2l

Quebec 1996-1997

New Brunswick

Nova Scotia

$12,975,358,000
*Health and

Social Services

r996-199',1

Prince Edward
Island

t996-1997

$874,181,671

$1,269,060,0u)

Newfoundland
and Labrador

$1,450,000,000

t996-1997

-Gen.Hosp.Psych.
-Psych.Hosp.
-Extended Care
-CLSCS
-Rehab Centres
-Comm.Orgs.

Note:

1. Alberta,s mental health expenditures are from the PMHAB and Alberta Health. The psychiatric hospital expenditures are

an estimate based on average expenses of each RHA as extrapolated from the Alberta health figures'

Z. euebec combines health and social services in its total health spending.

3. Confrrmed frgures from Newfoundland are not available.

$45,088,400

1996-1997

$280, I 19,700

$66,000,000

-Community-based
-Hospitals
-Long-term Care
-Child and Adol.

6:7yo

$903,300,000
+unconfirmed

-Community-based
-Hospitals
-Long-term Care

Drugs(for"indigent"
DoD.. not a sig. amt.)

$10,810,000

Madeline Rochon,
Research Agent,
Health and Social
Services

$51,459,000
*unconfirmed

-Community-based
-Hospital

3.6Yo

4.6Yo

Annual Report

Not available

John Murphy,
Mental Health
Policy Consultant,
Ministry of Health

3.gYo Emily Bryant,
Mental Health
Consultant Ministry
of Health and
Comm.Serv.

5;|yo Mental Health
Promotion Unit
Fiscal Document
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BRITISH COLUMBIA

Manager
consrimer and Family Support and Psychosocial Rehabilitation

Capitol Region

Chairperson
Provincial Family Mental Health Advisory Council

Director
Adult Mental Health Service Division

Consultant, Urgent Mental Health Services

Adult Mental Health Service Division

Administrative Assi stant

Provincial Mental Health Advisory Council

Consultant, Geriatric Services

Adult Mental Health Service Division

Chairperson
Provincial Consumer Mental Health Advisory Council

Provincial Coordinator
Consumer and Family Self-Help and Initiatives

Adult Mental Health Service Division

Consumer and FamilY SuPPort

Capitol Region

Provincial Coordinator
Supported Housing and Rehabi litation Servi ce s

Capitol Region

ALBERTA

Chair
Regional Mental Health Advisory Committee

Capitol Region



ALBERTA lCont'd)

Project Coordinator, Northern Alberta

Provincial Mental Health Advisory Board

Senior Team Leader, External Financial Reporting

Alberta Health

Director, Finance
Provincial Mental Health Advisory Board

Director, Communications
Provincial Mental Health Advisory Board

Director, Planning
Provincial Mental Health Advisory Board

Alberta Hospital Ponoka

ONTARIO

Director
Health Systems Research Unit
Clarke Institute of PsYchiatry

Coordinator (Central East and Southwest)

Mental Health Planning GrouP

Mental Health Division

Executive Director
canadian Mental Health Association, ontario Division

co-chair, Provincial Advisory committee on Mental Health

NEW BRUNSWICK

Director
Community Mental Health Centre

Woodstock Region

Chairperson
Family Member
Fredeiicton Community Advisory Committee



NEW BRUNSWICK lCont'd)

Assistant Deputy Minister for Mental Health

Mental Health Services Division

Director of Quality Assurance

Mental Health Services Division

MANITOBA

Executive Director (Acting)
Mental Health Division
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MtN¡Srnv or nenr-rlr ¡¡lo rrtll,¡lsTRY RESPONSIBLE FOR SENIORS

Figure 4.1

BRIT¡SH GOLU]UIBIA

Adult Mental Health
Division

Regional Health
Boards (11)

Gommunity Health
Gouncils (34)

