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ABSTRACT

Backgrollnd

Client satisfaction with health care is important to ascertain fiom many standpointS.

It is a useful~ in dirttting ~urces appropriately and providing dirtttion for the

improvement of health care delivery. Satisfaction is positively correlated with health~

outcomes and it can be an important determinant of overall health status. TIle province's

health system is faced with challenges of geography and the historical dominance of

institutional provision of care. Mental health services in Newfoundland and Labrador have

been evolving over the past two decades. Health system reform continues 10 occur in this

province. as elsewhere across Canada.

Desig,.

A crou--sectiooa! study.

Sming

A community-based menlal bealth crisis centre established in June, 1996. by Health

and Community Services:. St. John'5.

Objectives

To detennine general satisfaction with services. lhe extent 10 which clients were

helped in addressing their immediate crisis and the long-term resolution aClhe crisis.

Participants

A sample of 105 people over 16 years of age who visited or telephoned the crisis

centre during the period June. 1996 to September. 1997.



Methods

A telepnone interview of clients wno had consenled to be contacted by researcher

using a forty item survey comprised of Likert scale and narrative questions.

Results

Eighty-five percent of participants indicated that they were satisfied or very satisfied

with the service. More females indicated their satisfaction than did males (91.3% vs 78.6%).

When the Centre was rated on such attributes as location, accessibility, waiting time and

comfortableness of environment, the large majority of consumers reported being satisfied or

very satisfied with all attributes. When satisfaction level was compared with the type ofcrisis

that precipitated contact with the Centre, greater variability was observed. For example, 60'%

of individuals presenting with relationship problems were satisfied while 100% of

individuals presenting with crisis codes of health concerns, bereavement/loss or mental

illness expressed satisfaction. Eighteen percent ofclients reported complete resolution of

their crisis. Missing data and telephone numbers no longer in service reduced the number of

clients available for interviews.

Based on panicipant responses, recommendations for improvemenls and expansion

of the services of the Mental Health Crisis Centre as well as integration of other mental

health services were identified.



Co"clusions

Participants in the study strongJy supported community basW. crisis services and

recommended expansion to other areas of the province. However. less than IOOJ. of the

clients CODtacting tM Centre: over the last 18 months could be reached for consent 10

participale in the study. lack ofadequate docwnenlation on the client population prevented

in depth assessment of bow well the Centre is meeting the needs of its clients.
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CHAPTERl

INTRODUCTION AND PURPOSE

"Knowing that there's a place to go
is very helpful".

en"sis Cenrre Client



The provision of crisis intervention [0 persons with mental illness or menial health

concerns is a necessary component of mental health services. Since the deinstitutionalization

movement in the 1960s and 70s, persons with psychiatric illnesses have had an ever-

increasing reliance on a range of community-based services (Bertsch, 1991; Ellison &

Wharff, 1985; Neville, 1990; Stroul, 1988; 1989). Crisis centres and crisis response teams

have become basic necessities to maintain persons with psychiatric disorders living in the

community (Morrisey, Ridgely, Goldman, & Banko, 1994; Siaden-Dew, Bigelow. Buckley

& Bornemann. 1993; Velamoor & Mendonca, (997).

The type of crisis resources available can mean the difference between remaining in

the community or being admitted to hospital (Ruggeri & Tansella, 1995), or, in the absence

ofservices. becoming involved in the criminal justice system (Solomon, Draine & Meyerson.

1994; Wasylenki. Goering & MacNaughton, 1992). The need for a mental health crisis centre

in the St. John's region had been recognized for decades. It was only within the last two years

that this identified need became a reality. Three major trends identified by Neville and

Maddigan (1991) were the impetus behind the realization:

Reliance on inpatient facilities is decreasing. Professionals and consumers
alike are moving toward community-based services geared to keeping
persons in crisis out of hospital eltcept in extreme circumstances. The
financial cost ofhospitaiization along with the philosophy of treatment in the
least restrictive environment is the motivation behind this move.



2. The chronically mentally ill continue to dominate the psychiatric emergency
system. The literature abounds with articles on their use of community·based
follow-up and maintenance services. Persons with mental illnesses tend to
have a relapse remission pattern, and often require ongoing supports to
maintain stability. Emergency services are one of the supports required.

3. Psychiatric emergency services are a component ofa wide array of mental
health services needed in the community. Services geared to psychiatric
emergencies bave many components including, but not limited to. brief stay
admissions, mobile response teams. referral to psychosocial rehabilitation
services. and a range of vocational. housing and recreational services.

All too often health services are put in place with no mechanism for evaluation.

Programs are started without a thorough assessment of the needs of those to be served or of

the resources available. and the programs are often continued despite lack ofevidence that

they are making a positive contribution to health care (Brekke & Test. 1987: Munro. 1983).

The Mental Health Crisis Centre. as part of its opening mandate. r~uested a process and

outcome evaluation to determine its effectiveness in attaining its goals of providing in.person

and telephone crisis intervention to persons in a menial health crisis.

!J. Purpose Of Reseal"ch

The Mental Health Crisis Centre (the Centre) in SI. John's. Newfoundland and

labrador, operated as a IS-month pilot project (June 1996 to December 1997), with

continued government funding contingent upon the results of an overall evalwtion. A local



consulting firm, The Institute for Human Resource Development (lliRD) executed a two-

phase evaluation of the project The first phase focussed on the developmental aspects,

structure, goals and objectives. and the place ofthe Crisis Centre in the overall mental health

system in the province. Key informant interviews, document review and focus groups were

used for information gathering. The second phase involved an evaluation of service delivery

using interviews and focus groups. This client satisfaction survey is the third phase of the

evaluation and is the topic of this thesis.

The specific questions to be answered through this research were;

Were clients generally satisfied with services at the Mental Health Crisis
Centre?

