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Introduction
It’s been a very busy year or so since I posted my “Proposition 63 Begins Implementation
Toolbox” in early 2005. Like many of you, I’ve participated in a lot of recovery-based planning
meetings. I’ve been to 22 counties around the state doing workshops and consultations. I’ve
also been working regularly with the “Big 7” clinics in Los Angeles, along with Bruce Anderson.
These are large directly county operated clinics with very high case loads. We’ve been
facilitating a recovery based cultural transformation so that as MHSA money becomes available,
it will be incorporated into already transforming programs. You’ve all taught me a great deal
and treated me very well.
I’ve kept writing over the course of the year, and now that counties are beginning to get their
plans approved and getting ready to spend some money, building some new programs and hiring
some new staff, it seemed like a good idea to post this set of “program building” writings. They
are all separate papers, not connected chapters. Some build on older writings and some are
entirely new.
For those of you who are my long term readers, you may have noticed that my major writings are
focused on four areas of recovery transformation:
•
•

•
•

A Road to Recovery contains a description of the recovery process itself with lots of
my stories.
A Guide to Mental Health Transformation on a Personal Level contains a
description of the personal transformations needed from consumers and their families,
staff, programs and their leaders, systems and their administrators and auditors, and the
community.
Proposition 63 Begins Implementation Toolbox contains a set of papers and tools
about recovery based system design.
Building Mental Health Services Act Programs contains a set of papers and tools
about recovery based program implementation.

They’re all on the Village’s website www.village-isa.org along with some other writings on
special topics. I hope they’re helpful to you. I love to hear from readers so feel free to e-mail
me at mragins@mhala.org.
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Implementing the Mental Health Services Act
By Mark Ragins, MD
Everything keeps moving along with the Mental Health Services Act. Lot’s of planning,
including many new voices, has happened. Plans have been written and approvals are coming
down from the state. We’re getting to the point of writing new contracts, hiring new staff,
creating some new programs and transforming some old ones. There’s a lot of work to be done.
We have to be careful if we’re going to succeed in building recovery.
As we’ve moved around the state doing lots of trainings, we’ve found that things are getting very
complicated. Different counties and programs are at different points and different people within
each county and program are at different points. We’re trying to put together a picture of the
larger path we’re all on so people will know what to focus on next.
The first step is to build exposure and enthusiasm about recovery. This may seem like stuff
you’ve already done, especially if you’ve been sitting in endless stakeholder and planning
meetings, but remember, many of the people you’re going to be asking to do the actual work and
many of the consumers and their families who will be effected, haven’t been to those meetings
with you and may need to be brought up to speed.
Discussion questions:
1) How can everyone become aware of the basics of recovery (e.g. consumer stories, recovery
research, consumer movement and other contributions, principles of recovery, consumer
and family inclusion, quality of life outcomes, contrasts with the medical model)?
2) How can everyone identify how recovery resonates with them and could promote some of
their core values?
3) How can everyone tell their own recovery worker stories, identify their strengths as a
recovery worker and also identify what they’d like to enhance?
The second step is to build believability and motivation. Many people, who nodded politely
when told about recovery, will have some serious questions and reservations now that it’s
becoming real. They may not believe your system works well enough to actually build anything
positive. They may not believe your leaders or the culture of your programs can ever change.
They may not want to change themselves. We need to hear these concerns and create a vision
they can buy into, that they think is realistic, so they’ll get involved.
Discussion questions:
4) How can everyone believe recovery is actually going to happen instead of just the latest
fashion to be waited out?
5) How can everyone believe their system can change enough to bring recovery to the table as
an important factor in administrative decision making alongside cost control, revenue
generation, risk management, personal politics, and clinical treatment promotion?
6) How can everyone believe their leaders are really invested in making this transformation
work instead of pretending to do this to get the money?
7) How can everyone believe the line staff is both willing and able to become recovery
workers?

