
Appendix “A”: Consultations and Meetings 

 Addictions Professionals Association of Saskatchewan 

 All Nations Healing Hospital, Fort Qu’Appelle 

 Autism Resource Centre, Regina 

 Canadian Mental Health Association, Saskatchewan Division 

 Centre for Forensic Behavioral Science and Justice Studies, University 

of Saskatchewan 

 Community Mobilization COR Team, Prince Albert 

 Community Mobilization Hub Team, Estevan 

 Community Mobilization Hub Team, La Ronge 

 Community Mobilization Hub Team, Prince Albert 

 Dr. Angela Bowen, College of Nursing, University of Saskatchewan   

 Dr. Colleen Anne Dell, Research Chair in Substance Abuse, University 

of Saskatchewan 

 Dr. Heather Hadjistavropoulos, Principal Investigator, Online Therapy 

Unit for Service, Education and Research, University of Regina 

 Dr. Martin LeBoldus Catholic High School students, Regina 

 Dr. Peter Butt, Department of Academic Family Medicine, University of 

Saskatchewan 

 Dr. Sadeq Rahimi, Medical Anthropology, Department of Psychiatry, 

University of Saskatchewan 

 Door of Hope, Meadow Lake 

 Eagle Moon Health Office, Regina 

 Eagle’s Nest Youth Ranch, Christopher Lake and Prince Albert  

 eHealth Saskatchewan 



 Emergency Department Waits and Patient Flow Initiative, 

Saskatchewan Health Quality Council  

 Estevan Housing Authority 

 Estevan mental health and addictions staff 

 FASD Support Network, Saskatoon  

 Federation of Saskatchewan Indian Nations 

 First Nations and Inuit Health, Health Canada, Saskatchewan 

 First Nations and Métis Health Services, Saskatoon 

 First Nations Engagement sessions (organized by Health Canada), 

Prince Albert, Fort Qu’Appelle, Saskatoon 

 Friends Program, North Battleford 

 Greystone Bereavement Centre, Regina 

 Hope Inn, Salvation Army, Moose Jaw 

 John Howard Society, Regina 

 Judge Clifford Toth, Drug Treatment Court, Regina 

 Kate's Place, Salvation Army, Regina 

 KidsFirst Program Managers 

 La Ronge Friendship Centre 

 La Ronge mental health and addictions service providers 

 Lac La Ronge Indian Band  

 Leading Thunderbird Lodge, Fort Qu’Appelle 

 Lloydminster Public and Catholic School Boards 

 Medical Health Officers Council of Saskatchewan 

 Métis Addictions Council of Saskatchewan, Inc.  

 Métis Family and Community Justice Services 



 Métis Nation - Saskatchewan 

 Ministry of Corrections and Policing officials and service providers 

 Ministry of Education officials  

 Ministry of Justice officials and service providers 

 Ministry of Health officials 

 Ministry of Social Services officials and service providers 

 Muskoday First Nation 

 Native Health Services, Regina 

 New North - Saskatchewan Association of Northern Communities 

Services Inc., La Ronge  

 Nipawin mental health and addictions service providers 

 Northeast Regional Housing Authority 

 North East School Division 

 North West Friendship Centre, Meadow Lake 

 Northern Inter-Tribal Health Authority 

 Office of Residential Tenancies (Rentalsman) 

 Ombudsman Saskatchewan 

 Parent Mentoring Program, North Battleford 

 Phoenix Residential Society, Regina 

 Piapot Cree Nation 

 Pinehouse Health Centre staff 

 Pinehouse Northern Village 

 Pine Lodge, Indian Head 

 Piwapan Women's Shelter, La Ronge 

 Population and Public Health, Saskatoon Regional Health Authority 



 Prince Albert mental health and addictions service providers 

 Psychology Association of Saskatchewan 

 Public Guardian and Trustee 

 Public Health Observatory, Saskatoon Regional Health Authority  

 Ranch Ehrlo, Regina 

 RCMP, Pinehouse 

 Red Earth First Nation Health Centre 

 Regional Health Authorities, heads of mental health and addictions 

 Regional Health Authorities, officials 

 Regional Intersectoral Committee Coordinators 

 Registered Psychiatric Nurses Association of Saskatchewan 

 Sakwatamo Lodge, James Smith Indian Reserve 

 Sandy Bay Community Resource Center Inc. 

