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intro
duc
t ion
Since the opening, in November 2008, of Maison Lily Butters, a specialized resource
of the Centre de réadaptation
Montérégie-Est (CRDIME) for
persons with intellectual disabilities (ID) or pervasive developmental disorders (PDD) and
severe behavioural disorders
(SBD), its implementation has
been evaluated by a research
team working in collaboration
with the intervention team.
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T

his evaluation analyzed the
gaps between what was intended at the beginning, as
stated in the documents defining the
program, and what has actually happened since its opening. An implementation evaluation should precede
any evaluation of effectiveness, because before measuring a program’s
effects, we need to determine whether it was correctly implemented in
the first place. A lack of effects may
be due, totally or partially, to incomplete or inadequate program implementation. Thus, by evaluating the
implementation we can determine
whether the components considered
essential for achieving the results
are sufficiently present.
A research report submitted in December 20101 presented the key
results from the implementation
evaluation. That evaluation provided
valuable lessons that were then used
to strengthen the implementation of
Maison Lily Butters.
We believe that anyone interested in
developing this type of resource or
other programs specialized in SBD,

As the Maison Lily Butters program
saw the implementation of three
components as being essential for
the success of its mission, this Guide
follows the same structure. These
three components are the physical
facilities, organizational structure,
and clinical process.

Morin, D., Mercier, C., & Rivard, M. (2010). L’évaluation de l’implantation de la maison Lily-Butters : Rapport de recherche 2008-2010, submitted December 15, 2010, to the Butters Foundation, Cowansville,
2
which could be translated by Intellectual Disabilities and Pervasive Development Disorders Readaptation
Center
1
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whether as part of the CRDIME’s activities or those of other CRDITEDs
(Centre de réadaptation en déficience
intellectuelle et troubles envahissants du développement2) in Quebec,
could benefit from the experience
acquired at Maison Lily Butters. The
aim of this Guide is to illustrate the
challenges involved in opening a
specialized SBD resource and implementing a new program. Without
claiming to cover all the factors that
need to be considered, this Guide
highlights those that were found to be
determinative in the implementation
experience of Maison Lily Butters.
A summary document that refers to
the Guide and identifies the key factors to consider was also produced
and is provided in the Appendix.

P H Y S IC A L

FACILI TIES

An important step in setting
up Maison Lily Butters was
designing the resource’s physical facilities. This component
included a variety of aspects
such as architecture, location, construction materials
and furniture selection. The
physical facilities needed to
be designed and planned in
such as way as to support the
resource’s clinical mandates
while ensuring, at the same
time, the safety of both staff
and users.
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T

o achieve this objective, the
construction of Maison Lily
Butters was planned jointly by
the CRDIME’s property management
services and the clinical team. The
property management services had
to interpret and incorporate the clinical requirements into the resource’s
physical design and construction
plan.
As a general rule, the design of every
project that will construct or create a
residence for users with SBD (or any
other clientele) is based on clearly
defined needs and requirements.
The following criteria are important
considerations: mission of the residence, number of users to be housed
there, and number of employees who
will work in the residence or spend
time there. Insofar as possible, it is
important to know the key characteristics (or problems) of the users who
will live there, their needs, and the
programming being planned, so that
facilities-related choices, space planning and determination of functional
relationships are all appropriate. The
more the design stage decisions are
accurate and in keeping with needs,
the fewer adjustments will be required later, all the way from site location
to furniture selection. Nevertheless,
it is difficult, if not impossible, to
foresee every need, especially for a
residence whose mission is to assess and stabilize adolescents and
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adults with SBD. The diversity of user
problems and needs, as well as the
necessity of developing personalized
and adaptive programming, are factors that affect decisions related to
physical facilities. However, at the
time of program development, not all
of this information can be made available. This means the facilities need
to be flexibly designed to allow for
numerous adaptations without compromising the integrity of the facility
or of materials used. Throughout the
process, the following five factors
must be kept in mind:
1. Safety: For both users and staff,
safety of the premises, materials
and furnishings must be a priority.
2. Adaptability: Every aspect of
the project must take into account
the fact that user needs change
over time and that there will be a
steady turnover in this clientele.
Therefore, everything needs to be
adaptable. For example, strapping
needs to be installed nearly everywhere so that a variety of items
can later be solidly attached.
3. Functionality: The functional aspect of the premises is an
important factor. This relates to
every element that facilitates the
work of the staff and supports the
effectiveness of interventions. For
example, spaces can be provided
to facilitate supervision (visual or
auditory links). Rooms can also

be organized to be logically linked
based on the programming and
on the sequence of daily activities
(spaces for day and for night). Storage should be planned in each
room to provide rapid access to
items most likely to experience
frequent use. Clearly, a better
understanding of both needs as
well as activities to be carried out
on the premises will help to make
them more functional.
4. Physical accessibility: Several
factors, including the location of the
resource, its size, and the layout of
the interior space will determine
the accessibility of the premises,
materials, and resources needed
by staff and users. For example, it
is known that complying with accessibility criteria similar to those
developed for persons in wheelchairs will produce conditions that
promote better functioning of the
resource. Criteria regarding the
width of corridors and doors, interior clearances, and the presence
of ramps rather than stairs should
therefore be considered, because
they facilitate certain interventions with users while ensuring
their safety and that of the staff,
for example, by reducing the risk
of falls.

most normalizing setting possible.
The physical arrangement of the
resource should therefore be designed in compatibility with this
objective. There can be a tendency
to reproduce institutional environments, whereas the challenge is
to instead provide certain institutional features while maintaining
an appearance and climate that
are more like those of a residential
environment.
Various factors proved to be especially important in planning the physical facilities of Maison Lily Butters.
Some observations also came out of
the implementation experience. The
following paragraphs summarize
our thoughts and recommendations
on physical facilities for this type of
specialized resource for individuals
with SBD.

