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INTRODUCTION AND BACKGROUND

In the last two decades, the focus on community integration for people with severe mental
ilIness has been a dominant force in the mental hedlth field. The growing advocacy of people with
psychiatric disabilities, and research evidence indicating that persons with psychiatric disabilities value
independence and productivity more than other treatment outcomes (Anthony & Blanch, 1989,
Cohen & Anthony, 1988), have challenged many fundamental assumptions. The field has moved away
from the perspective that these people are hopeless, or helpless, and in need of ingtitutional care;
through a "transitional" period in which people were seen as service recipients and in need of
professional support (Turner & Ten Hoor, 1979); to a new perspective which now views people as
partners, as "citizens with a potential for, and aright to, full community participation and integration”
(Carling, 1992, p21).

As aresult of new thinking about community integration, and specific policy initiatives that
have supported the paradigm shift, awide array of community support programs has emerged. The
goals of these programs are broadly stated as helping persons with severe mental illness become
reintegrated into the community, and improving their quality of life and that of their families (Burns
& Santos, 1995). Central to the philosophy and practices of these programs are such core values as
the benefits of remaining outside hospital, the importance of being productive, and the need to be
happy (Cumming, 1968).

Models of Community Support: The proliferation of community support programs over the past
several years has resulted in the development of a number of different models, each one having its
own traditions and practices. Case management, widely seen to be a critical service in achieving
continuity of care in community-based services, is understood and delivered in a variety of ways
(Bachrach, 1993). There is general consensus that case management functions must include
assessment, planning, linking, monitoring and evaluation in order to meet client goals (Intagliata,
1982; Thornicroft, 1991; Goering and Wasylenki, 1996). However, other services are often included
to varying degrees, including outreach, direct service provision, meeting specia needs, and advocacy
(Intagliata, 1982; Levine and Fleming, 1985). As pointed out by Goering and Wasylenki (1996),
consderable difference exists between case management programs with regard to the emphasis placed
on various activities and functions, as well as methods of carrying them out.

The Training in Community Living (TCL) model, also known as Program for Assertive
Community Treatment (PACT), or Assertive Community Treatment Team (ACTT), is characterized
by comprehensive care provided by a single treatment team; provision of care in community settings
in order to minimize difficulties with generaization of learning; assertive community service to lessen
drop-out and increase involvement in care; and a focus on teaching clients community living skills and
providing necessary emotional, cognitive and instrumental supports (Stein & Test, 1980). Sinceits
development in the early 1960's, extensive evaluation and replication of the model have resulted in
itsusein avariety of clinica settings. Variations of the model have occurred due to reasons of both
inadequate implementation, as well as deliberate adaptation to meet particular needs. The model has
been adapted to such a degree that Test, Knoedler and Allness (1985) examine two distinctly different
forms of the original model which are now competing with one another in clinical research trias. As
noted by Thompson, Griffith and Leaf (1990), the question of how the model will (or should)
continue to change without diluting its essence, is a critical one.



In summary, severa models of delivering community support to people with severe menta
illness have emerged in response to the broader paradigm shift toward de-ingtitutionalization and
community integration. In practice, there is tremendous variability in the delivery of these models.
This variability must be taken into account in the evaluation of the efficacy and cost-effectiveness
of community support programs.

Efficacy and Cost-Effectiveness: Reviews of evaluation research on clinical case management suggest
that it resultsin increased satisfaction and engagement with services, improved socia functioning and
socia networks, and decreased use of hospital services (Thornicroft, 1991; Holloway, Oliver, Collins
& Carson, 1995)). Nelson, Sadeler and Cragg (1995) compared changes in rates of hospitalization
for psychiatric consumers participating in a case management program and found that the number of
days hospitalized was reduced during participation in the program compared with a 6-year baseline
period. A study comparing outcomes of rehabilitation-oriented case management with matched
controls who did not receive this service produced mixed results. Case management clients had
significantly better occupational functioning, lived in more independent living settings and were less
isolated. However, the groups did not differ in the number of hospitalizations (Goering, Wasylenki,
Farkas, Lancee & Bdlantyne, 1988). As pointed out by White (1992), the differing outcomes of case
management are likely due to the many existing versions of it and "the compromises made in
implementing this labour-intensive strategy” (p91). The different findings yielded in these studies
underscore the need to carefully measure program characteristics and processes in the context of
program evaluation.

There have been many randomized controlled trials on the efficacy of Assertive Community
Treatment Teams. Many of these studies suggest that such programs are effective along a number
of dimensions including reduced hospitalization, improved symptomatol ogy, increased compliance
and residentia stability (Hoult & Reynolds, 1984; Muijen, Marks, Connolly, Audini & McNamee,
1992; Stein & Test, 1980, Burns & Santos, 1995; Scott & Dixon, 1995). In particular, the impact of
such programs on reducing hospital bed-daysis clear (Test, 1992; Marks, Connolly, & Muijen, 1994;
Merson, Tyrer & Onyett, 1992). However, ambiguity remains regarding itsimpact on different areas
of functioning. A review of assertive community treatment programs by Test (1992) pointed to less
favourable psychosocial outcomes in programs in which the origina model had been modified, for
example in programs using additional mental health services. Other reviews (Olfson, 1990; Taube,
Morlock, Burns, & Santos, 1990) have also produced mixed findings and concluded that further
research is needed to specify those conditions within the ACTT model which contribute to desirable
outcomes.

Studies comparing ACTT models with traditional case management models have favoured
ACTT programs. A study by Wolf, Helminiak, Morse and Calsyn (1997) compared ACTT treatment
conditions to case management and found ACTT clients had more contact with their treatment
programs, reduced symptomatology, and greater satisfaction with their treatment. In their controlled
study, Quinlivan, Hough, Crowell, et al. (1995) also found participants in intensive programs had
fewer inpatient days than traditional case management recipients. Teague, Drake and Ackerson
(1995) concluded that continuous treatment teams were also more effective in implementing
substance abuse treatment than standard case management programs. In their review of ACTT and
case management programs for schizophrenia, Scott and Dixon (1995) point out that greater fidelity
to the ACTT model produced better outcomes. Apparently, some component of assertive case
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management minimizes hospital use more effectively than other case management approaches.
However, thereislack of clarity on components which may be responsible for this finding. As stated
by Burns and Santos (1995) "it is unclear whether this decrease in hospital use is attributable to
improved medication compliance, intensity of services, site of services, continuity of caregivers,
assertive outreach, 24-hour coverage, the program philosophy, the therapeutic aliance, or a
combination of the preceding factors' (p673).

In summary, the research evidence on case management, assertive community teams and other
models of individualized community support offers little advice to program funders, administrators,
staff, consumers or family members as to the most important attributes of individualized community
support programs. While results of research on the efficacy of these community support programs
has been positive, the results are inconclusive in many respects. The mixed results reflect the
tremendous variation across the models being evaluated, the different organizational and community
contexts in which services are delivered, and the methodological challenges of outcome evaluation
research. Given such wide variation in program characteristics and their community context, it is
clear that controlled trials which compare a small number of program alternatives will contribute very
limited information about which program characteristics and activities contribute to client outcomes.

New Research Paradigm: Researchers are increasingly seeing randomized controlled trials as only
one part of a broader health services research strategy that is required to not only assess program
outcomes, but also to link the outcomes achieved with resources expended and the services actualy
received by the consumer and/or family member. Controlled trials help establish the “efficacy” of a
mental health-related intervention as it operates in ideal circumstances. The results, however, are
often limited by low statistical power; unrepresentative samples and failure to measure or control for
variability in the consumer population or services received. Furthermore, variability of conditions
within communities with respect to such issues as existing services or available housing pose major
challenges in the evauation process. A complementary approach to controlled trials and quasi-
experimental evaluations involving two or three programs, is the monitoring of outcomes across a
large network of community mental health programs as they operate within agiven jurisdiction. Such
system-level monitoring systems are in place, or under development, in severa jurisdictions (see for
example, Centre for Mental Health Services, 1996; Roth, Doklovic, Burns, & Lauber et al., 1997).
Jurisdictions such as Ohio, Kansas, and Utah have outcome monitoring systems. Researchersin
many other jurisdictions are focusing on the devel opment of outcome measures appropriate for such
systems (e.g., Srebnik, Hendryx, Stevenson, Caverly et al., 1997).

One critical goal of outcome monitoring systems is to optimize a core set of outcomes by
changing the services provided to the consumer by programs (Dennis, Godley, Godley et al., 1996).
Anaysis of datato achieve this goa requires a conceptua shift whereby the program rather than the
consumer becomes the unit of analysis. It also requires reliable and valid measurement of the
program characteristics and assessment of the relationship of these characteristics and outcomes
achieved. Unfortunately, there has been little attention given to measuring the actual program
characteristics that contribute to positive outcomes of community support programs in the mental
health field. This echoes the concern noted above in the magjor reviews of the outcome evaluations
of these programs;, namely, there is as yet no way to characterize the essential ingredients of
community support programs and assess quantitatively their relationship to consumer outcomes.
Reliable, valid and practical measures of program characteristics are needed to play this important
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role in outcome monitoring across a network of community support programs. Without such
measures to help explain outcomes (positive or negative), those individuals who plan, fund and
manage these programs have little to guide their attempts to make program improvements that will
achieve the best possible outcomes with the resources available to them.

Internal Program Evaluation: Just as there is increased emphasis on system-level monitoring and
evaluation there is also a trend toward increasing the capacity for evaluation within individual
community programs. In early models of program evaluation, evaluators were typically externa
agents, valued for the expertise, independence and objectivity they brought to the evaluation of a
program. Thelr role wasto help judge the program as “good” or “bad,” and assess its accountability
to the funder and the general public. In the past decade, there has been a dramatic shift away from
this accountability paradigm to view evauation as an essential component of good program
management and ongoing quality review. There is new widespread agreement that, in many
instances, the evaluation activities should be driven by the program itself, relying on experts asthe
need for their expertise and objectivity arises.

Evaluation tools are needed to examine program characteristics and internal processes of
community support programs for the people with severe mental illness. Instruments that help show
the relationship between program characteristics and outcomes across a network of programs can
also be used in severa ways within an individual program. First, the program characteristics shown
to be associated with outcomes can be used in the need assessment phase and help guide the planning
and design of anew program. Second, longitudinal assessments of program characteristics, when
combined with parallel assessments of outcomes, can help programs identify the comparative benefits
and costs of changes in their methods of operation, within their specific community context. Third,
the instruments can be used to monitor changes within the program over time to guard against
ingppropriate drift from the original design specifications. Lastly, the instruments can be used as part
of ongoing quality reviews, either with a ssimple checklist of important program characteristics, asa
complement to a more formal accreditation process, or as a component of a peer evaluation model.