Working
Committees -

Formed to advise
tre regions on



Figure 4.2

ALBERTA

MINISTRY OF HEALTH

Consumer Advisory
Council

Committee of
Ghairs

Health Advisory

Regional Health
Authorities (17)

CommunitY Health
Councils

MentalHealth
Program Council



Mental Health
Division

Figure 4.3

TANITOBA

MINISTRY OF HEALTH

Committee on
Mental Health

Regional Mental
Health Councils (9)

Regional Health
Authorities (13)

District Health
Councils



Figure 4.4

ONTARIO

Provincial Advisory
Committee on
MentalHealth

MINISTRY OF HEALTH

Mental Health
Services Division

Regional Directors
(7 regions)

Health Services
Restructuring
Commission

Distr¡ct Health
Councils (16)



Provincial Advisory
Gommittee on
Mental Health

Figure 4.5

NEW BRUNSWIGK

CommunitY Mental
Health Gentres (13)

MIN¡STRY OF HEALTH AND COMMUNITY SERVICES

MentalHealth
Division

GommunitY
Advisory

Committees (13)

HosPital
Corporation Boards
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Table 6.1

PRIORITIES IN MENTAL HEALTH PLANNING

(Listed by Categorl and in Order in Frequency)

SERVICE
PROVIDERS

SENIOR
MANAGEMENTCONSUMERS FAMILY

MEMBERS
1. Integration/

Coordination1. Availability of
Services

l. Availability of
(o^rinac

1. Avallaoluty or
Services

2. Integration/
Coordination

2. Evaluation
2. Access to

Services

2. Access to
Qcn¡ices

3. CMFIWS 3. Adequate
Funding3. FlexibilitY

Among Services

3. Lack of lamtlY
T-' 'nlr¡amenf

4. Access to
Services

4. AvailabilitY of
Services4. Functioning of

Psychiatric U4lts
4. Public

Education 5. Intersectoral
Approach5. Education 5. Negative ImPact

^- f-nncrtlÎlel.

5. Uonsumer
Advocacv

6. Evaluation 6. Consumer Part.l
LeadershiP Dev.6. Poor QualitY of

Services

6. Medical
Research

7. Negative ImPact
on Consumers

8. Apathy of
Decision-Makers

9. Ouer-emPhasis
on Medical Mod.

10. Other



Table 6.2

GAPS IN MENTAL HEALTH SERVICES

(Listed by Category and in Order of Frequency)

CONSUMERS FAMILY
MEMBERS

SERVICE
PROVIDERS

SENIOR
MANAGEMENT

1. Support Services 1. Support Services 1. Access to
Services

l. Counselling
Services

2. Financial
Assistance

2. Housing 2. Availability of
Services

2. Employment
Proerams

3. Public
Awareness

3. Financial
Assistance

3. Housing 3. Increased
Fundins

4. Counselling
Services

4. Flexibility of
Services

4. Financial
Assistance

4. Financial
Assistance

5. Housing 5. Access to
Services

5. "Diagnosis
Soecific" Prog.

5. Intersectoral
Approach

6. Employment
Suooort

6. "No Comment" 6. Employment
Programs

6. Emphasis on
PACT model

7. Consumer Self-
Determination

7. Integration/
Coordination

7. Peer Support

8. Information 8. CMH Program 8. Consumer-based
Solutions

9. Psychiatrists
lPractice)

9. Public
Education

9. Prog. To Teach
Budeeting

10. Access to
Services

10. Psychiatrists

11. Day Programs 11. Housing

12. Skills of Mental
Health Prof.

12. Map of
Resources

13. Crisis Services 13. Empower/
Recovery Focus

14. Hospital
Services

14. Services
Integated

15. Relations Bet.
Stakeholders
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Department of PsYchologY

UniversitY of Manitoba

MEMORANDUM

Winnipeg Regional Mental Health Council

Bruce Tefft, Chair, Rebalancing Sub-Committee

Statement on Rebalancing

November 24,1998

TO:

FROM:

RE:

As requested by council, please find below for your consideration a statement by

the Rebalancing Sub-committeè (Peter Dubienski, Dr' Steve Feldgaier' Roberta

McDonald, Christine Ogaranko, anO *y-setf¡,ln consultation with Dr' Jaye Miles' Chair

of the community cour"irion on'tut.ntuirt.uíin. It is not intended to present a defrnitive

position regarding ,.uurun.ing. Rather, we hope that our statement identifies important

irru., and itimulates a productive discussion'

Rebalancing Council: What Do We Want To Be?