5. Normalization: The objective
of the interventions is ultimately
to reintegrate the person into the
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Location

T

he decision on where to locate
the resource should, first of all,
take into account the clinical program
and the particular nature of the users
who will occupy the resource. Here
are some points to consider when
choosing a location for the resource:
• Because such a resource is often classified as non-residential
(building code), it is difficult to integrate it into residential neighbourhoods, except by special application under a conditional use
by-law. This bylaw allows certain
uses to be implemented if, after
an evaluation process, they are
found to be acceptable for the
population and compatible with
the environment without having
to change any zoning by-law (articles 145.31 to 145.35 of the Act
Respecting Land Use Planning
and Development). These factors
must be considered in planning
the location.
• The location is also determined by
the availability of building plots,
which may present a challenge.
Often the surface area required
is large, so that both the building and surrounding yard can
be accommodated. The ideal size
of building plot required is determined based on the list of rooms
necessary and the preliminary
14

program.
• Risks related to activities near the
planned site should be taken into
consideration. Because users
with SBD are difficult to relocate
in cases of emergency, an analysis of the surrounding area is
important in order to be aware
of any risks associated with any
potential evacuations or disturbances (contamination, railroad,
fire, odours, noise, flooding, and
so on).
• For normal functioning of the
residence as well as occasional
visitors, a significant number of
parking spaces will often need
to be authorized by the municipality. Otherwise, a location must
be found where staff and visitors
are able to park nearby (on-street
parking).
• It is essential that the resource be
situated near hospital and police
services to ensure rapid response
in cases of major disruption.
• The location of the resource also
needs to be selected based on
proximity to other services and
ease of access for families.
• For resources that receive school-age children, it is useful to find
a location near schools. Travelling
long distances can lead to disruptions for users with SBD.

• It is also important to keep in
mind the proximity of public
transportation for staff, families
and users, as well as the availability of adapted transport.
• The neighbourhood is another
important element to consider
(for instance, the perceptions of
neighbours, possibilities for integration, and so on).
• The location should take into
account the safety of users and
staff. For example, being located beside a major roadway can
make user outings and outside
activities more difficult.
• User needs and particularities
should also be taken into consideration. For example, premises
located near major roadways are
generally noisier, and some users
can be very sensitive to noise.
• When selecting a location, the
area must include an exterior
yard that is large enough to accommodate several people engaged in activities. It should also be
kept in mind that daily programming requires large outdoor
spaces, for example, for physical
activities, sensory activities, or
gardening.
• The yard’s location must be safe.
For instance, a yard bordering on

water should be avoided, because
this will increase the supervision
required to ensure user safety.

Construction
materials

A

s a general rule, materials
should be selected that are very
resistant over the long term and able
to take a beating. The experience of
Maison Lily Butters showed that the
potential impact of user behaviours
is not always sufficiently anticipated. Besides exposing users and
employees to potentially unsafe
situations, the need for frequent
maintenance and repairs entails the
presence of work teams, which interferes with the normal functioning
of planned program activities, as
well as disturbing the routine and the
tranquillity of the premises. Often the
solution involves modifying the standard way of installing items of equipment to make sure they are more
solidly attached. For instance, door
frames can be bolted to the floor and
reinforced, instead of simply being
mounted on lateral jambs. Toilets can
also be anchored to the floor in several places so that it is impossible to
move them. Another general point is
the importance of preserving the residential appearance of the resource,
15

both inside and outside the building,
in such a way that it is clearly distinct
from institutional environments. The
following recommendations address
specific factors:
• Consideration should be given to
the fact that the materials used
and the generally uncluttered
physical arrangement create
an echo and a particular resonance. Several users might be
sensitive to noises and sounds.
It is therefore helpful to install a
sound-absorbing ceiling that is
high enough to be inaccessible
to the users. For better acoustic control, sealed slab-to-slab
partitions (that is, extending all
the way to the structure above,
and not only to the ceiling) are
also preferred. Depending on
the type of structure (steel, wood
or concrete), the decision could
also be made to insulate the
walls and ceilings (using acoustic insulation and/or resilient
channels).
• Low roofs are to be avoided,
since users might be able to
climb up on them.
• In rooms accessible to users,
natural lighting should be used
as much as possible, while avoiding direct exposure to sunlight.
• Doors and windows should be
16

embedded in steel frames. Door
frames should be reinforced to
be secured as solidly as possible. Institutional-type, intensive-use solid-wood doors are
strongly recommended. All interior windows should be of tempered glass with a safety film.
For greater impact resistance,
large expanses of glass should
be avoided as much as possible.
Finally, window blinds should be
of the type that are incorporated
between two panes of glass, with
their operating mechanisms
placed outside the rooms.
• With regard to plumbing, certain choices are strongly recommended. Mixing valves should
be used for all equipment accessible to users, as they allow for
a pre-set combination of hot and
cold water with a single button.
Shut-off valves for the water
supply in some rooms have proven useful on several occasions.
The equipment must be resistant, solidly attached and designed for intensive use.
• Recommendations were also
made regarding heating, ventilation and lighting. Radiators and
air vents should not be located at
the bottoms of walls, since these
could cause injuries or be damaged. An electric heating sys-

tem, for instance, could be installed in a ceiling or a floor, with
radiant heat being distributed
equally downward and upward.
The ventilation system can
also be integrated into the heating system. Lighting fixtures
should be recessed and solidly
attached. Fluorescent lighting
should be avoided in rooms
accessible to users. Dimmer
switches can also be very useful to modulate lighting intensity as needed. Light switches
and thermostats should also be
protected. It is sometimes better
for these devices to be located
outside the rooms that will be
in use, especially in the case of
bedrooms and isolation rooms.
• To comply with fire prevention
regulations, sprinklers may
be required. In such cases,
recessed models, or anti-vandalism, non-hanging models
should be installed. Fire alarm
equipment should also be protected.
• Finally, for the outdoor areas,
resistant materials should be
used for pavement surfaces,
and attention should be given
to preventing potential water
build-up in order to reduce the
risk of falls.