Ontario Context: In Ontario, the priority for community integration for people with severe mental
illness has been supported by the development of provincia policy and related policy documents.
Examples include the Report of the Provincial Community Mental Health Committee (1988) (the
Graham Report), Putting People First (Ministry of Health, 1993)and the Canadian Mental Health
Association’s Framework for Support (Trainor & Church, 1984; Trainer, Pomeroy & Pape, 1993).
In Putting People First, case management, including housing support, was identified as one of four
priority areas for development in the Ontario community mental health system. In response to
recommendations coming from these, and other policy and funding initiatives, community mental
health servicesin Ontario have grown significantly. In 1992, a snapshot of community mental health
servicesin Ontario (Lurie, 1992) revealed 309 community programs and 34,724 active clients. Case
management programs were providing servicesto 3,865, or 11% of these clients overall, with higher
percentages in particular parts of the province (e.g., 18.8% in North Eastern Ontario). Case
management programs frequently reported waiting lists of three months or more.
In Ontario, thereis abroad spectrum of community support services ranging from brokerage
case management to more intensive models of care. Over the years, there has been increasing
attention to the more intensve models. Some community mental health programs follow a psychiatric
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rehabilitation model, others are providing services based on the strengths-based model (Saleebey,
1996), and still other programs, such as the Hamilton Program for Schizophrenia, have developed
hybrid models. In the area of supportive housing, there has been a shift away from facility-based
group home programs to “delinked” community supportive housing programs that are very similar
to case management programs. In rurd areas, mental health service providers have developed models
of service that allow them to respond to a variety of community mental health needs, including the
need to focus interventions on the people with severe mental illness. Different models of service are
also beginning to emerge as ethnoracial and francophone communities obtain funding for more
culture-sensitive, community mental health services.

With respect to program evaluation, there are severa examples of process and outcome
evaluation within specific agencies in Ontario (Lurie, 1992). A number of groups have developed
forma approaches, but there is no consistent approach being followed that would alow for
comparison across programs. For example, CMHA Ontario has developed a process tool that is used
by nine of its 36 branches. CMHA Metro Toronto has devel oped an accreditation-based, program
logic model approach which uses an application of United Way of Canada s Onsite Analysis (Myers
& Ufford, 1989; McGuire & Lurie, 1993) to assess program strengths and weaknesses. Waterloo
Regional Homes for Mental Health has used both external and internal evaluation processes (Lord,
Ochacka, Czarny & MacGillivary, in press, Nelson & Smith-Fowler, 1987). Alternatives, a
community mental health program in East Y ork, isinvolved in a mgjor values-based, self-assessment
project which will be published shortly.

In addition to these evaluation activities within specific programs, there is a variety of
initiatives that reflect the need to monitor and evaluate the broader regiona or provincia network of
mental health services. At the regiond level, the need for monitoring service outcomes and program
characterigticsis highlighted, for example, in the fina report of the Central East Region Mental Hedlth
Planning Table (1997). Some of the provincia initiatives include: new requirements for transfer
payment agencies for organizational, program, and financial data; work underway by the Joint
Policy and Planning Committee to recommend and implement a common assessment tool for purpose
of classifying consumers for cost and outcome comparisons; a“Minimal Data Set” currently being
piloted across the province by the MOH to capture basic demographic and other characteristics of
consumers, the MOH Information Technology Strategy which includes health records and registered
person’s database and a practitioners database; implementation of the “PSR Toolkit” by the Ontario
Federation of Community Mental Health and Addictions Programs for assessing consumer outcomes;
and finally the work of the Mental Health Policy Research Group, including this very competition,
to engage community mental health agencies in the evaluation of outcomes and build a common
database for outcome evaluation. The plan for the latter initiative calls for the eventua integration
of information across severa domains including, for example, demographic characteristics, severity
of illness, quality of life, type and amount of services used and cost of these services.

All of the above evaluative work notwithstanding, very little attention is being given to
measuring program and service delivery characteristics that will help explain outcomes. Thisisa
sgnificant gap in current regional and provincial planning for system-level monitoring and evaluation.

For example, traditional indicators of service delivery such as “hours of case management” provide
no information about the actual characteristics of case management services that are associated with
outcomes, and which could be modified by a program to optimize outcomes.



Measuring Program Characteristics and Implementation: Brekke (1988) points to alack of empirica
knowledge about the actua implementation of community support programs, including the methods
employed, how they can be replicated, or components which account for their success. He advises
that understanding and replicating effective social programs can only be achieved if we answer the
guestions "what do the programs consist of 7' and "are we delivering the services we think we are
delivering?' (p946). Durbin, Goering, Wasylenki and Roth (1997) further emphasize the need to
describe and assess program components in order to compare a program's implementation to its
conceptualized model, gain important information for program management, and test hypotheses
about the program. Accordingly, process evaluations "are alogical precursor to outcome evaluations,
allowing program delivery asit exists, not asit is conceptualized, to be linked with program impacts’
(p49).

Thereisasmall body of literature in the evaluation field that assists in the measurement of
program characteristics and program implementation at both the conceptual level, and actua
development of measurement strategies. At the conceptual level, Brekke (1987) advocates an
hypothesis-driven approach to measuring program implementation whereby specific hypotheses are
developed that guide the assessment of actual versus intended practice. Rush and Ogborne (1991)
recommend the use of program logic models to explicate the presumed causal relationship between
program implementation objectives (i.e., activities and services to be delivered) and program outcome
objectives (i.e.,, the changes to result from delivering these activities and services). The
implementation objectives highlight the program characteristics and processes which should be
measured. Recently, logic model analysis has been extended to relate program processes and
outcomes quantitatively through path analytic models (Wong-Rieger & Lindee, 1996). Y ates (1996)
has recently formulated a more comprehensive conceptua model to guide the measurement of
program information on resources expended (i.e., costs), procedures, processes and interim and long-
term outcomes. Yates distinction between procedures and processes is especially helpful; the former
being actual program activities (e.g., 24-hour crisis telephone line; individua counselling) and the
latter being psychosocial processes that result from these activities( e.g., problem solving skills; self-
efficacy). Yates model, known as Cost, Procedures, Processes and Outcomes Anaysis (CPPOA),
also goes so far as to delineate spreadsheet analyses on how these different domains of data can be
integrated quantitatively. In CPPOA anayses, and with less complex program logic models, the data
can be andysed a either the individua-leve (i.e., looking for relationships among costs, procedures,
processes and outcomes across individuals within a program) or the program-level (i.e., looking for
relationships among costs, procedures, processes and outComes across programs).

In terms of specific measurement strategies, it has been suggested that there are at least seven
potential techniques for measuring program attributes (Scheirer & Rezmovic, 1983). There are:
technical measures, unobtrusive indicators, behavioural observations, ingtitutional records, interviews,
guestionnaires and ethnographic observations. While technical measures such as measures of
equipment functioning may be applicable to some types of programs, they are of little relevance to
community mental health. Feasible and relevant unobtrusive measures (Webb, Campbell, Schwartz
& Sechrest, 1966) for such programs are also difficult to discern. Ethnographic observations are very
helpful but difficult to use on a large scale because they require individuals with very specialized
training and skills. This leaves the primary techniques for assessment of program characteristics as
gathering information from program records, interviews and questionnaires. Such methods appear
to be appropriate options for devel oping feasible, meaningful and reliable measures.
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McGrew, Bond, Dietzen and Salyers (1994) report the most detailed attempt to measure
important characteristics of community support programs for people with severe mentd illness. Their
approach focussed on the ACTT mode and involved the measurement of the characteristics of
community support programs as they relate to this model specifically. McGrew et d. developed their
instrument on the basis of expert opinion about which elements are most critical to the ACTT model
and then developed measures of these elements which could be readily obtained from program
records. While the basic approach to instrument development is sound, the underlying assumption
that the ACTT modédl is the normative model to use as a template for assessing the critical
characteristics of community support programs is questionable. Indeed the need for the current
competition reflects the fact that there is not sufficient justification for considering a particular model
of individual support program asideal for al clients (Bachrach, 1980; 1993).

In summary, conceptual and measurement models are available to measure program
characteristics and integrate data on program characteristics with consumer outcomes. What is
needed are data collection instruments that are appropriate for use across awide range of community
support models and practices as they exist in the community mental health system in Ontario.

PROJECT OBJECTIVES
The objectives of the project are:

@ Development of an instrument package to measure critical characteristics of community
mental health programs in Ontario which provide support to individuals suffering from severe
mental illness;

2 Assess the reiability of such an instrument package and its feasibility as a method for ongoing
monitoring of program characteristics,

(€)) Carry out aninitial pilot assessment of the relationship between the characteristics assessed
by the assessment package and program outcomes; and

4 Develop and field test alternative strategies for application of the instrument package in the
Ontario community mental health system.

RELEVANCE: Promoting a Culture of Evaluation in Community Mental Health

The central focus of this Community Mental Health Initiative competition isevauation of the
effectiveness of community mental health services and supports. The underlying premise of this
proposd is that we need to learn more about characteristics of programs delivering individua support
services, and the relationship of these characteristics to consumer outcomes within the context of
various communities in Ontario. Research in this area is extremely important, but chalenging. Three
of the greatest challenges are: (1) outcomes of programs need to be evaluated along a number of
dimensions which are largely independent of one another (e.g., Corrigan, 1989; Dickerson, 1997,
Lebow, 1984; Rosenblatt & Attkinson, 1993; Srebnik, Hendryx, Stevenson et al., 1997); (2)
meaningful controlled trial comparisons are very difficult because of the manifold ways in which
specific programs and their community context actualy differ (Brekke, Long, Neshitt & Sobel, 1997,
Tesder, Willis & Gubman, 1996); and (3) the proper unit of analysis for assessing outcome as a
function of program characteristics are programs rather than individuas within programs (Cornfield,
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1978; Donner, Birkett & Buck, 1987; McKinlay, Stone & Zucker, 1989), and this makes the
recruitment of adequate sample sizes (of programs) for meaningful and powerful analyses very
difficult and expensive. Such problems are not unique to the community mental health field, but rather
characterize research on any community health initiatives (see McKinlay, 1996). How can these
challenges be met?

With reference to the first challenge, the Competition prospectus suggests that the
Coordinating Centre (C.C.) will be taking an initiative in ensuring that common and comprehensive
outcome measures will be included in all projects funded. This should insure that common (and
hopefully standardized) instruments are used to assess major dimensions of outcome for consumers

(symptoms, level of functioning, quality of life, satisfaction with services, use of hedth care
resources, subjective well being, empowerment etc.). In addition, the current initiative of the Ontario
Federation of Community Mental Health and Addictions Programs in disseminating the PSR Toolkit
for measuring consumer outcomes (International Association of Psychosocia Rehabilitation Services,
1995) will contribute to the development of a core set of outcome measures across community
support programs. For purposes of this proposal we will assume that two outcome goals shared by
all community mental health programs offering individual support are reduced hospitalization for
psychiatric reasons and improved quality of life.

While the use of comprehensive and shared outcome measures is essentia in drawing
conclusions about the relative effectiveness of community programs, it is not sufficient. The
attribution of the causes for differences in program outcomes is aso a mgor chalenge. Simple
comparisons between a few programs on shared outcome measures may yield statistically significant
differences, but the conceptua and practical significance of such comparisons are doubtful given the
multiple ways in which such programs are likely to differ. Furthermore, given that aggregated
program data rather than individual client data are most appropriate for analyses investigating the
relationship between program characteristics and outcome, data concerning large numbers of
programs are needed in order to draw meaningful conclusions. The collection of data describing
programs requires the use of an instrument, or package of instruments, designed to assess program
attributes that are likely to be most important for explaining differences in outcome.

Although the need for better information on program content and process is generally
recognized in the mental health and other fields (e.g., Fairweather, Sanders, Tornatzky & Harris,
1974; Brugha & Lindsay, 1996), no appropriate instrument for this purpose currently exists. It
should also be recognized that characteristics of effective community mental health programs will
vary as afunction of the broader community environment in which they operate (e.g., availability of
housing, vocational placements, universa health care, social services). Thus, instruments for usein
different jurisdictions (for instance the United States versus Canada) may have to assess different
characteristics.

