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EXECUTIVE SUMMARY 



Purpose 

The purpose of this study was to carry out a formative eval iation of the newly 

implernented "Moving on" transitional day program to determine what needed to be 

changed to enhance the outcomes for people with Acquired Brain hjury. 

Background 

Numerous studies and reports identified the need for life enrichment programs for those 

individuals with acquired brain injury who were not yet able to return to paid cornpetitive 

ernployment. 

The "Moving on" program was developed through a partnership between Sherbrooke 

Community Centre and the AB1 Outreach Team with funding fkom the AB1 Partnership 

Project and the Lieir Foundation. The transitional day program ran for four hours two 

evenings a week. There was space for eight participants led by two staff. The prograrn 

focused on developing psychosocial and independent living skills to enable survivors to 

access resources in their community. This involved planning, shopping, preparing and 

clean up for an evening meal. Group discussions and activities, guest speakers and 

development of group responsibilities helped to develop psychosocial skills. Community 

outings were planned to promote awareness of the local resources and healthy lifestyles. 



Community resources visited included l i b w ,  grocery stores, movie theaters, coffee 

shops, greenhouses etc. 

The participahg clients and staff enthusiastically agreed to participate in a formative 

evaluation of the moving on program after six months of operation. 

Method 

The methodology consisted of quantitative and qualitative measures for the purpose of 

triangulation. The qualitative methods included garnering opinions from client i n t e ~ e w s  

and a staff focus group. Quantitative methods included collecting and collating the results 

from the Canadian Occupational Performance Measure (COPM) and the Leisure 

Competency Measure (LCM) which were administered to clients every two months while 

they participated in the program. 

Generaily. clients expressed a great deal of appreciation for the moving on program not 

only in their words but also by their attendance and goodwill towards the staff and other 

participants. They even made an attempt to refer others to the program. The LCM scores 

showed improvement in client skills primarily in the interpersonal areas at four months 

and in cornrnunity integration by six months. Clients also showed significant progress 

toward achieving their specific goals of Mproving skills in meal planning and 



preparation ushg memory strategies, basic budgetbg and making conversation and 

developîng fiiendships. 

Likewise staff expressed a high degree of satisfaction with program set up and 

development. The employees were very cooperative in critically anaiyzing the program 

for m e r  improvement. 

Recommendations 

Completion of the formative assessrnent led to the formulation of sixteen specific 

recommendations designed to improve the overall effectiveness of the program. 

Refl ecting the input of both past clients and staff, îhey address such critical areas as 

communication transitions. workload and review of p r o C m  purpose. 

Communication enhancement between the AB1 Outreach Team and "Moving on" staff, 

funding agencies as well as home supports were recornrnended. As well, communication 

skill development for clients. along with fiequent explanations about program purpose 

and the benefits of each activity were recommended. 

The AB1 Outreach Team primary worker's workload associated with "Moving on" was 

previously identified as an add-on. The recommendation that one prirnary worker be 

assigned to the "Moving on" clients as part of their total caseload would make those cases 

a pnority as well as serve to enhance communication with other agencies. 



A fkee visitor's pass to attend the program and a graduation ceremony from the program 

with ensuing by alurnni visits were also recommended to aid transitions to and fiom the 

Review of program purpose was recommended on a yearly basis with emphasis placed on 

ski11 development that can occur in a group setting. 

The acceptance and implementation of these recomendations will serve to greatly 

enhance the dready strong positive impact that the 'Moving On' program is having on the 

lives of clients, and the families and communities in wbich they live. 



CHAPTER ONE 



Chapter One - Study Background 

The Research Question 

How well is the "Moving On" day program meeting the intended outcomes for clients 

with acquired brain injury? 

What program changes would enhance its ability to do so? 

The ProblemfOpportunity 

Sustaining a brain injury can have devastating effects on the physical, cognitive and 

behavioral aspects of a person. Not only does this injury affect the sunrivor; it changes 

farnily roles. relationships. and goals. smounted  by few other life events (Baggerly, 

1986). 

More individuals with acquired brain injury (-1) are surviving due to improved acute 

care and medical techniques. Saskatchewan hospital records identiQ diagnosis of 

traumatic and non-traumatic brain injuries treated in acute care facilities. Reliable 

statistics are difficult to obtain in North America because diagnosis of brain injury is 

often not recognized as part of multiple injuries or individuals sustainhg a brain injury 

either do not go to hospital or aren't admitted at the t h e  of injury. 

Extrapolation fiom available statistics indicates an estimated incidence of 
approximately 2.2 traumatic head injuries per 1,000 individuals per year. 
According to this formula, Saskatchewan will have at least 2,200 
Traurnatic Brain Injuries occur each year. (Acquired Brain Injury Working 
Group, 1995, p.7) 



A provincial method to track the needs or services required b y these individuals 

following the acute phase of hospitalization is not in place. 

Based on data fiom Royal University Hospital in Saskatoon and fiom 
Plains Health Centre in Regina it is reasonable to extrapolate that 
approximately 150 individuals each year will be at nsk for uicurring a 
brain injury requiring multiple seMces and long-term (lifetime) supports; 
in other words, there will be 150 new cases of moderate to severe brain 
injury each year, as well as perhaps 2000 others with "miId" brain injury 
who may also require short or long term rehabilitation services. (Acquired 
Brain Injury Working Group, 1995, p.7) 

It is well h o w n  that services in the community for clients with AB1 following discharge 

fiom the acute rehabilitation programs had not been developed in Saskatchewan until the 

advent of the AB1 Pilot Project. A trernendous amount of progress has been made 

through the AB1 Pilot Project: however, the gap still remains in the area of life 

enrichment for those individuals unable to undenake full-time. paid competitive 

employment. 

The intent of developing a day prograrn for individuals with AB1 was to provide them 

with the opponunity to redevelop psychosocial and independent living skills. These 

relearned skills and compensatory strategies would enable them to more easily transition 

to or access other community resources and assume other active family roles. This would 

assist the survivor to accept the new person they have become, and therefore aid them in 

finding a meanin+&I life within their cornrnunity (community integration). This process 

would indirectly reduce the burden on families. as the suMvor finds their new place in 

society and ultirnately becomes less dependent on them and the system. . 



If the program were not implemented to supply some rneaningful activïty to the 

survivor's day, there would be greater risk of substance abuse, depression, increased 

imtability and other secondary psychosocial problems developing (Witol, Sander, Seel 

and Kreurzer, 1996). These behaviors dong with lack of programming increase family 

burden for caregivers that can lead to health issues for them as well. 

The Organization 

Prior to 1995, excellent acute care and inpatient rehabilitation for these individuals had 

been developed in Saskatchewan, however, programming and follow-up into the 

cornrnunity was lacking. In 1992, the gaps in health care seMces for people in 

Saskatchewan with acquired brain injuries were described as so huge that effectively 

there was no service for them (SP Research Associates, 1992). At the same time the 

population of people with acquired brain injury was growing. Other specialized or 

generic services were attempting to serve a small portion of these people who required a 

broad s p e c m  of specialized services. At a time when fiscal realities dictated that 

services be limited rather than expanded the recommendations for service seerned an 

impossible reality. 

In 1993 the Saskatchewan Head Injury Association prepared a document outlinhg the 

need for and recommendations for a broad specmim of services for sunrivors of acquired 

brain injury. This included; assessment, case management. community rihabilitation 



propms,  respite for caregiven, vocational rehabiiitation, education, and flexibilit~ in the 

workplace (Saskatchewan Head Injury Association, 1993). 

Subsequent to the many reports, surveys, and fonims submitted to Saskatchewan Health, 

it became apparent that services for individuals with AB1 and theu families needed to be 

developed for the post acute phase of recovery (Saskatchewan Head Injury Associahon, 

1993, and SP Research Associates, 1992). 

In 1995 automobile insurance in Saskatchewan changed from tort to a no fault system 

called the Personal Injury Protection Plan (PIPP). These changes are outlined in the 

Automobile Accident Insurance Act (Statutes of Saskatchewan. 1978, revised version, 

1998). The change in approach essentially changed the focus fiom compensation for pain 

and suf5ering to rehabilitation of injuries sustained. 

To assist with the implementation of PIPP. Saskatchewan Government Insurance (SGI) 

formed a Rehabilitation Advisory Board to recommend program developments that 

would support the timely rehabilitation of individuals injured in motor vehicle crashes. 

The Board recornmended that SGI invest in the rehabilitation of individuals injured in 

motor vehicle crashes who had sustained an acquired brain injury or sustained soft tissue 

injuries. 

As a result of recommendations fkom the Rehabilitation Advisory Board,.Saskatchewan 

Government Ensurance (SGI) and Saskatchewan Health partnered, in 1995, to develop a 

compre hensive. integrated suppoa program for individuals with AB 1 and their families in 



Saskatchewan (Acquired brain Injury Wcrking Group, 1995). This included h d i n g  for 

three AB1 outreach teams as well as twenty-seven community agencies to address the 

needs of the AB1 popuiation and their families across the province. SGI provided funding 

of 9.3 million dollars for a three-year pilot project that was to be adrninistered by 

Saskatchewan Health. 

The pilot project and al1 h d e d  agencies were evaluated afier three years of operating. 

(Bessey and Bonokoski, 1998). As a result of that evaluation, funding for the many 

projects. now known as the AB1 Partnership Project, was extended for another five years. 

The AB1 Pilot Project Evaluation Report (1998), identified remaining gaps in the service 

system for individuals with AB1 in the area of iife enrichment for those unable to 

undertake full-tirne' paid, cornpetitive employment. 

The Saskatchewan Central AB1 Outreach Team is a multidisciplinary team, h d e d  by the 

AB1 Partnership Project. whose defmed services include transitionai case management, 

some direct semice, education and community development for individuals with AB1 

and their families. The team provides these services to swivors in eleven health districts 

of Saskatchewan, and endeavors to meet the needs of the clients with resources as close 

to home as possible. 

The AB1 Outreach team's approach to service for the Al31 population is unique. 

Following discharge from acute rehabilitation, the team perfoms a functional assessrnent 



of the client and together with the client sets client-driven goals that direct the 

programming in the community. The needs of the clienc the f d y  and the community 

are considered in the program planning. Interventions are advocated for and coordinated 

to facilitate lifelong commuaity integration of the client. 

In its three years of functioning, the Outreach Team h a  venfied the gap in service for 

clients that do not currently have the skills to access employment opportunities or other 

leisure progams available to the general population. 

The Saskatchewan Central AB1 Outreach Team partnered with Sherbrooke Cornmunity 

Centre Day Program staff to develop a proposal outlining a day program designed 

specifically ro meet these identified needs of individuds with AB1 (Babcock and Huston. 

1 999). Since 60% of the Outreach Team clients, as well as the Outreach Team are based 

out of Saskatoon District Health (SDH), it was deemed appropnate to place the new day 

program at Sherbrooke Community Centre. Sherbrooke Community CentTe is a 263 bed 

long-tem care facility that is Iocated on Acadia Drive in Saskatoon. The innovative, 

resident-directed facility also houses a 36 spot child day care and a 36 spot Adult 

Community Day Program. The new "Moving on" program would be available to al1 

residents of Saskatchewan, however, it would be more advantageous for clients to reside 

in Saskatoon whilr participating in the program. 

Funding was successfully obtained from two sources to impiement the day program, the 

AB1 Partnership Project and the Leier Foundation. The program would be available to 



clients of the AB1 Outreach Team who were currently unemployed and had identified self 

directed goals to wards increasing their independence and social skills to facilitate 

comrnunity reintegraion. Prïor to the development of this program, seMces for the client 

who was not yet ready to reenter the work force was Iimited. The program focused on 

rebuilding those skills that enhance the client's ability to transition to other comrnunity 

agencies. thereby bridging the gap in seMce previously identified in the system. 

The mission statement of the new day program is: 

The transitional day program, assists suMvors of acquired brain injury to 
develop psychosocial and independent living skills to provide life 
enrichment and to enable them to access community resources. ("Moving 
on" planning meeting minutes April4,2000, p. 2 )  

The intended outcornes of the program are to increase client skills in the areas of communication, 

interpersonal relations, meal planning and preparation, using public transportation, money 

management and interacting with one's comrnunity. My major project focuses on the formative 

evaluation of this transitional day program. 



CHAPTER TWO 



Chapter Two - Literature Review 

Review of Organizational Documents 

The Acquired Brain Injury Workuig Group set about developing a strategy for services. 

The vision statement for the strategy was: 

Saskatchewan will have a comprehensive, integrated system of supports, 
resources and services that will enhance the rehabilitation outcomes and 
improve the quality of life for individuals with acquired brain injury and 
their families. This system will prornote the self-determination of 
individuals as well as participation and (re) integration into community 
life. (Bessey and Bonokoski, 1998, p. 1) 

The Acquired Brain Injury Pilot Project was implemented for three years and included 

three AB1 Outreach Teams as well as 27 other fünded agencies. The objectives of the 

Al31 Pilot Project were to ensure that: 

The population targeted for service enhancement will be identified and 
defined. 
Existing resources for people with acquired brain injury will be identified 
and linked. 
New program developments will address gaps and meet identified needs. 
After program implementahon, rehabilitation outcomes and quality of life 
will be improved for people with acquired brain injury and their family 
(Acquired Brain Injury Working Group, 1995, p. 6 )  

These objectives were to be achieved through a systems-based conceptua1 mode1 for case 

management (Whitman, 199 1, p. 21). The coordination of existing services as well as 

advocacy for and development of new services for the AB1 popuIation were to be 

irnplemented in the cornmunity- At the end of three years a comprehensive evaluation 

would be carried out to determine if funding should be continued. 



One of the acquired brain injury outreach teams was designated to be located within 

Saskatoon District Health. Saskatoon District Health is one of thirty-three health districts 

in Saskatchewan. Saskatoon District Health's mission states: 

As an integrated health district, in partnership with others, we will 
achieve a healthy community through health promotion q d i t y  services 
and delivery, education and research supported by a hedthy workplace 
and healthy operatiom. (Saskatoon District Health. 1999) 

Since Saskatoon District Hedth and the AB1 Pilot Project had interests in working 

together to improve health. a contract was signed in March of 1996. 

The AB1 Outreach Team based in Saskatoon is responsible for services to survivors of 

AB1 and their families in eleven heaIth districts of central Saskatchewan. The provincial 

mission statement for the three Al31 Outreach Support Teams was: 

To provide individual and family support to people with acquired brain 
injury so that they may live successfùIIy in their comrnunities with 
improved quality of life. (Acquired Brain Injury Pamiership Project, 2000) 

The AB1 Pilot Project Evduation began in December 1996 and ran until December 1998. 

The results of the evaluation showed a hi& level of survivor and family satisfaction with 

the services received through the AB1 Pilot Project. Services that were appreciated 

included the personalized service in the client's home or community and the support 

given to both client and family. Thirteen recommendations were developed based o n  the 

findings of the evaluation (Bessey and Bono kos ki. 1 998). One of the thirteen 

recomrnendations was that vocational and avocational options need to include avaiLability 



of life emichment day program and leisure activities for those individuals unable to 

undertake full-be, paid, competihve ernployment. 

As a resdt of thk recornmendation a c d  for proposds for life e ~ c h r n e n t  programs was 

put forward by the AB1 Partnership Project. Proposais from eligible organizations that 

were able to provide matching f'unds for the amount of requested funds, would be 

considered. 

The AB1 Outreach Team parînered with Sherbrooke Community Centre to propose a day 

prograrn, specific ro the needs of survivors of ABI. The program would be held at 

Sherbrooke Community Centre, in Saskatoon. 

The proposal included funding for two activity workers, supeMsed by the Sherbrooke 

Community Centre Day Program Director and the AB1 Outreach Team, to carry out the 

evening activities twice a week with eight participants. The program was funded for a 

term of five years. beginning in January 2000. A planning cornmittee including members 

of the AB1 Outreach Team as well as the Director of Day Programs at Sherbrooke 

Community Centre, met December 21, 1999 to set the objectives of the prograrn. These 

included: 

To improve social skills and communication 

To develop meal planning, preparation, and cleanup skills 

To develop basic money management skill 

To improve ability to use public minsport 



To participate in community leisure programs 

The admission criteria was established as follows: 

The client must have a confirmed diagnosis of brain injury 

The client must have previously undergone assessrnent and case management of the 

AB1 Outreach Team 

The client must have a need to develop the areas that the program is focushg on 

The client m u t  have a desire to make changes in these areas in the+ life 

The client must have addiction, psychiatrïc and behavior issues well managed 

The client must be between 16 and 65 years of age 

The discharge cntena was set as follows: 

The client will have achieved goals set out during 6 rnonth admission 

The client has improved to the point where he is eligible for other programs 

The client ma? stay beyond the six-month period if he is continuing to show 

improvement but requires m e r  support to meet goals. 

The client no longer wishes to participate in the program 

("Moving on" Planning cornmittee meeting minutes. Dec. 2 1, 1999) 

As welI. the cornmittee set out the duties of each partner agency and tirnelines were set 

for hiring and orientation of new staff. The AB1 Outreach Team provided a four-day 

orientation to brain injury training session for day prograrn staff from February 28 to 

March 2, 2000. Clients were referred and screened for appropriateness for the prograrn. 



