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EXECUTIVE SUMMARY

INTRODUCTION

Our respective Health Regions’ strategic planning processes identify quality improvement as a priority.  Engaging Mental Health and Addiction Services (MH&AS) clients for the purpose of assessing consumer satisfaction is an important part of total quality management and the quality improvement process.  The intent of the SEARCH Project is to undertake the task of MH&AS consumer engagement in the quality improvement process.

Objectives

We will identify a method that will provide a valid measure of client satisfaction across different mental health and addiction settings which meets financial and accountability requirements and that lends to the accreditation requirements and quality improvement processes of our regions.  We also want to learn clients’ and families’ satisfaction with their ability to be involved in and ask questions about their care in specific mental health and addiction settings.  For the purpose of this study our objectives are:

a. To ascertain client’s and families’ satisfaction with MH&AS in our regions
b. To determine clients' and families’ satisfaction with ability to participate in a quality              improvement process via a mailed consumer satisfaction survey. 
BACKGROUND

Choosing the method

We are interested in a comprehensive consumer satisfaction modality that evaluates service quality across the Mental Health and Addiction Services (MH&AS) continuum of services. We want a valid and reliable tool that is deliverable to clients and their families.  In addition to this, the consumer satisfaction engagement process will need to be financially feasible given the increased demands on Health Region funding.  Therefore, the chosen client satisfaction tool will need to be cost-effective in terms of delivery and human resource cost.  We have explored various consumer satisfaction tools.  These fall into two modalities:

a. Qualitative Modalities - observations, feedback programs, work teams, quality circles,


focus groups

b. Quantitative Modalities - comment cards, mail surveys, point-of-service interviews, telephone interviews

According to McLaughlin and Kaluzny (1999) there are critical considerations to make when comparing these optional measurement modalities.  They are expense, timeliness of feedback, staff competencies to develop and administer the measurement instrument, and data complexity.  For example, work teams and quality circles provide useful and timely consumer satisfaction information that is non-episodic.  However, these methods do not offer information that is generalizable or comprehensive.  Comment cards are the least expensive but the most complex and often consumer-biased.  The more extensive methods (e.g. interviews) require greater human and financial resource commitment.  These methods tend to provide satisfaction measures that are more generalizable.

Despite having a higher response rate, interviews are the most expensive form of data collection in terms of human resource and delivery costs.  Mail-method surveys are substantially cheaper than face-to-face or telephone interviews (Woodward, Chambers, and Smith, 1982).  Given the research on consumer satisfaction engagement modalities, a mail survey is chosen as an effective method for engaging our consumers. 

The Consumer Satisfaction Questionnaire (CSQ) is our instrument of choice.  It is widely used to measure satisfaction in various subpopulations and language groups around the world and various service settings including mental health inpatient and outpatient and addiction treatment settings (Attkisson, Greenfield 1996).  It readily lends itself to mail-out survey methods and can be anonymous or use codes to link to service delivery.  A particular advantage of the CSQ18 is its suitability for repeated applications with a high degree of equivalence (i.e. similar results across different cultures and groups) (Attkisson, Greenfield 2004).  It has a reading grade level of 4.7 where the standard reading level is grade 7 to 8.  The lower grade indicates an easier level of reading (Attkisson, Greenfield 2004) which we felt is more suitable to our target population whose reading and comprehension may be compromised.  

METHODOLOGY

For the purpose of this study, the project team choose a client satisfaction survey tool, the valid and reliable Client Satisfaction Questionnaire 18 (CSQ-18B)

Sample Frames

The CSQ-18B and Evaluation Questionnaire is mailed to a random sample of MH&AS clients/families.  The sample is taken from a list of clients discharged (i.e. completed treatment, terminated by self or clinician, did not complete treatment, etc.) from MH&AS (i.e. in-patient – CH, community mental health – NLHR, and community addiction services – SHR) in the 2005 or 2006 calendar year.  The mailing lists (i.e. names and address of clients) is generated from the MH&AS databases from the 3 respective Health Regions. 

Each researcher surveys one mental health or addiction service clientele.  In this manner each region is able to use the results for their internal quality improvement processes for the given MH&AS setting.

a. CH collects information from a random sample of in-patient mental health clients.  Subjects are selected from the 2006 in-patient separation database in the CH.  A sample size of 234 is needed, given a target population of 579.  

b. SHR collects information from a random sample of the Saskatoon, Rural West, and Rural South geographical area community addiction services clients who terminated services in 2005.  Rural Central geographical area chose not to participate in the project. Children and youth are excluded from the sample. SK Health will draw the random sample from data base information housed with SK Health.  A sample size of 202 is needed, given a target population of 1700.   
c. NLHR collects information from the entire community of the mental health client population who terminated services in 2006.  This target population is 231 – including adult, youth, and children.  The subjects are selected from the NLHR - mental health services database. 
All Health Regions expect a response rate of 40%.
RESULTS

Quantitative Findings

The first objective is satisfied by the overall mean CSQ score (satisfaction score) for each Health Region. The CSQ question score is calculated for each Health Region by adding all respondents individual question scores together and averaged over the number of respondents.  Table 2 shows the mean CSQ score and dichotomized mean satisfaction score overall and for each Health Region.  The maximum CSQ score is 72.  The mean scores indicate that overall MH&AS clients are satisfied with the service they receive in their respective Health Regions.

Table 2.0 – Mean Score – CSQ – Overall and by Health Region

	Overall mean CSQ score 
	SHR mean CSQ score
	NLHR mean CSQ score
	CH mean CSQ score 

	55.93
	53.00
	51.50
	60.50

	SD
	SD
	SD
	SD

	0.908
	0.794
	0.876
	0.947

	Overall dichotomized mean CSQ score
	SHR dichotomized mean CSQ score 
	NLHR dichotomized mean CSQ score 
	CH dichotomized mean CSQ score 

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	49.19
	50.43
	54.07
	46.51


p-value=0.05, Confident Interval 95%

*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Mean satisfaction only tells part of the story.  To identify areas for improvement, the researchers review the overall frequency distribution for CSQ results for dissatisfaction.  This reveals six areas where significant percentage (>20%) of responders indicate dissatisfaction.  These areas are:

· Prompt Service

· Comfort and Attractiveness of facilities

· Amount of help received

· Receipt of other services felt one needed

· Felt understood by service provider (clinician)

· Program met needs

The second objective is to determine the proportion of responders indicating this is an acceptable method to engage MH&AS consumers.  Questions 19 to 22 in the Evaluation Questionnaire determine satisfaction of MH&AS clients to participate in the quality improvement process using a mail method.  The maximum score is 16.  Table 3 shows the mean Evaluation score and the dichotomized satisfaction score overall and for each Health Region. The mean scores indicate that overall MH&AS clients are satisfied with the mail method of engagement in the quality improvement process in their respective Health Regions.

Table 3.0 – Mean Score – Evaluation – Overall and by Health Region

	Overall mean Eval score 
	SHR mean Eval score
	NLHR mean Eval score
	CH mean Eval score 

	10.85
	9.79
	11.28
	10.90

	SD
	SD
	SD
	SD

	1.139
	1.278
	1.147
	1.076

	Overall dichotomized mean Eval score 
	SHR dichotomized mean Eval score
	NLHR dichotomized mean Eval score
	CH dichotomized mean Eval score

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	8.44
	7.86
	9.00
	8.44


p-value=0.05, Confident Interval 95%

*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Table 4 - Response Rate by Health Region – shows that the overall and Health Region response rate falls well below the team’s expectation (40%).  Given this rates, the inferences of data results to the target population can not be made with a high degree of confidence.

Table 4.0 – Response Rate by Health Region

	
	Overall Response Rate
	SHR Response Rate
	NLHR Response Rate
	CH Response Rate

	# Surveys returned
	83
	14
	29
	40

	# Surveys Mailed (n)
	656
	202
	231
	223

	Response Rate
	7.9%
	6.9%
	12.5%
	17.9%


p-value=0.05, Confident Interval 95%

Descriptive analysis of respondents’ data for the variables; who responds to the survey, age, gender, duration of enrolment in services (categorized by 2, 4, 6, 8, 10, and 12 month intervals), and number of visits, indicate the following:

Generally, the majority of responders are clients, under the age of 49 years, attending less than 5 visits for service.  With the exception of CH, there is an equitable response from both genders.  The length of time responders are enrolled in service varies greatly between regions.  In NLHR - Community Mental Health, the majority of responders indicate being enrolled in service longer than 6 months.  Responders from CH indicate being enrolled in In-Patient Psychiatry for less than 5 months.  The majority of SHR responders did not respond to this question. This may be indicative of the type of consumers the survey is engaging from each Health Region.  

A dichotomized frequency distribution for each CSQ-18B question reveals overall mean scores between 2.51 – 2.86; SD < 0.553.  The majority (over 72%) indicate a satisfactory response to the eighteen CSQ questions.  

Cross-tabulation of CSQ 18-B and Evaluation Questionnaire dichotomized responses are examined against the outcome predictors; who complete survey, age, gender, location where reside, type of service, duration of enrolment in services, and number of visits for services.  Duration of enrolment in services is collapsed into 2 month intervals to provide useable results.  Chi-square test for independence is run for each outcome predictor.  Overall, satisfaction with MH&AS is correlated with the type of services one receives and location, i.e. the community in which one resides and receives service.  Further, the shorter time period the client is enrolled in service, the more satisfied they are with our services.

The Evaluation Questionnaire cross-tabulation reveals no significant correlation between responses and outcome predictors overall.  