This proposal will result in the development of such an instrument, or package of instruments,
for use in Ontario, and perhaps eventually other parts of Canada. Its development and application
will contribute significantly to the monitoring and evaluation of community support programs across
a provincia or regional network of such programs. Specifically, it will contribute to multivariate
investigations of cross-sectiona relationships between program characteristics and outcomes, as well
changes over time in the characteristics and outcomes of the provincia or regiona system over time.

If such an instrument could be developed for general application to community mental health
programs in Ontario, then multivariate techniques such as regression analysis could be used to relate
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characteristics to outcomes on a program level, thereby providing a much stronger basis for policy
development and implementation and program design.

The development of an instrument, or package of instruments, that assesses the critical
characteristics of community support programs will also contribute significantly to evaluation and
quality improvement activities within individual programs. It will provide program managers, steff,
consumers and family members with a template to examine services with aview toward maximizing
the potential for achieving positive outcomes through ongoing improvements to program design.
While there are examples of independent evaluations underway in community support services in
Ontario, the field will benefit significantly from a common language and measures by which to discuss
and assess critical program characteristics. Alternatives for eventua application of the instrument(s)
include smple monitoring checklists as part of ongoing quality improvement initiatives, and
comprehensive program assessments in the context of a peer-evauation model. These aternatives
will be developed and field tested in the latter stage of the proposed project.

Findly, the proposed project will involve a significant number of Ontario’s community mental
health programs in the devel opment of the instrument(s) to measure critical program characteristics.

Experience in other health care sectorsin Ontario (e.g., addictions services) indicates that this will
increase buy-in for potentia application of the measuresin a provincial information system, as well
as lead to more, and improved, evaluations conducted by individua programs. The active
involvement of the system in developing this proposal; advising the project team through a formal
Advisory Committee (see below); and in developing and field testing the instruments and application
strategies, will be a positive learning experience for those involved, and will reduce anxieties that
often arise in evauations driven largely by an externa research agenda. Thus, the overall project and
the specific instruments to be developed will contribute significantly to a positive culture for
evaluation within Ontario’s community mental health system.

COMPLEMENTARITY OF PROJECT WITH CMHEI

Our project, by design, takes a very different approach to addressing questions about program
effectiveness. Other projects approved in the competition are each comparing one or more models
of delivering community mental health services to people with severe mentd illness. An important
objective of the overall initiative is to pool the results from each of the projectsin order to identify
those types of programs that are most effective (and cost-effective) in achieving a common set of
consumer outcomes. Thus, the underlying assumption of the overdl initiative isthat more (Canadian)
evaluation information is needed before one could recommend one particular program model over
another. The recognition of this need is aso central to our proposal.

While we agree that the pooled results from other projects that have been funded will be of
value in addressing these issues, our proposal takes a different approach to informing any such
recommendations. Our project is grounded on the belief that there are likely to be some program
characteristics that make a stronger contribution to consumer outcomes than others, and that these
characteristics are not necessarily uniquely identified with different program “models’. Some
important characteristics can be shared across program models that may differ on overal
effectiveness. Research aso tells usthat program “models’ are rarely implemented in their entirety,
and that programs can drift significantly over time in their design and implementation. Thus, we
believeit iscritical to go beyond discussions of program “models’ and provide program funders and




managers with more detailed information about important program characteristics that should be
incorporated into community support programs, and monitored on aregular basis.

We are also very conscious of the difficulties inherent in making comparisons between very
small numbers of programs. Such comparisons often involve comparing programs which vary not
only in the “model” on which they are based, but also on other potentialy important factors such as
the type of consumers they serve, qualifications/skills of staff, characteristics of the community in
which they are located, availability of other services to consumers, etc. Comparisons of small
numbers of programs do not allow researchers to adequately assess or control the possible role of
such factors in explaining any differences in outcomes. This can compromise the robustness and
generdizability of any finding and these are important considerations in using research findings for
policy formulation. These issues could be better addressed by the development of an instrument that
could be used across large numbers of programs and provide data using the programs as the unit of
analysis in assessing the relative importance of various program and community characteristics.

Our project seeks to develop appropriate measurement tools and processes to tease out the
important ingredients of community support programs for people with severe mentd illness. A five-
year development process is proposed, with 20 months dedicated to initial instrument devel opment;
the remainder of year two through year four dedicated to testing, instrument refinement and assessing
relationships between selected program characteristics and consumer outcomes; and year five
concerned with the development and field testing of various strategies for application of the
instrument package in the community.

In the broader context of recognizing that we are different from the other funded projects,
complementarity to the initiative as a whole can be maximized in three ways.

Firstly, during Phase | of our proposed project we will offer to involve the other funded sites
in the interviews (service providers, consumers, and\or family members), from which we will be
developing our initial item pool for instrument development. There was preliminary interest in this
type of collaboration from some of the investigators attending the Sept. 18 meeting of the
Coordinating Centre (eg. Ottawa; Metro Toronto). Since the interviews are concerned with the
respondents’ perspective on factors associated with achieving positive outcomes (quality of life and
reduced or more appropriate hospitalizations) this will provide useful contextua information for
interpreting the results of the outcome information they will be collecting. Having our qualitative
data drawn from at least some of the research siteswill also aid in the interpretation of the aggregated
Coordinating Centre data.

Secondly, we believe that, by the third-quarter of year three of our project (see attached time
line), our instrument package will be in sufficient form to be used by each of the research sites
evaluating a community support\ case management program, as a supplement to the Index of Fiddlity
of Assertive Community Treatment (IFACT), and other measures of service structure and program
characteristics be used in the Coordinating Centre package’. While the IFACT is the best the
literature currently has to offer with respect to the ACT model per se, it will not completely capture
the important characteristics of other types of community support programs such as housing or case
management. Further, since the IFACT is based on the ACT model as implemented in the US, our

1 Wewould aso be pleased to offer our assistance to the Coordinating Centre in the development of their items

that will supplement the IFACT in the early stage of data collection in each site.
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instrument will be helpful in keeping the interpretation of the IFACT data grounded in an Ontario
context. We are aware that the Coordinating Centre is planning one or more site visits to each of the
programs in the multi-site study, during which time some data on program characteristics will be
collected. We are unsure of the timing of the site visit but assume that it will be in 1999 -2000 to
coincide with the collection of most of the baseline consumer data and the nine month outcomes. We
would recommend, if resources alow, that the Centre conduct a second sSite visit to reassess program
characteristics and monitor the stability of each program being evaluated. We believe our instrument
could be a useful part of the Centre's second site visit?, if it can be accommodated in (our) Y ear
Three (i.e., Sept. 2001). If thiswere possible then data from our measures of program characteristics
could be included in the full Coordinating centre database. Thisis an exciting possibility which we
feel would add considerable value to the initiative.

Thirdly, we will beinvolving avery large number of community mental health programs from
across the province. Thus, it will be of significant value to the Coordinating Centre in assessing the
external validity of the results from their pooled analyses. Comparisons will be possible on selected
consumer characteristics (e.g gender, age, diagnosis, duration in program) and on selected outcomes
from both the PSR Evaluation Tool-kit and the CMHEI package. Thus, while we do not anticipate
providing outcome data directly to the common data pool (see point five below on the outcome
measures), our results will be of significant value in interpreting the results of the overall evaluation
initiative.

METHODOLOGY
Overview

The project will focus on community mental health programs which provide comprehensive
individual support for clients with severe mentad illness, including housing support. The methodology
for the development of the instrument for measuring critical characteristics of such programs
represents a melding of two areas. program evaluation (particularly the assessment of program
characteristics), and instrument development. It aso represents a melding of quantitative and
gualitative approaches.

The literature cited above on measuring program characteristics and implementation (e.g.,
McGrew et a., 1994; Brekke & Test, 1992), including conceptual models (Y ates, 1996), provides
guidance for the current project both in terms of aspects of programs that may be important to assess
(see description of Phase One following), and advantages and disadvantages of differing levels of
measurement (see description of Phases Two and Three following). Standard procedures for
instrument development also provide us with methodological signposts for moving from general
conceptual suggestions of what might constitute important program attributes, to the development
of parsmonious, comprehensive, and reliable indices of those characteristics (e.g., Ghisdli, Campbell
& Zedeck, 1981; Michell, 1990; Rost, 1989). Our approach will utilize qualitative and multivariate
methodol ogies in this process of instrument development.

Z We recognize that our instrument package will not be appropriate for the crisis intervention services and the
consumer\family servicesthat are being eval uated.
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There are essentialy four phases to the proposed methodology: (1) casting a broad net to
capture many different perspectives on the most important characteristics of community-based
individual support programs for individuals with severe mental illness. Qualitative analyses will be
used in the identification of broad domains, and themes within these domains, which in turn will form
the basis for developing items to be included in a draft instrument package; (2) developing a draft
instrument package, based on the characteristics identified in Phase One; (3) assessing the reliability
and feasibility of itemsin the preliminary instrument(s) through iterative field testing on independent
samples of programs; and initia investigation of the relationship of the characteristics measured by
the instrument package to program outcomes. The results of Phase Three will provide the basis for
selection of items to be included in the fina instrument; and (4) developing and pilot testing
alternative strategies for application of the instrument(s).

The above phases of instrument development and testing must be carried out in order, and
details of most aspects of the process are sequentially dependent. We cannot, therefore, provide a
description of an inflexible protocol that will be used in instrument development. We can, however,
provide the rationale, principles and an outline of the strategies that will be used.

Procedures
Phase One:

The first phase of instrument devel opment typically revolves around the identification of the
domains that should be included in the instrument, and specific exemplars or items that may be useful
for the assessment of these domains. We could take a normative approach in which we begin with
a particular program model (for example the PACT model, (Stein & Test, 1980; Brekke & Test,
1992), or the clubhouse model, (Propst, 1992). Such an approach to describing community mental
health programs would appear premature given that (a) there is still insufficient evidence of any one
model having genera superiority as atemplate for such services (Bachrach, 1980; 1993); (b) the most
crucia program characteristics in determining outcome may not be those emphasized by a particular
model; and/or () the characteristics which are most important in determining outcome may vary as
afunction of broader aspects of the socia and political environment, client characteristics and/or the
outcomes of interest. For these reasons, we are electing to use a broader, non-normative (* bottom-
up”) approach to the identification of crucial program attributes.

It isimportant that multiple perspectives be used in the selection of program characteristics
to be assessed. We have elected to proceed on the assumption that it isimportant to consult a broad
congtituency, including the “expert” opinion represented by published articles as well as consumers,
family members and direct service providers. There will be done in two stages. The first stage will
consist of areview of the published literature on community mental health services for those with
severe menta illness. Content analysis methods will be used to abstract a set of crucial program
characteristics. In the second stage, representatives of three groups will be interviewed for the
purpose of soliciting opinions concerning additional important characteristics. The groups to be
consulted are: (1) consumers or potential consumers as represented by clients receiving services at
community-based, individua support programs for those with severe mental illness and members of
community-based consumer/survivor groups, (2) service providers (including administrators) of such

community support programs, and (3) family members and other individuals providing support to
those with severe mental illness who are living in the community. The combined list of program
characteristics will then be analysed through qudlitative, grounded-theory anayses, (Glaser & Strauss,
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1967) and complimentary methods drawn from numerical phenomenology (Kuiken, Schopflocher,
& Wild, 1989).