4

8) How can everyone believe that they’ll work together towards the mission of recovery
instead of looking out for their own personal gain and comfort?
9) How can everyone understand the changes needed at the program level to achieve this
transformation?
10) How can everyone visualize where they fit into a recovery based spectrum of services?
The third step is to build action. People have to create action plans that they own to start actually
building. We can give them recovery based goals and a clear idea of what they’re trying to
build, but they’re the experts in their own lives. They have to build on their own strengths and
find the best way for them.
Discussion questions:
11) How can line staff become willing and able to create and implement their own action
plans within their clinic instead of being expected to follow orders from above?
12) How can staff form teams in their own clinics to make decisions, take risks, act, and learn
from what they’ve tried?
13) How can program leaders champion and shepherd substantive changes in how things are
done?
14) How can administration alter policies and procedures, working with unions, risk
management, and payors to facilitate recovery based changes?
15) How can open and trusting lines of communication and collaboration between line staff,
program leaders, and administration be created that flow both top down and bottom up?
16) How can consumers and families be included in the transformation process working
alongside line staff, program leaders, and administrators?
17) How can everyone plan and make changes at the program level in staff values, staffconsumer interactions, infrastructure, and service capacity?
18) How can motivation and energy be maintained through the long and difficult
implementation process?
19) How can administration actively support the transformation process by changing
department mission, policies and procedures, hiring practices, outcome accountability
infrastructure, and billing/productivity requirements?
The forth step is to build technical expertise. You may be building services or programs or
cultures you’ve never built before. You may be hiring people you’ve never hired before. You
may be asking consumers and their families to do things they’ve never done before. We can help
move beyond vision to building new skills.
Discussion questions:
20) How can staff obtain and utilize recovery expertise to best implement changes at the
program level in staff values, staff-consumer interactions, infrastructure, and service
capacity?
21) How can administration obtain and utilize recovery expertise to best support the
transformation process by changing department mission, policies and procedures, hiring
practices, outcome accountability infrastructure, and billing/productivity requirements?
22) How can staff with needed new skills including recovery promotion, housing, employment,
education, benefits assistance and financial planning, dual diagnosis competency,
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community development and integration, wellness promotion, and graduation be trained
and hired?
23) How can existing staff learn new skills and transformed roles to promote recovery most
effectively?
24) How can teams of unfamiliar partners including psychiatrists, paraprofessionals,
consumer and family staff and licensed clinical case managers be created and learn to
work together collaboratively?
The fifth step is to build sustainability. You need to make the new ways stick and not just slide
back. You need to create structures and rituals to keep things going. Future leaders will have to
maintain the transformation and promote further growth despite ongoing outside pressures. You
will have to make changes in your administrative structures, leadership, programs, and your
cultures and values to keep things going strong.
Discussion questions:
25) How can the system keep recovery at the table as an important factor in administrative
decision making alongside cost control, revenue generation, risk management, personal
politics, and clinical treatment promotion?
26) How can funding sources be altered and used differently so they promote instead of
undermine recovery?
27) How can “outsiders” be incorporated into leadership, current leaders be sustained, and
career ladders be built to create new generations of leaders?
28) How can employee, consumer and family orientations be created to initiate new people
into the culture and practice of the program?
29) How can rituals be created to celebrate a range of successes?
30) How can programs be protected from the destructive effects of politics and budget
negotiations?
31) How can an ongoing learning culture be created and sustained, always pursuing
improvement and innovation?
32) How can consumers’ goals be regularly given primacy over staff and system goals?
It can seem like an overwhelming amount of work to do, but the more of these process and
infrastructure factors are built into the transformation process as you go along the greater the
likelihood the transformation will succeed.
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What’s Really Different About Recovery?
A Personal Commentary About the Transformation Process
By Mark Ragins, MD
All over the country, but especially in California, there are thousands of mental health
professionals who have been generally minding their own business, working hard or not,
comfortable or frustrated, who are now being told by a small army of advocates like me that their
lives are about to change. A total transformation is under way, we claim, waving copies of the
President’s Commission Report and the Mental Health Services Act. The old ways are on their
way out and recovery is on its way in.
Having seen many advocates come and go over the years, some with quite good ideas, our
audiences are understandably skeptical. If we really want to help, you tell us, instead of
preaching this recovery stuff, do something about crushing case loads, or burdensome
paperwork, or unresponsive beaurocracies, or billing requirements, or restrictive civil rights
laws. Is recovery going to help with any of that? Well, maybe.
What is this recovery, anyway? The answer seems to depend a lot on who’s doing the talking.
One of the reasons recovery has grown so strong is that it has brought together a number of
powerful strands into one cord. There are the 12 step people talking about integrating mental
health and substance abuse treatment, harm reduction, and motivational interviewing. There are
the consumer movement people talking about empowerment and consumer-driven care,
inclusiveness and choice, hiring consumers and self-help. There are rehabilitation people talking
about quality of life outcomes, skill building, and employment. There are community integration
people and emotional healing people, civil rights advocates and recovering staff, cultural
competency people and spirituality people. There are psychiatrists talking about medication
collaboration instead of medication compliance and social workers talking about community
development instead of individual therapy. As the cacophony grows, any reasonable definition
of recovery seems to get further and further away.
Finally something someone says sounds familiar to you. Maybe it’s a hint of old community
mental health, or bio-psycho-social holism, or some long ago discarded theorist. Or maybe it’s
just some personal idiosyncratic practice or belief that seems to fit into this model. Hugging is
OK. Home visits are OK. Don’t worry so much about diagnosis or boundaries. It’s OK to self
disclose and let people know you care. Gradually things get clearer for you: You’ve been
practicing recovery all along, but calling it something else. Now there’s a comforting thought.
You can just change some words and some forms and maybe even the name on the door and go
back to work. But, before you leave, Mr. advocate or reformer or whatever you are, could you
please do something about the case loads and paper work and beaurocracies and billing and laws,
as long as you’re here anyway.
At that moment, you notice that I’ve gotten really angry. No, no, no!!! You’re not already doing
recovery. You don’t understand. Recovery is about forming relationships with people, not just
making diagnoses. It’s about helping them rebuild their lives, not just treating symptoms. It’s
about working alongside someone, not doing treatment to them. It’s about treating people like
they’re capable of self-direction and growth, not like incapacitated patients. It’s about forming
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real emotional relationships not artificial treatment relationships. It’s about hope and
empowerment, self-responsibility and respect, community integration and fighting stigma. Don’t
you get it? This is exciting stuff.
At that moment, I notice that you’ve gotten really angry. Just what am I accusing you of here?
Not caring? Not respecting people? Not really helping them? If I can’t see that you’re doing
the best you can with what you’ve got, I can just get lost. And don’t forget about the case loads
and paper work and beaurocracies and billing and laws on the way out.
A few holdouts remain. Some of that recovery stuff did sound pretty good, and we could use
some new energy around here. Let’s all calm down a little before we throw recovery out
entirely. Is there some way we can build on what we are doing? Some next steps we can do?
What’s really different about recovery?
And I pause…
The real problem is that recovery is so big, when you actually see what it is. It changes your
priorities, values, goals, relationships, and practices. Almost every decision is affected by
recovery. Perhaps the best way to look at it is that recovery is a different culture. But cultures
are hard to define because they are what we take for granted underneath everything. Culture is
the things we just know without having to check. To transform into recovery we’re going to
have to check everything we know, not because it’s all bad, but because that’s what’s needed to
change a culture.
And looking out at the blank stares, I pause again…
Let me try again. I read somewhere that there are three models of change. The first one is
development: You can take what you already know and do, build on your strong points, work on
your weak points, maybe add a new technique or two. The development oriented people love it
when I offer to do recovery based training. Can we especially get training for our psychiatrists?
They’re really a problem. The second one is transition: Let’s see where you’re at right now and
where recovery would like you to be and make a plan to get from here to there. The transition
oriented people love it when I create recovery based program inventories. Let’s get a check list
so we’ll know what else we need to do. The third one is transformation: You create an internal
upheaval and change something fundamental inside of you, and that change causes you to see
things and do things differently. No one with an ounce of sense loves that model. So, of course
it’s the way I want to go.
Why? Because transformation was the path the Village took and it worked for us. I remember
late one evening, probably a decade ago when the Medical Director of the hospital where we
worked told me that he’d been watching the Village succeed with people no one else would
have. He thought he’d finally figured out why: Because we respected our patients in a way no
one else did. Several years later, two UCLA anthropologists spent a year at the Village to figure
out what our magic was and why it seemed so hard to replicate the Village elsewhere. Their
conclusion was that contrary to all the billing pressures, the administrative rules, and the
professional guilds’ standards, we were treating people like people instead of like patients. That
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was it. It’s probably not coincidental that the number one reason staff get fired at the Village,
more than every other reason put together, is for not respecting our patients and not treating them
like people. Our recovery culture is built upon our internal states, so things that are a struggle
elsewhere seem to flow naturally for us.
As I look around, I see that I’ve driven off even more people sure they’re being insulted yet
again. I muse that it’s going to take an awfully long time to achieve any transformation like this.
Maybe I should have eased into this somehow and not driven away so many people. Maybe we
shouldn’t begin with transformation. Maybe we should begin with forming an ACT team, doing
some home visits, hiring some consumer staff, learning how to do WRAP plans, building an
employment and housing program. We could start by learning the notes; the music will come
later. But even that’s a lot to ask if people don’t buy into the big picture first.
Only two sets of people are left in the room with me: People who are too young and idealistic to
know any better, and people who have already experienced at least some of that internal
upheaval and transformation and know in their heart I’m right.
If I’m going to draw you back in, I’ll have to pull on your heart strings and the best way I know
to do that is with stories. I have enough good stories of my own to rival the Arabian Nights, but
for this task I’m going to need your stories. To begin with, I need two stories: First, I need the
story of how your heart got you into mental health in the first place. I’m not talking about what
school you went to or what classes you took. I’m talking about why you’re in this strange and
wonderful field instead of accounting or teaching or computer programming. There’s lots of
easier ways to earn a living than this. Was there some compelling emotional reason you’re here?
If so, remind yourself of it. Maybe you’ll feel “too young and idealistic to know any better”
again too. Maybe under those layers of hurt and disappointment, burnout and frustration, and
learning how to get by, you can still be touched.
Then, I need a story of a time you let a patient get too emotionally close to you; where they got
under your skin and healed you as much as you healed them; someone that, however it turned
out, you have a strange feeling they were put in your life for some reason. Maybe you’ve
“already experienced some of that internal upheaval and transformation” too.
Now you’re ready for my bottom line. I believe that there are three levels of helping someone.
The first one is the intellectual level. We can help people a great deal using our heads. We can
do assessments, make diagnoses, and prescribe treatments. We can do case management, get
people benefits, work on their quality of life, and give good advice in times of trouble. This is
the level that our system usually works on.
The second one is the emotional level. We can connect emotionally, and become empathetic and
compassionate. Our heart can go out to people and they can feel it. Then they’ll know that we
feel their pain, and that we really care about them, that we believe in them when they can’t
believe in themselves, and they’ll feel healed even when we can’t do anything practical. This, I
believe, is the level where recovery occurs.
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The third level is the spiritual level. Sometimes things happen that, depending on our spiritual
views, seem miraculous, or like God is working through us. We tend not to mention these
moments to each other. We don’t usually have a shared language even to talk about them, let
alone to try to help them happen more often. So they’re rare special events and that’s all they’re
likely ever to be for almost all of us.
I believe, that no matter how many recovery based practices we create, we won’t really touch
people until we change ourselves, and our system, to support staff to work openly on the
emotional level. We’ll need many things to accomplish this. We’ll need to form teams to
protect each other from being hurt and to avoid making ethical mistakes. We’ll need to take care
of each other emotionally. We’ll need protection from liability. We’ll need administrative
support when we extend ourselves.
We’ll also need to lower the walls that keep us emotionally apart from the people we’re trying to
help so we can touch them. Some of these walls are professional, some are personal, and some
are administrative. Most of these walls are embedded in our present treatment culture, but not in
the recovery culture.
Recovery says that the foundation of a good treatment is not a good diagnosis or even a good
plan; it’s a good relationship. For too long, we’ve deemphasized our relationship skills and
expected them to come naturally. How good listeners are we really? Do we get a picture of
what people’s inner worlds are like so we can give them hope and motivation? How well do we
engage with difficult people? Do they feel a caring connection with us? Do they trust us? How
well do we negotiate and collaborate with people? Are they learning from their successes and
their mistakes? Are they changing? Are we changing with them? How well do we help people
take more self-responsibility without feeling abandoned? How well do we help people leave us
and feel good about it? All of these skills are crucial to safely lowering walls and creating
recovery.
Lowering walls is a frightening idea and will require a higher level of trust and of overall system
health than most places have. We may have to do a lot of work as we go along in these areas if
we are going to succeed.
When all is said and done, safely lowering the walls between us is what I think is really different
about recovery, but it’s not likely to be the first step. Where should we start?
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We Treat Chronic Illnesses, Don’t We?
By Mark Ragins, MD
(How dare I include in the title the politically incorrect “chronic illnesses”? Because this paper
is not designed to reach out to politically correct recovery champions and consumer advocates.
I’ve written plenty of other stuff for you. This paper is designed to engage our professional staff
who, like me, were trained, in long, expensive, professional programs that taught us to help
people by treating their illnesses. We’re the people you turn to in an emergency, who shoulder
the legal and clinical responsibilities in our system, who treat people who need it even if it means
coercing them. A successful system, including a recovery based system, must include us. I’m
“meeting them where they’re at” and trying to bridge the gap between us so we can become
collaborative coworkers.)
When the various medical professions as we know them and the “medical model” emerged about
a century ago the vast majority of patients had acute illnesses, mostly infections and injuries.
The average life span was about 45 years. As we became more effective treating those illnesses
the prestige of medicine grew and people started living long enough to get chronic illnesses. At
the present time the vast majority of medical patients have chronic illnesses, but medical practice
hasn’t been transformed to meet patients’ changing needs. Psychiatry, seeking similar prestige
and funding levels, has increasingly sought to model our practice on the acute illness medical
model used by our medical colleagues. Public psychiatry patients almost all have chronic
illnesses, both because we target our efforts on people with serious, persistent mental illnesses
and because there is so much stigma attached to mental illnesses that people rarely seek help
until after they’ve been struggling on their own unsuccessfully for a long time. There are
significant differences between how acute illnesses should be treated and how chronic illnesses
should be treated that I will discuss in this paper. I believe that public psychiatry is not likely to
meet our patients’ needs more effectively while adhering to an acute illness model instead of a
chronic illness model.
Chronic illnesses differ from acute illnesses in several important ways:
1) With acute illnesses it’s reasonable to withdraw from life while being treated, whereas, with
chronic illnesses the patient should try to maintain their “normal” life while being treated.
2) The ongoing symptoms of chronic illnesses often make it hard to maintain a “normal” life,
necessitating rehabilitation to increase function, personal adaptations to cope, and community
adaptation to maintain access to life.
3) Chronic illness more often than acute illnesses effect people’s self identity.
4) Hope is more difficult to maintain for both patients and professionals with chronic illnesses
because the symptoms resist treatment and helplessness settles in.
5) Recovery from acute illnesses usually results from symptom relief, whereas, recovery from
chronic illnesses usually results from being able to maintain wellness and responsibility for self-
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care and being able to replace professional supports with natural supports while rebuilding a
meaningful life.
These differences have important treatment implications that have never been adequately
addressed by our professions, our education, our helping roles, or our funding system. The
premise of this paper is that if we seriously address the care of chronic illnesses we will arrive at
almost all of the “recovery model” without ever really leaving the “medical model.”
The treatment for most acute illnesses can be done to the patient, whereas, the treatment for
most chronic illnesses must be collaborative.
Patients with acute illnesses can literally turn their lives over to professionals to be treated, even
living in a controlled hospital environment for awhile if needed, confident they will retake
control over their lives once they are well again. All the patient is expected to do is “follow
doctor’s orders.”
Treating patients with chronic illnesses the same way, whether they have asthma, diabetes, sickle
cell anemia, AIDS, schizophrenia, or alcoholism is rarely successful. Long term “treatment
compliance” is amazingly low with all chronic conditions. We simply can’t expect people to put
their lives on hold indefinitely or stay living in hospitals for long periods waiting for treatment to
work. They’ll choose to drop out of treatment rather than drop out of life. Acute
hospitalizations tend to become “revolving door” because the condition continues long after the
“stabilization” achieved in the hospital is long gone.
Instead, the patient must make chronic changes to impact their chronic illness while going on
with their lives. The changes they need to make fall into two categories: Self-help and wellness.
Self-help involves actively engaging in the treatment process, learning about your illness and
how to deal with symptoms when they occur either on your own or with professional assistance.
Wellness involves knowing what’s needed to prevent symptoms from occurring and how to keep
symptoms from disturbing your overall sense of wellbeing and ability to go on with your life.
Both include recognizing your warning signs, exacerbation signs, and crisis signs, knowing what
to do about each, and having the self confidence and self responsibility to make the necessary
decisions and take action.
Neither self-help nor wellness can be achieved by relying on a “follow doctor’s orders” model.
A more empowering, collaborative model is needed.
The treatment for chronic illnesses requires more teaching and usage of self help techniques
than the treatment of acute illnesses.
Teaching people about their condition and how to help themselves can take a lot of time, but if
we don’t take the time to do it we’ll find ourselves taking care of them in the same situation over
and over again (Think teaching to fish instead of giving a fish). We often find ourselves taking
care of someone over and over again in the hospital without them really learning what changes
they’ll have to make in their life to stop being hospitalized. Similarly, we work with people who
stop taking their medications over and over again without really getting through to them to stay
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on their pills. Without really realizing it, we’re acting as if every hospitalization and every
relapse is basically a new acute illness. We don’t often help patients learn from their past.
Many people with chronic mental illnesses are not appealing students. Some were in special
education classes or did poorly in school. Some have poor concentration or are irrational. Some
are wrapped up in their own worlds, slowed down by depression, or confused by anxiety or
mania. Some people even reported that people with schizophrenia have a “failure of historicity”
meaning they can’t learn from their pasts. One look at UCLA’s skill training modules with their
pervasive repetitiveness can give us some idea how hard teaching them can be. It’s not
impossible, but sometimes it’s a lot of work.
The most overwhelming obstacle to teaching many people with chronic mental illnesses is that
they “lack insight.” They refuse to agree with us that they have an illness at all, so how can they
learn about their illness and how to help themselves? There is a way around this blockage.
Remember when they did the meta-studies of psychotherapy? It turned out that for a therapy to
succeed, it didn’t have to have the “right” explanation for the person’s pathology. We could
succeed with psychoanalytic explanations, behavioral explanations, interpersonal explanations,
or a host of others so long as it was a “shared” explanation – one both therapist and client could
agree to base their work on.
Our present dominant explanation, that a neurochemical imbalance causes most chronic mental
illnesses, suffers from an impressive lack of “face validity” or “intuitive appeal.” It just doesn’t
feel true to most people. It’s a hard explanation for people to share with us. We can widen the
number of people we can teach if we have at our disposal a wide array of plausible explanations
we can chose between depending on which one our client is most likely to believe. After all,
most people with chronic mental illnesses think something is wrong. They just don’t think it’s a
neurochemical mental illness. Just like they’re sure they’re not crazy.
Would you be willing to teach someone that they’re drowning in the same deep waters that
Saints swim in and need to take medications and keep themselves grounded because they aren’t
prepared to use their spiritual gifts? Would you be willing to someone people to go on a
“thought diet” like John Nash did in “A Beautiful Mind” to return to reality from the seductions
of his unfettered thoughts? Would you be willing to teach someone to take medications and
avoid using speed to strengthen his brain to fight off rays from a machine in outer space? Would
you be willing to teach someone to create a “mother angel” to care for the “baby angels” whose
cries have been keeping her awake for several years since her children were taken away from
her? It makes for strange “informed consents,” but I’ve used all of these “shared explanations”
to teach people to take care of themselves who lacked insight.
Another problem with our prevailing neurochemical model is that it offers only limited
opportunities for self help. Generally our advice boils down to, Take your meds and avoid
stress.” That’s barely hopeful and definitely not empowering or engaging.
We have been taught Cognitive Behavioral Therapy, that’s proven for both depressive and
psychotic conditions, and a variety of relaxation and anxiety reduction techniques, but in actual
practice we don’t use them much. We claim we’re including them in our individualized
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supportive therapy instead of using the “manualized” procedures because most of our chronically
ill patients just don’t seem to be responsible enough for the “real thing” but, in reality, we’re far
more likely to resort to problem solving, care taking, case management, structuring, and making
decisions for people than teaching. The overt decision to individualize and include teaching
within support is probably correct. The covert decision to abandon teaching probably isn’t
correct.
There are a wide variety of other self-help techniques that have evolved out of the consumer
movement (for example from the National Empowerment Center). Even though some of these
like WRAP (Wellness Recovery Action Plans) have attained national prominence, virtually none
of them have been included in professional curriculums or CEU conference trainings because of
their non-professional origins. Many of these are more suited to our patients than the
professionally created products and easier to use.
On the face of it, it would seem that all of this would require more motivation and participation
from the patients, not less. It would seem easier to be dependent on professionals and cooperate
with being taken care of than to learn to take care of yourself and work collaboratively with
professionals. If we’re already having problems with compliance, why make things worse?
Because one of the main reasons patients aren’t compliant is that the treatment doesn’t “work” in
the way they expect it to work. They expect to be made well rapidly by the professionals and
that doesn’t happen if they have a chronic illness. When that doesn’t happen they often
withdraw. The expectations and the nature of the helping relationship need to change from the
outset if we’re going to get more collaboration. The patients have to change models too.
The treatment for chronic illnesses, unlike acute illnesses, requires actively engaging the
person in their own treatment process.
Attempting to engage people in the ways we’ve been taught, within the structures of our “auditor
friendly” systems, who may be impaired by their mental illnesses and may not even believe they
have a mental illness has been incredibly frustrating. The most common recommendation to
address this problem unfortunately has been to recommend increased coercive powers to make
people receive treatment whether they’re engaged or not. That might work for acute illnesses but
not for chronic illnesses. Long term engagement is essential for people with chronic illnesses.
There are those who claim that forced treatment can achieve engagement by reducing symptoms
and “restoring people to sanity” which will help people regain “insight” and then engage in
treatment. While this may occasionally be true, far more often it leads to inadequate engagement
and the “need” for further involuntary treatment.
The way out of this dilemma is to achieve engagement with people who are actively
symptomatic and “unreachable.” A recovery based system approaches long term engagement
very differently than our usual system. Many of their techniques are more effective than our
usual ones. Here are some concrete examples:
1) Our system builds treatment on a good diagnosis. Our initial contact is normally an extensive
assessment. (Common poor results of this approach are people avoiding us saying, “I don’t want
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to have to tell my whole story all over again,” and an incredibly high rate of no shows for second
appointments.) A recovery based system builds treatment on a good relationship. Their initial
contact, which may be an “outreach” contact, normally focuses on welcoming and engagement
incorporating charity, benefits assistance, sharing stories with peers to build hope, lowering
boundaries by being “friendly,” finding shared interests and backgrounds, and building
emotional connections through extended non-judgmental listening.
2) Our system builds expectations that people will have lower symptoms and feel well as a
result of successful treatment. We normally assess symptom relief. (A common poor result of
this approach is that people withdraw when they don’t feel better fast.) A recovery based system
builds expectations that people will achieve goals they set and rebuild a meaningful life. They
normally assess quality of life outcomes (like housing, employment, finances, avoiding legal
problems, etc.) that can often be achieved when services are focused on them.
3) Our system hires licensed professionals and expects us to be able to connect with people
within professional roles and boundaries thus avoiding any negative personal reactions we may
have. (A common result of this approach is that people feel distanced, looked down on, and not
really cared about; just part of doing our jobs.) A recovery based system hires lots of people
with experiences with mental illnesses many of whom want to “give back” and asks them to use
their past experiences to connect with people.
4) Our system tends to prescribe treatments based upon the illness being treated. (A common
poor result of this approach is that people feel invisible, like “an interesting case” and
disconnected from us.) A recovery based system tends to view treatment as supporting people
on their very individual journey of recovery. It highly values their subjective experience of their
illness and their search for meaning within a cultural context.
We can reasonably expect as a result of these changes to be asked to work without resorting to
coercion with a variety of people we haven’t been well connected to before. Many of them
won’t meet our usual criteria for collaborative treatment. They may not believe they have a
mental illness. They may abuse drugs. They may not be responsible, missing appointments, not
take medications “as ordered,” and not be able to give informed consent. It’s not that we haven’t
tried working with some of these people before. It’s that we haven’t been very successful. The
recovery model expects us to succeed now. The pressure here is that, unlike in the past when we
could blame the patient or the insufficient involuntary treatment laws, now we’ll be held
accountable for helping people we may regard as untreatable. An escape hatch is closing.
We’ll be asked to be more flexible and less authoritarian than ever before, more willing to work
collaboratively with our patients, more willing to take risks with people working outside the
norms and protections of standard medical care, and more willing to rely on nonprofessional and
mentally ill colleagues.
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The treatment for chronic illnesses requires including its effects on the person’s ability to live
successfully.
There’s an old study that determined that the correlation between schizophrenia and poverty
wasn’t due to poverty causing schizophrenia. It was due to schizophrenia causing poverty. They
documented that people with chronic mental illnesses tend to experience “downward social
drift.” Their reasonable conclusion was that the symptoms of mental illness get in the way of
making money. We can argue that it’s not really the symptoms themselves that are so
destructive, but actually stigma, segregation and loss of opportunity, civil rights reductions,
treatment effects, institutionalization, etc., but basically we’d all agree that having a chronic
mental illness is likely to hinder your life. We just don’t like dealing with that reality.
Psychiatrists, psychologists, and nurses tend to push off life problems on social workers. Social
workers tend to push them off on case workers and community workers. The entire mental
health field tends to push them off on other social service agencies. We all want to stay focused
on treating the illnesses themselves. Unfortunately, that just doesn’t work very well. Most of
our patients with chronic mental illnesses still lead impoverished, heavily restricted lives.
Why should we believe that we could do better if we got more involved? After all, we didn’t
learn much about housing, employment, education, finances, avoiding jail, or family preservation
in school. Because “supported services” (like supported housing, supported employment,
supported education) actually work when they’re integrated into mental health services. Some
are even proven “evidence based practices.” It turns out, for example, if a supported
employment worker is added to an ACT team many more clients get employed than if they’re
referred to the local Department of Vocational Rehabilitation. Why? Some would claim it’s just
a matter of reducing interdepartmental red tape and improving access, but I don’t think that gives
us enough credit. I think that if we focus on employment we’re able to use our understanding of
people’s illnesses and treatment effects to design effective individualized support plans and I
think that if we focus on using our ongoing treatment relationships with people we can help
motivate them to implement these plans.
There’s a lot of variation in what supports people need and how to motivate them to move
forwards. Someone whose concentration is affected by intrusive voices is different from
someone who uses marijuana regularly. Someone whose moods are unstable because of manicdepression is different from someone with a borderline personality disorder. Someone who’s
slowed down from a major depression is different from someone who’s on high dosages of
sedating medications. Our expertise can help us move from “placement” and generic “training”
to more effective individualized supported plans.
The treatment for chronic illnesses often requires including rehabilitation and personal
adaptation.
Most of our positive experience with rehabilitation and personal adaptation is, strangely enough,
with acute illnesses. For example, many of us have personally experienced dramatic positive
effects from a time limited course of physical and/or occupational therapy and a set of crutches
helping us to recover from a broken leg. Our experiences of the effectiveness of rehabilitation
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with chronic illnesses, like muscular dystrophy or chronic heart failure tend to be less
compelling.
Perhaps our best outside source of inspiration for effective rehabilitation with chronic illnesses
could be special education for learning disabilities: Before special education was mandated, it
was routine to consider many children “retarded,” not bother to understand them too carefully,
segregate them away from normal children, give up on them as “unteachable,” and take care of
them indefinitely. Despite numerous confounding administrative, legal, and fiscal issues, we’ve
made substantial progress since then including Individualized Education Plans based on
multidisciplinary assessments, “mainstreaming” them into normal classrooms with extra support,
and including social and employment skills training to help them become productive adults.
But we don’t really have to look outside mental health for inspiration. There are striking
examples of successful rehabilitation within our own fields ranging from UCLA’s early work
with “unteachable” patients at Camarillo State Hospital, to Boston University’s inclusion of
people with serious mental illnesses in the normal college population using a “chose, get, keep”
support model, to Fountain House and numerous other clubhouses helping people who were
stuck in patient roles to succeed in a variety of other meaningful roles.
I only really embraced rehabilitation and personal adaptations for chronic mental illnesses (like a
Walkman to block out the voices or crocheting a blanket to cope with chronic insomnia or
getting a dog to help go outside despite agoraphobia) when I changed my focus from treating
illnesses to helping people with chronic illnesses have better lives. We’re not using
rehabilitation like the Orthopedists are to help broken legs heal faster. We’re using rehabilitation
like the special education people are to help build lives. If you can shift focus from treating
illnesses to rebuilding lives – and this is the most important shift that the recovery model requires
of us – than you’ll value and learn to use rehabilitation and personal adaptation techniques.
Chronic illnesses affect people’s self-identity more than acute illnesses do.
Very few people become “influenzics” but many people become “epileptics” or “asthmatics” or
“schizophrenics.” It takes a chronic illness to internalize truly destructive identities like
“cripple” or “retard” or “loony” or “stoner.” A good doctor treating a patient with a chronic
illness over the course of many years is likely to become increasingly personal over the years.
He remembers your name and not just the medical details of your case. He’s likely to talk about
how your life is as much as how your illness is. He gets to know your family. This has the
effect of stopping the illness from swallowing you up. The message is, “You may have to come
see me because of your illness forever, but that doesn’t mean that’s all there is to your life.” The
illness doesn’t have to define who you are even with the professionals treating you. They can
relate to you in a friendly way instead of a strictly professional way.
Mental illnesses and substance abuse disorders have a particularly virulent ability to rapidly
destroy our self-identity and our public-identity. Even a short live postpartum depression, for
example, where a mother had thoughts of killing her infant, is likely to permanently and
profoundly alter her view of herself as a good mother. If she tells someone else about her
symptoms they’re likely to call DCS and have her child taken away entirely. Even one drug
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conviction for an adolescent can make them ineligible for federal financial aid to go to college
and make them feel like a social reject. Mental illnesses and substance abuse disorders are
strikingly “crippling.”
We have quite a number of people for whom even if we gave them a medication or a therapy that
made all their symptoms disappear, they would still remain on our caseloads crippled for life. In
fact, there are many people for whom we’ve already given them a medication or therapy that
made all their symptoms disappear on our caseloads now.
By contrast, Moral Treatment institutions in the 1800s had striking recovery rates. About two
thirds of psychotic people admitted to these small, compassionate, God faring institutions were
discharged back home recovered within 6 months. We can’t even really imagine results like that
with our present treatment programs. Why are things so different now? I think mostly because
even when we’ve “stabilized” people they’re not really well again; they’re still crippled. The
illness (including both positive – like financial benefits - and negative effects) has become an
ingrained part of who they are.
Moral Treatment didn’t focus on treating illnesses. Most of the staff weren’t even professionals.
They focused on helping you feel whole again, on helping lost souls find their way back to God
again, on building you up so you could make a contribution again. Some would argue that this is
a good treatment for mental illnesses, but that’s not my point. My point is that when the
symptoms go down for whatever reason recovery results much more often if you’re self-identity
has recovered instead of been crippled. (Many recovered people, like John Nash, report that their
symptoms aren’t gone. They’re just easier to ignore, not so urgent, easier to detach from.)
It’s important not to focus on the self-identity effects only after acute treatment has achieved
stabilization and the underlying crippling has emerged. We must focus on it throughout our
treatment process (even when they’re tied down, yelling in the ER, yet still able to remember
how we treated them). There are too many ways in which we inadvertently contribute to their
crippling throughout our treatment process. I’ve met many people who say they were devastated
when a hospital staff told them they had schizophrenia and would never recover and would have
to either live with their parents or in a Board and Care forever. Others have never tried to return
to work even when they felt better because their old psychiatrist told them they were
permanently disabled, work would be too stressful for them and cause a relapse, and because
they didn’t want to risk their Social Security benefits. The effects of being tied down, mostly
naked with cameras watching you, or being called a “dirt bag” in detox, or being told, “Why
don’t you just get it over with and really kill yourself next time?” can be lifelong.
We need to incorporate a secularized version of Moral Treatment into our daily practice. Some
of this will be accomplished by including paraprofessionals who are particularly compassionate,
accepting, and hopeful in our treatment teams. Some of this will be accomplished by consumer
advocates and “language police” harassing us to change our stigmatizing and traumatizing
habits. Some of it will be accomplished by us becoming more personal and friendly, lowering
the professional walls, remembering their names, asking about their lives and not just their
illnesses, and getting to know their families.
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It all comes back to hope.
The reason the phrase “chronic mental illness” is considered politically incorrect is because it
carries the implication of hopelessness (and therefore was replaced by “persistent mental illness”
which can be persistently fought). The words, “There’s nothing more I can do for you” can’t be
far behind. Indeed about half of all clients in our clinics receive “meds only” – brief doctor visits
every month or two for unending refills.
We become very defensive when confronted with our pervasive hopelessness and begin looking
around for someone else to blame: It’s the underfunded system’s fault. It’s the paperwork and
MediCal. It’s incompetent, senseless, or out of touch administrators. It’s restrictive involuntary
treatment laws. It’s “low functioning” patients, unresponsive illnesses, ongoing substance abuse.
It’s low quality psychiatrists or lazy county staff who don’t really care about people. It’s
codependent, sabotaging, exploitative, or crazy making families. The list goes on and on as we
descend into a maelstrom of frustration.
I’m casting blame in another direction, on our acute illness model. If successful recovery is
symptom relief and cure and treatment is limited to what we can do to compliant patients we’re
likely to become frustrated and hopeless. If, instead, we use a chronic illness model other
versions of recovery emerge (including self responsibility, wellness, and rebuilding function,
roles, and a meaningful life) and other treatment approaches emerge (including engaging through
shared explanations, teaching self help, rehabilitation and personal adaptations, and restoring
self-identity) and we’re likely to become less frustrated and hopeless. The recovery based
system transformation gives us the opportunity (and in California some funding) to incorporate
these approaches.
Rachel Remen writes movingly of her experiences as a doctor in the book “Kitchen Table
Wisdom.” She followed in the footsteps of numerous other family members into medicine, but
she turned out differently because she has struggled with severe Crohn’s disease since her teens,
a recurrent inflammatory bowel illness that caused her recurrent diarrhea and required numerous
surgeries to treat. She says she became a “wounded healer” and has gone on to work with people
with chronic and terminal illnesses to help them find meaning and with burnt out doctors to help
them find meaning.
She tells one story of a man she was working with who had cancer and was receiving
chemotherapy. Every week he would come into the clinic and sit talking with his oncologist for
twenty minutes while the chemotherapy flowed into his vein. After awhile it became clear that
his cancer was not going to respond to the chemotherapy and his doctor told him he didn’t need
to keep coming in any more. The patient asked if he could keep seeing the doctor anyway, but
the doctor told him that there was no point. There was nothing more he could do for him. The
patient felt such a loss he would’ve been willing to have continued to take highly toxic,
ineffective chemotherapy just to spend time with his doctor. As chance would have it, the
oncologist was also working with her because he felt he didn’t have anything to offer his
incurable patients. He never realized the impact he was having on their lives.
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An acute illness model tends to blind us to many ways of helping people, and it tends to hinder
us from finding meaning.
The recovery movement has grown rapidly (and resisted efforts to change its name) because
recovery is hopeful. Many people – patients, families, even staff – are desperately thirsty for
hope. Unfortunately, most professionals don’t feel the hopeful about recovery. We equate
recovery with cure and most of our patients have incurable illnesses. We consider the entire
recovery movement to be unrealistic, naïve, or even manipulative. Recovery with chronic
illnesses is not dependent on cure. Patients can recover from a heart attack without their cardiac
muscle regrowing. Patients can recover from a stroke without their neurons regrowing. And
patients can recover from schizophrenia without their neurochemicals regaining balance. They
recover when their lives are rebuilt not when their illnesses are cured. We can help them rebuild.
There’s hope after all.
There’s a catch to all this: Illnesses don’t recover, people do. We can directly cure illnesses, but
we can’t directly “recover” people. They have to be the center of their own recoveries. We can
help give them hope, empower them, promote self responsibility, and create opportunities for
meaningful roles, but they have to do the actual work of rebuilding. That’s why the recovery
model is “consumer centered” and “consumer driven.” They have the starring roles. We’re the
supporting cast.
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Person Centered vs. Illness Centered
By Mark Ragins, MD
I’ve been doing a lot of workshops lately trying to help people really “get” recovery. I’m
beginning to think that a crucial step to open up a clear vision of recovery is to move from an
illness centered perspective to a person centered perspective.
Let me try to explain with an analogy: Before Copernicus came along we believed that the earth
was at the center of the universe and that everything else moved around it. Although this made
sense to everyone, it did make it difficult to describe the orbits of the other planets, the sun, and
the stars as we observed them moving around the earth in complex, idiosyncratic paths.
Copernicus figured out that although the earth is a very important place, it isn’t actually the
center of the universe or even our solar system. The earth is one of a number of planets that
revolve around the sun. It turned out the orbits were simple ellipses explainable by gravity.
Our mental health system at present is almost entirely illness centered. We act as though we
believe that illnesses are at the center of the universe and that everything revolves around them.
We need a great deal of complex, idiosyncratic explanations to make sense of people’s lives
from this perspective: Housing is in treatment settings, friends are social support networks to
reduce the risk of relapse, employment is therapeutic activity, and families are given
psychoeducation so they can be extensions of treatment professionals. If we drive someone to a
job interview we write a MediCal note stating that we did in vivo anxiety reduction and social
skills training for a schizophrenic who has barriers of paranoia and interpersonal anxiety in order
to get him some employment as a therapeutic activity in order to decrease his symptoms and
reduce the risk of hospitalization. That all may be true but it’s a pretty convoluted, preCopernican orbit.
We can change our perspective. We can figure out that although illnesses are very important,
they aren’t actually at the center of life. People are. It turns out that the orbits are relatively
simple from this person centered perspective. People live in homes; they have friends, jobs,
families, and illnesses. When we drive someone to a job interview, we’re trying to help them get
a job.
Our illness-centered perspective pervades everything we do. For example, when someone first
comes to us in need of help with their problems, the first thing we do is to define their problems
as symptoms of an Axis I Major Mental Illness. If we can’t do this, they’re not eligible for
services. We can’t get paid. They have to go away even if there’s no other help available. If we
can identify their illness, but they can’t, they are lacking insight and we need to assess them for
dangerousness, suicidality and grave disability. If they have any of those things, we can lock
them up. If not, there’s nothing we can do. We rarely shift to a person centered perspective to
find other ways to be helpful.
If we both agree they have an illness, we can try to help them within our illness centered
perspective. We can give them treatment for their illness, and if we can relieve all their
symptoms, they shouldn’t have any more problems, since their problems were all symptoms in
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the first place. If, as is far more common, we are unable to relieve their symptoms, even with
multiple medications and lengthy therapy, we can get them other social support services as long
as we can use their ongoing illness to justify their needs. Labeled with the correct diagnosis,
they can get Social Security income, Shelter Plus housing subsidies, vocational rehabilitation,
disabled students’ support, etc.
When someone first gets a serious illness, it can feel like it swallows them up. It’s hard to hold
on to their remaining strengths and keep hope alive. Our illness centered responses, in effect,
agree with this alarming feeling. We can clearly see that the illness has indeed swallowed them
up. We took a careful history of their illness that documented it. They are now officially a
schizophrenic or a manic depressive. But they shouldn’t lose hope just because we don’t see
their strengths either. They’ve come to the right place. We’ll be the strong ones for them now.
Hope rapidly becomes entirely coupled to our ability to successfully treat their illnesses. They
can try to keep hoping we’ll be able to cure them and that then they’ll be fine again.
Unfortunately, along the way we may neglect and lose all the other things that used to give them
hope before they became patients like family, loved ones, their own strengths, God,
perseverance, resilience, pets, understanding, compassion, or love. With illnesses at the center
of life instead of people, treatment is the only visible wellspring of hope.
I was taught in medical school the distinctly illness centered idea that the foundation of a good
treatment is a good diagnosis. I no longer agree. It seems to me that the foundation of a good
treatment is a good relationship with the person – a distinctly person centered idea. Think about
it. If I have a good diagnosis, but no relationship, it’s not really very likely that much will
happen. On the other hand, if I have a good relationship, but the wrong diagnosis, I’ll eventually
figure it out and get it right. More to the point, they might trust me enough to tell me the truth
about their illiteracy, sexual molestation, drug abuse, lack of medication taking, abusive spouse,
or whatever it was that they were hiding that confused me in the first place. (Of course if I was
firmly illness centered enough, I wouldn’t see any problem as a lack of relationship. Instead I’d
see, as a recent analyst of the CATIE drug study did, that “patient-initiated drug discontinuation
appears to be a core illness behavior from schizophrenia onset to chronic illness.”)
The reason it’s important to change from an illness centered perspective to a person centered
perspective to “get” recovery is because illnesses don’t recover, people do. Illnesses can be
cured, put into remission, stabilized, or controlled, but they don’t recover. The person with the
illness recovers when they rebuild their lives from the destruction caused by the illness. There’s
no need for recovery if there’s no destruction from the illness. Illness centered treatment is
sufficient. Unfortunately, most people with serious mental illnesses do have destruction in their
lives and need person centered recovery services. The process of recovery is the same whether
they’re recovering form an illness or from any other serious destruction, like a rape or the death
of a loved one, or the trauma of an abusive childhood, the lack of a family, or going to war.
People can recover functions--as in the ability to read, to sleep restfully, to work, to have
coherent conversations, to make love, to raise children, to drive a car, etc. People can recover
external things – as in an apartment, a job, friends, playing in a band, a spouse, a car, family
relationships, stereo, TV, educational programs, etc. And people can recover internal states – as
in feeling good about oneself, satisfaction, self confidence, spiritual peace, self-identity other
than mentally ill, self-responsibility, etc. But when all is said and done, it still remains that
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illnesses don’t recover, people do. That’s why we can’t even see recovery from an illness
centered perspective. It simply doesn’t exist. We must switch to a person centered perspective
for recovery to emerge.
Here’s an example. Imagine a spectacular football player. He runs with amazing grace and
abandon. He cuts sharply. He’s fearless. He finds the holes seemingly by instinct. And now
imagine that a hard tackle twists his knee and severely injures it. But he gets great medical care.
His arthroscopic surgery is a success. He’s very motivated so he does months of strenuous
rehabilitation, and as a result his knee is completely healed. Tests show that it’s just as strong
and flexible and mobile as ever. But, when he gets back on the field somehow he’s never the
same. He doesn’t move the same way. He’s been changed by the injury. Even though he’s no
longer injured, he’s still subtly crippled. More treatment simply won’t help, unless we switch to
a person centered approach. We have a large number of people with serious mental illnesses
who, even if we gave them pills tomorrow that relieved all their symptoms would still be
severely “crippled.” As a matter of fact, we have lots of people who we’ve already given them
those pills who are still on our caseloads crippled. And we keep giving them more illness
centered treatment.
Don’t misunderstand me. I’m not against treating illnesses. It’s much easier to avoid being
crippled if there’s effective treatment and rehabilitation. But I am against waiting to begin
person centered recovery services until after the illness centered treatments are successful.
Recovery should be our principal concern from the beginning. After all, isn’t that football player
thinking about how he’s going to return to the field from the moment he’s injured? “Meeting
people where they’re at” usually means beginning with recovery.
By contrast, the beginnings of public mental health treatment are usually far removed from
recovery. I’ve heard that half of all people in the public mental health system enter involuntarily.
These people are forcibly restrained by police or ambulance personnel and brought to crowded,
frightening psychiatric emergency rooms, and rapidly sedated often with forced injections
“losing” their mind still further. Too often, we’re inadvertently adding more trauma and
destruction to be coped with later and dramatically reducing their sense of hopefulness, self
confidence, collaboration, and self determination--the keys to their recovery. Even if people
begin voluntarily in a clinic, they’re likely to have to begin with long waits and extensive intake
processing that focuses on system needs and diagnostic based treatment plans that may be
experienced as impersonal processing that does not really respond to their needs. Most don’t
return.
Here’s my view of person centered recovery based services from beginning to end: The first
priority is to establish a relationship. If people don’t return, even the best assessment and
treatment plan is a waste of time and paper. We should have a variety of outreach and
engagement offerings to welcome people, whether they come voluntarily or involuntarily, that
precede assessment. These offerings should be based on helping to meet the person’s goals
directly. For example we might help by actually listening to make someone feel better. We
might help them straighten things out with their family or boyfriend. We might give them
instructions how to get a two week hotel voucher from the welfare office, or advocate for them to
get their SSI check restarted. We might call family to get money sent for a ticket home. We
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might give them a cigarette and a quiet place to think. We might give them a lunch or a day
labor job to make $20. Or we might even give them an explanation for what is wrong with them
so they’re less confused and more hopeful. After we’ve been helpful, perhaps a number of
times, the person may be engaged enough with us to form a collaborative service relationship.
The goal of our service is not to treat illnesses, but to help people with serious mental illnesses
have better lives. For example, when we give someone medication it’s not to reduce voices; it’s
to help them get a girlfriend or keep their job. We focus not on illness based outcomes, like
symptom relief, but on quality of life outcomes, like improved housing, employment, education,
finances, health care, social life, and families, while avoiding legal problems, drug abuse
problems, hospitalization, and homelessness. The goals are socially valued, but individually
determined, based on each person’s choices. Services, including, but not limited to, treatment
and rehabilitation, are goal driven, not symptom driven.
Throughout, a focus on the relationship is primary. SAMSHA’s new recovery consensus
statement includes following the person’s self direction, being empowering, strengths based,
respectful, responsibility building, and hopeful. These are all characteristics of service
relationships that build recovery. Sometimes we’ll give up ground on the illness treatment or
rehabilitation if it means gaining ground on the person moving towards a recovery relationship
with us.
The goal throughout is to help the person attain recovery. We guide them through the process of
building hope, empowerment, self-responsibility and attaining meaningful roles in life. We
don’t leave recovery to chance, hoping that it will result from our treatment and rehabilitation
efforts. We intentionally use treatment and rehabilitation as tools to promote recovery. We
choose techniques that emphasize growth, building skills and natural supports, learning from
successes and failures, and internalizing recovery gains to enhance resilience and wellness, rather
than emphasizing stability, caretaking, risk reduction, and treatment compliance. Recovery is
inside of them, not us.
All recovery based services are transitional, though usually not time limited. The person moves
on as they grow and change, not as their illness responds to treatment. They graduate and leave
the system, when they are able to manage their lives, including their illness if it’s still there, not
when they are cured.
When all is said and done, the recovery process and what we need to do to promote it is much
clearer from a person centered perspective than from an illness centered perspective.
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PERSON CENTERED

