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Introduction

The year 2004 may be remembered as the year Christmas came early to California’s mental
health supporters. The voters approved hundreds of millions of dollars annually to build the
community mental health system promised almost 40 years ago when the state hospitals were
closed.

Some saw the successful initiative as a last inning home run by Assembly Member Darrell
Steinberg. Others were impressed by the ability of the nonprofit mental health agencies to
organize under Rusty Selix and work to write and pass Proposition 63. From my seat, I’ve seen
a lot of effort and money over the last 15 years come from the National Mental Health
Association of Greater Los Angeles under Richard Van Horn’s leadership. These three were
joined by hundreds of tireless workers on the campaign.

The day after Election Day, | gave a presentation on “Strategies to Reach the Promised
Land” at a CASRA (California Association of Social Rehabilitation Agencies) conference. Not
knowing until the last minute whether I’d be talking about implementing Proposition 63 or
dealing with disappointment, | brought along a set of rough papers as handouts. My presentation
was well received. My favorite comment on the evaluation sheets was, “Subject matter sounds
unrealistic, but the closer you look at it, the more feasible it sounds.” Thanks to Julia Scalise and
Sara Ford, those papers were polished up a bit, and I’ve added several others to form this packet.
Some of these papers are value statements or strategy guides. Others are “to do check lists” or
evaluation guidelines.

That day | felt happy, but burdened. We’ve been given a great gift here. With that gift
comes a burden. Now we have a serious obligation to build a truly transformed, effective mental
health system. Here’s what I’ve collected in my toolbox so far.
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Recovery-Based System Transformation Strategies:
What Should We Do?

We have come to the point where it is realistic to think about how we could promote a
transformation of the mental health system into a recovery-based system. We are clearer about
what a recovery system would include than about how we are going to get there. Given the
likelihood that many people will be resisting this transformation, it behooves us to be clear about
our strategies.

This paper is a list of proposed strategic goals. The pursuit of these goals will need to be
highly individualized for each program, organization and county. In other words, this is a list of
ideas of where we should be going, not how we’re going to get there. Nonetheless, | think it’s
worth breaking down our lofty recovery vision into more manageable goals.

1)
2)

3)

4)

5)
6)
7)

8)

9)

Spread understanding of, and belief in, recovery and inspire people to want recovery-
based programs.

Incorporate quality of life outcome data and cost data into program monitoring and
accountability.

Incorporate quality of life program elements (money management, employment,
supportive housing, community integration, substance abuse treatment, supportive
education, etc.) into mental health programs, which will lead to the creation of integrated
services.

Hire consumers widely within mental health programs in a variety of roles as part of
increased consumer involvement overall.

Create recovery-oriented infrastructures (charting, goal setting, funding, etc.).

Create recovery-oriented leadership and cultures.

Change practice expectations to value recovery practices (collaboration, empowerment,
self-help training, lowering boundaries, multiple roles, self-disclosure, increased real
emotional interactions, long-term relationships, etc.). Train and retrain staff in these
changed practices, especially professionals.

Build community coalitions (law enforcement, housing, education, employment, etc.) to
advocate for changes in mental health services that benefit society widely and to
document outside cost savings of our practices.

Incorporate engagement strategies for people we struggle to serve who are of important
social interest (homeless, jail diversion, institutionalized, transitional youth, etc.).

There are substantial ongoing efforts in all of these goal areas and even some experience in
the options of how to pursue them effectively in different situations. Transformations of social
systems are notoriously hard to achieve. We’ll have to work hard.
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Socially-Responsible Mental Health Services

A short time ago, a confused 50-year-old woman was picked up at the Los Angeles Airport.
She had no belongings or identification and said she was trying to get to Los Angeles. The
police took her to the county psychiatric hospital. She told the hospital her name was Julia
Smith, she was homeless and had a mental illness.

Computer records showed that she’d been seen by a jail mental health unit four times and
was hospitalized five times in the last couple years, but had not received any outpatient
treatment. The hospital called us at the MHA Village to see if we would help her. We sent a
staff to the hospital the next day to meet Julia and offered to help her after she left the hospital.
A few days later, the hospital discharged her and had an ambulance drop her at our door. It was
a Friday afternoon, and Julia was penniless and without a plan.

We didn’t panic. We arranged to pay for a hotel for the weekend and gave her $40 for food
and cigarettes. 1’m the psychiatrist and | talked with her that afternoon. She didn’t make much
sense, was distant emotionally and couldn’t focus. | guessed Julia had schizophrenia, but there
were no records. | checked that she had a two-week supply of pills and knew how to take them.
At her request, | looked through the phone book for a nearby Baptist church, but that was too
confusing for her. We’d arrange for someone to go with her to church later on if she still wanted
to go. We offered her a toiletry kit and a brush, but she wanted a comb instead. We didn’t have
one. Out of our five engagement strategies—charity, medications, emotional connection,
substance abuse empathy, and spiritual connection—only charity seemed to be working.