Literature Review and Content Analysis: Articles published in journas and books concerning critical
components and characteristics of community-based individua support programs for those with
severe mentd illness will be identified using standard data bases such as Medline and Psychinfo. The
identification procedure will ensure that we include commentary articles, reviews, and reports of
specific evaluation studies. It is at this point that we will also be able to integrate suggestions from
any and dl implementation studies of specific program models referred to earlier. Initial searchesthat
we have carried out suggest a minimum of 175 articles over the past 10 years. Standard content
analysis procedures will then be used for purposes of developing a list of crucial characteristics
suggested by this literature (Berg, 1995, Weber, 1990). The content analysis will be carried out by
two or more individuals trained and supervised by an experienced qualitative researcher (B.K.).
Appropriate qualitative software (NUDIST) will be used in the content analysis and steps will be
taken to insure that there is convergent validity in the characteristics identified by those carrying out
the analysis. A template will be employed to summarize the content of articles for purposes of
subsequent content analysis. This includes. author/title/year; description of program(s) and
participants; measurement procedure/follow-up period; comparison groups/programs, program and
outcome measures used; results; key characteristics inferred by authors. These procedures will result
in aset of program characteristics to be used in subsequent interviews.

Stakeholder Interviews and Content Analysis: Asindicated earlier, the three groups of stakeholders
to be included in this phase are: (1) consumers, or potential consumers, as represented by people
receiving services at community-based individual support programs; (2) service providers and
administrators of such community support programs; and (3) family members and others providing
interpersonal support within the social network of individuals with severe menta illnessliving in the
community. Although it would be ideal to use random or stratified random sampling within each of
these populations, such a procedure will not be feasible given funding limits for this competition. We
will, therefore, use purposeful samples which are represented by the membership of organized
consumer/survivor groups; clients of several selected community support programs; attendees at
meetings of the Ontario Federation of Community Mental Health and Addictions Programs, meetings
of Schizophrenia Society of Ontario. Given the possibility of magjor differences between urban and
comparatively rural areas in needs and circumstances of programs and clients (e.g., Blank, Jodl, &
McCall, 1996, LaChance & Santos, 1995), every effort will be made to ensure that individuals from
urban and rural areas will be represented in approximate proportion to the general population. For
purposes of the qualitative methodology to be used in abstracting themes from these interviews, we
will wish to interview approximately 10 individuals from each of the three populations of stakeholders
(Sandelowski, 1995). Family members and consumers will be reimbursed $20.00 for their
participation in the semi-structured interview.

Datawill be collected from consumers, families and service providers through semi-structured
interviews guided by interview protocols specificaly designed to reflect the objectives of the project.
Semi-structured interviews will allow participants to reflect their individual perspectives and at the
same time will provide a consistent framework for gathering data. Participants will be asked to share
their views on characteristics of community support through reflection on their own lived experience.
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In suggesting characteristics they will be asked to focus on those which they see as being critical in
“alowing clients to remain out of hospital and improving clients quality of life” They will be asked
to suggest characteristics, and they will be asked to identify specific and objective indicators of each
of the characteristics which they consider to be important. This will be done in the context of
reflection on their own experiences with community support programs. This latter aspect of the
interview will be designed to alow us to identify the most specific and important attributes of
programs to be assessed. As a hypothetical example, the concept of “adequate access to personal
support” might be considered as best specified as 24-hour availability of personnel and/or small client:
staff ratio. The concept of “adequate access to psychiatric care” might best be specified as having
a psychiatrist on the treatment team, or arrangements being in place for rapid assessment at a
psychiatric facility. Interviewees will also be asked to review the list of characteristics gleaned from
the literature review and suggest additiona characteristics that they consider important which are not
included in the list.

It is possible that some participants will think of “program characteristics’ in terms of broader
determinants of health (e.g., help me find afriend have ajob). We will then look for waysin which
the program specifically addresses these issues. Interviews with consumers and family members will
be conducted in person, while interviews with service providers will be conducted either by telephone
or in person.

The interviews and focus groups will be audiotaped and the tapes will be transcribed
verbatim.

The interview protocols and consent forms have been reviewed and approved by the
University of Toronto Ethics Committee (Appendix B).

Focus Groups: Compared to semi-structured interviews, focus groups have the potential to provide
arich experiential description from alarger number of people as ideas develop and snowball in the
group. We have been somewhat hesitant, however, to go in this direction since we anticipate having
to probe respondents on the actua operationalization of program characteristics that they feel
contribute to positive outcomes. Such probing is better suited to semi-structured interviews. This
will be less of an issue for the collection of data from service providers since we will more easily be
able to follow-up with individuals in person or by telephone. Thus, we will anticipate some use of
focus groups for service providers and, in order to be efficient with travel funds, we will capitalize
on situations where service providers have been brought together for other purposes. With respect
to consumers and family members we will explore this option within the other funded research sites
interested in participating in Phase | of our project. Follow-up contact for clarification will be
facilitated in these instances and we see the value of using a small number of focus groups to help us
finalize the content, and probing strategies, required in the semi-structured interviews.

Content Analysis of Stakeholder Interviews: Using smilar procedures as in the content analysis of
the relevant literature, project staff will use qualitative software (NUDIST) to prepare alist of the
key program characteristics that emerge from the interviews. The god at this stage isto identify the
characteristics that emerge from the interviews which can be combined with those identified in the
earlier literature review. We will be looking for a broad range of possibly important program
characteristics reflecting multiple perspectives. Characteristics should include not just the formal
structure of the program (for instance staff/client ratio, whether vocational counselling services are
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provided, demographic and clinical characteristics of clients, training and professional background
of staff), but characteristics of how such services will be provided (staff optimism, perceived empathy,
etc). Program characteristics will not be limited to services that are provided directly by the program,
but also services from other agencies that can be accessed by the program and other attributes of the
community setting in which they operate.

Grounded Theory Analysis: Grounded theory, as described by Glaser and Strauss (1967), will be
drawn upon for analysis of the characteristics emerging from the literature review and interviews.
This approach links or grounds inductively developed categories to the data from which they are
derived. The grounded theory approach will enable conceptualization of domains and themes
identified in the program characteristics emerging from the content analysis of the literature and the
interviews. These domains and themes will be converted into questionnaire items and a draft
instrument in Phase |1 of the study. This approach, often referred to as "the constant comparative
method of analysis' (Glaser & Strauss, 1967), links or grounds inductively developed categories to
the data from which they are derived. It includes a systematic set of procedures for analysisincluding
unitizing, categorizing and forming themes (Lincoln & Guba, 1985; Stern, 1980). The grounded
theory approach will enable conceptualization of domains and themes identified in the program
characteristics emerging from the content analysis of the literature and the interviews. Two broad
strategies will be used to maximize the trustworthiness of the grounded theory analyses. triangulation
and numerically aided phenomenology.

Triangulation of findings has been identified as a means of ensuring trustworthiness of
interpretations. Brannan (1995) draws on the work of Denzin (1970) to describe three types of
triangulation, all of which will be employed in this study. They are: multiple investigators, multiple
data sets and multiple theories. In the proposed study, at least two separate research personnel will
be engaged in assessing the research literature, the transcribed interviews and the resulting list of
program characteristics to ensure that emerging themes are grounded in data, and that interpretations
are sound. We will be conducting interviews with three separate stakeholder groups (consumers,
families and providers) in order to capture different perspectives concerning program characteristics.

It is anticipated that the experiences and perspectives which emerge will not be consistent with one
another, and will even include conflicting points of view. Therole of qualitative research isto capture
the core of these meanings and contradictions (Denzin, 1988). Finally, with respect to triangulation
methods, the data collection process includes both the research literature and semi-structured
interviews with stakeholder groups. This will provide an opportunity to contrast competing
perspectives about theoretical and operational issues in community support for people with severe
menta illness.

In addition to these processes for triangulation, the inductive, grounded-theory analysis will
be supplemented by a numerically aided, phenomenologica method of andysis (Kuiken, Schopflocher
& Wild, 1989; Wild & Kuiken, 1992). Severa basic principles underlie this methodology: (1)
numerical phenomenology provides descriptions of the experience of participants by systematically
determining regularities in verbal and written accounts of these experiences; (2) properties of
experience are empiricaly identified and classes of similarly reported experiences are formed; (3)
classes are formed such that members share alarge number of expressed meanings, although no single
meaning (Set thereof) is necessary or sufficient for class membership and (4) multivariate procedures
such as cluster analysis systematically identify classes of reported experience. In this last step,
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meanings expressed by at |east two participants or two research articles will be scored as present (1)
or absent (0) in all other program participants or research articles. Clustering algorithms (Everitt,
1974) will determine the extent to which classes of program characteristics with similar profiles of
expressed meaning are represented in the classes of program characteristics under study. These
classes are then examined to determine expressed meanings that are more-or-less invariant for
members of the class. These procedures provide arigorous qualitative analysis that remains faithful
to the point of view of the participant (Kuiken & Wild, 1988) and will identify the themes that will
be transformed into the questionnaire items in Phase Two.

Overdl, the analysis process in Phase One moves through the conceptua stages identified in
the following diagram.

Phase Two:

The objective of the second phase will be to take the universe of domains and themes
identified in the first phase and convert then into items and a draft instrument which will be further
refined on the basis on information obtained in Phase Three. We anticipate that the universe of
domains and themes which emerge from Phase One will relate to some program characteristics that
are comparatively “objective,” such as client/staff ratio or central location of program facilities. Such
“objective’ characteristics will be best identified through an observation of the program and program
records. Other characteristics, such as the empathy of staff, will by nature be more “subjective,” and
may be best identified through administration of existing standardized instruments to consumers
and/or providers (e.g., Bennett, 1995; Williams, 1990). Still other characteristics such as 24-hour
availability of service may require both “objective’” and “subjective’ methods of assessment. The
assessment tool will, therefore, likely consist of a package of instruments including standard data to
be retrieved and recorded by an objective third party (e.g., peers from similar community mental
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health programs), and instruments to be completed by consumers, service providers, family members
or other members of social support networks of consumers.

The assessment instrument(s) will be designed to include multiple sources of information
about specific program characteristics. The development of items for the instrument(s) will follow
generadly accepted guidelines regarding simplicity of structure, reading level, use of specific and
concrete referents etc. and will be drafted in a fashion which alows them to be administered to
service providers, clients and members of client social support networks. Although every effort will
be made to simplify and standardize response formats, some variation in format will be inevitable -
some issues will require simple numerical responses (e.g.,. “How long in minutes is your average
contact with staff personnel”); others require analogue scales (e.g., “Rate on the following seven
point scale the extent that you fedl you are treated with respect by program staff”), and others may
require ssimple checkmarks (e.g.,. “With reference to which of the following areas do you receive
services from this program? a Medication ___; b. Housing ___; c. Lifeskillstraining __, etc.).

The draft instrument will then be structured so as to alow its easy administration in
Phase Three.

Phase Three:

The objective of the third phase will be the refinement of the instrument through an iterative
process of field testing and revision. Each field test will be carried out on multiple programs, with
generdly increasing numbers of programs used in each consecutive field test as the issues being
addressed become more subtle. An independent sample of programs will be used for each iteration.
Such a process is important in assuring the final development of a feasible, reliable and vaid
instrument.