2. Did clients get help in addressing the immediate crisis?

3. Has the help clients received at the Centre impacted on long tenn resolution
of the crisis?



CHAPTER 2

LITERATURE REVIEW

"The most helpful thing was the

staffs attitude. they were friendly

and understanding. .. treated me like a normal person"

Crisis Centre Client



Persons with mental illnesses have probably been with us before recorded history.

Depending on the beliefs and culture ofthe times, they were revered., feared., ignored, pitied,

laughed at or tortured. This 5«tioo briefly reviews the history of attitudes toward mental

illnesses throughout the ages and highlights the kinds of procedures that were used to hide,

subdue or treat the sufferers.

b!.. The Beginnings: Primitive Concepts

According to Wilson and Kneisl (1992) the era of preliterate times made no

distinction between mental and physical illnesses and. consequently, no differentiation was

made among magic, religion and medicine as treatments.

EarLy civilization differentiated betWeen physical and mental illnesses. A medical

concept describing the four body "humours" was summarized by Hippocrates who lived from

about 460-370 B.C. He ex.plained mental illnesses according to humoral pathology whereby

good and bad bodily fluids or "humours" (black bile, yellow bile. phlegm and blood)

influenced the body, and the body influenced the mind (Kolb & Brodie, 1982; O'Brien,

1989; Wilson & Kneis!. L992).



The Middle Ages (1300-1600), alienated the mentally ill. 'Treatment' consisted of

practicing mysticism and demonotogy, Troubled minds were thought to be influenced by the

moon, "Lunacy literally means a disorder caused by the lunar body" (Wilson & Kneisl, 1992,

p. 8). These people were left to wander aimlessly, sent on long pilgrimages or found

participating in religious wars and crusades. Many women who suffered mental illnesses

were thought by theologians of the time to be witches and were burned at the stake. Violent

persons were shackled in prisons and "ships of fools" housed boatloads of people who were

sent to sea to search for their 'reason',

Whereas the Middle Ages excluded and abandoned the insane, the Renaissance

confined them to 'mad' Itouses. The insane were part of a boarding house trade that

sometimes housed as many as five hundred people in old abandoned mansions that were iII~

fitted for the purpose (O'Brien, 1989),

tt was during this period that some physicians began to consider that mental iHnesses

stemmed from naruml causes. Johann Weyer (1515-1588), a Gennan physician considered

to be the first psychiatrist, stressed the needs of the individual over the institution. He

espoused the necessity for careful clinical scientific observation, and the need for kindness

and benevolence in the treatment of the mentally ill.



y The Modern Era

The late eighteenth and early nineteenth centuries were referred to in psychiatry as

the Era of Moral Treatment. Classification of mental disorders, rationalism and scientific

observation occurred during this time. Philippe Pinel (1747-1826) in France. William Tuke

(1732-l822) in England and Dorothea Di" (1802-1887) in the United States started what is

known in psychiatry as the Refonn Movement (O'Brien. 1989). These three people widely

espoused the philosophy that kind. humane treatment of the mentally ill was necessary in

order for people to improve. Hospitals were opened based on principles of hope and

confidence rather than fear and force to subdue sufferers of mental illness.

The growth of public mental hospitals was not a coincidence in the nineteenth

century. The outcome of moral treatment saw a rise in social awareness of the injustice of

the treatment of the oppressed mentally ill. During this period. institutionalization itself was

seen as a treatment. Psychiatrists held to the belief that mentally ill people could be cured

nowhere else but in an asylum and that they would be cured by simply being in an asylum

(Thompson. 1994). Grob (1994) observes that the nineteenth century was noted for its

widespread use of institutional and state solutions for social problems rather than relying on

familial or community solutions. Prior to 1800, there had been no systematic effort to restrict

"Iunaticks (sic) or distracted persons" (Grob, 1994, p. 542).



This was also the beginning of the mental hygiene movemenL Clifford Beers (1876­

1943). a Yale~ucated busint:SSman. in 1908 published A Mind That Fou.nd Itself, a book

describing the profound anguish suffered while he: was n:ceiving custodial~ at several

private and state hospitals ovtt a thrt:e-year period. In 1909, he organizt:d the National

Committt:e for Mental Hygiene. Its goal was prt:vention, early detection and ttealment as

well as rt:seareh into causes of all mental disabilities (Kolb & Brodie. 1982).

In Canada. the begirming of the twentieth century saw the launching of evaluative

surveys of care in hospitals in every Canadian province. The beginnings of research efforts

and education for nurses. social workers and mt:dical studenls in the field of nonnal

personality development also occurred (Griffin. 1989).

bJ. Oeinsntutionalization and the Communitv Mental "nllh Movement

The era of the asylum in the early 19thcennuy, when mert: admission to me asylum

was thought to be a means of treatment gave rise to its own mental health problems - the

social breakdown syndrome or institulionalization (O'Brien. 1989; Thompson. 1994). The

symptoms were apathy; loss of individuality, interest and initiative; submissiveness and

dependency. Extreme manifestations of these symptoms were impaired judgment and a

characteristic posrure and gait. These symptoms wert: originally attributed to the iUness itself.



However. Barton (1959) in his book Institutional Neurosis proposed that these symptoms

were possibly caused by or exacerbated by living in a mental hospital. loss ofcontact with

the outside world; loss of friends. possessions. personal events and outside prospects; loss

of responsibility; enforced idleness; the ward atmosphere: the control by staff and drugs were

factors associated with institutional neurosis.

A major shift in thinking occurred in where to best treat persons with mental illnesses

at this rime. Gerald N. Grob of RUlgers University has authored and co·authored over thirty

books on the history of mental illness in America. In his book From Asylum to Community

(1991) and subsequent publication Mad. Homeless and Unwanted, (1994) he outlines six

major developments that resulted in reshaping the face of psychiatry during this period:

There was a shift in psychiatric thinking towards emphasizing the impact of
life experiences and socioenvironmental factors on hom the cause and the
treannenl of mental illness.