Qualitative Findings

The Evaluation Questionnaire qualitative data (from Question 23, 24, 25) is categorized using an open coding system. The coding of the long-answer responses is completed when all researchers present and themes and categories are cross-compared.  Uncharacteristic or inappropriate answers are excluded from the data and coded as zero (0).  SHR has no inappropriate or uncharacteristic responses, CH has 9, and NLHR has 14.  Non-responses are coded as zero (0).  No software program is used.

The Evaluation Questionnaire questions allows responders to provide researchers with details surrounding counseling services and to take the opportunity to elaborate on the MH&AS they receive.  For SHR, responders elaborate on the satisfaction level with communication, psychiatry services, overall service delivery and self care needs.  Clients from NLHR provide feedback on privacy and staffing issues.  Emergency room , psychiatry services, communication, service delivery, and staffing issues are items clients from CH want to that Health Region to be aware.

DISCUSSION

Response Rates

Each researcher surveys one mental health or addiction service clientele.  In this manner each region is able to use the results for their internal quality improvement processes for the respective MH&AS setting.  The response to the survey says a great deal.  One of the limitations for this project is low response rate to the survey.  The team tries to impact response rates by addressing the survey to the client, using the cover letter to highlight the survey brevity (3 pages front and back – including evaluation questions), anonymity, confidentiality, and value of their input.  We make three contacts with clients (introduction, survey and reminder). What we found is the following:

a. CH target population for in-patient mental health clients is 579.  From this a sample of 234 is drawn.  After the initial mailing (introduction letter), 35 letter are returned - Return to Sender.  The survey is mailed to 199 clients.  Forty surveys are returned in total, 35 before the reminder letter is sent.

b. SHR collects information from a random sample of the Saskatoon, Rural West, and Rural South geographical area community addiction services clients who terminates services in 2005 (n= 202).  The target population excludes children and youth. SK Health reports that 20 introduction letters are returned - Return to Senders.  Survey packages are mailed to 182 clients. A total of 14 surveys are returned, 6 prior to the reminder letter being sent.

c. NLHR surveys the entire target population of 230.  The researcher receives 44 introduction letters back from the initial mailing marked – Return to Sender.  A total of 29 surveys are returned, 20 prior to the reminder letter the reminder letter being sent. 

The reminder letter increases survey response by 12% in CH, 57% in SHR, and 31% in NLHR.  

The transient nature of certain segments of the MH&AS population may impact response rate.  We believe the Return to Sender rate is attributable to population transiency with MH&AS clients.  Given the nature of this population’s illness, certain respondents may not feel confident in responding to the survey.  This may be the case for Community Mental Health and Addiction clients.

SHR’s response rate is less than half that of the other Regions.  Some factors that may impact response are the addition of the 2-page (double-sided) cover letter from SK Health.  The SK Health cover letter is included in the introduction mailing, making the introduction letter 3-pages in total length.  The cover letter is also included in the survey mailing.  This made the total survey package 11 pages in length.

SHR and NLHR target populations are from a database of clients terminated in 2005 and 2006, respectfully.  Besides clients who complete treatment, terminations include clients who fail to attend further appointments, or choose not to complete treatment.  The proportion of addiction and community mental health clients who terminate for these latter reasons may be different than that for in-patient mental health.  This may explain the lower response rates in SHR and NLHR

CONCLUSION

Strengths and limitations of the study 

The objectives of the project are not only to evaluate the effectiveness of a mailed method survey, but also to establish baseline MH&AS client satisfaction with services.  This project provides Health Regions with the potential response rates to expect from MH&AS clients.  It also provides them with baseline data for MH&AS consumer satisfaction rates and highlights areas of success and areas for improvement.

The mail-method client satisfaction survey process has certain advantages and disadvantages.  The delivery of the introduction, initial mailing, and a follow-up reminder mailing takes a period of 4-6 weeks.  This is a short time span.  The survey is inexpensive.  The cost for this project to survey close to 700 clients is less than $5000.00.  

However, gaining depth and understanding of the causes of dissatisfaction and satisfaction, is where the CSQ falls short.  The most proactive approach with maximized level of consumer understanding is personal interviews and focus groups.  Keeping in mind, using an interview format has been shown to inflate the positive responses.

Recommendations

The intent of this project is to undertake the task of MH&AS consumer engagement in the quality improvement process.

Our respective Health Regions want to engage MH&AS clients for the purpose of assessing satisfaction with Health Region programs.  Further, the project is to determine the effectiveness of using a mail method survey for the purpose of engagement.  Our results indicate that MH&AS clients are generally satisfied with our programs.  They also feel that a mail survey is an effective method for engaging the feedback.

Moving forward, we recommend that our respective Health Regions take the following measures in MH&AS consumer engagement.

1. That the MH&AS consumer satisfaction results are used by our respective Regions to inform quality improvement projects 

2. That the MH&AS consumer satisfaction results are used to inform the accreditation report. 

3. That our Health Regions commit to a benchmark for MH&AS consumer satisfaction; whereby client satisfaction will be assessed on a regular basis (e.g. every year)

4. That our Health Regions follow-up on areas for MH&AS program improvement by conducting personal interviews and focus groups

5. That future surveys are mailed to clients at discharge and 6 months post-discharge.  We predict that this will improve response rates by engaging clients early in the quality improvement process.  We also predict loss to transiency will be minimized

6. That future cover letters be condensed to less than 2 double-sided pages.

What is important is using the evidence from this project to improve MH&AS programs for our clients.  We believe that our Health Regions are committed to a quality improvement process for MH&AS programs. 
QUICK NOTES

INTRODUCTION

The intent of the SEARCH Project is to undertake the task of MH&AS consumer engagement in the quality improvement process.

Objectives

For the purpose of this study our objectives are:

a. To ascertain client’s and families’ satisfaction with MH&AS in our regions
b. To determine clients' and families’ satisfaction with ability to participate in a quality              improvement process via a mailed consumer satisfaction survey. 
BACKGROUND

Choosing the method

The Consumer Satisfaction Questionnaire (CSQ) is our instrument of choice.  It is widely used to measure satisfaction in various subpopulations and language groups around the world and in various service settings including mental health inpatient and outpatient and addiction treatment settings (Attkisson, Greenfield 1996).  It readily lends itself to mail-out survey methods and can be anonymous or use codes to link to service delivery.  A particular advantage of the CSQ18 is it is suitable for repeated applications with a high degree of equivalence (i.e. similar results across different cultures and groups) (Attkisson, Greenfield 2004).  It has a reading grade level of 4.7 where the standard reading level is grade 7 to 8.  The lower grade indicates an easier level of reading (Attkisson, Greenfield 2004) which we felt is more suitable to our target population.
METHODOLOGY

For the purpose of this study, the project team choose a client satisfaction survey tool, the valid and reliable Client Satisfaction Questionnaire 18 (CSQ-18B)

Sample Frames

The CSQ-18B and Evaluation Questionnaire is mailed to a random sample of MH&AS clients/families.  The sample is taken from a list of clients discharged (i.e. completed treatment, terminated by self or clinician, did not complete treatment, etc.) from MH&AS (i.e. in-patient – CH, community mental health – NLHR, and community addiction services – SHR) in the 2005 or 2006 calendar year. 

a. CH collects information from a random sample of in-patient mental health clients.  CH selects subjects from the 2006 in-patient separation database.  A sample size of 234 is needed, given a target population of 579.  

b. SHR collects information from a random sample of the Saskatoon, Rural West, and Rural South geographical area community addiction services clients who terminate services in 2005.  Rural Central geographical area chose not to participate in the project. Children and youth are excluded from the sample. SK Health will draw the random sample from data base information housed with SK Health.  A sample size of 202 is needed, given a target population of 1700.   
c. NLHR collects information from the entire community of the mental health client population who terminate services in 2006.  This target population is 231 – including adult, youth, and children.  The subjects are selected from the NLHR - mental health services database. 
All Health Regions expect a response rate of 40%.
RESULTS

Quantitative Findings

The first objective is satisfied by the overall mean CSQ score (satisfaction score) for each Health Region.  Table 2 show the mean CSQ score and dichotomized mean satisfaction score overall and for each Health Region.

Table 2.0 – Mean Score – CSQ – Overall and by Health Region

	Overall mean CSQ score 
	SHR mean CSQ score
	NLHR mean CSQ score
	CH mean CSQ score 

	55.93
	53.00
	51.50
	60.50

	SD
	SD
	SD
	SD

	0.908
	0.794
	0.876
	0.947

	Overall dichotomized mean CSQ score
	SHR dichotomized mean CSQ score 
	NLHR dichotomized mean CSQ score 
	CH dichotomized mean CSQ score 

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	49.19
	50.43
	54.07
	46.51


p-value=0.05, Confident Interval 95%

*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Mean satisfaction only tells part of the story.  To identify areas for improvement, the researchers review of the overall frequency distribution for CSQ results.  This reveals six areas where a significant percentage (>20%) of responders indicate dissatisfaction.  These areas are:

· Prompt Service

· Comfort and Attractiveness of facilities

· Amount of help received

· Receipt of other services felt one needed

· Felt understood by service provider (clinician)

· Program met needs

The second objective is determined by the proportion of responders indicating this is an acceptable method to engage MH&AS consumers.  Table 3 shows the mean Evaluation score and the dichotomized satisfaction score overall and for each Health Region. 