Space design
and room layout
• In designing spaces and planning for the arrangement of
rooms, it is important to keep
in mind the heterogeneity of the
users, as this is a real challenge
that warrants careful study.
• Rooms should be arranged
in such a way that they can be
adapted to user needs, which
cannot always be anticipated
from the start. For instance, the
original plan might be for users
to eat at individual tables to prevent conflicts, but later it may
become clear that it would be
better for them to share a table
to encourage social interaction.
• It should be possible to modify
rooms to accommodate the arrival of new users and handle
whatever problem behaviours
they may exhibit.
• Walls should be solid and resistant, with furring strips installed
in all rooms accessible to users,
to facilitate later adaptations.
Along other lines, the following factors also need to be kept in mind:
• Access to the building should
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allow staff and visitors to enter
and leave the building without
having to go through areas designated for users; otherwise,
this could disturb the programmed activities.
• Corridors should be wide
enough for four persons to walk
abreast, to ensure everyone’s
safety during an intervention or
crisis situation.
• Ceilings should be nine (9) feet
high to prevent access to sprinklers and lights that might
otherwise be damaged by users
in the case of eight (8) foot high
ceilings.
• It is recommended that all
rooms for users be on the same
floor, ideally the ground floor.
• Putting all rooms intended for
users on the same floor ensures
there are no uneven levels and
no need for stairs, the use of
which is not recommended because of accident risk.
• Basement spaces should be
used for storage or reserved for
mechanical equipment.
• An isolation room that meets
all the safety standards (see
section on isolation rooms) is
essential.
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• Rooms of all types need to be
designed to be adaptable to
clients of different ages, since
clientele turnover is expected.
• Room sizes must also be planned for optimal use. The rooms
that are accessible to users
should not all be closed rooms.
It is better to have several smaller spaces with large openings
between them. This makes it
possible for users to engage in
a variety of activities because
they can be divided into several
rooms while a single member
of the staff can supervise the
entire group.
• While it may be necessary to
have several small rooms, other
rooms, such as the gymnasium,
should be large enough to allow
groups to engage in physical
activities indoors.
• Some additional rooms should
be planned to respond to the
diversity of user needs, depending on age, family situation,
and clinical profile. For example,
there should be rooms for doing
schoolwork, group activities
(games, anger management
programs, social skills, therapy,
and so on), and family visits.
• Having a single key that unlocks
all rooms allows for faster reac-

tion in an emergency and simplifies the work of new staff.

mer and snow removal should be
planned for the winter.

• When planning for user needs,
it is important to provide access
to televised programs and to the
Internet. Each room should have
cables for television. Computers
and Internet access should be
available in at least one activity
room.

• It is essential that the yard be
fenced, for both security and privacy (see the following item). The
fence must be very strong, and it
should not be possible to climb
it or break off any pieces. So, for
example, fences with vinyl strips
are to be avoided.

• In all spaces accessible to
users, it is important to avoid all
objects and structures with projecting angles of 90 degrees or
less, to reduce the risk of injury.

• The yard should be protected
from the view of people who are
not in regular contact with users
of the resource, to provide more
respect for the users. Some
users will occasionally engage
in behaviours that are disturbing
to others (for example, stripping
off their clothes or injuring themselves) and require interventions
which could be misinterpreted by
outsiders, for example, if a control
measure needs to be applied as
a last resort. A yard surrounded
by trees can offer the privacy that
may sometimes be needed (see
the following item).

Design
and layout
of the outdoor
yard space
• Outdoor storage space should be
planned to accommodate materials that will be used outdoors.
This helps to ensure better supervision of users and promotes
their autonomy, as they can get
the materials themselves and
learn to put them away afterward.
• The yard should be usable in
all four seasons. Shaded areas
should be available in the sum-

• It is recommended that trees,
plants and all other vegetation be
kept outside the fenced area. The
interior of the yard should have
no stones and no vegetation, not
even a section of grass.
• As much as possible, the outside
yard should be set up in such a
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way that the staff indoors are able
to monitor users who are out
doors.
• Pedestrian surfaces should be
constructed of hard-wearing
material. If the ground is uneven,
ramps should be installed rather
than stairs. Finally, pedestrian
walkways should be planned wi
thin the parking area for user safety.

Storage
• There should be a sufficiently
large number of storage areas.
Enough space must be provided
to store all the material, often
quite diverse, that is used for activities. There should also be space
to store personal effects that cannot be kept in rooms.
• Storage spaces should be accessible to users. However, in any
room, these spaces should be far
enough from the room’s entrance
to ensure the entrance is never
blocked when a user is getting
materials out of storage. To ensure continuity of supervision, no
one should ever have to go behind
a door.
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Safety/
supervision
• A small, safe, room should be
set up to administer medications, ideally with a small desk
and two chairs. There should be
a space reserved for medications
that is locked with a key, as well
as a small locked refrigerator for
those medications that must be
kept cold. The room should have
a sink, because staff must wash
their hands between each administration (see Bill 90, on the administration of medications). The
medication cupboard should not
be in the staff office, so as not to
disturb staff while they are working.
• Doors should be fitted with a closing mechanism that will keep
them from slamming. This reduces the risk of injury. The mechanism should be at the top of
the door and inside, so as not to
be accessible to the users.
• Ideally, all rooms should be secured. However, doors should
be lockable and should unlock
automatically in emergencies,
for example, when there is a fire
alarm.