2. The experiences of World War U appeared to demonstrate the efficacy of
community and out.palient Ireaunents. Persons who suffered psychological
distress and lIIness directly related 10 effects of the war were effectively
treated without being hospitalized. Psychiatrists moved out of menIal
institutions into private and community practice. They promoted the
effectiveness of out-patient versus institutional care.

3. The belief thaI early interventions in the community eQuid be effective in
preventing further hospitalization became popular.

4. A belief developed that psychiatry could promote prevention by embarking
upon the amelioration of social problems in the community that allegedly
foster menIal problems.

to



5. The iotrOOuction of psychological and somatic therapies. such as
electroconvulsive therapy (Een and psychotropic drugs • promised patients
a more oormal exis~ce outside the mental hospitals.

6. An enhanced social welfare role of the government in providing a network
ofmental health proFessionals working in the community. and supports such
as bousing programs expressly For~ns with mental disabilities hastened
the mo~ to community4l~ care.

Bachrach (1978) defines deinstitutionalization -as a process involving two elements:

the eschewal. shUMing or avoidance of traditional senings (panicularly state hospitals) For

the care oFthe mentally ill. and the concurrent expansion ofcommunity-based Facilities For

the care of these individuals" (p. 573).

In 1955, the United States had more than a halF million patients in psychiatric

f.tcilities; in 1975~ were about 191.000 left. a decrease oF66% (Bachrach. 1978; Wilson

& KneisJ. 1992). The discharge of psyt:hiaoic patients from Canadian hospitals from 1955·

1970 resulted in a similar 62% decrease in the institutional population (Hennan & Smith.

1989: Wasytenki, Goering & MacNaughton. 1992). Described as a ""bold. new approach'· by

President John F. Kennedy in the 19605. deinstitutionization has b«n characterized by

experts in the field of psychiatry in less flanering language: "A disaster by any measure

used'"; "an abdication of responsibility due to shortcomings in legislation; lack of funding

and the unanticipated impact ofdischarged clients on communities"; "a single lousy

\I



institution to multiple wmcbcd ooes" (Wilson &. Kneisl, 1992). Deinstirutionalization has

been widely described as a "back wards to back streets' phenomenon.

In this period. the provision of commWlity mental health services found its

beginnings. legislation in Canada and the United States called for the provision of

community-based setViccs as well as aD increased emphasis on primary prevention. in<:Tmsed

suppon for research in the area of mental illness, improved services to specialized and high­

risk populations and public education.

In Newfoundland and labrador, an innovative program called Community Care was

officially started in 1955 and grew substanriallyafter 1962. Persons who had spent extensive

time in the provincial psychiatric hospital were discharged to supervised board and care

homes. These were people who still received support from mental health professionals hired

by the hospital. The program was one of the first in North America and is still viable today.

In the past decade and a half theR: has been a 300;' decrease in the province's

provincial psychiany hospital beds. Community-based services are not yet fully developed

to meet the needs of the mentally ill.

"



M Post·'nstitutional Era

The 1980's were characterized by an emphasis on biologic etiologies of diseases

(Minkoff. 1987: Wilson & Kneisl. 1992). Research in me area of schizophrenia. focexample.

has led to a greater understanding of me disease. Ventricular enlargement. cerebral atrophy

and neurotransmitter disturbances are causally implicated in this disease and treatment.

Treatment memodologies now lend to be evidence-based and more individualized. This is

an era in which the chronically mentally ill may never be hospitalized. Wim improved

pharmacology 10 treat primary symptoms. psychosocial interventions and UIe pressure of

consumers to be treated in the least restrictive environment. the goal of this era should be-to

help each patient attain me best possible adaptation to his or her illness over the course of

a lifetimeft (Minkoff. (987).

~ History of Crisis Intervention

Ctisis intervention came ofage in the 1960's wim me community healm movement

although the roots of crisis intervention began in the 1930's. Three milestones in me history

of crisis intervention documented by Wicks, Fine & Plan (1978) were:

IJ



Querido's -psycbianic first aid station",

2. Lindemann's work wilh people suffering &om grief reaction, and

3. Military ps)'l:biatry

Querido. in the 19)O's in Amsterdam. set up psycbiatric rust aid stations wbereby

practical help was offered to people in crisis rather lhan totally relying on traditional

therapeutic methods such as psychotherapy. As an example, ifunemplo}1llent was the cause

of the crisis, the focus of the intervention was getting the person emplo~d. A wide range of

community resources were used to restore equilibrium. He assisted people in their own

homes, coordinated efforts with social welfare agencies and worked closely with the police.

Working with the police was considered an important step in that the police dealt with people

under stn:ss on a daily basis and were therefore in a position to be a first line of referral. His

efforts to get ~le 10 use theirown psycbological resources as well as utilizing community

resources were classic examples ofcrisis intervention methodology.

Lindemann dealt wilh survivors ofthe tragic Coconut Grove fire in Boston in 1943.

From Ihis tragedy he noticed a sequential panern of behaviour. problems in Ihinking;

concenlIalion on lhe past; desire and initial efforts [0 accept the loss; finally, nonnal or

pathological grief reactiOIl. He concluded that it was more helpful to intervene and foster

bereavement rather lhan 10 try 10 repress it This change in thinking highlighled the fact that

people react to stressful situations differently, and some may lose their ability 10 cope if the

"



stnss is overwhelming. The importance of intervening quickly so as to hdp avoid delayed

and prolonged reaction was Lindemann's contribution to crisis intervention methodology.