ILLNESS CENTERED

The relationship is the foundation

The diagnosis is the foundation

Begin with welcoming – outreach and
engagement

Begin with illness assessment

Services are based on personal suffering
and help needed

Services are based on diagnosis and
treatment needed

Services work towards quality of life goals

Services work towards illness reduction
goals

Treatment and rehabilitation are goal
driven

Treatment is symptom driven and
rehabilitation is disability driven

Personal recovery is central from beginning Recovery from the illness sometimes
to end
results after the illness and then the
disability are taken care of
Track personal progress towards recovery

Track illness progress towards symptom
reduction and cure

Use techniques that promote personal
growth and self responsibility

Use techniques that promote illness control
and reduction of risk of damage from the
illness

Services end when the person manages
their own life and attains meaningful roles

Services end when the illness is cured

The relationship may change and grow
The relationship only exists to treat the
throughout and continue even after services illness and must be carefully restricted
end
throughout keeping it professional
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Principles of a Recovery Based Service System
By Mark Ragins, MD

Our present system, built on treatments that are focused on symptom relief and treating illnesses,
sometimes results in recovery as a byproduct.
In contrast, a recovery based system has recovery as its primary focus and goal. The recovery
process itself is the foundation upon which services are built. Many current services (for
example, medications, therapy, rehabilitation, psychoeducation, and case management) can be
adapted to become strong supporters of recovery. Other services (for example, coercion,
sedation, caretaking, and segregation) need to be seriously limited to avoid inhibiting recovery.
And another new set of services (for example, outreach, empowerment, self-management,
advocacy, and graduation) can be developed and added to our efforts to promote recovery. Our
service choices, whether to adapt, limit, or add, need to be grounded in recovery based service
principles.
We can create a clear set of service principles based upon the characteristics of the recovery
process itself. These principles form the foundation on which we build a recovery based service
system.

Recovery Characteristics

Service Principles

1) Recovery is a process the person goes
through, not the illness

1) Our relationship with the person is more
important than our relationship with their
illness: We must prioritize engagement over
diagnosis, personal trust and collaboration
over illness treatment.

2) Recovery is a growth
Process

2) Staff must believe in and promote growth
and recovery: Goals must be growth
oriented rather than stability oriented.
Services must be transitional in design,
promoting positive flow. Services must
include rehabilitative skill building.

3) Recovery is a highly individualistic
process.

3) Services must be highly individualized:
people’s needs must dictate our service
offerings rather than our service offerings
dictating their needs.
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4) Recovery depends on internal, subjective
changes within the person.

4) Staff must believe in people’s ability to
make their own decisions, promoting selfdetermination and choice rather than telling
people what to do. We must be aware of
each person’s internal process, solicit goals
in their own words, teach them about their
opportunities, and assist them in making
their own choices.

5) Recovery is a developmental process,
proceeding flexibly through predictable
stages: Hope, empowerment, selfresponsibility, and attaining meaningful
roles.

5) Our services, relationships, and culture must
focus on building hope, empowerment, selfresponsibility, and attaining meaningful
roles.

6) Recovery depends on belonging within
our community to attain meaningful
roles.

6) Our services must extend into the
community. We must both help people be
better able to get along in our community
and help our community be a better place
for them to get along in. We must advocate
for and create opportunities in other social
service agencies and other community
activities.

7) Recovery results in positive, observable
changes in people usually including
decreased endangerment, increased
engagement with their own recovery,
increased goal setting and attainment,
increased skills and supports, and
improved quality of life.

7) Programs can indirectly document the
highly individualistic, subjective process of
recovery by objectively tracking these
positive results and must be held
accountable for successfully promoting
them.

As we seek to implement these principles, the question is not whether we are working by these
principles at present, or even if we think we can achieve them in the face of numerous barriers,
but whether these are principles we can all agree to aspire to and work towards. If we can, then
we have a recovery based foundation for our transformation efforts.
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Milestones of Recovery Scale (MORS)
Dave Pilon, Ph.D. and Mark Ragins, M.D.
Background and Introduction
Over the last decade, the concept of recovery has become nearly universal in public mental
health policy discussions. For example, the following statement appears in the recently enacted
Mental Health Services Act (MHSA) in California:
“Planning for services shall be consistent with the philosophy, principles, and
practices of the Recovery Vision for mental health consumers…”(Mental Health
Services Act, Section 7)
This new focus on recovery has significant implications not only on the types of mental health
services offered and the manner in which they are delivered, but also on the way in which we
evaluate the effectiveness (outcomes) of our mental health programs and systems. For example,
ten years ago, McGlynn (1996) described five major domains of outcome measurement for
mental health programs:
1. Clinical status refers to how a disorder is defined, particularly in terms of the
presence and severity of symptoms.
2. Functional status refers to the ability of an individual to perform age
appropriate activities.
3. Quality of life measures have the “objective to bring the client perspective into
outcome measurement.” They measure “the importance of different decrements
in functioning on an individual’s perception of his or her quality of life.”
4. Adverse events refer to negative outcomes (e.g., hospitalization, mortality,
incarceration) that result from system problems that could be avoided with
appropriate care.
5. Satisfaction with care refers to the consumer’s perception of the quality of the
care that she or he received.
While some would suggest that this list is comprised of many of the components of recovery, the
concept of overall recovery from a disabling mental illness as a domain of outcome measurement
is nowhere to be found. Contrast this with the recent statement by Substance Abuse and Mental
Health Services Administration (SAMHSA) Director Charles Curie when his agency issued a
consensus statement on the features of recovery:
“Recovery must be the common, recognized outcome of the services we support.
This consensus statement on mental health recovery provides essential guidance
that helps us move towards operationalizing recovery from a public policy and
public financing standpoint. Individuals, families, communities, providers,
organizations, and systems can use these principles to build resilience and
facilitate recovery.” (February 16, 2006)
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This statement demonstrates that recovery has indeed become the new benchmark for evaluating
mental health program effectiveness. However, even with such consensus statements, it remains
remarkably difficult to define what is meant by the concept and even more difficult to agree on
how to measure it. The features of recovery generally have not been formulated in a sufficiently
coherent and measurable framework that would allow the systematic evaluation of the
effectiveness of a particular mental health program or system in helping its consumers to
recover.
We believe that much of the difficulty in defining and measuring recovery arises from the fact
that the most “personally meaningful” characteristics of recovery are the internal subjective
cognitive and emotional states of the person experiencing it. For example, many consumers
speak of “feeling more hopeful,” “becoming more empowered,” and “deciding to take more
responsibility for myself” as they recover. One approach to measuring recovery, then, would be
to measure these internal cognitive/emotional states of hope, empowerment, and responsibility
(or other similar states). Theoretically, it should be possible to measure a consumer’s status on
these dimensions at admission to a mental health program and then measure repeatedly as the
consumer goes through the program and finally when the consumer is discharged. If the
program is effective, the consumer should experience greater levels of hope, empowerment, and
self-responsibility at discharge than she did at admission.
However, there are several problems that arise from such an approach. First, it is extremely
difficult to reliably measure these sorts of internal subjective states. Because these are subjective
experiences, it is extremely difficult for two outside observers (raters) to agree on an individual’s
level of hopefulness or sense of empowerment. Second, this problem is only partially solved by
having consumers rate themselves on these dimensions because it is unclear to what extent
reports of feelings of hopefulness or empowerment are influenced by relatively stable character
traits regardless of outside “interventions” and life improvements. We all know individuals who
are perpetually hopeful (or hopeless) almost regardless of the objective situation in which they
find themselves. Third, even if we are convinced that we can induce meaningful changes in our
clients’ levels of hopefulness and/or empowerment through our clinical interventions, does it
make sense to evaluate our effectiveness on this basis rather than on life improvements? We
would argue that greater subjective feelings of hope and/or empowerment come about as a result
of significant changes in the life circumstances of the individual (e.g., becoming housed after
being homeless, making one’s own decisions after being on conservatorship, getting a job after
being unemployed) at least as often as the other way around. In evaluating program
effectiveness, it seems to us to make more sense to hold programs and systems accountable for
their ability to help their consumers to make these kinds of significant changes in their lives.
Finally, we would also argue that when it comes to demonstrating our effectiveness to the public
and to our funding sources, it is much easier to justify continued funding for our programs when
we can show meaningful changes in the objective circumstances of the lives of the consumers we
serve (e.g., more, jobs, fewer hospitalizations and incarcerations, less homelessness) than in their
internal subjective cognitive/emotional states.
Based on these considerations, we suggest that, for the purpose of evaluating the effectiveness
of mental health programs and systems in promoting recovery, we should measure the
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objective and easily observable behavioral correlates (“milestones”) of recovery rather than the
subjective internal experience of individuals experiencing recovery. Our challenge then becomes
to identify a set of observable correlates that actually correspond to the experience of recovery.
Our own approach to operationalizing and measuring recovery began in the Spring of 1997,
under the leadership of Paul Sherman and Betty Dahlquist. The California Association of Social
Rehabilitation Agencies (CASRA) sponsored several meetings including administrators,
clinicians, consumers, and advocates to try to create tools for mental health managed care to
divide consumers into service need groups and measure their outcomes from a
rehabilitation/recovery point of view. Tools for this purpose already existed based on clinical
acuity or level of care or cost of care, but none of these tools were recovery based. The objective
of the workgroup was to create a system by which mental health providers could be held
accountable for the outcomes of the services they provided to the different subgroups of
consumers that were identified. Although it was not our original intention, we created a scale
that describes what we believe are the most important objective and measurable correlates of the
process generally referred to as “recovery.” This paper describes the process by which this
“Milestones of Recovery Scale” (MORS) came about, some of the development work that has
taken place with it since, and some possibilities on how it might be used in the future.
Properties of the Milestones of Recovery Scale
So what are “the objective and easily observable behavioral correlates of recovery?” It should be
pointed out that the underlying dimensions of the Milestones of Recovery Scale were arrived at
“empirically” (experientially) rather than theoretically. By that we mean, the CASRA
workgroup participants were given the task of assigning the population of all individuals with a
severe and persistent mental illnesses into groups that would reflect the commonalities and
characteristics of the consumers in that particular group. Some of the dimensions that were
considered in creating the groups were items such as level of symptom distress, willingness to
take medication, existence of co-occurring disorders (e.g., substance abuse), extent of social
support network, level of danger to self or others, employment status, frequency of crisis
incidents, engagement with the mental health system, and extent of meaningful roles in the
community, just to name a few. Workgroup participants were also allowed to add their own
dimensions with the single restriction that they could not differentiate groups based on the level
or type of service they thought the consumer should receive. The aim was to create a
classification system based on consumer characteristics and make no assumptions about the type
or amount of services that those characteristics implied.
It turned out that, once the groups were created, they consisted of three underlying dimensions of
the consumer’s (1) level of risk, (2) level of engagement with the mental health system, and (3)
level of skills and supports. The consumer’s LEVEL OF RISK is comprised of three primary
factors: 1) the consumer’s likelihood of causing physical harm to self or others, 2) the
consumer’s level of participation in risky or unsafe behaviors, and 3) the consumer’s level of cooccurring disorders. The consumer’s LEVEL OF ENGAGEMENT is the degree of
“connection” between the consumer and the mental health service system. Note that level of
engagement does not mean amount of service. A consumer who willingly makes appointments
once per month and works on improving his life should be considered more engaged and
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connected than a consumer who passively attends groups on a daily basis. Similarly, a consumer
whose only services are large numbers of involuntary hospitalizations but refuses all voluntary
treatment would be considered to have no or minimal engagement. Finally, the consumer’s
LEVEL OF SKILLS AND SUPPORTS should be viewed as the combination of the
consumer’s abilities and support network(s) and the level to which the consumer needs staff
support to meet his/her needs. It should include an assessment of their skills in independent
living (e.g., grooming, hygiene, etc.), cognitive impairments, whether or not they are engaged in
meaningful roles in their life (e.g., school, work), and whether they have a support network of
family and friends. It should also include their ability to manage their physical and mental
health, finances, and substance use, etc., and their ability to meet their needs for intimacy and
sexual expression.
Again, it is important to note that we didn’t start out with these dimensions. Nobody said, “We
are going to create a system based on these three dimensions.” They arose from the natural
groupings that people in the mental health field (consumers, clinicians, advocates, and
administrators) had experienced in their professional and personal lives, a fact that we believe
gives the scale a certain credibility and validity. Although many other important dimensions
have been suggested to us by both clinicians and consumers, none of them substantially add to
the power of the MORS to differentiate clusters of consumers and all of them add more time and
complexity to the tool. We created an extremely brief tool that could be easily used even if it is
not completely comprehensive.
The groups that arose were given the following labels:
(A copy of the scale with the complete category descriptions appears at the end of this paper)
1.
2.
3.
4.
5.
6.
7.
8.

Extreme Risk
High Risk / Not Engaged
High Risk / Engaged
Poorly Coping / Not Engaged
Poorly Coping / Engaged
Coping / Rehabilitating
Early Recovery
Advanced Recovery

It should be mentioned that the scale originally consisted of 6 categories rather than 8. We were
reluctant to include the “Extreme Risk” category for fear that people would overuse it. Also, the
original version did not include a category of “Advanced Recovery” to describe individuals with
mental illnesses who are doing very well and have either never been a recipient of public mental
health services or have successfully “graduated” from the public mental health system. The lack
of this category was pointed out to us by Kathleen Crowley (author of “Procovery”) and
probably resulted from the fact that the original focus of our CASRA workgroup was with the
population of mental health consumers who were either currently receiving public mental health
services or obviously needed services but were not receiving them (e.g., individuals who had a
mental illness and were homeless. At that time, neither recovery without services nor graduation
from services was part of our experience.
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The manner in which the three underlying dimensions are expected to co-vary across the 8
groups can be visualized in the following table:
Milestone
1. Extreme Risk
2. High Risk / Not Engaged
3. High Risk / Engaged
4, Poorly Coping / Not Engaged
5. Poorly Coping / Engaged
6. Coping / Rehabilitating
7. Early Recovery
8. Advanced Recovery

Risk
5
4
4
3
3
2
1
0

Engagement
n/a
0
1
0
1
0/1
0/1
0

Skills and Supports
0
1
1
2
2
3
4
5

This table reflects our expectation that individuals will decrease their level of risk in a fairly
linear fashion as their recovery progresses (i.e., the number in the “risk” column decreases).
Similarly, we expect the individual’s level of skills and supports to increase linearly as he
recovers (again, the number in the “skills and supports” column increases). However, the
Engagement dimension does not follow the same linear course. Generally, individuals will be
less engaged with the public mental health system early in their recovery and will increase their
engagement over time, only to decrease their engagement as professional supports are replaced
by natural supports and interdependence in the latter stages of recovery.
While the concepts of risk and skills and supports are relatively straight forward, the concept of
engagement is difficult and probably creates the greatest confusion in our classification system.
Despite our attempts to make the milestones as objective as possible, assessing the consumer’s
current milestone requires interaction between service recipient and service provider and is
therefore somewhat dependent on the provider’s characteristics as well as the characteristics of
the individual being served. For example, risk might tend to be assessed generally higher in a
clinic where a staff member was recently injured by a consumer. Or a consumer may be judged
to be “poorly coping” when she could be rated “coping / rehabilitating” if the program offered
more support in the community.
However, our experience suggests that level of risk and the level of skills and supports are
relatively easier to assess reliably than level of engagement. Because it is the provider who is
judging the level of the consumer’s engagement, it is possible for a consumer to be judged as
“not engaged” because there are no services being offered that meet the consumer “where she’s
at.” The classic example of this is a consumer who is denied mental health services because he
refuses to be abstinent for some time period prior to being served. Such a consumer might be
very willing to engage with a provider if this requirement was not imposed. But staff in such an
environment is likely to view this response as an example of “treatment resistance” (i.e., lack of
engagement) rather than as a something lacking in their service spectrum/culture.
Traditional mental health service providers usually evaluate consumers according to their levels
of compliance with treatment and insight into their illness. As we define it here, engagement is
not the same as insight. We are aware of and familiar with many consumers who do not believe
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that they have a mental illness or a psychiatric disability of any kind. Yet these consumers may
be highly engaged with the staff members who are providing them with service. Usually this is
because the relationship is based on helping the consumer to achieve some very concrete goals.
These goals may require the consumer to examine (and change) any behaviors that are
interfering with the attainment of the goal, but that is not the same as requiring the consumer to
acknowledge that his mental illness is the cause of those behaviors. For example, one consumer
who was tortured by the idea of a machine sending destructive rays into his head improved
dramatically – going to work and getting off the street and into his own apartment – when he
discovered that the rays bothered him less when he took medication and stopped using street
drugs. But he never had to acknowledge that the machine was a symptom of schizophrenia.
Similarly, as we define it here, engagement is not equivalent with treatment compliance. Many
consumers have strong opinions about their services, particularly when it comes to their
medications. Some consumers adamantly refuse the medications they are offered. In our
definition of engagement, it is possible to refuse medications completely and still be engaged
with one’s treatment providers. An example of this would be a consumer who refuses
medication, but otherwise participates willingly and enthusiastically in other aspects of his
treatment. Conversely, it is possible to be completely compliant with one’s medication
prescription and yet not be considered engaged with one’s providers. An example of this would
be a consumer who passively takes the pills they give her at the Board and Care, but refuses all
contact with her treatment provider.
To us, engagement means working with service providers out of your own motivation in any way
that is contributing to your recovery. In most cases where a consumer would be described as
“engaged,” the consumer would typically be more accepting (rather than rejecting) of the help
offered by mental health staff. This does not mean that the consumer passively accepts direction
from the staff. What it means is that the consumer accepts the PRESENCE of the staff and
continues to work with them even in those circumstances in which there are major disagreements
between consumer and staff about what the consumer needs. Engagement does not require that
the relationship between staff and consumer is positive or even neutral. The consumer may
verbally abuse staff while remaining engaged with them.
Note also that the fact that a consumer is court-ordered to receive treatment does not
automatically mean that she is not engaged. Regardless of the circumstances that bring the
consumer into treatment (voluntarily or involuntarily), it is still the quality of the relationship
with the provider that determines level of engagement. There are many consumers who began
their treatment involuntarily as a condition of their probation or parole who respond quite
positively and cooperatively to their mental health providers. These individuals would be
considered engaged, even though they are required to be in treatment.
All of these factors contribute to engagement being the most difficult of the three dimensions for
raters to agree upon. For example, the staff at one clinic that decided to employ the scale without
any training independently decided that engagement was equivalent with compliance. This
resulted in the decision not to rate any consumer who was not medication compliant any higher
than 4 (poorly coping/not engaged), even though a consumer might be doing very well regardless
of the lack of medication compliance.
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Notwithstanding these difficulties, we continue to believe that the quality of “being engaged” (or
“not engaged”) is an important and real factor that significantly contributes to our understanding
of and ability to assist the recovery process. Without a working relationship (i.e.,
“engagement”), our only means to influence the consumer are involuntary treatment and
services. While these services may sometimes be necessary to keep consumers safe from harm,
these services usually don’t result in the kinds of long-term changes, either cognitive, emotional
or behavioral, that typify recovery.
From a system evaluation standpoint, it is also important to have categories that allow us to
include consumers who are not engaged with mental health providers (e.g., homeless individuals
with a mental illness). The engagement dimension provides us with a means to evaluate the
effectiveness and efficiency of programs and systems in their ability to convince consumers to
accept our services.
The table above also reflects our expectation, and we now have some data to confirm this, that
these three dimensions are quite strongly related to each other. For example, while it’s possible
to become more engaged without lowering one’s level of risk, and it’s possible to decrease one’s
level of risk without building skills and supports, these changes usually occur together. Also, not
all imaginable combinations are very likely to exist; for example, it would be unlikely to rate an
individual as “at extreme risk, well engaged, with high skills and supports.” And not all
combinations are important to differentiate; for example, if someone is at extreme risk, does it
really matter what their level of engagement or skills and supports is?
The manner in which the dimensions co-vary is important because it suggests that calling the
MORS a “scale” is, in some ways, a misnomer. It is probably more accurate to think of it as a
set of clusters. Even more important is to recognize that it is not a linear, uniform set of stages
through which an individual passes on his way to recovery. It has been our observation that
individuals will jump around from one milestone to another. For example, a hospital that pays
special attention to community treatment engagement can help individuals progress from
“Extreme Risk” (1) to “High Risk / Engaged” (3) without going through “High Risk / Not
Engaged” (2) and thereby lower their risk of returning to the hospital. Similarly, it’s usually
preferable to avoid the “Poorly Coping” categories (4 and 5) on the way up because consumers
can often become stuck there. Unfortunately, individuals can also move from a higher milestone
to a lower milestone. In our experience, the path of recovery is not always smooth and positive.
Reliability and Validity
Over the last two years, we have been conducting reliability and validity studies with the MORS.
The initial results have been very positive, with an inter-rater reliability co-efficient of .85 and
test-retest reliability of .90. The MORS is also strongly correlated in the predicted direction with
several other instruments, including the Level of Care Utilization System (LOCUS) and the
Multnomah Community Ability Scale MCAS). We have also found that the consumer’s
milestone of recovery is highly correlated in the expected direction with his objective quality of
life indicators such as residential and employment statuses as well as hospital and jail tenure.
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Uses of the Scale
In discussing possible uses of the MORS, it is important to clarify is that the scale was designed
as an administrative tool rather than a clinical tool. As mentioned earlier, we believe that the
path of recovery is extremely idiosyncratic, particularly in regard to individuals’ internal
subjective experience. The scale is not intended to provide specific guidance to clinicians in
their day-to-day work with their clients. Staff must still consider the particular reasons why a
particular client is considered to be “high risk” and provide services based on the consumer’s
unique needs. For example, one consumer may be constantly abusing drugs and alcohol, another
may be paying no attention to her HIV positive status, while another may be inflicting cuts on
himself. While all of these individuals would be likely to be considered “high risk,” the
particular interventions that a clinician would use will no doubt be different in all three cases.
(Having said that, we will point out that many of the case managers at our own Village program
have mentioned that the scale gives them a broad and general picture of what “recovery” looks
like. They tell us that the descriptions of the higher milestones (6 and above) help to remind
them of some of the features of recovery (such as meaningful roles, a natural support network)
and this gives them a general framework from which to assist their consumers to individualize
and personalize their own recovery goals. We consider this to be a significant advantage that
adds to the appeal of the scale.)
We have identified two major uses for the MORS: 1) to assist administrators and funding sources
in evaluating the effectiveness of mental health programs and systems, particularly the
effectiveness of what are being called “full service partnerships” under the MHSA, and 2) to
ensure that we are comparing “apples to apples” in judging the relative need of the consumers
that we serve and ensuring that they receive the appropriate level of services. We will address
both of these uses in greater detail.
1. Evaluating Program/System Effectiveness
It has been said that one of the strengths of the AB 34/2034 program has been its ability to
demonstrate the effectiveness of its services by collecting Quality of Life data. The “data grids”
published every month demonstrate how successful counties and agencies are in such quality of
life domains as reducing homelessness, hospitalization and incarceration and increasing
employment and education. Very importantly, it allows the administrators of the individual
programs, as well as the state DMH, to compare their outcomes with the outcomes of similar
programs across the state. In a similar fashion, the most obvious and straightforward use of the
MORS is to allow programs and systems to easily and quickly evaluate their effectiveness in
helping consumers to recover. In a sense, a consumer’s movement up or down the MORS scale
over time can be seen as a “shorthand” indicator for improvement or decline in promoting
recovery itself.
For example, imagine a group of 100 consumers who are evaluated as “high risk / engaged”
(Milestone 3) upon admission to Program X. After one year in the program, what percentage of
these consumers has moved to a higher milestone and what percentage is at the same or a lower
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milestone? How many of these consumers are at milestone 6 (coping/rehabilitating) and above
and how many are at milestone 5 (poorly coping/engaged) and below? Where are people getting
stuck? Most importantly, how does the movement across the milestones for the 100 consumers
in Program X compare with 100 consumers who were evaluated as “high risk/engaged” when
they were admitted to Program Y?
We believe that the answers to these types of questions will prove extremely helpful to program
administrators trying to improve the quality of their services. One of the difficulties in
measuring program effectiveness in the mental health field has always been the lack of
benchmarks. There are very few data available to inform us about what are “good” outcomes
when it comes to recovery. For example, what percentage of the individuals who enter a full
service partnership at Milestone 3 (high risk/engaged) should we expect to reach Milestone 8
(Advanced Recovery) within one year of their admission? Within 2 years? Within 5 years?
The fact is nobody knows the answers to these questions. We have no data because we have had
no way to reliably quantify the recovery status of the consumers in our system. The MORS
rating provides a means for program administrators to compare the effectiveness of their own
program to all other programs using the scale. It will also allow system administrators and
funding sources to compare the performance of different programs within their systems and
thereby hold providers accountable for their outcomes.
2. Assignment to level of care (Case Rating) with the MORS
One of the most intractable problems in our current mental health system is our inability to
compare the relative needs of different consumers. This is important because it makes it
extremely difficult for funding sources to hold providers accountable for their performance. For
example, traditional outpatient service providers sometimes claim that their performance should
not be compared to the performance of an intensive case management program because the
average caseload of their staff members is significantly higher. While this is no doubt true (we
have heard of caseloads of up to 150), it is our belief that the average milestone of recovery of
the consumers in these traditional outpatient clinics is likely to be much higher than the average
milestone of the consumers in intensive case management programs. In other words, a much
higher proportion of the individuals being served in intensive case management programs would
be rated 5 (“poorly coping/engaged”) and lower than in traditional outpatient clinics.
We believe that the mental health system desperately needs a better means of assigning
consumers to their appropriate level of care to replace the diagnostic and acuity of illness-based
tools being used today. We believe that the MORS is ideally suited to serve as a recovery-based
tool for identifying the level of service needed by consumers. What follows below is one
possible system in which the level of services provided to consumers could be determined
according to their milestone of recovery.
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Milestones of Recovery Levels of Service
(Recovery Based Spectrum of Care)
Extreme risk
Locked settings
(State Hospital,
IMDs, etc.)