Table 3.0 – Mean Score – Evaluation – Overall and by Health Region

	Overall mean Eval score 
	SHR mean Eval score
	NLHR mean Eval score
	CH mean Eval score 

	10.85
	9.79
	11.28
	10.90

	SD
	SD
	SD
	SD

	1.139
	1.278
	1.147
	1.076

	Overall dichotomized mean Eval score 
	SHR dichotomized mean Eval score
	NLHR dichotomized mean Eval score
	CH dichotomized mean Eval score

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	8.44
	7.86
	9.00
	8.44


p-value=0.05, Confident Interval 95%

*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Generally, the majority of responders are clients, under the age of 49 years, attending less than 5 visits for service.  With the exception of CH, there is an equitable response from both genders.  The length of time responders are enrolled in service varies greatly between regions.  In NLHR - Community Mental Health, the majority of responders indicate being enrolled in service longer than 6 months.  Responders from CH indicate being enrolled in In-Patient Psychiatry for less than 5 months.  The majority of SHR responders did not respond to this question. This may be indicative of the type of consumers the survey is engaging from each Health Region.  

Cross-tabulation of CSQ 18-B and Evaluation Questionnaire dichotomized responses are examined against the outcome predictors.  Overall, satisfaction with MH&AS is correlated with the type of services one receives and location, i.e. the community in which one resides and receives service.  Further, the shorter time period the client is enrolled in service, the more satisfied they are with our services.

The Evaluation Questionnaire cross-tabulation reveals no significant correlation between responses and outcome predictors overall.  

Qualitative Findings

The Evaluation Questionnaire questions allow responders to provide researchers with details surrounding counseling services and take the opportunity to elaborate on the MH&AS they receive.  For SHR, responders elaborate on the satisfaction level with communication, psychiatry services, overall service delivery and self care needs.  Clients from NLHR provide feedback on privacy and staffing issues.  Emergency room, psychiatry services, communication, service delivery, and staffing issues are items clients from CH want to that Health Region to be aware.

DISCUSSION

Response Rates

Each researcher surveys one mental health or addiction service clientele.  In this manner each region is able to use the results for their internal quality improvement processes for the given MH&AS setting.  The response to the survey says a great deal.  One of the limitations for this project is low response rate to the survey (SHR – 7%, NLHR – 12%, CH 17%).  The team tries to impact response rates by addressing the survey to the client, using the cover letter to highlight the survey brevity (3 pages front and back – including evaluation questions), anonymity, confidentiality, and value of their input.  We make three contacts with clients (introduction, survey and reminder). The reminder letter increases survey response by 12% in CH, 57% in SHR, and 31% in NLHR.  

The transient nature of certain segments of the MH&AS population may impacte response rate.  
CONCLUSION

The intent of this project is to undertake the task of MH&AS consumer engagement in the quality improvement process.  Further, the project is to determine the effectiveness of using a mail method survey for the purpose of engagement.  Our results indicate that MH&AS clients are generally satisfied with our programs.  They also feel that a mail survey is an effective method for engaging the feedback.
Moving forward, we recommend that our respective Health Regions take the following measures in MH&AS consumer engagement.

a. That the MH&AS consumer satisfaction results are used by our respective Regions to inform quality improvement projects 

b. That the MH&AS consumer satisfaction results are used to inform the accreditation report. 

c. That our Health Regions commit to a benchmark for MH&AS consumer satisfaction; whereby client satisfaction will be assessed on a regular basis (e.g. every year)

d. That our Health Regions follow-up on areas for MH&AS program improvement by conducting personal interviews and focus groups

e. That future surveys are mailed to clients at discharge and 6 months post-discharge.  We predict that this will improve response rates by engaging clients early in the quality improvement process.  We also predict loss to transiency will be minimized

f. That future cover letters be condensed to less than 2 double-sided pages.

What is important is using the evidence from this project to improve MH&AS programs for our clients.  We believe that our Health Regions are committed to a quality improvement process for MH&AS programs. 
Satisfaction Guaranteed
INTRODUCTION
The Canadian Council on Health Services Accreditation - Mental Health & Addiction Self Assessment standards requires consumer engagement.  Our respective Health Regions want to meet these standards.  To this point, engagement of clients of MH&AS is limited in our regions.  

Our respective Health Regions’ strategic planning processes identify quality improvement as a priority.  Engagement of clients for the purpose of assessing consumer satisfaction is an important part of total quality management and the quality improvement process.  Effectively engaging clients provides a comprehensive, systematic, client-centered approach for analyzing, implementing, monitoring and improving both the perceived and clinical quality aspects of care (McLaughlin and Kaluzny, 1999).  

The intent of the SEARCH Project is to undertake the task of MH&AS consumer engagement in the quality improvement process.

The SEARCH Project

SEARCH (Swift Efficient Application of Research in Community Health) program provides an opportunity for Health Regions and organizations to develop organizational capacity for evidence-based decision-making.  This 2-year program engages health professionals and academic researchers in training, mentoring, and knowledge exchange.  The goal of the program is to develop the skills and knowledge in choosing evidence from existing research, creating evidence through new research and evaluation, and using evidence in decision-making in complex organizations.  The purpose in being selected for this learning opportunity is to increase the capacity of evidence-based practices in our respective Health Regions.  As participants in SEARCH, we use the learning modules and SEARCH community to collaborate on activities and projects.  This study is the group project requirement for SEARCH.

The group project topics are drawn from suggestions from the Health Regions participating in SEARCH.  SEARCH participants form groups to “unpack” these topics and develop researchable questions.  Our topic is client satisfaction in mental health and addiction services.

The Health Regions

Three Health Regions are involved in the project; Saskatoon Health Region - Saskatchewan, Northern Lights Health Region, and Chinook Health – Alberta.

SHR is the largest Health Region in Saskatchewan, providing services to almost 300,000 local residents and serves as one of three tertiary centers for specialized health services in the province. On any given day, approximately 35% of hospital care in Saskatoon is provided to people living outside the Health Region. The population of the region is diverse, including a large aboriginal and Mennonite community.  Community addiction services serves approximately 90% of the region’s addiction population segment.  Twenty percent of this population is enrolled in the Safe Driver program.  On average, twice as many men seek services as do women.

NLHR is geographically the largest Health Region in Alberta and is made up of over 20 communities. The project will take place in Community Mental Health – West, which includes the Town of High Level, Town of Rainbow Lake, and communities of La Crete, Fort Vermilion and the Paddle Prairie Métis Settlement.  This catchment area of 20,000 residents includes 2 acute care hospitals, and 2 full time Mental Health clinics located in High Level and Fort Vermilion with the remaining communities receiving weekly travel clinics. The communities are comprised of a young population average age of 27 years and a large Aboriginal and Mennonite population.

The demographics of CH and the inpatient population of the psychiatric unit at Lethbridge Regional Hospital match up well with 40% of the admissions coming from areas outside of Lethbridge.  Although the rural population is larger than the city, many of the individuals with chronic and persistent mental illnesses have migrated to Lethbridge due to the greater availability of services.  The region has a large aboriginal population, numerous Hutterite colonies, and a growing number of “Mexican” Mennonites.
Objectives

We will identify a method that will provide a valid measure of client satisfaction across different mental health and addiction settings which meets financial and accountability requirements and that lends to the accreditation requirements and quality improvement processes of our regions.  We also want to learn clients’ and families’ satisfaction with their ability to be involved in and ask questions about their care in specific mental health and addiction settings.  For the purpose of this study our objectives are:

a. To ascertain client’s and families’ satisfaction with MH&AS in our regions
b. To determine clients' and families’ satisfaction with ability to participate in a quality              improvement process via a mailed consumer satisfaction survey. 
BACKGROUND 
Choosing the method

Balance Score Cards (BSC) measurement tools are used by the provinces for long-term strategic goal setting, linking health authority performance to outcomes.  According to McLaughlin and Kaluzny (1999), BSC transcends the traditional financial accounting framework, seeking to build internal capabilities and forging strategic integration.  Measures (indicators) used in the BSC include financial performance, customer knowledge, internal business processes, and staff learning and growing.  Client satisfaction measures are the most readily available and frequently used quality indicator of customer knowledge for Health Regions.  These measures are a reporting requirement to Provincial Health (McLaughlin and Kaluzny, 1999).  

A valid and reliable consumer engagement process is necessary.  It is used to identify improvement opportunities in key components of care, such as service structure and process (e.g. compliance, care continuity, re-hospitalization rate, length of stay, malpractice risk, referral rates, and program efficiency).  Continuous Quality Improvement (CQI) principles “have lead to the integration of consumer satisfaction measures that can be used to identify important opportunities in key components of care - structure, process, and outcome” (McLaughlin and Kaluzny, 1999).  Although client satisfaction is related to service outcome, it does not directly measure outcome of a health service.  Other indicators and data are used to provide this information.

We have explored various consumer satisfaction tools.  These fall into two modalities:

a. Qualitative Modalities - observations, feedback programs, work teams, quality circles,


focus groups

b. Quantitative Modalities - comment cards, mail surveys, point-of-service interviews, telephone interviews

According to McLaughlin and Kaluzny (1999) there are critical considerations to make when comparing these optional measurement modalities.  They are expense, timeliness of feedback, staff competencies to develop and administer the measurement instrument, and data complexity.  For example, work teams and quality circles provide useful and timely consumer satisfaction information that is non-episodic.  However, these methods do not offer information that is generalizable or comprehensive.  Comment cards are the least expensive but the most complex and often consumer-biased.  The more extensive methods (e.g. interviews) require greater human and financial resource commitment.  These methods tend to provide satisfaction measures that are more generalizable.