The program has been up and nuining since March 16,2000. The program admitied eight 

clients within the first month of operating. 

Review of Supporting Literature 

Acquired Brain lnjury 

For the purpose of this study, 1 will use the definition of acquired brain injury as set out 

by the Acquired Br& Injury Working Group (1995, p. 6).  

Acquired brain injury (ABI) is a genenc term referring to damage to the 
brain due to traumatic, chronic, or pathologicd injury and is not related to 
a congenitai disorder or a degenerative disease such as Alzheimer's or 
multiple sderosis. 

Traumatic brain injury refers to an iiasult to the brain occurring 
fkom a fall, motor vehicle crashes, assaults, sports injuries and job- 
related injuries. 
Chronic brain injury occurs as a result of substance abuse 
including inhalation of toxic substances or chronic aicoholism. 
Pathological brain injury may involve a viral infection (e.g., 

encephalitis), cerebral vascular disease (e.g., stroke), tumors, cysts, 
or metabolic disorders (e.g., Iiver or kidney disease). 

in ail cases. injury to the brain resuits fiom bniising, tearing, or bleedinp 
into soft brain tissues, or, as in "non-traumatic" brain injuries (e-g., near- 
drowning, choking or strangulation), chronic, and pathologicd injury, 
from interference with oxygen supply to the brain. 

Due to advances in medicine. emergency care, and neurosurgery, the swival rate of 

individuals with acquired brain injury has increased (Smigielski, Malec. Thompson, and 



These advances in acute care and inpatient rehabilitation were not followed up with 

support into the communiq. Survivors were discharged to the care of f d y  rnembers 

who stmggled to cope (Rose and Johnson, 1996). 

Although brain injuries c m  happen to anyone, they seem to be more prevalent in the 

sixteen to twenty-five year old age group. The AB1 population consists of a 

disproportionate number who are mdes fkom niral locations; lower socioeconomic 

backgrounds; are from disrupted fîmilies; have a pre-morbid history of learning or 

attention deficit; and have a histoq of substance abuse. The aboriginal population is also 

over-represented. In Saskatchewan, there are approximately 2200 new cases of brain 

injury per year. Of these, approximately 150 will require multiple services and long-term 

(lifetirne) supports (Acquired Brain Injury Working Group, 1995). McGann, Werven, and 

Douglas (1 997) confimi the prevalence of the general brain injured population. 

Different manifestations can occur from brain injury, dependent on the area of the brain 

that was darnaged (Goertz and Acton, 2000). Damage may occur in a specific area or be 

more diffuse which is less predictable with regards to manifestations. There may be 

physical manifestations as well as behavioral and cognitive problems which ail have an 

impact on not o d y  the life of the individual but also the family unit. The individuai's 

goals' roles, and relationships have changed in a "matter of moments.?' Physicai 

manifestations, though they may be severe. may subside long before the behavioral and 

cognitive deficits. Cognitive irnpairments include memory, thinking, problem solving and 

leaming difficulties. Behavioral impairments usually refer to personality and emotional 



changes and resdt in sociaIly maladapted interaction between the client and his pees  as 

well as his environment (Baggerly, 1986). 

The most comrnon manifestations of brain i n j q  reported by relatives at one and five 

years post injury were personality change. slowness, poor memory, irritability, bad 

temper. and tiredness (Brooks. Campsie, Symington, Beattie and McKinley, 1986). 

Studies at seven (Oddy. Coughlan, Tyerman and Jenkins, 1985) and ten to fifteen years 

(Thomsen, 1984), have shown similarly, that poor memory and concentration. poor 

control of temper, and tiredness are amongst the most common problems reported by 

relatives. However, McKidey and Brooks (1984) claim that it is unknown if the increase 

in symptoms reponed is due to secondary psychological disorders of the individual with 

brain injury or the decreased tolerance of the relatives. 

A srudy by Dikmen. Macharnaer and Temkin (1993) reported that severe head injury had 

significant long-term impact on psychosocial fiuictioning. These deficits had a 

detrimental effect on r e m  to work, independent living, and ability to participate in 

leisure activity previously enjopd. Whereas fatigue, headaches, diviness and insornnia 

declined between one month and two yean, complauits of memory difficulties and 

imtability showed increases over tirne- 

Linn. Allen and Willer, (1994) suggest that increased awareness around deficits caused 

elements of depression and anviety in survivors and spouses. Seventy percent showed at 



ieast mild depression and fifty percent showed mildly elevated anxiety. Lezak (1 988) 

carried out a review of emotional and behavioral changes after brain injury and the effect 

they have on family members. She discussed the impact of having a brain injured child 

on a marriage as well as the impact of having a brain injured spouse on the marital 

relationship. These difTering circumstances c m  both have devastahg effects on 

mariages. Goertz and Acton, (2000, p. 20) clearly state that, "Living with a survivor of a 

rnoderate to severe brain injury is an experience that takes a lot of adjustment." 

Behavioral and emotional changes have shown the closest relationship to distress in 

patients and families while verbal memory; mental speed or sustained concentration were 

related to difficulties with r e m  to work (Rose and Johnson, 1996). 

Cope (1 995) provided encouragement when he studied effects of rehabilitation on the 

traumatic brain injury population and concluded that while many problems persist over 

time. they can be ameliorated by rehabilitation. The sad truth is that too few individuals 

have access to rehabilitation services. 

Rose and Johnson (1 996) recornmend long-term smtegies such as providing education 

and information to families and swivors. They also propose financial compensation, 

encouraging community reintegration, and providing case management to link clients to 

appropriate senrices, as other significant long-term strategies. These may improve the 

quality of life for an individual but will not r e m  them to the penon they were before the 

injury. Webb, Wngley, Yoels and Fine (1 995) found that fewer physical impairments 



wi th gains in functional independence, having a support network, coping strategies, 

promothg problem solving, and long-term planning for employment contributed to 

greater quaiity of life. Witol et al. (1988) suggest that individually tailored holistic 

rehabilitation programs, with long-term proactive follow up is likely to help prevent new 

problems and reduce the longevity of existing problems. Fleming, Tooth, Hassell and 

Chan (1999, p. 417) state, "The ultimate aim of rehabilitation following traumatic brain 

injury is to maximize the level of reintegration into the cornmunity and r e m  to 

productive activity." He M e r  asserts that community integration begins at discharge 

fiom the rehabilitation facility. 

An interesting discussion about cornmunity integration occurs in the literature. What is 

cornmunity integration? Comrnunity integration usually refers to what extent an 

individuai participates in family, vocational, and community roles. Cornmon to most 

definitions of "comrnunity integration", are three basic ideas: independence in one's 

living situation; relationships with others; and participation in productive and leisure 

activities. Karlovits and McColl. (1 999) discuss the stresses associated with attempting 

community reintegration for the individual with brain injury as well as some of the 

coping strategies that are utilized. The work of the AB1 Outreach team is to provide 

support to individuals with AB1 as they attempt to reintegrate to the cornmunity. 

A Transitional Living Centre in Kingston, Ontario described by Hamck, Krefting, 

lohnston. Carlson and Mimes (1994) focused on community reintegration and lists 

similar activities to our day program. The Kingston activities include participation in 



rnemory /orientation sessions, life and social skills program. therapy for substance abuse. 

behavioral programs and recreational activities. Most subjects were involved in work 

tnds  and vocationai training. The program appeared to bridge the gap and help prepare 

individuals with traumatic brain injury for a more independent Mestyle. This is s h o w  by 

irnprovement in functional statu, especially productive activity, place of residence and 

level of supervision at one year and diree-year follow up. 

However. ciients stated they felt more loneliness and depression at three years follow up, 

than when they had started the program. Did the residual and social problems corne to the 

fore once earlier concerns over employment and independent living were alleviated? 

What could be put in place to prevent the loneliness and depression following discharge 

fiom our program? 

A similar fmding is reported by Hillier and Metzer. (1997), when they examined data 

£?om questionnaires. interviews, and observations to compare perceptions of disabilities 5 

years post injury. Survivors reported a Iower rate of physical impairment and disability 

than the significant other or the examiner7 suggesting that survivors do not overly focus 

on physical issues. Significant others tended to perceive the survivors as being more 

dependent in activities of self-care which may reflect a distortion of perception because 

of their close physical and emotional involvement. Broad agreement was found in areas 

of recovery and relative ease of h c t i o n  in nominated life skills and areas. 



By considering the importance placed on these Me s M s  and areas, there is evidence to 

support the theory of an inherent hierarchy of nee- ranging fiom lower-order 

physiological or survival skills tlxough to high-order self-actuaiizing skills (Maslow, 

1943). These two studies indicate that some sort of follow-up must be put in place 

following ';transition" fkom our day program. It is hoped that ongoing case management 

by the Saskatchewan Central AB1 Outreach Tearn will provide this. 

Warren, Wrigley, Yoels and Fine (1996, p. 407) found that, 

. . .al1 persons, whedier nondisabled, injured or permanently disabled, do 
not exist in a vacuum unless they are comatose - they must interact with 
the larger society. Factors found si-cant in this study reflect wide 
spread societal noms. Persons (dthough injured and having disabilities) 
had greater life satisfaction if they were employed, marrie4 could 
remember things, could empty their bowels independently and had a good 
family life. 

Remondet Wall, Rosenthal and Niemczura (1998, p. 222) state, 

It appears that the community based training approach is effective for 
returning seIected individuals with acquired brain injuries fiom 
econornically disadvantaged environments to productive employment. 

The "place and train" method is also recomrnended by W i l k  and Comgan, (1994) who 

sees it as more successful than traditional rehabilitation and work hardening techniques 

used for other populations. Those methods require a person to learn a skill and transfer it 

to another environment. Training within the environment where it will be used appears to 

be the best method for individuals with -1 since individuais with AB1 have difficulty 

generalizing what they have been taught fiom one environment to another. SohIberg and 

Mateer. (1988) suggest that use of a compensatory memory book system for daily living 

and employment in severely memory impaired patients. 



Smigielaki, et al., (1992, p. 774) suggest another training approach used at the Mayo 

C h i c  Day Progradoutpatient Program is also effective in the AB1 population. The 

Mayo program suggests that " . . .an intensive group oriented outpatient program can 

effectively rehabilitate such pesons." They suggest the importance of the treatrnent at the 

day program but also stress the importance of providing a smooth and effective transition 

to independent living and work in the community by development and maintenance of 

close working relationships with local agencies. 

Miller (1980) discusses the ability to iearn in individuals with ABI. He States that the 

psyc hological consequences of head injury (changes in memory, personality, etc) are 

more detrimental than adjustment to physical impairments (hemiplegia, epilepsy, etc.) 

The effects of severe head injury often include memory impairment as well as physical 

impairment. 

In discussing training characteristics of severely head-injured patients, Miller (1 980) 

concluded that despite having extremely poor starting levels as compared with controls, 

the severely head injured group showed appreciable leaming with continued practice. 

There was impressive transfer of leaming fiom one training board to the next which was 

encouraging since most leamed skills have to be applied in situations which were not 

identical with those under which the ski11 was leamed. At the end of the study, the head 

injured group continued to learn and got closer to the control group whereas the control 

group seerned to reach their asymptote. 



Miller's research raised the possibility that given more extensive training the head injured 

group might get very close to the performance level of the controls. It is unlikely that the 

head-injured clients would reach the speed of the controls and their slower reaction times 

would be one factor to preclude this. Although it may take longer than before their injury, 

this study reassured individuals with ABI, that they would be able to learn new things. 

This is encouraging, as long as one dso  takes into account the work of Remondet, Wall et 

al.. (1 998) and Willer and Corrigan, (1 994) who saongly recornmend that new leaming 

take place in the environment in which it will be used. Goertz and Acton, (2000, p. 16) 

speak to client choice in programming, "One way to reduce differences between you and 

the swivor  is to involve h i .  in planning the rebuilding of skills." 

Life EnrichmentlDay Programs 

Because of the consequences of brain injury, only a low percentage of survivors (USA 

statistics show that only between 19 and 29 percent) return to full cornpetitive 

employment (Bmzy and Speziale, 1997). Contribuhg to this, survivors often 

temporady, if not permanently, stay with their family of origin. Survivors as well as 

farnilies experience isolation and role changes necessary to accommodate the needs of the 

survivor. Stress flourishes creating a on the family system. It is of utmost 

importance that individuah and farnilies afTected by AB1 try to reestablish, as much as 

possible, normal fmi ly  life and facilitate reintegration with other social systems. 

Therefore- the use of larger systems other than the family home to advance their farnily 



development across the life cycle will expand their social support systems and they will 

engage in more viable human relationships. 

Olver (199S1 p. 444) states, 

It is clear from studies outlining persisting problems after îraumatic brain 
injury thar there is a need for ongoing comunity-based programmes after 
the acute rehabilitation phase. Such programs wodd offer help with 
psychological adjutment to community living and practical assistance io 
areas such as returning to recreational pursuits and r e m  to work. 

This provides encouragement for the development of the "Movkg on" program to 

enhance quality of life for survivors of ABI. 

Kreuter. Sullivan, Dakllof and Siosteen (1998, p.253) state: 

Quality of life (QL) is a composite variable that refers to an individual's 
subjective overall satisfaction with life. Factors that influence QL are 
physical, psychological and emotional functions, ability to work and to 
perform leisure activities? and relations with other people and society. 

This gives a fiamework of the kinds of ski11 sets that survivors of AEII m u t  releam (and 

be incorporated into Lie "Moving on program), in order to obtain quality of life. Tennant, 

MacDermott and Neury (1 995) also confirmed that quality of life is severely reduced for 

those persons who cannot occupy their time. 

An examination of existing programs was carried out to help identiQ what components 

would best meet the needs of our clients. Smigielski et al., (1 992) contend that traditional 

approaches of meeting the patient's rehabilitation needs through a non-integrated system 

of individual therapy sessions is often difficult. They recornmend therap y that has p u p -  



oriented interdisciplinary interventions, as set out by Prigatano (1986). The Prigatano 

program is designed as a structured outpatient day treatment program and therapy in a 

combination of individuai and group therapies that concentrate on cognitive retraining, 

psychotherapy, and work trials. The emphasis is on increased awareness of strengths and 

weaknesses in cognitive capacities, as weLI as on the developrnent of techniques to 

compensate for cognitive deficits. Self-awareness and appreciation of the implications of 

the deficit are facilitated through group interventions. 

Srnigielski et al-, (1992) state, 
On the basis of clinical experience, feedback and confkontation can be 
more effective when provided by other persons with traumatic brain injury 
who are identified as peers than when given by professionais. (p. 768) 

Work triais are also an integrated part of that program. This is the basis on which the 

above program at the Mayo Clinic was forrned. 

Within this approach, after a two-day interdisciplinary assessment is carried out, a 

conference is held to discuss recomrnendations and admission to the promgam. The 

propram runs from 8:30-200 pm daily including; orientation, cognitive rehabilitation, 

sociai awareness, communication skills, fitness, leisure skills, health education, and 

family groups. The professional staff work together with clients to establish 

individualized treatment goals and use a behaviordly anchored scaling procedure known 

as "goal attainment scaling" to document the progress of the client. They relate the resuits 

of the brain injury outpatient program to the ability to provide a smooth and effective 

transition to independent living and work in the community. This is possible because of 

close working relationships with cornmunjty agencies. 



Vision House, located at Tewkbury, Massachusetts, is a private, non-profit program that 

provides cognitive, psychosocial, prevocational, and vocational rehabilitation services for 

adult survivors of Acquired Brain Injury (Saugus. 1999). The program helps those who 

are left with nowhere to go once insurance coverage expires and patients are discharged 

fiom hospitals and private rehabilitation facilities. The pro- also offers support and 

counsel for farriily members of susvivors. 

The founders of Vision House chose to begin with a day program that emphasized 

psychosocial and vocational skills. Their rationale was that rneaningful progress could be 

made only if a peson feels productive in daily He. The day program enables survivors to 

progress at their own rate, consistent with their individual abilities. At the same tirne, it 

keeps the family unit intact. The program emphasizes individual cognitive, psychosocial, 

and vocahonal skills that empower the members to re-enter their community and functioo 

at their highest potential; and provides continuing support to their families and the 

communiûes in which they live. Members live at home but artendance at the day prograrn 

simulates a workweek. One example is a fresh vegetable stand that is operated by the 

participants. in season. Vision House has close community connections with the justice 

system, business and schools which facilities ease of transition of clients back to the 

community. Case management is available on a fee for service basis. 

Another example of life enrichment programming is the transitional living program. One 

such example is located in Kingston, Ontario (Harrick et al.. 1994, p. 441). This prograrn 



provided a residence as well as a day program for adults with acquired brain injury. The 

specidized program stresses: 

(1) importance of self-awareness to adapting to commUDity life, 
(2) the use of compensatory strategies, and 
(3) modification of physical and social environment to reduce impact of 

disability 

The result is a problem-oriented approach drïven by the goals identified by 
the client. The majority of clients identify three goals upon entering the 
Kingston Transitional Living Centre (KTLC): 

(1) independence in community living, 
(2) employrnent or other productive activity, and 
(3) increased social interaction 

The specidized program consists of four hours in groups. 1 5 hours in individuai training 

and counseling, and 1 0- 12 hours in community activities in an average week. Group 

sessions would include memory/orientation training, life skills, socizl skills, substance 

abuse, behavioral programs and recreational activities. The average length of stay is six 

months. 