for indoor use should be fitted
with protective covers. These
are designed to prevent abusive
or accidental triggering of a fire
alarm. When one of these protective covers is broken, it gives
off a signal, allowing someone to
intervene before the actual fire
alarm goes on.
• During activities, the staff should
always be able to reach the door
rapidly without having to pass in
front of or near the users, in order to ensure his or her safety, as
needed.
• It is essential that everyone working with users have a portable,
sturdy two-way radio transceiver (walkie-talkie), and that this
be attached to the person’s belt.
In cases of emergency, by pressing the button on the device that
emits a signal to everyone else,
workers can quickly get help
from colleagues. If an office is
provided for staff in the resource,
there should be a walkie-talkie
there that is always on.
• Employees should have access to
an emergency call (panic button)
system linked to a security dispatch centre.

• The manual fire alarm triggers
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Isolation
room

T

he construction and safety standards related to creating isolation
rooms, issued in 2005 by the Ministry
of Health and Social Services1, must
be carefully followed. In particular, it
is essential that the room be padded,
to reduce the risk of self-inflicted injuries to the user.
In addition to ensuring compliance
with the construction and safety standards:
• The isolation room should be secured with a lock that opens automatically.
• The door’s electromagnets should
be integrated into the frame at the
top and on the side (they cannot
be only on the top).

Rooms
for staff
• The offices of the professionals
should be next to the rooms of the
resource or somewhere nearby, in
order to ensure better monitoring
and promote exchange among the
professionals, front line staff and
the users themselves. In the case
of Maison Lily Butters, the professionals’ offices are located on the
second floor of the resource.
• It is useful to plan for office spaces
for the staff with the possibility of
closed offices.
• As a general rule, it is an advantage for staff to have access to
computers and have a working
environment that supports clinical
work (quiet, access to materials,
and so on).

• A camera should be installed that
provides a view of the entire room.
It must be unbreakable, placed at
the back of the room and sufficiently high up to be inaccessible.

Government of Québec (2005). Encadrer l’utilisation des mesures de contrôle: matériel de contention, guide
d’aménagement d’une chambre d’isolement.
http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2005/05-812-01.pdf

1
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ORG ANIZAT IONAL

STRUCTURE

The organizational aspects
that will be addressed here
refer to the hiring and retention of personnel, as well as
to the organization and training of work teams. The experience of Maison Lily Butters
showed that there are many
tasks to be carried out before
the resource can be opened.
It appears that a complete
and functional organizational
structure is necessary to implement the clinical program
and carry out mandates with
the users.
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H

iring and training of staff is,
among other things, a step
that needs to be completed
before the resource opens. Staff retention strategies and operating procedures for work teams should also
be clearly defined during this preparatory phase.

Hiring
and retention
of personnel

P

ersons with SBD require a stable
environment; without it, clinical
objectives are compromised. This
condition is largely met by retaining
staff who are hired. Yet recruiting and
retaining staff to work with persons
with SBD is a major challenge. Here
we offer some recommendations to
help meet this challenge.
• Schedules should be organized
to take into account the clinical
challenges related to working
with persons with SBD, while
making it possible to satisfy the
needs for stability of both staff
and users, promote team spirit, maintain staff motivation for
the work, and prevent burnout.
Schedules also need to contri-
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bute to staff satisfaction and
well-being.
• Recruiting and hiring staff with
previous training and experience
in working with persons with
SBD will increase the likelihood
of staff retention.
• If a candidate does not have this
training or experience, it is important to be sure that he or she
fully understands the challenges
of working with persons with
SBD.
• If possible, it may be useful to
have special union agreements
for this type of resource in order
to limit staff mobility.
• All possibilities should be assessed to optimize staff stability
before hiring, and before the resource opens. With regard to the
items detailed above, extraordinary measures should be put in
place to respond to the needs
for staff support, whether in the
form of intensified supervision,
more training days, or even by
providing incentives or systems
to promote motivation and provide recognition.

Staff
training
• The staff training plan should be
established before the resource
opens. Training methods and
how they will be effectively put
into operation for all staff should
also be planned out before the
resource opens.
• The training agenda should be
planned in such a way as to ensure that everyone working in the
resource can receive all the training that is envisioned and required before they start working with
users, and it should be scheduled
with respect to different waves of
hiring.
• A computerized management information system should be used
to help the manager easily keep
track of who has and has not yet
received the necessary training.
• The training plan should cover
all components of the clinical
program so that all members of
the staff can become proficient in
the strategies to be applied in the
program, according to their respective roles.

content and become proficient in
using the assessment and intervention tools advocated by the
resource’s program.
• The training plan should be adapted according to the roles of the
different key actors.
• Methods should be put in place
to evaluate employee mastery of
the training content.
• Methods for supervision and follow-up of the training should be
put in place to ensure the maintenance of acquired skills.
• Continuing education days and
customized training sessions
should be planned based on user
needs.
• For new employees and temporary personnel (replacements,
recall lists), tools should be developed to provide rapid training.
Some examples of this training
could include short videos, cue
cards or brief notes.
• The content of the training sessions should highlight best
practices, validated by evidence
(tested by means of scientific research).