 Sandy Bay Health Centre staff 

 Sandy Bay mental health and addictions staff 

 Sandy Bay Northern Village, Mayor and Council 

 Saskatchewan Advocate for Children and Youth 

 Saskatchewan Association for the Betterment of Addictions Services 

and Regina Recovery Homes 

 Saskatchewan Association for the Rehabilitation of the Brain Injured  

 Saskatchewan Association for Community Living  

 Saskatchewan Association of Social Workers 

 Saskatchewan Deputy Chiefs of Police  

 Saskatchewan Directors of Education 

 Saskatchewan Hospital North Battleford  



 Saskatchewan Housing Authorities general managers, Saskatoon 

 Saskatchewan Housing Management Committee 

 Saskatchewan housing conference, Saskatoon 

 Saskatchewan Human Rights Commission 

 Saskatchewan Medical Association 

 Saskatchewan Mental Health Coalition 

 Saskatchewan Prevention Institute 

 Saskatchewan Psychiatric Association 

 Saskatchewan Psychiatric Nurses Association 

 Saskatchewan Regional Health Authorities 

 Saskatchewan Seniors Mechanism  

 Saskatchewan Society of Occupational Therapists 

 Saskatoon Community Service Village 

 Saskatoon Council on Aging 

 Saskatoon Housing Coalition 

 Scattered Site Project, La Ronge 

 Schizophrenia Society of Saskatchewan 

 Senator Denise Batters 

 Society for Maintaining and Improving Life in Estevan  

 Stanley Mission mental health and addictions staff 

 Street Culture Project Inc., Regina 

 Sturgeon Lake First Nation 

 Swift Current Community Youth Initiative Inc. (The Centre) 

 Swift Current mental health and addictions staff 



 The Lighthouse, Saskatoon 

 Thorpe Recovery Centre, Lloydminster, Alberta 

 Town of La Ronge 

 Town officials, Pinehouse 

 Urban Aboriginal Strategy, Regina 

 Valley Hill Youth Treatment Centre, Prince Albert 

 Wahpeton Health Centre, Wahpeton Dakota First Nation 

 Wakamow Manor, Moose Jaw 

 White Raven Healing Centre, Fort Qu’Appelle 

 Yellow Quill Urban Health Office, Saskatoon 

 Yorkton mental health staff 

 Yorkton Tribal Council 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix “B”: Mental Health and Addictions Action Plan: Terms 

of Reference 

 

Introduction: 

The Government of Saskatchewan is undertaking the development of a 
Mental Health and Addictions Action Plan.  The Action Plan is to include a 

review of mental health and addictions services across the province, led by a 

Commissioner.  The review will take a client-first perspective.  It will include 
consultation with clients, families, stakeholders and service providers across 

a broad range of the human services sector.   
 

Who Will Conduct the Review: 

Dr. Fern Stockdale-Winder has been appointed Commissioner and will lead 

the client, family, provider and stakeholder review of mental health and 
addictions services, and report to the Minister of Health. 

 
Mandate of the Commissioner:   

1. To approach the review from the perspective of clients and families who 
require mental health and addictions services, or who may have co-

occurring mental health and addictions issues with other disorders; 
 

2. To undertake consultations with clients, family members, service 

providers, and stakeholders across a broad cross-section of the human 
service sector to determine what is working well, what requires 

improvement, and opportunities for prevention; 
 

3. To validate the client, family member, service provider and stakeholder 
consultations with analyses of service use; and with mapping the client 

experience across the health system and where it intersects with human 
services such as the social service system, the criminal justice system, 

and the education system; 
 

4. To provide a final report to the Minister of Health that makes 
recommendations for long-term improvements and addressing areas of 

immediate concern across the human service sector for improving mental 
health and addictions services. 

 
 
 
 

 



Appendix “C”: Methodology 

 
The public consultation process and research for the Mental Health and 

Addictions Action Plan included a number of information streams.  