On Monday another one of our staff picked Julia up at the hotel. The manager reassured us
that there had been no problems. Our staff took Julia to the Social Security office and waited
with her for three hours only to be told that Julia had been cut off two years ago. Apparently
Julia’s mother, who was her payee, died and then they made Julia her own payee. When she
didn’t respond to requests for medical re-evaluation, Social Security determined she was no
longer ill. She’d been homeless ever since. They told us they couldn’t restart her benefits. They
gave her an appointment in two weeks to begin the reapplication process, and told her to bring a
birth certificate. She didn’t have one. She would have no money for the several months it takes
to approve SSI benefits.

We didn’t panic. We made up a budget and prepared to spend a few thousand dollars of our
own to keep her housed and fed. Hopefully, we’ll get most of it back from Social Security, but
the two week delay in filing cost us about $500 off the top. We sent the form and payment for a
birth certificate to Pittsburgh, where Julia was born. | checked in with Julia again. We still
didn’t have a comb. Later that afternoon another staff saw her panhandling at the grocery store
across the street from the Village. She told Julia very sternly that she shouldn’t beg there. If she
wanted to live in Long Beach she had to be a good neighbor. The store customers don’t like
begging and the police would be called on her again. We invited her back to the Village for
lunch.
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None of this is very dramatic. | didn’t do any complicated diagnostic assessments,
medication management, or insightful therapy. We did a lot of practical grunt work and spent
some money. Socially responsible mental health services often look more like refugee services
than treatment. Services often include welcoming, giving charity, redocumenting, assisting with
benefits, training in how to be a good neighbor/citizen, helping to find a niche, and advocating.
Sometimes it seems like we’re a lost and found for people ... except that no one ever comes to
reclaim most of them.

Years ago, if people with mental illnesses couldn’t function in society or behaved badly, they
weren’t held responsible. They were given asylum in institutions away from society’s demands.
There are no more asylums. Now they are held responsible and often evicted, jailed, or just plain
rejected because of the things they do. Similarly, mental health workers were sheltered away in
the institutions. So long as there were no severe scandals, we could do as we pleased. Mental
health workers continue to hide behind a wall of confidentiality and a maze of psychiatric jargon.
We want to be paid and left alone. We know what’s best. We’re the experts. It’s time for us to
be held responsible by society, too.

No more saying we’ll only treat certain types of Axis 1 diagnoses, when it’s obvious we’re
turning away people that are disabled. No more saying, “I’m sorry you’re homeless, but our next
appointment is in six weeks. How would January 8 at 1:30 be?”. No more telling distraught
families, “We can’t do anything if your brother won’t come in to see us unless he’s dangerous.”
There is no law against outreach. Instead of coming with an ambulance and restraints, we can
come with a lot of listening, some resources, and a willingness to meet people where they’re at.

At the MHA Village, we can, and do, show up at the library when the librarian calls
concerned about a homeless man pacing around talking to himself and upsetting everyone. We
can, and do, show up at jail to meet people before they’re released, to pick them up and pay for a
room. Similarly, when the police get a call at night about a young woman wandering around
confused they can take her to a hotel for the night at our expense and leave us a message so we’ll
pick her up the next morning and work out a plan. If we expect our communities to fight
NIMBY and accept us, we have to be part of the solution, not part of the problem.

When | drive to work, | often pass the crossing guard with her yellow vest and hand-held
stop sign who helps the kids get safely to school to learn and grow. Often | smile and wave at
her. Sometimes I think our job is to be crossing guards for people with mental illnesses. We
help them get around safely so they can learn and grow, too. Often we go with them to Social
Security, the welfare office, court, medical doctors’ offices and hospitals, the housing office,
vocational rehabilitation, college disabled students’ office, and church. None of these places are
easy for people with mental illnesses — or even “normal” people — to navigate. They often need
someone to help them get what they need safely. We don’t wear yellow vests, but it would be
nice if you’d smile and wave at us instead of telling us to get out of here with “those people.”

Socially responsible mental health services can go even further. We can be the Social
Security payee for people. We can do employment training and job development, apartment
finding and support, substance abuse treatment, and even parenting support. In each of these
cases we need to be careful we’re creating support for people with mental illnesses to be part of
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the community, not a protected alternative to the community. In each of these cases we’re
helping people recover their place in the world and we should be held accountable for achieving
that goal. We can, and should, report how many people we helped get off the street, out of jail,
in safe housing, in jobs, and caring for their children. These are the core of socially responsible
outcome measures.

There are many obstacles to creating socially responsible mental health services. Many staff
don’t want to do this kind of work. We haven’t been trained to do it and it’s not what we
expected our jobs to be. Our program designs support our refusal; “that’s not our job.” The
other systems and the community at large don’t want us there. They want us to protect and
remove people with mental illnesses. Stay in your clinics and hospitals far from sight. Our
major funding source, MediCal, is a “medically necessary” system and simply won’t pay for
socially responsible services if they’re not medically based. San Francisco seems to have a new
mantra, “We don’t do social admissions to psychiatric hospitals.”

