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0. Presentation
AVIFES represents the mentally ill (henceforth referred to as PSMI) and their families
in Bizkaia. With more than 1,300 associated people and 500 users regularly attended to in
our network of services and resources.
Throughout the last 25 years, with the commitment and dedication of families,
professionals, voluntary personnel and PSMI staff, we are slowly managing to convert a
reality marked by stigma, exclusion and charity into another more positive reality where the
mentally ill are more generally accepted by the majority of society and have readily available
services and resources in various fundamental areas in terms of quality of life.
In the last few years, AVIFES has made considerable effort in terms of organizational
maturity. The organization has moved forward substantially in the professionalization,
consolidation, development and improvement in the quality of its services, as well as
acquiring more in-depth knowledge as regards the needs and aspirations of the mentally ill.
The positive results that have been achieved in the last few years are due to radical
changes in procedures and services for supporting the mentally ill, aimed at overcoming the
model of institutional confinement and assistance in order to move towards fully fledged
citizens who live and participate wholly in the community, and who can count on all the
necessary support in the community to exercise their rights in terms of equal opportunities on
the same level as everybody else.
Our story has, in the Bizkaia area, been made possible thanks to the help of the
Association of Mental Illness led by AVIFES, along with the involvement of other social
organizations that also provide assistance to the mentally ill. Similarly, we have seen a
progressive involvement and commitment on the part of institutions and administrations, both
public and private.
One of the main implications of this new model (which is linked to scientific and
procedural progress regarding how we understand and evaluate the mentally disabled of all
various types, including their reaction with society) is the transformation in the way of
designing, planning and applying support to focus on each person and integrate him/her to
achieve participation and improved quality of life.
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Indeed, a more in depth examination of the Quality of Life Model (henceforth referred
to as QLM) and of its progressive integration into the network of mental disability
organizations reveals a real ´gear shift´ in terms of culture change involving everybody and
in every way possible: in terms of definition, design and set up of services and programs
which are in a constant process of innovation and adaptation to needs which also evolve with
time. Similarly, this profound shift is also evident in planning and roll-out procedures along
with the support for each individual, relying on the individual him/herself to get involved with
that support. There has also been considerable change in terms of the competence of
professionals and voluntary workers, change in terms of ethical and responsible
management, change in the way families have become involved, and finally change in the
focus and involvement on a political, institutional and civic level.

In this publication, AVIFES tells the story of how QLM has managed to convert the
QLM applied in practice to the reality of PSMI. The story is told relating the challenges faced
and overcome along the way, as the organization slowly becomes transformed in all its
dimensions. Similarly, the achievements and results harvested along the way thus far have
also been set down here. The document summarizes the variety of tools AVIFES has made
use of in order to practically apply the QLM, while adapting them to the procedures and
support of PSMI and their families.
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QUALITY OF LIFE MODEL
1. What is the Quality of Life Model?
2. How does it work?
3. What implications does it have?
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1.

¿What is the Quality of Life Model?

Quality of life nowadays is a powerful organizational and orientation concept as
regards social politics and practices. Consistent with this model, people expect that the
support they need will affect their lives positively in terms of improvements in living standards
and the achievement of individually valued results.
The QLM most commonly recognised and found throughout the world is the QLM
developed by Schalock and Verdugo. AVIFES made a decision to work in line with this model.
As a consequence, this is our paradigm of procedure: Quality of Life. A paradigm of
procedure is a theoretical base which serves as a foundation and a base for understanding
procedures, the mentally ill, their families, the role of professionals and the organization of
the services that we carry out etc. In AVIFES we are not inventing a new paradigm: we are
taking on a model that already exists and then adapting it to face the realities of the mentally
ill.
Ultimately, the model is aligned with:





Firstly, the new schools of thought as regards the disabled person: the WHO´s
International Classification of Functioning, Disability and Health (CIF 2001) defines
disability as a general term which encompasses deficiencies, limits to activity and
restrictions as regards participation. Disability is understood as the interaction between
people who suffer from an illness and certain personal or environmental factors such
as, for example, negative attitudes or inaccessibility to public transport and buildings,
or limited social support.
Secondly, the new regulatory framework recognises a disabled person as a person with
same rights as any other, and consequently positive action measures to promote the
integration, active participation and effective equality of opportunities in practice, along
with universal accessibility measures and measures against discrimination
(United
Nations Convention on Human Rights of persons with Disabilities Law 51/2003 on equal
opportunities, zero discrimination and universal accessibility for disabled persons, Law
12/2008 of the Social Services in the CAPV etc.)
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The Shalock and Verdugo Quality Model has become accepted and has been used as a
model for development in other organizations, especially in the field of assistance to
people with intellectual disability and in the field of development. As stated by Verdugo
(2004), after considerable research over the last few decades, we have managed to
find a general agreement in the world of disability – especially in the world of
intellectual disability – to be able to refer to conceptual principles, extent and
application of the concept of quality of life.
Quality of life is defined as a concept which reflects requirements in life that a person has as
regards his life at home and in the community, and also in terms of health and welfare.
Consequently, quality of life is a subjective phenomenon based on the perception that a
person has of various aspects of his life, including personal characteristics, personal goals,
lifestyle conditions and the perceptions of other significant issues.
As a result, in line with the QLM as set down by Shalock, the following principles (amongst
others) can be assumed to be essential for quality of life:
Quality of life for disabled people consists of the same factors and relationships as anybody
else. A disabled person will display individual peculiarities and choices which will not
necessarily be the same as other people´s peculiarities and choices, but the main pillars of
quality of life will be similar to those existing in a healthy individual. Quality of life improves
when people see they have the power to participate in decisions which affect their lives. For a
long time disabled people have been stripped of their ability to take decisions; decisions were
taken either by the family or professionals, or both (even when generally the decision has
been taken with the best of intentions).





Quality of life improves through the acceptance and full integration of the person in his
community. Respect for each individual, independently of which particular disability or
disorder he/she suffers from, is a vital factor in perception of quality of life. Each one
of us values positively the ability to carry out tasks which involve real participation in
the life of our community and acceptance on the part of everybody else.
A person experiences quality of life when the basic necessities in his/her life are
fulfilled and also when he/she has the same opportunities as everyone else in society
to pursue and achieve goals in the most important areas of life i.e. home, community,
school and work.
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As regards the extent of quality of life, we have set out the following:







Quality of life measures the extent to which people have meaningful experiences that
they truly value.
Enables people to advance towards a meaningful life which they enjoy and value
Measures the degree to which the various aspects of life contribute to a full life and
meaningful relationships.
Takes place in the context of surroundings which are important to them: where they
live, where they work and where they play.
Bases itself on common human experiences and also on unique and personal
experiences.
Within this framework Schalock and Verdugo propose a QLM based on promoting
application of the concept in various types of programs and services with the
aim of improving assistance for the disabled. The model consists of a
multidimensional focus made up of eight central dimensions which contribute to
quality of life; at the same time, results can be tested by differentiated indicators
capable of measuring levels of achievement.

Each and every one of these eight dimensions can be improved for every single
person, independently of whether they are disabled with a more or less generalized need for
support or not. The eight dimensions are the following:





Emotional Welfare: The central examples proposed by the objective indicators for
this dimension are security, happiness, absence of stress, the concept of self and selfsatisfaction. To improve this dimension Schalock emphasizes the following techniques:
increasing security, allowing spirituality, giving positive feedback, keeping medication
levels as low as possible, reducing stress, promoting stability, security and predictable
surroundings.
Interpersonal relationships: the central indicators for this dimension are intimacy,
affection, family, interactions, friendships and support. The techniques for
improvement put forward are: allowing intimacy, allowing affection, encouraging
interactions, promoting friendships and giving support.

Material welfare: Central indicators put forward for this dimension are rights,
economics, security, food, work, belongings and socio-economic status. The techniques to
improve this dimension are: allowing property, defending financial security, ensuring safe
surroundings,
work
with
support
and
encouraging
possessions.
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Personal Development: The central indicators are training, skills, personal
accomplishment, personal competence, ability to decide. Techniques proposed for
improvement are: allowing for education and skilling/re-skilling, teaching functional
abilities, promoting professional and non-professional activities, promoting skills
development, encouraging useful activities and using augmentative technology.
Physical welfare: Examples of indicators are health, nutrition, mobility, leisure and
daily activities. Techniques put forward for improvement are: ensuring care is taken
with health, maximizing mobility, supporting opportunities for leisure and meaningful
free time, promoting appropriate nutrition, supporting daily activities, promoting
welfare putting emphasis on adjustment, nutrition, healthy lifestyle and stress
management.
Self-Determination: The central indicators of this dimension are autonomy, choices,
decisions, self control, self-regulation and personal values/goals. The improvement
techniques are: encouraging choice making, encouraging self control, encouraging
decision making, helping in the development of personal goals. Indeed, personal
growth takes place when the agent/actor takes charge of his own development and is
not just a mere spectator/patient.
Social inclusion: The Central indicators of quality of life are acceptance, status,
support, work environment, integration and participation in the community, roles,
voluntary activities and residential environment. Techniques for improvement for this
dimension are: connecting with support networks, promoting role functions and lifestyles,
providing normal and integrated environments, providing opportunities for integration
and participation in the community, and finally supporting voluntary workers. It is not so
much a question of gaining access to normalized environments as being able to create
surroundings where everybody can be included no matter their level of ability.
Rights: Examples of central indicators in this dimension are privacy, the right to vote,
Access to rights and freedoms granted to the population in general, and special
protection, rights and civil responsibilities. Techniques for improvement are: ensuring
privacy, encouraging voting, reducing barriers (and not only physical but also
psychological and social barriers), providing fair processes, promoting and respecting
civil responsibilities.
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2. ¿How does it work?
QLM is based on the theory of systems with methodological pluralism as a means of
measurement. The idea put forward is that dimensions and indicators are structured
according to a triple system: microsystem, mesosystem and macrosystem. These three
systems make up the totality of the social system and allow for development of programs and
also planning, along with evaluation of personal aspects relating to the individual (micro), the
environment that surrounds him/her(meso), and social indicators (macro).
The model has to mobilize and achieve the best conditions possible from the various
environments as well as putting into action all the support and opportunities possible,
involving all the systems in which quality of life of a person comes into play in all its
dimensions and right across the board:
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In this model we talk about a support system for Quality of Life: SUPPORTS can also
be found within the person him/herself, on the part of family and relatives as well as in the
community, so support is not only supplied by specialized services.
Ultimately, it is a matter of activating, invigorating and optimizing all the support
available through a work methodology (planning focussed on a person) in which the person
him/herself participates actively expressing his/her own desires and expectations, and defines
objectives and goals as the main actor in planning his own life.
All the above is oriented towards achieving positive and meaningful results in terms
of quality of life: in both satisfaction with his own life and in relation to the various indicators
which measure positive results in the 8 dimensions of quality of life.