• The training plan should include
teaching methods that will enable
staff to acquire and master the
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Team
structure
and support
• Team member roles should be
clearly defined, both in relation to
the program and to each other.
• It is important to have a structure
that distinguishes clearly between
clinical and administrative management. Making a distinction
between these roles makes each
one more effective and facilitates
their accomplishment.
• The clinical manager’s role should
be to ensure that users are assessed, their files monitored, and
this monitoring is completed by
the educators and other professionals. The manager should be
involved in all steps of the clinical process and should ensure
all the necessary information is
compiled to support the continuity
and effectiveness of interventions.
The manager plays a role in implementing the program’s clinical
aspects and sets up strategies to
ensure all these aspects are appropriately and effectively implemented.
• The administrative manager provides essential services to the
service teams. He or she oversees
26

the implementation of services or
programs and their evaluation.
The manager plans, organizes,
directs and coordinates the activities of the financial services as
well as working on strategies for
developing the resource. He or
she is responsible for hiring staff
and managing a training plan that
is relevant and accepted by the
staff. Finally, the manager helps to
strengthen the cohesion between
the interrelated missions of the
staff, the professionals, and the
resource.
• If one person is responsible for
both administrative and clinical
management, it is important to
ensure that administrative management does not take precedence
over clinical management to the
detriment of user needs.
• Depending on the specific expertise or experience of the staff,
there may be some benefit to pairing staff and users to take advantage of such expertise. Thus, at
Maison Lily Butters, each of the
building’s two wings brings users
who have specific characteristics
together with the staff best suited
to working with them.
• The total number of staff to be on
site should be planned on the basis of the number of users present

and of the type and severity of the
problem behaviours exhibited.
The safety of all users and staff
should always be the priority.

ter a crisis situation. For certain
situations they experience, they
may require individual support
from an outside professional.

• Team meetings with staff should
be planned for every two weeks,
or more often if needed. The
meetings are used for clinical
monitoring as well as to develop
and maintain a common under
standing of objectives and how
interventions with users are to
be carried out. These meetings
should also provide an opportunity to verify whether the administrative and clinical data collection and entry are being carried
out at the right times and in the
way prescribed by the program.

• Team cohesion promotes staff
well-being and stability. Measures should be taken to promote this aspect.
• Consideration should be given
to hiring assistants for kitchen
and housekeeping tasks in the
resource, so that educators can
have more time for clinical interventions with users in addition to
carrying out clinical activities that
will help users learn new things.

• Clinical meetings should be held
twice monthly under normal
conditions and weekly in crisis
situations. These are minimal
frequencies. Approximately 30
minutes should be devoted to
discussing each user.
• Measures should be in place
to supervise and support employees both professionally and
personally. Managers need to be
especially aware of the difficulty
of working with users who have
SBD. Staff need to feel supported in their work and also need
to have opportunities to “vent” af-
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C L I N IC A L
PROCE SS
The effectiveness of the clinical process can
only be ensured if a detailed program is drawn
up of the entire process before the resource
is opened. It cannot be said often enough that
the clinical program, which forms the basis
for designing and implementing a resource
for persons with SBD, must be finalized well
before the resource opens its doors.
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Program

T

his upstream work helps to
develop, in the manager and
the clinical team, a sense of
ownership regarding the program’s
orientations. The program should
include detailed information on: the
resource’s target clientele; the clinical models that guide practices; the
assessments to be carried out at different stages of the clinical process
and the corresponding instruments;
and the interventions to be put in
place as part of the services provided
at the resource, and how they will
operate. It should also suggest ways
of implementing the various aspects
of the program and of assessing
functional levels.
• The program should be designed
based on available scientific data
and should promote best practices that have been empirically
shown to be effective.
• All members of the work team
should be trained and prepared
to use the program from the moment the resource opens.
• The program should include methods to assess users before admission in order to have data on
their situation before they come
to the resource. It should also include methods for doing the ini-
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tial assessment at the resource
and for evaluating the processes
of monitoring interventions and
meeting clinical objectives. These
measures should be easy to write
down, user-friendly and efficient.
They should be part of a systematic evaluation process and should
be collected and recorded for all
users according to a prescribed
schedule.
• The program should provide for
a single procedure for clinical
data collection (assessments
and intervention monitoring) to
be applied to all users. To support the clinical process, the staff
should become proficient in this
procedure, and it should be easily
accessible.
• Authorized personnel should be
able to easily access the information in user charts (assessments,
intervention plans, and so on).
• The program should provide indicators related to the implementation of the different approaches,
strategies, and instruments that
are detailed in the program.
• The clinical monitoring procedure should be clearly defined
and should spell out who does
what and when.
• For the educators, having rapid

access to the services of professionals (among other things, by
having the professionals’ offices
nearby) promotes clinical monitoring, enables daily observations
and reinforces the support for
carrying out intervention plans.

Planning
for user
discharge
• A clear procedure should be established for directing users toward potential other resources.
A clinical and administrative
transition plan should be prepared in order to identify the ideal
living environment for the user. If
there are gaps between the ideal
and what is available, a list of the
adaptations required to meet the
user’s needs in the new setting
should be drawn up and discussed with the staff in the new
setting. The new resource will be
able to accept the user only to the
extent that the necessary adaptations can be made. If no new
residential setting is available,
extraordinary measures must
be taken. It may sometimes be
necessary to develop different
measures than those normally

taken. All the work invested in
assessing and stabilizing users
must lead to their being integrated into living environments that
are more normalizing and correspond to their needs. Other
wise, the clinical mandates of
resources specialized in SBD
cannot be achieved. Keeping one
user in a specialized resource
for an overly-long time because
there is no other resource in the
area limits the ability of other
users to benefit from the specialized services to which they also
have a right.
• There needs to be a systematic
and comprehensive procedure
for transferring the acquired
knowledge about a user to his or
her new residence on discharge.
Short-term follow-up could be
considered, depending on the
situation.
• Systematic follow-up should be
done at the new resource one
month after the user’s discharge.
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EVALUAT ION OF