Unengaged
Outreach
and
engagement

Dropin
center

Extreme risk
(1)

High risk, unengaged
(2)
Poorly coping,
unengaged (4)

1:1 supervision
Legal
interventions
Community
protection
Acute treatment
Engagement

Welcoming/Charity
Evaluation and triage
Documentation
Benefits assistance
Accessible
Medications
Drop-in services

Engaged, but not self
coordinating
Intensive
Case
case
management
management
team
Poorly
coping,
High risk,
engaged
engaged
(5)
(3)
Coping,
rehabilitating
(6)
Case management
Full Service Partnership
Accessible medications
Supportive services
(Supported Housing,
Employment, Education)
Direct subsidies
Rehabilitation

Self-responsible
Appointment
based clinic

Wellness
center

Coping, rehabilitating
(6)
Early recovery
(7)
Appointment based
therapy
“Medications only”
Wellness activities
(WRAP)
Self-help
Peer support
Community integration

Fortunately, in our view it is not necessary to have a different level or type of service for each of
the different milestones. The first row of the table shows the four general categories into which
we believe the consumer population can be assigned for service provision purposes: (1) Extreme
risk, (2) Unengaged, (3) Engaged, but not self-coordinating, and (4) Self-responsible. The
second row shows the type(s) of programs/facilities most likely needed by consumers in that
particular category. The third row shows the specific milestones that make up the broader
general categories. Note here that “Coping/Rehabilitating” (6) appears in both the “Engaged, but
not self-coordinating” category as well as the “Self-responsible” category. Finally, the fourth
row shows some of the specific kinds of services that should be available and offered to each of
the subpopulations of consumers.
This type of system for assigning consumers to a level of care based on their milestone of
recovery will go a long way toward promoting system accountability. It will enable system
administrators to make meaningful comparisons between programs by ensuring that the
programs being compared have the same “case mix” of consumers. It will help us to triage
individuals to the programs that can best serve them and indicate which programs should be
collaborating with each other because they are working on the same level of recovery. It will
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also promote the flow of consumers through the system by establishing benchmarks for when
consumers should move to a lower (or higher) level of care. This will help to eliminate the
problem of consumers remaining in intensive case management programs long after their need
for this level of service has passed.
Consumer and Staff Reactions
It is important to point out that some consumers have expressed a number of concerns about the
MORS. Some consumers have expressed that they feel that it is inappropriate for nonconsumers (e.g., the authors) to define their recovery for them. They say that it feels
disempowering and not respectful of their individuality. As we have tried to make clear in this
paper, the milestones are not intended to replace the consumer’s individual experiences of
recovery or the need for individualized goal setting and service planning, but rather for tracking
the correlates of recovery to assess staff and program effectiveness.
Other consumers have expressed that these milestones are just another way of assigning
individuals to “low functioning” and “high functioning” groups in order to decide who should be
given what services. We don’t believe that recovery-based classifications give staff the authority
to override the consumer’s choices any more than clinical considerations do. But they are a way
of clarifying the nature of the collaboration between staff and consumer. Being aware of
where individuals are in their recovery process can clarify how to handle common conflicts that
sometimes arise between staff and consumers. For example, if a consumer wants to be driven
somewhere and staff wants to teach him how to take a bus to get there, it helps to know what his
level of skills and supports are. This also applies if he wants to be his own payee and staff
doesn’t think he is ready. On the other hand, if the staff wants to hospitalize a consumer or give
her a life coach for overnight crisis support and the consumer believes she can manage on her
own, the issue isn’t just skills and supports, but also risk. This consideration of risk may also
apply to getting off medication management. A final example is when a consumer complains
that staff used to buy them lunch and now they won’t – it may be that the consumer’s level of
engagement has changed from not engaged to engaged.
Recently we encountered a clinic that has been rating its clients with the MORS and is now using
the milestones as a shorthand way to describe consumers: “She’s a three.” “He thinks he’s a 7,
but he’s really a 5.” While we are pleased staff are thinking in “recovery terms,” (and certainly
that is better than GAF scores or referring to consumers as “high utilizers”), we are concerned at
the dehumanization this implied. We doubt that the creators of diagnostic schemas intended to
turn individuals into “borderlines” and “schizophrenics” any more than we intend to turn
individuals into “3s” and “5s,” but it is a real risk. In our training on the MORS we express our
concern that the scale not be used in this manner, but any categorizing tool can be used to replace
really getting to know an individual and this tool is no exception. It is our belief that it is
primarily the overall culture of a program that determines the manner in which staff generally
treats consumers. Administrators who choose to use the MORS will need to ensure that their
agency/program culture is consistent with a positive view of recovery.
The MORS has also had a number of positive reactions. For example, several programs with
whom we have worked were having real trouble simply visualizing recovery. It just seemed too
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vague a concept – until they saw the scale, which appeared to provide some staff with a powerful
vision of what recovery might look like.
Another county used the scale to create a map of their system by determining which milestone(s)
were the target groups for different programs. They were then able to see where individuals
should be initially triaged to, rather than just sending them where it was easiest. Rather than
keeping individuals in the same program indefinitely, they could see how flow could occur
within their system by determining which programs each of them should be referring on to as
individuals recovered and which programs should be their backup if individuals deteriorated.
They could also see holes in their system and why certain programs were getting overwhelmed.
Other clinics are using the MORS to evaluate caseloads to help identify individuals who may be
better served in an ACT program or a Wellness Center than in a standard outpatient program.
Present and Future Development
Overall, we have been pleasantly surprised at the mental health community’s response to the
MORS and we plan to continue to develop training materials for it and study it. Currently, the
MORS is being used by the Village Integrated Service Agency where all consumers are rated by
their personal service coordinators once per month. To ensure that the results at the Village are
not an anomaly, we are also conducting a reliability study on the MORS with Vinfen
Corporation, the largest non-government provider of behavioral healthcare services in
Massachusetts. Vinfen is conducting an initial pilot study at four of its sites and, assuming that
the reliability of the instrument is acceptable, plans to use the measure agency-wide beginning in
July, 2006. We are hopeful that the data generated by Vinfen will help to demonstrate the broad
usefulness of the MORS and the universality of its underlying dimensions.
The MORS is already being used at two of the seven clinics in Los Angeles County that have
been tapped for transformation under the MHSA. Training on the MORS is also planned for 2
more of these clinics in the coming months. Ultimately, we plan to make the scale available for
all seven of the clinics.
We are hopeful that other programs and systems will find the MORS useful and will adopt it as a
means of evaluating their effectiveness in assisting their consumers to recover under MHSA.
We invite others to share their experiences with it and we will be pleased to provide training and
consultation on its use.
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CONSUMER’S NAME:

MIS #:

RATER’S NAME:

DATE:
MILESTONES OF RECOVERY SCALE

Please circle the number that best describes the current (typical for the last two weeks) milestone of recovery for the member
listed above. If you have not had any contact (face-to-face or phone) with the member in the last two weeks, please check here 
and do not attempt to rate the member. Instead, simply return the form along with your completed assessments.
1. “Extreme risk” – These individuals are frequently and recurrently dangerous to themselves or others for prolonged periods. They are
frequently taken to hospitals and/or jails or are institutionalized in the state hospital or an IMD. They are unable to function well enough to
meet their basic needs even with assistance. It is extremely unlikely that they can be served safely in the community.
2. “High risk/not engaged”- These individuals often are disruptive and are often taken to hospitals and/or jails. They usually have high
symptom distress. They are often homeless and may be actively abusing drugs or alcohol and experiencing negative consequences from it.
They may have a serious co-occurring medical condition (e.g., HIV, diabetes) or other disability which they are not actively managing. They
often engage in high-risk behaviors (e.g., unsafe sex, sharing needles, wandering the streets at night, exchanging sex for drugs or money,
fighting, selling drugs, stealing, etc.). They may not believe they have a mental illness and tend to refuse psychiatric medications. They
experience great difficulty making their way in the world and are not self-supportive in any way. They are not participating voluntarily in
ongoing mental health treatment or are very uncooperative toward mental health providers.
3. “High risk/engaged” – These individuals differ from group 2 only in that they are participating voluntarily and cooperating in ongoing
mental health treatment. They are still experiencing high distress and disruption and are low functioning and not self-supportive in any way.
4. “Poorly coping/not engaged” – These individuals are not disruptive. They are generally not a danger to self or others and it is unusual for
them to be taken to hospitals and/or jails. They may have moderate to high symptom distress. They may use drugs or alcohol which may be
causing moderate but intermittent disruption in their lives. They may not think they have a mental illness and are unlikely to be taking
psychiatric medications. They may have deficits in several activities of daily living and need a great deal of support. They are not participating
voluntarily in ongoing mental health treatment and/or are very uncooperative toward mental health providers.
5. “Poorly coping/engaged” – These individuals differ from group 4 only in that they are voluntarily participating and cooperating in ongoing
mental health treatment. They may use drugs or alcohol which may be causing moderate but intermittent disruption in their lives. They are
generally not a danger to self or others and it is unusual for them to be taken to hospitals and/or jails. They may have moderate to high
symptom distress. They are not functioning well and require a great deal of support.
6. “Coping/rehabilitating” – These individuals are abstinent or have minimal impairment from drugs or alcohol. They are rarely being taken to
hospitals and almost never being taken to jail. They are managing their symptom distress usually, though not always, through medication.
They are actively setting and pursuing some quality of life goals and have begun the process of establishing “non-disabled” roles. They often
need substantial support and guidance but they aren’t necessarily compliant with mental health providers. They may be productive in some
meaningful roles, but they are not necessarily working or going to school. They may be “testing the employment or education waters,” but this
group also includes individuals who have “retired.” That is, currently they express little desire to take on (and may actively resist) the increased
responsibilities of work or school, but they are more or less content and satisfied with their lives.
7. “Early Recovery” – These individuals are actively managing their mental health treatment to the extent that mental health staff rarely need
to anticipate or respond to problems with them. Like group 6, they are rarely using hospitals and are not being taken to jails. Like group 6,
they are abstinent or have minimal impairment from drugs or alcohol and they are managing their symptom distress. With minimal support
from staff, they are setting, pursuing and achieving many quality of life goals (e.g., work and education) and have established roles in the
greater (non-disabled) community. They are actively managing any physical health disabilities or disorders they may have (e.g., HIV,
diabetes). They are functioning in many life areas and are very self-supporting or productive in meaningful roles. They usually have a welldefined social support network including friends and/or family.
8. “Advanced Recovery” – These individuals differ from group 7 in that they are completely self-supporting. If they are receiving any public
benefits, they are generally restricted to Medicaid or some other form of health benefits or health insurance because their employer does not
provide health insurance. While they may still identify themselves as having a mental illness, they are no longer psychiatrically disabled. They
are basically indistinguishable from their non-disabled neighbors.
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Creating a Recovery Transformation Plan
By Mark Ragins, MD
At some point, to transform our system, we have to stop planning and discussing, and
actually do something different in our day to day work. Naturally, we hesitate at that
point. On the one hand, it seems that any single change is tied to so many other needed
changes that it’s impossible to do anything. On the other hand, it’s impossible to change
everything at once.
Our approach is to begin by making a set of focused changes that are spread across all the
domains that need to be addressed for change to endure. We’ve chosen to focus on ten
goal areas within four domains of change. We’ve chosen these goal areas both because
they are practical and because they’re likely to lead to true transformation. Every staff
member is expected to choose one of the domains and their included goal areas to work
on, while including consumer and family involvement. Each clinic has the freedom to
approach these goals as they think best. You must make concrete plans for each goal
area, including outcomes, timelines, and needed support. Clinics are encouraged to learn
from each other, but we expect all plans to be unique.
Here is an overview of the domains and goal areas:

Staff Transformation

Organizational Structures and
Processes

1) Develop and enhance staff belief in
recovery

5) Collect and use Quality of Life and
Recovery Based outcomes

2) Energize and instill hope in staff

6) Develop structure to promote client
flow and graduation from services
7) Build strong teamwork
8) Build relationships with Administration

Staff-Consumer Interactions

Available Services / Capacity

3) Develop welcoming environments

9) Develop quality of life support
services

4) Develop successful strategies to
work with challenging individuals

10) Collaborate with other social services
11) Develop community belonging

Which box looks good to you?
Here’s some background and ideas to help you get started:
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Staff Transformation:
It’s clear that the heart of any program is the staff. Our system is certainly in need of
major changes, but if, in the end, we change the system and don’t change ourselves,
nothing will really change.
1) Develop and enhance staff belief in recovery
Recovery is so different from what any of us were taught in school, what we were trained
to do, what MediCal requires, what the system has been set up to deliver, what our
professional organizations espouse, and what we’ve personally experienced in our work,
that it’s hard to visualize. With such a contrary background, it’s hard to believe recovery
is regularly possible, let alone to make major changes to promote it.
We need to create a positive background on the fly. There is good research data. There
are compelling speakers describing their own recoveries. There are programs promoting
recovery that are true believers. There are probably even good examples of recovery and
your ability to promote recovery in your past and present work. Calling up and
reconnecting with people who left the clinic doing well can also be inspiring. Chosoe
what you want to do.
Another very different kind of experience that builds belief in recovery is to work
alongside people with serious mental illnesses in recovery, not as limited “consumer
staff” with limited roles and expectations, but as full colleagues.
2) Energize and instill hope in staff
Recovery work is very emotionally intense work because it relies so heavily on personal
relationships to be effective. It also requires lots of supported risk taking and giving up
considerable control and structure to people with a psychiatric diagnosis. Most of the
staff concerns are connected to this combination of increased investment and decreased
control. Trying to minimize risks or retain control will seriously handicap recovery
efforts. Therefore we’re left with trying to strengthen staff.
Fortunately, most staff have a lot of untapped strengths. The current system seriously
restricts staff and attempts to create productivity by turning staff into assembly line
workers. There are substantial emotional strengths from life experiences that have been
cut off as “unprofessional” that can be tapped into. There are also lots of other strengths
people have (for example dancing, hiking, spirituality, child rearing, charity work,
athletics, politics, etc.) that can also be tapped into.
We also have a tendency to focus our attention on negative events and crisis creating a
daily atmosphere of “impending disasters waiting to happen” instead of focusing on
celebrating positive outcomes and pleasant surprises. Instilling a hopeful culture will
lead to more willingness to take risks and decrease control.
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Staff-Consumer Interactions:
The majority of our success and failure (including medications) depends on staffconsumer interactions. Although there are many people with whom we establish good
working relationships, with many others we don’t. We struggle engaging some people;
others drop out without much benefit, and others fight with us throughout. Even though
part of us is grateful not to have even more people to deal with, this dissatisfaction and
aggravation takes its toll.
3) Develop welcoming environments
We have developed a host of practices designed to keep us from getting overwhelmed by
new clients, to keep us from getting hurt by all these strangers coming in, and to make
sure everyone is adequately documented to bill efficiently. These practices are seriously
handicapping our ability to engage new people in positive relationships and need to be
systematically re-evaluated and changed. Even people we turn away should be initially
welcomed.
Once people are known to us, we need to share our program and our building with them.
The traditional model where the office belongs to the doctor, or other professional, and
the patient comes to visit, waiting patiently outside with the other visitors until they are
allowed in needs to be transformed into a shared environment that can serve as a safe
sanctuary, a place of acceptance and healing, a place to connect with others who care
about each other, a recovery community. Remember the old “therapeutic milieu”?
Remember when groups were part of creating larger relationships and not the only place
to connect in an impersonal clinic?
4) Develop successful strategies to work with challenging individuals
A small number of people create an enormous portion of the problems in any program
and take lots of time and energy away from everyone else. Some of these people are
essentially “unengaged” in treatment despite being given lots of treatment. They are
frequently brought in by others coercively or come in demandingly in crisis requiring
immediate attention. Others are “engaged, but not self-coordinating.” They are trying to
improve their lives, but everything is always a mess. Substance abuse and poor usage of
medications are frequently part of the picture. Sometimes homelessness, jailings, or
frequent hospitalizations complicate things further. These people do not do very well in
the traditional, appointment based, outpatient clinics they are often in. They never get
enough support, in an ongoing, intensive, proactive, flexible way to improve enough to
be “self-responsible” enough to be well treated in an appointment based clinic.
A number of strategies including ACT teams, walk-in clinics, harm reduction,
motivational interviewing, payee programs, medication management, and assertive
outreach have been developed.
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Organizational Structures and Processes:
Many staff feel like they are working all alone or with a few trusted colleagues, fighting
oppressive bureaucracies and auditors, relatively weak and unheard, powerless to effect
major changes. Few have experienced the increase in power that comes from being in a
system where the structure and processes are in alignment with what they value. Systems
work better when everyone is going the same direction instead of where everyone is
building small, walled off, embattled areas of their own.
5) Collect and use Quality of Life and Recovery Based outcomes
Our present system has virtually no outcome measures. Instead it measures “units of
service” and analyzes chart notes. We will only be able to impact that system when we
can replace it with a reliable outcome accountability system. It is important for us to
measure what we want to create, quality of life and recovery, so we’re going in the same
direction. Measurements have a way of making things real.
Quality of Life measurement tools have been developed by the AB2034 program to
assess housing, employment, income, legal status, education, and involuntary treatment
(conservatorship, hospitalization, and institutionalization). These are very powerful
political measurements and saved the funding of the AB2034 program from the
governor’s blue pencil. They will be included in the MHSA funded programs. The
forms are easy to fill out, and it may be possible for people to fill out their own forms
when they come into the clinic.
A recovery based outcome tool has been developed at MHA and is getting substantial
attention. Several of the clinics have already begun rating the “stage of recovery” of their
clients to focus them on recovery needs. It is also reliable and easy to use and can help
assess case load needs and individual progress.
It is crucial that any data that is collected is returned to the staff and consumers that
collected them to be used. Otherwise any measurement tool is just another added burden
to be resented. A feedback loop must be built in.
6) Develop structure to promote client flow and graduation from services
The most dangerous problem that transformation faces is the overwhelming case loads.
We have a system where more people come for help everyday and very few people leave
successfully. Over time, any such system will become overwhelmed. There is no
staffing level large enough to avoid that fate. That is not to say that we don’t need more
staff. We do. But unless we create flow we will never catch up.
Every service must be designed to be transitional (though not necessarily time limited)
and there must be a set of “next steps” that people progress to if they do well. This can
range from outreach services achieving engagement; then the person moves on to case
management; then to outpatient therapy achieving self-help coping skills and natural
community supports; and then the person moves on to self-help support without a