Tenner and DeToro (1992), in McLaughlin and Kaluzny (1999, pp. 140), identified a “two-dimensional framework for determining data capture techniques for various desired levels of understanding about consumers’ service experience”.  The framework illustrates the relationship between the reactive and proactive approaches to understanding consumer expectations and the benefit of using techniques for each level at the same time

· Level one:  reactive approach by management and level of customer understanding is low (e.g. comment cards and management observations)

· Level two:  proactive approach by management with greater level of customer understanding (e.g. focus groups, quality circles)

· Level three: proactive approach by management to yield a generalizable understanding of consumer expectations (e.g. interviews, surveys)

McLaughlin and Kaluzny (1999) go on to state that consideration needs to be given to appropriate timing of data collection efforts.  Follow-up of services with extended recovery periods may provide meaningful information if data is collected at reasonable points in the recovery process (e.g. six weeks following discharge).  Further, consideration has to be given to surveys conducted on a semi-regular basis with attention to the science of item consistency, survey design, and/or sampling methods that lead to empirical validity concerns.  As interest grow in integrating consumer satisfaction information into CQI process, the responsibility for periodic surveys and content increases.

There are advantages to including the consumer of services in the evaluation of service delivery.  Without considering the client’s opinions, the evaluation can be biased by the provider of the service and thus incomplete (Attkisson, Hargreaves, Nguyen 1979).  The combination of client and provider ratings of services is needed to give a more complete evaluation.  There is certainly a thrust in MH&AS to include client opinions in program evaluations. A more compelling argument to assess client satisfaction is provided by Marvit and Beck in an unpublished manuscript (Attkisson, Hargreaves, Nguyen 1979).  The authors suggest that since most providers of MH&AS are publicly funded there is no profit incentive to satisfy consumers nor any financial penalty when they are dissatisfied and drop out of treatment.  However, health care providers have an ethical responsibility to ensure that services are beneficial, do no malice, support autonomy, and are just.  Consumer engagement is one means by which to gauge service.

Consideration is given to each type of measurement modality.  Timelines of feedback, expense, staff resources and competency level to deliver, data complexity, and instrument administration are explored.  It is important to remember that any modality offers only a snapshot of client satisfaction.  According to Tenner and DeToro in 1992 (in McLaughlin and Kaluzny, 1999) the most proactive approach with maximized level of consumer understanding are personal interviews, focus groups, designed surveys, and benchmarking.  An important validity consideration in mail-method surveys administration procedures is obtaining a high response rate to minimize non-response bias.  Mail-method surveys seldom have a return rate over 45%, even after follow-up (Attkisson, Greenfield, 2004).  Using an interview format is shown to inflate the positive satisfaction scores while using mail-methods surveys increases anonymity, which fosters more to-the-point and honest responses (Kolb, Race, Seibert 2000).

We are interested in a comprehensive consumer satisfaction modality that evaluates service quality across the Mental Health and Addiction Services (MH&AS) continuum of services. We want a valid and reliable tool that is deliverable to clients and their families.  In addition to this, the consumer satisfaction engagement process will need to be financially feasible given the increased demands on Health Region funding.  Therefore, the chosen client satisfaction tool will need to be cost-effective in terms of delivery and human resource cost.  Despite having a higher response rate, interviews are the most expensive form of data collection in terms of human resource and delivery costs.  Mailed surveys are substantially cheaper than face-to-face or telephone interviews (Woodward, Chambers, and Smith, 1982).  Given the research on consumer satisfaction engagement modalities, a mail survey is chosen as an effective method for engaging our consumers; keeping in mind the known advantages and disadvantages.  According to Woodward, Chambers, and Smith (1982) and Dillman (2000), they have the following advantages:

a. Less expensive than interviews 

b. Respondents may be more frank and honest

c. No interviewer bias

d. Can reach certain segmented populations more readily e.g. people with busy careers, many after work commitments, shift workers, etc.

e. Respondents can take time to complete

f. Respondents can take opportunity to discuss questions and answers with others

g. Respondents can take time to think over answers and not provide spontaneous answers

They also have the following disadvantages:

a. Response rates are relatively low 

b. There may be a bias due to systematic non-response i.e. illiterates, non-English readers, less educated

c. Questionnaires may be lost in the mail

d. Sequence of question and answers cannot be controlled

e. They need to be short

f. Cost per return may be high if initial response rate is low

g. Extensive and detailed probing questions can not be used effectively

h. Ambiguous answers cannot be clarified

i. It is not always clear who is the respondent

j. Use of follow-up mailing and telephone calls to increase response rate, increased field work time and staffing costs

k. Postal disruptions may impede data collection

l. Recall bias related to date of discharge e.g. January vs. December

Choosing the Instrument

Our search for valid and reliable satisfaction instruments for MH&AS clients leads us to consider the following tools.  The Verona Satisfaction Scale is intended for inpatient mental health settings and is not appropriate for community mental health and addiction service clients.  The National Health Service Mental Health Questionnaire is a long survey and focuses on psychiatric inpatient settings exclusively.  Again, this questionnaire is not appropriate for community mental health and addiction services clients.   The SHoPSS (Standardized Hospital Patient Satisfaction Survey), from Australia, is widely used in the United States but it is for inpatient settings as well.  Many other patient satisfaction surveys are available, however, all address mental health inpatient services only.  

The Consumer Satisfaction Questionnaire (CSQ) is our instrument of choice.  It is widely used to measure satisfaction in various service settings including mental health inpatient and outpatient and addiction treatment settings (Attkisson, Greenfield 1996).  It readily lends itself to mail-out survey methods and can be anonymous or use codes to link to service delivery.  The psychometric properties of the CSQ include high internal consistency (Cronbach’s alpha range 0.83 – 0.93) and moderately high item-total correlations (Attkisson, Greenfield 1996).  The CSQ is shown to be valid across many settings and it is more well established than, for example, the SSS-30 (Service Satisfaction Scale) (Attkisson, Greenfield 1996).  The CSQ receives frequent citations and is adopted widely for use in service delivery settings and in research (Attkission, Greenfield 1996).  The SSS-30 use is for primary medical care settings and mental health outpatient populations and uses items that are more specific than the CSQ (Attkisson, Greenfield 1996).  A particular advantage of the CSQ18 is it is suitability for repeated applications with a high degree of equivalence (i.e. similar results across different cultures and groups) (Attkisson, Greenfield 2004).  It has a reading grade level of 4.7 where the standard reading level is grade 7 to 8.  The lower grade indicates an easier level of reading (Attkisson, Greenfield 2004) which we felt is more suitable to our target population whose reading and comprehension may be compromised.  

According to Attkisson and Greenfield (1996), this tool is deliverable across a variety of health service settings including MH&AS.  The CSQ instrument is a self-reported questionnaire measuring client satisfaction with services.  It is used for quality assurance, evaluation research, scientific studies and program planning.  The items in the questionnaire are “generic” making it applicable across a broad range of health and MH&AS.  Studies include mental health, public health, primary care health clinics, health maintenance organizations, employee assistance programs, mandatory short-term alcohol abuse treatment programs for drunk drivers, residential alcoholism treatment programs, community based residential care, case management for individuals with severe mental disorder, AIDS self-support, and psycho educational group service settings. Typically, data is gained by self-report, but oral responses can be collected.  (e.g. individual with mental health disorder through interview with case manager).  The CSQ allows for open-ended questions to be added; for example likes and dislikes about the process.  The usual application is to measure aggregate satisfaction levels for performance outcomes in care settings, which can be used to compare against other settings, duration of services, client types, facilities or time frames.  The CSQ is useful with various subpopulations and language groups around the world.

Various sampling approaches have been used for this tool including systematic, random, stratified, follow-up, and census of all clients seen during a specific period of time.  

Attkisson and Greenfield (1996) states that mail survey methods have been used with a response rate of 40-50% being the highest typically achievable with one follow-up postcard reminder.  They recommend the point-of-service surveys approach.

The CSQ comes in an 8, 18, and 31 questions format.  According to Attkisson and Greenfield (2004), the CSQ-8 is a general uni-dimensional or global measure of consumer satisfaction. The CSQ 8 can be abbreviated into a CSQ 4 or CSQ 3, which can provide very generic, macro level information.  The CSQ 8 is reliable and valid and has general questions that provide overall measure of satisfaction, but does not elucidate what clients specifically like or disliked.  One uses the multi-dimensional SSS-30 for this purpose.  The CSQ 8 gains feedback at a macro level.  For the purpose of this project, we want micro level data as well.  For this reason, the CSQ 18 and 31 are of interest.  The CSQ 18 and 31 imbed the CSQ 8 items; however, the CSQ 8 does not cover all 9 categories that the CSQ 31 covers (i.e. physical surroundings; support staff; kind/type of service; treatment by staff; quality of services; amount, length, and quantity of services; outcome of services; general satisfaction; procedures). The CSQ 18 covers all 9 categories as well, including the facility’s environment, the reception received, the clinician’s capabilities and competence, the adequacy of referrals to other programs, and respectfulness of services and processes.  These items are of most interest to our regions and departments.   The CSQ 31 includes questions about payment and in-patient environment, which are not applicable for the purpose of this study.  Further, when we add the evaluation and demographic questions to the CSQ 31, the total length of the survey will be 42 items.  We feel that this length of survey may negatively impact response rates; thus, the CSQ 31 is dismissed in favor of the CSQ 18.  The team chose the CSQ 18 version B because of the numbers of questions relating to specific service operationalization and service outcomes, which are lacking in the CSQ-8 and CSQ18A.