The organizations which have taken up the mantle of QLM have designed
methodologies and tools which aid practical application.
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3. ¿What are the implications?
The organizations which take on the QLM embark on a journey which entails a
cultural change and a change and a transformation of all the dimensions of the Organization.
This involves a powerful ´gear shift´ in terms of learning and organizational development. In
effect, as pointed out in the Quality Model FEAPS: to produce or promote quality of life,
services have to have an organizational culture oriented towards people and to develop
quality management systems.
Working in the QLM paradigm does not only consist of designing and applying
instruments and tools used to measure quality of life. It is to articulate the organization,
everything it does and the way it does it, focusing on each individual as the heart and
meaning of all its actions.
Indeed, applying QLM means replacing focus on the system and organization with a
focus on the individual. (PLANNING FOCUSSED ON THE INDIVIDUAL):
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In this Model:










We deal with the idea that the mentally ill are persons with the SAME RIGHTS as
everybody else in society.
Limitations exist side-by-side with ABILITIES
The individual is the ACTIVE PROTAGONIST in his own procedures and planning,
while involving the people in his immediate environment as active agents in his own
life project. The individual is perceived as having his own identity, rights and
obligations, abilities, abilities, projects, desires, ideas and necessities. Each
individual is UNIQUE.
The individual is valued ABOVE HIS/HER PARTICULAR ILLNESS AND LIMITATIONS
We see a focus that appreciates and respects experience and knowledge of the
support network. We work FOR individuals but the work is carried out WITH them.
Emphasis is placed on INTEGRATION, EQUAL OPPORTUNITIES and PERSONALIZED
SUPPORT.
We bear witness to an exciting journey towards SELF-DETERMINATION: learning skills,
acquiring knowledge and abilities that prepare us for an independent life.
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As a result, QLM (IN THE COMMUNITY) replaces previous models (INSTITUTIONAL and
INTEGRATION based) since it changes the focus and perception of individuals and the
support system:

HOW IS THE
INDIVIDUAL
PERCEIVED?

WHERE?

WHICH MODEL
IS USED?

INSTITUTIONAL

INTEGRATIONAL

IN THE COMMUNITY

Patient

Client

Citizen

Institution
(outside the
community)

Homes, workshops,
special education
(based on the
community)

Home, workplace,
school, town
area/district,
community
environment (in the
community)

Custody or doctor

Development
and conduct

Individual support

WHAT IS IT
CALLED?

Care

Programmes

Support

HOW IS IT
PLANNED?

Treatments

Skills

The future

WHO CONTROLS
PLANNING?

Care
experts/professionals
,normally the doctor

An interdisciplinary
team

The individual

WHO TAKES THE
DECISIONS?

Profesional practice
rules

Team consensus

The individual with
his/her network of
support

WHAT POLICIES
ARE IN PLACE?

Cleanliness, health
and safety

Skills and
socialisation

Self-determination,
relations and
integration

¿WHAT IS THE
KEY ASPECT?

Control
or cure

Changing behaviour

Changes
in environment and
attitudes

¿WHO DEFINES
THE QUALITY
LEVELS?

Professional practive
and the level of care

Accomplishment of
programs
and objectives

Individual quality of
life

Source of reference: FEAPS: Organizational changes brought about by the application of QLM. Stages in the
procedure and development model of services (adapted from Bradley, 1994)
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To sum up, taking up this Model implies involving a group of people who define the
organization in applying the concept of quality of life and the assistance provided for each
individual, oriented towards achieving results in terms of improvement in all its dimensions.
This involves, amongst other things:














Designing and applying a methodology and work tools aimed at measuring the
development of each individual in the various dimensions of quality of life, allowing
for optimal use of support to aid in full development and maximum participation in
the community, taking into account the individual´s choices, wishes and
expectations.
Planning, designing and rolling out services, programs and support in constant
adaptation to the needs of individuals, aimed at achieving improvement in quality of
life with a view to increased autonomy and participation in the community.
To activate and facilitate all possible support, services and resources in the
community environment that the disabled person may need.
Focussing action on impacts at citizenship, political and institutional level to ensure
conditions in the environment allow quality of life for individuals in all its
dimensions, along with the ability to exercise all his/her rights and achieve his/her
effective integration and participation in society.
Rolling out a model of quality that does not confine itself just to ensuring compliance
with certain standards, procedures and formal requirements, but rather measures
effectively individual satisfaction and the extent to which actions carried out have
managed to achieve those personal results that have been valued as important by
the individual. In sum, to ensure that actions carried out have had a positive impact
on dimensions relevant to the quality of life of those individuals who have received
the support.
Understanding the role of professionals and voluntary workers under this Model,
supporting competent professional development to facilitate smooth application of
the model.
Changing the focus of support for families taking into account the part they have to
play in this Model.
Rolling out a model of ethical responsible management that is coherent with the QLM.
Designing and activating protocols and tools to ensure that all individual rights are
respected, and also to demand they meet their obligations: charter of rights and
obligations, rules and service co-existence etc.
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THE CHALLENGE OF ADAPTING THE
QUALITY OF LIFE MODEL IN MENTAL
HEALTH
1. The journey from the mental hospital to citizenship
2. The meaning and importance of the concept of quality of life
when dealing with the mentally ill
3. The results of this journey achieved in AVIFES
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1. The journey from the mental hospital to
citizenship
Severely and chronically mentally ill people have historically been one of the most
discriminated against and least understood; a category of people very little known or
recognized, and frequently even invisible to society.
Public policy over the last two decades has taken on the challenge of changing the
paradigm under which mentally ill persons are treated. The paradigm of institutional
confinement has fallen into disrepute not only as a result of its ineffectiveness in terms of
therapeutic treatment, but also due to violations of rights since people being treated were not
considered to even have rights. We have now moved on to concepts and emerging models
(social, community, health related, quality of life related) which attempt to help the severely
mentally ill return to the community; a community where they receive the support and care
necessary to live an independent and full life.
As a result, the General Health Law of 1986 lays down the integration of mental
health into the general health system, which has meant a transition from a model based on
institutions to a model centered on the community. This law established equality for mental
health on the same level as physical illnesses, leading to the closure of many mental hospitals
and the provision of mental health services at community level.

Consequently, the National Action Plan for Social Integration 2006-2008 includes the
design of a mental health strategy (Estrategia Salud mental or ESM) as part of the National
Health System, based on the Helsinki Plan of action, and rests on the principles of respect for
human rights, focus on public health and the evaluation of results. In the Autonomous
Community of the Basque Country, the Basque Country Advisory Board for Mental Health
(with multiple and diverse representation) has, using the abovementioned ESM as a
foundation, developed its own action plan for the Basque Country; it adopts the community
model based on the principles of autonomy, continuity, accessibility, understanding, equality,
responsibility and quality.
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Nonetheless, in the Basque Country, the so-called “psychiatric movement reform”
has not taken place in the same way as in other communities in Spain since no psychiatric
hospitals have been closed down; a network of mental health centres has been set up along
with the activation of other community resources, creating a situation of co-existence
between the new structures and the old institutional structures. Moreover and despite the
advances in ´de-institutionalizing´, the procedure model is still an assistance model based on
the illness and not the individual.
Indeed, AVIFES realized that the abovementioned assistance model has reached its
limit and could go no further: the model was unable to achieve positive results whether in
terms of individuals, families or society….and it changed to focus attention on a procedure
model (the QLM) in which other organizations dealing with disability were already working.
This new model focused on individuals as the centre of procedures with a strong emphasis on
effective participation and integration in the community as a citizen with full rights.
Convinced that QLM could respond to the realities and needs of PSMI and their
families by achieving positive and meaningful results in terms of participation and quality of
life AVIFES set out on its journey.

20
20

20

2. The meaning and importance of the concept of
quality of life when dealing with the mentally ill
The mentally ill encounter huge difficulties when faced with trying to develop a full
life as citizens. In daily life, the mentally ill confront obstacles which they have to overcome
to achieve full integration and participation in the world of politics, economy, culture and
society. On the one hand, the illness itself provokes a symptomatology which causes apathy,
lack of interest, difficulty forming relationships, isolation, and a general lack of cognitive
abilities which affect development in everyday activities; on the other hand, the stigma which
surrounds mental illness makes the situation far worse and leads to rejection and social
discrimination.
Stigma constitutes a key element in the quality of life for the mentally ill.
Discriminatory experiences are preceded by existing prejudices regarding the mentally ill:
blame, laziness, dangerousness etc. These stereotypes have been magnified as a
consequence of lack of information, ignorance and pessimism as regards the ability and
possibility of social integration of the mentally ill.
The stigmatization of the mentally ill takes place in many aspects of life and involves
three main problems:





Ignorance: there is little or erroneous knowledge of mental illness
Prejudice: fear, anxiety and rejection of the mentally ill
Discrimination: in many aspects of family, personal, school and work life

As a result, an improvement in quality of assistance for PSMI and the dissemination
of more accurate information which contributes more effectively to eradicating these false
stereotypes and counteracts the stigma is needed. When the stigmatization of the mentally ill
loses its sting, when the stigma disappears entirely, only then will we become aware of their
rights as citizens in society.
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To summarize:







Attitudinal and comprehension barriers
Discrimination and stigma
Deprivation or lack of full exercise of rights (equal opportunities)
Lack of full integration and participation in areas of community life
No active citizenship (in terms of Governance), through the entities which represent
them: effective participation in the design, preparation, development, execution and
evaluation of the policies and actions aimed at the mentally ill.
The mentally ill are effectively hindered from achieving a better quality of life

Consequently, they are in need of specific support for their personal autonomy,
quality of life and full integration: they live in a highly vulnerable social situation and
dependence as a result of their disability. They lack much needed support to live a dignified
life a society. This support (services, resources, programs) have to be multiple and diverse
since the end user is constantly changing, diversifying and requiring not only support at
particular moments but also long term support, always bearing in mind the cycle or stage the
individual is going through in his/her life.
The mentally ill are not aware of their own rights, and since they are particularly
vulnerable it can be extremely difficult to defend them and demand their rights.
As a consequence we have to:





Ensure that individuals are well informed
Apply and ensure that the law of non-discrimination is followed in all areas
Support the setting up of places where the mentally ill can receive legal advice
Facing reality, working on a model of procedure and social transformation based on
the concept of quality of life with individual dignity and respect as the foundation,
and consequently the ability to exercise one´s rights to choose one´s own life plan,
to participate actively, to live in a community and use the resources in his/her own
environment….
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3. The results of this journey in Avifes
As a result of strongly supporting the decision to adapt QLM to our organization, and
involving the entire personnel of AVIFES, we have found that:









We have changed our perception of the mentally ill towards a belief that each
individual is diverse in him/herself, with his/her own dreams, feelings, desires,
abilities, achievements and successes; we no longer perceive the mentally ill as a
´grey-coloured´ set of people, but rather we are able to see each each individual as
a whole ´range and combination of colours´ and as individual and unique persons.
Furthermore, we have also managed to get their families, people in their environment
and society itself to start changing the way they see mentally ill individuals. We have
helped people believe in themselves and to recognize their abilities and potential.
They feel part of AVIFES and want to achieve more, and so they ask for further
support and actions.
We have innovated and flexibilized our actions and our model to focus,
create and propose support, resources, programmes and services believing
that services have to be adapted to the ever-changing needs of each individual and
by offering personalized support. Creativity is essential to our Organization.
The image we project as an Organization has changed: in terms of both
dimension and growth, and in terms of becoming the reference for supporting PSMI
via an applied quality of life model, and not only in Bizkaia but also in the Basque
Country and other Autonomous Communities, and for people with other types of
disability.
We are an Organization which offers solutions to all the mentally ill and
their families in Bizkaia: no matter what the diagnosis or situation, and as long as
the individual accepts it, we will either offer him/her support or services directly or
help mobilize all the resources and support available in his area. We attend needs as
they emerge through the transfer and application of our acquired knowledge, and
from what we have learnt when applying this knowledge in other fields and services.
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We have grown as a team of professionals that accompany individuals with
a sense of sureness and conviction as regards our model of procedure since we are
able to see the positive effects the model has on PSMI, their families and society in
general.
We have grown within a model of honest, ethical and responsible
management, optimizing available resources as far as possible with
rational and sustained growth in terms of our structure and making
maximum use of resources in the local environment. Furthermore, all the
above has been carried out independently of the macro-economic circumstances or
crisis currently taking place.

24
24

24

HOW HAS AVIFES FULFILLED ITS
JOURNEY TOWARDS A PERSONCENTERED MODEL?
1. Our strategic reflections
2. Starting up
3. Changes along the way


25
25

25

1. Our strategic reflections
Our strategic reflections are leading us to change our Mission and find the right
strategy to foster change in the Organization as a whole
When AVIFES started out (in the year 2006), AVIFES found itself within a
psychosocial rehabilitation model and had become aware that this model was not responding
to the needs of PSMI and their families. The model did not fit the challenges posed by the
new theoretical and regulatory frameworks as regards disability; these new frameworks
focused on assistance in the community, participation, autonomy, enhancing the individual
and his/her abilities, equal opportunities etc
Similarly, AVIFES saw that other organizations (in particular those that dealt with
individuals with intellectual and developmental disabilities) had already adapted to a
procedure model which placed the person as the focus of attention and a model that
mobilized all the procedures towards achieving positive and significant results in terms of
quality of life.
AVIFES then thought out its goals for the next few years: to move forward with the
idea that PSMI are citizens with full rights who participate in the community just like
everybody else, whilst further defining and applying a comprehensive quality of
life model for the individuals and their families.
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AVIFES then decided to take its first step: to define its mission. In 2007, within the
framework of strategic reflection which led to drawing up its first strategic plan, it defined its
new mission in coherence with the new paradigm of procedures:

Secondly AVIFES had to rethink the axes and objectives of its strategy in order to
carry out this change involving the entire personnel of the Organization.
In our first strategic reflection process, AVIFES identified its weaknesses and doubts
as regards taking on the challenge, but it also valued its strengths and sense of inspiration as
driving forces which would help in facing the challenge.
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Consequently, in its first Strategic Plan, AVIFES supports improving quality of life for
PSMI in Bizkaia, via definition and application of a comprehensive quality of life model for
PSMI and their families, promotion and defence of their rights, social integration, full
citizenship, and planning, development and promotion of a complete Fundamental Network of
Services and Support to achieve all the above. As a result, AVIFES has defined and rolled out
its strategies and action plans for the whole of the organization.
The second strategic plan (2013-2016) turn its priorities to empowering PSMI and
their families (whilst dealing in more depth with the multiple implications of QLM) in the fight
against social stigma and to moving forward in setting up a menu of services and support in
line with the assistance model and an ethical and responsible model of management. It
aspires to generating a flexible and initiative driven organization, changing and transforming
reality. The action plan is based on the following key elements:






Working innovatively, creatively
Incorporate technology as an efficiency tool
Always keep the mentally ill foremost in your mind. Be guided by a management
model based on values.
Draw up external positioning in line with our future projects and our procedure
model.
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2. Starting up
We have already defined our change in direction and we are aware that we are going
deeper on a journey of transformation in all the dimensions of our Organization.
How can we get started? We decided to start moving by launching various lines of action with
the aim of:










Detecting positive feedback references for QLM
Raising awareness amongst internal agents (professionals, families, end users) as
regards application of QLM.
Training internal agents through training sessions for professionals, families, end
users, the Management Board etc for a year and a half.
Becoming aware of conditions of quality of life for PSMI and their families with
greater accuracy. As a consequence, we have conducted a needs analysis and an
analysis of housing preferences of PSMI who are cared for by AVIFES. Similarly, we
conducted research into the needs of the mentally ill in the infant-youth stage.
Beginning to apply good practice in QLM procedure in Day Centre and Free Time
services.
Promoting a debate regarding the procedure paradigm in quality of life.
Ensuring the implication of internal agents when preparing the start up of the model
and the gradual extension of its application throughout all our services as from 2009.
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3. And the changes begin to take shape….
In every field of action AVIFES reflects the application of QLM:

a
b

The key elements of our procedures and the effect of those procedures on all
our lines of action are reoriented.
The mentally ill become the centre of attention and everything revolves around
them, their needs, wishes and choices. The support system is defined and aimed
at achieving positive results in terms of quality of life and participation in the
community.
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c
d
e
f
g
h
i
j
k

Families change their role in this model to become a source of support for the
mentally ill member of the family, supporting and helping him/her achieve the
maximum autonomy, level of participation and quality of life possible
The new role of the professional and voluntary worker in this model: his role is
to provide and promote the support needed for the mentally ill individual when
their needs, expectations and choices are constantly changing

The new model defines the identification and design of services and
programmes offered by AVIFES

Place and spaces adapt to people

Improvements in technology related to service in quality of life are introduced
(Comprehensive information service)

´Regenerating social relationships´ is defined and reoriented in terms of QLM

The focus of our political and institutional action is defined by QLM

The focus of our citizens action aimed at fighting against social stigma is based
on QLM

Its shared ethical values and commitment are the foundation and driving force
behind the application of QLM

Below we explain each of these changes in more depth
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a. The key elements of our procedures are
reoriented







A strong commitment to a flexible environment that adapts to the individual. This
means bringing the resources to the individual and promoting decentralization
Commitment to quality resources which contribute with solid support networks for the
individual: this translates into incorporation of a quality management system and a
comprehensive information system in the Organization
A cross-cutting approach, comprehensive and personalized: every area of quality of
life is important to us
Modern and warm infrastructure
The family as a cornerstone
Presence in the community
Based on these axes, AVIFES action plan revolves around three main areas:
individual participation; choice and empowerment; integration, flexibility and
innovation

1) INDIVIDUAL PARTICIPATION can be seen via/through:


An agreed and participated-in life project with a network: each individual end user
has a GUIDE PLAN. End users propose and plan the activities.




Groups of spokespeople.



Each professional bears the responsibility of listening to the end user and sharing
information




The family takes part if the end user so desires it

Established spaces for voicing opinion such as Assemblies, individual
tutorials, the magazine Komunikando, testimonies in groups of families,
presentations, complaint procedures, cohabitation problems etc Surveys for
measuring satisfaction are vital, both quantitative and qualitative.

The mentally ill also collaborate
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2) CHOICE AND EMPOWERMENT has been made possible thanks to:



Variety in the offer which provides the choice



Transversal programmes such as football teams, mountain climbing groups,
the Way of St. James (El Camino de Santiago) group, hobby groups etc.




Specific empowerment active citizen programmes: Aurreraka.



Encouraging the mentally ill to request other resources at first hand: The
Information and Orientation Service, Legal Service etc



Information and responsibility as regards his own choices

A Variety of operational spaces which lead to the design of Day Centre
activities: health and sport, opinion, culture and communication, psychoeducation,
pre-work preparation and creativity related activities.

Accompanying and active supporting in events leading to an independent life ,
such as searching for a flat to further the aim of independence.

3) INTEGRATION, FLEXIBILITY AND

INNOVATION AS SHOWN BY:



Diversity in terms of programmes and flexibility as regards type of activity and
schedule




Type of workday: full day and part time



Innovate to respond to needs: groups of young people, groups of women,
sporting groups, Tutelar (Custody?) Foundation, etc.