45

therapist or case manager. A “flow map” of the overall program should be created.
(Note that it’s not a linear map and people unfortunately sometimes flow backwards.)
A crucial feature of the map is that there must be destinations outside of the clinic
entirely. This may include private MediCal or Medicare providers, HMOs, sliding scale
therapists, self-help programs, other social service agencies, community supports and no
treatment needed at all. (At the Village, we were unable to identify or develop adequate
outside destinations and resorted to creating an independent Wellness Center as a
graduation destination. It is likely that DMH will create Wellness Centers in every
service area to meet this need.)
Flow and graduation generates an impressive amount of distress and conflict among staff,
clients and families. It is likely that after the organizational structure and processes group
does its job and creates a structure for flow and graduation, the staff transformation group
will need to address the issues that emerge.
7) Build strong teamwork
Teams are not included in this list of initial goal areas as a fashion statement. Strong
teams are crucial to the ability to lower boundaries without ethical violations, to take on
multiple roles with multiple clients, to insure physical safety in unlocked environments,
to expose ourselves to painful emotions encountered in close relationships with clients
without being overwhelmed, to be accessible for walk-ins, work in the community, and
keep appointments responsibly all at once. Equally crucial to teamwork is the ability to
have multi-disciplinary expertise including non-professionals, consumers and families, to
have a multi-experiential background to engage a variety of difficult people, and to have
cultural diversity and competence. The plan in this goal area must go beyond generic
team building to address all of these crucial needs.
8) Build relationships with administration
There is a longstanding mistrust and distancing between line staff and administration.
Staff tends to have trouble believing that any initiative is real, let alone that they will get
the ongoing administrative support needed to implement transformation. Administration
tends to have trouble believing that staff will actually implement any changes without
being ordered to do so and told specifically what to do. Nonetheless, the best work plans
are likely to come from the staff that has to implement them and the best motivation
comes from empowering staff. The plan in this goal area needs to address how
administration and staff can come closer together, trust each other more, and work
collaboratively, being sensitive to each other’s needs and pressures.
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Available Services / Capacity:
Many staff express a frustration that they can’t help people achieve quality of life goals
without the needed services and capacity. What good is it to help someone get motivated
to get their own apartment or a job if there aren’t any apartments or jobs available? The
tendency is to return to dealing with mental health where we aren’t so dependent on
things we don’t have and can’t control. Unfortunately, that leaves the clients with
nothing.
9) Develop quality of life support services
It’s been shown repeatedly that mental health services on their own rarely lead to quality
of life achievements like income, housing, employment, or education. This is partly
because people with serious mental illnesses often need ongoing support along with skill
building to “choose, get, and keep” these things, and partly because there are pervasive
shortages of opportunities in our community. Therefore, services need to include skill
building, support, and community development for each of these achievements.
Generally skill building and support staff should be integrated into the service teams so
they have relationships with the clients and their services are easy to access, while
community development staff need to spend most of their time in the community creating
relationships with landlords, employers, educators, etc.
10) Collaborate with other social services
There are a variety of social service agencies designed to assist people with improving
their quality of life. Some of these are well known to us (for example SSI, Voc Rehab,
HUD, county health services, GR, substance abuse services, and regional centers) and
some are more obscure (for example IHSS, meals on wheels, dial a lift, disabled student
services at community colleges, family preservation services, mental health advocacy
services, library literacy classes). A good plan will increase the number of social services
being used by our clients.
Unfortunately, most of these services have serious problems of their own and are difficult
for people with mental illnesses to access or use successfully without accommodations.
Many of them have developed specific mental health programs as a result (for example
GR’s NSA program, HUD’s shelter-plus program, Voc Rehab- DMH co-op program,
dual diagnosis programs, collocated MH worker at the jail). Utilizing these services is a
strategy for expanding what would be possible with direct clinic staff alone, but personal
relationships are the glue that makes programs like this work, and we need to invest in
assigning staff to make those relationships.
11) Develop community belonging
Perhaps the most challenging goal area is to develop community belonging. Yet, true
recovery requires people attaining meaningful roles that are not “service recipient.”
Staff, families, and even the clients themselves all tend to have problems visualizing our
clients in these other roles. Making things worse, many staff are also uncomfortable
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working in the community outside of our provider roles. Community development is a
rare skill. Part of this plan should be making a “community map” of potentially
welcoming places in our community (for example YMCA, bowling leagues, churches,
volunteer organizations, Park and Rec classes, singles’ groups, etc.)
The available services/capacity group has the difficult job of determining how to create
new services and capacities. Three general strategies are available: First, they can reallocate existing staff and resources. Transformation requires both creating some new
services and destroying some old services. It may be that with a change in mission some
services are lower priority than they used to be. Second, they can leverage resources
from other community agencies. Using volunteers are an example of this (for example
mentors or ComPeer), but even volunteers require an investment of staff to coordinate
them. Third, they can make specific requests for upcoming MHSA resources.
Now which group looks good to you?
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Recovery-Based Service Delivery
By Mark Ragins, MD
Recovery based programs pride themselves on treatment planning and service
delivery that is “consumer driven.” We don’t assume we know what’s best for people.
We don’t tell them what they have to do or limit our help to what we think is right. We
try to support them as they find their own path to recovery.
But the day to day reality isn’t that straightforward. We don’t actually support every goal
people might create – for example killing your family or using lots of drugs while we pay
their rent and help them get off when the police catch them. We do try to persuade
people do what we think would be helpful. Sometimes, like with payees or medication
management or hospitalization we even coerce people. We do have some overall vision
for what we’re trying to accomplish.
Reality is closer to “value driven and consumer centered.”
We have some values that are socially driven, like cost containment, not bothering the
neighbors and increasing the safety of our community. We need to promote these values
to stay in business. We have some values that are Quality of Life driven like housing,
staying out of jail and hospitals, finances, employment, education, physical health, etc.
These values are incorporated into our Outcomes and we’re held accountable for them.
We also have some values that are recovery based. We want people to recover. We’re
trying to be accountable for recovery progress with the Milestones of Recovery tool.
Service coordination at its best is an effort to promote those values along a path that is
centered on each person’s choices.
In the same way that traditional mental health programs prescribe certain treatments
based upon people’s diagnosis and case management/rehabilitation needs, recovery-based
programs base their services upon people’s recovery stage, quality of life goals, and
society’s needs. When we get into disagreements with the people we serve about what
service they want, we can ground ourselves by asking which of the three value sets is
generating the conflict. Do we disagree about what would promote their recovery at this
point? Do we disagree about how to pursue which Quality of Life goals at this point? Or
do we disagree about what is socially acceptable?
Often we’re least sure about where someone is in recovery and how to help them
progress.
The Milestones of Recovery tool was designed to help staff reliably describe where
someone is along their recovery path. It was built around three dimensions: 1) Risk –
Presumably you’re not very far along in recovery if you’re at high risk for more damage.
2) Engagement – This doesn’t mean “compliance with staff treatment and meds.” This
means connected with other people around the process of rebuilding. Presumably you’re
not very far along in recovery if you’re seriously suffering but not connected with anyone
trying to work to improve. On the other end, presumably if you’re far along in recovery
you don’t need much professional help and can successfully live with natural supports.
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3) Skills and supports – Presumably the more skills you have the better, while the
supports you need keep progressing.
As people move through each milestone of recovery their service needs change in all
three dimensions: Risk, Engagement, and Skills and Supports. Being aware of where
people are in their recovery process can clarify how to handle common conflicts. For
example, if someone wants you to drive them somewhere and you want a life coach to
teach them how to take a bus to get there, it helps to know what their skills and supports
are. This also applies if they want to be their own payee and you don’t think they’re
ready. On the other hand, if you want to hospitalize someone or give them a life coach
for overnight crisis support and they think they can manage on their own, the issue isn’t
just skills and supports, but also risk. This may also apply for getting off medication
management. When they complain that you used to buy them lunch and now you won’t,
it may be that their level of engagement has changed.
Note that these recovery based considerations do not give you authority to override the
person’s choices any more than clinical considerations did. They are ways of clarifying
the collaboration for both of you.
Pursuing quality of life goals may require different services depending on someone’s
progress in recovery. It’s not that they can’t pursue certain goals, for example
employment, until they’ve achieved more recovery. It’s that the way to pursue their goal
changes. For these purposes let’s simplify the 8 Milestones 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 I started handing out pills at HAP’s
drop-in center, most of the people wanted to take pills. They weren’t really “medication
resistant.” They were “clinic resistant.” When I 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.
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Keep in mind that every service is designed to help the person grow into the next stage.
For example, you can meet the housing needs of an “Engaged, but not self-coordinated”
person with a Board and Care by adding structure, making decisions for people, and
taking care of their needs, but this is unlikely to lead to them growing into the “selfresponsible” stage. On the other hand, supported housing where you provide for their
needs in an apartment setting while training them to do it for themselves both meets their
housing needs and is likely to lead to growing into the “self-responsible” stage. All
services should be seen as “transitional” but rarely strictly “time limited.” Transitions are
likely to lead to the most conflicts as services change. Although transitions can be
gradual, staff have to change to keep working with people moving forwards alongside
them as they progress
Program Differentiation:
Employment:
Stage 1: day labor, “work for a day – house for a day”
Stage 2: agency businesses, supported employment including job development and
coaching, group placements, supported mental health employment
Stage 3: non-disclosure competitive employment job development, competitive mental
health employment
Housing:
Stage 1: hospitals, IMDs, vouchers, SROs, crisis residential, family
Stage 2: Board and Care, drug treatment programs, sober living, supported housing,
master leases, IHSS, family
Stage 3: independent living, ownership
Finances:
Stage 1: small grants and loans
Stage 2: interim funding, rental subsidies, payee, grants and loans, agency savings
accounts,
Stage 3: grants and loans, community bank accounts,
Substance Abuse:
Stage 1: harm reduction, motivational interviewing, DDA meetings, referrals
Stage 2: harm reduction, motivational interviewing, DDA meetings, drug treatment and
detox programs, sober living, 12 step work
Stage 3: relapse prevention, ongoing 12 step work, giving back
Therapy:
Stage 1: engagement, empathy, crisis, drop-in groups
Stage 2: supportive, strengthening, cognitive, relationship, “corrective emotional
experiences”, drop-in groups
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Stage 3: appointment based individual or group, dynamic, uncovering, self-help
(including creating WRAP, advanced directives)
Medication:
Stage 1: med exploration, med trials, high flexibility and accessibility
Stage 2: med management, long acting injections, high flexibility and accessibility
Stage 3: self- management, regular appointments
Social:
Stage 1: “accepting” environment in the program, peer outreach, staff organized
activities
Stage 2: peer networking, supported socialization
Stage 3: community development and integration
Education:
Stage 1: exposure
Stage 2: supported education, agency classes
Stage 3: career development
Crisis response:
Stage 1: outreach, crisis walk-in, meet practical needs while engaging, collaborate with
coercive services, diverting when possible
Stage 2: home visits, crisis walk-in, 24 hour emergency hotline, peer run warm line,
coordinate support services in the community, “life coaches”
Stage 3: peer support, peer run warm line, coordinate natural supports in the community,
utilize self-directed crisis plans (WRAP, advanced directives)
Services should be chosen by recovery stage, not by what’s easiest to access at the time.
Mismatching recovery stage and service, or lacking some of these services, make it
harder to promote successful outcomes.
It is possible to collaborate with other agencies to provide more services, but usually not
in Stage 1, only when facilitated by a case manager in Stage 2, and independently
coordinated by the consumer using referrals only in Stage 3.
People are usually in the same stage for every service they’re receiving, because their
stage reflects how far they’ve come in recovery, not how far they’ve pursued any
particular goal area. These stages are not intended to be used as prerequisites for each
other. People should use whatever stage’s services they’re in at the time. Some people
may resist moving on even when they are able.
Notice also that these aren’t the only services possible to offer. This is just a list of what
we’ve tried at the Village. I had an interesting conversation with a woman in a planning
workshop trying to apply my recovery planning stages to assist the battered Hispanic
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women she works with (Unengaged – collocate a mental health worker and a recovered
peer at the church where these woman come to talk to the priest and at the ER where they
come for medical treatment for their beatings; Engaged but not self-coordinating – have a
mental health worker stick with these woman in a motivational interviewing approach
when they return to their men and when they’re ready, walk alongside them through the
steps necessary to escape the abuse and recover; Self-Responsible – have a work sheet of
the steps to take and the resources available and a recovered peer to offer support along
the way.)
When delivering services, it’s important to focus not just on what’s done, but also how
it’s done. The values behind the practices are crucial. Some values, like consumer
inclusion, hope, empowerment, choice, self-determination, pursuing quality of life goals,
experiencing non-patient roles, and individualization of services are important throughout
treatment and some are more important in certain stages of recovery.
Value differentiation:
Stage 1: Unengaged
•

•
•

•

There’s “No Wrong Door”: People shouldn’t be expected to understand our
system design well enough to go to the right place for what they need themselves.
Every entry into the system ought to lead to every service and it’s the
responsibility of whoever greets them as they come in the door to get them
successfully to the right place.
Everyone is welcoming: Too often we focus on our tasks of gate keeping and
rationing, before we make new people feel welcome. If new people are seen as
additional burdens by staff, they are unlikely to greet them with open arms.
Create a “counterculture of acceptance”: Most people with serious mental
illnesses (and substance abuse) experience a lot of rejection from our community.
To be helpful, our programs need to accept people that outsiders may not. This is
not to say we should tolerate being abused or injured, but many people need a
sanctuary of sorts, a place to let down their walls and work on recovering.
A good treatment is built on a good relationship: Use everything possible to build
relationships including charity (e.g. listening, respecting, doing things for people,
self-disclosure, sharing non-treatment time and activities).

Stage 2: Engaged, but not self-coordinating
•

•

Support, don’t care-take: Staff are often needed intensively to facilitate people
getting services and their needs met. This is done with the person not for them,
while teaching them the skills to be able to think it through themselves and do it
themselves. People will often prefer things being done for them, but that doesn’t
promote self-responsibility and recovery.
Services are mobile: Their lives, their problems, and their goals are in the
community not in our offices, so we need to be out there too. Build skills by
doing things together where they need to be done, not by talking about how
they’re done in the office.
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•
•
•

Services are accessible: These people have serious problems coordinating things,
including our appointments. The needed flexibility usually requires a team
working together so there’s a better chance someone is available
Integrate services into a “one-stop shop”: Having personal relationships with
multiple service staff makes it more likely they’ll actually access the services they
need.
Be a “no fail” program: Instead of rejecting people or taking over their lives
when they do things wrong, focus on how they can learn from their missteps and
what changes they need to make. Instead of closing their case when they don’t
show up, do assertive re-engagement. Go out and find them.

Stage 3: Self-Responsible
•

•
•

•

•

Create natural, community supports and roles: It’s important to work ourselves
out of a job. We want to help people find friends to support them, to find places
to belong besides with us, to have more meaningful roles in their lives than being
good patients.
Promote self-help: We should teach people skills to manage a variety of
symptoms and to get their needs met and connect them to other people in recovery
who can support each other.
Encourage people to “give back”: No longer should they be just “consumers” of
services. They can give back to our programs and to others in need. They can be
role models bringing hope to others. Some even pursue mental health
employment.
Encourage mental health advocacy: Not everyone will want to promote the
recovery movement or even disclose their illnesses outside our programs, but
those who choose to do so can have a profound impact on stigma and the
community’s perception of mental illnesses.
Create “graduation” rituals and services: It’s important to have a positive exit
form the system (even for people who continue to take medications); there are
serious personal issues for both the people taking the risk of moving on and for
the caring staff they leave behind that need to be addressed. We need to
remember that full recovery is far more common, and far more realistic, than we
imagine.

A recovery program can create flow if it pervasively emphasizes growth and movement
forwards. This helps both by moving people to higher levels where they do more for
themselves and by “graduating” people. Flow and service rationing are inversely related.
The more flow we create the less rationing we need. The less flow we create the more
rationing we need.
While it may be easier to give a man a fish than teach him to fish, only the teaching
creates self sufficiency and flow.
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Designing Transformed Clinics
By Mark Ragins, MD
I have been working with several clinics in Los Angeles over the past year as they have
begun to transform themselves while incorporating new Mental Health Services Act
programs – Full Service Partnerships and Wellness Centers. Although there is significant
individual variation between the clinics, some common design issues have emerged. This
paper describes a four-part design and includes some of my thoughts. Hopefully it will
be useful to those of you are also working on transforming your clinics.
The emerging design contains four program elements (we’re still working on the names):
Welcome Center

Full Service Partnership

Core Support Services

Wellness Center

Engagement
Triage
Charity
Supported Referrals
“One Session Psychotherapy”
Crisis Care – walk-in
Medications
Substance Abuse
Outreach
ACT services
Intensive support services (housing,
financial, employment, legal, etc.)
24/7 Crisis Care
Substance Abuse
Medications
Supportive therapy
Problem solving / Case Management
Growth Modules (benefits assistance,
housing, employment, focused therapy,
focused medication, skills training, health
care, active substance abuse treatment,
parenting, etc.)
Crisis Care – ongoing clients
Medications
Family support / education
Graduation preparation (WRAP, etc.)
Self help / mutual peer support
Wellness focus activities and groups
Community integration
Health care
Substance abuse – relapse prevention
Crisis care - self directed
Medications

We intend to promote active flow through the programs to less intensive / more selfresponsible levels of care and even out of the clinic entirely.
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Here are some thoughts about each program:
Welcoming Center:
At present after a brief screening everyone who is eligible is given a full clinical and
financial assessment and creates a six month treatment plan. This takes about 3 hours
and is often an inadvertent barrier to people coming in. After this lengthy assessment and
planning many people never return. The redesign attempts to broaden the menu of
options. Each person will get a single visit assessment and be offered some help that day.
Triage will take place over the course of two months while we continue to help people in
the welcoming center, assessing whether the person has a serious mental illness, whether
they live in the clinic’s area, whether the clinic is the best treatment setting for them,
whether they are engaged enough to return to the clinic regularly, and what program in
the clinic and even what staff would be best for them. The triage process has an inherent
tension between the need to ration clinic resources and refer out and the need to openly
welcome people and not set up obstacles to them getting the help they need. The full
assessment and treatment plan will be done after the extended triage by the accepting
staff.
The Village Homeless Assistance Program developed a triage schema that may be useful:
Green – The person should be admitted to the clinic. They’re eligible and engaged.
Chose best program (FSP, Core, Wellness) and assign to “matched” staff.
Red – The person should not be admitted to the clinic either because they don’t have a
serious mental illness, they’re out of area, or can be served by other providers
(e.g. Parole MH, VA, private providers), etc. Give short term help and supported
referrals.
Yellow – It’s unclear whether the person should be admitted or not or it’s unclear if they
are engaged enough to return to the clinic regularly. Continue to help them in the
Welcome Center while increasing engagement and further assessing options.
Blue – The person has been seen in the Welcome Center but has dropped out or been lost.
Help again if they return and try to re-engage. Consider outreach.
Staffing would likely include a supervisor / licensed clinician, a community worker / case
worker, a substance abuse specialist, and a psychiatrist, working with all the core
program clinicians on a rotating basis.
Full Service Partnership:
This program has been largely defined already including ACT services and supported
housing, employment and money management, building on the existing AB2034 model.
A key issue that has been emerging is that since the criteria for admission are social
rather than clinical (homelessness, jailing, repeated hospitalization, institutionalization, or
only avoiding the above because of overwhelmed family support) there will be people the
clinic feels are in “need” of this level of service who are not eligible and will have to be
treated less adequately elsewhere in the clinic.
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There are several important choices available to the program:
1) Will case loads be assigned individually or be shared team case loads?
2) How will the professional and paraprofessional staff interact and work together?
3) Will the support service staff (housing, employment, financial, etc.) be dedicated to
their specialty or have case loads too?
4) Will the specialty staff primarily focus on developing relationships with the clients or
with the community (e.g. their “case load” could be 20 landlords or employers)?
Although FSP case loads are low by traditional clinic standards, it’s amazing how
difficult and time consuming this work actually is. There will often be the risk of getting
so involved in reactive daily crisis work that proactive growth work is short-changed.
Rationing staff time is a constant challenge.
The Village developed a priority guide that may be useful:
1) Engagement – First priority is to develop a relationship with the client (actually
multiple relationships). Poorly engaged clients are difficult to help in crisis or to
help pursue any goals.
2) Risk – All crisis are not high risk. The less the staff get in the habit of responding to
all crisis as high risk the less the clients will present in crisis to get staff attention.
“Pressing” is not the same as “urgent.”
3) Ready – When clients are motivated to pursue goals staff should allocate more time to
supporting them to obtain their goals. Be wary of staff deciding someone “isn’t
really ready” and discouraging clients.
After a year, and flexibly on an ongoing basis, FSP clients should be reassessed for
moving on to core services (or, more rarely, Wellness Center). Both staff and clients
should view FSP as a transitional program to create a culture that promotes flow. There
can be a substantial transitional period of co-enrollment in both programs.
Core Support Services:
The majority of the clients in the clinic are likely to be in this program working with staff
with quite high caseloads. It is hoped that by treating “unengaged” clients in the
Welcome Center, high intensity homeless, jail diversion, frequently hospitalized, and
institutionalized clients in the FSP, and more advanced recovery clients in the Wellness
Center that the core support services will become more focused and effective.
Nonetheless, it is likely that many clients will be only vaguely known by the staff and
receive only modest services.
Within this unsatisfying reality several transformative steps are recommended:
1) Clients can be initially “matched” with staff by the Welcome Center rather than being
assigned randomly based on what day the intake happened to be.
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2) The staff can work more as a team so that individuals can receive services from a
variety of somewhat specializing staff rather than staff working in de facto private
practices as a “Jack of all trades.”
3) Specialized services can be organized into time limited, growth oriented modules (for
example, benefits assistance, supported housing, supported employment, focused
therapy, focused medication, skills training, health care promotion, active substance
abuse treatment, parenting, etc.) that motivated clients can access, regardless of who
their primary supportive staff is.
4) A culture of flow can be promoted by regularly assessing the clients’ stage of
recovery and using it, by creating “moving onwards” graduation preparation
programs including WRAP and community integration, and by having regular rituals
and celebrations of clients’ progress and recovery.
Wellness Center:
Creating an effective and desirable Wellness Center that clients will feel they can rely on
and will want to move on to and that staff feel confident graduating people to is essential
if flow is to occur. Once again, there can be a substantial transitional period of coenrollment in both programs.
The fundamental elements of a Wellness Center are being defined by DMH with
widespread input. At this point they include:
1) Wellness and recovery-focused mental health and supportive services, including
emphasis on physical health assessment and linkage to appropriate services.
2) Focus on coaching and advocacy and health education.
3) Linkage to services that will enhance recovery and contribute to reintegration into the
client’s community including academic skills enhancement resources, medication
management, psychotherapy/counseling, vocational and employment services,
housing services, and primary care services.
4) Voluntary participation with potential graduation from participation and/or exit from
the mental health system.
Hopefully, we will refine our practice as we learn from our experiences.
My work at MHA’s Wellness Center generated several related concepts that may be
useful:
1) Consumer Run: Although the Wellness Center includes professionals, including a
psychiatrist, it is fundamentally consumer run. The consumer led administration of
the program collaborates with the professionals to support consumer goals modeling
the desired collaborative individual clinical interactions between the professions and
the clients. There are some situations both administratively and clinically in which
professionals have increased responsibility but the “default” setting for both levels is
self-help and self-responsibility.
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2) Network Support: The fundamental support relationship is not a case-manager-client
relationship. Instead support is mutual, with both give and take, with members
supporting each other. The primarily consumer staff has expertise in running self-help
groups and activities, providing peer support, developing WRAP plans, and
identifying community based network and supports, not in taking care of people.
3) Safety Net: The program is intended to be its own safety net. While the Urgent Care
Center, Emergency Rooms, Hospitals and even returning to the Village exist; the vast
majority of crises are handled within the Wellness Center itself. Some staff may
temporarily take some responsibility for members in crisis rather then leaving them
entirely to self-responsibility if they are occasionally too impaired to be self-directed.
However, the emphasis in all crisis care is on teaching skills to enable the next crisis
to be averted entirely or self-directed (e.g. with advanced directives).
4) Team Medication Services: In place of the rapid psychiatrist med refills without crisis
accessibility most self-responsible clients receive, the Wellness Center uses a nurse
practitioner-psychiatrist team to expand medication services. Both do assessments,
sometimes together and “know” the members. The nurse practitioner focuses on
routine refills, “Wellness Checks” and documentation. The psychiatrist focuses more
on supervision, crisis and transitions.
5) Getting Even Better: Patricia Deegan wrote “Some people with mental illnesses get
well, and then they just keep getting even better.” The primary action of the Wellness
Center is not in managing crisis, providing ongoing medication and documentation,
or achieving stability, although these are the most urgent reasons for its creation, it’s
most costly and heavily reimbursed functions, and its clearest social mandate. The
primary action is ongoing growth and recovery for the members “getting even better.”
This includes education, employment, wellness strategies, advocacy, self-help,
community integration, family, romance, and even deeper psychological healing and
spiritual growth.
Overall, this four-part design structure seems possible to implement even with our far
from ideal staffing patterns and, I believe, creates a firm foundation upon which truly
recovery based programs can emerge.
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Staffing Full Service Partnership Teams
By Mark Ragins, MD
A substantial portion of the new adult Community Support Services money from the
Mental Health Services Act will be going to create new Full Service Partnership Teams.
Full Service Partnership (FSP) is a new name designed to build on the concepts of ACT
teams and Integrated Service Agencies without constraining ourselves within those
models’ definitions. FSPs are considered a powerful part of system transformation
because they target resources to those people in highest need, they facilitate outreach if
needed to help engage people, they accommodate people who do poorly with
appointment based services, and they are able to incorporate quality of life support
services and funding. Those are all features that are weak in our present system that the
transformation is trying to improve.
To actually run a FSP will require programs to create teams that include both present
staff in altered roles and new staff. Many of our present clinics run more or less as a
group of individual practices with each professional staff responsible for their own
caseloads and the services they provide, with only limited sharing of clients and
teamwork. Therefore, creating teams will be a change for many current staff.
Creating teams offers a number of potential advantages:
1) No one staff is capable of assisting people with the entire range of quality of life
services - from employment to housing to money management to health care to legal
assistance to family support to education to benefits assistance to substance abuse
assistance to community integration - they may need. Without a team they are likely to
be offered only whatever services the staff they are assigned to feels comfortable with
providing leaving their other needs largely unmet. It is possible for a team of staff to
assist people with the entire range of services if the team is carefully assembled.
2) If more than one staff member is familiar with each client, it is possible for their
primary staff to be serving someone else in the community and still have another staff
available to assist them. This makes it possible for staff to combine community,
appointment based and walk-in services.
3) If staff are assembled that are not just a multidisciplinary team, but also a multiexperiential team they will be able to engage and work with a wider variety of people
than any one staff member could. For example the team can include someone that works
well with paranoid people, psychotic people refusing medications, actively substance
abusing people, drug dealers, depressed, hopeless, unmotivated people, dirty, smelly
people, women who won’t leave battering men, men who batter women, prostitutes,
pimps, thieves, and people with severe personality disorders. It would take a saintly staff
member to engage and work with all those people successfully, as we are now expected
to do. It is more realistic to expect a team consisting of a variety of caring staff to work
together to create a counterculture of acceptance able to engage and work with all those
people successfully.