Assessing the Feasibility of the Instruments: Feasibility of the instrument will be addressed in severa
ways. First, we will have to determine for which of the universe of characteristics it is possible to
develop appropriate measures (having face vaidity) that can actually be assessed. For instance, if one
of the characteristics to be assessed was to be joint decision-making on service goals between
consumers and providers then we might wish to use measures derived from program records
regarding joint goal-setting, reports of service providers regarding joint goal-setting, and similar
reports from consumers. Feasibility issues to be assessed would include the availability of records,
client and provider confidence in their recollection, and agreement between the various sources of
information. It may well be that early field trials will lead to discarding of some measures
accompanied by suggestions for other measures to replace them. Other aspects of assessing feasibility
will include having respondents rate items in the instruments for ease of comprehension and
completion, and confidence in the information provided. Another critical aspect of feasibility isthe
total length of time required to complete the program assessment. Within each domain, only those
items empirically showing the strongest correlation with the total domain index (comparable to an
item-tota correlation) will be retained in the final instrument in order to keep length of time required
for assessment feasible. As indicated earlier, multiple sources of information will be used in the
program assessment package. If it should turn out that there is high convergent validity between
different data sources (e.g., records, providers and consumers agree that there is participatory goal-
setting then not al sources need be included in the final instrument. If there is frequently discrepancy
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between sources, then information from each source will be retained - indeed such discrepanciesin
themselves may prove to be of interest and importance.

In addition, we will ask respondents assisting in field tria s to rate (on a seven-point analogue
scale) each of the items included in the assessment package for their perceived importance.
Importance s, of course, arelative concept. In order to ensure some comparability of these ratings,
respondents will be asked to rate the importance of these characteristics for “alowing clients to
remain out of hospital and improving clients qudity of life’. These criteria have been selected as best
representing the shared goals of mogt, if not al, community-based individual support programs.

Field-Testing and Assessing the Reliability of the Instruments: Test-retest reliability will be assessed
by re-administering the instrument package within the same programs one month after the initia
assessment. This period of time should prove adequate for assessing test/retest reliability, and should
not be sufficient for major changes to have actually occurred in programs’ characteristics. There-
administration will alow the calculation of test-retest reliability for each item.

We expect that the first severa field trials will be primarily concerned with issuesrelated to
feasibility and percelved importance of items, and latter trials with assessment of reliability (and,
therefore, requiring larger sample sizes). Thefirst of the field trials will be carried out on a sample
of 5 programs, a subsequent trial on 10 programs and final trial on 30 programs, for alikely total
requirement of 45 programs for field trial purposes. We will ensure that the programsincluded in field
trials reflect awide range of sizes, models, and settings, including urban and rural.

Data on Client Characteristics and Outcomes: In addition to collection of data by means of the
draft tool, data will be collected from each of the programs involved in the last field trial using the
common assessment protocol discussed in the Request for Proposals of the Community Menta
Health Evaluation Initiative. It appears likely that this protocol would include measures that would
be interesting to relate to program characteristics assessed by the draft instrument. Of particular
interest would be information on client characteristics and outcomes such as rehospitalization rates
and quality of life. It would be particularly propitious if the quality of life measure was to be the
Wisconsin Quality of Life Scale asit provides an assessment of several domains of likely importance
in mediating program effectiveness such as socia support, goa attainment and aspects of
empowerment. In addition, the Wisconsin Scal€' s three forms (client, provider and family member)
parale the three groups of stakeholders being sampled in this protocol, thereby providing the
opportunity for severa interesting secondary analyses of interrelations between program
characteristics and outcomes within each group and degree of consensus between groups about
program characteristics or outcomes.

Data collection and outcome measures related to PSR Toolkit : The relationship between program
characteristics and outcomes will aso be examined through the use of outcome data gathered by
programs using the Toolkit for Measuring Psychosocial Outcomes that is being adopted by members
of Ontario Federation of Community Mental Health and Addictions Programs. The Toolkit provides
for the assessment of several important outcomes including empowerment, life satisfaction and
perceived relevance of program services to personal goals.

Our reliance on the PSR Toolkit data is due to the fact that we require so many programsin
the latter part of Phase I11 for collection of outcome data. Minimally, we require 30 programs for
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data analysis where we will combine the consumer outcome data with the data on program
characteristics (see below). With the annual cap on funding available through this research
competition, it will not be feasible to engage this many programs in a totally new data collection
process using the comprehensive core package of the Coordinating Centre. Thus, we must capitalize
on the provincia dissemination of the PSR Toolkit for assessing the relationship between consumer
outcomes and program characteristics.

Feedback from Ms. Corinne Eckhardt, the Project Manager of the Federation’s PSR Toolkit
project, indicates that the Canadian version of the Toolkit has now been distributed to 327 Ontario
programs with 50 currently trained on the use of the package. Materials are being distributed at the
rate of about 10 packages per month. Attendance at the training workshops for the Toolkit has been
outstanding with all sessions booked to capacity or more. For example, a training event at the
Federation’s annual general meeting was booked for 35 and 77 people attended. A training event
sponsored by the Hamilton District Health Council had 28 anticipated and over 40 attended. While
itisnot feasible at this time to provide letters of agreement from each agency, the dissemination of
the Toolkit is widespread and likely to continue and we have the strong support of the Federation in
securing participation (letter in origina proposal). Furthermore, Ms. Eckhardt has agreed to
participate on our Project Advisory Committee and this will ensure close communication and
collaboration with the Federation’s Toolkit initiative. Thus, we remain confident that we can secure
the participation of at least 30 community support programs using the Toolkit in Phase 111 of our
project.

For those sites using the Toolkit, we will liaise directly with akey staff member identified by
Ms. Corinne Ekhardt, and who is verified through the agency’ s Executive Director as our primary
agency contact. Our objective will be to have the staff representative maintain a separate, consumer-
level, database of selected results from the administration of the Toolkit and to monitor quality and
completeness of data. These results will come at different points in time, beginning with the basdline,
and then coinciding with the beginning and conclusion of our reporting period for program
characteristics (see timeline). A variety of methods will be required to accommodate the level of
information technology in the program site. Options for collating and submitting our “minimal data
set” will include downloading from the Toolkit data collection software currently under devel opment;
data collection and submission with a runtime version of Access2 provided to each site; regular
teleform submissions by fax to the centra project site; and paper with data entry by our project staff.

19



Table 1 shows the descriptive and outcome measures to be drawn from the Toolkit:

Table 1: Descriptive and outcome measures to be abstracted
from the PSR Toolkit and collected through the CMHEI Core Package

PSR Toolkit CMHEI Core

Descriptive | = member status/time in program*
Measures = age*

= gender*

= racia background*

= education*

=  marital status*

= primary diagnosis*

= ageat first hospitalization*

= current DSM-1V Axis| Diagnosis
= current DSM-1V Axis |l diagnosis

Outcome = number of daysin inpatient psychiatric care | =  social support
Measures in past year (and past 9 months)* =  empowerment
= community tenurein past year (andpast9 | = symptom distress
months)* = quality of life (Lehman)
= current residential status and setting* = frequency of contact in
= current job status* past nine months

= total monthly income*

= program satisfaction (from member survey)
= quality of life (from member survey)

=  mastery (from member survey)

*Toolkit measure corresponds exactly to CMHEI outcome measure or can be recoded to make
appropriate match (see Appendix C for details).

Our reliance on the PSR Toolkit notwithstanding, we anticipate collecting several data
elements in common with the core set of measures to be used by the Coordinating Centre. This
commonality results from the Toolkit being used in the selection of severa of the outcome measures
in the core set. While severa of the Toolkit measures have been adapted (e.g., the reporting period
for some items has changed to accommaodate the 9- month follow-up schedule) other items remain
asisor can be constructed from the original data. Demographic and outcome measures in the Toolkit
which paralel those in the CMHEI packages are asterisked in Table 1.

Addition of Some CMHEI Instruments: We also propose to ask our participating programs to add
a number of instruments from the Coordinating Centre package to their data collection with the
Toolkit. This extra complement of measures must be kept to a minimum to prevent the agency staff
and consumers from being burdened with excessive and unnecessary information gathering. However,
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we are balancing this need for caution with the desire to maximize the overlap between our outcome
measures in the Toolkit and those in the Coordinating Centre package. We also note that the Tool kit
contains items to be completed by the program staff as well as a* member survey” to be completed
by the consumer, the latter being a 20- item questionnaire. We recommend adding a small number
of self-report measures for the consumer and a data e ement to be abstracted from the agency records
concerning frequency of contact with the program. Pending further advice from our Advisory
Committee we anticipate using the measures from the Coordinating Centre protocol that are identified
inTable 1.

Selection of Participating Programs: With respect to our selection procedures within each
participating agency we estimate average program size to be 50-75 consumers, based on the results
of the “menta health snapshot” - a descriptive study of all community mental health services in
Ontario conducted by a member of our project team (S. Lurie). Based on the current dissemination
strategy and training with respect to the PSR Evaluation Toolkit, we aim to collect the descriptive
and outcome measuresidentified in Table 1 on al consumers enrolled in the program. Thisis intended
to maximize the likelihood of achieving at least 30 consumers per program (see discussion of sample
size in the next section) providing both baseline and outcome data with attrition from the origina
sampl e expected to be between 20-30%.

Statistical Analysis of Program Characteristics and Outcomes: Multi-level designs such asthe one
in this project are especially relevant in situations where there is an inherent hierarchical structure in
the research design, as in our design with a group of programs and a group of consumers in each
program. Inthissituation, it is common in traditional approachesto either aggregate the data to the
group level or disaggregate the data to the individual levels. If one aggregates the clustered data, this
increases the possibility of Type Il error (i.e., area association between outcome and an exposure
variable is deemed to be insignificant) mainly through the reduction in sample size and statistical
power. On the other hand, disaggregating the data, that is assigning group-level data to each
individual, increases the likelihood of Type | error (i.e., a chance association between outcome and
an exposure variable is deemed to be significant) because the nature of the clustered data resultsin
unexpectedly small variance estimates due to high interclass correlations within clusters. Multi-level
models keep the hierarchical nature of the data intact thus avoiding the unit of analysis problem.
Multi-level analyses aso alow oneto test for cross-level interactions , an important feature since a
group (program) characteristic will not necessarily have the same effect on all types of individuas
(consumers).

In Phase |1, hierarchica linear modelling will be used as an analysis strategy and will be
performed with the statistical package HLM/3L? (Bryk, Raudenbush and Congdon, (1996)). Asis
appropriate for this type of modelling both the measures of program characteristics and consumer
outcomes will be assessed over the same time period (see attached Timeline). HLM/3L can produce
both full information maximum likelihood solutions (FIML) aswell as aresidua maximum likelihood
solution (REML), the latter being the most appropriate for data sets with a small number of groups.

The HML/3L program aso has the advantage of being user-friendly with a Windows interface. The

3We anticipate a new version of this software to be available in September 1999.
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gpecific plan for the multi-level analysiswill follow that recommended by Kraft and De Leeuw (1998)
and as outlined in the HLM/3L manual.