Operations from and inside the community

Decentralization: flexible environment adapted to the individual. We move the
resources nearer the person.

Not providing more support than is necessary
Careful attention to the diversity of diagnoses, ages, etc.
Visibility in the community: Premises that are accessible, modern and in the
centre of the city/town.
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b. The mentally ill are placed in the centre
The community model for quality of life puts the individual in the centre:

The change in the way people are perceived by placing in the centre is a change in
perception which involves a complete transformation of the entire Organization: procedures
are no longer centered on mental illness, but rather on the individual as an active protagonist
in his own life who needs support to exercise his rights and live a full life (See Appendix II:
Comparative practical example of the procedure model centered on the individual compared
to the model centered on the illness).
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c. Families change their role
The family is an essential part of the social network for individuals independently of
whether the person lives in the family home or makes use of other resources or benefits. This
is especially true for a mentally ill individual since the social network is relatively small
compared to the population in general as a result of the difficulties in relating to people that
is caused by mental illness, in terms of both symptomatology and the way the illness itself
develops.
Anything contributed by other social agents is of value, and constitutes a support;
however, this support is a complementary contribution. The family´s contribution to the
mentally ill family member is irreplaceable and cannot be substituted by any other agents
involved in the mentally ill individual´s life: professionals, friends etc.
The professional team fulfils another role in the life of the PSMI which does not
substitute for support from family members. The relational interchange central to the family is
based on affection, a shared life story, a desire to serve as a support to the family member,
and, to a certain extent, the feeling that you are inextricably linked to this family member and
will be for a long period of time.

¿What does the family contribute to the mentally ill individual?
1. Monitors the mentally ill person: reduces the tendency to abandon pharmacological and
psychotherapeutic treatment
2. A reference in the personal and social development of the mentally ill person
3. An active agent involved in the search for Quality of Life for the family member
4. A key element in the acquisition and /or laying the foundation for skills that allow for
´normalized´ functioning on the part of the mentally ill individual.
5. A claim and a right to fight against stigma: a mentally ill person is a CITIZEN WITH FULL
RIGHTS IN SOCIETY.
6. The main source of emotional welfare: both stimulation and support, and who seeks to raise
the self esteem of the mentally ill person
7. Instrumental support: helps to steer the mentally ill person towards resources, helps with
planning his life, and also provides economic support
8. Searches for actions and strategies which get the mentally ill family member participating in
the community
9. Informing of and supervising the fulfillment of the rights and obligations that the family
members have towards the mentally ill person
10. Accompaniment of the mentally ill family member THROUGHOUT EVERY CYCLE IN HIS/HER
LIFE
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Within QLM, on the one hand, we have to strengthen the role of the family as a
source of support for the mentally ill individual, working in the direction of the maximum
autonomy, participation and quality of life possible.

However, we must not forget, on the other hand, that the reality of the illness also
affects the quality of life of families, and consequently we have to find a place for our work
with families.
AVIFES understands the family as a system, a set of elements related among
themselves, open in the middle, and where there are roles that vary depending on the period
in life as well as other elements that are particular to each period.
The general theory of systems interprets symptoms, problems, conflicts etc. as part
of the (family) system; furthermore, when facing a symptom the question is not why, but
rather for what i.e. what are the effects?
Procedures with our families are oriented, apart from learning why mentally ill
individuals behave in the way they do (derived from symptomatology), towards learning what
the effects are on various family members in order to help them out.
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A family procedure ensures that there is a system within which focuses of conflict are
eliminated; any procedures carried out by the entity in aid of the families of PSMI are
centered on not only aspects of the illness itself, but also on other aspects which are vital to
improving family coexistence and ensuring that family relationships run smoothly:
communication, conflict management, detection of stress levels in family members etc.
The family is an integral part of all procedures, and, in the case of conflict, the family
is central to resolving the conflict.
As a result our procedures are not aimed at changing a specific person in the family:
they are aimed at changing relationships within the family itself. We cannot change the fact
that a person has been diagnosed mentally ill, but we can change the way family members
perceive the mentally ill. This change in perception means a chance to change certain aspects
of communication between family members, to change the process of acceptance of mental
illness etc
Family support programmes put forward a theory-practice methodology; this can be
understood as a series of structured and planned sessions and activities depending on the
needs and requirements of our clients.
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d. The professional and voluntary team change role
QLM revolutionizes the role that voluntary and professional workers have always
played in procedures. Their role is to facilitate and activate/invigorate the support a person
needs to continually adapt to his requirements, his expectations and his choices because the
PSMI individual is no longer the object or passive addressee of procedures; he is the active
protagonist.
Support for the mentally ill person is carried out within a framework of professional
procedures with the aim of achieving certain objectives and to push development of the end
user/client to reach new and greater levels of autonomy and integration in the community.

In order to acquire these new skills, AVIFES draws up an annual Training and
Professional Skills Plan. Furthermore, Competency Profiles have been drawn up for each
post and similarly a Performance Evaluation System has been introduced. AVIFES also plans
and puts into practice its own Voluntary Team Plan and a Student Intern/work
experience system.
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e. The new Model determines the identification and
design of AVIFES services and programmes
In QLM, the services and programmes must be constantly changed and adjusted to
the development of each individual´s needs: the individual is in the centre, and the planning
for the schedule of services and programmes as well as the content of these services and
programmes carried out by the organization must also be adapted to individual needs.
Planning is focused on the individual and not the service: the service is adapted to the
individual, and not vice versa.
On this journey of incorporating QLM, AVIFES has gone through the process of
adapting its range of benefits and services to the changing needs of PSMI and their families,
continually innovating in both terms of definition and content. As a result, its services and
programmes:








Promote maximum integration and participation of the mentally ill individual in the
community, reactivating and enabling the use of available resources in the
community environment, an important ' identity mark' in line with the new model of
operating
Feature flexibility as a main characteristic in a constant state of adaptation to the
needs of each individual.
The approach as regards services and programmes is cross-cutting, personalized and
comprehensive: all areas of the client' s life are important
Are based on decentralization: the network of services and programmes covers all of
Bizkaia.
Make use of community resources which is fundamental to give visibility to the
mentally ill in their surroundings, and thus overcome the barriers of rejection and
misunderstanding.

AVIFES has taken on a commitment to continual improvement of its processes and
activities. We depend on quality resources that contribute support networks worthy of
mentally ill individuals, and, as a result, we introduced the Quality System ISO 9001 in the
year 2004. Each year this system is audited externally and the certification is updated every
year for all services.
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f. Locations and spaces are adapted to the
individual
Location: Rejecting remote places, this model seeks to locate supporting provision
within a community environment in the closest possible proximity to population nuclei
and preferably either in their centres or within easy reach by public transport (metro,
local bus etc.). As a result of this policy AVIFES has moved its Day Centres and its
social service headquarters to more accessible locations.



Spaces: In recent years AVIFES has implemented reforms in all its centres and
locations, enlivening them with light and colour, creating diaphanous and open
spaces accessible and transparent for all who use them, multifunctional spaces which
encourage interaction among individuals, spaces that are warm, functionally
furnished and continually adapted to meet the diversity of activities which develop
therein.

g. Technological improvements serve to enhance
the quality of life.
Application of the model also involves its incorporation into the organisation of an
Integrated Data System (IDS) in order to provide the various AVIFES services with complete
and up-to-date knowledge in monitoring and deploying quality-of-life support. This
information permits us to evaluate and plan the coordination of our support measures and
also to assess their impact on service users.

Computer support is directed to facilitate coordination and integration of all
information pertaining to the organisation, planning and intervention undertaken by AVIFES,
thus allowing structured and sensitive management of information, acquaintanceship etc.
Through the development of various modules or units, we gather and interpret all
information which is generated internally in connection with the various agents, facilitating
the flow of information among those agents involved in any particular case. Modules are as
follows:
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1)

Associates

6)

Infrastructure

2)

Professionals

7)

Invoicing

3)

Volunteers

8)

Service users (clients)

4)

Practices

9)

Family Support Programme

5)

Training

Deployment of this system has made possible:



Comprehensive acquaintance with the client, obtained via a planning methodology
centered on the individual person.



Integration of knowledge, talent and operational analyses to create unified and more
efficient management focusses on enhancing the quality of life of the members of the
collective we represent.



Clear and sensitive procedures in monitoring and controlling intervention and support
measures in every individual case.



Integration of all existing documentation concerning the different activities and
service users.



Access to information in personalised form, effected through sensitive and intuitive
handling of such information.
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h. Associative dynamism: collective action defined
and reoriented.
The QLM also assumes a change in our understanding of directed collective action.
AVIFES is no longer solely a union of families which have a problem in common, providing
services in caring for their mentally ill relatives, but is transforming itself into a pressure
group, a movement of family members to drive social change.
In our society we have an opportunity to engage actively in fostering awareness and
promote beneficial social reforms. Every person has a responsibility to exercise this right to
involve themselves.
Such individual involvement spawned this movement, the coming together of family
members who have historically taken the lead in promoting the rights of their families by
creating associations. In this sense the associations of disabled people and their families have
become a crucial element in the drive to increase social awareness, the cooperation of public
authorities with these groups and the development of services and opportunities for the
people affected. The functions performed are the same as in the rest of the charitable sector,
but with a significant addition, which is the mutual support prevailing among members,
nourished by personal contact between persons in comparable situations. Only someone who
has lived or is living through a similar experience can offer this kind of emotional and practical
support.
From this perspective, AVIFES represents an organised social initiative that brings
together relatives of the mentally ill in Bizkaia. Its associates are therefore no strangers to
mental illness; they see it in their families, know it at close quarters, suffer and struggle day
after day for a better life. Or they are the mentally ill themselves.
Such a citizens' movement is a motor for social reform and transformation, an agent
of advocacy and participation, a source of innovation, a provider of places to meet and
communicate, fostering social cohesion and community development. And every individual
associate is a driving force in this push toward social transformation. For this to work, it is
vital to hold always to the values in which any process of association must be grounded:
mutual aid, disregard for material profit, solidarity and voluntary commitment.
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AVIFES brings together various social partners and agents who have different
expectations, interests and demands. But over and above the different roles they perform
and all other differences between them, there must reign the spirit of cooperation, solidarity,
mutual help and work directed to the common purpose of contributing to improvement in the
quality of life of the mentally ill and their families.
Given the critical role they play, it is essential that every associate understands,
participates and contributes to the organisation's progress, rejecting any conception of the
association as a mere provider of resources.
Starting from these premises, AVIFES defines associative dynamism as the
combination of actions and spaces aimed at involving the mentally ill and their relatives in
their partnership role within the organisation, encouraging their participation and making
them an active part of everything to which the organisation is committed - defending the
rights of mentally ill individuals and their family members, enhancing their quality of life etc.
The following activities contribute to these ends:









Participation in the Board of Directors.
Welcome days for new associates.
Meetings with local associates in specific geographical areas.
A General Meeting of the association's membership.
Open Day for all who may be interested.
A campaign to engage associates more actively.
Graphic communication media.
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Application of these measures is grounded in the AVIFES Plan for Associative
Dynamism, which embodies the remit of the individual associate with its various clauses and
protocols, as shown below.