A study following discharge reveaied that: 

. . .improved fimctional status was maintained for three years, particulariy 
in respect to participation in productive activity. However, the results also 
indicated an increase in the report of social and emotional problems over 
time. 

While the study demonstrates the utility of post acute rehabilitation and 
the sustainability of the fiinctional improvement achieved, it also 
highlights the need to address the continuing potential for social and 
emotional dysfùnction in the lives of survivors of brain injury. (Harrick, et 
al., 1994, p. 446). 

In Montreal, Quebec, a study was carried out to determine if exercise training for patients 

with acquired brain injury codd enhance their quality of daily life by facilitating 

improved work capacity and reduced fatigability. This facilirated retum to useful 



employment as soon as feasible by stimulating the physiological and psychosocial hedth 

benefits generally attributed to regular physicai activity. One of the conclusions of the 

study indicated that, 

Many patients with TB1 have cognitive deficits, but they can perfonn 
unskilled manual labor. Aerobic training. which may increase oxidative 
capacity and reduce fatigability, seems essential to their successful 
vocational rehabilitation. (Jankowski and Sullivan, 1990, p. 503) 

This information was also utilized while designing the components of the "Moving on" 

day program. 

A review of the Iiterature has been affirmuig of the planned outcornes for participants of 

the "Moving on" program which are; to improve interpersonal interactions, to improve 

independent living skills, and to improve-ability to access recreation and leisure activities. 

The hope is that by participahg in this program the survivors will be better able to 

integrate into the community. 

Cornrnunity Integration 

Dijkers (1997. p. 74) refers to community integration as "... some aspect of being in 

(remaining, or reNming to) the mainstream of family and community life, by persons 

with impairments and disability.. . " 

McColl, Carlson, Johnston, Minnes Shue, Davies' and Karlovits (1 998, p. 16), polled 

sunrivors regarding the meaning of cornmunity integration, resulting in the following 



definition: "Community integration means having something to do; somewhere to [ive; 

and someone to love." Survivors stressed that feeling accepted by family and Wends, 

having decreased supe~s ion ,  and having something meanin- to do like a leisure 

activity were contributing factors to their sense of c o m m ~ t y  integration. 

Hutchison and McGill, (1998) discuçs the fact that once someone has a disability or 

impairment. they are viewed negatively by other people. They are devalued or viewed as 

less valuable by society. Hutchison and McGill, (1998) contend that education needs to 

be done to break this assumption. Clearly, no one should be excluded fiom our 

communities for reason of impairment or handicap. It is incumbent on society as a whole 

to help people with disabilities to integrate into the comunity at large. 

Wolfensberger (1 972) pointed out the difference between physical and social community 

integration. Physical integration is defined as "physical presence," of people who have 

been devalued within a cornmunity. While this is not enough, it is a necessary precursor 

to social integration. Social integraion is defined as social interactions between devalued 

and non-devdued citizens in ordinary settings and contextx Integration indudes 

relationships and fiiendships as its core elements. 

Brruzy and Speziale, (1 997, p. 85) suggest thac" . . . survivo e who lived alone were 

significantly more integrated into their communities than survivors who lived with 

parents." The independence of living alone within the commmity seemed to encourage 

the development of home management skiIls and money management. There was some 



indication that survivors who lived with parents seemed to regress to the role of the 

dependent child. They recommend that individuals and families afXected by traumatic 

brain injury shodd aim to reestablish normal family cycles and rely on the larger system 

rather than their immediate family to meet a.U the needs of the survivor. This would dlow 

the family members to advance and grow in their own development as well. This verifies 

the need for life enrichment programs for survivors who are unable to enter cornpetitive 

employment, not only for the benefit of the survivor, but for the family as well. 

Burleigh. Farber and GiUard (1997) found that the social aspect of community integration 

was very important to the survivor's quality of life. Therefore, redeveloping the 

socialization skills is an important piece of preparation for community reintegration and 

acceptance into that communjity. 

The ultimate aim of rehabilitation following brain injury (TBI) is to 
maximize the individual's level of integration into the community and 
return to productive activity. Fleming, Tooth, Hassel1 and Chan (1999, p. 
417). 

While this is the ultimate goal, unfominately, only a small number retum to work and 

that is not sustained. What c m  be done to build skills to sustain employment once it is 

obtained? 

In examining the stresses of coping with community reintegration. Karlovits and McColl, 

(1999, p. 859) discovered that the loss of independence is a significant stressor for people 

with acquired brain injury. This could be alleviated if family and clinicians learn to 

extend more freedom yet maintain safety of the individual in their living situation. 



Problem-focused coping strategies facilitate better psychosocial functioning, in persons 

with brain injury, that in him fosters acceptance into the community. It is our fervent 

hope that the moving on program wiU help to build the necessary skiIl sets to facilitate 

successfil integration. 

Program Evaluation 

"Program evaluation deals with the planning and the success of activities that are 

important to society.. ." (Posovac and Carey, 1992, p.xvii). Services provided by the 

private sector, in a sense, are evaiuated each tirne someone rehinis to purchase a service 

from them. In the public sectoe, however, organizations are finding program evaluation 

necessary for a variety of reasons, including: 

Fulfillment of accreditation requirements 

Accounting for fùnds 

Choosing among possible programs 

Assisting staffin pro- development and improvement 

Learning about unintended effects of the program. (Posavac and Carey, 1992, p. 6)  

The evaluation in this project will focus on the 1st  two points in a formative evaluation 

of the new day program, "Moving on". 

Formative evaluation refers to evduation directed at improvement, based 
on the assurnption that the activities or organizations are ongoing and 
developing. Here the purpose is to make adjustments in process based on 
empirical evidence. (Greer, Hamilton, Dewar and Parsons, 2000, p. 2- 13) 

This formative evaluation will focus prÎmarily on process, outcome and efficiency of the 

program. (The evaluation of need for a day program has been demonstrated in past 



evaluation. as stated previously in this document.) The parts of this evaluation will be 

threefold: 

Firstly, process evaluation will be cMed  out to e m e  that the program is behg nin 

as it was conceptualized, 

Secondly, this evaluation will be looking at outcomes for the clients. Have clients 

received assistance to meet their stated goals? 

Thirdly. the level of success of the program, given its small size and Limited budget, 

will speak to its' effectiveness and efficiency. 

Patton (1997) contends that an evaluation designed to support the outcomes of a program, 

should use data collection methods that are integrated into program delivery so that 

evaluation is an integral part of program design. delivery, and implernentation. 

Evaluation data colIection, feedback, and use make evduation part of the intervention. 

Letts and Duna1 (1995 p. 273) state, 

At any point in rime. a database can provide a snapshot of information to 
descnbe the clients receiving seMce fiom the programme, for example, in 
tems of age, gender, diagnosis, and years since the initial injury. As well, 
outputs of the programme c m  be reported such as the number of refends 
received. the number of applicantç screened, or the number on the waiting 
list. 

This is an effective tool for process evaluation and is part of the programme logic 

model. 

The pro20raM logic tool/rnodet will be utilized within this evaluation. "Program logic 

models are visual models that provide a framework to organize and integrate information 

about programme inputs. processes and outcomes." (Letts and Dunal, 1995, p. 268) 



This model was also chosen for the evaluation of the "Moving on" day pro- because 

it could incorporate the client centered values of the program. 

The logic model tool can be used for telling the program's performance 
story. Telling the story involves a~lswering the questions: "What are you 
trying to achieve and why is it important?", "How will you measure 
effectiveness?", and "How are you actually doing?" The final product of 
the Logic Model process will be a Logic Model diagram and a 
rneasurement plan. (McLaughlin and Jordan? 1 999, p.7 1). 

With this informationt the manager will be able to meet accountability requkements and 

undertake both outcome rneasurement and improvement rneasurement. 

The "Moving on" program is driven by client need and ni11 be evaluated on its ability to 

assist clients to meet their goals. Therefore, the approach will be a utilization-focused 

approach to evaluation? because "...the humanistic concerns of clients and participants 

supersede the epistemological concerns.. ." (Greer et ai. 2000, p. 2-1 5). 

One must not lose sight of the client-centered approach which the "Moving on" prograrn 

employs. B y utilizing the Canadian Occupational Performance Measure (COPM - 

descnbed in detail under Methodology). clients, assisted by AB1 Outreach Team 

members. set goals that they wish to work on. Subsequent to this. a plan to achieve those 

goals is set out in a client service plan. Clients who have goals consistent with what the 

"Moving on" prograrn can offer, are referred to it. The client service plan is reviewed 

every two months to ensure that the plan is proceeding as expected and to monitor any 

change in ski11 level. 



"n ie  attainment of goals lends itself nicely to the development of an outcome 

rneasurement process, which identifies successes and failures on a patient-by- 

patient basis." (Gage, 1994, p. 29) 

Malec, Smigielski and DePompolo (1 99 1, p. 142) concur, 

Goal attainrnent scores offer the rehabilitation tearn quantifiable and 
indivîdualized assessrnent of p r o ~ e s s  that is usehl for (1) monitoring 
patient progress, (2) structuring team conferences, (3) ongoinp 
rehabilitation planning and decision-making, (4) concise, relevant 
communication to family, r e f e d  sources, and funding sources, and, (5) 
overall program evaluation. 

The quantitative outcome rneasurement, composed of goal attainment ratings for clients 

utilizing the COPM and the LCM, as welI as qualitative information fiom staff, client, 

and caregiver opinion on the fùnctioning of the prograrnmipg, will be descnbed within 

the methodology section of this document 



CHAPTER THREE 



Chapter Three - Conduct of Research Study 

Research Methods 

The goal of this project was to do a formative evaluation of a new day program designed 

specifically to meet the needs of the AB1 population. The methodological choices for the 

evaluation were a combination of qualitative and quantitative methods used for the 

purpose of triangulation (Jick. 1979). 

The type of research conducted was formative evaluation research, the nature of which 

was discussed above. The formative evaluation was used to detennine what is working 

and what has to be adapted to irnprove the "Moving on" day program's effectiveness and 

efficiency for the clients. 

Process evaluation was a part of this study. Process evaluation is descnbed by Posavac 

and Carey (1992, p.8) as. "the extent to which the program was irnplemented as designed. 

serves the target population. and operates as expected." For the purposes of this 

evaluation. process evaluation invdved ascertaining that the program was attracting a 

sufficient nurnber of clients from the target population through the use of a program 

database. It also involved monitoring the workload of staff to ensure staffMent contact, 

the actual staff workload matches the expected workload and the workloads are equitable 

for al1 staff. 



A database was set up to capture client demographics and client attendance/compliance 

with program components. Program activity schedules were planned at monthly meetings 

of the advisory cornmittee, and recorded in the minutes. Minutes of the advisory 

commîttee meetings as well as rnonthly schedules provide evidence that the prograrn was 

delivered as proposed. 

Evaluation of outcornes was another step to demonstrate the success of the program. 

During the evduation, participants were asked to voluntarily provide their opinion of the 

success of the program. Al1 participants were asked to give free and informed consent to 

participate. If a client was not competent to give consent, consent kom a guardian was 

requested. They were reassured that they were able to opt.out at any time for reasons of 

their own. The participants included: 

Clients 

"Moving on" Day Program Staff 

Representative from Saskatchewan Health 

Representative fkom SGI 

Al1 clients and staffwho have been involved with the "Moving on" day program were 

invited to voluntarily participate in this study. They were be invited to participate by 

letter. 



Data Gathering 1001s 

The tools employed in the information collection process were: 

Staff focus group 

Client interviews 

File review of objective measmement tools 

Qualitative Data Gathering Approaches 

The qualitative data collection fiom these groups were gathered f2om one focus group 

with staff and personal interviews with clients. 

Focus Group 

The two hour focus group kvas held with staff of the "Moving on" day program, the AB1 

Outreach Tearn members who are case managing clients involved in this program, and 

representatives fiom SGI. The representative h m  Saskatchewan Health was unable to 

attend. The focus group faciiitator used open-endeci, issue focused interview rnethods for 

u n c o v e ~ g  program effectiveness. This provided a richer source of data than a 

questionnaire. Morgan and Krueger, (1 997), outline the basic pinciples of focus group 

operation, 



The qualitative information denved from the focus groups about client progress and 

ultimately the effectiveness of the current program. w e  recorded in written form and by 

a tape recorder. The information was be transcribed The researcher verined the validity 

of the information with the participants by reviewing the transcribed document with them 

and allowing them to delete or change items that did not accurately reflect their opinion. 

The information gamered fiom this focus group was useful to help focus client interview 

questions. Since some of the naffinvolved, report directly to the researcher, it was 

advantageous to have someone, extemal to the program* facilitate the focus group. This 

helped to eliminate the perception of the use of leading questions to bias the resuits. The 

researcher performed the role of recorder/observer with the back up of a tape recorder. 

Client Interviews 

Another qualitative methodology that the researcher utilized was personal client 

interviews to determine the perceptions of the clients regarding services, the effect they 

had on their ski11 development, and their Ievel of comrnunity involvement. The clients 

were given interview topics prior to the interview to allow for additional processing time 

and formation of answers. The researcher carrieci out intewiews of 35-45 minute 

duration with individual clients who had been involved with the program. Interviews 

were carried out at Saskatoon City Hospital and Sherbrooke Community Centre where 

privacy could be established. Jones (1996, p. 138) defines interviews, 



The RESEARCH INTERVIEW, then, is (1) a social interaction between 
two people (2) in which the interviewer initiates and varyingb controls 
the exchange with the respondent (3) for the purpose of obtaining 
quantifiable and comparable information (4) relevant to an emerghg or 
stated hypothesis. 

The hope was to garner dl information relating to client perception of the program 

effectiveness to assist in the improvement of the program. Ml responses were kept 

anonyrnous and codidential. Transcripts of interview results were verified with clients. 

The information was reported anonymously and in aggregate fom. Assurance was given 

that expressing their opinion would not have a negative effect on their care. 

The AB1 Outreach Tearn believes that individuals with acquired brain injury are 

cornpetent unless proven othenvise. Therefore, the opinions of the participants were 

considered valid. McKinlay and Brooks. (1 984) question the ability of TB1 persons to 

give valid and reliable information. The studies of KinseIla Moran. Ford and Pondford 

(1988) and Kreuter et al., (1998) suggest that information, obtained fiom individuals with 

brain-injury is valid because their responses correlate well with measures obtained fiom 

relatives. It is therefore believed that any interview with persons with AB1 will be 

considered valid. unless proven othenvise. 



Data Analysis-Qualitative 

Al1 qualitative information required andysis in the following manner. Transcnpts of 

focus groups. and i n t e ~ e w s ,  research journal and field notes were read and reread. 

Careful listening was employed to code and categorize key words and phrases to develop 

themes- Next the researcher reflected. revisited and re-categorized themes. Themes were 

compared fiom one source to another (triangulation). The researcher checked 

interprerations with participants (member chec king), CO lleagues and advisors (peer audit). 

The researcher was constantly alert to her bias and subjectivity (Fenwick, 2000). 

Quantitative Outcome Assessrnent Tools 

Quantitative measures are used in action research for the purpose of triangulation. 

The quantitative measurement r001s that 1 chose were the Leisure Competency Measure 

(LCM) and the Canadian Occupational Performance Measwe (COPM). Access to this 

information involved obtaining informed consent fiom the client to access retrospective 

and prospective information fiom their client files for the purposes of cornparhg 

documented client goal attainment scores. done bimonthly, duruig the time of 

involvement with the program. 



Leisure Competency Measure 

The LCM is a behavior anchored rating scale designed to document current levels of 

leisure functioning and to demonstrate change over Ume (Kloseck Crilly, ELLis and 

Larnrners. 1996). This objective measurement of leisure functioning documents the 

overall effectiveness of therapeutic interventions. The LCM is a standardized tool that 

assesses such domains as leisure awareness, attitude, skills, social interaction, community 

inteption and participation. These are cornpetencies that we hoped to build in clients 

attendhg the day program. The staff completed this tool with clients on admission to the 

program. and every two months thereafter. The LCM is an instrument that has been 

rigorously tested over time, and demonstrates evidence of good validity and reliability. 

Canadian Occupational Performance Measure 

The second quantitative evaluation method that was used was goal attainment rating via 

the COPM. This is an individualized measure designed to detect change in client's self- 

perception of occupational performance over time. (Law, Baptiste. Carswell, McColl, 

Polotajko and Pollock, 1994) The COPM is intended for use as an outcorne meanire. and 

as such is administered at the beginning of service and at appropriate intervals thereafler. 