By now, it’s clear to everyone that this just isn’t working. We need to integrate medically
responsible and socially responsible services to have an effective mental health system. The
recovery model has given us a vision of how to do this. Proposition 63 has given us the
opportunity to build it. We now have the chance to hire and train new staff and retrain old staff.
We can redesign our programs. We have funding available that can be separated from medical
necessity. We have new resources in a time when other systems do not. We can help them save
a lot of money, so we should be a more desirable partner now. We can create a record of
effectiveness and showcase it to fight stigma and build inclusiveness. We can build a socially
responsible mental health system, helpful to those that need it and accountable to those who are
paying for it.
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Implementing Proposition 63, the Mental Health Services Act,
With Vision and Purpose

Proposition 63, the Mental Health Services Act, has been hailed as the most important mental
health act in California since deinstitutionalization. It provides a breathtakingly large expansion
of mental health service funding. Its promoters intend to “fulfill the promise of care” for the
thousands of people released from state hospitals and “complete our mental health system.”
Excitement and hope abound.

Funding for Innovation:

Since our mental health system has long suffered from severe under-funding, hands will be
extended everywhere begging for needed funds. There are many people who support our current
system. They believe that we don’t need to change the system; we need to fund it adequately.
They will point to months-long waiting lists at clinics; staff with caseloads in the hundreds;
extremely short hospital stays and no bed availability; lack of long-term care beds; closure of
state hospitals, day treatment and residential care facilities; and over crowded emergency rooms.
They will urge that the new money be spent there.

Unfortunately for them, that is not what this act mandates. This act states that “the funding
shall only cover portions of the costs of services that cannot be paid for with other funds” and
describes its “purpose and intent...(is) to expand the kind of successful, innovative service
programs for children, adults and seniors begun in California,” specifically citing the AB 2034
programs. Nonetheless, it will be difficult to push aside hands from so many truly needy existing
programs.

Administration for Innovation:

It is clear that this act is not designed to create more “business as usual.” It establishes an
intertwined system of administrative oversight, training, adult and children systems of care,
prevention, and inventive programs clearly designed to promote ongoing innovation and
improvement of services. The description of the Prevention and Early Intervention Programs
specifically includes that “the department shall revise the program...in future years to reflect
what is learned.” The Education and Training Program includes “curriculum to train and retrain
staff.”

Overall there is a planfullness to Proposition 63, with ongoing cycles of reevaluating,
learning, applying new learning, and improving programs. If successful, an administrative
structure will be created that promotes ongoing program evolution and improvement. That would
be a very different administrative structure than we have today. Administrative change will be
deceptively difficult, because existing mental health administrations have so many other pressing
goals (risk management, budgeting predictability, ease of auditability for outside funders, ease of
administration, etc.) that will continue to work against program innovation and evolution.
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Social and Political Responsibility:

This act promotes a sense of social responsibility for mental health programs. Just as people
with mental illnesses are no longer hidden away and shielded from their social responsibilities,
neither is the mental health system. The act mandates us to reduce consumers’ “incarcerations,”
“school failures,” “unemployment,” and “homelessness.” It expects us to potentially save
“hundreds of millions of dollars annually on a statewide basis from reduced costs of state prison
and county jail operations, medical care, homeless shelters, and social services programs.”

The Oversight and Accountability Commission includes only one mental health professional
and no mental health administrators. It is to be filled with “outsiders” representing various social
and political interests. If programs expect to gain funding from this Commission, they will need
to embrace social responsibility. It would behoove us to create local coalitions, planning
committees, and advisory boards that similarly reflect social and political interests.

This act also promotes an increased responsibility to the individuals we serve and their
families. Not content with the traditional medical model, doctor-patient responsibility, it
mandates we go further. It goes beyond the illness-reduction responsibilities to reduce “suicide”
and “prolonged suffering” to the more global responsibility to “reduce the long-term adverse
impacts on individuals, families.” It also mandates “cultural competency.”

Quality of Life Focused Services:

Our goal needs to be not just treating the symptoms of mental illness, but improving the lives
of people living with mental illnesses. Proposition 63 repeatedly emphasizes the inclusion of
both medical services and support services. It allocates funds “to provide services that are not
already covered by federally sponsored programs or by individuals’ or families’ insurance
programs.”

In general, the “uncovered services” are the support services. These services often consist of
the individual attention people with severe mental illnesses need to access other programs that
are too hard for them to use without help. A few examples: Many people need a payee to use
their SSI checks to get food, clothing, and shelter. Social Security doesn’t provide payees and
mental health treatment funds don’t cover money management services. Similarly, most people
with severe mental illnesses lose their Section 8 certificates and therefore their housing without
extra support. Proposition 63 funds would pay for these essential support services. A lofty goal
like “assisting people in quickly regaining productive lives” requires both treatment services and
supportive services.