During Wortd War U and the K.omm War. soldien were trealed for what was

commonly known as combat and battle fatigue. The traditional method oftreattnent was to

take the soldier out of the combat area. Elimination of most symptoms was often immediate,

however. soldiers often suffered from loog lenn guilt over "deserting" their unit. As well, too

many men were being sent home for psychological reasons causing a shortage of men on me

banlefields. In response a triage system was developed. This included treating the person as

close to the battle as possible, maintaining a nonnal routine. and supporting and encouraging

the men to express anger and fear about the situation while helping the person realize that

their reactions were nonnal and expected. The goal was 10 revitalize the person's self·

confidence and identification with his unit without removing him from the war environment.

Crisis intervention methodology is integra! to community mental health practice - to

provide help more quickly to a grealer proportion of the population in an effort to prevent

longer tenn problems. Caplan's (1964) approach to preventative mental health includes

effectively dealing with crisis periods throughout a person's lifelime. He suggestS that crises

"



therefore present a remartable opportunity for health professionals to greatly influence the

meow health of others.

A crisis is defined by Hoff((978 p.7). as"an overwhelmingly stressful life event(s)

to which a person is unable 10 find a solution:' Sruart and Sundeen (1991) say a crisis is ""an

internal disturbance caused by a stressful event or a perceiv~ threat to self. The person's

usual way ofcoping becomes ineffective in <kaling with the threat., causing a rise in anxiety"

(p.272). Puryear (1919) outlines five characteristics ofa state ofcrisis:

Symptoms of psychological and physiological an;tiety; (eg.) headaches.
confusion, hopelessness. bleeding ulcer. There: is always extreme discomfon.

2. Anirude of panic or defeat. Anempts at solving the problem have failed and
the person feels overwhelmed, inadequate and helpless.

3. Focus on relief. The person is primarily interested in relief of the immediate
symptoms of the stt"eSS (beadache. depression, etc.). There is minimal effort
focussed on problem solving at this point. Relief may be sought by
anempting to discbarge tension, withdrawing or turning to others for help.

4. lowered efficiency. The person may appear to function nonnally but his
efficiency is lowered, especially in the problem-solving efforts directed at the
crisis situation.

S. Limited duration. People cannot exist in a state of crisis longer than six
weeks (Aguilera de. Messick, 1986. Puryear. 1979). A state of equilibrium
which is the same as higher than or lower than the person's previous
functioning level is anained.

"



The Chinese characters representing the word "crisis" mean both danger and

opportunity (Aguilera & Messick, 1986). It is a danger in that it threatens to overwhelm the

person or family. It is an opportunity because during times ofcrisis people are more receptive

to therapeutic influences. New coping mechanisms may emerge that allow the person to

attain a higher level ofequilibrium than before the crisis.

The goal of crisis intervention is resolution of the immediate crisis with the

restoration of the individual to a pre-crisis (or higher) level of functioning (Aguilera &

Messick, 1986). According to the same authors there are four steps involved in crisis

intervention:

Assessment of the individual and hislher problem

2. Planning of therapeutic intervention

3. Intervention which includes the following:

(a) helping the individual gain an intellectual understanding of the crisis

(b) helping the individual bring into the open his present feelings to which
he/she may not have access

(c) exploration ofcoping mechanisms and concrete steps to help resolve the
crisis

(d) reopening the social world which IS especially important if the crisis has
been precipitated by a loss ofsomeone significant in the person's life.

4. Resolution of the crisis and anticipating planning for future coping.

17



The stressors associated wilh liviog in present day society are well documented:

child and spousal abuse. crime. divo~. lone parmting, unemployment and poveny to name

a few. The traditional supportS ofextended families and dose knit communities are waning

and crises an: accepted in our culture as routine. The proliferation of self·help groups for

diverse: causes. lhe increase in public education related to mental illnesses and life

threatening medical conditions and a myriad ofsocial supports as well as twenty-four hour

hot lines are examples of community responses to life crises.

00 an individual level. seeking relief from conditions or situations that threaten to

overwhelm us is aclaptively controlling one's destiny and essential to maintaining health

(Pinderhughes. 198]).

L1 Empowerment and Consumer Participation

An underlying tenet governing the operation of the Mental Health Crisis CenlJ't is

that of dient empowennent. Treatment for persons with mental health problems has

traditionally been provided by mental health professionals trained in dinical diagnosis and

treatment. The individual assumed a passive role which often led to feelings of

powerlessness. loss ofdignity and loss of self-esteem. This process was e:taceroated by the

stigma and discrimination against persons with mental health problems, which funher
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prevented these individuals from demonstrating that they could actively cootribUle to their

own bealth in meaningful ways. With growing consumer empowerment, there is an increased

impetus to confront long held beliefs about mental illness (Wilson. 1996). Poverty,

homelessness, limited social suppons and lack of community acceptance are generic to

persons with long tenn mental illness. The premise of consumer empowerment is that

consumets want to be seen and supponed as -valued members of the community as persons

with abilities, potential and success" (Whyte, 1995, as cited in Wilson. 1996. p.73).

"There is an increasing recognition that consumers ofservices have the right 10 self­

detennination both individually and collectively, and that knowledge that comes from direct

experience of mental health problems is vital to the provision ofappropriate and effective

mental health services" (Vandergang. 1996, p.153). '"Client empowennent is a fundamental

sttategy for improving the effectiveness and responsiveness of human service organizations"

(Hasenfeld & Chesler, 1989, p.501).

While social scientists do not all agree on the meaning of the tenn empowerment,

many agree that it is both a process and a goal. The process of empowerment focuses on

gaining mastery over one's affairs. Rappapon (1987) defines it not only as an individual

psychological construct. but as an organizational. political. sociological, economic and

spiritual one. "There is built inlo the term. a quality of the relationship between a person and

hiSiber community, environment or something outside oneself' ( p. 129).
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~Empower" is defined by Webster's New World Dictionary of the American

Language (Gura1nik.1984. p4S9): "to give power or authority to. to authorize. to give ability

to. enable. pc:rm.it". Empowem1etu refers to society's relationship to me individual and to the

role lhat individual perfonns in society. as well ai to one individual's role to another.

