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Preamble

As health and social priorities shift, so shifts the language in which we talk about them. Terms which
start with a certain meaning become ambiguous with wider usage. Bureaucracies outside institutionial
walls attach the word “community”, which describes a dynamic entity of people and social groups,
to their programs. Likewise we loosely use the term “participation” to cover a range of activities
from token presence to active decision making,

For more than two decades, community participation has been a major theme in health promotion
projects and funding streams. The logic is that, if people take part in identifying their health needs
and deciding how these needs should be met, the health system will be more effective and citizens
will have a greater sense of control over their health. However, the deficit crisis of the nineties
fuelled political will to devolve responsibility for health care closer to the community.

Across the country, regionalisation of health services was an effort to rationalize an a health care
system seen to be increasingly unaffordable. Collaboration with “informal” systems, such as
caregiver and consumer groups, became recognized as a way to tap into less costly resources. This
also fits with the Population Health model, which identifies participation in community as an
important determinant of health. However, a major pitfall of the rush to participation has been the
lack of appreciation of the dynamics of unequal power.

More receritly, we have started using the term “inclusion” to refer to citizen participation. The

_concept of inclusion adds a new dimension to participation because it points to the importance of

reaching out to those who are “excluded” from the mainstream activities of society. For a variety of
reasons — such as poverty, unemployment, lack of education, disability, gender, and age — some
citizens are shut out, disempowered, recipients rather than participants, with little say in determining
the services that directly affect their lives.

Overcoming barriers to inclusion is not a simple matter. Our systems are bureaucratic and
hierarchical in nature, and consultation procedures can be intimidating even for the experienced.
Excluded people have often had little opportunity to acquire the skills and know-how, let alone the
confidence, to participate in the formal system as it exists. Efforts to encourage consumer
membership on boards and committees often founder on inequity and a clash of social cultures.

Genuine participation happens only when the opportunities are meaningful, and it involves the
growth of mutual understanding. The term “inclusion” is most useful to the process when we think
first about the aspects of “exclusion” that we need to reverse. It helps us focus more precisely on the
practical steps to reducing exclusion.

Inclusion can begin and grow in diverse ways. The formal and informal sectors can collaborate in
areas beyond the boardroom, in ways that lead to active participation. The following case study
describes one such process.

Background

In 1992, the province of Newfoundland and Labrador faced an unprecedented crisis: a moratorium
on the fishery which supported, directly or indirectly, the livelihood of about one fifth of its
population. Hundreds of small communities around the intricate coastline lost their raison d’étre.
This crisis threw into question the future of people who for generations had lived by the fishery or
related occupations.
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In this overwhelming situation, there were many factors which were not within people’s control —
the state of the fish stocks, the decisions of government. It was important to find places where people
could start taking control. When people have an opportunity to deal with their immediate distress,
it becomes possible to mobilize energy to address the larger advocacy issues.

In his famous paper, John Deere and the Bereavement Counselior, John McKnight illustrates how
the assumption that professional help is best can disempower the natural helping resources of the
community. The CMHA proposal to Health Canada built on this point:

Isolated Newfoundland communities have historically been extraordinarily
resourceful in dealing with their own human problems and survival issues. Helping
skills, indeed, are natural human abilities possessed by many individuals and readily
recognized by those who turn to them for support. In recent decades, however, such
skills have been defined and taught by professions such as social work and nursing,
and developed to a high level of sophistication by psychotherapists and counsellors.
This “professionalization” of helping, and the placing of ultimate trust in the expert,
have in many ways undermined the role of informal resources. There exists a kind
of mystique about professional counselling that engenders lack of confidence for
many people in their own helping abilities. (Proposal, p. 4)

On the one hand, community people had in many ways become “excluded” from a legitimate role;
on the other, those in need of help often could not get timely access to the helping services of the
overstretched health care system. CMHA proposed that it was time to retumn the core skills of
helping to the community.

The Inclusion Process

There are many aspects to an exclusionary dynamic which has happened over time. People on
different sides of the barrier have to create bridges and build trust. CMHA started by proposing the
development of a new helping resource, a network of community volunteers trained in the essential
skills of helping, to whom health professionals could refer people who needed understanding,
support, and a confidential listening ear. The proposal envisaged the reduction of waiting lists and
the release of professionals to use their more specialized skills with those in greatest need. It also
proposed a new role for some health professionals, that of providing training in helping skills to
interested people in their communities.