Psychometric Properties of the CSQ

The CSQ uses un-weighted summation of the direction-corrected response values (1-4) for the total scale and calculations of measures of central tendency (mean, standard deviation, median, and mode) of the individual item ratings and for the total scale score (Attkisson and Greenfield, 1996).  According to Attkisson and Greenfield (1996), the scoring is not complicated, involves calculation of total score across all items for each subject, and analyzes item and total score distribution across groups of subjects.  Scales are easily scored and no special computer program or automation method is necessary.
The CSQ-18 is a valid and reliable tool, which is analysed for question clarity. 

Attkisson and Greenfield (1996) and Attkisson and Greenfield (2004) report the questionnaire has highly desirable psychometric properties.  Findings from twelve studies of 8,000 subjects report:

1. Internal Reliability: high internal consistency - Cronbach’s alpha  range 0.83 – 0.93 (unweighted mean 0.88)

2. Item-total correlation: supporting the conclusion that the CSQ measures a global satisfaction construct.  This can be set at any number; too high and it appears that the same item is being offered over and over again, too low or negative and it appears that respondents do not see the item as associated with the overall construct.  Often 0.6 is chosen as the correlation.    

3. Construct Validity: enhanced by high correlations (range= 0.6-0.8 ) found when compared with other satisfaction instruments that use different strategies to measure the same construct.

4. Negatively skewed core distributions: produces negatively skewed rating distributions when total raw scores or mean of item means are analyzed.  10 % of respondents are generally found to be dissatisfied

5. Response rate: mailed survey 40-50% response rate.  

Table 1.0 illustrates the psychometric properties of the CSQ 8, CSQ 3, and CSQ 4 as reported in a variety of studies. Given that the CSQ 18 has the CSQ 8 item set embedded, it promises similar psychometric properties to the CSQ 8.  
Table 1.0 Psychometric properties of the CSQ 8 and CSQ3,4

	Published Studies
	Larsen et al 1979
	Nguyen et al 1983
	Attkisson et al

1983
	Greenfield 1983
	Roberts and Attkisson 1983
	Roberts et al (1983a)
	Roberts et al 1984
	Greenfield 1989
	Greenfield et al 1995

	CSQ scale version
	CSQ-8
	CSQ-8
	CSQ-8
	CSQ3,4
	CSQ-8
	CSQ-8
	CSQ-8(S)
	CSQ-8
	CSQ-8

	Sample Size
	248
	3,120
	119
	1,267
	2,605
	42
	101
	1,464
	506

	Sample Ethnicity
	Diverse
	Diverse
	Diverse
	Anglo
	Anglo
	Mexican-American
	Hispanic
	Diverse
	Adult and Child

	Health Domain
	Mental Health
	Mental Health
	Primary Care
	Counselling
	Mental Health
	Mental Health
	Family Services
	Impaired Driver Rx
	Mental Health

	Total  Score
	
	
	
	
	
	
	
	
	

	Average
	A
	27.09
	a
	9.95/13.52
	27.23
	26.35
	27.04
	27.53
	27.80

	Standard Dev.
	A
	4.01
	a
	2.02/2.52
	3.95
	4.28
	4.30
	3.60
	3.57

	Mean of Item Means
	A
	3.39
	3.68
	a
	3.40
	3.30
	3.38
	3.44
	3.48

	Mean of item variances
	A
	0.48
	0.31
	a
	0.54
	0.51
	0.49
	0.40
	0.41

	Coefficient alpha
	0.93
	0.87
	0.83
	.83/.86
	0.88
	0.90
	0.90
	0.86
	0.85

	Median item total r (b)
	A
	0.65
	0.57
	a
	a
	a
	0.69
	0.62
	0.60

	Minimum item total r
	A
	0.54
	0.46
	a
	0.55
	0.44
	0.56
	0.48
	0.47

	Maximum item total r
	A
	0.68
	0.68
	a
	0.69
	0.77
	0.78
	0.66
	0.67

	Mean interitem r
	A
	0.47
	0.40
	a
	0.48
	0.44
	0.53
	0.44
	0.42

	Minimum interitem r
	A
	0.35
	0.25
	a
	0.37
	0.13
	0.32
	0.30
	0.25

	Maximum interitem r
	A
	0.65
	0.69
	a
	0.66
	0.78
	0.72
	0.57
	0.59


a = data not available           (b) item –total correlations are corrected for the presence of the item being evaluated                                     * table adapted from Attkisson and Greenfield 2004  

Scoring of the CSQ

In addition to the CSQ 18B, a number of demographic and evaluation questions will be asked.  The demographic questions will allow for the correlation of survey results to CSQ 18B items and the evaluation questions.  The evaluation question will provide an understanding of consumer acceptability and appropriateness of mailed satisfaction surveys in the MH&AS client population.  The CSQ is scored on a scale of 1 – 4 and the total satisfaction is summed item scores ranging from 1 – 18.  The higher score on the CSQ indicates higher levels of service satisfaction of respondents.

METHODOLOGY
This is a mailed structured question survey. Surveys can provide concise performance tracking, consistent measurement over time, and the detail required to improve performance (McLaughlin and Kaluzny, 1999).  For the purpose of this study, the project team choose a client satisfaction survey tool using the mail method to engage consumers.  The tool for this project is the valid and reliable Client Satisfaction Questionnaire 18 (CSQ-18B)

Sample Frames

The CSQ-18B and Evaluation Questionnaire is mailed to a random sample of MH&AS clients.  The sample is taken from a list of clients discharged (i.e. completed treatment, terminated by self or clinician, did not complete treatment, etc.) from MH&AS (i.e. in-patient – CH, community mental health – NLHR, and community addiction services – SHR) in the 2005 or 2006 calendar year.  The mailing lists (i.e. names and address of clients) is generated from the MH&AS databases from the 3 respective Health Regions. 

Each researcher surveys one mental health or addiction service clientele.  In this manner each region is able to use the results for their internal quality improvement processes for the given MH&AS setting.

a. CH collects information from a random sample of in-patient mental health clients.  CH selects subjects from the 2006 in-patient separation database.  The random sample is generated using a random sample generator available in Microsoft Excel. A sample size of 234 is needed, given a target population of 579 and expects a response rate of 40% for a 40%-60% confidence interval around 50% of the sample having a specific result (STATCALC EpiInfo Version 6).  
b. SHR collects information from a random sample of the Saskatoon, Rural West, and Rural South geographical area community addiction services clients who terminate services in 2005.  Rural Central geographical area choose not to participate in the project. Children and youth are excluded from the sample. The Evaluation Questionnaire and cover letter are modified to remove material that will reference to this segment of the population (e.g. child/youth consent, question #25 on the Evaluation Questionnaire) The subjects are selected from the community addiction sites.  SK Health draws the random sample from data base information housed with SK Health using a random sample generator available in Microsoft Excel.  A sample size of 202 is needed, given a target population of 1700 and expects response rate of 40% for a 40%-60% confidence interval around 50% of the sample having a specific result (STATCALC EpiInfo Version 6).
c. NLHR collects information from the entire community of the mental health client population who terminate services in 2006.  This target population is 231 – including adult, youth, and children.  The subjects are selected from the NLHR - mental health services database. NLHR expects response rate of 40%.
Data Collection Procedures

The one challenge facing us is the lower response rate for mailed surveys.  According to Woodward, Chambers, Smith (1982), and Dillman (2000), there are strategies for increasing response rates to surveys.  We can improve response rate by personalization of the cover letter, addressing the survey to the client, using the cover letter to highlight the survey brevity, anonymity, confidentiality, and value of their input.  Dillman (2000) states “multiple contacts are essential for maximizing response to mail survey”, without which response rates will usually be 20-40% lower.  He recommends five contacts:

a. pre-notice letter – introduction and notice that a questionnaire will be arriving in a few days. 

b. questionnaire mailing – including a detailed cover letter to explain the importance of responding with a real signature, and a self-addressed stamped. 

c. thank you postcard – to thank respondents and encourage non-respondents to complete the survey about 1 week after questionnaire mailing

d. replacement questionnaire – to non-respondents 2-4 weeks after initial mailing

e. final contact – by telephone or priority post

All three Health Regions will send an introductory letter (pre-notice mailing) in a personally addressed (to client) envelope at Week 0.  Included in the SHR mailing, will be a 1 page cover letter from SK Health (as per SK Health Ethics Board requirements).  The questionnaire mailing, at Week 1-2, will include a personally address (to client) envelope, a cover letter (including informed consent), CSQ 18B and Evaluation Questionnaire, and self-addressed stamped return envelope mailing.  Included in the SHR mailing, will be a 1 page cover letter from SK Health (as per SK Health Ethics Board requirements).  A follow-up personalize (to client) letter reminder mailing occurs at Week 3-4.   Thank you notes will be incorporated in the initial mailing and follow-up reminder letter mailing.  
All Health Regions used labels on the mailing envelopes.  NLHR and SHR used postage meter to stamp the envelopes, while CH used self adhesive stamps.CH and NLHR will conduct the mailings from their respective Health Regions.  SK Health will send all the mailings for SHR.  The return envelopes are addressed to the SEARCH participant office address in the SHR and to each Health Region general mailing address in the NLHR and CH. 
The cost of the CSQ-18B makes it prohibitive to send replacement surveys to the entire sample. The project is not using identifiers, making directed replacement questionnaire and final contact by telephone or priority post impossible.  In SHR, the introduction, cover, and reminder letters (with the exception of the SK Health cover letter), Evaluation Questionnaire will be printed on pink paper to make it more visible to respondents.  The other Health Regions will use white paper.  No incentives will be used.  The cover letter will provide details on where project results can be obtained by the respondent.