In this case the COPM was administered every two months. Occupational performance 

includes self-care. productivity, and leisure activities. Self-care includes personal care, 

functional mobility, and cornrnunity management; productivity includes paid or unpaid 

work. household management. and school or play; leisure includes quiet recreation, 



active recreation. and socialization. "Occupational Performance" is dehed by the 

individual, not only in terms of his or her ability to perform certain occupations, but also 

his or her satisfaction with the performance. Numerou studies are currentiy undenvay to 

test reliability and vdidity of the COPM. 

Data Analysis-Quantitative 

The nurneric data fiom the above mentioned instruments provided evidence of client 

progress towards goals over time and thereby helped to show the impact of the program. 

This was interesting to correlate with the client interview data. 

Study Conduct 

The use of a variety of different methodologies was of value in answering the 

evaluatiodresearch question. The information required to evaiuate the program came 

fiom the consurners and service providers as shown in figure 9.1. 



Figure 9.1 Evaluation Framework 
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M e r  formal acceptance of the research proposa1 by the workplace sponsor and academic 

advisor. a letter of agreement was signed J d y  14,2000. The research project was 

conducted in the following steps: 



Sarnple focus group and client i n t e ~ e w  questions deveIoped July 3,2000. 

Set up data-base with client demographics. 

Researcher met with the pla&g/advisory committee July 18,2000 to discuss their 

function and role within the research. Data coIIection options and the focus of the 

inquîry were discussed. Interview and focus gmup questions reviewed and revised. 

Ethicai review documents prepared with sample consent forms and questions for 

focus group and client interviews July 2 1,2000. 

Ethicai approval received August 8,2000. 

Researcher met with focus group facilitator to review roles. logistics, etc. August 29, 

2000. 

Participants invited to attend and informed consent to participat e recieved. 

Focus group was run September 5.2000. 

Focus group tape was transcribed. 

Transcription of the focus group verified Septemberl9.2000. 

interview questions given to clients with a copy of the informed consent to participate 

for their perusal and signature. 

10. Client interviews held between August 24 and September 14.2000. 

11. Client interviews were transcribed and verified by September 25, 2000. 

12. Collaborative interpretation of data with advisory /planning committee. reflect and 

document September 26,2000. 

13. Client LCM and COPM scores were collected fiom client files and collated 

September 28,2000. 



14. Reviewed data for common themes September 30,2000. 

15. Developed a list of comrnon themes h m  qualitative data and integrated findings 

fiom quantitative LCM and COPM score collation October 9,2000. 

16. Reviewed results. compared curent situation to what could be. Reflected. 

17. Reviewed results of evaiuation with planning/advisory cornmittee September 19, 

2000. 

18. Determined recommendations collaboratively based on evaluation findings October 

10,2000. 

19. Wrote draft report November 10,2000. 

20. Reviewed and revised final report 

21. Completed finai report November 14,2000 

22. Debnefed with plan.n.hg/advisory committee October 24.2000. 

23. Submitted final report to planning/advisory committee November 23,2000. 

24. Final report was presented to Sponsor December 1,2000. 

25. Reviewed performance with Sponsor 

26. Reflected on lessons leamed 

27. Presented evaluation findings to organization 



CHAPTER FOUR 



Chapter four - Research Study Results 

Study Fiadings 

Focus Group 

The five stafffrorn the "Moving on" program, four members of the AB1 Outreach Team 

and one representative from Saskatchewan Government Insurance (SGI) participated in 

the focus group. Unfortunatel y. the representative fkom Saskatchewan Health was unable 

to attend. The questions outlined in appendix B, were designed to discover what was 

working zt the "Moving on" program and what had to be changed or enhanced to 

improve program effectiveness. The feedback fiom the focus group fell under four basic 

themes; operations, cornmunications, client goals, and transitions. 

1. Operations 

The partnership between the AB1 Outreach Tearn and Sherbrooke Community Centre 

was applauded. The other piece that helped the program effectiveness was the initial 

establishment of responsibilities for each party to enhance communication and eliminate 

conflict. The orientation to brain injury as well as ongoing education done by the AB1 

Outreach Team for staff of "Moving on" was cited as very helpful. 



The small group size of eight participants with two stafYat "Moving on" was identified as 

a positive factor, as evidenced in the following comments fkom focus group participants: 

Generdy, al1 of the clients have developed.. . within the group, a sense of 
increased self confidence, willingness to speak out  some friendships have 
developed within the group, the ability to joke with one anoîher, and the ability to 
joke with staff. A certain number of clients have developed specific skius like 
s t h g  a conversation or working in the kitchen or being able to figure out a 
nutritious meal or how you start looking in a grocery store for certain items. 

A comfort level was reported witbin the group that has Iikely contributed to ski11 

development dong with the provision of a lot of good information and exercises fkom 

guest speakers. There appears to be a high level of satisfaction fiom staff and participants 

alike. The staff as well as the participants were evolving and growing, as noted in the 

following comments: 

At first we didnrt know how much direction to give the clients or whether 
different approaches would work. If they didn't, we adjusted them. The staffis 
very enthusiastic and willing to try new things. The staffwants to stay and the 
casual staff wants to work more. It's h, 

I would jusr like to say that there is no other program that would meet the client's 
needs in the same light in this city. They may have gained the skiIIs by working 
on them individually but could not have obtained the level of confidence they 
have gained by working in a group. They get a lot of support fiom the other 
participants within the group. 

The group has allowed a real safe place for them to talk about their injury and not 
have to hide their deficits because everyone's talked about them. They talked 
about their injury and the thhgs they couldn't do. It's a safer place to do that, 
where out in the real world you're usually trying to cover them up, nying to put 
rnechanisms in place so that nobody sees them. 

The consensus of the focus group was that the "Moving on" group helps clients accept 

their chailenges and disability? allows them to be open about their challenges, and gives 

them some tools to work on the issues. They leam what they c m  do differently to accept 

who they are, so that others will accept them. A lot of the clients have lost the support of 



f d l y  and fnends. This group of people cares about each other and helps to fU that gap- 

One client changed fiom a peson  ho attended his other program at Sherbrooke once 

every two weeks to attendhg both programs regularly. Before that, he used to cornplain 

of a headache everyday. 

2. Communication 

The monthly planning meetings of the "Moving on" staff and the advisory members of 

the AB1 Outreach team provide a good forum for program planning and discussion of 

client progress. However, al1 of the client's primary workers fkom the AElI Outreach 

Team do not attend "Movùig on" planning meetings which leaves blanks in the 

information about certain ctients involved in the program. Similarly, information fiom 

"Moving on1' rnay not be reliably relayed to them. Their involvement is important 

because they act as case manager for the clients. Although the p n m w  worker shares the 

initial assessrnent ~ 4 t h  the program, the lack of regular attendance at meetings rnay mean 

that the evidence of client progress rnay be lost. 

SGI stated they would like to get more training about AB1 and more feedback fiom 

"Moving on" about their client's ProgresS. It \vas also mentioned that home supports/ 

farnily could be unaware of client progress. 

Casual workers suggested that a qui& reference tool to identi@ areas of deficit for clients 

would help them to function more effectively with them. Although the AB1 Outreach 

Team supplies the client's initial assessment, caniai stafTmay not have time to go throue 



the whok report as quickly as necessary. This tool would be helpful because casual staff 

work infkequently with clients and are often unable to attend the planning meetings 

because of other duties. 

The focus group participants felt that the clients would benefit fiom more of an emphasis 

on communication since communication is such an integral part of alI interactions. 

They recommended increased feedback to clients as quickly as possible, to irnprove their 

skills and reinforce positive behavior. The memory book is an excellent idea and is 

working well- The homework assignments help the clients generalize leamhg fiom 

"Moving on" 

3. Goals 

Staff from the AB1 Outreach Team? acting as liaison to the "Moving on" program 

expressed fiutration with being the middle person between the client's primary worker 

and the "Moving on" staff. with no real ability to make changes to coordinate the client 

prograrnming holistically. They were merely acting as the messenger and didn't feel this 

was effective. Consequently, it became a low priority on their busy caseloads. Some of 

their concerns are reflected in the comments below: 

1 think we need some more consistency. No one's really responsible. We are al1 
responsible for doing the goals, but we don't really have it worked into our caseioads at 
this point. Tt's kind of been an add-on, so it's not one of those things, it doesn't become 
priority like other things in our caseloads. 



There was aIso some confusion expressed by staff as to who was responsible for what 

goal wÏth clients because both the "Moving on" staff as weU as the AB1 Outreach Team 

were working on some goals concurrently. 

1 think with the clients 1 have in the program, we (AB1 Outreach) do the goal 
setting and 17m not really sure how that7s taken at the Moving On program 
because I know that I still meet with the client regularly and we're looking at the 
goals. 17m not sure how these goals can be addressed in a group setting? 

I diink that is sometimes a challenge for the Moving On program stafftoo. Some 
of the goals are almost goals that need to be met on an individual bais  and yet the 
program is very group orïented. 

The client goals set for the "Moving on" prograrn need to be to improve skills that can be 

accomplished in a group setting. Other goals that require individual work need to be 

addressed by the AB1 Outreach Team primary worker, in other settings. The "Moving 

on" program is not able to meet some specific individualized goals in a group setting e.g. 

the group learns outntious meal planning skills but not specific to a diabetic diet. Work 

may need to be augmented by the primary worker to teach the client skills specinc to a 

diabetic diet. Another example would be that the "Moving on" program teaches general 

money management skills but specific budgeting with individuai needs to be done on a 

one to one basis. It became apparent that a review of the "Moving on" Purpose and 

objectives should be conducted. 

4. Transitions 

Many potential clients would Iike to have a look at the prograrn before they commit to 

attending especially because there is a cost involved. The focus group participants 

requested that a mechanism be put in place in order to reassure clients that this program is 

what they want. 



Clients have formed friendships at "Moving on." and have expressed concem about 

leaving the program. Focus group participants questioned if a formal graduation process 

should be put in place to give some celebration of the leaming achieved. The value of 

occasional alumni visits to ease transition fiom the program was also discussed. 

Client Interviews 

Seven out of eight participants were available for inte~ewing. The eighth client slipped 

back into sorne pre-morbid addiction issues and quit attending the "Moving on" program. 

He also was refushg services fiom the AB1 Outreach Tearn. Since the programs are 

attended on a voluntary basis. in cases such as this, clients are infonned of appropriate 

treatment resources and infiormed that they are welcome to return for services when they 

prepared to deal with the addiction issues dong with their other challenges. 

Two clients described some of the more common frustrations with having a brain injury. 

One of those frustrations was the lack of motivation. 

I've never felt that 1 lost my feel of that (cookina) as f z  as 1 think where the 
problem may lie. is not just a matter of knowledge of what to do but rather a 
matter of doing it. making yourself do if being cornmitted to it. 

1 dont have the get up and go 1 used to have. I used to be a workaholic. I used to 
work with highways then mow lawns after work and shingle roofs on the 
weekends. 

Another hstration that clients described was that of lack of autonomy. "A lot of people 

are involved in decisions with regard to me now." 



Several clients had difficulty differentiating benveen the help received 5 o m  the "Moving 

on" program and the work of the AB1 Outreach Team. This is not surprising since the 

AB1 Outreach Team works closely up to, durîng, and after the t h e  the clients were 

involved with the program. The "Moving on" program was set up to be a safe place for 

clients to learn and practice the skills needed for community reintegration. For example, 

one client was taught to use the bus by the AB1 Outreach Team but continued to practice 

its use at "Moving on" program. Another example was the work on a client's individual 

budget and money management was done by the AB1 Outreach Team but "Moving on" 

also provided practice staying within a budget when planning group meals and leisure 

outings. 

The benefit that most participants didn't expect to get firom the program was Eendship, 

support and a greater appreciation for other survivors. 

1 think the program's strongest component is acclimatizing you to doing things 
with other people. It does a good job of that. The people looking after the program 
are personable and pleasant and certainly have a good way with them. I think tfiis 
contributes in a positive sense. 

1 met people. I feel that I developed some fnendships. People who become Eends 
have something in cornmon. A lot of people who become fnends and stay fiiends 
have something in common, 

I iike interaction quite a bit - there's always something to leam about people. If 1 
just went home to my brother (afrer my aneurysm) and that's al1 1 ever did I'd be a 
vegetable. You meet different people and it's surpnsing to know some of the 
talent they have too. 

The participants appreciated the support they received around redeveloping 

communication skills. 



We could speak our mincis. So that was pretty good. And you listened to 
everybody else's opinion and voiced your owntoo, without being put down or 
harassed or shdered. So everybody had their own ideas, which is pretty good. 
We learned to respect and trust each other so we codd work with each other. 

We talked one night about how you make conversation with a stranger, so 1 tried 
it their way and it helped. 1 made another fiiend at the Capri. We go for meals 
together sometimes. 

I learned about making conversation.. .. ï've been t a b g  to people lately. It 
helped lots. Before 1 used to be reaily shy. 1 learned how to taIk to people and 
make them laugh. 

The participants also had some feedback about communication for the program 

operations. 

I would Say the thing that's missing fiom the program is a lack of communication 
of an overall plan with regard to rny particular situation. I'm academically 
oriented. It's easier for me to be on Stream if 1 think I know what the conceptual 
context for what we're doing, and 1 lack that in this case. I'd like some gmsp of 
why w-e're doing ceriain things and what the context is. Some reasoning as to why 
we are being asked to do certain activities-rather that being toId to do something 
and us trusting that it makes sense. It's almost Iike a football coach who has his 
players doing things on the field and won't teil them what the point is. You get 
better performance from your team and a better team if you kind of give thern 
some sense of what you thùlk you're specificaily accomplishing by doing this. 

Aldiough the staff do complete a client service plan with the client and often review the 

reasoning behind the introduction of activities, this was a reminder that one can't review 

the rationale too often with someone who may have some degree of memory andor 

concentration difficulties. 

The participants felt they had gained a greater understanding about brain injury and 

acceptance for the new person they have becorne. 



It helped me understand where 1 stand, you know* what happened to me. 
understanding what I can do now. The outreach program kind of opened my eyes 
to that 1 guess. 

We discussed diings with other people with brah injury, how their situation is, 
how they are coping with it. You realize that you're not the only person with a 
brain injury. And you can see how these people are coping with it- 

Participants felt they learned quite a bit about budgeting and money management as  it 

pertains to meals and leisure outings. 

I learned to shop within a budget. 1 learned that steak doesn't go in a lot of 
people's budgets. 

We learned about saving money for a special outing like the exhibition by putting 
a couple of bucks away each week. a month or month and a half before it is 
supposed to happen. 

1 didn't used to worry about finances. Now 1 do. You only have a certain amount 
to live on and pay your bills with. You have to make sure you have it figured out 
to a tee. 

A person has to start limiting spending somehow. So now I'm right on that budget 
100%. 

Pricing things out. Keeping track of how much things cost in your little black 
book. Then adding them up to stay under budget. 1 try to price things out to see 
which is cheaper. 

One client felt that more time could be spent on money management, for instance 

strategies to save money and pay bills. He felt that it is better to work with your reai life 

situation rather than using fake money and made up scenarios. 



Many of the participants felt they had been given helpfid memory strategies as articulated 

by this young woman, "I'm not as forgetful anymore. I wrïte things that I need to 

remember in my black book." 

Participants comrnented on what they had leamed about cooking. 

I have hied to cook for other people. 1 used the recipes that we got at "Moving 
on." Before I used to forget my cooking on the burner. Leaming to do things step 
by step has helped me to rernember h o w  to cook. 

1 wanted to leam how to cook so I codd live on my own. We learned to plan for 
the next meal, not to burn the food and make sure your hands were clean. 

1 learned to divide portions, how to cook portions. I'm learning to cook for eight 
people at Sherbrooke but I have to cook f o r  two at home. 1 do one step at a time. 1 
stick wirh one job until that is done then go to the next and it's not so confusing. 

We learned to cook but it wasn't geared t o  our specific diets, like a diabetic diet. 

When asked about any other changes that could b e  made to the program, one participant 

advised diat resume writing and job i n t e ~ e w  skills could be added. Yet another client 

stated that he didn't enjoy reading and he would -eliminate reading fkom the program. 

Three of the seven clients i n t e ~ e w e d  indicated that they have learned a lot fiom 

"Moving on" but they are ready to move on and aearn new things elsewhere. A fourth 

client has a part-time job and is aimost ready to move on. Three of the seven clients are 



still working on and making progress towards their identified goals at "Moving on" afler 

participating in the program for six months. 

Leisure Cornpetence Measore 

The leisure competency measure scores' assessed at two-month intervals, showed that al1 

clients showed improvement in their skills over time to varying degrees. 



A. By Client (total score cornparison): 

Table 10.1 Clients with 2 scores (n = 7) 

Client 
Client I 
Client 2 
Client 3 
Client 4 
Client 5 
Client 6 
Client 7 
To tals 

Discharge scores are those with astensks. 

Note that a perfect score (Le., Complete Independence is 7 x 8 indicators) is 56. 

Al1 7 clients showed some rnovement toward greater overd independence. 