Two of the new Community Health Boards agreed to be partners in this process, seeing in it a way
to implement their mandate for community development as well as mental health. CMHA proposed
a train-the-trainer model — although the word “facilitator” was used in preference to “trainer” (see
Figure 1). CMHA would develop the content and provide facilitator training to counsellors employed
by Community Health, The counsellors would then deliver the program to volunteers in their
communities. The basic assumptions were there were people in communities who possessed the
motivation and innate capacity to help others; with training they could develop and enhance their
skills in helping others; by taking referrals they could free up the counsellors to do more specialized
work; and whether or not the referral process worked, the training would contribute to building
informal helping capacity in the community. The training would necessarily make a clear distinction
between the activity of “helping” and that of “counselling™ or professional therapy, and enable
volunteers to identify their own limits and recognize when they needed more specialized help.
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Figure 1: The Skill Transfer Process: How It Works
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CMHA designed the project to unfold in three phases. Phase I, “Train the Trainers”,
encompassed a critical planning process, the development and delivery of the facilitator training
program, and the writing of the Facilitator’'s Manual. This phase explored and established
partnerships with the St. John’s and East Region Community Health Boards. The management
teams agreed to commit staff time to the project, and each region nominated a representative fo
the Steering Committee. These representatives were senior managers who took responsibility for
identifying potential facilitators among staff in their regions.

In Phase II, “Transferring the Skills”, facilitators’ recruited volunteers and delivered the training
program in their communities. Phase III, “The Network in Action”, involved the volunteers
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making referrals to them. What was their liability in referring clients of Community Health to
volunteers? What if a volunteer made a mistake? How would they deal with the few people they
thought were not suitable to receive referrals? Much energy went to addressing these questions.
During Phase II1, “The Network in Action”, these issues were unravelled in ways that provided a
much sounder understanding of effective collaboration between the formal and informal systems.

What Worked Well

First, the training program itself worked superbly. It is quite challenging to describe just why it
was so effective and what distinguishes this program from others that use the train-the-trainer
model. The essence of it, however, is that the process involves the deconstruction of
preconceptions and clarification of assumptions, and that the learning grows out of the
examination of experience rather than the acquisition of information.

In creating the program, Susan set out to develop a process through which participants would
identify their own innate knowledge about what was helpful and learn how to use this knowledge
effectively with other people. It was not a “putting in” of information, but a “drawing out” and
development of skills grounded in personal experience and reinforced by discussion and practice.
Certainly the program imparted a considerable amount of information, and theoretical models
such as the Victim Triangle and Berne’s Ego States expanded participants’ awareness and
understanding. However, the process focussed on the individual as the instrument and on using
one’s own experiential knowledge as the touchstone for what would be most helpful to others.
Role play exercises and small group discussion of examples identified by the participants
themselves provided abundant material for demonstrating the core dynamics of helping. Program
facilitators encouraged people to use small rather than large life issues, for example, dealing with
an unhelpful sales clerk rather than a major relationship problem. As the mutual trust within the
group grew, members tended to use more personal issues.

Fundamental to the process were some key approaches: demystification of the helping process,
clarification of assumptions underlying helping, and deconstruction of ideas about what a helper
does. At the train-the-trainer level, the professionals took a long hard look at the habits and
assumptions of their own practices and their evaluations showed that they found it both
challenging and refreshing to get back to the basics. Although the volunteers required less
deconstruction, there was a sense of direct connection with their own experiential knowledge
which was both validating and energizing. All participants drew on their own knowledge of
“what’s normal” at different stages of life and “what’s normal” in a crisis. Playing the roles of
both helper and client by turns, they quickly identified the essential skills of tuning in, listening,
sharing feelings, and self-disclosure. Having grounded themselves firmmly in experience, they
were able to recognize the often misunderstood response of Rescuing, and to apply the concepts
of Child, Parent and Adult ego states to the helper’s role. They were thus able to move from
simplifying the helping process to the use of quite sophisticated theories in understanding some
of the pitfalls.

The Skill Transfer process also worked exceptionally well. Having experienced all the exercises
and activities, the trainers were well equipped to go on to present them to the volunteers trainees.
Susan modelled the skills of listening, clarifying and supporting, and served as a mentor to
facilitators in addressing problems and difficulties. The facilitators in turn served as model and
mentor for the volunteers they trained. They found that the material worked equally well at both
levels and with a wide variety of participants. For example, retired or unemployed professionals
comprised one volunteer group, while former clients of the facilitator comprised another.
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in their new role. Because all the facilitators had systems of connections (both formal and
informal) within their communities, recruitment of volunteers developed quite naturally. Clearly,
there was an essential readiness among people to respond.

The issues that proved most intractable related to referrals. Facilitators working as professionals
wrestled with how a referral system would work. How would they match referrals and
volunteers? Who would be responsible? They worried about liability. What if they referred a
Community Health client to a volunteer and something went wrong? Was the counsellor liable?
was Community Health? was CMHA? After a great deal of discussion and consultation with the
provincial Volunteer Centre and other programs utilizing volunteers, facilitators concluded the
principle of informed consent on the part of clients covered this issue.