Families in the NHLR and CH are invited to respond for children and youth under 18 years of age or on behalf of clients who are incapacitated.  SHR did not survey children and youth.

In addition, a mailed Evaluation Questionnaire will collect feedback from respondents on the CSQ tool and method.

Financial incentives are not used by our Health Regions when engaging clients.  They will not be used in this project.

Ethical considerations 

The nature of mental health and addiction issues and diseases can make the mental health and addiction client population vulnerable.  Engagement of this population in the quality improvement process may exacerbate this vulnerability.  Although we do not perceive engagement in this process will pose risk or harm to the client or families, we appreciate that reflection may cause some distress.  The referral to mental health counseling is made in the cover letter. Further, in the cover letter we stress that inclusion of identifiers in responses may result in “Duty to Report” under the law, mental health act, and regional policies if it reveals harm to self or others, or harm of a minor. There are no incidences of this kind in the project.
In NLHR one respondent identifies the clinician by name.  This identifying information is purged from the evaluation questionnaire by the researcher prior to data entry.  This issue did not arise in the other Health Regions.

In order to engage this population in the consumer satisfaction process and gain candid and forthright feedback to the questionnaire, it is important that they feel comfortable and secure that their responses are valued, anonymous, and confidential. To meet these criteria, consideration is given to the following areas.  

Consent

A mail survey requires a client or family member to complete and return.  The cover letter will indicate that completion and return of the survey implies their consent to have their responses collected for this study.  Further to this, the cover letter explains their rights and obligation in the consumer satisfaction process.  It outlines that the response to the survey is voluntary, that there is no obligation to respond to the survey, that replying to the survey is considered their consent to participate in the process, and that choice to respond (or not respond) will not impact their care.  

Anonymity and Confidentiality

Steps are being taken to ensure client anonymity in the consumer engagement process.   These include:

a. Identifiers will be limited to those necessary for data analysis and correlation.  Any identifiers included in the Evaluation Question responses will be blacked out prior to coding.  

i. Gender

ii. Age 

iii. Postal code – used by NLHR and CH

In SHR, SK Health requires town/city verses postal code in question #28 on the Evaluation Questionnaire.  This modification in the wording of Q 28 is completed to comply with SK Health Ethics Review Board requirements.

iv. Type of service received
Each Health Region surveys clients from a particular MH&AS.  If respondents indicate they receive more than one service, the one for which the Health Region is surveying is used, the other disregarded.  In SHR, if a respondent indicates receiving safe driving and addiction counseling services, safe driving is used.  Safe driving program screening may indicate the need for long term counseling.  However, the entry point for addiction service remains the safe driving program. 
v. Length of time received service 

vi. How many visit to service

b. Signed consent form will not be used as this is a means of identifying the respondent.

c. Respondents is asked to identify who completed the survey using limited categories of identification

i. Self

ii. Family member (i.e. parent, guardian, spouse, sibling, etc.)

iii. Completed together

d. Survey results will be available through a web site or by contacting a dedicated phone number.  Web access is available at local community libraries.  This information is included in the cover letter that is retained by the client.  Further, it conveys that one does not have to complete the survey in order to receive results.
e. Return envelopes were shredded by all Health Regions 
Clients are informed via the cover letter how information from the survey and evaluation questionnaire is shared.  Health Information Protection Act guides Health Region’s treatment of personal information.  As Health Region employees we comply with this act.  All personal information for the purpose of conducting the study, data collection, recruitment, and demographic information is kept with the SEARCHers from whose region it is obtained.  i.e. Mental Health in-patient – Chinook Health Region, Mental Health Community Services – Northern Lights Health Region, Community Addiction Services – Saskatoon Health Region.  

In the NLHR, the under 18 population constitutes a significant portion of the target population.    It is necessary to understand the needs and concerns of adolescents receiving MH&AS as it may differ from that of their family. The cover letter indicates that in discussion with a child or youth under 18 years of age, a family member or guardian is asked to complete the survey. The cover letter indicates that for adolescents over 12 years of age and under 18 years of age, parents may answer as proxy of adolescents.  Mature minors are anticipated to answer the survey.  Contact information is provided if the respondents have any questions.  The cover letter includes contact information for counseling if the client or family finds any of the questions disturbing. 

Data Storage

Completed surveys, data from the survey, name and address lists is kept in locked file cabinets in secure Health Region offices.  Once data from the survey is entered and verified, paper copies of the survey information will be shredded as per Health Region client information destruction policy and procedure and the REB guidelines (i.e. 5 years). The entered data will be kept secure in regional research and statistics departments in respective Health Regions if the researcher leaves the region within 10 years of project.

RESULTS

Overview of the Analysis

Data from the CSQ 18B and Evaluation Questionnaire tools is collected, collated, described, and tabulated separately for each region.  Data from the survey is collected using and Access form.  The Access table is exported to Excel and then imported into SPSS 14 for data analysis and reporting. To ensure integrity of the data, data is entered by one researcher and cross-compared by a second researcher. Uncharacteristic or inappropriate answers are excluded from the data and coded as zero (0).  Answers are scored (0) if respondent did not circle a response from the list, circle more than one response, or provide a response which was not indicated. The number of times uncharacteristic or inappropriate answers are excluded are noted.  If a respondent provides two responses to the same question, one which is circled, the response that is circled is collected.
An average CSQ question score and Evaluation Questions score is calculated (adding all individual questionnaire scores together and averaged over the number of respondents) for the overall results and for each Health Region.  Descriptive analysis of respondents’ demographic data is computed for the following variables:  who responds to the survey, gender, service area, age, the kind/type of services, duration of enrolment in services (which will be collapsed into 2 month interval), and the number of visits for services.  No categories are collapsed.  Most categories have more than 5 responders or collapsing of data will make the analysis interpretations unusable by the Health Regions.  Anonymity is not compromised.  Frequency distribution is completed for each CSQ-18B question and the 4 quantitative Evaluation Questions using a dichotomization of satisfied/dissatisfied, like/dislike, better/worse, no/yes, etc. (i.e. answers 1&2 and 3&4 will be pooled together).  Cross-tabulated dichotomized responses of the CSQ 18-B questions and 4 quantitative Evaluation questions are examined against who completes survey, age, gender, service, duration of enrolment in services, and number of visits for services.  Chi-square test for independence is run for each outcome predictor by who responded to the survey, gender, location where reside, age, the kind/type of services, duration of enrolment, and number of visits.  The proportion responding to the survey and proportion of responders stating this is an acceptable method are outcome indicators calculated for each region.  It is understood that the CSQ results are not generalizable to other regions given the different target populations surveyed in each region.  

The qualitative data from the open-ended questions is analyzed using the approach advocated by Creswell (2005), and includes six basic steps:

a. Organization and preparation of the data for analysis.

b. Reading through all the data.

c. Beginning a detailed analysis with a coding process.

d. Use of a coding process to generate a description of the categories or themes for analysis.

e. Advancement of how the description and themes will be represented in the qualitative narrative.

f. Making an interpretation of the data.

Each long answer Evaluation Questionnaire response is read by each member of the research team to determine themes and assign numerical codes.  The Team categorizes each theme and assigns each category a numerical code.  All long answer theme and category coding is cross-checked by one other researcher.  Uncharacteristic or inappropriate answers are excluded from the data and receive a zero (0) numerical code.  No software program is used.  The table in Appendix I outlines the themes and categorization for Questions 23, 24 and 25 responses.
Quantitative Findings
The objectives of this study are two fold;
a. to ascertain client’s and families’ satisfaction with MH&AS in our regions; and,
b. to determine clients' and families’ satisfaction with ability to participate in a quality              improvement process via a mailed consumer satisfaction survey. 
The first objective is satisfied by the overall mean CSQ score (satisfaction score) for each Health Region. The CSQ question score is calculated for each Health Region by adding all respondents individual question scores together and averaged over the number of respondents.  Table 2 shows the mean CSQ score and dichotomized mean satisfaction score overall and for each Health Region.  The maximum CSQ score is 72.  The mean scores indicate that overall MH&AS clients are satisfied with the service they receive in their respective Health Regions.
Table 2.0 – Mean Score – CSQ – Overall and by Health Region
	Overall mean CSQ score 
	SHR mean CSQ score
	NLHR mean CSQ score
	CH mean CSQ score 

	55.93
	53.00
	51.50
	60.50

	SD
	SD
	SD
	SD

	0.908
	0.794
	0.876
	0.947

	Overall dichotomized mean CSQ score
	SHR dichotomized mean CSQ score 
	NLHR dichotomized mean CSQ score 
	CH dichotomized mean CSQ score 

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	49.19
	50.43
	54.07
	46.51


p-value=0.05, Confident Interval 95%
*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Mean satisfaction only tells part of the story.  To identify areas for improvement, the researchers review the overall frequency distribution for CSQ results.  This reveals six areas with significant where a percentage (>20%) of responders indicated dissatisfaction.  These areas are:
· Prompt Service
· Comfort and Attractiveness of facilities

· Amount of help received

· Receipt of other services felt one needed

· Felt understood by service provider (clinician)

· Program met needs

An analysis of the frequency distribution for each Health Region reveals similar results.  For SHR the significant dissatisfaction is in the areas of prompt service, comfort and attractiveness of facilities, and receipt of other services one needs.  In NLHR, the CSQ identifies the areas of prompt service, receipt of other services one needs, and meeting the clients needs as lacking.  CH responders indicate in 11 of the 18 answers as not meeting with their satisfaction.  (See Appendix J – Quantitative Analysis – Overall, Appendix K - Quantitative Analysis – SHR, Appendix L - Quantitative Analysis – NLHR, Appendix M - Quantitative Analysis – CH)
The second objective is determined by the proportion of responders stating this is an acceptable method to engage MH&AS consumers.  Questions 19 to 22 in the Evaluation Questionnaire determine satisfaction of MH&AS clients to participate in the quality improvement process using a mail method.  The maximum score is 16.  Table 3 shows the mean Evaluation score and the dichotomized satisfaction score overall and for each Health Region. The mean scores indicate that overall MH&AS clients are satisfied with the mail method of engagement in the quality improvement process in their respective Health Regions.