This requires a power shift from the present system where treatment services are “medically
necessary” and funded, and the support services are nice, elective add-ons if all the medical
needs are met and extra, unrestricted funds exist. This is not to say that treatment services will
diminish. In fact, enrolling people in AB 2034 programs routinely increases their treatment
services substantially.
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Proposition 63 anticipates this increase and funds education and training programs “in order
to increase the supply of professional staff and the other staff.” But the act says that it’s just as
legitimate to hire a restaurant manager to do employment training as a psychiatrist to prescribe
medications, or a money manager to teach budgeting as a psychologist to do group therapy. All
of these roles will be needed to “save lives.”

Quality of Life Outcome Measurement:

The AB 2034 programs have collected quality of life outcomes since their inception. Their
ability to document powerful effectiveness, especially in decreased homelessness, incarceration
and hospitalization and increased employment, has been instrumental to their ongoing funding
and the political support for these programs. Measurement breeds accountability. The AB 2034
outcome measurement tools are a tested, feasible starting point for including individualized
outcome measurements in all programs funded by Proposition 63. Funding contracts should
include quality of life outcome data collection costs.

Integrated Services:

In order for people with severe mental illnesses to use a variety of treatment and support
services effectively, they need to be offered within a single program. Past efforts to create a
“system of care” that consisted of a range of specialized service agencies collaborating to various
degrees has meant that “for too many Californians with mental illness, the mental health services
and supports they need remain fragmented, disconnected and often inadequate, frustrating the
opportunity for recovery.”

This act promotes the “innovative approach” of AB 2034 to create an “integrated services”
system with “a full range of integrated services to treat the whole person.” While it may be
effective for programs to specialize in working with people with special, underserved needs, it is
rarely effective to force people to go to multiple agencies to get all the services they need.

Increased Consumer and Family Roles:

This act frees consumers and their families from the highly restricted roles of “patients” and
“collaterals” they have in traditional services. They are included in the local planning processes.
They are included in the Oversight and Accountability Commission. They are included in the
Education and Training program. This act actively and concretely promotes the “nothing about
us without us” viewpoint. Being this inclusive is a true challenge and learning experience.

Probably most powerful in this regard is this act’s mandate to include “promotion of the
employment of mental health consumers and family members in the mental health system.” No
single experience is a stronger stigma reducer, “us versus them” barrier breaker, or humanizer
than working alongside consumers and family members. No single experience is more likely to
change the entire mental health culture. To achieve this outcome they need to be hired not in
separate consumer-run programs, and not as separate consumer or family member staff, but as
our peers and teammates.

Proposition 63 Begins 9
By Mark Ragins, M.D.



Recovery Vision and Culture:

One of the most potentially controversial mandates of this act is that “planning for services
shall be consistent with the philosophy, principles, and practices of the Recovery Vision for
mental health consumers.” Services must “promote concepts key to the recovery for individuals
who have mental illness: hope, personal empowerment, respect, social connections, self-
responsibility, and self-determination.” Many people will mistakenly interpret this section as a
political statement included to gain support of the consumer movement, without practical
programmatic implications; words to be sprinkled on government documents without meaning.

Unless we truly incorporate the Recovery Vision in our programs we will not succeed. The
most successful innovative programs have created a new culture: a recovery culture. The
traditional treatment culture may have been successful in the asylums and university hospitals
where it was developed, but it is ill suited to our present needs. The major goals of this act —
reaching out to underserved populations, employment, inclusion of consumers and their families,
social responsibility and outcomes, integration of treatment and support services, reduction in
stigma — cannot be addressed effectively within the traditional treatment culture, but they can be
achieved within a recovery culture. In other words, the Recovery Vision is the tool that can
finally make the dream of deinstitutionalization a proud reality.

Cultural change is difficult. Almost by definition, culture is the things we take for granted,
things we assume have to be the way they’ve always been, that we pass on from generation to
generation in so many ways. It’s unrealistic to expect programs to change their cultures just
because it would be more effective. There’s too much inertia and too much vested interest in the
existing culture. In addition, the present infrastructure of our mental health system supports the
traditional treatment culture, not the recovery culture. In numerous ways, from funding
mechanisms to administrative priorities, from service fragmentation to staff hiring patterns, from
training programs to paperwork requirements, recovery is systematically undermined. It will
require intensive, intentional efforts to build recovery cultures. It will require many inspiring
voices.

The true opportunity that the Mental Health Services Act gives us is the combination of new
funds to establish new programs along with a new infrastructure designed to promote recovery.
We might not have such a golden opportunity again. We must implement this act with vision
and purpose.
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The Mental Health Services Planning Process

The largest mental health planning process ever is now underway in counties throughout
California. At stake is hundreds of millions of dollars, the transformation of an entire system,
and the lives of tens of thousands of people with mental illnesses.

You’ve always imagined what it would be like to build a dream house, if you ever had the
money, and now you do. It’s time to move from dreaming to planning.