Table 10.2 Clients with 3 total scores (n = 6) 

Client 
Client 2 
Client 3 
Client 
Client 5 
Client 6 

1 Score 1 1 Score 2 1 Score3 1 Difference 123 

Clienr 7 38 1 19 1 48 11-1 = I O  
Totals 244 1 290 ( 14 +- 46 = 90 

Average 11 33.3 1 40.6 48.3 1 15 

Discharge scores are those with asterisks. 

Note that a perfect score (Le., Complete Independence is 7 x 8 indicators) is 56. 

All clients showed improvement between their first and second assessments. Al1 but 

one client (client 7) sbowed M e r  improvement between their second and third 



assessments. Ail 6 clients showed an overall irnprovernent behveen their initial and 

final assessment, 

B. Figure 10.1 By Functional Indicator: 

LCM Functional Indicators 

Leisure Awareness 

Leisure Attitude 

Leisure Skills 

CulturaVSocial Behaviors 

Interpersonal S kil t s 

Community htegration 
S kills 

Social Contact 

Community Participation 

Description 

Client's knowledge and undestanding of leisure. 

Behaviors exhibited andior feelings demonstrated by the 
client which suggest attitude toward leisure involvement. 

Skills possessed by the client which affect leisure 
invo lvement. 

Specific culturaVsocia1 behaviors exhibited by the client 
which affect his/her ability to function effectively in leisure 
activities. 

Client's ability to participate within various types of inter- 
individual a d o r  group situations. 

Application of antecedent skills for successful involvement 
in comrnunity leisure activities. 

Type and duration of social contact the client has had with 
others. 

Client's overall leisure participation pattern within the 
community. 



Table 10.3 (7 Clients - 2 scores): 

Totals of al1 client scores per functional indicator were compared between the two 

assessments that were carried out over a four-month period. 

Funcrional 
Indicators El 

Leisure .4 wareness 
Leisure Attitude 

Leimre Skills 
CulturaUSocial 

Behaviors 
interpersonal Skills 

Cornmrtnity 
integrarion Skills 
Social Contact 

Commrtnity 
Participarion 

Totals 

Average scores were ascertained for each indicator for each assessrnent and compared 

to show average change per fünctiond indicator 

Table 10.4. 6 Clients (3 scores): 

Total 1 Total 2 

J 

Average 1 

Funcrional 
Indicators 

4 71 
5-57 
4-72 
6-24 

6.43 
4.14 

6.00 
4.57 

42-3 

4-00 
4.86 
4 00 
4.86 

5. 14 
3.71 

5.43 
3.57 

28 1 33 

Total 1 Total 2 

O- 71 
O. 71 
0. 71 
1.28 

1.29 
O. 43 

0.57 
1-00 

I 

6.7 

Average 2 

34 
28 
34 

36 
26 

38 
25 

E I  
Leistrre 4 wareness 
L eisrrre .4t titude 

Leiszwe Skills 
CzilturaUSocial 

Behaviors 
Interpersonal Skiils 

CornnrunÏy 
Inregrarion Skilk 
Social Contact 

Cornmunis, 
Parriciparion 

Torals 

Average 

Change Function Per 

39 
33 
43 

45 
29 

42 
32 

I I 

Tom1 3 

249 296 1 35.6 

-- 7 7  

27 
-- 7 7 

28 

30 
20 

31 
20 

33 
35 
34 
38 

40 
36 

39 
35 

Average 

27 
32 
27 
37 

38 
23 

35 
25 

Average Average 3 Average Change Per 

200 33.3 

I 

3.66 
3.5 
3-66 
4.66 

5. O 
3.33 

5.17 
3.33 

244 1 290 

2 

4.5 
5.33 
4.5 
6.16 

6.33 
3.83 

5.83 
4.16 

Function 

5.5 
5 86 
5- 65 
6-33 

6.66 
6.0 

6.5 
5-86 

.84+ 1.0= 1.84 

.83+.53= 1.36 
.84+1. 15= 1-99 

1.5+-. I7= 1.67 

1.33+.33= 1.66 
.50+2.17= 2-67 

.66+.67= 1.33 
-83-t 1. 7= 2.53 

7.3+7.7= 15-0 40.6 48.3 - 



Totais of al1 client scores per functional indicator were compared between the three 

assessments that were carried out over a six-month period- 

Average scores were ascertained for each indicator for each assessrnent and 

compared to show average change per functiond indicator 

Table 10.5 Goal Attainment 

Discharge scores are those with asterisks. 

Ali clients made progress towards their goals although in varying degrees. 

Where second scores for importance/perfomance/ satisfaction (IPS) were obtained. 

an increase in satisfaction kvas seen. 



Study Conclusions 

Generally, clients expressed a great deal of appreciation for the moving on program not 

only in their words but also by their attendance and goodwiLl towards the staff and other 

participants. They even made an attempt to refer others to the program. The LCM scores. 

above, showed improvement in client skills prïmarily in the interpersonal areas at four 

months and in community integration and participation by six months. Clients also 

showed sipificant progress toward achieving their specific goals of improving skills in 

meal planning and preparation, using memory strategies. basic budgeting and making 

conversation and developing firiendships. Likewise staff expressed a high degree of 

satisfaction with program set up and development. The employees were very cooperative 

in cntically analyzing the program for M e r  improvement. Specific conclusions have 

been categonzed as follows: 

1. Communication 

The focus grououp identified that communication needed to be enhanced between the 

"Moving on" program, and the primary worker(s) of the AB1 Outreach Team, also the 

funding agencies and home supports. The focus group also identified that communication 

skills should be prioritized as a skill taught at "Moving on" because communication is the 

b a i s  for al1 interpersonal interactions. Staff felt that clients should also receive 

immediate feedback about behavior whether it is positive or negative, to help them 

develop interpersonal skills. Also, clients asked for more fiequent explanations about the 



purpose of the program and the benefits of each activity. Casual staffrequested a quick 

check client document they couid review quickly when they are called to work with the 

"Moving on" program to help them in their approach to participants. 

2. Review of Program Purpose 

The focus group called for a review of the purpose/objectives of the "Moving on" 

program now that it has been functioning for six months. There kvas also a need identified 

to review client individual goals and their relationship to the "Moving on" program, since 

the "Moving on" program is a set program of activities and functions in a group venue. 

Goals need to be refined for the purposes of th& program. Role clarification may need to 

be revisited benveen "Moving on" and the AB1 Outreach Team. Scores from the leisure 

competency measure and the goal attaÏnment documentation show varying degrees of 

client propress towards increased independence. improved social skills and community 

reintegration. 

The work that the primary worker(s) of the AB1 Outreach Team do(@ with the "Moving 

on" program needs to be pnoritized and treated as part of their caseload. not an "add on." 

This applies to consulting AB1 Outreach Team members who provide education to 

"Moving on" program participants. as well. 



4. Transitions 

Clients are ofien reluctant to commit to anending a program without fïrst seeing it and the 

people who are part of it. 

Graduation/discharge fkorn "Moving on" is predetermined at approximately six months 

from the start date. However, the Iength of stay can be extended or shortened depending 

on the client's progress towards attaining his goals. Clients require some form of closure 

when they rnove on fiom the day program. 

Clients have expressed concem about Iosing touch with fiiends they have made at 

"Moving on." While it is hoped that clients will independently retain contact with new 

friends, sorne formai opportunîty for a return visit to "Moving on", may alIay their fears. 

Client suggestions to add resume writing and interview skills will not be implemented 

since there are other progarns designed to provide supported employment to individuals 

with ABL 

Reading practice will not be eliminated fiom the program, as suggested by one client, 

because it is a basic ski11 for independence. However, greater sensitivity to a client's 

difficulty to read should be practiced by staff at "Moving on." 



Study Recommendations 

Each of the recommendations is a direct result of the client and staff opinion regarding 

operation of the "Moving on" program as gamered from client interviews and a staff 

focus group. They were developed in conjunction with the "Moving on" planning 

cornmittee. 

1. An initial desire, on the part of the client? to live more independently and become more 

involved with his community should continue to predicate a client's eligibility for 

ltMoving on. l1 

2. When clients are considenng atiending the program. their primary worker should 

arrange a fiee visitor pass with the "Moving On" staff. so clients can assess for 

themselves if they mi@ benefit from the prograrn. Farnily members and pnmary 

workers should be encourapd not to stay for the whoie visit. (1 new client visit per week 

is the maximum the program will be able handle). 

3 One AB1 Outreach Team primary worker should be designated to act as liaison to the 

"Moving on" prograrn. îhat person should become the designated primary worker for 

al1 eight clients while they attend the "Movhg on" program. This shouid allow her to 

pnoritize those clients, as they should become eight of the twenty or twenty-five 

client caseload assigned to her. This should allow adequate time in the workday to 

cornplete assessment, establish client centered goals that are appropnate to "Moving 



on." monitor progress towards those goals in conjunction with "Moving on" M a n d  

establish linkages with other cornmunity agencies that the client may transition to 

after graduation. 

4. When clients agree to attend "Moving on" a referrai should be made to the "Movhg 

On" program via the AB1 Outreach Team Manager. At this point, the current AB1 

Outreach Team primary worker should meet with the primary worker designated to 

work with "Moving on" and the client. The transition of the client to the designated 

primary worker should Iast for the duration of their participation at "Moving on." This 

should enhance cornmunication between programs. Consuking professionals fiom the 

team already involved with the client should continue as required. 

ABI Outreach Team primary workers should provide new client information to 

caregivers at "Moving On". This should inchde: 

A cornpleted referral form 

A deficit checklist to indicate areas of challenge for the client. 

A doctor's consent for participation in pool and exercise programs 

A recent assessrnent or progress note 

A client service plan with current goals appropriate to "Moving on" 

A leisure competency measure rating 

5.  Joint visits to the homes of new clients by "Moving On" staff and ABI Outreach Team 

primary worker should be re-established pnor to the client starting the program. This 



should give the "Movhg On" staff member a picture of where the client is coming 

fiom. It should also give the client a familiar face to relate to when they attend the 

program. This visit should allow the "Moving on" staffmernber and the AB1 Outreach 

Team primary worker to collaboratively set goals appropriate to the "Moving On" 

group program with the client. GoaIs requiring one on one work with the client should 

continue to be addressed outside of "Moving on." Examples of this would be specific 

diabetic meal planning or personai budgeting. 

6 .  "Moving On" staffshould facilitate activities for clients to hone their s k i h  to achieve 

specific goals under the s u p e ~ s i o n  and guidance of the Director of the Community 

Day Program and the AB1 Outreach Staff: 

7. A competency based seIf-rating çcale should be developed for "Moving on" staffto 

administer to clients every two months. These would be utilized to document client 

perceived progess toward their goals. The tool should be based on the goals specific 

to the "Moving on" program. 

8. A probationary period of one month should be initiated for clients beginning at 

"Moving on." This should allow the client as well as the stafTtirne to assess if the 

relationship should continue. If negative behaviors surface that are difficult to deal 

with at "Moving on" and the client makes no attempt to correct them despite feedback 

and time allowed to make positive change. they should be asked to leave the program. 

This should also apply to repeated unexcused absences. 



9. Since "Moving On" staffnow require less t h e  to program plan and clients arrive 

early, an optional exercise program fiom 330  - 4 0 0  should be estabiished. This 

should facilitate physical fitness regimes ùiat clients can continue outside of the 

program e-g.. walking 

10. Communication regarding client progress at "Moving on" with funding agencies such 

as SGI and home supports should increase by: 

The primary worker should include an update regarding progress at "Moving On" 

in the AB1 progress notes which are carbon copied to funding agencies, 

clients/family to validate attendance at the "Moving On" program. 

The "Moving On" s ta f f  should continue to produce a newsletter and forward it to 

clients and the AB1 Outreach Team. Clients may submit articles to it. 

1 1. Communication Skills Emphasis should be ïncreased in the program by having the 

AB1 Outreach Team speech language pathologist regularly train and consult to the 

"Moving On" program staff and clients regarding communication. 

12. -MI  Outreach Team staff should continue education~consultation visits to "Moving 

on" regarding communication, anger and behavior management, leisure planning, 

independent Iiving skills, interpersonal ski11 development as required or requested by 

"Moving On" staff for client development and programming. 



13. hcrease Feedback to Clients 

A brochure describing the "Moving on" pro-garn mandate with contact numbers 

should be supplied to each client- 

Clients should continue to receive a copy of their client service plan. 

Clients should be presented with an activity dong with a simple explmation 

regardhg the ski11 it wiil help to develop. 

Clients should be given immediate feedback on performance and behavior in 

order to catch clients doing something good and reinforce positive behavior and to 

identiQ unacceptable behavior and teach dternatives. 

14. Coordinate Discharge/Graduation so each client will be honored with a small scale 

celebration on their discharge date including a certificate. a cake, talk of fùture plans 

and invited family. Clients must understand that people are discharged on an 

individual basis as they achieve thek identified goais. Discharge dates should be set 

well ahead so that clients and staff  can prepare for it and make decisions about future 

activities. 

15. Development of a follow-up. fellowship or mentonng program after discharge of a 

client. This program could be held approximately once every two months for alumni 

to attend and mingle with other alumni and current prograrn participants. 

16. Re-evaluate the objectives/purpose of the program on a yearly basis to ensure that 

client needs are continuing to be met. It should be noted that at the end of the six- 



month formative evaluation the mission statement was reviewed with the planning 

cornmittee and found to accurately descnbe the purpose of the "Moving on" program. 

The transitional day program assist survivors of acquired brain injury to develop 
psychosociai and independent living skills to provide Mie enrichment and to 
enable them to access comrnunity resources. 

The objectives of the program were also reviewed with the following 

recommendations: 

Continue with 

Q To improve social skilLs and communication 

To develop med planning, preparation and clean-up skilis 

To develop basic money management skills 

To plan for and participate in Cornmunity Leisure Programs 

Add: 

Q To create an  aûnosphere to M e r  increase client self confidence 

To develop memory strategies 

Delete: 

Q To improve ability to use public transport - it has been found that clients need to 

know how to use some method of public transport in order to attend the "Moving 

On" program. This skiIl wiil likely be taught outside of the "Moving on" program 

by the AB1 Outreach Tearn. The "Moving On" p r o g m  may, however. work to 

hone the skills. Objectives m u t  be achievable in a group settuig. 



Admission Critena 

Retain: 

The client must have a confimed diagnosis of brain injury. 

The client must have previously undergone assessrnent and case management by 

the AB1 Outreach Team. 

The client must have a need to develop the areas that the program focuses on. 

The client must have a desire to make changes in diese areas in their life. 

The client must have addiction, psychiatric and behavior issues well managed. 

The client must be between 16 and 65 years of age. 

Add : 

The cIient must commit to regular attendance twice.per week. 

Discharge CriteRa 

Retain: 

The client will have achieved goals set out during 6-month admission. 

The client has improved to the point where he is eligible for other programs. 

The client may stay beyond the 6-month penod if he is continuing to show 

improvement but requires further support to meet goals. 

The client no longer wishes to participate in the program. 

Add: 

The psychiatric, behavior or addiction problems become a barrier to successful 

participation. 



CHAPTER FlVE 



Chapter Five - Research Implications 

13. Organizational lmplementation 

This study has established thar the much needed "moving on" program, in its' original 

state. was already providing a good service to clients with AB1 in the first six months of 

opera~ion. However. "Moving on." and the larger organizations of Saskatoon District 

Health and the AB1 Partnership Project are committed to continuous quality 

improvernent. The recommendations from the formative evaluation will be useful in this 

regard. 

Because the program was collaboratively developed through a partnership of two 

systems. individual responsibilities were negotiated in order to prevent con£lict and 

facilitate communication. The two supervising individuals. the planning cornmittee and 

staf f  agree that the changes recommended by this study will improve efficiency and 

effectiveness of the small program without an increases in operating dollars. Since the 

program has the support of Saskatoon District Health and the AB1 Partnership Project, 

there is enthusiasm to implement the recommended changes at al1 levels. 

As the prograrn becomes more known there may be an increase in client referrals and a 

wait list may develop. In that event, a cnterion for pnoritization of admissions may need 

to be developed. There is likely no funding available to expand the program and it is 



essential that staff to client ratios remain the same in order to maintah the effectiveness 

of the program. 

If irnpIementation of the recomrnendations does not occur, the coordination of service 

will not occur as smoothly as it codd. Co~munication will not be as effective as it has 

potential to be with participants, staff, b d i n g  agencies and families. Evaluation of the 

program would not be enhanced by addition of the client self-rating tool. 

14. Future Research 

Pnor to the implementation of the "Moving on" program there was no program in 

Saskatoon where survivors of brain injury couid l e m  and practice stratedes for dealing 

with the deficits of AB1 as well as develop their interpersonal skills. independent living 

skills and cornmunity reïntesation skills. The six-month formative evaiuation has 

demonstrated excellent results in participating client's performance in the above 

mentioned areas. However, previous studies of sirnilar programs in Ontario and the 

United States, have shown that three -five years following discharge from such prograrns, 

the clients show signs of loneliness and depression. This seems to occur even though they 

retain their work and independent living skills. What can this prograrn do differently to 

prevent that decline in mood? 