 
 
Overview of methods 

Public Consultation: 

Online Questionnaire - 

The public consultations included an online questionnaire that was 
constructed to gather the experiences and thoughts of people with mental 

health and addictions issues and was divided into the following sections: 
 persons living with mental health issues (referred to as mental health 

clients) 
 persons living with addictions issues (referred to as addictions clients) 

 persons with concurrent disorders (both mental health and addictions 
issues) 

 family members or friends of persons living with mental health issues 
(referred to as mental health family) 

 family members or friends of persons living with addictions issues 

(referred to as addictions family) 



 service providers (referred to as providers) 

 concerned citizens 
 

The public consultations included an online questionnaire that was 
constructed to gather the experiences and thoughts of people with mental 

health issues, people with addictions issues, people with both mental health 
and addictions issues, family members, service providers, and concerned 

citizens. The persons with MHA issues and family questionnaires had 
separate sections for mental health and addictions, which respondents could 

select based on their own experiences.  Respondents were also encouraged 
to fill out the survey from different perspectives, for example as a family 

member and also as a client.  In addition to the online questionnaire, paper 
versions of the questionnaire were available for download through a website 

and distributed in paper with a particular focus on remote populations and 
those with limited access to internet services. Copies were mailed to the 

Ministry’s office, collected by researchers or sent in by partner organizations. 

The paper versions were distributed by our partner organizations, and 
assistance was provided to people who requested it. 

 
In total, 3,081 questionnaires were completed between October 21, 2013, 

and January 2, 2014. 

Table 1: Completion by respondent group and by method  

 Total completed 
questionnaires 

Online Paper-based  

Mental health client only  867  806  61  

Addictions client only  86  71  15  

Mental health and 

addictions client  
146  146  0  

Mental health family  462  421  41  

Addictions family  131  120  11  
Mental health and 

addictions family  
173  173  0  

Service provider  1,048  1,048  0  

Concerned citizen  168  168  0  

Total  3,081  2,953  128  



 

 
Figure 1 Respondent Categories  

 

Qualitative Consultations - 
In addition to the questionnaire, in-

person qualitative consultations 
were carried out by the research 

firm, Prairie Research Associates 
(PRA), at 18 sites across 

Saskatchewan. The qualitative 

consultations consisted of focus 
groups with people with MHA issues 

and their family members; 
interviews with First Nations and 

Métis people with MHA issues and 
their family members; interviews 

with identified subpopulations that 
were thought to be unlikely or 

unable to participate in the focus 
groups or the online questionnaire; 

and focus groups with service 
providers.  Discussions with First 

Nations and Métis sources on 
cultural appropriateness led to the 

decision that information from First 

Nations and Métis people be 
gathered primarily through 

interviews instead of focus groups. 
 

 

PRA Focus Groups/Interview Sites 



73% (n=221) were individuals 

experiencing mental health and 
addictions issues and their family 

members, while 27% (n=80) were 
service providers. Subpopulation 

participants included residents of long-
term care facilities, men and women in 

the corrections system, youth at 
risk/youth in the corrections system, 

seniors, immigrants, and homeless 
individuals.  Cross-sectoral service 

provider focus groups included 
corrections workers, child and family 

service workers, police, education 
workers, mental health and addictions 

workers, and various health workers 

that often work with people with mental 
health and addictions issues. 

 
In addition to 71 individuals who 

participated in the First Nations and 
Métis interviews, some of the 

participants in the client and family 
focus groups were First Nations and 

Métis, as were some of the participants 
in the subpopulation interviews. 

Participants were invited to culturally self-identify and at least 27% of those 
who participated in the consultations were First Nations or Métis. 

 

Table 2: Participation in qualitative consultations 

 Participants Number of Communities  

Client/family focus groups 111 15 

First Nations and Métis  

client/family interviews 
71 10 

Subpopulation interviews 39 3 

Cross-sectoral service 

provider focus groups 
80 

Participants selected from 

around the province. 

Total  301  18 (discrete communities) 

PRA First Nation and Métis Interview Sites 



Table 3: Location of Respondents 

Health Region % of Participants 

Athabasca  <1%  

Cypress  3%  

Five Hills  5%  

Heartland  3%  

Keewatin Yatthé  1%  

Kelsey Trail  4%  

Mamawetan Churchill River  1%  

Prairie North  6%  

Prince Albert Parkland  9%  

Regina Qu'Appelle  30%  

Saskatoon  33%  

Sun Country  3%  

Sunrise  3%  

Location  

Urban  81%  

Rural  18%  

Remote  1%  

 

Recruitment and logistics - 
Potential participants for interviews and focus groups were identified by 

partner organizations such as Regional Health Authorities, Tribal Councils, or 
community based organizations.  Participants were asked by our partner 

organizations if they were interested in participating.  If so, consent was 
confirmed with the Ministry and contact information was forwarded to the 

research consultant firm to organize.  Private meeting space for interviews 

was provided by partner organizations in most cases.  Participants were 
often recruited from surrounding areas but were interviewed in a local centre 

of population. 