60

4) Recovery work often depends on staff taking on a variety of roles besides clinician so
that the people being served can take on a variety of roles besides chronic mental patient.
Recovery work also often depends on staff creating more adult-to-adult relationships with
the people being served while including emotional connectedness, guiding, and healing
into these “friend-like” relationships. Both of these tasks require altering the traditional
roles and boundaries rules that were constructed to protect both staff and clients in private
practice, office-based, professional and psychodynamic treatment settings. In order to
alter these rules while maintaining strong ethics, personal, emotional and physical safety
staff must work in teams. Teammates are needed to dilute transference relationships,
give each other emotional strength in times of need, watch each other’s backs to avoid
ethical lapses, and protect each other emotionally and physically. If a team creates a
strong emotional and ethical matrix, boundaries and roles can be safely lowered and
healing relationships dramatically increased.
However, creating teams also has its challenges:
1) Many staff and clients prefer individual work. They like the additional privacy and
sense of intimate safety that comes with a good individual therapy relationship. It feels
easier to open up emotionally. Trust is built that isn’t easily transferred to other staff. It
can be difficult for staff to convince new clients of the advantages of a team milieu
especially if they don’t believe its better themselves.
2) Many staff are working in programs where they don’t really like or trust many of their
teammates. Hiring doesn’t generally have much input from the people who have to be
teammates with the new staff. Firing or reassignment are often more dependent on civil
service rules, unions, or administrative needs than on compatibility of teammates. While
on paper teams have a variety of important strengths, in practice they can easily
deteriorate with personal conflicts, antagonism, and forming factions.
3) With high work loads, that sometimes feel like being stuck on a conveyer belt, staff
may prefer to try to get their own work done as best possible rather than create a system
of shared responsibility that they have less comfort with and control over. Many staff
feel that some of their coworkers are slackers likely to give them extra work without
reciprocation in a shared system. Staff are also afraid of being cast in the slacker role so
they’re unlikely to ask for help from their busy coworkers even if they need it, and more
to the point, even if their clients would benefit from it.
4) Our programs are generally set up with professional differentiation. Each profession
values their particular skills and identity. They tend to have their own treatment schemas,
languages, processes, and goals. For someone to be qualified to supervise their work
properly the supervisor needs to be of the same profession as the supervisee. Therefore,
teammates usually are not accountable to their team leader as much as to their
professional supervisor which can badly weaken the team itself. There is a large
resistance to altering this structure because it feels like a direct attack on the professions
themselves and the inherent value professional roles bring to staff.
5) It may be difficult for staff with substantially different educations, salaries, and
experience to act as “classless” teammates. Often internal hierarchies will be formed
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with some staff expected other, “lower” staff to work for them. There’s a classic
definition of teamwork as “a group of people doing what I tell them to” that captures this
issue.
A FSP is likely to incorporate four groups of people into its teams who have not often
been teamed together before: Psychiatrists, paraprofessionals, consumer and family
member staff, and licensed clinicians. Each of these groups brings their own gifts that
would be missed without them and each brings their own challenges.
Psychiatrists:
The time when psychiatrists were fully included on teams in CMHCs, including many in
leadership positions, is long past. While decreasing the number of and roles for
psychiatrists may have been initially driven by cost cutting concerns, we are now at the
point where there often aren’t enough psychiatrists available even if funding were to be
allocated. Psychiatrists have been so consistently relegated to isolated, highly
reductionistic, exclusively medication oriented roles that there is very little desire to
increase their roles or belief they would contribute substantially if they were more
included.
The most obvious advantage of including psychiatrists would be to increase the
probability of engaging people with medications. People are more likely to take
medications if they have a good relationship with the psychiatrist or if another staff they
have a strong relationship with accompanies them to their medication appointments.
Since FSPs are designed to target poorly engaged people and they’re designed to
continue to work with people when they miss appointments and stop medications, instead
of just discharging them, this is an important concern.
The most obvious challenge to including psychiatrists is professional differentiation. It is
difficult for psychiatrists to be comfortably supervised by non-psychiatrists and there is a
tendency for psychiatrists to expect to automatically be at the top of the hierarchy like
other physicians rather than be true colleagues. The relationship between the team leader
and the psychiatrist is crucial.
Beyond those issues, however, are other challenges unique to psychiatrists. First is the
high caseload expectation. It is difficult for any person to keep track of more than 150
people’s stories and relationships in their head. Every other staff routinely has a caseload
less than 150 whereas almost every community psychiatrist has a caseload larger than
150. The two most common ways of dealing with this are for psychiatrists to focus their
attention very narrowly on the illness part of the person and to use the chart as a memory
crutch. Both of these widespread practices are likely to be harmful to the people being
served. In addition, trust is usually based not on an actual relationship between the two
people, but based on the doctor role itself: “Trust me. I’m a doctor.” A well functioning
team can serve as a memory and relationship extender for the psychiatrist and promote
real trust.
Second, is the difficulty differentiating between symptoms and feelings. If a psychiatrist
only gets to know, and only writes down to remember, features of the illness, they are
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more likely to diagnose feelings as symptoms and treat them with medications instead of
addressing emotional or life circumstance issues. Many people find it easier to take a pill
than to make emotional or life changes and willingly collude in a “medication only”
treatment plan. Unfortunately, it’s only rarely really successful. For people not willing to
collude in labeling feelings as symptoms, we often accuse them of lacking insight and
being noncompliant and the psychiatrist simply doesn’t know the person well enough to
offer what they want. A well functioning team can assist with the information needed to
make differentiations and assist in helping people work on their lives.
Third, psychiatrists routinely have ultimate legal and medical responsibility for people
even if they don’t know them very well. This is likely to lead to caution, self protection
and risk avoidance. Decisions ranging from involuntary hospitalization to employment to
child custody to becoming your own payee are likely to be effected. Usually this
protective bias hinders recovery. The team can make more group decisions and share
responsibility. In crisis situations every team has an emotional core person they can turn
to. If this person is not the psychiatrist, there may be a conflict between emotional
cohesion and following the psychiatrist’s medical orders. Who does the team really trust
and whose decisions get implemented may be different people.
Paraprofessionals:
There is a substantial resistance to hiring more paraprofessionals instead of more licensed
clinicians. Hiring people with “just” Bachelor’s degrees or “life experience” feels to
many professionals like we’re “dumbing down” our staff. They argue that since we’re
focusing on people with very serious, persistent mental illnesses we need the most
clinical training and expertise we can get in our staff.
Within medical model paraprofessionals have serious liabilities. They don’t know how
to do diagnostic assessments. They have limited understandings of psychopathology and
psychodynamics. They can only bill for certain services and often need the licensed staff
to cosign their notes. At best, they are likely to be viewed as helpful underlings or “gofers.”
Within a recovery model paraprofessionals serve two crucial roles: Generalist “case
workers” and specialist support service providers.
Whether they’re called case workers or community workers or personal service
coordinators, their two main functions are engagement and coordination/training. Being
able to engage someone is sometimes a clinical skill, but more often it’s a personal skill.
Staff must be able to accept people who would normally be rejected, open their heart to
people, and have a willingness to connect with people instead of distance themselves
from them. It’s easier to create a true counterculture of acceptance when
paraprofessionals are included to increase hiring choices and staff diversity. Less
experienced staff may need help from more experienced staff to preserve their emotional
strength and maintain strong ethics without distancing and dehumanizing.
Coordination/training often requires going into the community doing things alongside
people while teaching them how to do it themselves. People may need help coordinating
an enormous range of things from grocery shopping to Social Security benefits to
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employment interviews to their love life. Many licensed staff are reluctant to perform
these services because it’s not what they were trained to do or because it’s unprofessional
or even because they’re just not very good at it. Engagement and coordination/training
are not “lesser” services. They are core recovery services.
A FSP should include a variety of specialist support services like housing, employment,
education, substance abuse, community integration, money management, and family
support. These jobs require a high level of specialized skills which are not often taught in
the usual professional training programs. Staff will usually have learned these skills
through life experience or on the job training. It is usually not very effective to have staff
without these specialized skills try to do these jobs even if they have other professional
training. There is a choice of whether to have these staff included as full team members
or as attached specialists. There is also a choice of whether to have these staff relate
primarily to clients or to the community.
Consumers and Family Members:
A program may have consumers and family members hired as peer advocates or as
consumer and family representatives to insure inclusion of consumer and family
perspectives or to provide peer support services, but those are unlikely to be full FSP
team members. FSP team members will likely have the same generalist and specialist
roles as other paraprofessional team members.
When consumers and family members are included in the team there is a choice whether
to have them work in designated consumer and family positions or as paraprofessionals.
There are substantial risks involved in making designated consumer and family positions.
They may be treated as second class employees rather than as equal teammates. There is
a risk of low expectations and other staff caretaking them. If instead, they are treated the
same as any paraprofessional staff (or even professional staff if they have professional
training) they will break down the “us vs. them” boundaries and we will all become less
stigmatizing. They should be hired, not out of pity for their disabilities or struggles, but
out of respect for the added strengths and skill sets their “life experiences” have given
them. The relevant qualification is not a documented diagnosis or open case in treatment,
but rather the ability to use past experiences and self disclosure to help people. As with
any person with a disability, they may need accommodations to perform their job, but
they shouldn’t have lower job expectations or demands. Consider how differently we
treat a blind colleague than a mentally ill colleague. Consumer or family status is not an
excuse for substandard work.
It may be helpful to have a consumer or family member mental health worker training
program to increase the qualifications of new consumer or family staff. Some of this can
be combined with other paraprofessional training programs or on the job orientation and
training, and some can be separated out, especially for unique “consumer” or “family”
issues (e.g. self disclosure, changing self identity and roles, Social Security benefit
changes, and not expecting everyone to need the same things that helped them.) Special
attention should be paid to helping consumer and family staff not reenact their own
harmful treatment experiences as either victim or perpetrator. Programs may want to
have volunteer, transitional employment, or training positions for consumers or families
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to prepare them to be staff (permanent staff who are identified consumers or family
members can contribute unique supervision and support), but overlap between people’s
treatment providers and their mental health employment may create substantial problems.
Therefore, the more separation between the two sites the better. Treatment providers are
encouraged to advocate for, coach, and support the people they are serving who are
working in mental health, just as they would any employment, but hiring of consumers or
their families by the same team that is serving them should be limited to temporary
engagement, exposure, or training positions. Permanent employment should be
separated. Once they are hired as permanent staff, it’s preferable to treat them as
responsible equals.
Staff who have mental illnesses themselves or who have family members with mental
illnesses may freely chose whether to disclose that information universally, selectively, or
not at all. Although there are clear benefits for the people being served from staff
disclosure including increasing hope and decreasing stigma and the walls between us,
disclosure is entirely a personal decision. Staff should not be pressured to disclose. In
addition, supervisors and co-staff should not discriminate against or hinder someone
because they have disclosed and acknowledged their role as mentally ill consumer or
family member. They must be treated with respect as a colleague. Demeaning them or
creating a hostile work place for them should not be tolerated.
Licensed Clinicians:
Although many licensed clinicians admire and are touched by the goals and values of the
recovery movement, most will also perceive it as a clear threat to their way of life. The
role of therapy seems to be being transformed from one of our most essential, mission
defining services (perhaps second only to medications) to a vague activity to be
incorporated into other services. Many therapists may resent being asked to be
therapeutic outside of the usual parameters of office based individual and group therapy
and being asked to work in ways that are often contrary to what they were taught. A
range of fears, including physical and emotional danger, ethical concerns, malpractice
claims, inability to bill productivity, and loss of effectiveness are likely to emerge.
Although standard therapy formats may have limited effectiveness and be unusable by
many of the people we serve, they are comfortable to therapists and feel safe. They are
also what they have been trained to do, have mastered, enjoy doing, and value. Therapy
has been internalized into their identities: “We are therapists. What will happen to us if
therapy isn’t what we do?” A true personal transformation is being forced upon them.
Transformation requires three steps: breaking down, adding new features, and reforming.
Step 1: Breaking down involves looking within the practice to find the values and
functions. Staff came to the various licensed professions for a variety of reasons, trying
to accomplish a variety of things, and found away to be fulfilled and of service within
therapy structures. Therapy structures may not be essential for fulfillment and service,
but they are how they’re commonly achieved in our present system.
What functions actually require regular, individual or group, appointment based
structures? Many “targeted,” “manualized” therapies claim they do (for example,
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EMDR, CBT, DBT, behavioral desensitization, trauma groups, skill building, and
psychoeducation). To be fair though, most experienced therapists don’t practice
“manualized” therapies. They’ve made adaptations to the techniques, pick and chose
what fits their personal styles, and incorporate them into a more “eclectic” long term,
supportive therapy structure. Transference based psychodynamic therapy, for example,
has evolved to depend more on training people to be conscious of their psychodynamic
patterns and making interpretations than on creating and resolving true transference
regressions. Recovery isn’t asking for the abandonment of these techniques, but it is
asking for new adaptations, picking and choosing, and incorporation into an “adult-toadult,” “friend-like,” case management relationship.
Most therapists are able to safely and comfortably have a variety of fulfilling, helpful
friendships outside the therapy structure. Therefore, at least theoretically, what recovery
is asking for is possible. Friendships, like recovery relationships, aren’t relationships
without boundaries. They have different boundaries than therapy structured relationships
that are often uniquely developed depending on the person.
Step 2: We’re adding two new features: 1) Instead of using long term, supportive therapy
as the underlying, relationship maintaining matrix to incorporate our therapeutic
techniques, we’re using the same engagement and coordination/training the
paraprofessionals are doing. This helps us achieve a variety of quality of life goals and
help people build community based skills and supports while achieving therapeutic goals
and healing. 2) We’re being flexible enough to maintain relationships with people who
would normally drop out of appointment based individual or group therapy and be lost to
us or require coercion to re-engage.
Step 3: We’re reforming a new “therapy – case management” role. Then we can address
all those fears (including physical and emotional danger, ethical concerns, malpractice
claims, inability to bill productivity, and loss of effectiveness) within our transformed
roles and create new protections and comforts while preserving the old fulfillments and
values.
Licensed clinicians have to perform a variety of tasks to keep the entire team functioning.
They are usually responsible for doing intake assessments and triage. They have to
oversee treatment planning authorization and documentation. Often, though not
necessarily, they are the administrative and emotional leaders of the team. They may
have supervision, treatment modeling, and teaching responsibilities as well.
They also have a responsibility to create a “therapeutic milieu.” In the not terribly distant
past, there used to be something called “milieu therapy” that was included in almost
everyone’s treatment plan. The idea was that the staff, in addition to performing
individual services, together created a healing environment for the people being served.
Under pressure from budget accountability, medical reductionism, high case loads, risk
avoidance, poor building maintenance, and even professionalization “therapeutic milieus”
have almost disappeared from our community clinics. Most simply do not have a very
welcoming or healing feel to them.
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FSPs, because of their flexibility to accommodate drop-ins and because of the intensity of
services and relationships can create internal healing cultures – like a group therapy
without any set hours – that aren’t generally possible in standard outpatient settings.
Licensed clinicians can bring special skills to help create a healing environment. Some
of this work is done directly by being part of the environment (for example, by helping to
maintain relationships with difficult people, providing “corrective emotional
experiences,” and training people to be conscious of their psychodynamic patterns and
making interpretations) and some of this work is done indirect by supporting teammates
(for example, by consulting and educating, sharing countertransference reactions,
building team cohesiveness and emotional strength).
Like the paraprofessionals, many of the licensed staff will bring specialist skills and
services (for example, medication management, health care, crisis management,
specialized assessments, community advocacy and development, and rehabilitation) that
can be accessed by all the people on the team.
FSP Staffing Patterns:
When we’ve put together all these ideas, we’ve found that the overall “staff items”
making up the teams have changed. Compare these two sample 100 member FSP
staffing patterns.

“Traditional-Clinical” FSP team

“Recovery-Based” FSP team

1 Psychiatrist
1 Supervising Social Worker

1 Psychiatrist
1 Team Leader (Supervising SW,
psychologist or MHRN)
1 Psychiatric Social Worker or 1 RN
(depending on leader)
1 Psych Tech or nurse aid
5 Case Managers (may be consumers, case
workers, or community workers)
1 Housing specialist

3 Psychiatric Social Workers
1 Mental Health Counselor RN
1 Psychologist
2 Medical Case Workers
one employment)
2 Peer Advocates

(one housing,

1 Employment Specialist
1 Benefits Worker/ Financial Planner
2 Outreach workers (one licensed, one
consumer, case worker, or Community
worker)