Table 3.0 – Mean Score – Evaluation – Overall and by Health Region
	Overall mean Eval score 
	SHR mean Eval score
	NLHR mean Eval score
	CH mean Eval score 

	10.85
	9.79
	11.28
	10.90

	SD
	SD
	SD
	SD

	1.139
	1.278
	1.147
	1.076

	Overall dichotomized mean Eval score 
	SHR dichotomized mean Eval score
	NLHR dichotomized mean Eval score
	CH dichotomized mean Eval score

	Satisfied
	Satisfied
	Satisfied
	Satisfied

	8.44
	7.86
	9.00
	8.44


p-value=0.05, Confident Interval 95%

*Note – SHR survey Addiction clients, NLHR survey community mental health clients, and CH survey In-Patient Mental Health Clients.

Overall and Health Region frequency distribution results reveal that the majority of responders (61%-Overall, 62%-CH, 60%-NLHR, and 53%-SHR) indicate satisfaction with being engaged using a mail survey.
An outcome indicator for both study objectives is the response rate to the survey itself.  The research team expect a response rate of 40% for a 40-60% confidence interval around 50% of the sample having a specific result.  This is inline with Attkisson and Greenfield (1996) and Attkisson and Greenfield (2004) report on the CSQ psychometric properties, which indicate a mailed survey response rate of 40-50%.  

Table 4 - Response Rate by Health Region – shows that the overall and Health Region response rate falls well below the team’s expectation.  Having said this, the inferences of data results to the target population can not be made with a high degree of confidence.
Table 4.0 – Response Rate by Health Region
	
	Overall Response Rate
	SHR Response Rate
	NLHR Response Rate
	CH Response Rate

	# Surveys returned
	83
	14
	29
	40

	# Surveys Mailed (n)
	656
	202
	231
	223

	Response Rate
	7.9%
	6.9%
	12.5%
	17.9%


p-value=0.05, Confident Interval 95%

Descriptive analysis of respondents’ data for the variables; who responds to the survey, age, gender, duration of enrolment in services (categorized by 2, 4, 6, 8, 10, and 12 month intervals), and number of visits, indicate the following:

Overall


· 67% of responders completed the survey themselves

· 32% of men and 46% of women responded to the survey

· 14% of responders were 18-29 years of age, 36% of responders were 30-49 years of age, and 21% of responders were 50-69 years of age
· Majority of responders (21%) were enrolled in services for 1 month

· 43% of responders had 5 or less visits (vs. 29% who had 5 or more visits)

SHR

· 60% of responders completed the survey themselves

· 33% of men and 27% of women responded to the survey

· 27% of responders were 18-29 years of age, 27% of responders were 30-49 years of age, and 7% of responders were 50-69 years of age

· Majority of responders (73%) did not indicate the number of month they were enrolled in service

· 33% of responders had 5 or less visits (vs. 20% who had 5 or more visits)

NLHR

· 73% of responders completed the survey themselves

· 17% of men and 70% of women responded to the survey

· 13% of responders were under 18 years of age, 13% of responders were 18-29 years of age, 47% of responders were 30-49 years of age, and 10% of responders were 50-69 years of age

· 20% of responders indicated they were enrolled in service for 5 month or less, vs 30% indicating they were enrolled for more than 6 months
· 17% of responders had 5 or less visits (vs. 57% who had 5 or more visits)

CH

· 62% of responders completed the survey themselves

· 40% of men and 33% of women responded to the survey

· 9% of responders were 18-29 years of age, 31% of responders were 30-49 years of age, and 33% of responders were 50-69 years of age

· 61% of responders indicated they were enrolled in service for 5 month or less, vs 7% indicating they were enrolled for more than 6 months

· 65% of responders had 5 or less visits (vs. 12% who had 5 or more visits)

Generally, the majority of responders are clients, under the age of 49 years, attending less than 5 visits for service.   With the exception of CH, there is an equitable response from both genders.  The length of time responders are enrolled in service varies greatly between regions.  In NLHR - Community Mental Health, the majority of responders indicate being enrolled in service longer than 6 months.  Responders from CH indicate being enrolled in In-Patient Psychiatry for less than 5 months.  The majority of SHR responders did not respond to this question. This may be indicative of the type of consumers the survey is engaging from each Health Region.  
A dichotomized frequency distribution for each CSQ-18B question reveals overall mean scores between 2.51 – 2.86; SD < 0.553.  The majority (over 72%) indicate a satisfactory response to the eighteen CSQ questions.  The percentage of responses falling below 72% satisfaction is to the following questions:

Overall

· Prompt service – 69% satisfied

· Other services needed but not received – 53% satisfied

· Understood problem – 67%

SHR

· Prompt service – 53% satisfied

· Attractiveness/comfort of facility – 60% satisfied

· Other services needed but not received – 47% satisfied

NLHR

· Prompt service – 67% satisfied

· Other services needed but not received – 57% satisfied

· Understood problem – 70% satisfied

· Met needs – 70% satisfied

CH

· Attractiveness/comfort of facility – 71% satisfied

· Amount of help received - 71% satisfied

· Helped you deal effectively with problem – 71%

· Other services needed but not received – 50% satisfied

· Understood problem – 59% satisfied

· Overall satisfaction with service – 71%

· Our people understood the kind of help wanted – 71%

· Met needs – 68% satisfied

A dichotomized frequency distribution for each Evaluation Questions reveals overall mean scores between 2.45 – 2.61; SD < 0.682.  The majority (over 60%) indicate a satisfactory response to the 4 evaluation questions.  Only 50% of responders are satisfied that their opinion would be considered and used to improve service. This holds true for NLHR.  In CH this drops to 48%.  In SHR 53% responders indicate satisfaction with the survey method and opinion being considered.  Only 47% feel satisfied with being asked for their opinion.
Cross-tabulation of CSQ 18-B and Evaluation Questionnaire dichotomized responses are examined against the outcome predictors; who complete survey, age, gender, location where reside, type of service, duration of enrolment in services, and number of visits for services.  Duration of enrolment in services is collapsed into 2 month intervals to provide useable results.  Chi-square test for independence is run for each outcome predictor.  We find a correlation between some questions and some of the outcome predictors.  The correlations differ between Health Regions; see Appendix J to M for cross-tabulation results overall and for each Heath region.  According to Steiner and Norman (1998) a correlation of 0.8 indicates a good association between variables. For the purpose of this study, the overall cross-tabulation results with a significance above 0.75 are summarized below in Table 5 – Overall Cross-tabulation Results
Table 5.0 – Overall Cross-tabulation Results

	
	Pearson Chi Square (> 0.70) n=83

	Demographic Variables /

CSQ Quest.
	Who completed
	Gender
	Location
	Type of Service
	Length of Service
	# visits

	Prompt Service
	-
	-
	-
	-
	.989
	.757

	Detraction
	-
	-
	.750
	.814
	.779
	-

	Help Received
	-
	-
	-
	.892
	.997
	-

	Appropriate
	-
	.791
	.968
	.819
	-
	-

	Effectively
	-
	-
	.984
	-
	.819
	-

	Kind of Service
	.971
	.802
	.980
	.793
	-
	-

	Understood
	-
	-
	.939
	-
	-
	-

	Competent
	-
	-
	.966
	-
	-
	-

	Quality
	-
	-
	.960
	.754
	.988
	.781

	Satisfaction
	-
	-
	.992
	-
	.937
	-

	Recommend
	-
	-
	.993
	.721
	.750
	-

	Met Needs
	-
	-
	.938
	-
	.996
	-

	Respect
	-
	-
	.730
	-
	-
	.792

	Return
	-
	-
	.999
	-
	-
	-


Overall, satisfaction with MH&AS correlates with the type of services one receives and location, i.e. the community in which one resides and receives service.  Further, the shorter time period the client is enrolled in service, the more satisfaction they have with our services.

Each Health Region’s has similar results, with some variations.  In SHR, the satisfaction with facility attractiveness and comfort is significantly correlated to most demographic information.  Client’s feel being listened to is important.  This correlates with the location (i.e. where one resides and receives services), the length of enrolment, and the number of visits.  The longer the enrolment and number of visits, the less satisfaction the client has with the clinician’s ability to listen.  The same hold true for the client’s feeling they are understood.  The significant correlating variables with dichotomized satisfaction are age (30-49 years of age are more satisfied) and length of time the client is enrolled service.
In NLHR length of time the client is enrolled in service and the number of visits are significant factors in determining satisfaction.  However; unlike the overall results, clients in NLHR are most satisfied, are more likely to recommend services, and feel they have received other services; the more visits they attend.  Similar to other Regions, if they are enrolled in services for less than 5 months, clients feel they have received the help they want, feel they are respected, would return again for services, feel understood, and feel the facility is attractive and comfortable.
For CH, who completes the survey correlates with clients satisfaction rates.  Responses indicate being satisfied if the survey is completed by the client verses a family member.  Again, the less time clients are enrolled in service and the fewer number of visits, the higher the satisfaction rate (especially around the items of feeling they are listened to and receiving other services).
The Evaluation Questionnaire cross-tabulation reveals no significant correlation between responses and outcome predictors overall.  This holds true for NLHR.  SHR finds a correlation (0.759) between length of time enrolled in services and a belief that their opinion would be considered in quality improvement.  Again, consumer satisfaction increases the shorter the enrolment in service.  CH finds significant correlation (0.733 – 0.934) between length of enrolment and responders satisfaction with being asked what is important, survey effectiveness, and feeling about opinion.
Qualitative Findings
The Evaluation Questionnaire qualitative data (from Question 23, 24, 25) is categorized using an open coding system. The coding of the long-answer responses is completed when all researchers present and themes and categories are cross-compared.  Uncharacteristic or inappropriate answers are excluded from the data and coded as zero (0).  SHR has no inappropriate or uncharacteristic responses, CH had 9, and NLHR has 14.  Non-responses are coded as zero (0).  No software program is used.