All participants in the qualitative consultations, with the exception of service 

providers and individuals in correctional facilities, received an honorarium of 
$75 for their participation. 

 



Safety of research participants – 

The MHAAP and PRA took a number of steps to ensure the safety of research 
participants, including making supports available during and/or after the 

data collection process to anyone who might require them. 
 

 Partner organizations were asked to ensure that they only approach 
potential participants who were not at risk of experiencing 

emotional or psychological trauma as a result of the research 
process.   

 To ensure cultural appropriateness MHAAP also liaised with 
community contacts in partner organizations such as Band Offices, 

or Tribal Councils for advice and support. 

Respondent privacy and confidentiality –  

MHAAP’s research firm was required to ensure that all research conformed to 
privacy and confidentiality standards.  The information gathered by PRA 

through the focus groups and one-on-one interviews was volunteered by 

respondents and is considered confidential.  All participants completed a 
consent form prior to commencement.  The information gathered during the 

research process was analyzed in aggregate form and any quotes used were 
de-identified. 

First Nation and Métis participation – 

First Nations and Métis people participated in all aspects of MHAAP’s 
information streams.  9% of the survey respondents, at least 27% of focus 

groups and interview participants, and approximately 21% of stakeholder 
meetings were with First Nations and Métis peoples or organizations.  In 

total, approximately 15% of the participation in MHAAP consultation 
activities were by First Nations and Métis people, which is similar to the total 

Aboriginal population of Saskatchewan at 15.6%.  Additionally, our federal 
partners, such as the First Nations and Inuit Health Branch (FNIHB), were 

engaged at several points. We were invited to attend large and individual 
stakeholder meetings to hear input into the report and receive advice on 

engaging First Nation and Métis people and communities.    

North – 
MHAAP was advised to spend sufficient time and energy examining the 

experiences and issue facing Northern residents.  As such, specific focus 
groups, interviews and stakeholder meetings were held in a variety of 

Northern communities in order to receive information from First Nation, 
Métis and non-aboriginal residents, on- and off- reserve. 

 



Stakeholder Meetings: 

Commissioner’s Tour – 
Between August 2013 and June 2014 the 

Commissioner and MHAAP team members 
met with 150 stakeholder groups, speaking 

with about 750 people in 24 different 
communities.   Meetings ranged from 

individual representatives from 
organizations such as Phoenix Residential 

Society, to large groups such as with the 
Directors of Education, to touring clinical 

facilities such as in La Ronge where the 
Commissioner met with mental health and 

addictions staff, and to First Nations 
communities like Sturgeon Lake First Nation 

where the Commissioner met with 

community members and healthcare staff.   

 

 

 

 

 

Stakeholders were asked to provide 
their thoughts on five key questions.  

What is being done right in the system 
at the present time to support the 

needs of people with mental health and 
addictions issues? What are the 

gaps/barriers in the system for people 
with mental health and addictions 

issues?  What suggestions would you 

have for improving mental health and 
addictions supports for your clients and 

individuals with mental health and 
addictions issues in general?  Does your 

community or organization have 
innovative practices or improvement 

initiatives underway that we should 
know about?  How do you envision your 

Île-à 

 
 

 

 

   
 

 

 
 

n 

 
 

 
 
 

 

 

 

 

  

 

 

Assiniboia 

Commissioner Tour Visits 

First Nations and Métis Community Visits 



community or organization assisting with system changes or improvements? 

Several organizations provided written submissions responding to the 
questions. 

Cross-sector Stakeholder Engagement Sessions - 
Several large gatherings of stakeholders were facilitated to bring forward 

areas of consensus, share information across sectors, learn about challenges 

and innovations, and develop perspectives on potential recommendations.  
These meetings provided an opportunity for providers, organizational 

representatives, policy makers, and people with MHA issues and their 
families to come together and hear each other’s perspectives.  Learnings 

were added to the body of knowledge and used in creation of 
recommendations for the report.   