THE IMPLEMEN TATION
Research has been an integral part of the
Maison Lily Butters project from its original
conception to the present time, nearly three
years after its opening. Out of this shared
experience have come lessons regarding the
conditions that were most supportive for the
research team in carrying out its mandate.
This mandate was, in the first instance, to
evaluate the implementation of the resource.
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A

s mentioned earlier, the research team was potentially
expected to evaluate the effectiveness of the resource. Here are the
main points to remember:
• Evaluating the implementation is
essential. The researchers and the
managers of the resource should
decide together on the best time
to start evaluating the implementation.
• The implementation evaluation
must take into account decisions
taken subsequent to the initial
planning. These decisions would
be those that modified the original
plan, whether they involved physical facilities, organizational structure or the clinical process.
• The choice of indicators should
take into account the validity, representativeness, simplicity, sensitivity and ease of use of the data
collection tools used by the clinical team.
• In order to establish and maintain collaboration between the
research team and the clinical
team, it is important to set up an
operational monitoring committee
for research that includes researchers, professionals, educators
and managers of the resource,
as well as the person in charge of
both developing and monitoring
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the program.
• The results of the implementation evaluation should help to
strength
en the implementation
process and to enable any necessary program adjustments to be
made.
• It is strongly recommended that
outcomes evaluation should start
as soon as the managers and the
researchers (in the case of an
external evaluation) consider that
the program’s implementation is
largely finished.

con
clu
sion
Opening a resource for persons
with SBD requires meticulous
preparation. Throughout this
document, we have discussed a
variety of aspects that should be
considered, particularly those
related to the physical facilities,
organizational structure and clinical process. While we have
discussed these different components linearly, it is important to
remember that they are interrelated, and that changes involving
any one of them will have an impact on the others.
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T

his reflection results from research carried out to evaluate
the Maison Lily Butters implementation as well as from collaboration between the research team and
key actors involved in planning and
implementing the Maison Lily Butters
project.
As a general rule, team work is essential for successful planning of all
the steps required to carry out such a
project. This type of planning exercise
requires time, sometimes more than
expected. Hasty decisions generally
do not pay off, often incurring direct
or indirect costs not only for the organization, but also for users and staff.
Before embarking on the work involved in opening a new resource, it
is a good idea to consult others who
have already undertaken such a project and learn from their experiences.
Many problems that might otherwise
not have been anticipated could
thereby be avoided. Those consulted
could be invited to contribute at several stages of the decision-making
process.
Also, it bears repeating that, before
evaluating the effectiveness of services, it is essential to evaluate the
implementation. The implementation
evaluation provides information that
can be used to make any adjustments
needed to complete the program im36

plementation. This adjustment phase
may take several months. It is only
after this period, and with the agreement of both the resource team and
the research team, that an evaluation
of the program’s effectiveness should
begin. This ensures that what is being
measured are the effects of the program as it was planned. Nevertheless,
that being said, it is important that the
evaluation process regarding effectiveness be kept in mind right from
the beginning, when the resource is
being planned. Being able to describe
the program’s effects with observable
and measurable data that are already
largely incorporated into the administrative and clinical data collection
will greatly facilitate the work of the
research team without needlessly increasing the clinical team’s workload.
Finally, it should be remembered that
a resource is a continuously evolving
system. Thus, the resource’s ability
to carry out its clinical mandate depends on the capacity for adaptation
and innovation of both the management team and the intervention team,
all of whom must be imbued with the
unwavering conviction that it is possible to improve the quality of life for
persons with SBD.
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T

his document summarizes
the elements to consider in
the process of implementing
a resource for persons with SBD, as
identified in the Guide to Setting Up a
Resource for Persons with Severe Behavioural Disorders. The Guide should
be consulted for further information on
each of the elements mentioned. For
example, in this summary document
there is a recommendation regarding
the frequency of clinical meetings, but
the purpose of such meetings is only
explained in the Guide. In this summary document, page numbers are provided to assist the reader in locating the
more detailed information in the Guide.
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P H Y S IC A L

FACILI TIES
General recommendations
(pages 11 to 13 in the Guide)

Comments

Support the carrying out of the
resource’s clinical mandates while
ensuring the safety of staff and
users.
Plan the physical facilities with the
property management services.
Design the construction project
and the layout based on clearly
defined needs and requirements:
the mission of the residence, the
number of users to be housed there
and the number of employees; as
well as the main characteristics
(problems) of the users who will live
there, their needs, and the planned
programming.
Plan carefully. The more the design
stage decisions are accurate and
in keeping with needs, the fewer
adjustments will be needed later.

Design the facilities with flexibility
to allow for numerous adaptations
without compromising the integrity of
the facility or of the materials used.
Keep in mind the following five
criteria: safety, adaptability,
functionality, physical accessibility,
and normalization.
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1.1	ANALYSIS OF THE CHOICE
	OF LOCATION FOR THE RESOURCE
Information gathering
and needs analysis
(pages 14 to 15 in the Guide)
Have more site options for the
resource, and given that this type
of resource is most often classified
as non-residential, consider the
possibility of applying for a permit
under the conditional-use by-law.
Determine the area required
for the building and land based
on the number of users, their
characteristics, and the planned
programming.
Determine the amount of space
required for the exterior yard.
Estimate the number of parking
spaces needed (parking lots or
parking available near the resource).

Study the environment near the site
of the resource (noise, odours, risks
of contamination, proximity of major
roads, waterways, etc.) to assess
constraints and to ensure the safety
of users and staff.

Ensure that hospital and police
services are nearby.
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Identify other services that the users
will need on a regular basis and
assess their proximity to the resource
(for example, schools for school-age
children).