Introduction

At its last meeting, there was general agreemenl that, historically' the WRMHC

has been primarily reactlve in its apprãárn ,o ï.*al health issues. That is, primarily

Council has waited fo, is'ue' to bt p""ntta to Í. for comment' This has often

necessitateA gutlr.ring infotrution and forming an opinion quickly, in some cases mores

quickly than we *oitd tiL.. There *as alsõ general agréement that' historically' the

WRMHC has focused primarily on mental healtñ services and the concerns of consumers

of mental health services, as opposed to the broader issue of population determinants of

mental health (e.g., adequate income, housing) in the ,ottunity at large' Dissatisfaction

rilas expressed by ;t; *embers "f 
ðãríáf with simply continuing these historical

patterns. fherefore,-ihe Rebalancing SuU-totTltl:iÏ1i.óreated and asked to consider

two issues. First, should council beõome more proactive in its approach to mental health

issues? Secondly, shoutd Council focus to a greater extelt on population determinants of

mental health? ih.r. questions are addressed in order below'
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The Proactive - Reactive Continuum

There was rapid consensus within the Sub-committee that moving more toward

the proactive end olthe continuum would require at least four changes in the way the

Council has traditionuliy opout.¿. First, givén finite 
-resources 

(e'g' time, energy)' we

would need to Ue niÁttf' selective and stratftic in our choice of issues and/or problems to

address. Second, õouncil would be unable to respond to some, perhaps even many'

issues and/or problems that come to its attention from external sources' Third, we would

need to create ana f.riåáically review long-term plans concerning those issues andlor

problems *e select as prioriiies. fourth,"Council would need to insure that it had

available to it suffrcient human (i.e., expertise) and material (i e., budgetary) resources to

permit development of well-formutatea potitions concerning priority areas and to

advocate for them .f."tiu.ty. The Sub-committee believes that our current resources in

this regard are grossly inadequate. One possible way to secure greater expertise for

Council would be to establish sub-commiitees or task groups for this purpose' Other

organizational mechanisms may also be worthy of consideration.

Sub-committee members strongly agreed that they have often felt overwhelmed'

frustrated, and ineffective in their attempts-to react to the myriad of issues presented to

Council for comment. As a result, thåy unanimously recommend that Council move

significantly toward becoming ,nor. proá.tive in its approach to mental health issues by

implementing the.frung"t idJntified ábou.' Although ii was deemed important to remain

sensitive to the p¡ãiiti".t of the organizations to wiich we consult (government' WCd

WHA), Council should establish its own priorities and give them adequate attention'

Mental health service providers and consumers have constituted the core of

Council's nlrrnb.rrhip una, not'surprisingly, have concentrated on addressing the serious

shortcomings of the mental health systeã. The Sub-committee views this function as

appropriate and important, especially at the present time' when the recently-created WCA

and WHA are assessing'n..d, an¿ esta¡tishing long-term plans' Moreover' if the

yRMHC does not ;;rfb'* this function, who will? No other organization appears as

well positioned as ôouncil to do so. Finally, as a regional mental health council' we

should be careful to *uintuin our primary foóus and distinctive public identity' To do

otherwise would risk alienating 
-counóil's 

core constituencies and possibly even

jeopardizing our existence.