 

Research: 

Cross-sectoral Task Teams – 
Several cross-sectoral teams were brought together across partner Ministries 

to support research in five key areas: housing and homelessness; children 
and youth; seniors; community-based care for adults; and, coordination and 

partnership (including system navigation).  These teams combined their 
areas of knowledge to identify key issues within the research themes, 

provide updates on trends and current state in those areas, identify existing 

challenges, explore options/solutions/best practices and offer advice on 
promising practices, quick wins and longer-term solutions to inform the 

MHAAP review.   
 

Client Service Mapping (CSM) – 

CSM is an innovative approach based on continuous quality improvement 
principles focused on a client’s experience to identify areas of priority 

improvement and set the stage for future process improvement work to 
support better outcomes for mental health and addictions clients.  Three 

CSM events were held between May 13th and May 30th, 2014.  Each event 
focused on a separate sub-population including: seniors - anxiety/depression 

disorders; children (0-11) behaviour disorders; and youth (12-18 years) 
substance abuse and current disorders.  Clients’ journeys and experiences 

were mapped out on paper and presented for discussion with a group of 
service providers and policy makers familiar with the area.  The intent was 

to capture clients’ experiences and identify the touch points where 
improvements need to be made to achieve greater client satisfaction and 

improved outcomes.  Information and themes from the CSM were used to 
inform the report and check alignment with the concurrent consultations.  



Appendix “D”: HISTORY OF MENTAL HEALTH AND ADDICTIONS 

SERVICES IN SASKATCHEWAN 

HISTORY OF MENTAL HEALTH AND ADDICTIONS SERVICES IN 
SASKATCHEWAN 

Saskatchewan has a long history of provision of mental health and 

addictions services for its citizens, reflecting the treatment and 
accommodation trends of the times.  Over the years the public perception of 

people with mental health and addictions issues has undergone a significant 
evolution.  It is clear that that Saskatchewan has come a long way, and that 

we still have a long way to go in terms of how we think of and support 
people with mental health and addictions issues. 

Mental health services 

Before the community-based model of care was adopted, individuals with 

mental health issues were placed in institutions. Saskatchewan recorded 
more individuals in what were termed “mental hospitals” per population than 

anywhere else in North America.  As time progressed, and community-based 
services replaced institutionalization, Saskatchewan was again at the 

forefront. Psychiatric services were localized into smaller, regional settings. 
Saskatchewan was one of the first provinces to establish community mental 

health clinics, a psychiatric nurse program, and a system of supportive 
housing for individuals whose mental illness did not allow them to live 

independently. 

Addictions Services  

Saskatchewan’s experience with addictions services has been somewhat 
opposite to mental health, as services moved from community based to a 

more residential model in the 1970s when residential or inpatient facilities 
for addictions were constructed and funded.  Initially, many services were 

offered informally by or in partnership with churches that would assist in 
detox or provide space for groups like Alcoholics Anonymous.  As science 

progressed and new methods of treatment became available, such as the 
increase in clinical trials for therapies in the 1980s, so did the way people 

thought of addictions services and those who might use them.  This lead to 

formal provision of services by the province, and to better understanding of 
the complexities around addictions issues, and their frequent relation to 

mental health issues and vice-versa. 

Mental health and addictions services have worked and evolved separately in 

large part, and continue to move to integration today – which is considered 

best practice for dealing with the many people who have both mental health 
and addictions issues, referred to as concurrent disorders. 



Key milestones 

 1879 – Canada passed An Act Respecting the Safe -keeping o f 

Dangerous Lunatics in the North West Territories.   The Lieutenant 

Governor was authorized to send “insane or dangerous” people to the 

Stony Mountain Penitentiary in Manitoba for an indefinite sentence. 

 1905 – Saskatchewan became a province. 

 1906 – Saskatchewan passed The Insanity Act , which contained 

provisions to allow patients to be transferred to the custody of family 

and friends, and included special provisions for committing soldiers 

after WWI. 

 1914 – The Provincial Asylum at North Battleford opened, with 346 

patients moved from the Brandon Asylum in Manitoba. The institution 

was custodial, where individuals deemed “insane” often stayed 

indefinitely with little possibility of discharge.1  The only way for a 

patient to leave was through “death, deportation, elopement, transfer, 

or parole.”2 

 1919 – The Dangerous Lunatics Act  was passed in Saskatchewan.  