AVIFES has developed principles of Fundamental Orientation and Good Practice,
applicable both to the individual associate and to its commitment as an organisation to all its
associates:







It is essential to convey to every associate the importance of his/her commitment to
the organisation and to those who comprise its membership, regardless of whether or
not he/she participates in its services, in acting as an agent in changing attitudes
towards acceptance of the mentally ill in society.
Provide places where mentally ill persons can feel supported, informed and advised.
Provide places where they can express themselves and assess their contributions.
Promote contacts with people whose circumstances are similar.
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Assess the contribution of the associate and convey its importance to the
professionals, volunteers, practical personnel, service users, institutions etc.
Ensure attention to his/her needs and show interest in everything that preoccupies
the person, avoiding any failure caused by trying to satisfy excessive demands.
Be open to and respect their opinions, understanding that these are valuable in
enriching the future development of the association and, in the last analysis, in
improving their quality of life.
Pay attention to complaints, claims and suggestions which may be received.
Utilise the information concerning the associate under conditions of confidentiality
and only in pursuit of the association's mission.
Respect the rights which the statutes and the Law on Associations in the Basque
Country recognise for persons in association.
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i. The focus of our institutional and political action is
determined by the Quality of Life Model
As both a movement and a formal association AVIFES maintains a discourse directed
towards claiming and negotiating conditions and opportunities, which has developed as a
corollary of its commitment to the QLM. Its approach aims at achieving in Bizkaia the growth
of a comprehensive network of benefits and resources sufficient to meet the needs of the
mentally ill with regard to their independence and participation in the community.
In this connection AVIFES acknowledges and distinguishes the significant level of
commitment of the government and institutions of Bizkaia. In practice, the Plan for
Participation and Quality of Life of Disabled People in Bizkaia (of the Social action Department
of the provincial government) has adopted this model as a reference point in order to
promote its progressive incorporation with regard to this group of people in the coming years,
counting on the participation of the key agencies to achieve this end.
The last decade has seen significant progress in improving the quality of life of the
mentally ill, in terms of medical and personal care, in the preparation and support of the
family and domestic circle and in the movement to integrate them into the social structure.
Similarly, in the sphere of health care, the Recovery Model is contributing towards building a
support network better adjusted to the needs of the mentally ill as a group.
Nevertheless, and despite this commitment and progress, AVIFES continues to press
for advances in Bizkaia in the provision of instruments and means sufficient to guarantee real
equality in practice for these persons and of adequate resources and support to meet their
particular requirements, support designed to enhance their quality of life, facilitate maximum
personal independence in the community environment and promote their full development in
all social spheres. Provision of personalised and continuous care has yet to be achieved.
In effect, the situation of the mentally ill and their families suffers from the serious
ignorance of a part of the population of Bizkaia, with the consequent incidence of
discrimination and social stigmatisation which continues to affect this group of people.

46
46

46

For this reason we need to continue strengthening and expanding an integrated
system of services developed within the framework of the Quality of Life Model. The voices of
the mentally ill and their families have to become a decisive factor in reaching decisions about
the evolving pattern of their lives. This model requires:





Benefits and services based on social integration and participation, centered on the
local community (combatting institutionalisation).
Guarantee the benefits and resources necessary to ensure maximum personal
autonomy (an independent life), personal development and a viable personal life
project.
A new approach to planning services and support measures, one focussed on the
individual and therefore prioritising personal care.
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j. Our activities in combatting social stigmatisation
are grounded in the Quality of Life Model

The reality of social stigma has a negative impact on all aspects of the quality of life
of the mentally ill, arising from discrimination and rejection by those around them and society
at large, and also from their own feelings of self-rejection. It also affects the4 families who
experience feelings of shame, antipathy towards their ill member, guilt, pain, anxiety about
the future etc.
The application of the QLM impacts directly on selection of the activities which
AVIFES deploys in the civil arena and in generally raising awareness, taking society in Bizkaia
to a greater level of awareness concerning mental illness and towards consideration of the
mentally ill as individuals with the right to participate and be fully included in society, to
exercise their rights with equality of opportunity and to be free from discrimination of any
kind and in any context.
In this area, important advances have been recorded in recent years:





The focus of our services and programmes with regard to participation in the
community, local provision, sheltered housing (apartments located within
communities of neighbours), leisure activities in a community setting etc. In short,
the principal antidote to stigma is that mentally ill people should be seen and known
in their society.
All the activities are developed with the intention of empowering the mentally ill and
their families so that they become aware of their capacities, accept the illness,
overcome feelings of self-rejection (self-stigmatisation) and feel supported in
knowledge and defence of their rights, etc.
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A campaign targetting schools presents an opportunity to reach people (13-16 years
of age) by approaching educational establishments with a view to partnership in
interesting and informative workshops which help the young better to understand
what life is like for the mentally ill.
Active involvement in communication media to encourage rejection of stigma,
presenting a positive vision of mentally ill people through their own accounts of their
experience and the evidence of their family members.
Use of a web-site to disseminate knowledge, news and personal testimonies
AVIFES' annual campaigns are set in the context of World Mental Health Day with its
broad resonance and impact in the media and in society in Bizkaia. In fact, the 2011
campaign (Cambia el chip) won the award for best poster in the International Festival
of Social Publicity).
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k. AVIFES' values and shared educational mission as
the basis and driving force in applying the QLM
AVIFES' dedication to people with mental illness has always been based on solid
values, an ethic and conception of rights which underpin all our activities and inform the
decisions of the Association and of those who work within it. This document brings together
the principles which distinguish our organisation and serve as a guide in decision-making and
conduct for each and every person engaged in improving the quality of life of the mentally ill
and their families.

1)

Values

2)

Code of ethics

3)

List of rights and duties of mentally ill persons and their families in their personal and
civic capacities.

4)

List of rights and duties of mentally ill persons and their families in their capacity as
users of our services.

The values and ethical principles which AVIFES espouses in pursuing the realisation of
its vision of the future are as follows:

1. ORIENTATION TOWARD THE MENTALLY ILL AND THEIR FAMILIES
Those with mental illness and their families are central to all AVIFES' activities and the
motivation for the hard work of all who shape this organisation. Mentally ill people, as human
beings, are valuable in and for themselves, with their limitations and capacities, characteristics,
interests and goals uniquely their own, with dignity and personal value comparable to those of
any other person.
In accord with a respect for personal dignity and intrinsic value, we understand that people are
subject to a dynamic process of change, generating needs, desires, beliefs and individual
choices. We seek to ensure a quality of life guaranteeing the right to dignity and personal
independence, designing and developing those measures of support which best meet their
specific needs while remaining conscious of individual differences. Our actions and attitudes
should be respectful of the different, the individual identity and supportive of the unique profile
of each person's requirements. This is not a question of an undifferentiated homogeneous
collective. Our mission consists precisely in providing personalised support, tailored to
individual needs so as to achieve personal independence, quality of life, inclusion in the
community and exercise of all the rights of citizenship.
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2. CO-RESPONSIBILITY
Everyone who shapes the work of AVIFES, whatever their function or task performed, is an
agent with responsibility for successes and advances which we pursue to the best of our ability
in widening possibilities and enhancing quality of life for those using our services. On the other
hand we understand this co-responsibility as a value which obliges us to be proactive in
claiming for our clients the best conditions for quality of life and for the exercise of their rights.
This assumes, moreover, that we must be open about the deficiencies and difficulties of our
client group while at the same time proposing solutions, remedial measures and actions.
Finally it involves the obligation to manage AVIFES' resources transparently and effectively, so
that they deliver a return within the society and in improvements in quality of life, promoting
an economic development model which is more equitable in wealth terms.

3. JUSTICE
We understand justice in terms of the distribution of social benefit in such a way that every
person may live within a community with equal rights and equality of opportunity. For this
reason AVIFES positions itself as an entity permanently dedicated to demanding from the
authorities and from society at large better conditions for the group we represent, as well as
inclusive and non-discriminatory behaviour towards the mentally ill.
Similarly, our association is constantly vigilant, analysing social realities and ready to contribute
to those social changes that are needed, through complaints demands and suggestions,
backed by the independence and legitimacy of our leadership, pursuing a mission to transform
those conditions which can generate inequality and manifestations of social injustice.
.

4.