Prograrn staff have noticed that a great deal of healing occurs for survivors fiom telling 

their stories and supporting each others or "giving back" to other survivors. The planning 



cornmittee for "Moving on" hopes to implement an alumni night to maintain contact with 

graduates and allow them to act as mentors for clients currently enrolled in "moving on." 

Perhaps a study examining the value of this supportive aspect of the program could form 

the basis of another research project. 

Ultimately, client progress towards greater independence indicates success of the 

program. While the LCM and COPM indicated change in the client's ski11 level, the need 

for a more sensitive tool to document change over time in the clients has been identified 

for specific areas that the program focuses on. The AB1 Outreach Tearn is currently 

developing a self-rating scde for clients to plot changes in memory. interpersonai skills, 

and community integration skills. Further refinement, follow-up and deveiopment of 

noms for this tool would be a beneficial pursuit. 

Two of the seven clients enrolled in the "moving on" program started part-thne 

cornpetitive work after they were discharged from "Moving on." Perhaps a study looking 

at the percentage of clients who return to work or other avocational activities following 

enrollment in "Moving on" and the factors that contribute to that. would be an interesting 

pursuit. 



CHAPTER SIX 



Chapter Six - Lessons Learned 

15. Research Project Lessons Learned 

This study was dependent on the constraints of quantitative and qualitative research 

methods involving human subjects where self-report processes are used This group of 

clients has experienced significant trauma in their life and at the t h e  of the interviews, 

were at different levels of developing insights and adjustment to the effects of their 

injury. Difficulty with short-term memory was at times a limiting factor for critical 

analysis of program initiatives by the clients. Some clients had difficulty deceming 

between the services of the AB1 Outreach Team and those of the "Moving on" prograrn. 

A second area of limitation in attempting to answer the intenriew questions was that some 

of the cl ien~s tended to understate that they were experiencing difficulty coping with 

independent living and interpersonal interactions prior to attending the "Moving on" 

program. This could be due to the fact that pnor to their injury they were fully capable of 

living independently. having meaningful relationships and didn't want to appear different 

now. Generally. clients did identiQ some specific skills they had leamed at "Moving on" 

Ki the areas of cooking, money management, and making conversation. The COPM and 

the LCM provided objective measures to confm the improvement to clients and staff. 

A third area of limitation was that the researcher was intemal to the organization and one 

of the managing staff. Those participating in the study were peers. subordinates and 



clients whose jobs and program codd be innuenced by the researcher. This limitation 

was recognized at the outset. The shidy conduct was stmctured so those limitations were 

minimized. The hi& level of participation by the staff  and clients appeared to indicate 

that they were sufficiently cornfortable that the study epistemology wodd protect their 

A fourth area of limitation was the small number of participants in the project. This was 

however unavoidable because of the small size of the program and the early stage of its' 

development. Only eight clients had been involved with the prograrn. Seven of the eight 

clients agreed to participate in the client interviews. The eighth client succumbed to 

previous addictions and was unfortunately unavailable for i n t e ~ e w .  Further evaluation 

of the "Moving on" prograrn will be helpful to validate the findings of this study. 

A ve- positive lesson leamed through this project \vas the importance of prior needs 

assessment, literature review and the incorporation of an evaluation plan into the 

development and implementation of a new program for ongoing continuous quality 

improvement . 

16. Program Lessons Learned 

The foliowing competencies were selected by myself to be demonsnated in the major 

project: 



1 .b. and l .c. Demonstrate Leadership Characteristics 

In April, 2000, a Kouzes and Posner Leadership Practices hventory profile was 

completed by my direct reports as well as myself. There was a hi& degree of 

consistency between direct report scores and my own, indicating strong skills in 

encouraging, modeling, enabling, inspiring, and challenging leadership behaviors. 

Also as part of my Master of Arts and Leadership and Training curriculum a 360 was 

carried out in May, 2000 with peer, direct reports, and my supervisor. This gave them the 

opportunity to anonymously comment on various aspects of  my leadership ability and 

style. The following are some representative verbatim cornrnents about rny strengths: 

Sharon is an open communicator and good listener 

Sharon works well in a tearn setting and promotes a positive team 

Sharon involves others in team decision making 

Sharon has foresight and is proactive in her t h i n h g  

Sharon Leads by example 

The following are verbatim comments about things that 1 could improve: 

Specific management skills, quality, budgeting and resource allocation 

Pro blem solving, planning, decision making 

2.b. Apply systems thinking to the solution of leadership and learning problems. 



An interdependent relationship was formed with the long-term care group to plan and 

develop the "Moving on" program. This required knowledge about our own 

rehabilitation care group, the long-term care group as weU as the needs of the comrnunity 

and the AB1 population in order to construct an effective program. 

The use of a focus group to develop strategies to resolve the issues identified in the 

formative evaiuation maximized the potential value of consensus amongst the various 

groups and systems af5ected by the proposed changes. Involving those most impacted by 

the issues and proposed strategies ensured that the recornmended strategies codd be 

defended as the optimum in the workplace. 

3 .c. Create and Lead Teams 

This snidy was a formative evaluation project. It involved early evaluation of a newly 

formed day program which entailed collecting data and facilitating a process for the 

participants to use data to i denw issues and strategies to resolve them. The project 

required the researcher to coordinate the activities so that the planning cornmittee had the 

information, the time, and the right environment to recommend strategies to increase 

positive outcornes for the program. 

Ground d e s  were set for the interviews and focus group participation. Information was 

collected and confirmed with the participants before inclusion within the report. Great 

care kvas taken to ensure confidentiality and anonymity. 



My involvernent in the focus group was one of recorder rather than facilitator or 

participant. The role was consciously chosen so that 1 would remain objective and 

m h h k e  any influence my perspectives or position rnight have on the focus group 

outcorne. 1 conducted interviews with clients but felt this did not jeopardize the study 

because 1 do not work directly with the clients in "Moving on". 

4.e- Hetp Others Learn 

The study was an evaluation project. It involved collecting data and facilitating a process 

for the participants to use data to iden- issues and strategies to resolve them. The 

project required me to teach and coordinate the activities so the planning cornmittee 

could participate to an optimal level. 

Throughout the development of the prospectus, the proposal. and the major project 1 have 

worked with other colleagues to glean and give feedback regarding our respective 

projects. 

5 .a. IdentiQ, locate, and evaluate research findings 

The need for a life enrichment program specific to the needs of the AB1 population had 

been established by an earlier needs-assessment completed by the AB1 Outreach Team as 

well as the AB1 Partnership Project Evaluation. A comprehensive literature search was 

carried out to identify the most effective components incorporated within day programs 

already in existence. These components were then incorporated into the "Moving on" 



program. The literature review also provided information on program evaluation 

appropriate to this study. The proposed evaluation methodology was shared with the 

"Moving on" planning cornmittee to determine if it would be workable for a formative 

evaluation. The study conduct was r e h e d  based on their feedback- 

5.b. Use research methods to solve problems 

The study employed both qualitative and quantitative methods to gather and interpret the 

data. Ethical considerations were paramount as the researcher involved the use of human 

subjects. The issue identification and resultant recommendations involve solutions 

requiring minimal organizationd change. The involvement of staff and clients ensured 

participant commitment to recornrnended changes. 

Client interviews as well as a focus group with staff were the qualitative methods used. 

Quantitative methods involved the compilation and cornparison of objective individual 

client assessrnents (the COPM and the LCM) over time. 

7.a. Interpret oral communication 

The focus group provided a rich opporninity for me to capture the dialogue of those 

participating in the group. To ensure accuracy, 1 tape recorded as well as hand recorded 

the session. The facilitator also captured themes on 8 ip charts. The session tapes were 



transcribed and verified with focus group participants to ensure accuracy before they 

were included in the report. 

Being intimately involved with the program, it was a significant challenge to act as an 

objective recorder, listen attentively, and not inte rject my own ideas into the dialogue. 

7.c. Cornrnunicate with others through writing 

This final report is an indication of my written communication skills. Throughout this 

project, 1 have nin meetings, interviews and recorded results of those as well as the 

results of the focus group. 1 have shared plamhg cornmittee minutes with participants to 

ensure that al1 have a record of decisions made and progress to date. 

7.e. Use of cornputers to facilitate communication 

Throughout the project c o ~ u n i c a t i o n  with participating staff members were 

accomplished via email, face to face meetings, and written memos. The cornputer was 

instrumental in development of this document. the minutes. memos and ernail messages. 
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Sharon Babcock 
Phone: (306) 655-8466 
Fax: 306) 655-8454 --- -. 
E-mail: babcocks@sdh.sk.ca 

RRU Faculty Supervisor 
- - 

Fred Jacques 
Phone: 403 251'9608 
Fax: 403 251 981 4 
E-mail: ~acauesriùnetcom.ca 



Roles and Responsibilities 

The Pmect Leader and Project sponsor agree to participate in the successful 
cornpletion of the pmposed project and perform the roles and responsibilities 
idenüfied in Attachment A. 

Project Description, Action steps and Milestones 

The pmject goals, process and anticipated outcornes are described in the project 
proposal (see Major Project Proposal under separate mver). The pmject 
proposai highlights the activities to be completed, the study milestones and the 
involvement of Saskatoon District HeaJth 

The Royal Roads University Proje& LeaderlGraduate Student agrees to honor 
individual and district confidentiality and nondisclosure guidelines and the 
conditions outlined in the Review for Ethical Request f o m  signed off by the 
university's Research EUiics Board. Saskatoon District Health agrees to allow 
the Project Leader every opportunity to collect data h m  individuals and groups 
identified in the project proposal. 

The project participants will be asked formally to acknowledge that the 
information they provide to the Pmject Leader will be handled in a confidential 
and privileged manner, as described in the Royal Roads University Ethics Policy- 
Individual andlor group identity will not be disclosed to the Faculty Supervisor or 
any other rnernber of ~askaioon District Health. 

Intelledual Property 

Çasaktoon District Health agrees that the final project report and supporüng 
matenal will remain the intellectual pmperty of the Project LeadedGraduate 
Student, Sharon Babcock, and that a copy of the final project report be 
available for public review through the library facitities at Royal Roads University. 

The Pmject LeaderfGraduate Çtudent wiil provide Saskatoon Dmct Heafth with 
the deliverabies outlined in the project proposal. 



Sponsor Cornmitment 

Saskatoon District Health agrees to provide the Project Leader with the foflowing 
support: photocopying, mail service for questionnaires, access to relevant data 
outiined in the project proposal, contact with individua!~ and groups identified in 
the project proposa! and other sundry items as identified throughout the action 
phase of the project. 

Endorsement 

We, the undersigned, agree to abide by the arrangements and statements 
contained in this letter of agreement. 

Project Sponsor Dated 

Project Leader. 
Graduate Student 



Attachent A 

Major Project 

Roles and Responsibilities 

Project Sponsor - 

Assist the candidate in articulating the opportunity or issue(s) to be examineci. 

Review and provide feedback on the description of the opportunity and the 

action plan contained in the project proposa!. Meet with the Pmject Leader 

between one and three tirnes per month dunng the project to review and . 

provide feedback on the progress of the project. 

Provide the resources, facilities, fun& and personnel needed to support the 

successful cornpletion of the project as described in the project proposal. 

Where and when necessary facilitate the timely djspatch and collection of 

data. 

Review the project findings, conclusions and recommendations with the 

Project Leader. 

Assess the cornpetencies demonçtrated by the Pmject Leader as described 

in the project proposa1 leaming and evaluation section. 

Project LeaderlGraduate Student 

4 In conjunction with the Project Sponsor and Faculty SupeMsor, develop the 

opportunity into a final prospectus. 

4 In conjunction with the Faculty Supervisor, develop a project pn>posal. 

4 Complete the project in accordance with the project proposal. 

4 Regularly (minimally once monthly) communicate the projeds progress to the 

Project Sponsor and Faculty Supervisor. 

Effectively lead the project and the project team. 

4 Produce a draft and final project report, which confoms to the univers@ 
guidelines. 



Faculty Supervisor 

Undertake regular consultations (minimaiiy on& monthly) with the candidate 

during cornpietion of their major project. 

Ensure the candidate applies rigorous reçearch rnethodologies throughout 

their project completion. 

Review and provide cornrnents an, al1 draff copies of the project report 

produced by the candidate. 

In consultation with other cornmittee members, assess the completion of  the 

cornpetencies described in the candidate's project leaming contract 

Communicate the success or faiiure of the candidate's major project report to 

the program director. 





Royal Roads University 
Request for Ethical Review 

Submit original and 5 copies 

Principal Investigator: Sharon Babcock Division: 
Organizational 
Leadership and 
Leaming 

Facuity/Sîaff 0 Graduate student X Undergraduate student O Other Q 

Student Supervisor: Fred Jacques 
Student Supervisor telephone: (403) 251-9608 

Mail Correspondence andfor approval to: 

Fax: (306) 655-8454 Email: babcocks@sdh.sk.ca 

Co-lnvestigators (name, position, Division or other institution) 

NIA 

Shod Title of Project (no more than I O  words) 

Formative Evaluation of "Moving on" day Program 

Does the project involve living human çubjectç or human remains, tissues. biological 
fluids, ernbryos or foetuses? Yes X No Q 

Signatures 

Principal lnvestigator Date 

Major Project Supervisor Date 

Director Date 



Keywords 

Provide 4 keywords and a location of where the reçearch wiil take place, that describe 
this project 
1. Acquired Brain lnjury (ABI) 
2. Day Program 
3. Cornrnunity lntegration 
4. Evaluation 

Location: (city. province, country) 
Saskatoon, Saskatchewan. Canada 

Summary of Purpose and Objectives of Project 

Brief but complete description in non-technical language of the purpose and objectives 
of the project USE NO MORE THAN THIS PAGE 

Purpose 
Sus-g a brain injury can have devastating efficts on the physical, cognitive and behaviomt 
aspects of an individual. Not only does this injury affect the survivor; it changes family roies, 
relationships. and goals, surmounted by few other life events (Baggerly, 1986). More individuais 
"th acquired brain injury (AN) are surviving due to improved acute care and medicd 
techniques. 

The mission statement of the "Moving on" &y program is: 

The transitional day program, assists d v o r s  of acquired brain injury to develop 
psychosocial and independent living skills to pmvide life enrichment and to 
enable them to access community resources. 

The intended outcornes of the program are to increase client skills in the areas of co~~ll~lunication, 
interpersonal relations, med planning and preparation, using public transportation, money 
management and interacting with one's c o = ~ & ~ .  M y  major project wiii focus on the 
formative evduation of this transitional &y program. 

Objective 
The "Moving on1' &y program w s  initiated Mar& 16,2000. The objective pf this evduation 
project is to ensure that the pro- bas been implemented as planned and to determine from 
staff and ciients what is working and what to be c h g e d  to best meet the needs of the AB1 
Population. 



Research Question 
How well is the "MoWig on" day program meeting the intended outcomes for clients with 
acquired brain injury? 
What program changes would enhance its ability to do SOT 

Significance of the Opportunity 
The hope in developing the day program was that in&viduals with AB1 would have the 
opportunity to redevelop psychosocid and independent Iiving skills. T'hese relearned sküls and 
compensatory stmtegies would enable them to more easily transition to or access other 
co~fl~llunity resources and assume 0 t h  actWe f d y  d e s .  This would assist the d v o r  to 
accept the new person they have become, and therefore aid them in Einding a meanin- life 
within their community (community integration). This process would indirectly reduce the 
burden on families, as the survivor k d s  theh new place in society and ultimately becomes less 
dependent on them and the system. 

If the program was not implemented to supply some meaningful activity to the survivor's day, 
there is greater risk of substance abuse, depression, aggression and other secondary psychosocial 
problems developing for the sunrivor. These behaviors dong with lack of programming increase 
f d y  burden for caregivers that can lead to he&h issues for them as weU as the survivor. 

Summary of Methodology and Procedures 

The formative evaluation will be used to d e t e e e  what is working and what has to be adapted 
to improve the "Moving on" day program's effectiveness and efficiency for the clients. The 
evaluation will include evaluation of process as weII as evaluation of outcomes. 

To rnonitor process, a database will be set up to capture client demographics, client 
attendance/compliance with program components and staff workload. Program activity schedules 
wiU be planned at monthly meetings of die advisory conmittee, and recorded in the minutes. 
Minutes of the advisory comminee meetings as well as monthly schedules will provide evidence 
that the program was delivered as proposed. 

The methodological choices for the outcorne evduation wili be a combination of qditative and 
quantitative methods used for the purpose of triangulation (Jick, 1979). The type of research 
being conducted is formative evaluation research. 

The qualitative tools that will be empioyed in this evaluation are: 
P Interviews with suMvoa of AB1 who have attended the program 
P Focus group with participating staff of "Moving on" program and AB1 Outreach Team, as 

weil as represenratives lkom SGI and Sask. Health 

The quantitative tools that wiil be empioyed in this evduation are: 
l+ Bi-monthly client resuits of the Canadia, Occupational Performance Measure 
l+ Bi-monthly client results of the Leisure Competency Measure 



These will be obtained by review of client medicd mord (objective measuranent tools). The 
scores will be collated and compared to &termine the extent of impvement in client 
perfomiance in the areas of psychosocial and independent living skills. 