Comments

1.1 ANALYSIS OF THE CHOICE OF LOCATION FOR THE RESOURCE (continued)
Information gathering
and needs analysis
(pages 14 to 15 in the Guide)

Comments

Determine whether the site is well
served by public transportation.
Pay special attention to the site’s
accessibility for family and friends.
Study the neighbourhood’s receptivity
to such a resource and plan activities
to raise awareness.

1.2 SELECTION OF CONSTRUCTION MATERIALS
Materials and equipment should generally be resistant, solidly
attached and designed for intensive use.
Elements to promote
(pages 15 to 17 in the Guide)

Comments

Materials that are resistant and
durable for the long term, able to take
repeated beatings.
Preservation of the residential
appearance of the premises.
High, soundproof ceilings
(inaccessible and noise-reducing).
Slab-to-slab partitioning (noisereducing).
Natural lighting without direct
exposure to sunlight.
Doors and windows embedded in
steel frames.
Reinforced door frames.
Institutional-type solid wood doors
designed for intensive use.
Interior windows of tempered glass
with safety film.
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1.2 SELECTION OF CONSTRUCTION MATERIALS (continued)
Privilégier les éléments suivants
(pages 15 to 17 in the Guide)
Windows: blinds incorporated
between two panes of glass, with
the operating mechanisms located
outside the rooms.
Plumbing: mixing faucets for all
equipment accessible to users.
Plumbing: shut-off valves to stop the
water supply as needed.
Heating: electric radiant heating
system.
Heating and ventilation: ventilation
system integrated into the heating
system.
Lighting: dimmer switches to
modulate lighting intensity.
Lighting and heating: switches
and thermostats that can also be
positioned outside of user rooms,
particularly the bedrooms and the
isolation room, if there is one.
Sprinklers: (when sprinklers are
required) they should be recessed, or
anti-vandalism, non-hanging models;
they should also be protected.
Pavement: resistant materials for
pavement surfaces, and prevention of
water accumulation.

Elements to avoid
Low roofs.
Radiators and air vents located at the
bottoms of walls for heating.
Fluorescent lighting in rooms
accessible to users.
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Comments

1.3 SPACE DESIGN AND ROOM LAYOUT
The fundamental principle is ADAPTABILITY. This is important given
the heterogeneity of the users (clinical profile, age and so on), the fact
that their needs change over time, and the turnover in clientele.

Elements to promote
(pages 17 to 19 in the Guide)

Comments

Access to the building that allows
staff and visitors to enter and leave
without having to go through areas
designated for users.
Corridors wide enough to
accommodate four persons to walk
abreast (for crisis interventions).
Ceilings nine (9) feet high.
User rooms all on one floor, ideally
the ground floor.
Basements reserved for storage or
mechanical equipment.
Isolation room that complies with all
safety norms.
Several small rooms that are not
closed.
Rooms that are large enough
for group activities (such as a
gymnasium).
Additional rooms to meet diverse
user needs.
Office for the staff.
Walls that are solid and resistant, with
furring strips in all rooms accessible
to users.
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1.3 SPACE DESIGN AND ROOM LAYOUT (continued)
Elements to promote
(pages 17 to 19 in the Guide)

Comments

Single key for all locks.
Television cables in all user rooms.
At least one activity room providing
access to computers and Internet.

Elements to avoid
Objects and structures with projecting
angles of 90 degrees or less.

1.4 DESIGN AND LAYOUT
	OF THE OUTDOOR YARD SPACE
Elements to promote
(pages 19 to 20 in the Guide)
Outdoor storage space for materials
to be used outdoors.
Yard to be usable in all four seasons.
Shady areas available in the yard in
the summer.
Space set aside in the yard for snow
removal in the winter.
Fenced yard.
Very strong fence, from which pieces
cannot be broken off.
Yard protected from the view of
people not in regular contact with the
users of the resource.
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Comments

1.4 DESIGN AND LAYOUT
	OF THE OUTDOOR YARD SPACE (continued)
Elements to promote

Comments

(pages 19 to 20 in the Guide)
Tress, plants and all other vegetation
to be only outside the fenced area.
Outside yard set up in such a way
that staff indoors can supervise
users who are outdoors.
Pedestrian surfaces constructed of
hard-wearing materials.
Pedestrian walkways within the
parking area.
Access ramps (rather than stairs) if
the ground is uneven.

Elements to avoid
Stones, vegetation, and grassy
sections within the fenced area of the
yard.

1.5 STORAGE
Elements to promote
(page 20 in the Guide)

Comments

Sufficiently large number of storage
areas for all materials and for users’
personal effects that cannot be kept in
their rooms.
Storage spaces accessible to users.
Storage spaces that are sufficient far
away from the doors into the rooms.
47

1.6 SAFETY/SUPERVISION
Elements to promote
(page 21 in the Guide)
Small, secure room to administer
medications, complete with a desk,
two chairs and a sink.
Space reserved for medications that
must be kept locked up.
Small locked refrigerator for
medications that must be kept cold.
Closing mechanisms installed at the
top and inside of doors accessible to
users.
Bedroom doors equipped with an
automatic system for opening and
closing.
Protective covers on manual fire
alarm triggers for interior use.
Portable, sturdy two-way radio
transceivers (walkie-talkie) with panic
buttons. These should be attached to
every employee’s belt.
Portable radio transceiver (walkietalkie) in the staff office that is always
turned on.
Educator access to a panic button
system linked to a security dispatch
centre.

Elements to avoid
Medication room in the staff office.
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Comments

1.7 ISOLATION ROOM
Elements to promote

Comments

(page 22 in the Guide)
Strict compliance with construction
and safety standards related to
creating isolation rooms, issued in
2005 by the Ministry of Health and
Social Services.
Automatic opening and closing of the
rooms.
Electromagnets integrated into the
door frame at the top and on the side.
Unbreakable camera that provides a
view of the entire room, placed at the
back of the room, high enough to be
inaccessible to users.