With respect to assessment of statistical power, formal a priori calculations will be possible
with the new software recently devel oped by the devel opers of HLM/3L. For proposa devel opment
we relied on existing ssmulation studies which have determined optima sample sizes for two-level
data. Bassiri (1988) and Van der Leeden et a (1994) found that in order to obtain sufficient power
(.90) for cross-leve interactions, 30 groups and 30 observations per group were required, the critica
factor being the number of groups. Thus, our target of 30 community support programs and 30
consumers per program for Phase |11 is appropriate.

Refinement and selection of items for the final instrument will be based on the following
considerations. (1) feasihility; (2) reliability; (3) percelved importance of characteristics as reflected
in the ratings made by respondents during the field trials;, and some initial data that would be
available from the measures described in the preceding paragraph on the extent to which specific
items show strong relations to outcomes as assessed by the common assessment protocol prescribed
by the Coordinating Centre and the Evaluation Toolkit.

Phase Four:

This final phase of the project (Year 5) will involve the development and field testing and
various strategies for application of the instrument package.

The Project Description Manual: A detailed manual will be developed which describes the objectives,
rationale, target population and recommended methods of administration for each instrument in the
package. Information will also be provided on instrument development, reliability assessment (test-
retest and inter-rater) and scoring procedures. A prototype of the manual will be pretested in three
to five new programs to get feedback on language used, overall ease of comprehensive, layout etc.
prior to publication.

Use of the Information System to Implement the Evaluation Tools Province Wide: Another aspect
of this phase early in year five will involve consultation with information system specialists (e.g., the
Coordinating Committee; those involved in developing Ontario’'s SMART system; and the Joint
Planning and Policy Committee) on the potentia application of the evauation tools in
provincia/regional monitoring systems for community menta health programs. We will aso consult
with the membership of the Ontario Federation of Community Mental Health and Addictions
Programs; other non-member service providers, consumers and family members (e.g., Friends of
Schizophrenics) to explore their ideas for potentia application across the system and within individual
programs.

Two specific types of interna program application are currently planned. Thefirst isa user-
friendly checklist or template that encourages program managers, staff, consumers and family
membersto: (1) raise key questions about the most critical program characteristics emerging from
Phases 1-3; (2) identify needs for enhancing these characteristics in their program (or local network
of programs); and (3) suggest strategies for program improvement. A guidebook will be prepared
which describes how this process might fit with other quality management practices within the
program or local network. The guidebook will emphasize the need for ongoing, rather than a one-
time, review of critical program characteristics, and the parallel examination of outcomes being
achieved (e.g., with the PSR Toolkit and/or the core outcome measures recommended by the
Coordinating Committee). Such procedures would alow programs themselves to readily examine
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the consequences of program changes for various dimensions of outcome for their clients. Such
information could be extremely valuable in program planning and management.

The second, more comprehensive, application of the instrument package will involve the
development of a peer evaluation model that will include the one-time assessment of critical program
characteristics, and potentialy, the longitudinal application of the instrument(s) to parallel ongoing
outcome monitoring. Peer evaluation brings outside objectivity to a program’s evaluation activities
in a non-threatening, supportive manner conducive to service enhancement. The literature on “peer
review” will be reviewed early in the project to guide our model development, and a specia sub-
committee of the Project Advisory Committee will be struck in Y ear 2 to focus on this component.

The group will be able to build from a peer evaluation model developed by one of the principal
investigators (B. Rush) for Supported Employment Programs which assist people with developmental
disabilities in community living (Community Involvement Council, 1996). An important condition
for a program wishing to involve peer evaluators is to agree to have one or two people in their
program trained in the model to subsequently support other programs in a similar process. This
approach has been successfully employed with Supported Employment Programs. With the support
of the current project team in preparing guidelines, training peer assessors and supporting on-site
application, it is anticipated that a smilar “snowball” effect will occur in the Ontario community
menta health system.

Final Field Test and Cost Benefit Assessment: In Year 5, we will field test the basic application for
ongoing quaity management (3-5 programs) and the more comprehensive peer evaluation model (2
programs). Qualitative feedback will be obtained through telephone interviews with the key
personnel involved in these sites (estimated five interviews per site), review of documentation about
the recommendations emerging from the application of these two strategies, and documentation about
actual changes to program characteristics. We will also carefully assess the costs associated with
these two strategies in the field sites and prepare a report outlining the costs and benefits.

This proposal for development of an instrument package for measuring program
characteristics has focused on characterizing each program as an aggregate. Such an approach is
central to developing and monitoring program policies at asystem level. On the other hand, it could
also be beneficial to use those characteristics which emerge as important on an aggregated program
level, and examine the extent to which they characterize the procedures and processes provided to,
and related to, outcomes for individual clients within programs. As noted earlier, the CPPOA model
(Y ates, 1996) provides the conceptual model for such a potential transition of assessment data to be
used to characterize variation across individuals within programs, in addition to variation across
programs. Such an undertaking will aso be initiated in Phase Four and could alow programs to
analyse relations between program costs, procedures, processes and outcomes at the individual as
well as program level.

Informing the Community of Project Results: The fina component of Phase Four will involve a
formal debriefing about the project with Ontario’s community mental health agencies and critical
stakeholders. Thiswill involve presentations and workshops at meetings of particular organizations
(e.g., Federation Annual Genera Meeting and annual conference), and organized presentations and
feedback sessions at the Centre for Addiction and Mental Health. The regional structure of both the
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Federation and CAMH will facilitate regiona debriefing to ensure the opportunity for relevant, local
feedback.

SUPPORT FROM THE FIELD:

As can be seen from the enclosed letter of endorsement, this project has the enthusiastic
support of the Ontario Federation of Community Mental Health and Addictions Programs (see
Appendix A). Also various presentations about the proposal (e.g. the Annual General Meeting of the
Federation (Oct.24/94); Executive Directors of the Ontario Division of the CMHA) have been well-
received and resulted in severa program managers coming forward after the presentations to discuss
the project and their participation. With the active support of the Federation, its Research
Committee, and the Project Advisory Committee, recruitment into the project will occur through
additional presentations, mail-outs and telephone calls. Feedback to date suggests that we will not
have difficulty recruiting the required number of programs to participate, since the target audience
has been impressed by the collaborative work between program representatives and the research team
on the development of the proposal; the clear intention to incorporate multiple perspectives into the
identification of program characteristics; our desire to produce an instrument, or package of
instruments, useful for both system-level monitoring and individual agency-level evaluation; current
efforts across the province to engage in outcome monitoring with the PSR Toolkit; and finally our
intention to engage the participating agencies (and our Project Advisory Committee), in a meaningful
learning experience about the evaluation of community mental health programs.

PROJECT MANAGEMENT:

The project is very large in scope and we recognize that the successive phases of
implementation are dependent on the achievement of milestones in the preceding phases. In order
to be very clear on task definition and roles of the various members of the project team, and to
monitor progress carefully, we plan to use project management software (Microsoft Project) to
develop adetailed Project Plan and conduct a bi-weekly review of progress against specific objectives
and milestones. The Project Plan will be updated on a regular basis and submitted to OMHF as a
supplement to the routine reporting protocol to be established for all the projects funded in the
initiative. All hired project staff will be located at the CAMH - Addiction Research Foundation site
in Toronto and supervised in this location on adaily basis by the P.I. (B. Rush).

WORKPLAN AND TIMEFRAME

The four phases of the project described in the methodology section will be implemented over
afive-year period: Phase One (one-year); Phase Two (eight months); Phase Three (two years, four
months); and Phase Four (one year). Prior to Phase One attention will be devoted to project
organization and management. Important milestones include the hiring of staff and development of
the Project Advisory Committee. Figure 1 shows adetailed timeline for the mgjor task areas within
each phase and the preliminary work on project management.

Within Phase One (one year), time must be alocated for recruitment of staff and training .
While we will be recruiting staff with experience with quaitative analysis, we also anticipate some
training will be required to ensure an appropriate level of skill in this area and in the use of NUDIST
software specifically. Training will be coordinated and conducted by Bonnie Kirsh and Cam Wild.
We anticipate the following steps. assessment of training needs; assignment and discussion of
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selected readings; practice with identification of themes using qualitative information available from
other projects; participation in NUDIST training sessions as indicated by the learning needs
assessment; follow-up consultation by NUDIST trainers as appropriate; and close monitoring through
the Project Plan. Much of this activity will occur smultaneously with other tasksin the early stages
of Phasel. The other critical milestonesin Phase | will include completion of the literature review;
preparation of a list program characteristics from the initial content analysis, completion of
stakeholder interviewers and focus groups; transcription of the interviews, preparation of an
integrated list of characteristics from the literature review and interviews, completion of the numerical
phenomenological analysis and grounded theory analysis; preparation of an interim report for the
Project Advisory Committee, a briefer report for participating service providers, consumers and
family members and a report on the results of the overall qualitative analysis for publication and
presentation at a scientific meeting. The research team, in particular Cam Wild, Brian Rush, and
Bonnie Kirsh, has considerable experience in the conduct and analysis of focus groups.

Within Phase Two (eight months), critical milestones include the development of items,
compilation of these items into instruments for particular target populations and identification of
existing instruments that address particular domains and themes that emerge from the qualitative
analysis.

Phases | and Il represent avery critica period for the project since they build the foundation
for the instrument development, and therefore the success of the overal endeavour. While we remain
committed in principle to the time frame established in the proposal, we will seek every opportunity
to shorten Phases | and Il when we can do so without threatening the achievement of the overal
project objective. We are senditive to the value of completing Phases| and Il in atimely fashion so
the instrument can be used by the Coordinating Centre to complement the use of the IFACT.
Assuming prompt final release of funding, we should achieve this milestone in the fall of the year
2001. However, it ispossible that we will get to this stage earlier in that year, if recruitment and
training of staff can be accelerated based on the qualifications and experience of the successful
applicants.

Within Phase Three (2 years, four months), critical milestones include completion of data
collection with draft instruments in five field sites; revision of the instruments; completion of data
collection in 10 field sites; revision of the instruments;, completion of data collection with fina
instrumentsin the 30 field sites; collection of cross-sectional outcome data in the same 30 field Sites,
analysis of aggregated program-level outcomes and the measures of program characteristics; fina
revisions to the instruments; completion of interim reports for Project Advisory Committee, briefer
reports for participating programs and reports for publication and presentation.

Within Phase Four (one year), critical milestones include the development of a manual;
development of a brief checklist and guidebook for use in interna quality review processes; areport
on development and application of a peer evaluation model using the program assessment
instruments; a report an application of the instrument(s) in provincia or regional monitoring systems
(including models for statistical analysis); fina reports and presentations.

ETHICAL ISSUES

Participants involved in the interviews in Phase One of the study will include consumers,
family members and service providers (including administrators) of community support programs.
Representatives of the Ontario Federation of Community Mental Health and Addictions Programs
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will contact its membership and other selected community support programs, consumer/survivor and
family groups (e.g., Consumer/survivor Information Resource Centre, Ontario Friends of
Schizophrenics) will be contacted regarding participation in the study aswell. Appropriate materials
describing the study, and Phase One in particular (including Letters of Information for Potential
Participants), will be distributed to program staff, consumer and/or family members. Potential
participants will be invited to express their interest by caling the specified project phone number and
an interview time and location which is convenient for the participant may then be arranged. The
goals and procedures of Phase One will be reviewed with each potential participant and a consent
form will be given to each participant for signature. Participants will be informed, verbaly and within
the Consent Form, that they can withdraw from the study at any time. For consumers and family
members, the letter will make it clear that participation in the interviews will in no way influence the
course of services they will receive from any community mental health program. Assurances of
confidentialy among the quaitative analysts on the project team will be clearly given. Interviews will
be tape recorded and verbatim transcriptions will be made. All written data will have names of
participants deleted and replaced by codes known only to the investigators conducting the analysis.
All data, including audiotapes, will be stored in locked cabinets in the research office. No names or
identifying data, other than the name of the overall program (which isin the public domain) will be
included in any of the papers or reports which will result from the study.