 1919 - The National Committee on Mental Hygiene (NCMH), which 

included provincial Ministers of Health) administered national surveys 

related to delivery systems for the ‘mentally ill.’3  At the time, medical 

treatment for ‘mentally ill’ people in Saskatchewan was minimal – 

consisting of cold packs, continuous baths, hydrotherapy, insulin 

shock, sub-coma therapies, electro-convulsive therapy without 

anesthesia, and lobotomies.4  However, the most common treatments 

were work and isolation from the community. 

 1921 – The Weyburn asylum was opened to relieve over-crowding at 

North Battleford and both hospitals were renamed “mental hospitals”.  

By 1930, the Weyburn hospital was operating at 131% capacity. 

 1922 – The Mental Disease Act  was enacted.  It reflected increased 

medicalization of mental illness and voluntary admission. 

 A psychiatric ward of 20 beds was opened at the Regina General 

Hospital, following recommendations of a 1930 study by the NCMH. 



 1930 – The Mental Defectives Act  was passed. A major aspect of the 

Act was to facilitate committing people over 15 years old.  

 1936 – The Mental Disease Act  and The Mental Defectives Act  were 

replaced with The Menta l Hygiene Act .  The Act introduced safeguards 

against wrongful committal and created new paths for discharge of 

patients from hospitals. 

 Mid-1930s – The NCMH supported the official direction of the provincial 

Minister of Health, who proposed: development of mental hygiene 

clinics; aggressive public education; separation of the ‘mentally 

challenged’ population; early intervention with school children; 

implementation of a community boarding-out plan for paroled patients 

with a mental illness; and development of psychiatric wards in general 

hospitals.5 

 1940s – Two studies on services for ‘mentally ill’ patients were 

commissioned by the provincial government. By this time, the 

province’s mental hospitals had reached 189% over their original 

intended capacity. Both studies advocated early treatment in one’s 

community and emphasized public health principles as an alternative 

to custodial care.  During this time, responsibility for the province’s 

mental hospitals was transferred to the Department of Health from the 

Department of Public Works. 

 1945 - The Training School for Mental Defectives was opened in 

Weyburn. Previously, ‘mentally challenged’ persons were only treated 

in mental hospitals. 

 1947 – The first outpatient Mental Health Clinics were established in 

Weyburn and Regina, with two part-time clinics established in Moose 

and North Battleford, followed by clinics in Swift Current and 

Saskatoon. 

 1949 – The Mental Hygiene Act  was amended to include provisions for 

‘alcohol and drug addicts’ to be admitted to mental hospitals 

voluntarily or on a judge’s order acting on an application by a family 

member or medical attendant.  



 1950 – The Canadian Mental Health Association (formerly the NCMH) 

was established.  Saskatchewan was selected as the location for the 

first division. 

 1953 – The Bureau on Alcoholism was the first provincially-based 

treatment program for alcohol and later drugs.  

 1955-56 – A hospital transition program was established for patients 

on trial leave from hospital, using a model that would become the 

Mental Health Approved home Program. 

 1956-57 – The Saskatchewan Plan for mental health services was 

created to shift service delivery from large hospitals to local regions 

providing complete psychiatric services. Patient populations at 

Weyburn and SHNB started to decline, due in part to changes such as 

new approaches to treatment, and liberalization of legislation allowing 

increased and better supported discharges from hospitals. 

 Early 1960s – The adoption of socialized medicine (Hospital and 

Diagnostic Servi ces Act -  which would partially fund inpatient services)  

where Federal and Provincial funding responsibilities became divided 

and meant that the Federal Government would only fund inpatient 

services attached to general hospitals.  This lead to the development 

of acute inpatient units in the eight main regional centres. 

 1961 – The Mental Health Act  replaced The Mental Hygiene Act,  

making admission to a mental hospital discretionary, (voluntary 

admission to a psychiatric ward in a general hospital was the same as 

admission to any medical ward) and detention more difficult. 

 1962-66 – Public concern over the rapid rate of de-institutionalization 

of patients from mental hospitals led to an “Ad Hoc Committee on the 

Re-settlement of Mental Patients”.  The majority of discharged patients 

became the responsibility of their families, or social services.   