(Freund. 1993). Empowennent. according to Rappapon (1987) may exist on three highly

interactive levels: personal level. small group level and community level. lord (1989)

clarifies consumer participation at three: different levels. The individual or service level

actively involves the conswner in deciding treattnent options and services. The second level

involves the consumer in the agencies and organizations whicb provide mental heath services

and may mean participation on comminees. boards and in the day.to-day running of the

organization. The third level involves consumers at the community, provincial and national

policy and decision-making level. Each level ofempowennent and consumer panicipation

complements the other. lord and Hutchinson (1993) suggest there are underlying

assumptions to the concept ofempowennent:

individuaJs are assumed to understand their own needs better than anyone
else and should have the power to act on them

2. all people have snengths upon which they can build

J. empowennent is a life-long endeavour

4. personal knowledge and experience are valid and useful in coping effectively.



lord (1989) suggests thai me process of becoming empowered often begins in

response to an cxlCmal 0CC'Utm'ICC such as a crisis. The availabitiry of pn.crical suppo" and

resources. the presence of mentors, and the feeling that one is vaJued were found to be

critical elements oftbc process.

The pbilsophy ofcrnpowenncnl is integral to a proactive approach to heahh. A new

concept of mental health is emerging which also recognizes the major influences of the

environmcotal factors. The World Health Organization's (WHO) most rccenl definilion of

health is:

The abiliry to identifY and to realize aspirations, to satisfy needs. and (0 change or

cope with the environment. Healtit is therefore a resourcefor everyday life. not lhe

objective of living. Heallh is a positive concept emphasi=ing social and penonal

resources. as wefl as physical capacities (Shah, t 994, p.).

In the Health and Welt"art: Canada publication, Mental HeolthforCQf/.odians: Striking

a Balance (1988) a definition of mental heallh states;

Men/al Health is the capacity ofthe individual. the group and the environmenl to

inleract with one another in ways lhal promote subjective well-being. the optimal

development and use of mental abilities (cognitive. affective and rela/ionol). the
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achievement of individual and collective goals consistent with justice and rhe

attainment and preservarion ofconditions offundamental equality p.(7).

These socio-ecological definitions recognize the inex:tricable link between an

individual and hislher environment. Satisfying interpersonal relationships embedded in a

social network (Wilson, t996) and safe, affordable housing (Strou!, 1989) are but two

determinants of health. The Canadian Mental Health Association's "A New Frameworkfor

Supporr" (1993) outlines a CommWlity Resource Base Model for persons with mental health

problems. The model is based on primary resources ofhousing, income. education and work.

The model suggests that action is required in the following two areas:

Finding new ways ofallocating financial resources for mental health.

2. Finding new ways of distributing power and influence within the mental
health system. When planning mental health services. consumers are of
paramount importance in determining the parameters of the service.

To effect these changes. the framework suggests three basic elements are necessary:

There must be a direct investment in the capacities ofconsumers and families
10 help themselves.

2. Service systems need to be reformed to be more effective.

3. It is necessary to provide opportunities for real work and education by
developing strategies for accommodating people with mental illnesses.

In the mental health literature, the concepts ofempowennent and consumerism are

intimately linked. The groundswell of support for changes in the traditional mental health
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syslem is coming from consumers themselves. Where. historically, persons with mental

illnesses were unseen. unheard. and shepherded. away from mainstream soclely,!bey are now

moving 10 gain control over treatment choices.

L! Psnhiatric Emergency Semcn

Since the deinstilUtionalization movemenl of the 1960's and 70's, community based

services have not grown in proponion 10 the demand. The majority of funding is still

allocaled to inslilUlions for the treatment of mental illness (Repon of the St. John's Metro

Area Mental Health Services Committee, 1993; Renshaw, 1994). However. there is a

commilment from the institutional sector to reallocale funds to develop communily ~rvices.

The opening of the Mental Health Crisis Centre is proofof the commitment: the provincial

psychiatric hospila.l dedicated the majority of the financial and hl1IDan resources required 10

operationalize the Centre.

The nl1IDbcr and range of psyc:hiamc emergency ~rvices are growing (Wellin.

Slesinger and Hollister, 1987). The following is a brief summary of the types of services

reviewed by Neville and Maddigan (1991) in the determination of potential components of

psyc:hiatric emergency services for the St. John's area.



Residential Crisis Homes. Montreal's Transition Communutarive and Vancouver's
Venture have non-hospital based crisis ~idenrial services staffed twenty-four bows
a day with a maximwn stay of up to one month (frigo. 1988). Massacbussett's
Mental Health Centre has a time-limited residential crisis service open 24 hours a day
and is part of a day hospital (Doherty, Mandersor & Caner-Ake. 1987).

2. Hospital-based Crisis Beds. Massachusetts Menial Health Cenlre's reu has 30 beds
for people who require 24 hour observation and intensive care. Once stabilized, they
are relUmed to the day hospital for further treatment (Doherty, Manderson & Carter­
Ake. 1987). Palo Alto Veteran Affairs Medical Centre is a brief admission program
operating 24 bows a day. Monday to Friday (Bryson. Naqui, Callahan & Fontenot.
1990).

3. Mobile Crisis Teams. The Greater Vancouver Mental Health Emergency Service
(MKES) is a mobile emergency service staffed by an~ and a police officer seven
nights a week from 5 p.rn. - 3 Lm.. Montreal's Tl1lIlSition Communutative bas a
mobile crisis team staffed by paraprofessionals who go to the scene of the crisis and
have access to bousing and follow-up resources. Amsterdam's 24 hour mobile crisis
interVention service is staffed by intern psychiatrists with back up by experienced on·
call psychiatrists 24 hours a day (Reding & Raphelson. 1995).