Infomed consent to participate in the evduafion w -  be sought h m  d participants. Quaiita?ive 
data wül be kept anonymous to ensure conndenM@ for those responding to questions of the 
focus group, and interviews. Data collected h m  the focus group and interviews wi.ü be 
m c r i b e d  and taken back to participants for verifidon. Clients wiil be assigneci a number or 
pseudonym to d o w  for tnangulation of data from Wtat ive  and quantitative measures, 
maintahhg anonymity. Informed consent fl &O be so@t in order to access the client 
medical mes for the purpose of c~uecfing the ~uantitative data h m  the client medical mes. Daia 
nom client nies wdi also be g a t k d  under an assigneci number or pseudonym- 

Anaiysis of results 
Quantitative data in the form of interview and focus group tninscripts wiU be analyzed t h u g h  
an inductive process of coding and categor-g tfiemes that emerge ihrough carefid multiple 
readings. Tnistworthiness wil1 be estabbshed h u g h  trianguIation of the fbdings between the 
ciient interviews, the staEfocus group and the quantitative data h m  the LCM and COPM and 
by validating themes with participants. It is necessary that the participants wiU benefit h m  this 
study and experience no harm as a resdt of participathg. 

DESCRIPTiON OF POPULATION 

a. How many subjects/participants will be used? 8-12 clients 

4 O-? 4 staff 

b. Who is being recruited and what are the cnteria for their selection? 

All clients of the "Moving onn day program will be asked to participate. Clients of 
the program must be 16-65 yearç of age, have a documented brain injury, are 
currently unemployed and are net enrolled in an education program at this time. 

Staff who work directly or indirecdy with the "moving on" day program clients, 
either as part of the day program or the AB1 Outreach Team will be asked to 
participate in a focus group. AS well a representative frorn SGI and Saskatchewan 
Health will be invited. 

HOW ARE THE SUBJECTS BElNG RECRUITED? 

Potential participants will be contacted in person and by a foliow-up letter to invite them 
to participate. 



X By letter (enclose a copy) (Note: in some cases, the letter of recruitrnent and 
letter of informed consent may be combined - pfease see below re. Free and 
Informed Consent) 

O By telephone (If yes, complete 'Telephone Contact Forni") 

Advertisement, poster, flyer (enclose a copy) 

O Other (explain) 

PROJECT DETAILS 

Location Saskatoon, Saskatchewan 

a. Where will the pmject be conducted? 
Interviews and the focus gmup will be conducted at a location quiet and 
convenient to the participants wwin Saskatoon. The researcher may utilize 
Sherbrooke Commun@ Centre or the AB1 Outreach Tearn offices. 

b. If other institutions or jurisdictions are involved. what ethicai review of the project 
has been conducted or is propos&? 
Not applicable. 

c. For research in other countries, indicate how the research wiil conform to the 
laws and customs of that country. 

Not applicable 

Involvement of Aboriginal lndividuals or Commonities 

a. Will the research involve aboriginal individuals? Yes NO X 
Aboriginal individuals exist within thiç population, however, they will not be 

singled out based on First Nation characteristics. 

If yes, will any of the foilowing considerations apply? (Provide a brief expianation 
of any relevant considerations and Micate how approvai of the community as a 
whole will be obtained.) 

13 Prope* or private information beionging to an aboriginal group as a 
whole will be studied or used. 

0 Leaders of the group wiil ba involved in the identification of potential 
participants 



IX Free and lnformed Consent 

Evidence of free and infomed consent by the subject or authorized third Party 
should be obtained.in wMing (See checklist for Consent Form and include a 
copy of the letter or other fonnat by which you wifl obtain consent in 
writing). 

Do you plan to obtain wmen consent from your subjects? Y ~ s  X NO- 

Written consent will be obtained from participants for the interviews and the focus 
group and file reviews in this research. 

a. Will the subjects have any pmblem gkng free and informed consent on their own 
behalf? (Consider physicai or mental condition, age, fanguage, incarceration or 
other barriers). No 

b. Are subjects not competent to give free and infomed consent? Yes- No X 

If the subjects are not competent, who is ernpowered to give consent on their 
behalf? 
Note: 

Although individuals participating in interviews of this study have suffered a brain 
injury, they must be competent to fùlly participate in this program. However, in 
the event that a participant is clinicaiiy assessed and judged incornpetent. a 
guardian will be consulted. Clients will be infomied that they may stop the 
interview at any time if they should becorne distressed. Questions will be given to 
the participants prior to the assessrnent to allow additional time to formulate 
answers. 

c. Is any f o n  of deception of subjectç part of the research design? Yes- No X 

If so. describe and justify the pmposed deception. (If deception or any other 
alteration of the conditions of Free and Infarmed Consent are proposed, 
wmplete Request for Waiver of Fuil Consent). 

Risks  and Benefits 

a, Describe the potential and anticipateci ri& and benefitç of the pr6posed research? 



The researcher assumes that no risks will be afforded to the interviewees or focus group 
participants. No hami is anticipated, and no decePtion wiiI be used at any t h e  in the research, 
Benefits to inte~ewees may include an enhanced &y program for individuais with AB1 and a 
comprehemive evaluation template for the day program evaiuation within the h d t h  district 
Evaluation results will be presented to the stakehoiden to .validate the kdùigs and to incorporate 
their recommendations into the nnal repos 
A presentation of the final findings and recommen&tions wilI be presented to the sponsoring 
agency. 

The researcher wiU benefit £rom the I e h g  experience of action research/evduation, and how 
to incorporate evduation into quality assurance activities and professional development. 

b. What inducements (rnonetary or othenvise) wiil be offered to prospective 
subjects?none If payrnent is to be made, provide details or amounts, payments 
schedules and other relevant details. 

c. How much t h e  will a subject be expected to dedicate to the project? 
Client intewiews - 30-45 minutes 
Staff focus group - 60-90 minutes 

c. Does the research in your view conform to the standard of "minimal nskn? 
Yes X No Q 

Privacy and Confidentiality 

a. Will the project obtain identifiable personal information on research subjects? 
Yes O No X 
Information wiil be correlated by number or pseudonym. 

b. Wili such information be obtained only from publicly available information or 
materiafs? Yes No X 

If No, describe methods for obtaining and handling data, including the following: 

a. The type of data to be collected 

(i) For in-person interviews: Researcher wiil keep a file co-ining 
participants' real names, address and telephone numbek 

(ii) For focus group participants: Researcher will keep a file containhg 
participants names, position title, address and telephone number of 



em~loyment, work email address. 
(iii) For client medical file reviews: Researcher will keep a file containhg 

participants' real names, address and telephone number. 

The purposes for which the data will be used - 

Data will be used solely to help resea~her keep track of the participants for the 
purpose of triangulating quantitative and qualitative data and to provide context 
for the analysis of the transcripts. 

Limits on the use, disclosure and retention of the data 

(i) No person except the ressarcher Mil have access to this data of 
identifiable penonal infornation. This information wiil be kept until 
the concfusion of the research, and destroyed when the major 
Pmject final report is cornpiete. 

(ii) Interview and fucus group tapes will Be transcribed by a third party. 
The transcriber wili be a trained research transcriptionist, and not 
emptoyed by Saskatoon Distmkt Health. The researcher will ensure 
that ethical guidelines are followed by this person in the handling of 
41 tapes and tanscripts. 

(i i i )  interview and focus group transcriptS will not aintain the feal 
names of participants. However, certkin identifying characteristics 
may appear in taped and tanscribed intewiew conversations. For 
this reason, tapes and tmnscripts also wiil not be shared with 
anyone besides the researcher (and potentially the major project 
supewisor), and desmyed when the Major Pmject final report is 
cornpiete. 

(iv) Client file review data wntaining demographics and results of bi- 
monthiy LCM and COPM assessrnent results wiil not contain the 
mal names. of participants nor be shared with anyone besides the 
researcher (and potentially the major project supe~sor),  and 
destroyed when the major Project final report is cornpiete. 

Appropriate safeguards for confidentiality and secum 

Identifiable infornation, tapes, and transcripts will be kept locked and 
secure in the researchefs home. Tapes and tanscripts be transferred 
by hand from the researcher to the transcriber. Tapes and transcripts will 
be destmyed at completion of the project. 

Any modes of observation (e.g. photographs or videos, sound recordings) that 
allow identification of particular subjects 

NO photos or video recordings Ai] be used. Sound rewrdings have been 
addressed above. 



Any anticipated secondary uses of identifiable data from the research 

Not applicable 

Any anticipated linkage of data gathered in the research witb other data about 
subjects whether those data are contained in public or penonal records. 

Not applicable 

Provision for confidentiality of data resulting from the research. 

(i) Focus group and Interview Participants' names and idenüfying 
characteristics will be removed h m  al1 reports generated h m  the raw 
data. Interview and focus gmup participants will review the final report 
before its release to ensure their comfort with the level of confidentiality 
provided. 

(ii) Information from client medical file review wiil have names and identifying 
characteristics removed b m  all reports generated h m  the raw data. 
Client participants will have the opportunity to review and compare the 
results h m  their assessments as well as their opinions expressed in their 
interview before its release to ensure their wmfort with the level of 
confidentiality provided. 

Is secondary use of identifiable data is anticipated? Y e s  NO X 

If yes, describe methods for obtaining and handling data, including the following: 

a. Why identifying information is essential to the research 
b. What measures will be taken to protect the privacy of individuals 
c. Evidence that individuais involved have no objection to secondary use 

proposed rnethods of obtaining infomed consent of those who contributed the 
data or of authorized third parties 

d. How subjects will be informed about the potentiai secondary use andlor methods 
for consulting with representatives of those who contributed the data. 

Feedback to Subjects 

a. Detail pians for feedback (debriefing) of subjects or their representativefs). 

(i) At the beginning of the interviews and focus group, the researcher will 
explain the ethical procedures of the research to the participants. In 
particular, the purpose of the research will be stated, the option to 
withdraw at any time will be emphasized, and the protection of 
confidentiality will be assured. Later, interviewees wiil be given their 



transcripts to review. n e y  will have opportun@ to change or delete any of 
their own words at mat tirne. Whether they choose to participate or not will 
have no effect upon their treatment or empioyment- 

(ii) W hen the final report of the Major Projed is in draft stage, inteMewees 
will be given the report to validate. Any. changes or deletions that they 
suggest, will be seriously considered by the researcher- 

(iii) The final report will be presented to the sponsoring organization and 
involveci staff. 

Conflict of lnterest 

a. Provide fuli details of any actual, perceived, or potential conflict of interest 
(econornic, family-reiated or otherwise) on the part of the principal investigaior 
and co-investigators. lndicate how this cunflict wiil be addressed. 

No confiict of interest is anticipated. 

Specific Research Topics: 

For proposed research involving Clinicaf Trials, Hurnan Genetic Research, 
Research lnvolving Human Gametes, Embryos or Foetuses, Human Tissue, 
contact the Director of the relevant Division for more* information regarding 
preparation and review of proposals. 



B-I 1 

S M  Participant Consent Form 

This project is a four-month formative evaluafion of the "Moving on" day program designed 
specifkdly to meet the needs of d v o r s  of-uired brain injury. The program was designeci to 
help to develop the psychosocid and independent living skills for individuals with acquired brain 
injury who are not yet abIe to r e m  to full t h e  cornpetitive employment Participants of the 
evaluation are chosen k m  staff of the Moving on &y program and staff from the AB1 Ouîreach 
Team who have case managed participants of the program over the Iast six months. 

Please read this page carefully and s i s  it if you give your consent to participate in the study, 
which follow the methods describeci below: 

Yeu will be a participant in a focus group of appmximately 60-90 minutes in d u d o n  The session will be 
recorded through wriaen notes and by audiotape. -411 audiotapes wiIl later be nanscriied by a qualified research 
lramcriptionist. 

You have the right to requen that the tape recorder be m e d  off ar any t h e  during the interview, or to delete 
any or dl of the triinscript later, without being asked for your reasqns. 

Al1 focus group data and conversaEons w a  bc kept mrirely confid-intial by the research team. You will be 
identïfied dirough the revarch notes and with a pseudonym. Al1 identifLing c-cs linking 
you to the data wiIl be removed from the finaI report. 

Al1 data will be kept in a secure place, inaccessible to the public. Al1 notes, tapes, transmts and documents 
contaking your reai name wiil be d a o y e d  at the concIusion of the snidy. 

You will be offered the oppommiry to review and verify the transaipt creased h m  the tape recording of your 
interview. You will also have oppomity to review and verify the final repart before its publication. 

NO deception will be w d  at e t i m e  in this saidy, and the mearch team will endeavor to ensm that no h m  
of any kind will corne to you as a muit of p u r  participation in this study. ïhere wil1 be no monetary 
compensation to you for participaring in this smdy. However, a summary of the snidy results will be made 
available to you at the end. The finai repart will be made available at Royai Roads Unoiversity. 

Your signature indicates that you u d e m d  to your satisfaction the nature of your participation 
in this research study, and that you w e e  to participate. In no way does this waive your 1ega.I 
nghts at any t h e  in this study. 

Participant Date 

Researc her Date 



Please feei fkee to contact the mearcher & =y time ifyou have f i d e r  q u d o m  c o n c h g  
matters reiated to this researh. 

Sharon Babcock, MA (candidate) - 

Manager - AB1 Outreach Team 
E - d :  babcockslalsdh.ska Tel: (306) 655-8466 

This study has been designed to comply with the ethical guidelines for research re@ated by 
Royal roads University. If YOU have a . y  questiom reiated to the ethicai procedures goveming this 

A copy of the  consent form h a  been @en to you to keepfor your recorb and reference. 



Focus Group Questions for Staff 

1. Please state what your with the "Moving onR program has been. How 
long have you been involved with the prograrn? 

2. To what extent do you feel infomed about brain injury? Did you get adequate 
orientation and support to perform the work? Do you feel cornfortable with 
your role with the "Moving on" prograrn? 

3. Please comment on changes, if any, that you have seen in clients attending 
the "Moving on" program. 

4. In your opinion what is the "Moving on' program doing nght? Please illustrate. 

5. Based on what you know about the "Moving onn program, what else wouid 
you like to see included or changed in this program? 

6. Is there anything else that you would like to comment on? 

Thank you. 

Thank you 



Client Participlnt Consent Form 

Please read this page carefully and s@ ifyou give your consent to participate in 
this stndy 10 help us to determine ifthe program has been helpful or not? The q~esti011s 
will relate to changes that you have seen in yourselfsince you have attendeci the " M o e g  
on" program. 1 would also like to ask you what, if any, changes p u  wodd suggm to 
improve the "Mowig on" program. 

Your medical fde a be -ew&vith yoar permission, for information rdating to your 
brain injury, for client service plans and leisure competency measure scores for the penod of 
March, 2000 - December 3 1,2000. lhis data wiii be collecteci under an assigned Pame or 
number, stored in a locked cupboard, kept entirely confïdential and fi be destroyed at the 
completion of the study. Reports WU not contain any identifjhg infonnafion. 
1 give permission for my medical fie to be reviewed? Yes NO 

YOU wiU be interviewed in a personal interview approximately 30-45 minutes in 
duration. You wili be given a list of topics for discussion prior to the interview. AU 
interviews will be recorded through wnnen notes and by dotape- AU audiotapes will later 
be aanscribed by a qualined research transcriptionist 
1 consent to participate in a personal interview. Yes NO 

You have the right to request that the tape recorder be turned off at any time during the 
interview, or to delete any or d of the m c r i p t  later, without being asked for your muons. - 

Aii i n t e ~ e w  data mtnd conve~ations will be kept entirely confidential by the research 
team. You wil1 be identified thmugh the research notes and transCnpts with a pseudonym. AU 
identifjing characteristics w g  you to the data wilI be removed h m  the final report. 

AU data will be kept in a secure place, inaccessible to the public. AU notes, tapes, 
minscripts and documents conta=g your r d  name will be destroyed a -  the conclusion of 
the study. 



No deception wiii be used at any time in thh study, and the research team will endeavor to 
th no hami of any kind WU corne to you & a redt of yoin participation in this 

study. There will be no monetary compensation to you for participahg in this d y .  
However, a summary of the study res& wa be made available to you at the end. The final 
report will be made available at Royal Roads University. 

Participant Date 

Legai Guardian (if aPplicab1e) Date 

Res earc her Date 

Piease feel fkee to contact the researcher at any time if you have M e r  questions conceming 
matters reIated to tbis research. 

Sharon Babcock MA (candidate) 
Manager - AB1 Outreach Team 
E-mail: babcocks(~sdh.sk.ca Tel: (306) 655-8466 

This mdy has been designed to comply with the ethical guidelhes for research regdated by 
Royal Roads University. If you have any questions related to the ethicai procedures goveming 
this research, you may contact the Research Ethics Office, Royal Roads Unive~ity, at (250) 3 9 1 - 
0553. 

A copy of this c o m r  form hm been given ro you to keep for your recork and refeeence. 



Interview Questions for Clients 

How did your bain injury change your lie? 