PARTICIPATION AND DEMOCRATIC EXERCISE OF TALENT IN AN EFFECTIVE
GOVERNMENTAL FRAMEWORK
We understand participation as action and interaction with the power partially to shape the
context and with the ability to enrich it with added value. Everyone involved in our work,
whatever their role or function and especially those using our services, must have an
opportunity to share in the development of the association and thus contribute actively to the
realisation of the AVIFES project. Moreover, this value implies acceptance of a democratic
recognition of talent and effective opportunities to participate unhindered by arbitrary
judgements or refusal to listen or to take into account the contribution of all those involved in
the organisation.
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5. EQUALITY OF OPPORTUNITY AND NON-DISCRIMINATION
Leaving aside individual differences, every mentally ill person is a citizen with full civil rights,
demands and obligations on the same basis as other citizens. He/she has the right to live in
the community and enjoy the same services and surroundings as other people. He/she has the
potential for growth, personal development and adaptation to the social environment. For all
this, and particularly in the exercise of rights, the mentally ill require support rooted in a model
of development and, should it prove necessary, positive discrimination. The treatment received
by the mentally ill in any context should reflect recognition of his/her dignity and equality as an
individual and a citizen. This principle requires:



Ensuring that no type of discrimination is permitted, whether direct or indirect, by
reason of age, race or any other criterion, personal or social, and quite independently
of any limitation or difficulties which a disabled person may present.



Ensuring that the mentally ill have the same possibilities as other people in every
sphere, the essential opportunity to lead a normal life and to access the same places,
benefits, goods and services as others.



Ensuring that limitations and disadvantages are eliminated or compensated so that the
person can play an active part in the community and enjoy all rights with the same
opportunities and on the same conditions as any other person.

6. ETHICAL CONDUCT
The activities of the Association and of its various agents are performed with constant and
exclusive reference to a shared commitment to certain values and consensual ethical principles
with which we identify and through which we are identified and recognised by society.
Similarly, AVIFES mobilises its ethical code as a basis for articulating the principles and norms
which distinguish it, in a way that permits understanding and implementation of our social
intervention; those same principles serve to guide the decisions and conduct of those of us
moulding the association's work, unifying performance criteria in a form both effective and
compatible with our mission, depending on the role and function which each of us fulfils in the
organisation. The code enunciates the ethical principles of AVIFES as also the general ethical
obligations of all who are active within it and the specific commitment of the Board of Directors
and their management team, service coordinators and professional work-force.

52
52

52

Application of the Quality of Life
Model in intervention
1. A warm welcome
2. Good knowledge of the client
3. Planning support: the Plan-Guide
4. We deploy support measures
5. We respect our internal norms
6. We measure and evaluate our impact
7. We apply plans and protocols
8. We inform the individuals and families
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In order to align our work effectively with the QLM, we in AVIFES begin by designing
an appropriate methodology consistent with the theoretical model but adjusted to meet the
particular requirements of the group we serve. For this purpose we elaborate suitable means
and tools to be applied in carrying the process forward.
Translator's note: The diagrams below were not accessible for alteration. The
following is a guide to the English version needed.
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1. A warm welcome
In AVIFES particular care is taken to offer a warm welcome to everyone who registers
for our specialised services. This is seen as an essential element in ensuring success in the
provision of support.
Every programme has its particular protocol, covering selection, reception and
enrolment, adapted to its special requirements but with this common focus. Each of these
protocols indicates what, by whom, how and when the various actions it envisages are to be
implemented. This involves:

1)

Selection: All aspects relating to the reception, completion of formal application for
access to the service and the offer of a place.

2)

Welcome: All aspects concerning contact with the service client and his/her family,
information about the service, introduction to the professional team and getting to
know the mentally ill individual.

3)

Incorporation into the service: Developing with particular care the client's relationship
with the professional team and with other users of the service.

4)

Failure: Sharing with the mentally ill person and, given his/her consent, with the
family, the analysis of causes and motivation; supporting the person if needed in
application for or access to other services or alternatives and also in procedures
related to the failure.
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2. Good personal knowledge of the client
Since this second stage is equally important in securing the success of the
programme of support for clients and for the assessment of their progress in terms of quality
of life, AVIFES has designed and applied various tools to attain the required comprehensive
knowledge of the person concerned.



SOCIAL INFORMATION: The service user is referred to AVIFES by public social
services, the health system etc. and therefore brings documentation which is relevant
and will be included in the file which assembles all information about the client; all
such data is then incorporated in the organisation's Integrated Data System. Access
to any personal file is restricted to members of the professional team which is
providing the support and which in every case observes all the conditions laid down
under the Law on Protection of Data of a Personal Nature (Data Protection Act).
Beyond the information obtained from social agencies, we add in each case the
assessment of disability, the assessment and acknowledgement of the degree of
dependency, the PIA etc., plus any other information contributing to a biography into
which we integrate the social and clinical data we hold and which we continue to
amplify by recording changes as they occur.



Personal situation



Economic situation



Legal situation



Resources utilised



Family situation



Clinical situation



Cohabitation situation

This helps us to get to know the person rapidly and objectively and also makes it possible
that relevant events which may be occurring in the client's life will be reflected in the dossier,
providing a detailed life history.
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THE QUALITY OF LIFE EVALUATOR (QLE): This evaluator has been designed
by AVIFES using as a source the Gencat Scale (Verdugo, Arias, Gómez y Schalock,
2007), The Definition of Mental Retardation of the AAMR (American Association on
Mental Retardation, 1996), now the AAIDD (American Association on Intellectual and
Developmental Disabilities) and the MCV of Schalock and Verdugo (2002/2003).

The QLE is a device for compiling information, but one concentrating on data
concerning the quality of life of the mentally ill. It is organised in eight sections
corresponding to the quality-of-life dimensions defined by Schlock and Vertigo in their
MCV, viz. interpersonal relations physical wellbeing; emotional wellbeing;; personal
development; material wellbeing; self-determination; social inclusion; rights. Each section
contains a number of different items related to those specific aspects which are important
in evaluating that particular dimension of an individual's quality of life.
The QLE contains 84 items, each posing four optional responses: "Always or Nearly
Always"; "Frequently"; "Sometimes"; "Never or Almost Never". Every option is accordingly
scored on a scale of 1 to 4. In this way we can obtain numerical values which assist in
analysis and comparison. The QLE is applied at six-monthly intervals. It provides us with
three levels of detail:



Item: Every item will yield us data on a particular concrete aspect of the person's
quality of life.



Dimensional: Every dimension will provide us with a broader insight into quality of
life as manifested in each separate dimension.



General: Analysis of the totality of items and dimensions in their interaction
produces a comprehensive overview of the quality of life.
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The QLE is presented in three different versions which assemble the same
information but provided by different people who share the client's support network. The
results are incorporated into the QLE. The versions are:





The client's (primary user's) version.
A version emanating from the informal support network.
An involved professional's version.

This means that the information we possess about someone can be much more
complete and intervention and support measures much more closely adapted to his/her
particular needs. The data gathered together in the QLE can be mobilised for various
purposes:
With regard to the service user:







Provide information about the quality of life of a future user of the service
before he/she registers for any service or programme.
Complete an analysis of the QLE results at the three levels of detail.
Establish the trajectory of intervention suggested by analysis of the
aggregated QLE data and the interests expressed by the client, fundamentally
relying for this on analysis of the concrete item.



Evaluate the quality of life at a particular moment and its subsequent evolution
as revealed in the next application of the QLE.



Assess the impact of intervention by each service on every client in the light of
the progress recorded by the person in quality of life.

With regard to the association:









Move a step further within our paradigm of intervention, the QLM, through the
design and development of a pattern of intervention which gives greater
coherence to our work with the mentally ill who use our services and
programmes.
Replace methods previously used by AVIFES which were not in line with the
QLM paradigm for intervention.
Establish the profiles of the group of people using a particular AVIFES service,
with the objective of organising, planning, and defining the course of future
action and support adapted to the capacities and needs of those persons.
Establish the collective profile of the users of AVIFES services as a whole,
which can help us to discern likely future needs and prepare appropriate
responses.
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3. WE PLAN SUPPORT: THE PLAN-GUIDE
The Plan-Guide is a tool in personalised intervention which brings together all the
measures which are in train to achieve a series of aims and objectives previously defined and
agreed as well as the systematisation and structuring of all the internal and external support
consistent with the Plan-Guide. It constituted the first major methodological innovation aligned
with the QLM and marked the point of departure for a paradigm shift in AVIFES.
This device is intended to achieve the following objectives:



For the individual client:

 Supply the person with a tool which can assist in his/her personal life project.
 Promote the person's involvement in and dedication to that project.
 Serve as a tool stimulating the person to reflect on the course and content of his/her life,
interests, desires and commitments…



For the service professional (providing care, coordination):

 Provide a comprehensive instrument tailored to the QLM.
 Integrate all aspects of intervention and performance in a single presentation.
 Serve as an aid in motivating the client in his/her personal life project.
 Guide the work of establishing the fundamentals of the personal life project.
 Help to deepen understanding of the client as an individual.
 Guide active participation in the client's personal life project.
 Help the professionals to demonstrate to the person their real interest and involvement in
the latter's personal life project.

 Provide an overall guide to intervention with any particular client.
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For the Association:

 Offer a tool which supports our established paradigm of intervention.
 Add solidity to that paradigm.
 Promote increased acceptance and application of the paradigm.
 Aid in systematising clear channels of information and coordination.
 Provide comprehensive information about intervention with any particular client.



For the informal support network:

 Guarantee their involvement in the Plan as facilitators and indispensable supporters.
The Plan-Guide is incorporated in the Integrated Data System (IDS) which helps us in
planning, evaluation and monitoring of our assistance to the client in all the services and
programmes utilised. The Plan-Guide is also up-dated annually to reflect results from the QLE,
introducing whatever changes appear necessary.
Every year a statement of conclusions is produced, reviewing the goals and commitments
adopted and assessing the client's situation in all its dimensions.
TRANSLATOR'S NOTE: The diagrammatic Spanish presentation below could not be
accessed for alteration. The following is a guide to translating it:
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4. WE DEPLOY SUPPORT, TAKING ACCOUNT OF
THE CLIENT'S ENVIRONMENT


His/her family members.



AVIFES' service network and programmes.



Our community resources.