4. Available Professionals. Assessment of persons who present with psychiatric
disabilities in a general hospital emergency room is the primary function of these
professionals (Borges. Summers. Karshmer. 1995; Mdndoe. Harwood. Olmstead.
1994). The services range from one psychiatric nurse assigned to the emergency
room on a rotational basis to the provision of mental health teams (usually a
psychiatrist. psychiatric nurse and social worker).

S. The Gentein Crisis Centre. This Mental Health Crisis Centre located in Toronto is
staffed by consumers who have an academic background in the helping professions.
It operates in the downtown area 24 hours a day. seven days a week.. It has a mobile
response team and short term stay beds (Frigo. 1988).

In June. 1995. the Mental Health Crisis Services Task Force submitted a report to

Health and Community Services· 51. John's Region and the HealthC~ Corporation of St.

John's. The report identified the following parameters for a Mental Health Crisis Centre:

twenty-four hour service. non-medical in nature, telephone and in-person intervention.



community-based in a safe, comfortable environment. Attaching the services to existing

hospital services was rejected because of the stigma associated with institutional care and

consumers' wish 10 have a dedicaled community-based service. The Gerstein Centre model,

staffed exclusively by consumers, was felt to be hard to duplicate in this province as there

are a limited number of consumers with an academic background in the health professions

(Interim Report. lHRD. 1997). However, the Task Force proposed that qualified consumers

be considered for upcoming staff positions at the Centre.

b.2. The Importance of Evaluation

Evaluation is a vital and often mandated componenl of newly developed programs

(Lebow. 1982). However, it is often neglected and programs continue despite lack of

evidence of their positive contribUlion to health status (Brekke & Test. 1987; Johnson &

Olesenski. 1995: Munro. 1983; Pyke & Lowe. 1996).

Approaches to evaluation include accreditation models. decision making models.

system oriented models (Johnson & Olesenski.l995) organizational models. care process

models. consumer evaluation models. efficacy models and community impact models

(Lebow.1982).
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Evaluations may be summative or fOfT1\3.tive. Formative evaluations focus on

evaluating programs as they are being develo~ and implemented for the purposes of

improvement.whe~ summOltive evaluarions an: conducted once programs have been fully

implemented to foem the basis for decision making ~garding final adoption and future

funding (Forchuk &. Voorberg. 1991).

Evaluation is important in improving health services. Quality of care and informed

decision making (Donabedian. 1982; 1985; Johnson & Olesenski. 1995; Melum & Senons.

1992). as well as appropriate resource allocation (Holdsworth & Guy. 1994) and cost

cOnlainment (Johnson & Olesenski. 1995; Maynard & Bloor. 1995) are important

considerations in health care.

In an era of increasing innation and~ing govemment spending on health care

(Lorefice & Boris. 1984). the pressing need for evaluation is clear (Faulkner. Culler &

Middleton. 1982). Efficacy. the potential of a treatment under controlled or experimental

conditions. and effectiveness. the results obtained in ordinary clinical pr.lCcice are often

difficult to ascertain. particularly in the area of mental health (Ruggeri & Tansella.. 1995).

Studies have shown that community~based treatment modalities are more cost effective and

much better tolerated by patients and families (Bengelsdorf. Church. Kaye. Orlowski &

Alden. 1993; Creed. Mbaye. Lancashire. Towenson. Williams & Holme. 1997; Ruggeri &
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Tansclla. 1995}. Outcome rnellSUrcs.. including client satisfaction. are important indications

of the quality of care in the field of mental health (Donabedian; 1982; 1985).

ill What is aiml Satisfaction?

The word ·salisfaction-. as a noun is defined by Webster's New World Dictionary

1984 (Guralnik. p. 1265) as: ·anything that brings gratification. pleasu~ or contentment·...

.The word ·salisfactory- as an adjective is defined as: ·good enough to fulfil a need. wish.

requi~mentM. Human satisfaction is a complex phenomenon involving life style. past

experiences. future expectations and individual and societal values (Carr-Hill. 1992).

Lebow (1983) suggests defining patient satisf3Clion to include perceived adequacy

of the ueaunent, accessibility, satisfaction with process and oUlcome of care. complaints or

praise of treatment, and suggestions for improvement of care. Hall and Dornan (1988) in a

meta.analysis of 221 patient satisfaction studies found that atuibutes commonly used to

measure satisfaction were. in order of importance: overall qUality. humaneness. technical

competence. outcome, facilities, continuity of care. infonnativeness. cost. and attention to

psychosocial problems. A study by Hardy and West (1994) found that satisfaction was

related to patients' perceptions of quality of C:lre. their satisfaction with their own health. and

their level of well-being inclUding their sense of control and feelings of amdety. These and
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Ol:hc:r authors attest to the: multi-dimensionaln~ of paden! Satisfaction and the: challenges

of elucidaling a theory of patienl salisfactioD.

~ Why Measure Client Satisfaction?

The last decade has witnessed the: growth of patient S<ltisfaction research in the health

care industry (Avis, Bond & Arthur, 1995: Cleary & McNeil. 1988: Elbreck. & Fecteau.

1990: Linder-Pclz. 1982: Williams. 1994). This interest is based on a belief that patients are

an essential source of data on service functioning and therefore have a right to input when

planning and evaluating services. As well. other authors argue Ihill satisfaction with care is

an imponant innucnce in ~king medical advice, in compliance with treatment and in

maintaining continuing relations with the practitioner (Carr-Hill 1992: Hildeman &

Fergsuson. 1990: Linder-Pclt.. 1982).