A draft of the interview protocol and the consent forms for Phase One have been approved
by the University of Toronto Ethics Committee. In Phase Three, consumers will be invited to
participate in the outcome component of the project through an explanatory letter which outlines the
purpose of the project and the request for a one-hour appointment for completion of the outcome
measures. Participants will also sign a Consent Form specific to this phase of the project. The full
protocol for Phase Three, including the measures, data collection procedures, |etters to participants
and consent forms will be submitted to the University of Toronto Ethics Committee at the appropriate
time for approval prior to data collection.

PROJECT STAFFING PLAN

Co-Principal Investigator: Dr. Brian Rush (20%)

Dr. Rush is a Senior Scientist with the Centre for Addiction and Mental Health (CAMH) and
currently Program Leader for the Priority Program on Monitoring, Evaluation and Information
Systems in the Addiction Research Foundation Divison of CAMH. Hewill be responsible for overal
project management, scientific and financial, and accountability, supervision of the Project
Coordinator and Research Associate and will assume primary responsibility for the achievement of
al project milestonesin atimely and quality manner. He will take the lead role in liaison with the
Coordinating Centre, the Project Advisory Committee and key stakeholders.

Co-Principal Investigator: Dr. Ross Norman (20%)

Dr. Norman is an experienced clinician and mental health services researcher currently playing an
active role in the delivery and evauation of a community menta health rehabilitation program in
London, Ontario. He will play asignificant role in the identification of the relevant research literature
and supervision of the content analysis; item and instrument construction (with Dr. Wild) and
integrated analysis of program characteristics and aggregated outcomes at the program level.
Co-Investigator: Dr. Bonnie Kirsh (15%)
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Bonnie Kirsh isamenta health services researcher with considerable expertise in qualitative methods.
She will play asignificant role in supervision of the content analysis of the stakeholder interviews and
grounded theory analysisto identify key domains and themes for subsequent item development. She
will aso play amajor role in the integrated analysis of program characteristics and outcome and the
application of the instruments in a peer-evauation model.

Co-Investigator: Dr. T. Cameron Wild (10%)

Dr. Cam Wild is a health services researcher with considerable expertise in instrument devel opment
and qualitative methods. He will play amajor role in the grounded theory analysis, in particular the
numerically-aided phenomenologica anaysis. His psychometric expertise will be drawn upon
extensively during instrument construction testing and revision.

Project Coordinator: Ellen Tate (100%)

Ms. Tate will be responsible for coordinating the day-to-day aspects of the project including the
literature review, content analysis, stakeholder interviews, grounded theory analysis and all data
collection in the project sites. Under supervision, she will also conduct the analyses required for
instrument revision and assessing the relationship between program characteristics and outcomes.
she will also prepare draft reports for presentation and publication.

Research Associate: Stasey Tobin (50%)

Ms. Tobin will assist the Project Coordinator and Investigators in all aspects of the project, in
particular serving as a second (independent) assessor in the content analysis and grounded theory
analysis, and supporting data collection and analysis in Phases 3, 4, and 5.

INVOLVEMENT OF KEY STAKEHOLDERS

A Project Advisory Committee was established immediately upon approval of the research
grant. Over the course of the project, it is anticipated that composition and required input from the
committee will evolve. The committee will play a very significant role in guiding the research team
through difficult conceptual and philosophical issues; securing support for the project in the field;
interpreting results and developing strategies for application of the instrument(s). The role of the
Advisory Committee as essential, not only to the successful execution of the project, but to the
eventual dissemination and application of the results on a wide scale.

The Committee has been designed to reflect the collaborative partnership between the
researchers on the project team and the Ontario Federation of Community Mental Health and
Addictions Programs. The Committee consists of 12 members, plus the research team, and includes
individuals with experience of individual support programs targeted at people with severe mental
illness (e.g. supportive housing and case management programs). The Committee includes:
consumers, family members and staff associated with awide variety of program types and geographic
areas. Board memberswill be desirable but not necessary.

Specific spots on the Advisory Committee are designated for: (1) ex officio membership of
Federation staff, with Corinne Eckhardt suggested to ensure a strong link to the PSR Tool-kit
project; (2) apsychiatrist familiar with community menta health programs (Dr. Peter Prendergast has
agreed to participate; and (3) a representative from the Canadian Mental Health Association.
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The basic function of the Advisory Committee is to facilitate the execution of the research
proposal. Thiswill involve:

input and advice including conceptual and methodological feedback to the research team,
including the user friendliness of instrumentation

identification of limitations and potential problems

facilitating the piloting of questionnaires and interviews

review and approva of the overal plan for each phase; review of results and suggestions
for next steps/ modifications

The Advisory Committee will meet 4-6 times per year in order to ensure continuity and
meaningful participation of the group, with some meetings timed to occur at the beginning and
completion of each phase. The group will interact primarily by teleconference. As the project
progresses, workgroups will be established with potential involvement of other programs and
stakeholders.

The Advisory Committee provides information to and obtain feedback and suggestions from
the Mental Health Council of the Board of the Federation of Addiction and Community Mental
Health Programs. Reporting will be for the purposes of information and obtaining suggestions, not
approval, since the investigators will be formally accountable to the Ontario Mental Health
Foundation through the Centre for Addiction and Mental Health which is the project sponsor.

BUDGET

The total budget for the project is $397,697, over the five-year granting period. Annual
breakdown isasfollows Year 1: $79,838; Year 2. $78,945; Year 3: $79,724; Year 4. $79,829; and
Year 5: $79,361.

The budget details were included in the grant application form and the Budget Justification
which accompanied the budget. 1n developing the budget we were very attentive to the annual cap
on the budget for each project to be funded in the competition ($80,000). We were as detailed as
possible in preparing our budget estimates especially given the uncertainty in Y ears Three, Four, and
Five on the actua location and travel costs related to the sample of programs which will participate
in the project (e.g., Northern and Eastern Ontario with resulting costs of airfare for essential on-site
work and consultation). No grant administration fees were included for space, human resources,
payroll, computing facilities etc. In addition, the CAMH will provide a variety of resourcesin-kind
including word-processing, and statistical consultation, human resources and payroll, and office
supplies. The Research Committee of the Federation will provide some administrative support for
the Project Advisory Committee and will contribute their time as advisors to the project.
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Figure 1. Estimated Time Line and Main Task Groups by Project Phase
(Currently being finalized)
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Appendix B

Phase One: Consumer Interview
Guide for Semistructured Interview

The following are the questions and probes developed for the Phase One interviews with consumers. Any
additional questions and probes devel oped by the researchers and the Advisory Group will be similar in nature
and related closaly to those listed below.

1.

What type of comunity support prograns have you been invol ved
in, and for how | ong?

Pr obes: What type of support did you get in this (these)
program (s)?
VWat type of time limts, if any, exist in this (these)
progran(s)?

How did you becone connected with this (these) prograns?
Probe: How accessible is (are) the progran(s)?

Do you feel involvenent in this (these) progran(s) benefitted
you? I n what way(s)?

Pl ease descri be specific conponents (parts) of the progran(s)
t hat hel ped you nost.

Probe: Wsat activities, interventions or services were hel pful ?

Were there people in the programthat were hel pful to you? In
what way(s) were they hel pful ?

Probe: Wat human qualities were hel pful ? What conponents of
the rel ati onshi ps were hel pful ?

What specific aspects of the progran(s) would you say were nost
val uable to you?

Probe: Wat was good about the progran? How was the climte of
t he program experienced?

Were there things mssing from the progran(s) that you think
woul d have hel ped you inprove your life in the community?

|"d like to show you a list of programcharacteristics which was
devel oped from an exam nation of the research on comunity
support. Please tell ne how inportant you think each itemis to
staying out of hospital and inproving life in the community.



9. Can you offer advice on how you think progranms should put each
characteristic into practise (for exanple, what should a program
do to best address the characteristic “adequate access to
psychiatric care”)?

10. What ot her characteristics do you think are inportant in hel ping
people wth nental illnesses stay out of hospital and inprove
their lives in the comunity?

11. Is there anything else you' d like to ask ne or tell ne?
Phase One: Interviewwth Famly Menber
Qui de for Sem structured Interview

The followi ng are the questions and probes devel oped for the

Phase One interviews with famly nenbers. Any additiona

gquestions and probes devel oped by the researchers and the

Advi sory Goup will be simlar in nature and related closely to

those |isted bel ow

1. What type of conmmunity support prograns has your (fam |y menber)
been involved in, and for how | ong?

1. Probes: \What type of support did he/she get in this (these)
program (s)?

2. What type of tinme limts, if any, exist in this (these)
progran(s)?

2. How did your (famly nenber) beconme connected with this (these)
pr ogr ans?

1. Probe: How accessible is (are) the program(s)?

3. Do you feel involvenment in this (these) progran(s) benefitted
your (famly nenber)? In what ways(s)?

4. Please describe specific conponents (parts) of the progran(s)
t hat hel ped your (famly menber) nost.

1. Probe: What activities, interventions or services were hel pful ?

5. Were there people in the programthat were hel pful to you and
your (famly nenber)? In what way(s) were they hel pful ?

1. Probe: What human qualities were hel pful ? What conponents of the
rel ati onshi ps were hel pful ?

6. Wiat specific aspects of the progran(s) would you say were nost
val uable to (your famly nmenber)?



1. Probe: What was good about the progranf? How did you perceive
the climate of the progranf

7. Were there things mssing from the progran(s) that you think
woul d have hel ped your (famly nmenber) inprove his/her life in
the community?

8. I'dlike to show you a |ist of program characteristics which was
devel oped from an exam nation of the research on comunity
support. Please tell ne how inportant you think each itemis to
staying out of hospital and inproving life in the community.

9. Can you offer advice on how you think progranms should put each
characteristic into practise (for exanple, what should a program
do to best address the characteristic “adequate access to
psychiatric care”)?

10. What ot her characteristics do you think are inportant in hel ping
people with nental illnesses stay out of hospital and inprove
their lives in the comunity?

11. Is there anything else you' d like to ask ne or tell ne?



Phase One: Interview with Service Provider
Guide for Semistructured Interview

The following are the questions and probes developed for the Phase One interviews with service providers
(including administrators). Any additional questions and probes developed by the researchers and the Advisory
Group will be similar in nature and related closdly to those listed below.

1. Wat type of community support does your program provide?
1. Probes: |Is there a philosophy that guides your progranf?
2. How do consuners becone involved in your progranf

1. Probes: How accessible is the progranf

3. In what way(s) you feel involvenent in this program benefits
ment al heal th consuners?

4. Pl ease descri be specific conponents of the program that you
feel are nost hel pful to consuners.

1. Pr obes: VWhat activities, interventions or services are
hel pful ?

5. How are staff of the program helpful to nental health
consuners?

1. Probes: Wat hunman qualities are hel pful ? Wiat conponents of
the rel ati onships are hel pful ?

6. VWhat specific aspects of the program would you say are nost
val uabl e to consuners?

1. Pr obes: What is good about the progran? How would you
describe the climte of the progran?

7. Are there things mssing fromthe programthat you think would
hel p consuners stay out of hospital and inprove their quality
of life?