The first step in the process is to submit a statement on how you will plan your system
in order to get your share of the $12.5 million planning money by April.

It’s time to bring the family (of stakeholders) together to talk about your shared goals and
visions. What do you already have? What do you need? What are your priorities? Remodel the
kitchen or build a new driveway? Should a swimming pool be in the plan at all? What have you
built in the past? How did it go? Will your plans meet government requirements? How much
do you want to coordinate or build yourself? Do you want a contractor or just some builders?
Maybe you should talk to a few contractors, get some ideas, hear their sales pitch, and perhaps
even hire one.

You need to organize your stakeholder process, decide who your planners are and if you’re
going to use consultants, set up a planning process, and create a budget.

The second step in the process is to create a countywide three-year plan to submit to the
state in July to get adult system of care money. This money will be distributed according to
demonstrated need. Your funds won’t flow until your plan succeeds in getting state
approval.

There are so many decisions to make. You need blueprints, work plans, timetables, and
budgets. Everything has to fit together — the electricity, plumbing, building, painting — and you
need to live in your house while you’re building. What do you enlarge, remodel, add-on, destroy
and rebuild? If everybody is so busy fighting over what their new room will look like, it will be
hard to focus on how the whole house will fit together.

There are several important things that a successful plan must include. You can create a
focused planning process by addressing each of them.

A successful plan should embody a recovery vision and an AB 2034-style integrated

services approach.

e Iseveryone involved — your stakeholders, planners, programs — well enough versed in
these approaches to create a plan that will truly embody them, or will it be vulnerable to
criticism for using them just as “window dressing”?

e Do all the stakeholders see how they’ll fit into a recovery system or are they scared of
being left out?
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You need to get everyone on the same page, talking the same language, understanding how
recovery works at all levels, and even becoming enthusiastic about it. You need to begin to
develop and support a group of your own “recovery champions” to provide ongoing leadership
and direction. It’s better to “train the leaders” instead of “train the trainers.”

A successful plan should base services on consumer needs.

e Service needs must be based on consumers’ stages of recovery. Do they need
engagement? Empowerment? Self-help? Community integration? Do you have tools
for assessing recovery stages and needs?

e How are you going to connect meeting these needs with creating the outcomes for which
we’re going to be responsible?

This step focuses on the consumers, family members, and community stakeholders. You
need to facilitate these discussions so the product is based on recovery stages, quality of life
outcomes, and social responsibility, instead of just clinical needs. This will be a new way of
creating a needs assessment. Part of your job will be to help people make the mind shifts that are
required.

A successful plan should focus beyond just treating illnesses to actively helping to

improve the lives of people who have mental illnesses.

e You will be held responsible for quality of life outcomes. Can you measure them?

e Can you add the support services — employment, housing, financial, educational, health,
substance abuse, and community integration — to your clinical services to create
integrated services?

e Can you blend funding sources, staff, and treatment cultures into a recovery culture?

This step focuses on building the program elements and accountability infrastructure to meet
people’s needs. The AB 2034 programs have developed an outcome data collection system
statewide. You need to build similar outcome measures and accountability into your plan. Your
program leaders need to learn how to build support systems and, more importantly, how to
merge them into a seamless integrated services program.

A successful plan should describe how your existing capacity is going to be increased.

e Existing services will need to be re-evaluated to assess not just their capacity to take care
of people but to promote recovery. Can you track people’s recoveries?

e Increasing capacity by doing more of the same is not going to be funded, so forget it.
Increasing capacity will have to be achieved by transforming services. How will you
approach it? By improving engagement and thoughtful triage? Integrating services?
Promoting growth and recovery?

This step focuses on the providers and administrators. This is where decision making will
begin to flow upward from consumer, family, and community needs rather than the usual
downward from funders and administrators. You need to facilitate discussions so your plan
includes not just how individual programs will meet people’s needs, but also how they fit
together into a coherent system, and hopefully beyond that to how the mental health system will
collaborate with other systems involved in people’s lives.
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What if you build a huge new house and nobody changes their lifestyle? You might end up
staying in the old living room watching TV while the new rooms are just for show. Wasn’t the
point of a dream house to create a dream life?

A successful plan should describe how transformation is going to be created at all levels.

e How will consumers and their families move from adversarial advocacy to collaboration,
become more responsible for their own recoveries and less expectant of caretaking and
protection, and participate actively in the system at all levels, including employment?

e How will staff make major changes to roles, boundaries, risk taking, empowerment,
collaboration, coaching, teamwork, community integration, hopefulness, growth
promotion, and working alongside people with mental illnesses?

e How will programs and their leaders create recovery cultures that emphasize hope,
healthy uses of authority, healing and community integration?

e How will systems, their administrators and their auditors build recovery values into the
infrastructures and accountability measures that are used and make sure power is flowing
up from consumers’ needs rather than down from funders’ requirements?

e How will communities create new coalitions and help people with mental illnesses be
integrated into the community?