Involvement of volunteers (in addition to the professional teams).
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5. WE APPLY NORMS OF EFFECTIVE FUNCTIONING,
RESPECT FOR RIGHTS AND FULFILMENT OF
OBLIGATIONS
Proper functioning of services, respect for the rights and fulfilment of the obligations of
service users bring with them the application of a series of tools elaborated in conformity with the
QLM.
On the one hand, AVIFES observes norms of functioning and cooperation in each of its
services, requiring that they be presented as locales for collaboration, for coming together, where
a personal life project can be moulded so as to enhance quality of life. To create a climate of
respect, agreeable, secure, warm and responsible, in short, an environment for mutual
understanding, is a task in which we need to mobilise each and every person involved.
Further, in order to ensure fulfilment of these norms, the organisation has designed and
applied a regimen and protocol of sanctions. This makes it clear that failure to respect the norms
constitutes an offence and that consequently sanctions will be imposed. This regulatory regime
defines offences related to breach of norms with a scale of gravity - light, moderate or serious and a corresponding list of the sanctions which may be applied to each offence depending on its
gravity, ranging from reprimand to expulsion from the programme. The system is rounded off by a
protocol which determines how, by whom and in what place an incident will be assessed to judge
whether an offence has been committed and if so, how grave and what sanction is appropriate.
On the other hand, AVIFES maintains a list of the rights and responsibilities of mentally ill
persons and their families, in which it recognises their inherent rights as individuals and citizens,
with the associated equality of opportunity, active participation, promotion of personal
independence and full development of all aspects of their lives. This AVIFES document also
emphasises the mentally ill person's duties and obligations to respect the inherent rights of others
and of society at large. Furthermore, the list defines the rights and responsibilities of those who
use AVIFES services and programmes.
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6. We measure and evaluate our impact
AVIFES is a heterogeneous organisation, involving different services with distinct functions,
timetables and objectives, but with a common purpose, realised by people for people, a vision of
the future, certain values and a philosophy concerning mental illness. This complexity brings with it
our responsibility to develop a culture of evaluation and to consolidate progress, practices,
procedures and results which have contributed to improvement and to identify those which require
and are open to modification.
Evaluation is a basic device which assists us toward better decision-making. Change and
improvement depend not solely on intentions but also on actions, in an interaction which mutually
nourishes and modifies them (Elster, 1996). Our approach in evaluation aims to foster this
interaction, making explicit and visible both the intention and the consequences of the action. This
transparency favours critical analysis and rational discussion.
On this basis, for AVIFES, evaluation makes little sense if it lacks the framework of values
which inform the Association's goals. Evaluation is not an end in itself but always forms part of a
wider process in which it fulfils a function serving specific purposes, hence: Evaluation; Decisionmaking (planning); Implementation; Results; New Evaluation.
The primary role of evaluation is to provide an informed and rational basis for reaching
decisions before commencing an action or series of actions, thus ensuring that our mission is
accomplished in accordance with its ethical framework.
TRANSLATOR'S NOTE: The diagrammatic Spanish presentations below could not be
accessed for alteration. The following is a guide to translating them:
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7. OUR PLANS AND PROTOCOLS
In conformity with the QLM and with continuous adaptation and improvement, AVIFES has
various plans, protocols and internal policies which guide its actions in specific circumstances:








Service plans.







Norms of functioning and cooperating in AVIFES work=places.

Health plan
Plan for stimulating collective action.
Plan for voluntary work.
Protocol on attention to the student body in practical work.
Directives on proper use in AVIFES of information hardware, communication networks,
telephones etc.

Protocol on admissions to hospital.
Protocol on action in case of emergency.
Protocol on managing the accompanying of service users.
Protocol on the functioning of methods of support, organisation and management of
sheltered housing apartments.

TRANSLATOR'S NOTE: The diagrammatic Spanish presentation below could not be
accessed for alteration. The following is a guide to translating it:
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8. WE INFORM THE INDIVIDUALS AND THEIR
FAMILIES
In the process of empowering and rendering effective the exercise of personal
independence by the mentally ill and their families it becomes essential to provide them with
adequate, useful and transparent information. Therefore AVIFES makes a commitment, both in
relation to the individual client and in relation to the service and programmes in which he/she
participates or is about to enrol.
Thus every service assembles a dossier which is passed on to the client and the family on
enrolment. This document includes, among other things:



Definition and objectives of the
service.





Model of intervention





The family.



Norms of functioning and
cohabitation.




Other AVIFES services.

Activities to be carried out.
Other support services within the
resource base.

The calendar and timetable.
Rights and responsibilities of service
users.

Information about the professional
team involved.
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AVIFES has dedicated itself to continuous improvement in its procedures and
activities. We maintain resources of high quality which sustain support networks worthy of
the people we serve and for this reason in 2004 we introduced the ISO system of quality.
This certification is up-dated annually.

appendices
Appendix 1. References and sources
Appendix 2. Models of Intervention: centred on the persons v.
centred on the illness
Appendix 3. The Quality of Life Evaluator (QLE)
Appendix 4. The Plan-Guide
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APPENDIX 1.
Sources and References




FEAPS (Junio 2007). Calidad FEAPS: un modelo para la calidad de vida, desde la ética
y la calidad del servicio.
DEPARTAMENT DE BENESTAR SOCIAL I FAMÍLIA. GENERALITAT DE CATALUYA
(2013). Model Qualitat de Vida. Informe sobre els perfils de servei basats en el model
de qualitat de vida per als serveis socials especialitzats de Catalunya. Autores: Miguel
Ángel Verdugo Alonso (dir.), Benito Arias Martínez, Laura E. Gómez Sánchez., Robert
L. Schalock.



ASOCIACIÓN

AMERICANA

DE

DISCAPACIDADES

INTELECTUALES

Y

DEL

DESARROLLO (AAIDD) (2010). Discapacidad intelectual. Definición, clasificación y
sistemas de apoyo. Alianza Editorial.


INSTITUT CATALÀ

D´ASSISTÈNCIA

I

SERVEIS

SOCIALS.

GENERALITAT

DE

CATALUNYA. Escala Gencat de Calidad de Vida. Manual de aplicación y formulario.
Autores: Miguel Ángel Verdugo Alonso (dir.), Benito Arias Martínez, Laura E. Gómez
Sánchez., Robert L. Schalock. 2009.


"El cambio en las organizaciones de discapacidad/A leadership guide for today´s
disabilities organizations". Schalock, Robert L.;Verdugo Alonso, Miguel Ángel. Alianza
Editorial. 2012.



Otras fuentes internas de Avifes:
"Programa de apoyo a familias. Plan de servicio 2013". Avifes.
"Evaluador de calidad de vida". Avifes.
"Plan guía". Avifes.
"Programa de dinamización asociativa". Avifes.
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APPENDIX 2.

A comparative practical

example

FOCUS ON THE MENTAL ILLNESS

FOCUS ON THE PERSON

WHO IS KOLDO?

WHO IS KOLDO?

A mentally ill man with prominent symptoms, both
positive and negative. Exhibits challenging
behaviour.

A 37 year old man who has lived an independent life rich
in experiences, almost all outside the family home.

Someone insecure and easily influenced who moves
in a climate of exclusion.

A person who has never had proper employment.

Someone who has difficulties with basic skills in
daily life and is unable to manage money.

A person who has led a nomadic life for years.

One who has never had an organised life nor
structured activities.

Values friendship and has some friendly relationships.

An invalid who has not valued his mother's support.

A person with mental illness.
Someone with a long relationship with consumption of
intoxicants, with little control over his impulses.

WHAT DOES HE NEED?

WHAT DOES HE NEED?

A rehabilitation programme for the mentally ill, run
by people qualified to deal with his symptoms and
limitations and to modify behaviour.

To continue enjoying experiences and sustain
relationships with others who can reciprocate. Has new
friends.

To master simple tasks and be occupied with
something he can manage.

To envisage his personal future and the support required
to achieve it (work, keeping busy, experience, training
etc.)
To deepen knowledge of his illness, symptoms and
general state of health and also of health and social
support available to improve matters.

Continued structured and supervised learning of
basic skills of everyday life.
To utilise the various community resources as just
another normal member of society

Be included and visible in the community and participate
in its activities.

To live under the eye of an adult who will decide
for and monitor him and manage his spending and
finances.

More people who see him and treat him as Koldo, a
responsible adult.
That he also be a support for his mother.
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APPENDIX 3.
AVIFES Quality of Life Evaluator (QLE)
and the QLE Report Model
The primary service user's (client's) version
DIMENSIONS
Always or
nearly
always

Frequent-ly

Sometimes

Never or
almost
never

You get on well with friends

4

3

2

1

You have an active social circle

4

3

2

1

You only socialise with the family or
friends of the family

4

3

2

1

You socialise with people of your own
age group

4

3

2

1

You have people who will help you when
necessary

4

3

2

1

You get on well with people in your area

4

3

2

1

You relate easily to people

4

3

2

1

You enjoy your social relationships

4

3

2

1

When you make friendships you know
how to keep them

4

3

2

1

You feel yourself supported by your
family (physically, emotionally and/or
economically)

4

3

2

1

You feel yourself supported in your
wider environment (professional, other)

4

3

2

1

1. Interpersonal relations

1
2
3
4
5
6
7
8
9
10
11

70
70

70

2. Emotional wellbeing

Always or
nearly
always

Frequent-ly

Sometimes

Never or
almost
never

12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

You feel satisfied with your life in
general

4

3

2

1

You feel melancholy and subdued

1

2

3

4

You feel happy and in good spirits

4

3

2

1

You feel anxious or nervous (i.e.
normally, not at specific moments)

1

2

3

4

You are contented with your body, your
personal image

4

3

2

1

You have feelings of inadequacy and
insecurity

1

2

3

4

You feel happy to be as you are

4

3

2

1

You enjoy trying out new activities

4

3

2

1

You know the truth about your diagnosis

4

3

2

1

You accept the reality which your
diagnosis presents

4

3

2

1

You have attempted suicide

1

2

3

4

You experience suicidal tendencies

1

2

3

4

You experience such symptoms as
hearing voices, delirium etc.