(Both teams cost about the same $900,000.)
Notice the following differences:
1) We’ve define our recovery-based staffing pattern by roles rather than by allocated
quotas for each profession. This is especially relevant for jobs that aren’t really taught in
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any professional school (e.g. team leader, housing specialist, employment specialist, and
outreach worker). Hiring by profession could easily get you stuck without the needed
skills. Incidentally, the State MHSA workforce Development Committee has already
taken the approach of looking at function instead of profession too.
2) Consumers are integrated into the team, hired because of their skills, rather than as
segregated, potentially second class employees.
3) Because of cost savings by decreasing licensed personnel three addition staff could be
hired. That dramatically decreases the case loads. For example, if you decide that the
team leader, psychiatrist, housing specialist, and employment specialist don’t have case
loads, but the nursing staff, financial planners, and outreach workers do, and that this
team has 100 members, the “traditional-clinical” caseloads would be 14 and “recoverybased” caseloads would be 10. Another way to look at that is that the “recovery-based”
team could have a specialized financial planner and half case loads for the nurses and the
two outreach workers and still have the same caseload as the “traditional-clinical” team.
Implementing FSP teams with staffing patterns like those on the “recovery-based” side of
the table will present substantial challenges to Human Resource Departments creating job
descriptions and to Unions advocating for their professional guilds.
As I reread this paper, part of me feels somewhat overwhelmed by all the changes we are
asking people to make, but part of me also feels excited by the prospect of being able to
help a lot of people who have fallen between the cracks. For me, that’s what this
transformation is all about.
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Hiring and Supporting Consumer Staff
By Mark Ragins, MD
I once wrote that I thought that the single most transforming thing the mental health
system could do would be to hire large numbers of consumer staff. Now, because of the
Mental Health Services Act counties all over the state are doing just that. I wrote that
because I believe that hiring consumer staff will have an enormous anti-stigma effect
challenging the prevailing image of people with mental illnesses as incompetent,
irresponsible, and dangerous.
Consumers who are willing to disclose their experiences with mental illnesses hired in
any position will have opportunities to reduce stigma in a variety of ways. Broadly
speaking stigma reduction can be directed towards 1) the people we serve and their
families (for example by being a successful role model), 2) mental health staff and
administration (for example by changing staff’s perceptions of the abilities of people with
mental illnesses by working alongside them as their colleagues or by “vetting” policies
and practice guidelines from a consumer perspective), and 3) our community (for
example by promoting social networks that welcome people with mental illnesses
through self disclosure or promoting more positive media coverage of mental illness by
publicly disclosing personal experiences with mental illness).
However, we must be careful as we move forwards. Potential pitfalls seem to be
everywhere. It seems to me that the foremost risk is that if our consumer staff work
poorly the stereotypes will be reinforced rather than challenged. If we include consumers
in our clinics in only limited protected roles and the professional staff have to heavily
support them and give them lots of accommodations we risk reinforcing staff’s negative
expectations. If we create independent consumer run programs that are poorly run, aren’t
held accountable, have violent incidents, and turn to the local clinic for help in crises we
risk reinforcing our communities’ fears.
When the Village first began we hired a few of our “best” members to work answering
the phones and making lunches for homeless people. They worked three hours a week in
stipend jobs making $65 per month so their SSI checks wouldn’t be affected. They
mostly did their jobs poorly and we were “understanding.” When Paul Barry came to us
from Corporate Cookie, a busy cookie store on Wilshire Blvd. run by people with mental
illnesses, he said that we weren’t going to have any more little stipend jobs. All jobs
would be five days a week, two to four hours a day, and furthermore, all work would
have to be done at community standards. I said that was the stupidest idea I’d ever heard.
Didn’t he understand that these people had serious mental illnesses? They’re disabled.
They couldn’t even do the stipend jobs well.
Since the psychiatrist doesn’t run the employment program at the Village we did it Paul’s
way. Sure enough, he ended up firing most of them. But before I could get up to his
office to say, “I told you so!” the strangest thing happened. Most of them wanted to try
to get their jobs back and I was too busy working with them figuring out what had gone
wrong and helping them change it. We changed medications, created new support plans,
even worked on stopping drugs and alcohol, so they could succeed. And Paul fired most
of them again.
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By the sixth or seventh time, however, they were starting to really get it. The vast
majority of people who did stipend jobs poorly could develop enough to do daily jobs at
community standards. Paul called it “work hardening.” I called it frustrating.
Ultimately, he was right. Our kindly low expectations weren’t helping them grow and
work effectively.
If everybody has to learn that lesson the hard way like I did, we may be in trouble.
We’re not hiring people with mental illness not out of pity for their disabilities, or out of
compassion for their struggles, but out of respect for the added strengths and skill sets
their experiences have given them. We’re hiring them because they can work effectively,
often in ways we can’t, and because if they’re successful it’ll break down stigma and
transform all of us.
We’ve already run into difficulties in almost every county with human resource
departments mostly because of civil service rules prohibiting affirmative action. Even
building in a preference for hiring people with mental illnesses into job descriptions has
been elusive. Most counties have reacted by either creating special Peer Advocate or
Peer Supporter jobs or by contracting out consumer employment entirely. Both of these
approaches widen the distance between consumer staff and “normal” staff decreasing the
likelihood of lowering boundaries and stigma and risk creating segregated “separate but
equal” arrangements. Unless some arrangement is made for consumers to be integrated
as full colleagues we’re unlikely to really succeed.
It’s scary for staff to really accept people with mental illnesses as colleagues. And to be
fair, it’s scary for some consumers to give up their “protected” consumer jobs to be
integrated. We’re hardly on solid ground for heavy advocacy to human resource
administrators who often have other more pressing interests than fighting stigma. To
advocate from a position of strength, we need to begin with what employment roles
consumer staff will add to our services.
The relevant qualification is not a documented diagnosis or open case in treatment, but
rather the ability to use past experiences and self disclosure to help people. We need to
be specific about how we expect them to use those experiences (and equally importantly,
deal with fears about how they shouldn’t be using those experiences). What are the roles
consumers can perform that other people can’t?
1) Consumer representative – Consumers should be included in all levels of decision
making, planning, and program design embracing the spirit of “nothing about us without
us.” Representatives must be careful to present not just their personal positions, or even
just those positions sanctioned by the “consumer movement” and their established
organizations. They are responsible for presenting the range of positions of the effected
consumers carefully including those unable to articulately speak for themselves.
2) Peer advocate – Peer advocates work to help improve the system on behalf of
individual consumers. This must be a collaborative arrangement where the peer
advocate’s agenda clearly represents the choices of the consumer they are representing,
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rather than the advocate’s agenda, since they are the ones who will experience the
consequences of the advocacy effort, both good and bad, most directly.
3) Peer supporter – Peer supporters rely on listening to people’s stories and sharing their
own stories to support individual consumers. Care must be taken to emphasize shared
personhood rather than shared patienthood even when sharing experiences directly
related to illnesses and their symptoms. An important function of peer supporters is to
reduce the possible stigma and personal damage of the diagnostic labeling process by
sharing and thereby normalizing people’s experiences. The goal of peer support is not to
give advice through the shared stories, but to strengthen the person being supported by
creating a feeling of being understood, educating them, broadening their awareness,
opening up new opportunities, and increasing their sense of hope, personal power and
self-responsibility. Peer supporters will likely benefit from the sharing process as well,
but must make sure that meeting the other person’s needs take precedence over meeting
their own needs.
4) Peer bridger - Peer bridgers may act as a bridge into mental health services
outreaching and engaging with people who are not collaborating voluntarily with mental
health services. Peer bridgers may also act as a bridge to community connections for
people by helping people begin to move beyond strictly professional support, by using
themselves as positive role models of people using community supports, and by opening
up new opportunities in our community for people with mental illnesses by sharing their
stories within the community.
5) Peer counselor and peer case manager – These people provide the same range of
case management and community support services as their non-mentally ill colleagues
while emphasizing the strengths of their shared experiences, for example promoting
engagement, risk taking, empowerment, self-responsibility, acceptance, independence,
and graduation. It is expected that these staff’s effectiveness would benefit from a
decreased perception of power differential and less professional distance.
6) Peer self-help facilitator – Consumers may be facilitators of self-help groups and
programs either volunteer or paid. Then they are required to maintain staff
responsibilities and ethics. (For example, they may no longer date or have financial
dealings with other group members.) Some people’s responsibilities will change within
the same group when they are hired or leave employment in that program. It is possible
to be a participant in one group or program and a staff in another one.
The bottom line is that none of these roles can be accomplished unless consumers are
hired. That’s solid ground to approach administration with. It’s devoid of pity,
compassion, or affirmative action.
Each of these roles do not necessarily define job titles or the person’s professional
identity. They all may be integrated into our “normal” job descriptions. Each requires
specific skill sets beyond experience with mental illness that can be included as
“additional qualifications.”
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Our next challenge is to properly prepare and support consumer staff so they’ll actually
succeed. There’s two basic parts of this task: Job training and personal support. There’s
also a need to have training and support available throughout the entire process from
recruitment to leadership promotion. Here’s a table of what’s needed:
Function
Engagement

Content
Identifying consumers and families in clinics – engaging with
clients interested in MH employment
Consumer advisory boards
Volunteer assignments and mentoring at their clinic
Inclusion in Wellness activities / Self-help programs
Inclusion in clinic planning, education, and operations

Job Training

Build on existing curriculums
Add needed skills
• Case management
• Recovery relationships
• Clinic / program operations
• Billing
• Self help groups
Specific content for each role
Specific content for each clinic / program

Transitional Support/
Role Training

Consumer issues
• Disclosure
• Peer roles
• Consumer movement and advocacy (OCA)
• Personal role changes
• Benefits effects
• Moving clinical care
Includes Support Group

Hiring

Job descriptions
Job qualifications
Approving job candidates
Local interviewing and hiring

Orientation

Systematized orientation for all staff
Assign onsite clinic supervisor and peer mentor
Shadowing variety of staff to be exposed to all clinic functions
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On Job Supervision

Job expectations and performance evaluations
Extra onsite training if needed

On Job Support

Mentoring for supervisors (supervisor group to share problem
solving)
Consumer Issues focus
• Boundary issues
• Confidence
• Fear of losing benefits
• Acceptance
Peer Mentors onsite
Ongoing Support Group
Accommodations
• Utilizing a job coach
• Providing additional individualized training.
• Designating a co-worker as peer support.
• Benefits counseling
• Flexible Scheduling
• Job sharing
• Allowing workers to shift hours for appointments
• Leave during a hospitalization

Train team staff to be able to include and support consumer staff
• Confidentiality
• Role confusion
• Inclusion
• Supervision
Transition to
Additional training and HR policies to transition to
integrated employment paraprofessional jobs
(non-consumer
• Administrative Assistant
restricted jobs)
• Job Coach
• Housing developer
• Community support worker
• Program Manager
• Case Manager
• Case Manager Assistant
Supervision to full staff responsibility
Support for professional training to transition to professional jobs
Career ladders
Leadership training and mentoring
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I don’t think we’ll have much disagreement over the items in this list. (Although there
may substantial arguments over who has the expertise and authority to provide these
trainings and supports. In particular, which of them “must” be provided by consumers
can be a thorny issue.) I expect the problem will be having the will to actually create all
those items. It’s easy to look at a table like that and say, “All that would be nice, but we
don’t have the resources, and it would take too much time to set up, and we don’t have
anything like that for our ‘normal’ staff, and we need to get started now…so let’s just
hire a few consumer staff now and see how it goes.”
The further we go along with hiring and supporting consumers, as with most of this
transformation effort, the more detailed and complex everything gets, but also the more
plausible it seems.
One final counterpoint before I close: What about family members? Both the President’s
Commission Report and the MHSA routinely lump “consumers and their families”
together and yet their fates seem to be playing out very differently. Families have been
effectively involved in the planning process, but rarely included in direct service delivery
or mental health employment. We see large numbers of consumers almost everywhere
wanting jobs in mental health to “give back,” but very few family members. There’s
probably a wide array of reasons for this, but at least for now families aren’t being
employed and it isn’t high on anyone’s advocacy agenda to do anything about it. Should
it be?
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New Rules for Staff to Work By
By Mark Ragins, MD
As I travel around the state conducting recovery based transformation workshops, I’m
inevitably faced with an objection from the back of the room, “What you’re telling us to
do is against the rules. I’d get in trouble with my supervisor for that.” Indeed when I
looked at the personnel policies for Los Angeles’ DMH, I realized I break a dozen rules
before lunch. I am an outlaw.
Although it would ultimately involve sitting hour after hour in a workgroup debating
every last word, I realized we’d have to rewrite the “rules” if transformation was going to
have a chance. We have to bring our policies in line with a recovery based practice if we
expect to succeed.
This document is the product of Chad Costello, David Pilon, and me from MHA joining a
DMH Medical Director’s work group including representation from unions, risk
management, human resources, and the Office of Consumer Affairs. This is our final
draft. It has to go through several more layers of administrative approval to become
official. Nonetheless, I’ve included it in this set of papers in the hopes it will help guide
others as you rewrite your rules.
No one told me when I was sitting in a college dorm room dreaming of changing the
world, that to do that you have to sit in long administrative meetings writing beaurocratic
parameters, but here they are.
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COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
OFFICE OF THE MEDICAL DIRECTOR
4.12 PARAMETERS FOR SERVICE RELATIONSHIPS IN A RECOVERY-BASED
MENTAL HEALTH SYSTEM
7-26-06
I. INTRODUCTION
The Department of Mental Health (DMH) has adopted concepts of the Recovery Model for the
transformation of its delivery of mental health services. For the purposes of these parameters,
recovery refers to both the process individuals go through as they rebuild their lives and to the
mental health treatment movement focused on promoting individuals’ recoveries. It includes an
underlying belief that every individual can recover substantially, if not entirely, and deserves
support to achieve their recovery. Although recovery is a uniquely individual process, each
individual’s progress can be described and tracked using a variety of descriptive tools. Generally
this progress is conceptualized as moving through a series of stages, for example, hope,
empowerment, self-responsibility, and attaining meaningful roles. These stages are flexible and
fluid. They are fundamentally the same stages all individuals progress through as they recover
from serious setbacks.
In adopting this model, DMH recognizes the role effective relationships between our staff (which
includes volunteers and contract personnel) and the individuals we serve (individual) will play to
accompany them through the stages of recovery. Staff must develop and use all their skill,
education and talents to create and maintain caring, positive, and supportive relationships with
individuals. DMH also recognizes that there may be new, substantial and complex risks inherent
in such relationships.
II. PURPOSE: DMH has created these parameters to:
1. Support staff to manage potential risks successfully;
2. Serve as guidelines to understand recovery model concepts and the relationships essential to
assist an individual through the stages of recovery successfully;
3. Clarify standard processes in the event of future legal actions,
4. Avoid misunderstandings for staff and individuals who may be unfamiliar with Recovery
Model concepts;
5. Become aware of needs for staff training and performance improvement;
6. State the department’s written intentions as a resource and training tool for staff, managers
and individuals; and
7. Improve morale by establishing an opportunity for individuals and staff to participate in and
review the parameters as they currently exist and may evolve.
III. RELATIONSHIP TO EXISTING POLICY OR REGULATIONS:
These parameters are not to be considered as a substitute for compliance with relevant existing
Departmental or Agency Policies and Procedures (P&P,) Codes of Ethics and Conduct from
individual licensing boards or regulations. Relevant Departmental or Agency policies include but
are not limited to:
1. Ethics (See DMH P&P 100.1. Department of Mental Health Code of Ethics)
2. Compliance Policies and Programs (See DMH P&P 112.2 Compliance Program)
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3. The Health Information Portability and Accountability Act (HIPPA) (See DMH P&P 500.1 to
500.10 HIPAA)
4. Sexual Harassment Prevention (See DMH P&P 605.2 Sexual Harassment Prevention-AntiRetaliation
5. Conflict of Interest (See DMH P&P 608.2 Conflict of Interest
6. Organizational Codes of Conduct (See DMH Code of Organizational Conduct
7. Illness and Injury Prevention Programs (See DMH Illness & Injury Prevention Program)
IV. PERTINENT RECOVERY MODEL CONCEPTS AND COMPONENTS
1.
2.
3.
4.
5.
6.
7.
8.
9.

Creating and Establishing a Recovery Milieu
Engagement and Understanding
Emotional Healing
Financial and Work Relationships
Medication Support
Psychosocial Rehabilitation
Substance Use and Abuse
Working in the Community
Working with Law Enforcement

V. PARAMETERS ESSENTIAL TO THE UNDERSTANDING AND DEVELOPMENT OF
SERVICE RELATIONSHIPS IN A RECOVERY MODEL.
1. Creating and Establishing a Recovery Milieu
Individuals need a safe place to recover. This safe place must provide acceptance,
understanding, hope, emotional and practical support, treatment and rehabilitation. It must
also provide a base for increasing self-responsibility and achieving meaningful roles in the
community. DMH expects all staff to work together to insure every program is a safe place
in which recovery can occur.
A. Creating a recovery milieu depends upon all staff, including clinical and non-clinical,
creating caring, positive, and supportive relationships with everyone they meet, whether
they are on their caseload or not. This creates a web of recovery-based relationships that
serve as a powerful environment for all our services and protects both staff and
individuals
B. Program supervisors are responsible for creating and maintaining the recovery milieu in
their program. Their leadership should emphasize hope, healthy usage of authority,
healing, and community integration. Staff should contribute positively in each of these
areas.
2. Engagement and Understanding
Staff are expected to develop enough trust with an individual to be able to engage them in
treatment and understand both their mental illnesses and them as individuals.
A. Trust-building should rely on shared humanity in addition to emphasizing professional
authority and expertise. Toward this end, staff are encouraged to use:
1) therapeutic self-disclosure,
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2) agency charity, i.e. the giving of resources to individuals to improve their lives without
requiring them to do anything in return. Examples of agency charity include providing
bus tokens, food, or clothing,
3) “meeting individuals where they are” for example in terms of dress, in order to
emphasize attempts to decrease the distance between us,
4) language, cultural competency and spiritual sensitivity, and
5) using personal connections to individuals or places in the individual’s life to enhance
the original engagement and ongoing relationship. Examples of these connections may
include circumstances in which you may already know the person or someone in their
family, or have some shared interest or history, e.g. you went to the same high school
or came from the same state.
B. Staff should be careful not to take advantage of this trust by taking over decision-making
for an individual. Staff should instead focus on building a collaborative relationship by
giving an individual choices and meaningful education about those choices.
C. When an individual shares their story with staff they place themselves in a vulnerable
position. It is imperative that staff protect their story. Staff must respect confidentiality
rights and keep information within the confines of the mental health system. However,
personal confidentiality or exclusively between an individual and a staff member is not a
right and should be used cautiously and circumspectly. Keeping personal secrets may
increase the risk of fragmented care, personal impropriety, and even danger, along with
possible losses of staff accountability, documentation, and funding. Staff are expected to
work as an integrated part of the entire mental health system, not as an individual
practitioner.
3. Emotional Healing
One of the primary goals of mental health services is emotional healing. Individuals with
mental illnesses often have substantial emotional distress. This distress can arise as a as a part
of their illness, as a consequence of their illness, for example, stigma or the services received,
or from other issues in their lives. Emotional healing can be either the direct reduction of the
state of emotional distress or the improvement of underlying emotional traits that contribute
to ongoing emotional distress.
At our most effective, our services should go beyond impersonal assessment, medication,
case management, and placement to incorporate emotional healing. In general, to be healing
requires skillful maintenance of relationships of substantial emotional depth. Traditionally,
these relationships have been contained and protected within the controlled confines of
therapy sessions. Staff are now expected to integrate healing throughout a variety of roles
and settings.
A. High levels of personal emotional strength and awareness are a basis for the effective and
safe promotion of emotional healing in others.
1) Staff may find themselves challenged by tragedies and traumas, both to an individual
and to themselves. At these times, staff should make every possible effort to
reestablish their emotional strength and seek personal healing. Both supervisors and
team mates have a responsibility to ensure that all staff have personal and professional
support in this effort. Supervisors are expected to help staff utilize all internal and
external resources at their disposal.
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2) Staff should not tolerate being abused, threatened, taken advantage of, or harmed
sexually, emotionally or physically by an individual. Supervisors and teammates must
act purposefully to protect staff and report such actions to their supervisors.
B. Staff may not demean, emotionally abuse, intentionally wound, or be physically
aggressive or threatening to an individual regardless of the circumstances. The risk of
these infractions should be reduced by staff knowing their own emotions. Staff can be
clearer about the emotions involved by avoiding treating those individuals with whom
they have previous or ongoing personal relationships. Supervisors and teammates must
act purposefully to protect individuals and report such actions to the manager.
C. Physical contact between staff and an individual may often contribute to emotional
healing, but it carries special risks. Staff absolutely must avoid all inappropriate touching
or other sexual contact with an individual. Sexual attraction or “falling in love” by either
the staff or an individual dramatically increases the risk of inappropriate and/or unethical
behavior on the part of staff. Therefore, these emotions must not be kept private. When
confronted with these situations, staff must make their supervisor and teammates aware of
them. Therefore, situations in which there is likely potential for inappropriate behavior or
allegations of inappropriate behavior, staff should discuss the situation with teammates
and with their supervisor. Supervisors shall report these situations immediately to the
program manager. The program manager, upon evaluation of the situation, should report
when warranted to the DMH Human Resources Bureau (HRB) for possible reporting to
the Los Angeles County Office of Affirmative Action Compliance. Decisions regarding
further contact between the staff and the individual shall be based upon a consultation
with the Manager and DMH HRB.
D. Persons with mental illnesses are valued by DMH in all staff positions because their life
experiences afford them unique abilities to engage with, understand, and emotionally heal
an individual. They must meet the same employment standards as staff without mental
illnesses.
4. Financial and Work Relationships
Treating mental illness should focus on improving quality of life. As a result, mental health
services include a wide range of social activities managing an individual’s money, using
discretionary mental health funds, and assisting individuals in accessing other funds to
improve their quality of life.
Staff control over financial and other resources creates a potentially problematic power
differential between staff and an individual. Even when staff believe that they are acting in
the best interests of an individual, there are risks of exploitation, withholding, and
manipulation.
A. These risks shall be reduced by establishment and adherence to clear policies, sharing
decisions with supervisors and teammates, having clear paths for an individual to air
grievances, and by the keeping of transparent and accessible records.
B. Staff may not get involved in personal financial dealings, e.g. the personal exchange of
goods or services with an individual. Staff may not use a program participant’s funds,
discretionary mental health money or other program related funds for their own use.
C. Staff who are serving as a representative payees are at particularly high risk for the
development of a power differential and therefore may require additional physical
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protection. The same staff who is serving as a payee for an individual should not also
have primary service coordination or emotional healing responsibilities for that same
individual. Payees may use physical barriers for additional protection when needed,
especially when handling cash. Payees should be in physical proximity of other staff
and/or security staff when handling cash and interacting with an individual.
Representative payee policies should include procedures for handling cash.
D. With the approval of the manager, staff may operate in the role of “work supervisor” with
an individual. These work experience, day labor, life coach, and peer supportive services
jobs should all be temporary, part-time positions designed to promote an individual’s
growth while they perform needed work. Staff must be conscious of the additional risks
inherent in these more complex relationships, and should make it clear to an individual
that the true employer is the organization and not the staff person. Fulltime, permanent
jobs should be separate from an individual’s treatment team.
5. Medication Collaboration and Support
Although taking medications is not a prerequisite for an individual to receive services,
medications are an important factor in recovery for many people. Medication collaboration is
the process where the prescribing professional and an individual taking the medications work
together to find ways of using medications that will benefit the individual. This is in contrast
to a definition of medication compliance in which the prescribing professional orders the
individual to take medications in the way they think best and an individual is expected to
comply with those orders. It is expected that all staff, not just those whose scope of practice
includes prescribing or monitoring medications, should be attentive to medication issues
which they observe or are raised by an individual and respond within the context of the
parameters that follow.
A. Staff may assist an individual as they learn about their medications and the role
medication plays in their lives. They should be able to provide competent guidance about
additional credible sources of information about medication. Staff may also assist an
individual to improve communication with their prescribing professional, and may use
their relationship to increase medication collaboration. They may not, however, forward
their own medication instructions or opinions about what an individual should do, unless
their scope of practice includes medications.
B. Staff may assist individuals in taking their medications as prescribed, for example by
picking up medication(s) at the pharmacy, or helping them organize medication(s) into
reminder boxes. However, they may not hand the medication(s) directly to an individual
to take unless their scope of practice permits it. Examples of those with such a scope of
practice would be a Medical Doctor, Registered Nurse or Licensed Psychiatric
Technician.
C. Staff may work with an individual to increase medication collaboration by a variety of
means including the offering of incentives, or, with the individual’s permission, involving
other individuals in their support system. However, staff may not use coercive means or
otherwise withhold services or funds that may be due to an individual, except when
specifically permitted by law or statue.
D. Staff may not, directly or indirectly, give an individual medication surreptitiously,
intentionally mislead or misinform them about medications, or otherwise undermine
informed consent, even if they believe they would be acting in an individual’s best
interests by doing so.
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6. Psychosocial Rehabilitation:
The practices of psychosocial rehabilitation are essential components of services that promote
recovery. Psychosocial rehabilitation is a service delivery philosophy that focuses on creating
meaningful roles apart from the illnesses of an individual. For staff to take on these other
roles successfully, they must also take on roles apart from the illnesses. Staff may find these
other roles (for example customer, coworker, and house guest) less comfortable than their
usual staff roles when they are less practiced in them, but these roles are not inherently more
risky. They should continue to work on therapeutic goals including emotional healing while
working in these multiple roles.
Among the important staff techniques used are goal setting, motivating, skill building, and
applying these skills in the community, classically expressed as the “choose, get, keep”
model. They should incorporate these practices into their relationships with an individual. It
is preferable to do skill building in the actual community settings where the skill will be used
instead of in classroom settings.
A. Staff should support development of autonomy and independence in all domains,
including finances, and refrain from doing things for an individual when they can do it for
themselves. Encouraging individuals to provide for themselves and promoting growth are
the ongoing underlying goals.
B. Goal setting should be value-driven and consumer-centered. Goals should reflect the
choices of an individual. Goals should also reflect socially promoted values such as
increased independence in housing, employment, adherence to laws, responsible child
rearing, safety and others. Staff should be culturally competent, sensitive and respectful
of personal choice in goal setting. However staff should not support illegal or socially
destructive goals. Special sensitivity is needed when working on spiritually-oriented goals
to make sure staff is truly supporting choices of an individual and not persuading them to
make spiritual choices that staff may personally value. Staff may ask for another staff to
work on a particular goal with an individual if it conflicts with their personal spiritual
beliefs.
C. Motivating individuals should be based upon understanding them well enough to promote
their core drives and desires rather than upon coercion. Staff should maintain supportive
relationships even when an individual makes choices that may result in serious
consequences. Staff should help an individual take risks in a more prepared manner and to
help them learn from the consequences of their choices.
7. Substance Use and Abuse
DMH is committed to serving individuals living with mental illnesses who are also using or
abusing substances. Staff should be competent in the delivery of integrated substance abuse
services (Co-occurring Disorders (COD) appropriate to their roles.
A. To effectively serve individuals with both mental health and substance abuse conditions,
staff must have the ability to provide services for each condition separately, the ability to
integrate services for the two conditions, and the ability to provide services uniquely
designed for dually diagnosed individuals. Staff who are considered to be COD
competent have these abilities in all areas of service including engagement, assessment,
treatment, rehabilitation, advocacy, and recovery.
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B. Staff must maintain a willingness to actively serve individuals who are using and abusing
substances, and accept them wherever they are along the continuum of recovery.
However, this does not imply condoning substance use or abuse. Staff should always
maintain a goal of freedom from dangerous and addictive substances no matter how
remote or unlikely it appears at the time. Staff must maintain relationships and continue
to serve individuals who use and abuse substances.
C. Staff must provide or consult with their supervisor in order to arrange for the provision of
a full range of substance abuse interventions appropriate to the stage of recovery of the
individual being served.
D. Staff should assume advocacy roles for individuals when dealing with other groups or
agencies that have exclusionary “no tolerance” policies. In these situations staff must pay
special attention to individual choice and maintain confidentiality.
E. Program restrictions and limitations on individuals should be based on the
appropriateness of their behavior, rather than on the fact that they are continuing to
engage in substance use or abuse. Substance use and abuse increases the risks in
relationships, including unlawful behavior, violence, and unsafe sexual practices. There
may be increased risk to staff directly involved with individuals using and abusing
substances. Therefore, staff should exercise extra caution and discuss any concerns with
their supervisor.
F. Staff may not use any alcohol or illegal drugs or while working, even if they are at an
activity where drinking would be appropriate, and even if the individual they are serving
is drinking or using drugs. Under no circumstances should staff who are impaired by
drugs, legal or illegal, interact with the individuals they serve.
G. DMH values smoking cessation and supports efforts by both staff and individuals to stop
smoking. Nonetheless, both staff and individuals are permitted to smoke during work
wherever permitted by law. No staff members or individuals should be in any way
coerced or pressured to expose themselves to secondhand tobacco smoke, and every
effort should be made to maintain smoke-free environments. However, individuals should
be permitted to smoke where lawful and where others are not involuntarily exposed to
secondhand smoke.
8. Working in the Community
Working outside of traditional locations and in the community vastly increases staff
effectiveness, but also increases a number of risks. For the purpose of these parameters,
community is defined as the social, cultural and physical environment in our daily lives. This
does not include treatment settings. For individuals with mental illnesses, community is the
environment in which they have meaningful roles that are not solely defined by their mental
illness and its treatment.
A. Staff should serve people in the community, not just in crisis situations, but whenever it
is likely to increase the effectiveness, intensity, or relevance of their service. Many times
this will involve taking on friend, family, mentor, or teacher roles (for example while
facilitating hosting a house warming party, attending an AA meeting with them, or
attending someone’s graduation). However, staff should be mindful that their primary
responsibility is not socialization or transportation alone. Depending on each person’s
needs and choices, staff should be engaging, assessing, supporting charitably,
emotionally healing, treating, training, rehabilitating, advocating for, or promoting
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integration into the community while working in a variety of roles. For example while
going out to lunch with someone a staff may be building trust, feeding a hungry person,
demonstrating caring and reliability, assessing medication side effects or functional
literacy, assisting in vivo practicing of relaxation techniques, modeling social skills,
introducing someone to a friendly waitress the staff knows, or working to get the
restaurant to serve a strange looking person.
B. Staff should pay special attention to confidentiality when working in the community and,
within constraints of applicable laws, any disclosures should be based upon the personal
choice of an individual.
1) Staff should avoid identifying themselves to others as mental health workers until they
have
reached an agreement with an individual regarding disclosure. This may involve, for
example,
altering vehicles or clothing or removing identifying badges while working in the
community. However, County identification badges must be carried on the person of
the staff when providing services in the community.
2) Staff should secure confidential documents until returned to the designated storage
site.
C. When staff are serving an individual in the community and interacting with the
individual’s family, friends or other community contacts, the staff’s role is not
necessarily to speak for that person or take responsibility for them. Staff should be
prepared to assume different roles when interacting with various agencies and individuals
to facilitate attainment of meaningful roles in the community.
D. Staff working in the community should conceptualize their role as guide or mentor, rather
than caretaker or protector of either the community or the individual. There are
exceptions in emergency situations, but even when an individual is placed on an
involuntary hold for treatment, relationships should follow these guidelines. Often these
emergency contacts are an individual’s first contact with the mental health system and
therefore should be recognized and approached as important engagement opportunities.
E. Community work may involve unique safety risks. Staff should not work alone when
legitimate safety concerns are identified. In high-risk situations, staff should consult with
their supervisor and/or call for police assistance to avoid endangering themselves and
others. Staff should avoid physically restraining an individual in the community.
F. Advocacy is a core component of recovery services. Staff are expected to fight stigma
and advocate on behalf of individuals when working with other agencies and community
members. Staff should expect support from their supervisors and by DMH in these
efforts.
9. Working with Law Enforcement
DMH is making a strong effort to serve people who are struggling to be included in our
community. Many of these people also have contact with law enforcement. Staff are encouraged
to become directly involved with law enforcement issues when so desired by an individual in
supportive, advocacy, and collaborative roles (for example by visiting individuals in jail,
collaborating with their probation officer, or providing clinical bases for sentencing
determinations).