Patient S<ltisf~ion is viewed as an indic:u:orof quality care (Geary & McNeil. 1988:

Donabcdian. 1982: 1985; Johnson. 1996; luther, 1996). When a health care agency focuses

on consumer/patient satisfaction as an outcome of care, it helps counteract professional

dominance by emphasizing the importance of the patient's perspective (Carr-Hill, 1992).

lnvolving the public (the patient) in evaluating care provides opportunities to disseminate

information about the service and create goodwill. Successfully canvassing the public for
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financial suppon is one positiv~ result. Th~ possibility of lawsuits is also reduced when staff

undttstand and act on pati~nts' ~rions(Campbell & Christopher, 1991).

Th~ link between th~ consurn~rmovement of the 70's and 80's and the growth of

patient satisfaction research goes beyond the accountability or those providing service to a

more fundamental right ofcitizen participation in health care (Kieffer, 19&4). "In the context

of consumerism. pati~ntslconsumerseducate providers of health care as well as receive

education from them" (Guzman, Sliepcevich. Lacey, Vitello, Matten, Woehlke & Wright.

1988, p. 226). Consumer involvement in decision·making about their treatment is seen as

beneficial both from a provider and a consumer viewpoint.

1.11 Conceptual and Methodological Concerns in Measuring Patient Satisfaction

Wbil~ many authors herald patient satisfaction as the ultimate validator of quality

care, (Cleary & McNeil, 1988, Donabedian. 1982; 1985: Guzman, Sliepcevich. Lacey.

Vitello, Matten, Woehlke & Wright. 1988: Hildeman & Fergsuson, 1990:) others debate its

usefulness. Avis, Bond & Aruthur (1995), Carr-Hill (1992) and Williams (1994) question

what patients actually mean when they say that are 'satisfied'. As well, they argue that we

need a clearer understanding ofhow patients evaluate their care to bener interpret satisfaction

survey results. Lebow (1983) identifies prob(~ms with measures used to assess satisfaction



such as ambiguity and oversimplification of response alternatives, failtn to sufficiently

probe and failtn to include consumetS in scale developmenl

Patient satisfaction surveys usually report high levels of satisfaction. Avis. Bond &

Anbur (1995) suggest that this is often due to inherent weaknesses in such surveys. social

desirability bias and a reluctance (0 express negative opinions.

Recent research is focussed on better articulating the concept of satisfaction

(Fitzpatrick. 1991) as well as improving the measures of patient satisfaction (E1breck &

Fecteau. 1990). Satisfaction survey results are often a key detenninant in continuing specific

programs or adopting programs in new locations (lebow. 1983). The strength of client

satisfaction surveys lies in providing opportunity for consumer feedback. allowing patients

to express their values (Carr.Hill. 1992: Hsieh & Kagle. 1991: lebow, 1983: Perreault,.

Rogers. Leichner & Sabourin. 1996).



CHAPTER 3

METHODOLOGY

"the (scaff) kept me grounded...started me on the right track"

Crisis Centre Client
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This chapter oullines the setting, definition of a mental health crisis and services

offered by the Ccotre. Ethical considerations. the srudy design. developmaJt of the

questionnaire, sample size. selection of participants. training ofcontact persons and analysis

and reporting of results are also described in this chapter.

U Crisis Centre Setting

Location

The Mental Health Crisis Centre. located in a city of approximately 150.000 people.

opened its doors in June 1996 as the only such centre in Atlanlic Canada. II is located near

the downlown area of the province's capital cilY. [t is a 24 hour. seven day-a week menial

health crisis intervention service for pe~ns of all ages. Clients refer lhemselves either in

perwn or by telephone. 1be services are voluntary. confidential, non-medical and frec-of·

charge.

Enl'inmm~nt

The two-storied physical structure of the service is wheel-chair accessible to the first

floor level. It has sepamte, comfortable intervention rooms. a fully equipped kitchen.

bathroom and bedrooms, and a large common living room. A smoking area is provided. The

building resembles an older home. is located near one of the city hospitals and is
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unoblr.lSively but dearly identified as the Mental Health Crisis Cen~. The service

ullimately implemented is a composite of some of the models of psychiatric emergency

services and will be described in detail in the next sections.

Security

The building is locked at all times to ensure safety and security of sraff and clients.

Entry is gained by pressing a bell. There are emergency buzzers strategically placed within

the building and linked directly to Uie police station. All staff have specialized training in

intervening in threatening situations.

Human Resourc~s

The Centre is staffed with a mix of professionals and para-professionals. The

manager of the Cen~ is also the Community Mental Health Coordinator with a regional

Health and Community Services board. Community mental health services are the mandate

of this board. One half of the manager's time is dedM:.ated to the Centre. Nine professionals.

with backgrounds in health and social sciences. sraffthe ~ntre twenty-four hours. seven days

a week. In addition. trained volunteers are also present and are primarily responsible for

responding to telephone crises.

Staff and volunteers are selected for their knowledge of mental health/illness. their

ability to make independent decisions. display a non-judgmental attitude and validate the



experience of the person in crisis while intervening calmly and effectively. These skills ace

seen to be rTlCR imponant than having professional training in one of the health professions.

Other important qualifications are the ability to quickly establish rapport and mutually

agreeable goals. the ability to negotiate. broker and advocate 00 behalf of clients. and h3ving

a knowledge of the mental he31th system and how to access services.

IH,,~/opment

Planning for the Centre began in 1994, two ye3J'S prior to its opening. A Mental

Health Crisis Services Task. Force determined its purpose through twelve public

consultations with consumers and service providers. General citizens in the area of the

Centre's location were also consulted in the planning ph:lSe. The consultative process

identified the following needs: twenty-four hour a day telephone and walk·in services as well

as a mobile crisis response team available seven days a week. The telephone and walk-in

service have Mn established: the mobile team has been deferred.