Appendix I contains the Qualitative Response – Themes and Categories.  Table 6 – Qualitative Responses Overall - contains the categorized responses to the qualitative questions asked on the Evaluation Questionnaire.  These questions allow responders to provide researchers with details surrounding counseling services and take the opportunity to elaborate on the MH&AS they receive.  For SHR, responders elaborate on the satisfaction level with communication, psychiatry services, overall service delivery, and self care needs.  Clients from NLHR provide feedback on privacy and staffing issues.  Emergency room, psychiatry services, communication, service delivery, and staffing issues are items clients from CH want to that Health Region to be aware.
Table 6.0 – Qualitative Responses - Overall

	 Did Not Ask
	Frequency
	Percent

	Valid
	no response
	57
	67.05882

	
	privacy
	4
	4.705882

	
	ER experience
	2
	2.352941

	
	communication
	4
	4.705882

	
	personal safety
	1
	1.176471

	
	finance
	1
	1.176471

	
	psychiatrist
	4
	4.705882

	
	service delivery
	12
	14.11765

	 
	 
	 
	 

	 What Else Want to Tell Us
	Frequency
	Percent

	Valid
	no response
	50
	58.82353

	
	wait period referral time
	3
	3.529412

	
	counselling services staffing issues
	14
	16.47059

	
	elaborating on degree satisfaction with services
	3
	3.529412

	
	great service
	12
	14.11765

	
	self care
	3
	3.529412

	 
	 
	 
	 

	 Child/Youth Perspective
	Frequency
	Percent

	Valid
	no response
	83
	97.64706

	
	finance
	2
	2.352941

	 
	 
	 
	 


DISCUSSION

Response Rates

Each researcher surveys one mental health or addiction service clientele.  In this manner each region is able to use the results for their internal quality improvement processes for the respective MH&AS setting.  The response to the survey says a great deal.  One of the limitations for this project is low response rate to the survey.  The team tried to impact response rates by addressing the survey to the client, using the cover letter to highlight the survey brevity (2 pages front and back – including evaluation questions), anonymity, confidentiality, and value of their input.  We make three contacts with clients (introduction, survey and reminder). Dillman (2000) states “multiple contacts would increase response rate by 20-40%.  What we found is the following:
a. CH target population for in-patient mental health clients is 579.  From this a sample of 234 is drawn.  After the initial mailing (introduction letter), 35 letter are returned - Return to Sender.  The survey is mailed to 199 clients.  Forty surveys are returned in total, 35 before the reminder letter is sent.
b. SHR collects information from a random sample of the Saskatoon, Rural West, and Rural South geographical area community addiction services clients who terminate services in 2005 (n= 202).  The target population excludes children and youth. SK Health reports that 20 introduction letter is returned - Return to Senders.  Survey packages are mailed to 182 clients. A total of 14 surveys are returned, 6 prior to the reminder letter being sent.

c. NLHR surveys the entire target population of 230.  The researcher receives 44 introduction letters back from the initial mailing – Return to Sender.  A total of 29 surveys are returned, 20 prior to the reminder letter the reminder letter being sent. 

The reminder letter increases survey response rates by 12% in CH, 57% in SHR, and 31% in NLHR.  
The transient nature of certain segments of the MH&AS population may have impacted response rate.  We believe the Return to Sender rate is attributable to population transiency with MH&AS clients.  Given the nature of this population’s illness, certain respondents may not feel confident in responding to the survey.  This may be the case for Community Mental Health and Addiction clients.
SHR’s response rate is less than half that of the other Regions.  Some factors that may impact response are the addition of the 1-page cover letter from SK Health.  The SK Health cover letter is included in the introduction mailing, making the introduction letter 2-pages in total length.  The cover letter is also included in the survey mailing.  This makes the total survey package 11 pages in length.
SHR and NLHR target populations are from a database of clients terminated in 2005 and 2006, respectfully.  Besides clients who complete treatment, terminations include clients who fail to attend further appointments, or choose not to complete treatment.  The proportion of addiction and community mental health clients who terminate for these latter reasons may be different than that for in-patient mental health.  This may explain the lower response rates in SHR and NLHR
CSQ and Evaluation Questionnaires
Question 32 of the Evaluation Questionnaire asked:  How many visits did you make for service? (circle one response)

     1
      
      2
      
       3     
            4                

1 only 

2- 5 visits 
5-9 visits
10 or more visits 
One will note that choice 2 and 3 intervals over lap, both referencing 5 visits.  Responders who attended services 5 times could choose #2 or #3.  It is impossible to determine the number of clients who attend 5 visits have indicated 2 or 3. Dichotomization intervals are 1-2 and 3-4. This infers that some clients were dichotomized as less (less than 5 visits) and some where dichotomized as more (more than 5 visits).  Therefore, the dichotomization of the results for this question may not be reliable.
CONCLUSION

Strengths and limitations of the study 

The objectives of the project are not only to evaluate the effectiveness of a mailed method survey, but also to establish baseline MH&AS client satisfaction with services.  This project provides Health Regions with the potential response rates to expect from MH&AS clients.  It also provides them with baseline data for MH&AS consumer satisfaction rates and highlights areas of success and areas for improvement.

The mail-method client satisfaction survey process has certain advantages and disadvantages.  The delivery of the introduction, initial mailing, and a follow-up reminder mailing takes a period of 4-6 weeks.  This is a short time span.  The survey is inexpensive.  The cost for this project to survey close to 700 clients is less than $5000.00.  
However, gaining depth and understanding of the causes of dissatisfaction and satisfaction, is where the CSQ falls short.  The most proactive approach with maximized level of consumer understanding is personal interviews and focus groups.  Keeping in mind, using an interview format has been shown to inflate the positive responses.

According to Attkisson and Greenfield (2004), in psychiatric settings satisfaction with treatment may correlate with clinical outcome, although the degree of association is modest.  More important is the relationship between change in function and absolute satisfaction outcomes, implying that clients value positive change.  Therefore, clients who have a positive change may report satisfaction.  This is not an objective in this study.  However, a preliminary analysis of overall frequency distribution and dichotomized results of CSQ questions relating to treatment outcomes and a correlation with general satisfaction shows no significant relationship.

Recommendations
The intent of this project is to undertake the task of MH&AS consumer engagement in the quality improvement process.

Our respective Health Regions want to engage MH&AS clients for the purpose of assessing satisfaction with Health Region programs.  Further, the project is to determine the effectiveness of using a mail method survey for the purpose of engagement.  Our results have indicated that MH&AS clients are generally satisfied with our programs.  They also feel that a mail survey is an effective method for engaging the feedback.
Moving forward, we recommend that our respective Health Regions take the following measures in MH&AS consumer engagement.

1. That the MH&AS consumer satisfaction results are used by our respective Regions to inform quality improvement projects 
2. That the MH&AS consumer satisfaction results are used to inform the accreditation report. 

3. That our Health Regions commit to a benchmark for MH&AS consumer satisfaction; whereby client satisfaction will be assessed on a regular basis (e.g. every year)
4. That our Health Regions follow-up on areas for MH&AS program improvement by conducting personal interviews and focus groups

5. That future surveys are mailed to clients at discharge and 6 months post-discharge.  We predict that this will improve response rates by engaging clients early in the quality improvement process.  We also predict loss to transiency will be minimized
6. That future cover letters be condensed to less than 2 double-sided pages.

What is important is using the evidence from this project to improve MH&AS programs for our clients.  We believe that our Health Regions are committed to a quality improvement process for MH&AS programs. 
Dissemination plans

This project requires support and guidance from our direct supervisors, our SEARCH sponsoring leadership, the regional MH&AS general managers and department managers, our regional quality assurance and research departments, and SK Health.  Project results will be presented.    Discussions and presentations will be made to MH&AS general managers and department managers whose client’s and families’ are involved in the study.  

A copy of the final project full report and research finding will be provided to regional senior leadership.  A presentation of executive summary and project findings will be made to regional senior leadership and regional health authority boards.  A presentation of findings and project report will be made to general managers and managers of MH&AS departments, and regional quality assurance and research departments.  

SK Health has not conducted a provincial satisfaction survey of discharged Addiction clients.  The survey results and evaluation findings will inform their research department consideration for a provincial survey.  

The authors of the CSQ are interested in our findings.  The CSQ has had infrequent utilization in MH&AS client populations with greater than 6 month post-discharge.  The project’s results will contribute to psychometric property data for the CSQ.

At this time, there is no intent to publish in a specific journal or present results at a provincial or health conference.  However, if the opportunity arises, the project team will be willing to undertake both. Conversations with the CSQ author, indicate his interest in referencing our results in his next study.  
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