When did you start attendhg the "Moving onn-Program? What were your 

identilied goals at that time? How has the program helped you these 

goals? 

What other benefits did you meive from the program that you didnY expect 

fmm to get from it? 

1s there sornething missing from this pmgrarn that would have helped you 

mach your goals? What should be induded? ~ h a t  should be taken out? 

What did you leam about meai planning and preparaüon? About planning and 

accessing leisure activities? About money management? About making 

friends? About using public transportation? Have iou used these skiils 

outside the program? 

Is there anything more that you would like to add? 

Thank You 





Moving On Focus Group 

September 5,2000 

4 d a y  intensive orientation 

- physiological effects of BI 

Meetings between AB1 Oumach Team and Moving On staff once per 

month 

- prîmary workers should attend 

Continuing InseMces fkom AB1 

Small group size 

Getting results with clients 

- increased confidence, acceptance, skilldtools, increased 

independence (ADL), exposure to new situations, decision making, 

communify integration skills. 

Using homework assignments; shown by refemng others; good attendance 

Flexibility to evolve 

Staff satisfaction forms 

Moving On is a unique program to fulnll a client niche 

+ - 
Notebook for clients 

Partneship between Sherbrooke and SCC 



Clarify role as Moving On staff goal setting and p r i w  worker. 

- Goal setîing and foUow-up 

- Refine goals 

Balance individuai goals and group program 

Increase communication between Cindy, Crystal and the AB1 Outreach 

Team 

Adjust program t h e  

Increase &quency of informal/formaI communication fiom Moving 

OnRrimary worker and SGI 

Increase communication sills emphasis 

- SLP train Moving On staff 

Increase communication training and anger management skills 

Increase feedback to clients 

Coordinate discharge/graduation 

1. Re-evaluate purpose of program 

2. Provide new client profiles and relevant information to c-@vers 

- Use SAC checklist 



instead of an add on 

Consider foUow-up, fellowship or mentorhg program, after discharge 

- Have an alumni night 

No charge visitor pass for potential clients 

Add optional exercise program 'hhr early 

Information package for new clients 

Create linkage between MoWig On and home suppoa 

- Social educationd 

T'hrough Primary worker 

Family involvement 





Client Interviews 

1. How did your brain injury change your life? 

#1 .WeU I'm not m e  exactly how it affited my life because 1 had it when 

1 was a year and a ha, so I don't remember what I was before. Had 

encephalitis when I was a year or year and a half old, so I've iived with it 

my whoie life and 1 don't even notice cause 1 don't know wfiat life would 

be without it so I've grown to Iive without even knowing. 

#2. Oh 1 guess know that I got to quite a bit more carefid than 1 used to be 

because they toid me 1 got to watch what 1 do or anything like who I 

associate with. 1 want to keep away fiom that type. 1 get one hit on the 

side of the head 1 could be gone for the rest of m y  life and that scares the 

heii out of me when you get things like that 1 mean I'm not a person that 

goes around looking for a fight or aaything, but when p u  hear about 

t h g s  like this it you figure well this will never happen to me but you 

never know, anything can happen. 

1 just have a hard time sleeping at night but that might not be fkom the 

brain injury cause 1 had that off and on for the Iast ten yeas 

Yeah, my memory is not totaliy back and they told me there's a good 

chance that al1 of it won't corne back. I can get back to about four or five 



yeafi aga, or rnaybe more ri@ now, but a lot of the things I cadt 

remember. You know anything over, 1 would Say over six years. It7s just 

like a blank you know, and 1 don't iike i t  that way because you can't 

remember when somebody asks me "do you remember this person?" 1 

mean it's kind of tough on me sometimes when yoq it should be people I 

know and stufY and there's nothing there. 

#3. Put it this way, it was sort of like night and day, 1 had to kind of stop 

everything and assess myself. AU my other activities - the schooi, whether 

1 shodd go back or not; a lot of volunteer too that 1 did, everybody was 

phoning me up and wanting things done. 1 was in, 1 guess they Say 1 was 

kind of confused for a while, but now that I'm out of the hospital and 

trying to - like 1 knew how to look after myself, 1 could go home, but it 

took time doing daily things and knowing that you have to do these daiiy 

things every day. 

#4. Well it stopped me from working, for one thing. 1 lost my job at the 

Highways, since 1 lost my driver's license. 1 worked for Highways out of 

Rosetown. I was with them 20 years. 1 havent got the get up and go 1 

used to have. 1 used to be a workaholic. Well I'm not with my family 

anymore. 1 blew up and got mad and threw them out of the house. But 1 

love my famïly - 1 want to go back there - love my wife. . . 



#5- 1 don't know - m y  memory is redy changed, like mernos. loss - 

changed lots. Been working on that Yeah, kind of long temi a Little bit 

and recent. Oh, my left side of my body was a little weak, kind of is a bit 

still, using it more often. Well I tried going back to school but 1 don't 

know, I just coulddt do the work, too fhstrating for me, so 1 stopped 

going. 

#6. Well I guess the most obvious thing that 1 can think of is just that it's 

not in my control to the same degree that it was. 1 feel a Iack of control. 

A lot of people are involved in decisions with regard to me and it's that 

would be the thing. 1 suppose that there's no thing 1 do, recreatiod things 

that doesn't have some other involvement in if rnostly family 

involvement, but none the Iess, somebody else is involved and 

consequently one doesn't just do one's own thing in the way p e h p s  one 

becomes accustomed to doing it who has this kind of a situation. One sort 

of sits in kind of a situation where one doesn't r edy  know what's going to 

happen when the longer term and consequently you feel a litîle 

imrnobilized by that circrmistance whatever plans there rnight be 

medically or otherwîse for moving things dong. When 1 don't have a laid 

out? concrete, definite sort of plan with specific steps, 1 find myself sort of 

uncornfortable. 

. 



#7. Ca& you see that I'm in a wheelchair? I'm having trouble with my 

memory too. The names are hard to remember, even thou&, 1 can 

remember the face but 1 couidn't remember the mime- It is hard to 

concentrate, it gives me a headache, sort of a headache, to remembo 

2. When did you start attending the "Moving on" Program? 

What were your identified goals at that tirne? How has the 

program helped you with these goals? 

#1. Some yeah, my budget with money is my main goal and living. It 

hasn't really helped with budgeting money because we haven't r e d y  

touched on that in the program, but independent living it teaches us like 

we do the cooking and cleaningy we get new ideas through. Yeah. I can 

cook, 1 just don?, like when I'm on my own I'm quite often just lazy and 

throw on something easy. It gives me more variety of recipes that are 

quick and simple. 

#2. . 1 mean at the beginning it really did help me but now it just d 

repetition and everyrhing7s there and 1 know it just about al1 because 1 

always lived by myself, most of my life, or not most of my lie but in the 

last ten years or so 1 lived by myself you know and everything just 

autornatically come back. Memory is stiU bad. Al1 I wanted to do, get weU, 

get back to work. Well it helped me a little bit with finances. Cooking- 



After the nrst couple of weeks everything just automatically carne back 

and 1 didn't have no trouble with th& I mean 1 did it for quite a while, on 

my own, you know you have to cook or you'll go hungry. I've had no 

trouble with if cause I've got my own place now and I cook my own 

meals, no problem. 

#3. Understanding where I stand, you know, what has happened to me, 

understanding the consequences, not the consequences, whar can 1 do with 

this now. With the Outreach program 1 guess they kind of opened my 

eyes to that 1 guess. Yeah. And what can I do with it? 1 guess what 1 hear 

myself and with my education. I've got 15 more years till I'm 65, until 

I've retired. How can I make use of myselfand make some money. There 

seemed to be that growing pressure for a long time. We did some cooking 

and we did some shopping and going for coffee with people and 

discussing things with other brain injury people how their situation is, how 

they are coping with it. You realized that you're not the only person with 

injuries, a brah injury. And you can see how are these people are coping 

with, how are they handling it. Some of the stuff that we're doing now, 

it' s quite repetitious, going shopping, going out for coff= cooking and 

stufT. It got me started, like started me thinking about myself and my brain 

injury. Being out with people shopping, doing ail those regular things. It 



was working with people in the kitchen, woricing together. Like there's 8 

of US, or 6 of us - we all worked together in the kitchen, it's teamwork 

#4. WeU I wanted to Ieam how to cook cause 1 have to cook on my own at 

home. Making fiiends. Feeling more confident going out and shopping. 

#5. My goals were, r think to cook for somebody and to remember a iittle 

more. And speaking, Lüce staa a conversation with somebody. Yeah, I've 

tried it <ook for someone. I used those recipes we get. We get a little 

recipe when we cook a big meal - on Thursday's our big meal. Get a 

recipe and cook it - s o  1 tried it. Yeah. I'm not as forgetfid anpore. 

Before I used to forget my cooking is on the bumer. I'd always forget my 

cooking is on the burner. Those recipes, writing in the little black book. 

Have helped my memory. I've been taIlcing to people, Iately now. It's 

helped lots. Before 1 used to be shy, really shy, it helped a lot 

#6. Working on s W g  your tinancial responsibility to yourself, working 

on some budgeting thhgs, and working on preparing nutritious meals 

around a specific diet for yourseif. We do prepare meals here, like the 

basic cooking and so on, and so as far as the mechanical tasks that are 

invoived in meal preparation but nothing specific to a diabetic diet. In 

regard to a particdar item what would be the better buy so that kind of 

thing has been addressed in that soa of way. 



#7. The program helped me practice using the memory book and doing the 

shopping and practicing cooking and b;dgeting. 

3. What other benefits did you get frorn the program that you 

didn't expect from to get from it? 

#1 There's meeting people, going on some outings, and snifflüre that. 

#2. 1 made friends and stuff, just the people that you're with ail the n'me. 

#3. You meet different people and it's surprising to know some of the 

talent they have too, it's a lot ciiffernt that let's Say if1 just went home to 

my brother and that's ai i  I ever did, I think I'd be a vegetable. 

7%. 1 got to meet some new people 

#S. 1 thought it was going to be a work kind of thing, but I had a lot of fun 

here 

M.1 can't Say anything specincally that 1 didn't expect There's been 
- - 

socialization but 1 knew there wodd be socialization &er my fkst Zittle bit 

of exposure to the program. Before 1 atiended any of the pro- I didn't 



have any r d  notions as to what it wodd be so 1 waited to see howit 

develops, that's the approach 1 was taking. So 1 can't redy say there's 

anything that surprises me. 

#7. To make fnends and get dong. 

4. Is there something missing from this program that 

would have helped you reach your goals? What should be 

induded? What should be taken out? 

#1. So there shouid be more time spent on money management Like 

maybe strategies on how to Save money or pay bills. InteMew skills and 

resume Wfiting. 

#2.I can't see that you couid do it much different way myself 

#3. No, 1 think everything was good there. No 

#4. Nothing needs to be added I'd take out reading. 1 dont like to read. 

#5. No, 1 don't think there is. 



#6. A lack of communication of an overall plan with regard to my 

particdar situation. Perhqs yes, perhaps it's a program description of 

what's going on and when we're doingcertain things. You have a better 

performance nom your team and a better team if you kind of give them 

some sense of what you think you're specifTcally accomplishing by dobg 

this. 

5. What did you learn about meal planning and 

preparation? About planning and accessing leisure activities? 

About money management? About making friends? About 

using public transportation? Have you used these skills 

outside the program? 

#1. 1 might have leamed some new recipes. Leisure-1 usually plan what 1 

want to do and always follow through on them. Yeah, and I leamed to 

shop within the budget. Savbg money. People who become fkiends have 

something in common-like we did. 

#2. Well, we usually planned who was going to cook and who was going 

to clean up. We would Say what we were going to have *th that meal 

then we staaed cooking. There was always a supervisor there, like eveq 



md. Again, you got a certain budget to work with so you had to take that 

into consideration too. To watch your budget when you were planning 

your meals and buying groceries. The dietitian tallced to us about what we 

should eat 1 didnrt l e m  much about leisure. 1 think about how to manage 

my money now. Like 1 said the nrst two or three weeks 1 was there it did 

me a worId of good, it put me back in focus with the outside worid and 

stu£F Iike that. You have to go and do that dl on your own with no help 

fkom nobody and you codd be in quite a bit of trouble. WelI most of it 

came back on my, my memory came back a little b i ~  but what they said 

maybe the day before or a couple days before and then a couple of nights 

Iater it all focwd back into your head. 

#3. Workhg together. Like each peson can do a job and do a good job of 

one thing. 1 guess 1 stuck my nose into every little job that 1 was kind of 

interested cause 1 basically do a lot of cooking myself. Yeah, 1 think so. 

1 learned how to divide portions, how to cook portions. I'm leaming to 

cook for eight people at Sherbrooke and then coming home and cooking 

for two, so 1 have to re-adjust myselfagain to smder  portions. I knew 

how to cook before, but just doing one step at a time, when I'm home I 

have all these duties ali at once crammed into, there you just stick with 

one job and you finish th* and al1 the others would be put together later 

on, so it's not as confusing. We'd try to shop for the cheapest, . . within the 

budget. They suggested saving a little bit of money for the exhibition, two 

or three weeks pnor to going to the exhibition. So nght now I'm just on 



that budget 100%. Friends-we could speak our mhds. SO th& was 

pretty good I think that's one thing that And you listened to everybody 

else's opinion and voice your own too wïthout king put down or harassai 

or slandered, so everybody has their own ideas, which is pretty good 

Respecting, tnisting each other, yeah as a group we did weU. 1 leamed a 

lot of things like budgeting and using the bus fkom the AB1 outreach team 

as weU as moving on. 

#4. Try not to burn the food. Make sure your han& are always clean. 

Giving you an idea what youtre going to have for the next meal, or the 

next couple of meals. About budgeting.. . Oh yeah, we had twelve dollars 

to spend for supper. We went shopping one tirne. 1 forget what #3's 

bunch bought but it cost them eleven dollars and some cents, so he was 

kind of proud cause it was under twelve dollars. And mine was under, just 

a M e  over nine dollars. Yes, it's made me thùik of what the group could 

do together. So fa. we've done bowling and shopping for groceries, went 

out for coffee a few times which I enjoyed. They talked one ni& about 

how you make conversation with a stranger, so I tried their way and it 

helped. I made another fiiend at the Capri. 

#5. How to cook and how to do it step by *p. Have fun - how to cook. 

Yeah, we would plan a meal for Thursday, Tuesday we wpdd sit at the 

table and plan a short meai for Tuesday, qui& fast meal and a big mA 



on Thursday - we'd plan i t  We had a food guide - that we'd take out of a 

food guide. I'm working at Wendy's right now. It was m y  fkst day of 

working there today. 1 was on work expenence firsf but they hired me, so 

I'm working at Wendy's now. Not, like spending - not too much, not 

expensive check the prices on each thing and d l i k e  that - see 

which one's cheaper. To write down in the black book how much things 

cost, and then you would count - add them aiI up to see how much it 

would cost - see who would have the fess - and then when you go on your 

grocery shopping - have the iess. See who spent more and who didn't. 

Two groups would go to the grocery store - go h d  whatever, it would be 

ail adding in the little book Friends- 1 learned how to taik to them and 

make them laugh. Leisure- Yeah, 1 would pian out a day to go to my older 

sister's to play a game of Risk or something, with my whole family, plan it 

out. And do i t  Money management- It helped me lots. Not spending as 

much money like 1 used to before. 1 try to price everything out to see 

which is cheaper. 

#6. Cooking practice he-ed somewhat, dthough, it's not an area of 

difficulty. I mean, 1 don't feel I've been away fiom it for that long. You 

get a potato peeler in yow hand and you sort of know what to do with it 

and you know what to do when you corne to the eye in the potato. I've 

made niends at the pro-. But I've dways had a fairly- good capacity 

for making fkiends. rve head a lot of really close niends who go back 



many years. But as far as  more short term sorts of e t a n c e s ,  1 

to not have much dificulty in that area 

#7. HOW to put out dishes, like forks, cups. Diddt know they had two 

forks, two spoons, one M e ,  h t  1 ciidn't know. My culture doesdt plan it 

like that 1 learned a lot of things. Pm glad that X'rn a .  

HOW to use the leisure guide. 

6. Is there anything more that you would like to add? 

#l No it was good. 

#2. No, I'd Say you were doing pretty good. 

#3. No. It was good at the tirne. 

#4. Well I think it's a good idea for the brain injury team, the brain injury 

people, 1 shouid say. I recommend it to anybody that's had a brain injury. 

Because to me, it gave me a lot of confidence, being with other people you 

didn't know. Because now I've made me some Eends, and 1 want to keep 

thern fiiends. I've got ail their names written d o m  and their phone 

numbers. 

#S. It's a good program. 1 like it. 

#6. No, 1 dont think so. I thllik the program, in a generd way, I do think 

the program is probably a good program but itls probably the case that ifs 

strongest component is just in, sort of, acclim-g you to do thin@ with 



other people. And it does do a good job of that: ifs sort of inevitable. 

And the peopIe who have been looking d e r  the program are fairly 

personable and pleasant, certdy, and have a good way with them. SO I 

think ail of that contributes in a positive sense. 

#7. It's cool. 