The suitability of some volunteers to receive referrals concerned the facilitators. How to screen
them out, a highly sensitive issue when volunteers are donating their time, also concermed them.
During Phase III, “The Network in Action”, some real illumination happened. We gained a much
sounder understanding of the nature of the collaboration between the formal and informal sectors
that we had set in motion, and what aspects of this collaboration did or did not work well, and for
what reason.

We had designed this project to create a referral resource, and recruited the volunteers on the
assumption that they would receive referrals through the formal system. Phase III was the testing
ground for this assumption. In the event some received referrals and some did not. The individual
facilitator’s concern about the suitability of an individual volunteer was the least of the reasons.
There were two whole groups in two communities that received no formal referrals at all.

What we learned was that the willingness of people to be referred to volunteers in their
community depends on the nature of the community. In small communities where anonymity was
virtually impossible, no one wanted to be referred. At the same time, everyone in these
communities knew exactly who had taken the training and could approach them informally if
they wanted to. This was how the process worked in these communities.

In other communities, usually larger and less isolated, referrals came quite quickly. The key
factor was the effort of the system-based facilitator to make colleagues aware of the volunteers as
an available resource. Facilitators themselves did the “matching” of volunteer with client and
provided on-going consultation. For some facilitators, the measure of success was in seeing the
time they invested in the training pay off in this way. Added to this was the growth in
competence and self-esteem they witnessed among their volunteers.

The referral phase was part of the original conceptualization of the project. We now realize that
“referral”, “screening” and “liability” were concepts with professional connotations which did
not fit this project. With hindsight, it was a mistake to set up volunteers to expect referrals which
may not be forthcoming and who may be disappointed as a result. This expectation was also the
source of considerable anxiety on the part of facilitators about how to “screen out” volunteers
they were unsure of.

We had set out to include community people in the helping process. As the project progressed, it
became clear that this collaboration between the formal and informal sectors was based, not on
the creation of an “auxiliary” of selected volunteer helpers but on a basic community
development dynamic. Community mental health workers had become community developers,
tapping into the capacity and motivation of their volunteers to help others. The extent to which
the volunteers’s new skills reverberate through their families and relationships cannot be
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measured but is undoubtedly considerable. And it is clear that the personal satisfaction volunteers
gained from taking the program was sufficient reason in itself for doing so.

On the basis of this learning, we decided to drop the expectation of formal referral from the
future promotion of the program. Volunieers may still be asked to accept referrals at the
discretion of the facilitator but the expectation and the need for screening are removed. The
formal system can thus continue to use this valuable informal resource, but without setting
people up for disappointment.

The associated question, would there be concerns about these same volunteers helping people
“informally in their communities, was easily answered. People make their own decisions about
giving and receiving help, and were doing so long before “Building Helping Skills” came into
being. At the very least we were confident that what volunteers learned from the program could
do no harm.

Sustainability and Dissemination

. It was clear that the program needed both human and financial resources to maintain the
volunteer networks beyond the end of the project. First, the system-based facilitators played a key
role in keeping their groups active, generating referrals, and providing consultation. Second, the
availability of funds to cover travel and meeting costs (however modest) was essential to enable
volunteers to participate in rural areas. The facilitators and the volunteers proved to be their own
best advocates the originally sceptical counsellor who became convinced that maintenance of her
group was not time-consuming and well worth the few hours per month required; the volunteer
group that successfully lobbied their Community Board for funding to continue to meet with the
people referred to them.

Although the creation of a formal referral resource had been a motivating objective in their
participation, both Community Health Boards recognized the primary value of the informal
capacity-building dimension of the project. At the end of the pilot, one board made a
. commitment of resources to sustain the existing groups and to deliver further volunteer training.
More importantly, discussion in management circles contributed to future dissemination,
particularly afier the evaluation confirmed. the success of the program. Reports on the Building
Helping Skills Project from senior staff in the two pilot health regions interested other regional
coordinators in introducing the program in their communities. '

Following receipt of the evaluation, the Health Promotion Contribution Program granted an
extension to the project to enable its expansion to other regions of the province. This gave us the
opportunity to repeat Phase I, recruiting and training a new group of facilitators and incorporating
the learning from the pilot project. With many questions clarified, Susan revised and condensed
the training from twenty modules to fourteen. After the thorough testing of the manual by the
first group of facilitators, she adjusted the Facilitator’s Manual accordingly.

There was a definite need to promote the program more widely as it developed, to make the
public and other service systems aware of the existence of this new resource. We issued media
releases at strategic points: at the end of Phase II, when the volunteers had completed their
training and were available within their communities, and at the end of Phase III, when they
could talk about their use of their skills. We held an open house and news conference to
announce the granting of the extension, which was attended by the Provincial Minister of Health
and the Minister of Human Resources and Employment, both of whom made statements

Building Helping Skills 9