1.8 ROOMS FOR STAFF
Elements to promote

Comments

(page 22 in the Guide)
Professionals’ offices beside the
rooms of the resource (this is ideal)
or nearby.
Office spaces for the staff, with the
possibility of closed offices.
Computers available in the offices.
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ORG ANIZAT IONAL

STRUCTURE
2.1 HIRING AND RETENTION OF STAFF
Elements to promote
(page 24 in the Guide)
Organize schedules to take into
consideration both clinical challenges
and staff well-being.
If possible, recruit and hire staff
who are already trained and have
experience with persons with SBD.
For staff without training or
experience, make sure they
understand clearly the challenges of
working with users with SBD.
Before hiring, and before opening
the resource, evaluate all options for
optimizing staff stability.
If possible, negotiate special union
agreements to limit staff mobility.
Develop extraordinary measures
to respond to the needs for staff
support (intensified supervision, more
training days, and systems to promote
motivation and recognition).
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Comments

2.2 STAFF TRAINING
Elements to promote
(page 25 in the Guide)

Comments

Establish, before the resource opens,
the staff training plan, training
methods and ways of ensuring their
effective operation.
Ensure that all staff receive all the
training that is planned and required
before starting to work with users.
Develop a computerized management
information system that allows
the manager to easily identify who
has and has not yet received the
necessary training.
Ensure that the training plan includes:
• all components of the clinical
program;
• teaching methods that enable
staff to acquire and master the
training content;
• content that relates to best
practices, validated by evidence;
• evaluation and intervention tools
advocated by the resource’s
program;
• methods for evaluating mastery
of the content;
• methods for supervision and
follow-up of training.
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2.2 STAFF TRAINING (continued)
Elements to promote
(page 25 in the Guide)

Comments

Establish continuing education days
and customized training sessions to
be included based on user needs and
problems.
Develop basic, rapid training tools
for new employees and temporary
personnel (replacements, recall lists).

2.3 TEAM STRUCTURE AND SUPPORT
Elements to promote
(pages 26 to 27 in the Guide)
Team member roles clearly defined in
relation to the program, and to other
members.
Structure that distinguishes clearly
between clinical and administrative
management.
Clear role definitions for the clinical
manager and the administrative
manager.
Assurance that administrative
management does not take
precedence over clinical management.
Paired staff and users, based on
the staff’s specific expertise or
experience.
Total number of staff to be on site
based on the number of users and the
severity of their problem behaviours.
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Comments

2.3 TEAM STRUCTURE AND SUPPORT (continued)
Elements to promote
(pages 26 to 27 in the Guide)

Comments

Team meetings with staff to be
planned for every two weeks, or more
often if needed.
Clinical meetings planned for every
two weeks under normal conditions
and weekly in crisis situations;
approximately 30 minutes devoted to
discussing each user.
Measures to supervise and support
staff.
Measures to promote team cohesion
and staff well-being.
Staff hiring to help with kitchen and
housekeeping tasks so that educators
can spend more time in direct
interventions with users.
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C L I N IC A L
PROCE SS
3.1 PROGRAM
Elements to promote
(pages 30 to 31 in the Guide)
Development, before the opening of
the resource, of a detailed program
based on best practices.
Training and preparation of team
members regarding how to use the
program before they begin working
with users.
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Comments

3.1 PROGRAM (continued)
Elements to promote
(pages 30 to 31 in the Guide)

Comments

The program includes a systematic
process of user assessment, and in
particular:
• initial assessment completed
before the user’s admission;
• follow-up assessments after
interventions;
• evaluation of the extent to which
clinical objectives are being
achieved;
• evaluation measures collected
and recorded for all users
according to a prescribed
schedule;
• evaluation measures that are
easy to write down, user-friendly
and efficient;
• a single clinical data collection
procedure that is applied to all
users, and in which all staff are
proficient;
• ability to easily access
information in user charts for
authorized personnel.
The program provides indicators
related to the implementation of the
different approaches, the strategies,
and the instruments that are detailed
in the program.
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3.1 PROGRAM (continued)
Elements to promote
(pages 30 to 31 in the Guide)

Comments

The clinical monitoring procedure is
clearly defined.
For the staff, the ability to rapidly
access the services of the
professionals, which is facilitated if
the professionals’ offices are located
beside the rooms of the residential
resource, or nearby.

3.2 PLANNING FOR USER DISCHARGE
Elements to promote
(page 31 in the Guide)
Development of a transition plan to
identify the ideal living environment
for the user.
List of adaptations required at the
new residential setting that is being
considered.
Discussions with persons at the
potential new residence regarding
the conditions required for the user’s
successful integration.
Procedure for transferring the
acquired knowledge about a user to
his or her new residence.
Systematic follow-up at the new
residence one month after the user’s
discharge.
Development of extraordinary
measures in cases where no
residential setting can be found to
meet the user’s needs.
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Comments

EVALUAT ION OF

THE IMPLEMEN TATION
Elements to promote
(pages 33 to 34 in the Guide)

Comments

Joint decision by researchers and
managers on the best time to start
evaluating the implementation.
Implementation evaluation that takes
into account changes made after the
initial planning.
Quality of indicators: validity,
representativeness, simplicity,
sensitivity, and ease of use of the data
collection tools by the clinical team.
Creation of an operational monitoring
committee for research that includes
researchers, professionals, educators
and managers.
Ensuring that the implementation has
been completed before evaluation
the effects of the program and of the
resource.
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