If you’ve done a good job of facilitating to this point, the seeds of transformation will already
have been laid. However, most of this transformation will not occur until after the planning is
done and work really begins. What you need at this point of the process are coherent training
and consultation plans, built into your start-up costs, that will promote transformation as the
system is being created. The effectiveness of your transformation supports will be crucial to
your overall success.

The third step, building your transformed system, will begin after October when your
plan is approved and funded by the state.

The building has begun. Your dreams and plans are taking form. There are problems of
course, lots of new decisions to make, alterations in the plans. There are even opportunities you
didn’t see until you were actually in the new rooms. How about a skylight in the bathroom? A
bird feeder outside the kitchen window? You also begin to realize that the new house is
changing you. You’re already dreaming new dreams and planning new plans. A dream house
isn’t an end at all. It’s an ongoing improvement.
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Recovery-Based System Planning

Each implementation step of Proposition 63 is an opportunity to develop recovery principles
and practices for that step. If we take advantage of all the opportunities, in a few years we will
transform our system in California, and we will create blueprints and models for recovery-based
transformation elsewhere, too. We should begin by using recovery-based principles throughout
our planning.

The California Department of Mental Health wants Proposition 63 plans to be based on needs
(both met and unmet) and capacity to meet those needs. Traditionally, we determine needs by
calculating how many people have certain illnesses, at certain severities. From that we calculate
the need for treatment services like clinic visits, crisis services, and hospital beds. That’s not a
recovery-based approach.

From a recovery point a view, people can be divided into three groups, irrespective of their
diagnosis: 1) “unengaged,” 2) “engaged, but poorly self-directed,” and 3) “self-responsible.”

People who are “unengaged” generally do not collaborate in their recovery. They might
refuse all treatment, come in irregularly during crises, only want charity and entitlements but not
treatment, or be brought into treatment repeatedly or involuntarily for being dangerous or
disruptive. People who are “engaged, but poorly self-directed” might want to collaborate in their
recovery, but have trouble coordinating the services they need. They may miss appointments,
take medications poorly, abuse substances, or have poor skills or support. They need someone to
help coordinate their services. People who are “self-responsible” not only collaborate in their
recovery, they can coordinate it.

The three groups are not dependent entirely on consumer traits. System traits, primarily
“engageability” and “directability,” also affect who is in which group. For example, there were
many people who went to the Mental Health Association’s Homeless Assistance Program who
wouldn’t go to a local mental health clinic to make appointments and get medications. However,
when | started handing out pills at HAP’s drop-in center, most of them wanted to take pills.
They weren’t really “medication resistant.” They were “clinic resistant.” When | changed the
“engageability” of psychiatric services, many of them changed from “unengaged” to “engaged,
but poorly self-directed.” Similarly, it is far easier for consumers to coordinate their own
services if they are available at one site in an integrated services program, instead of scattered in
several separate systems.

Here is an example of how these stages could be used to assess my community’s needs and
present capacities, and to make highly focused transformation recommendations based on our
present problems. Your community will probably have some differences. | also offer services
that the Mental Health Association has developed, either at our MHA Village integrated services
program or at the Project Return: The Next Step consumer-run program, as possible models.
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Stage 1: Unengaged
Entrance to stage:
Recovery goal:

Common needs:

Present capacity:

Present problems:

Transformation
recommendations:

MHA Village Models:

¢ |dentification of need for mental health services
e Trust, hope, goal setting, and planning

e Crisis management

e Charity/“entitlements”/quality of life support services and advocacy —
housing, financial, employment, education, substance abuse treatment,
physical health, community integration, family strengthening

e Engagement into treatment and thoughtful triage

e Recovery support — acceptance, sanctuary

e Hospitals, emergency services, long-term locked treatment

e Police, jail

e Co-located mental health workers in social service settings — welfare office,
housing, Social Security, education, homeless assistance, vocational
rehabilitation, courts, police teams

e Primary health care settings

e These programs often provide crisis management without engagement or
charity without engagement. It is rare to see even two of these functions
integrated, although the vast majority of people need all three together.

e Virtually all present capacity is short term, episodic settings.

e Some people appear to be “persistently unengageable.” They might be
appropriate for involuntary outpatient treatment. Opponents of this coercive
approach claim, rather persuasively, that if there was better engagement there
might not be “persistently unengageable” people left to coerce.

e Integrate the three service needs into long-term community-based settings.
e Create a close link between settings where people are currently seen briefly
to integrated settings where they can get longer, proactive services.

e Outreach and Engagement and Fast Track programs

Stage 2: Engaged, but poorly self-directed

Entrance to stage:

Recovery goal:

Common needs:
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Engagement with mental health services
Collaboration in own recovery

Empowerment, self-responsibility

Mental health treatment, often including crisis management
Quality of life support services and advocacy — housing, financial,
employment, education, substance abuse treatment, physical health,
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Present capacity:

Present problems:

Transformation
recommendations:

MHA Village Models:

community integration, family strengthening
e Recovery support — acceptance, sanctuary, healing, self-responsibility,
attaining meaningful roles in the community

e “Structured” programs and environments — IMDs, board and care facilities,
day treatment

e ACT teams

e Integrated Service programs — ISAs, AB 2034 programs

e Most of these people are being treated in outpatient clinics that lack the
capability to intensively coordinate care, resulting in too many dropouts,
erratic service utilization, frequent crisis, and poor outcomes.

e Programs that rely on structure and limit choices to make it easier to
coordinate services are generally ill-suited to promoting empowerment and
self-responsibility.

e Only the ACT teams and Integrated Service programs have substantial
capability to do assertive outreach to re-engage people when they disengage.

e Transform structure-based cultures to recovery-based cultures.
e Add ACT and integrated services capabilities to clinics so people can be
triaged to the level of service they need.

e Neighborhoods, Transition Age Youth Team

Stage 3: Self-responsibility

Entrance to stage:

Recovery goal:

Common needs:

Present capacity:
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Has ability to coordinate services
Sets and pursues quality of life goals with minimal assistance
Self-directs crisis management

Community integration, attaining meaningful roles, graduation from system

Mental health treatment, often including self-directed crisis management
Quality of life support resources and advocacy — housing, financial,
employment, education, substance abuse treatment, physical health,
community integration, family strengthening

e Recovery support — acceptance, sanctuary, healing, self-responsibility,
attaining meaningful roles in the community, self-help, giving back,
graduation

Outpatient clinics

Private psychiatrists, HMOs
Self-help programs
Wellness Centers
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Present problems: e Although these people are “high functioning,” they often have needs
beyond maintenance mental health treatment, but the system often doesn’t
have additional services for them. It is rare to have good accessibility to
quality of life resources.

e \We don’t provide them the services they need in an integrated way, so it is
difficult for them to be self-directed. It is rare for one program to integrate
mental health services, recovery support, and quality of life resources.

e Programs have difficulty responding to crisis in empowering, responsive
ways. They usually send people in crisis back to the same crisis services
“unengaged” people go to where they are treated inappropriately.

e Graduation from the system is a rare outcome and generally not promoted.

Transformation ¢ Integrate needed services into one program, including self-directed crisis
recommendations: management.

e Create effective linkages into these programs and out of them.
MHA Model: e Wellness Center

Many programs care for people, but do not help them progress through these stages. If we
expect people to progress through the stages, we need to be especially attentive to the transition
points: identification, engagement, empowerment, and graduation.

There is an enormous number of people outside this schema, before identification and after
discharge. We assume they don’t need mental health treatment on the one hand or no longer
need treatment on the other, but both groups are more complicated than that.

The “before identification” group includes numerous “normal” people. However, it also
includes people who have serious mental illnesses, but for a variety of reasons have never been
identified. These people should be a target for the Prevention and Early Detection programs.

In addition, there are many people who have requested mental health services, but are turned
away because they aren’t in the “target population” of people with serious mental illnesses. This
screening process was created more than a decade ago to focus services on the most needy by
removing the “worried well” from caseloads. My remembrance is that Los Angeles County’s
system removed about half of the people it served at the time, but we were never able to increase
the number of people with serious mental illnesses served because of ongoing budget cuts.

There is an ongoing, serious, realistic concern that if this screening is reduced, the underfunded
system would be overwhelmed by too many people in need. It is hard to be welcoming when the
main job is to turn away as many people as possible.

The screening tool is diagnostically based, “Major Mental Iliness on Axis I,” rather than
disability based, so people with primary post-traumatic stress, anxiety, eating, personality, and
substance abuse disorders are to be screened out regardless of level of impairment. Many times
this screening is done cursorily, even over the phone, without regard to what services might, or
might not, be available for them outside the mental health system. Very rarely is a true
diagnostic assessment, needs assessment, and community based service plan done. The net
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effect is that the “before identification” group includes a substantial number of needy people
with mental illnesses who are “rejected” and end up unserved anywhere. We generally don’t
keep track of who we reject.

The “after discharge” group has six sets of people: 1) people who move away, 2) people who
move outside the public sector for their mental health care, 3) people who become disengaged
and are lost to follow-up, 4) people whose problems improve and no longer feel in need of
services, although they didn’t recover, 5) people who recover and graduate, and 6) people who
we discharge because of unacceptable behavior (usually violence, substance abuse, non-
compliance, or stealing).

If we consider each of these sets individually, quite a number of needs emerge — transfer
coordination, assertive re-engagement, relapse prevention education, graduation services,
specialized programs for unsafe people — along with possible system transformations. It is likely
that if we followed our discharges, few of them would be “no longer in need.”

The system belief underlying many of these groups’ problems is that the system only
survives because of an ability to turn away and discharge people in need. With very limited
“positive flow” in our system — people moving to lower levels of service and even graduating —
and with new people coming to our doors every day in need, programs are nearly always “full.”