Philosophy

The philosophy of the Centre is staled as:

~ ...committed to promoting the maintenance of good mental health by supporting

individuals through mental health crisis. We encourage staff and clients to work

togelher to identify needs and to agree upon a way in which these needs can be

addressed. We accept each crisis as legitimate and we respect the individuality.
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dignity. ability and autonomy of the people who use our service (A Model for the Operation

of a Mental Health Crises Service in the St. John's Region. June. 1995).

£ligibl~ Cli~nIs

The proposed model targeted servi~ to persons of all ages who §ought help for a

mental health crisis. except the following:

a) Individual under investigation for child maltreatment
b) Psychogeriatric clients in long term care facilities
c) Individuals who have overdosed
d) lndividuals under court ordered remands to determine psychiatric fitness to

stand trial
e) lndividuals who display aggressive behaviour
f) lntoxicated persons
g) Omer individual situations as defined by the staff of the service.

II Definition of a Mental Heallh Crisis

The Centre defines a crisis as any situation or change in an individual's life which

makes him or her unable to cope. It is a nuid concept in that the person may have been able

to deal with the situation yesterday. but not today.

Client empowerment is integral to me definition in that the crisis is defined as such

by the individual or family. If the client says it is a crisis. the staff respect that it is and assist

the person through the situation in a safe. non-judgmental environment.

JS



The person in crisis must be willing 10 deal with the issues that are causing the crisis.

A problem solving approach is used. Staff assisl the: person to generate as many helpful

options ilS possible. The more options generated the ITH)(e likely resolution will occur.

(Pctsonal communication. Karen McGrath. May 10. 1991).

~ Services or the Menta! Health Crisis Centre

In Pt!rson Crisis Intt!Tl't!ntion

The !>ervice provides lime-limiled intervention to persons in mental heahh crises.

Triage. intervention and discharge may be up 10 a maximum of seventy twO hours per crisis

episode. Two beds are available for persons who need to stay overnight for intervention.

Ensuring that clients are linked 10 appropriate follow-up services is an irnportanl element of

the service.

Tt!Jt!phont! Crisis Intt!nt!ntion

Trained. crisis volunteers operate the seven day·a-week crisis line belween 8 a.m. and

12 midnight. Paid slaff resource the crisis line between 12 midnight and 8 a.m.. 11le mandate

is 10 help callers effectively address their immediate problems. The cenlre has maintained

an average of thirty volunteers on its roster 011 anyone time.
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Mobile Crisis Response

A mobile unit was viewed as a desirable element of the service. However. due to

resource implications. it is not implemented at this stage. Discussions with the Chief of

Police to set up a service similar to Car 87 in Vancouver have begun. Car 87 is a police car

staffed with a plain-clothes police officer and a professional mental health service worker

or nurse. They respond to psychiatric emergencies wherever they occur in the community.

In support of mobile crisis teams. Bengeldorfand Alden. (1987), say that ..the most effective

emergency psychiatric treatment takes place before the patient ever reaches the hospital" (p.

663).

The proposal for a Crisis Centre and the Centre's eventual opening can be credited

in large part to the voices of many consumers in the mental health system who were

dissatisfied with the lack of community services available to them and became actively

involved in the design and implementation of the service.

M Ethical Considerations

Research involving hwnan participants requires that high ethical standards guide the

research. particularly in the sensitive area of mental health research. A nwnber of safeguards

were implemented prior to, during, and after completion of the research.
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Prior 10 Ibe start of the research. the investigator held meelings with the Chief

Executive Officer, Health and Community Services, and subsequenlly with the Manager of

the Mental Hea(!h Crisis Centre. The nature and scope of the research proposal were

explained and pennission for !he research to be conducted was granled. The proposal was

reviewed by the Human [nvestigation Committee (HIe) of !he Faculty of Medicine,

Memorial University of Newfoundland (Appendix A), the ethics review body for research

conducted by faculty, staff and students of the medical schooL Approval from HIC was

granted (Appendix B). A series ofmeelings were held with the Centre's Manager and the

agency conducting other parts of lite Centre's evaluation 10 discuss lite specific areas of

consumer satisfaction that were being investigated in the lItesis research and to avoid overlap

willt other evalualion components.

Prior to providing the researcher wilh Ihe client list, the names ofclients in exclusion

categories were deleted from the lisl by Computer Systems Personnel. Only eligible

participant names were given to the researcher as the initial contact list.

The Medical Research Council of Canada Guidelines on Research Involving Human

Subjects (1987) suggest: 'The cardinal principle of research on human subjects is that. 10 the

extent that it is possible. a subject'S involvement should be informed and voluntary. Ideally,

subjects should be informed. and should make their decision on whether to participate at

leisure and complete freedom from any pressure" (p. 21). Thus, in an effort to protecl the
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clienlS' privacy and right to refil.se conlact by the investigator. the Centre's volunteers were

enlisted to make the fim contact. When research involves human participanlS. the first

contact should be by persons they know to be diItttly associated with the agency or

organization. The Medical Resea.n:h Council guidelines are very clear on this point: -The

ordinary ethical requirement ofconfidentiality is reinforced by two principles of research:

a) patienlS should not be approached by strangers who know their medical circumstances. b)

the management of patienlS should not be influenced by their decision not to participate

(p.37). Volunteers asked potential participanlS whether the investigator could call them to

explain the study in detail and to obtain permission to be interviewed. Therefore, potential

participanlS had two opportunities to refuse to participate - first. by not allowing the

investigator to call and. second. by refusing to participate in the interview when the

investigator made contact.

When completed paper copies of interviewsw~ k~t in locked storage. Data were

entered in an EPI lNFO program (Epi Info Version 6.04A 1996) by the investigator and

accessed by a password known coly to the investigator.

ParticipanlS were offered a summary ofresullS at the completion of the study.
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