1

2

3

4

You experience symptoms like general
lack of interest, demotivation etc.…

1

2

3

4

You exhibit challenging behaviour

1

2

3

4

*

If the response is "Always or nearly always", "Frequently" or "Sometimes" describe the
challenging behaviour: type of conduct, frequency, etc. Also ascertain the incidence of
previous challenging behaviour if any has occurred, noting how long ago and the nature
of such conduct.
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Always or
nearly
always

Frequent-ly

Sometimes

Never or
almost
never

You are in good physical condition

4

3

2

1

You have symptoms of physical illness

1

2

3

4

Your physical condition allows you to
perform all normal activities of everyday
life

4

3

2

1

You have access to effective and
satisfactory medical and health services

4

3

2

1

You are satisfied with your body and
your image

4

3

2

1

Always or
nearly
always

Frequent-ly

Sometimes

Never or
almost
never

You think that you present a neat
appearance

4

3

2

1

You think that you choose suitable
clothing combinations

4

3

2

1

You wear clothes suitably adapted to the
weather conditions.

4

3

2

1

Your habits regarding personal hygiene
are satisfactory

4

3

2

1

You can handle mathematical operations
in everyday life (so as to be able to
function independently)

4

3

2

1

You can understand what you read and
write

4

3

2

1

You know how to prepare a meal of
some kind

4

3

2

1

3. Physical wellbeing

27
28
29
30
31

4. Personal development

32
33
34
35
36
37
38

72
72

72

39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54

Your diet is sensible and adequate

4

3

2

1

You know how to perform household
tasks

4

3

2

1

You do household tasks

4

3

2

1

You initiate conversations

4

3

2

1

You sustain conversations

4

3

2

1

You are communicative

4

3

2

1

You handle money in your daily life to
make purchases and payments

4

3

2

1

You are aware of other people's feelings

4

3

2

1

You know how to react to feelings you
perceive in other people

4

3

2

1

You regulate your conduct to fit the
situation in which you find yourself

4

3

2

1

You make friends easily

4

3

2

1

You buy the things you want or need

4

3

2

1

You attend your medical appointments

4

3

2

1

You recognise when you are ill or are
about to become ill

4

3

2

1

You recognise those situations which
might expose you to physical danger

4

3

2

1

You avoid situations which you do not
know how to handle or which seem
dangerous

4

3

2

1

73
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You ask for help in situations which may
pose a risk of physical harm

4

3

2

1

You have access to activities which are
instructive, interesting and useful

4

3

2

1

You feel you are successful in the
activities you undertake

4

3

2

1

You are regular in taking you medication
and in receiving psycho-therapeutic,
psycho-social and other forms of
treatment

4

3

2

1

59
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You procure your medication
independently

4

3

2

1

You take your medication independently

4

3

2

1

You take your medication willingly

4

3

2

1

You use intoxicants (alcohol or drugs)

4

3

2

1

*

If the response if "Always or nearly always", "Frequently" or "Sometimes", Indicate the type of substance,
frequency and quantity of consumption .
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Always or
nearly
always

Frequent-ly

Sometimes

Never or
almost
never

You have sufficient income to live

4

3

2

1

You have a comfortable home

4

3

2

1

You have a work-place or carry out a
main activity with an adequate return

4

3

2

1

You feel satisfied with the work or main
activity which you perform

4

3

2

1

You like your home and find it
comfortable

4

3

2

1

Your work or main activity is within your
capabilities

4

3

2

1

5. Material wellbeing

63
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68

74
74

74

69

Your work or main activity is adjusted to
your capabilities

6. Self-determination

4

3

2

1

Always or
nearly
always

Frequently

Sometimes

Never or
almost
never

4

3

2

1

4

3

2

1

70
71

You have expectations about what you
want to achieve and the direction your life
should take
You have various options among which to
choose freely according to your own
preferences

72

You choose among different options in
the different areas of your life according
to your own preferences (to determine
the score, note whether decisions are
taken in only one area of life or in several

4

3

2

1

73

You take decisions about your life
independently and responsibly (to
determine the score, note whether
decisions are taken in only one area of
life or in several)

4

3

2

1

74

You participate in the planning of your
personal life project

4

3

2

1

Always or
nearly
always

Frequently

Sometimes

Never or
almost
never

You go to the cinema

4

3

2

1

You use public transport independently

4

3

2

1

You use other public services (libraries,
recreational facilities, others)

4

3

2

1

You use various community resources as
a normal member of the community

4

3

2

1

You feel yourself accepted in the
community as just another normal
member (you feel that people see you as
on the same level as themselves

4

3

2

1

7. Social integration

75
76
77
78
79

75
75

75

Always or
nearly
always

Frequently

Sometimes

Never or
almost
never

You feel that society respects your rights
as a human being

4

3

2

1

You sense discrimination in some
situations because you are seen as
mentally ill

1

2

3

4

You know that you have the same rights
as other citizens

4

3

2

1

You have access to sources of information
concerning your rights

4

3

2

1

You are confident that your rights will be
respected

4

3

2

1

8. Rights

80
81
82
83
84
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THE MODEL QLE (I)
TRANSLATOR'S NOTE: The diagrammatic Spanish tabulation below could not be
accessed for alteration. The following is a guide to translating it:
QLE ANALYSIS
NAME AND FAMILY NAME
INFORMANT
DATE OF INTERVIEW
TYPE OF INTERVIEW
DATE OF REPORT
REPORT IMPLEMENTED

SOURCES USED
mark in bold
VPU
VRA
VP

Questions to bear in mind:
The score in each dimension.
The level it represents: high, medium, low.
Significant information in each dimension (scores 1 or 4).
This data helps us to identify aspects requiring intervention.
QUALITY OF LIFE: LEVEL HIGH (VPU:287), HIGH (VPU:241), HIGH (VRA:284).
DIMENSIONS
DESCRIPTION
INTERPERSONAL R.
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
EMOTIONAL W. LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
PHYSICAL W.
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
PERS. DEVELOPMT
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
MATERIAL W.
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
P. INDEPENDENCE
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
SOC. INCLUSION LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
RIGHTS
LEVEL: HIGH (VPU:17) MEDIUM (VP:12) MEDIUM (VRA:11)
This table corresponds to the description of the Dimensions in the Plan-Guide.

.

MODEL QLE (II)
QLE ANALYSIS
PROPOSED INTERVENTION: GUIDANCE IN PLANNING GOALS.
INTERPERSONAL R.
EMOTIONAL W.
PHYSICAL W.
PERS. DEVELOPMENT
MATERIAL W.
P. INDEPENDENCE
SOC. INCLUSION
RIGHTS
We, as professionals, shall be sensitive with regard to the person using our service and explain our
operations as deriving from the results of the QLE analysis. Nevertheless, it is the main client who must
define his/her important personal goals and interests. The probability of achieving these goals depends
on the person's interest, involvement and commitment in such achievement.
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APPENDIX 4.
The Plan-Guide
CLIENT'S PERSONAL DATA

IDENTIFICATION DATA
FIRST NAME AND FAMILY NAME
GENDER
NATIONAL IDENTITY CARD
SS NUMBER
DATE OF BIRTH
CIVIL STATUS
Nº OF CHILDREN
WITH WHOM LIVING
PERSON OF REFERENCE
TELEPHONE
E-MAIL
ADDRESS

EDUCATIONAL LEVEL
EMPLOYMENT HISTORY
ECONOMIC BENEFITS

JUDICIAL INCAPACITY
TUTOR
% DISABILITY
ASSESSED DEPENDENCY

DIAGNOSIS
MENTAL HEALTH CENTRE
PSYCHIATRIST
SOCIAL WORKER
YEAR ILLNESS COMMENCED
YEAR OF FIRST ENTRY
CONSUMPTION OF INTOXICANTS
BIOGRAPHY

PERSONAL SITUATION
LEGAL SITUATION
FAMILY SITUATION

COHABITATION SITUATION
ECONOMIC SITUATION
CLINICAL SITUATION

RESOURCES UTILISED
REFERRAL CENTRE

SOCIAL REPORT
PSYCHIATRIC REPORT
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THE PLAN-GUIDE: OPENING

DIMENSIONS
INTERPERSONAL RELATIONS
EMOTIONAL WELLBEING

PERSONAL DEVELOPMENT
MATERIAL WELLBEING

PHYSICAL WELLBEING

PERSONAL INDEPENDENCE

SOCIAL INCLUSION
RIGHTS

PERSONAL GOALS
SUPPORTS FOR EACH PERSONAL GOAL

DAY CENTRE

SHELTERED APARTMENTS

LEISURE TIME

ETXEBEST

AREAS OF WORK FOR EACH SUPPORT

Culture and Communication
Independent living
Monitoring and Opinion

Creativity
Pre-employment
Health and sport

Play
Domestic skills
Personal care
Food
Managing economic matters
Executing and processing
management tasks
Handling guidance
Medical consultations
Managing medication

Psycho-educational
Daily occupation
Psycho-education
Social relationships
Cohabitation

Consumption
Club
Weekend leave

Public services
Excursions
Recreational garden

Vacations
PERSONAL AREA: Basic everyday
activities or personal care,
instrumental activities for
autonomy.

Gorantza sports group

SOCIAL AREA: Integration into the
community.

Physical care
Leisure activities
Self-determination
Welfare Services

HEALTH AREA: Medication, selfesteem, awareness of illness,
stress management, selfcontrol, cognitive functioning

INFORMATION AND GUIDANCE
SERVICE
FAMILY SUPPORT PROGRAMME
INDIVIDUAL INTERVENTION
ACTIVITIES TO BE UNDERTAKEN FOR
EACH GOAL
COMMITMENTS/RESPONSIBILITIES
FOR EACH GOAL
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THE PLAN-GUIDE: CONCLUSIONS
DATE
REVISION OF DIMENSIONS
INDICATORS
CONCLUSIONS

CONTACTS
DATE
CON QUIEN

CONTACT MEDIUM

THE FAMILY

DESCRIPTION

E-MAIL

OTHER AVIFES SERVICES

LETTER

OTHER ENTITIES
HEALTHCENTRES

TELEPHONE
MEETINGS

VIOLATIONS
DATE
TYPE OF VIOLATION

INCIDENT

NON-COMPLIANCE

DESCRIPTION
INTERVENTION
FOLLOW-UP
THOSE PRESENT
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