Very little attention and resources are spent on these groups because of our guilt feelings
over our role in creating them, and because we believe that attending to their needs would create
more work rather than less. There is no belief that either better assessments or community
service planning on the one hand, or better transfer coordination, assertive re-engagement, or
graduations on the other hand would payoff. Changing this belief is an important, often
unrecognized, piece of overall system transformation.

Therefore, a complete planning process requires two more stages:
Stage 0: Unidentified
Entrance to stage: e Experiencing distress, disruption, or wanting help with life

e Being in a high risk group
e Experiencing early warning signs

Recovery goal: e Prevention, increased self-awareness, and decreased stigma and avoidance
of help
Common needs: e Welcoming and acceptance in destigmatized, initial mental health contacts

e Screening for mental illnesses, risk factors and warning signs

e Collaborative diagnostic assessment, needs assessment, and community-
based service planning, whether eligible for mental health services or not

e Quality of life support resources and advocacy — housing, financial,
employment, education, substance abuse treatment, physical health,
community integration, family strengthening
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Present capacity:

Present problems:

Transformation
recommendations:

MHA Village Models:

Stage D: Discharged

Entrance to stage:

Recovery goal:
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Mental health public awareness, education, and screening campaigns
Mental health help lines — referrals, suicide prevention, NAMI, MHA, etc.
Telephone and walk-in screening at many mental health programs
Outreach programs — homeless, police, jail, etc.

Co-located mental health workers in social service settings — welfare office,
housing, Social Security, education, homeless assistance, vocational
rehabilitation, courts

e There is extremely limited funding to spend time with people who are not
already identified clients of the mental health system. As a result, almost all
programs have essentially eliminated these services. Services tend to be
provided by charitable agencies often detached from the overall system.

e There is insufficient awareness of and collaboration with other community
mental health and social service agencies to make realistic plans and referrals.
e The present diagnostically-based screening tool excludes many people who
are the neediest; is not responsive to the community’s social needs; and is
easily distorted, often for humane reasons, but may lead to incorrect
diagnoses and treatments as a result.

e Cultural factors have a profound impact on help-seeking behavior and
stigma generally and require high levels of specialization to be successful.

e Create funding streams for these services to be integrated into present
programs, probably from a combination of Prevention and Early Detection
and Adult System of Care funds.

¢ Increase collaboration with other community-based agencies.

e Change the screening criteria for eligibility for public funded mental health
services from a diagnostically based tool to an impairment and social
disruption based tool.

e Increase culturally specialized programs.

e “No wrong door;” outreach and engagement; phone screening/triage, which
provides a quick response as well as active referrals for individuals who do
not have serious mental illnesses

e Discharge from services — people who: 1) move away, 2) move outside the
public sector for mental health care, 3) become disengaged and are lost to
follow-up, 4) improve and no longer feel in need of services, although they
didn’t recover, 5) recover and graduate, and 6) are discharged because of
unacceptable behavior (violence, substance abuse, non-compliance, stealing)

e Depending on situation, transfer between providers, re-engagement, or
graduation and relapse prevention
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Common needs: e Facilitation of service transfers, which includes planning, supported
contact, transfer of records, and management of relationship changes
e Assertive re-engagement services
e Re-entry services
e Quality of life support resources and advocacy — housing, financial,
employment, education, substance abuse treatment, physical health,
community integration, family strengthening
e Specialized services for people who cannot be treated safely in other
programs and are discharged or refused services as a result

Present capacity: e Modest discharge planning services in many programs
e Assertive re-engagement in ACT and integrated services programs
e Jail and prison services, forensic state hospitals beds, Conditional Release
Program, Parole Outpatient Clinic, long term locked treatment

Present problems: e Most programs do not have a vested interest in improving their discharge
programs or re-engaging drop-outs, because they are not usually responsible
for assisting people later on if there are problems. Their responsibility to
serve people is episode-based, not lifetime-based.

e There is a pervasive lack of belief in true recovery, graduation, or the
ability for people to become independent of the mental health system. Also,
unfortunately, many of our other values and practices, like acceptance, re-
engagement, and lifetime-based responsibility, can conflict with promoting
graduation. As a result, many programs and practices tend to hinder these
achievements rather than promote them.

e The specialized programs available are either accessed through the criminal
justice system or acute hospitals, both generally unreliable partners because
of their own overriding concerns. This is another, though very different,
possible niche for involuntary civil commitments, but considerable police
support will be needed to make it safe and effective.

Transformation e More programs, especially in Stage 1 and 2, should have “no fail,” lifetime
recommendations: based responsibility enrollments. These programs would have to incorporate
facilitated transfers, assertive re-engagement, and monitored discharges in
their practices.
e Create an inspirational cohort of successfully recovered graduates.
e Track unsafe people, so they aren’t repeatedly discharged only to be
readmitted by other unaware programs and so specialized plans and
programs can be specifically developed for them.

MHA Village Models: e “No fail,” lifetim