Nonetheless, the sub-committee recognized (a) that there is strong scientific and

experiential evidente that many of the accãpted population determinants of physical

health are also powerful deteiminants of mental- hãdth; (b) that both primary and

secondary prevention of mental disorder is not only desirable but cost-effective; and (c)

that advocating forlÀ* Winnipeg citizens at risk of developing a mental disorder is in

no way contraãictory to u¿uo"atinf for those already suffering from a mental disorder'



-J-

Therefore, the Sub-committee recommends that the Council accept a greater emphasis on

population determinants of mental health as a legitimate focus of its effort and consider

ihir ittu. when selectively setting future priorities'



DRAFT
November 1998

Winnipeg Regional ÙIental Health Council Linkages

I. Sources and PurPose of Linkages

l) Stakeholders in the mental health system. including consuners. families and

service providers. The purpose of these linkages is to take their perspectives

into account in developing Council positions'

2) Local neighborhood organizations and sectors which a¡e related to determinants

of mentai health (e.g. business. economic development organizations, labou¡'

religious organizations. educators. cultu¡al organizations)' The purpose of these

linkages is to develop arvareness and k¡owledge of mental health issues within

these sectors and to encourage them to consider the mental health implications

of their activities.

3) Poiicymakers, broadly defined as those sectors which can affect the

determinants of mentai health at various levels--goverilnent departments. health

aurhoriries, individual organizations in a¡eas such as health. social services'

justice. education, housing' income support. employment' economic policy' The

putpor. of these linkages is to influence the policy of these sectors'

II. Strategies for Linkage

The targets of linkage include consumers, families and service providers at both

o.gunirãtional and inãividual levels. These linkages can be accomplished through:

l) direct membership on the Council;

z; inclusive ad hoc working groups and forums focused on particular issues;

3; workshops to bring stakeholders together to focus on mental health issues:

4) surveys ofstakeholders



Mental Health:

These linltages can be formed by the Council through:

l) identifuing key groups involved in activities relevant to particular mental health

issues;

2) forming connections with some gloups through representation on these groups'

3)specifìcallyapproachinggroupsonanissuebyissuebasistoseektheir
involvement.

Policymakers:

Effective inJìuence of policymakers is dependent upon the councii's abiliry to

represenr menral heaith itakeholders and public perspectives. through the qualiry of

its linkages with these sectors'

Strategies for influencing the Winnipeg Hospital Authorit-v and the Winnipeg

Comm"unitv and Long Term Care Authorify include:

l) establishing a formai agreement with each Authoriry so that the councii is

involved in planning and policymaking processes;

2) attendance at Council meeting by Authoriry staff;

3) establishing a track record of providing pragmatic' principled' effectiçe

solutions to plaruring and policy issues when advising the Authorities:

4) providing empirical support for advice given;

5) forming and joining coalitions to influence the Authorities.

Linkages with government departments and agencies should be focused upon

sp.cirrî issues, ,oni.n involve particular departments' The key strategies will

include:

l) input to formal policymaking processes;

2) identifying key decision makers in departments related to particular issues and

providing them with information;

3) publicly advocating particular policy positions;



advocating for independent and competent regular evaluations of program and

policy impact to enhance accountability;

hosting cross-sectoral meetings when mental health issues involve several

departments or agencies:

6) forming coalitions to inf'luence governments'

Linkages rvith individual organizations might

professional organizations and consumers or

which establish policies for their operations'

The cenual stategy here is to approach particular organizations' perhaps as members

of coalirions when issues arise regarding policies they have established'

III. RelationshiPs with the Media

The Council should approach the media for rwo purposes:

I ) to provide education a¡rd information to improve the presentation of mentai

health issues and persons with mental illness;

2) as a parricular strategy which can be used in seeking public support to advocate

for a particular posiiion. This should be done only when the Council makes a

specific determination to use the media in this way when other means of

influencing policymakers have been exhausted'

4)

5)

include serryice organizations,

family organÞations as bodies

arlinkagcs
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