 1963 – 1973 – As the number of psychiatric inpatient beds dropped 

from 5 per 1,000 people to .5 per 1,000, the number of approved 

homes grew from 0 to 96, containing 976 spaces, or 10 spaces per 

home. Following the recommendations of the Ad Hoc Committee, 

Health and Social Services developed stronger criteria for the physical 



characteristics of the home, the number of residents, and care 

provided. 

 1967 – Changes to the province’s mental health services, such as de-

institutionalization, led to two reports focused on the lack of 

community participation in development of community mental health 

services.  One report noted that despite the shift to community care, 

the majority of resources were still tied to the institutions.  Following 

the reports, the Province increased its mental health services budget, 

which “led to a 66% increase in psychiatrists, a 73% increase in social 

workers with Master of Social Work qualifications, and the creation of 

25 new community positions.6 

 1968-69 – Regina’s Mental Health Clinic started a specialized child and 

youth program. 

 1971-72 – The Saskatchewan Hospital Weyburn ceased to exist, with a 

portion becoming the Souris Valley Extended Care Hospital and the 

remainder the Psychiatric Centre, Weyburn, with 82 beds. 

 1972 – Psychiatric nurse training moved out of the mental hospital 

setting to the Saskatchewan Institute of Applied Arts and Sciences 

technical college. 

 1980 – A province-wide program providing mental health services for 

children and youth was established. 

 1981 – Establishment of the Saskatchewan Schizophrenia Society. 

 1985 – The Saskatchewan Alcohol and Drug Abuse Commission 

(SADAC) was created. Its mandate was to provide prevention, 

training, evaluation and research, and to deliver regional alcohol and 

drug services.  

 1985-86 – The Mental Health Services Act  replaced the Mental Health 

Act . More restrictive guidelines for involuntary admissions to hospital, 

based on the Charter of Rights and Freedoms, were added. 

 Mid 1980s – Improved awareness related to the American “War on 

Drugs” led to increased resources for addictions services in 

Saskatchewan. Several community based addictions centres were 

established in the province, such as White Spruce in Yorkton.  



 1991 – A forensic ward was established at SHNB to assess and treat 

individuals charged with or convicted of a crime who were suspected of 

having a mental disorder.    

 1994 – SADAC was decommissioned and District Health Boards (later 

named Regional Health Authorities) became primarily responsible for 

delivering alcohol and drug services either directly or through funding 

agreements with community based organizations.  This proved to be 

the starting point at which mental health and addictions services 

were integrated into general health administration in health districts; 

health districts integrated these services at various times over the 

next several years. 

 

 1995 – Saskatchewan became the first Canadian jurisdiction to enact 

Community Treatment Orders that allowed the courts to direct 

individuals with mental health issues to seek treatment in the 

community as an alternative or supplement to involuntary 

hospitalization.  With the creation of Health Districts, mental health 

services were devolved from the provincial government to the districts. 

 

 2002 – Creation of the Regional Health Authorities Act , which led to 

the creation of Regional Health Authorities. Mental health and 

addiction services had already been integrated into general health 

administration within these areas. This Act continues to guide much of 

today’s day-to-day administration and service delivery. 

 

 2006 -2013 – Improvements in alcohol and drug resources occurred as 

a result of a major investment to addictions services including five 

capital projects and other service enhancements.  Additional capital 

projects continue such as the renovations to Calder Centre in 2010 to 

accommodate a youth stabilization unit, new brief and social detox  in 

Prince Albert, completion of Valley Hill Youth Treatment Centre in 

Prince Albert, brief and social detox in RQHR and the Family Treatment 

Centre in Prince Albert. 

 
 2006 – The Youth Drug Detoxification and Stabilization Act  was 

proclaimed and is the first piece of legislation that speaks exclusively 

to youth with severe drug addiction or abuse; providing parents, 

families, care providers, police, and other officials with options to 

access services on behalf of a youth who is unable or unwilling to 

access services on their own and in danger to him/herself or others as 

a result of their substance misuse. The Act provides the assessed 



youth the opportunity to appeal the decision in a fair and regulated 

manner.  

 

 2011 – The Province announces the redevelopment of the 

Saskatchewan Hospital North Battleford, including the integrated 

correctional facility. 

 

 2012 – The Ministry of Health, Prince Albert Grand Council and the 

Prince Albert Parkland RHA worked in partnership to develop a 15-bed 

inpatient addiction treatment facility for youth aged 12-17 years. 