<

1’d like to show you a list of program characteristics which
was developed from an examination of the research on community
support. Please tell me how iImportant you think each i1tem is
to staying out of hospital and improving quality of life.

iXx How should programs best operationalize each characteristic?
(for example, what should a program do to best address the
characteristic ‘“adequate access to psychiatric care”)?



What other characteristics do you think are iImportant 1in

helping people with mental i1llnesses stay out of hospital and
improve their lives iIn the community?

Is there anything else you’d like to ask me or tell me?



Expl ai ni ng Qut cones: Devel oping Instrunments to Assess the
Critical Characteristics of Community Support Prograns for
People Wth Severe Mental 1I1ness.

| nvesti gat ors: Bri an Rush, PhD.; Ross Nornman, PhD.; Caneron WId,
PhD. ;

Bonnie Kirsh, M Ed., PhD candi date.

Advi sory Group: Steve Lurie (Chair); Lynn Raskin; Wendy Czarny;
others to be determ ned.

This group will consist of consunmers, fam |y nenbers, and service

providers (including adm nistrators).

Letter of Information for Potential Participants

Dear Consuner/ Parent [/ Service Provider:

W are a group of researchers, service providers, consuners and
famly menbers working on a research project dealing wth
community support for people with serious nental illness in
Ontario. W would like to invite you to participate in the first
phase of our study.

The purpose of this research is to develop a new nethod of
assessing inportant characteristics of community support prograns
in the province of Ontario. In this first phase of the study, we
are interested in finding out what the essential ingredients of
community support prograns are, so that we nmay ultimtely
determ ne how these ingredients affect the consuners of these
progranms. Qur goal is to ask consuners, famlies and service
providers what they <consider to be the nobst inportant
characteristics of community support prograns, based on their own
experiences with such prograns. This information will be used in
the devel opnent of an assessnent which wll reflect issues
identified by people who have had experience with commnity
support prograns. The assessnent that will result fromthis study
will be an inportant tool for evaluating community nental health
prograns so that they may provide the highest quality of service.

I f you decide to take part in this research, you will participate
in an interview for approximtely one hour. You will be asked to
reflect on your experience with community support prograns and
di scuss inportant characteristics of them You will also be asked
to review a list of program characteristics and gi ve your opinions
about their inportance in inproving comunity |life for nenta
heal th consuners. The information that you and others provide wll
be used to devel op specific questions that can be used to find out
whet her these critical characteristics exist within prograns.



The interviews will be held at a tine and place that are
convenient to you. The interviews wll be tape recorded so that
inportant information is not lost. Only nenbers of the research
teamwi || have access to the tapes and the tapes will be erased
when the project is conpleted. No nanmes will be used in any
witten material or reports that result fromthis research. If you
choose not to answer any particular questions in the interview,
you wi Il not be pressured to do so. You are also free to w thdraw
fromthis research at any tine w thout any negative effects for
you.

There are no known risks in this research. Although you nmay not
directly benefit from participating in this study, vyour

i nvol venment wll contribute to the developnent of a way of
identifying inportant characteristics of conmmunity support
prograns for people with severe nental ill ness.

If you would like to participate in the study, or if you have
guestions about the study, please contact Dr. Brian Rush at
Thank you for taking the tinme to read this letter.

Si ncerely,



Appendix C

Cross-walk of Selected Variables Derived From
PSR-Toolkit and Coordinating Centre Core Package

PSR - Toolkit

CMHEI

I. DEMOGRAPHICS (completed by agency staff
based on information from consumer and files)

some of the demographic information is self-report
by consumer, other is complete by agency staff

Time in program - difference between Date of
Program Enrolment and Baseline Date (in days,
months or years). Also records statusin program
as. new, renewed, ongoing, semi-active and
inactive.

- length of Program Participation is recorded on
agency form

Gender same
- femae

- mae

Age - basdine agein years same

Racial background - self-description of “race or

Self-description of “racial background”

colour” -aboriginal

- aborigina / first nations -asian

- black / African origin ‘black

- hispanic -‘white

. South Asian ‘mixed

- East Asian -other (specify)
- West Asian

- white (European origin)

- mixed race

- other (specify)

Country of Origin

- Canadaor other plus year of permanent residency | -open-ended (to be coded)

-if not Canada, year of immigration

Preferred Language
- English

- French

- other (specify)

same

Education
- years of education completed (0-20)
- also recorded into categories

Marital Status
1 = single/never married




PSR - Toolkit

CMHEI

2 =married

3 = cohabiting with significant other
4 = separated

5 =divorced

6 = widowed

Age at first hospitalization

- refersto psychiatric hospitalization and is
recorded in years.

- can compute length of time sincefirst
hospitalization

- S&ame

Primary Psychiatric Diagnosis

-mood disorder

-anxiety disorder

-schizophrenic disorder

-personality disorder

-developmental handicap

-substance-related disorder

-mental disorders due to amedical condition

-delirium, dementia, amnestic other cognitive
disorders

-specific disorder of childhood/adolescence

-other

-unknown

Also records current DSM-1V numerica codes
within both Axis| and Axis |l and whether each is
primary or secondary diagnosis

- same categories for primary diagnosis

Employment (re: most responsible job) agency staff

report - descriptive not outcome variable

- no equivalent for “ever employed”

- no equivalent to description of “most responsible
job”

- employment outcomes are recorded (see below)

- ever employed
no
- for job with highest level of responsibility
- status - FT or PT
- hourly wage or annual salary
- paid or volunteer
- job support
- number of months job held
-year job held
- type of job
- human service worker
-employed in CSl
- salf employed

Yyes

Il. OUTCOMES

Hospitalization




PSR - Toolkit

CMHEI

(1) # episodes during any given period (based on
admit and discharge date) coded as
psychiatric, substance abuse or medical based
on type of facility. Each episode also coded as
voluntary/involuntary.

(2) length of stay in days based on admit and
discharge dates

(3) community tenure: number of days spent in
community outside inpatient facility (# of
daysin period minus sum of LOS)

(1) focusison# of daysin the past 9 months

- psychiatric, substance abuse and medical
reason (can check al that apply)

- hospitals also coded (PPH, GHI, SP, GH,
other)

- voluntary/involuntary coded

- can compute community tenure in past 9
months

Residential status
current residential status coded with separate
variable for:

(@ who consumer lives with (5 categories)

(b) level (reflecting type of accommodation /
housing aswell aslevel of responsibility for
maintaining their dwelling and living status

- independent
assi sted/supported
supervised non-facility
supervised facility
treatment institutions
homeless
- correctional facility
(c) setting (17 categories)
current situation is coded as “ stable” (0) or
“temporary/transitional (1) with 30 days
guideline for coding
if transitional, then prior and planned
statusis coded

(till under revision)
- current residential status is coded with separate
variablesfor
(@ who consumer lives with (6 categories
- extra category is“Alone"))

(b) leve
- independent
- assisted/supported
- supervised non-facility
- supervised facility
(c) setting (same 17 categories as
Toolkit)

expectation re: setting over next 60 days
residential status over past nine months also
recorded using both level and setting codes
- # of different settings coded

Employment
- total paid jobs since (beginning of current
assessment period)
- currently working (yes/no)
- current hours per week in remunerative activity
- hourly wage (volunteer = $0)
- start date of current job (if more than onejob
code start date of highest level job)
- benefits - health insurance (yes/no)
- current job status:
independent competitive emp.
assisted competitive model
job coach model
transitional employment model

- focusison employment statusin past 9-months
- currently working (including volunteer) (yes/no)
- total number of different jobs
- for eachjob held in 9 month period the
following are recorded
- status FT, PT casual, PT reg.
- volunteer/paid and if paid, hourly wage
- support
* sheltered workshop
* other supported
* independent
- sdlf-employed (yes/no)
- employed by CSl (yes/no)
- human service worker (yes/no)




PSR - Toolkit

CMHEI

agency paid transitional model

in-house transitional model

work-crew model

sporadic or casua emp.

sheltered workshop

non-paid work experience

no employment of any kind
(manual contains recommendations for collapsing
categories for better ordinal scale)

- duration of job

Education
- has consumer engaged in any formal program
of education since (beginning of current
assessment period) (yes/no)
- currently astudent (i.e., in past week (yes/no))
- if yes, what type of educational institution
- secondary / high school (9-12)
adult education
community college
vocational/technical centre

- focusison educational statusin the past 9
months

- engaged in past 9 months (yes/no)

- currently astudent (i.e., in past week (yes/no))

- for most recent, what type? Same categories as
Toolkit

- full-time/part-time

trade school - how regular was attendance
university - most of thetime
other - about half thetime
credit/classroom hours per week : Iessthan half the time
current start date (if multiple, the earliest is * unknown
coded)
Financial

- amount of money received in the past month is
recorded within 10 categories

- various sub-totals then calculated (e.g., total
earnings, total welfare; total all income and
benefits)

- if noincome, azero isentered in each category

- amount of money received in atypical month
during the past 9 months, reported within 11
categories

- various sub-totals possible

- placeto record “no income’

Categories.
- General Welfare Assistance
- Ontario Disability Support Program (FBA)
- GAINS-D
- CPP Disability
- Earnings (self and spouse/partner)
- Employment Insurance
- Workman’'s Compensation
- Old Age Supplement
- Allowance/Income from family
- Other (e.g., dimony; trust fund)

- same categories as PSR - Toolkit




PSR - Toolkit CMHEI

Legal
- Total number of different types of incidents - focusisonlega status past 9 months
since (beginning of assessment period or other
date of interest) Same categories and variables
-arrest (yes/no and #)
-prison/jail nights (yes/no and #) - asofor prison/jail and parole/probation the # of
-prison/jail episodes (#) episodes for offences committed in the last
-on parole/probation (yes/no and #) nine monthsis recorded

violent victimization (yes/no and #)
-other victimization (yes/no and #)

Other Outcomes

Self-report separate self-report questionnaires
member survey - 20 item scale with three sub - program satisfaction (8-item CSQ-8)
scales - quality of life (11-item) - Lehman subscale
-program satisfaction (9-items) - satisfaction with life (5-item) - SWLS
-quality of life (7-items) - empowerment (23-item) - Self-Esteem Scale
.mastery (4-items)* and Making Decisions Scale

Outcomes in CMHEI Core Set that are not in the PSR - Toolkit

- consumer health status (agency report)

- social support (self-report with Social Provision Scale)

- symptom distress (self-report with Symptom Distress Scale)

- service use and cost (agency report based on worker logs)

- symptoms and functioning (provider ratings on the Brief Psychiatric Rating Scale (BPRS) and the
Multnomoh Community Ability Scale (MCAS)

- acohol and drug use (provider ratings using the Alcohol Use Scale and Drug Abuse Scale

- substance abuse treatment (provider ratings using the Substance Abuse Treatment Scal€)

Unique to Self-help Data Set

- organizational empowerment
- involvement

“Toolkit manual recommends supplementing this measure with other available measures due
toitslow retest reliability and internal consistency