Valley Hill Youth Treatment Centre is located in Prince Albert and 

accepts youth from throughout the province. 

 

 2013 – The Ministry of Health has worked in collaboration with the 

Prince Albert Parkland RHA to develop the province’s first family 

treatment centre. The Family Treatment Centre accommodates up to 

eight families, specifically women and their young children. 

 

 2013 – Launch of the 10-Year Mental Health and Addictions Action Plan 

for Saskatchewan. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix “E”: Client Service Mapping 

 

The MHAAP review introduced Client Service Mapping (CSM) as an additional 

information stream.  CSM is an innovative approach based on continuous 
quality improvement principles to capture clients’ experiences and identify 

the touch points where improvements need to be made to achieve greater 
client satisfaction and improved outcomes.  These touch points involved a 

number of human services including: mental health, addictions, social 
services, corrections, policing, justice, education and community based 

supports. 

Three CSM events were held between May 13th and May 30th, 2014, each 

focusing on a sub-population: older adults - anxiety/depression disorders; 
children (0-11) behaviour disorders; and youth (12-18 years) substance 

abuse and concurrent disorders.  

In advance of the events, a MHAAP team member worked with each client 

and/or family member to map out the chronology of the client experience.  

These maps included all elements of the clients’ experiences including 
prevention efforts, early interventions, treatment, recovery and transitions 

to community. The goal was to obtain a high level overview of each clients’ 
experiences and touch points with services over a number of years and then 

identify the common themes across the client maps within each group. 

Following the individual mapping exercises, a two-day CSM Event was held 

for each group, to identify the commonalities of the client experiences, 
highlighting barriers, opportunities for prevention and early intervention, 

improving processes, treatment pathways and transitions.  Each event 
involved approximately twenty participants including clients and family 

members, as well as cross-sectoral front-line providers and managers across 
the human service sector of government and community based 

organizations. 

Event Objectives:  

- Map the current state service continuum for three sub-populations 

of mental health and addictions clients (Event 1: Seniors Mental 
Health, Event 2: Adolescent Addictions and Concurrent Disorders 

and Event 3: Children’s’ Mental Health 
- Identify gaps in the service and support continuum 

- Identify opportunities for better cross-service alignment 
- Identify and improve upon the touch points between human service 

partners and community 
- Identify future opportunities for process improvement initiatives (ie. 

Kaizen events, Rapid Process Improvement Workshops, etc). 

 



Key Learnings: 

 
- Clients and families are often unaware of service options and where 

services are available.  
- Clients and family voices are not always heard. 

- Client outcomes are often compromised due to poor 
communication, inadequate case management, and ineffective 

transitions between human service Ministries and other community 
partners.  Enhancements to community based supports were 

recommended. 
- Participants felt that strengthening efforts on prevention and early 

intervention could result in better outcomes for clients and 
positively impact spending in areas of mental health and addictions, 

corrections and policing and social services. 
- Clients were often forced to wait for services or for steps in 

between services, and experienced harm as a result.  They felt that 

if services were delivered to them more efficiently, their treatment 
and recovery would have been more effective. 

- Service Providers identified actions during the process that they 
could implement immediately to improve care and the client and 

family experiences.   
- Clients felt that the quality of service varies between providers. 

- Participants recommended increased awareness and education on 
MHA issues for the general public and service providers to reduce 

stigma and support better outcomes in care. 
 

Follow-up: 
The information obtained through this process was used to validate the 

current state and assist the Commissioner in making recommendations for 
improvements to better respond to mental health and addictions issues 

across sectors. An added value to the sessions was the insight among cross-

sector providers, as they shared and learned more about transition 
processes, and how policies, programs and services impact clients and 

family members by allowing them to hear directly from the “patient voice.” 
 

This process was the first step for many quality improvement initiatives. In 
fact, a number of health regions have already undertaken quality 

improvement initiatives specific to mental health and addictions services. 
The next step would be to coordinate these efforts across service sectors to 

ensure a seamless coordination of care and alignment of policies and 
practices.  

  



A special “thank you” to the persons with lived experience and family 

members who graciously shared their stories and time in order to contribute 
to this process and initiate improvements across the human services sector.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix “F”: News Releases 
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