83

.
A. Law enforcement and mental health systems have different basic missions that effect our
collaborations. Mental health is primarily focused on helping individuals with mental
illnesses have better lives, while law enforcement is primarily focused on increasing
public safety. Sometimes these goals are in alignment, for example, when staff is trying
to help someone escape a battering partner, and sometimes they are in conflict, for
example, when someone staff is serving is trying to avoid criminal punishment.
1) In some situations, for example, the Duty to Warn or Child or Adult Protective
Services
situations and court ordered treatment for Mentally Disordered Offenders, mental
health staff are required to act as agents of public safety and should actively support
law enforcement that carries the ultimate authority and responsibility. Staff should
strive to provide services collaboratively rather than under court order unless directly
required for public safety.
2) In some situations, for example, 5150 evaluations or involuntary treatment
enforcement, law enforcement is acting as agents of mental health care and should
actively support mental health staff that carry the ultimate authority and responsibility.
In general, it is not law enforcement’s role to directly promote or court order mental
health treatment, except as it is reflected in increased public safety.
3) In most situations, mental health and law enforcement are acting relatively
independently. In these situations mental health staff’s focus should not be on either
advocating for individuals to help them avoid legal responsibility and punishment
(except in situations of legal insanity, clear diminished capacity, or mental incapacity
to stand trial), nor on directly assisting law enforcement’s efforts to increase public
safety, but on supporting individuals to meet their legal responsibilities in the most
constructive way possible, so that they can be included as responsible members of
our community. This includes promoting legal responsibility when individuals
perpetrate crimes against the mental health staff and programs serving them.
4) The above goals may, at times, run contrary to the desires of an individual. Staff
should not support illegal desires, but should instead try to maintain a collaborative,
emotionally healing relationship with the individual while promoting legal
responsibility even during periods of disagreement or legal coercion.
B. Because mental illness has specific legal implications there is a tendency for law
enforcement to respond to the illness instead of the person. We have a responsibility to
advocate for and collaborate directly to promote person-centered law enforcement
responses.
1) When an individual with mental illness witnesses a crime or is a victim of a crime we
should advocate and collaborate directly for them to be taken seriously as a member
of our
community with full rights.
2) When an individual with mental illness is contacted by law enforcement we should
advocate and collaborate directly against a presumption of increased dangerousness
or irrationality unless warranted by their behavior.
C. Law enforcement agencies may have access to specific resources and support for
individuals they serve. Being a client of the mental health system should not relieve law
enforcement of their responsibilities to serve individuals themselves. Mental health staff
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should advocate for and collaborate directly to assist individuals in accessing these
resources.
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The Power of Flow
By Mark Ragins MD
As we begin to build new programs with Mental Health Services Act (MHSA) funds
many of us are facing the sobering realization that even in a transformed recovery based
system with a good funding source it seems we’ll never have enough services to help
everyone in need. It seems inevitable that whatever new program we build to meet an
unmet need will be filled up sooner or later and turning away new people. Is there any
way out of this besides continually asking for more money? I think one way we can get
unstuck would be by changing from a capacity point of view to a flow point of view. For
example, the MHSA planning process asked us to look at unmet need and what services
would have to be added to “meet the needs.” Instead, we should look at what services
could move people from “in need” to “no longer in need.” Working on making this
change has been the hardest thing we’ve ever attempted at the Village. The more we
work on it the more complex it’s become.
This paper will discuss six important aspects of flow that we’ve struggled with:
1) The difference between illness-centered flow and person-centered flow,
2) The need for services at various levels of engageability, appointment keeping, and
self-responsibility,
3) The need for services to be growth oriented instead of care taking,
4) The difference between growth oriented cultures and structures,
5) The difficulties maintaining relationships as people grow and flow, and
6) The need for community integration to graduate people from professional services.
1) The difference between illness-centered flow and person-centered flow
From an illness-centered point of view as long as the illness exists the need for services
exists. The obvious implication is that if we focus our services, as we should, on those
people with serious, persistent mental illness of indefinite duration we need to provide
services of indefinite duration. This was one of the foundational principles of the Village
and, similarly, the Full Service Partnerships (FSPs) have been designed to be “no fail”
programs of indefinite, usually lifelong, duration. Inevitably, like the Village, the FSPs
will fill up and be unable to take new people.
It is easy to see that flow and graduation is what’s needed to open up new slots, but hard
to see how to achieve that. We had to figure out how to alter our teams to be
“transitional” programs of indefinite duration. If we could graduate some people to lower
levels of service or even no service at all we’d be able take on new people.
Certainly, moving people on to lower levels of care is not a new concept, but in our
normal service delivery system it hasn’t worked very well. Many people keep revolving
through the same services over and over instead of really progressing. Ultimately, that’s
usually just too demoralizing so the system stops pushing people forwards and is happy
when they’re stable. Can a person-centered, recovery based approach really do better?
From a person-centered point of view the need for professional supports and services
exists until the person develops enough skills to be self-responsible and enough
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community based supports to live successfully regardless of their symptom level. The
obvious implication is that the more services help people develop self responsibility and
community supports the less professional services they’ll need and we’ll be able to move
them on to lower levels of service or no service, even if they’re still symptomatic, while
we move on to new people in need. There’s some hope.
From an illness-centered point of view the system developed a spectrum of services
based on the acuity of the illness. People move on to lower levels of service when their
symptoms are controlled. Since the illnesses tend to wane and wax, people tend to
revolve instead of progress.
From a person-centered point of view we can develop a spectrum of services based on the
person’s recovery. Since people tend to grow and develop, despite setbacks, they tend to
progress instead of revolve. There’s some more hope.
Let’s take it even further: Illness-centered point of view services respond to the level of
symptoms with limited regard for the person’s level of recovery. (For example, MediCal
rules for paying for ongoing hospitalization are entirely dependent on clinical acuity
without even considering whether the person is voluntarily engaged in their own
treatment or not.) Why? Because when the focus is on the course of the illness,
symptom relief, functional improvement, and even personal recovery are all presumed to
run in parallel. Therefore, the level of service can be chosen based on symptom acuity
alone. (For example, traditionally if someone is seriously suicidal with a plan, it doesn’t
matter what their functional level or stage of recovery is. Based on their symptoms they
should be hospitalized.) In reality, however, symptom relief, functional improvement,
and personal recovery don’t always run in parallel. (For example, someone can learn a
great deal of self-responsibility from an experience of high symptoms and some people
can work and live independently even while experiencing severe hallucinations and
delusions.) The illness-centered point of view sees these instances as rare, puzzling
exceptions (because we frequently incorrectly attribute both improvements and
deteriorations to illness factors instead of recovery factors. For example, we tend to
assume someone is taking their medications willingly because their symptoms were
controlled enough for them to regain insight instead of because they developed a trusting
relationship with their psychiatrist or because they were cooperating temporarily so they
could get unlocked.) Actually these instances of disconnection are more common than
not. Our entire illness-centered spectrum of services design is built on faulty
assumptions for most people. If that’s why it doesn’t work very well, a person-centered
spectrum of services might do better.
From a person-centered point of view symptom relief, functional improvement, and
recovery are all relatively independent and all need to be included in choosing level of
service. (For example, if someone is seriously suicidal with a plan and “unengaged”
we’re likely to respond in a way that tries to increase their engagement with services,
whereas, if they’re “engaged, but poorly self coordinating” we’ll try to help them learn
from the crisis what changes they need to make to avoid future crisis and what self care
skills they need to develop, whereas, if they’re “self-responsible” we’ll work on
implementing their WRAP plan for self care and increasing their community integration
and supports.) Services respond primarily to the level of recovery rather than the level of
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symptoms. (For example, we might help someone get an apartment or a job even if they
are psychotic or chronically suicidal.) Since we focus on the course of recovery rather
than the course of the illness symptom reduction isn’t necessarily a sign of progress or
the need for a lower level of care, nor is symptom increase necessarily a sign of personal
deterioration or the need for more professional caretaking. If the system’s levels form a
recovery based spectrum (For example, outreach and engagement, case management and
integrated services, wellness and community integration) people are likely to be able to
flow as they recover. (We realized that the Village’s spectrum of services was weak in
the wellness and community integration areas and that those areas needed to be
strengthened to support flow.)
The important implication in this formulation, which is often overlooked in recovery
based system design, is that every symptom need and every functional need must be able
to be met at every recovery based level of service. Otherwise people will be forced to
move backwards or forwards to inappropriate levels to meet their needs, just like they do
in the illness-centered system at present. (For example, if a Wellness Center can’t handle
crises within its self help, peer support model they will end up returning someone to a
lower level of care, like an urgent care center or hospital, even if the person’s recovery
hadn’t deteriorated. On the other side, if an outreach and engagement program doesn’t
have any employment services, like day labor or “work for a day – house for a day,” they
will end up promoting people to case management to make them eligible for vocational
services even if they aren’t engaged enough to be ready for it.)
If recovery based services aren’t seen as adjuncts to treatment, but instead are the
framework upon which all services are provided, we can create a spectrum of services
that would actually promote recovery and people would flow through it. I did an exercise
with Santa Cruz county where we literally placed all their services and programs within a
spectrum formed by the 8 Milestones of Recovery and they were able to see how people
should be flowing through their system, which programs should be referring forwards
and backwards to which other programs, and where people were being mismatched with
services within their system. That clarity of vision simply isn’t possible with an illnesscentered spectrum because there are too many exceptions to the “illness treatment leads
to life improvement” formula.
Here’s a “generic” chart of a recovery based spectrum of services correlating level of
recovery and services to help visualize how a person-centered paradigm plays out:
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Extreme risk
Locked setting

Extreme risk
(1)

1:1 supervision
Legal
interventions
Community
protection
Acute treatment
Engagement

Person-Centered Levels of Service
(Recovery Based Spectrum of Care)
Unengaged
Engaged, but not self
coordinating
Outreach
DropIntensive
Case
and
in
case
management
engagement center management
Team
Poorly
High risk, unengaged
coping ,
(2)
High risk,
engaged
Poorly coping,
engaged
(5)
unengaged (4)
(3)
Coping,
rehabilitating
(6)
Welcoming
Case management
Charity
Integrated services
Evaluation and triage
Accessible medications
Documentation
Supportive services
Benefits assistance
Direct subsidies
Accessible
Rehabilitation
medications
Drop-in services

Self responsible
Appointment
based clinic

Wellness center

Coping, rehabilitating
(6)
Early recovery
(7)
Appointment based therapy
“Medications only”
Wellness activities (WRAP)
Self-help
Peer support
Community integration

2) The need for services at various levels of engageability, appointment keeping, and
self-responsibility
When most people look at that grid, after they orient themselves, they’ll look for our
“core services,” the services we value most – ongoing medication and therapy – and
notice somewhat resentfully that they seem to be stuck in the corner, seemingly pushed to
the side by the large array of other services. This reprioritization reflects a disturbing
reality buried in our usual paradigm: At its most traditional our mental health system can
only treat people who are already easily engaged, keep appointments, and are self
responsible. They must be able to come to clinics voluntarily, be able to describe their
illness in depth for an intake evaluation, demonstrate insight by signing informed consent
forms, and be responsible enough to follow treatment orders and return for further
scheduled appointments all as a prerequisite for entering treatment. (For substance abuse
treatment, in addition, they must agree they are addicted and stop using to enter
treatment.)
The likely reality is that the majority of people, with or without mental illnesses, are not
easily engageable enough or self responsible enough to use hardly any effective medical
or mental health clinic treatment for any prolonged period of time. Yet all of our
treatment systems act as though this isn’t the case. The resulting mismatch between what
we’re offering and what people can use results in very few people benefiting from long
term treatment. Consequently, the most common outcomes of our present system are
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“never began treatment” and “dropped out of treatment.” That’s not flow; that’s spillage.
While this may seem to help us keep caseloads down, it doesn’t really, because we’re
often forced to clean up the spillage. We spend an enormous amount of money giving
service to unengaged people. The process of spilling people out and then mopping them
up is more likely to waste people’s lives than to lead to much positive growth and flow.
Traditionally, if someone can’t meet these prerequisites we assume it’s because they are
too ill. (For example, a recent discussion of the CATIE drug study where the majority of
people discontinued treatment concludes that “patient-initiated drug discontinuation
appears to be a core illness behavior from schizophrenia onset to chronic illness.”) The
next logical step is to force them to take medications so they will be less ill and therefore
able and willing to come to a clinic for an intake assessment and ongoing appointments.
Usually that doesn’t actually work (and that’s not just because hospital stays are too short
to decrease symptoms – I doubt IMD and Board and Care discharges do much better).
In many places the only alternative to self responsible clinic treatment is involuntary
hospitalization. Many clinicians and families are frustrated because the law doesn’t
permit involuntary treatment of everyone who isn’t easily engaged and self responsible so
they urge broader laws without ever addressing if we need such difficult prerequisites in
the first place: Do people really have to sit through intake assessments to get help? Do
they really need to agree that they have a diagnosable major mental illness to take
medications usefully? Do they really need to set goals and design treatment plans to be
motivated? Do they really need to come to regular appointments?
From this perspective almost every programmatic advance whether day treatment, half
way houses, board and cares, ACT teams, psychosocial rehabilitation, consumer run
services, etc. can be seen as an effort to treat people who don’t meet those prerequisites
without locking them up. Unfortunately, almost all of these programs are seen as
adjuncts to traditional clinic care rather than as precursors to it.
From a recovery point of view, the standard clinic is an appropriate treatment only for
people who are already fairly far along in their recoveries; people who are engaged, self
responsible, and have significant skills and supports in the community. Therefore, clinics
are rarely the appropriate first level of treatment even though we usually think they
should be our system’s major front door.
Flow can only begin if we create “pre-clinic” services that meet people where they’re at.
These are outreach and engagement services. (Incidentally, they can be voluntary or
involuntary. There’s no law against long term involuntary outreach – say for two years –
as long as we’re not stalking.) What is available for people who want help besides
appointment based intake assessments in a highly stigmatized, crowded clinic? Would a
home visit be as effective as dragging someone into the hospital?
Levels of service should begin with outreach and engagement for people who aren’t
engaged. The next level to flow into once someone is engaged should be easily
accessible, flexible services, which include staff to help coordinate services for you and
who tolerate poor participation as they teach self responsibility. Only then are people
likely to flow into a clinic as they’re designed today and be able to benefit from it. (Of
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course, by then it’s reasonable to wonder if they should be going to a Wellness Center
instead. Exactly who is best served in a clinic?)
3) The need for services to be growth oriented instead of care taking
Once we create a full recovery based system of care including plenty of services for
“unengaged” and “engaged, but poorly self coordinating” people we have to look at what
services we’re giving, and ask ourselves if they promote flow or not?
Traditional treatments are illness based, but we still must deal with the people who have
the illnesses. The traditional overall approach is to take care of the person until their
illness is treated enough that they are well enough to take care of themselves. This
caretaking is usually seen as ancillary to the treatment and designed to facilitate the “real”
treatment. By contrast growth oriented services are designed to teach people how to take
care of themselves and use supports regardless of how ill they are. They are seen as
crucial to promoting recovery as treatment itself. Here’s a grid contrasting care taking
and growth oriented services:

Unengaged

Engaged, but poorly
self-coordinating

Self responsible

Care taking services
Forced treatment
Protection
Benefits establishment
Acute stabilization
Structure
Making decisions for people
Case management
Chronic stabilization
Benefits retention
Maintenance therapy and
medication

Growth oriented services
Outreach and engagement
Peer bridging
Concrete quality of life goals
Relationship building
Supportive services
Skill building
Personal service coordination
Collaboration building
Community integration
Self-help
Peer support
Wellness activities
Growth promoting therapy

Notice that this grid is person centered, not illness centered: The rows are built on how
far along the person is in their recovery, not how far along their illness is in its treatment
(Illness centered rows by contrast would be: acutely ill / at risk, symptoms stabilized but
interfering with function, and symptoms stabilized and ready to rebuild, for example).
Notice also that the services in both columns “work.” People who are unengaged can
benefit by being forced into treatment. Unfortunately, it rarely leads to them becoming
engaged. Engaged, but poorly self-coordinating people can benefit from structure and
other people making decisions for them (if they don’t rebel and become unengaged
again) but it rarely leads to them becoming self responsible. And self-responsible people
can be maintained in treatment and on benefits, but it rarely leads to them becoming
productive and integrated into the community. The difference between care taking and
growth oriented services, and the reason for transforming, is not to necessarily to achieve
greater effectiveness, but to achieve greater flow. Absent a major breakthrough in a
person’s illness treatment (which would likely benefit either approach) the care taking
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services need to be ongoing while the growth oriented services may well be able to move
many people on and open up space for the next person in need.
Consider the example of board and care homes vs. halfway houses: When the state
hospitals first started closing it was considered too large a step for people to move
directly into their own apartments. Halfway houses were set up so that people could get
accustomed to their new neighborhood, learn where the doctor, the grocery, the bank, and
the laundromat were, find an apartment they liked, and brush up on their independent
living skills. They were designed as a growth oriented service. Over the years, however,
board and care homes have evolved to take care of people who in the past may have been
in state hospitals indefinitely. They take care of meals, laundry, housekeeping, pills,
money, even some social activities, for their residents. There is generally no teaching
component or expectation of moving on to your own apartment. Licensing overtly
codified these caretaking responsibilities, but not the teaching responsibilities. By now
there are large numbers of board and care homes and virtually no halfway houses.
Because the board and care homes give care taking services with negligible positive flow,
the “good ones” are always filled. Only the ones who inadvertently create substantial
numbers of unengaged or extreme risk people seem to have new vacancies.
If we are going to create flow, we’ll have to create large amounts of effective growth
oriented services. Unfortunately we don’t usually consider many of the items on either
of these columns of services to be actual treatment (once again, because these services
are person-centered, not illness-centered). They’re not readily reimbursed or considered
“treatment.” Both sets tend to be relegated to lower paid, unlicensed, less highly
educated staff (there doesn’t even exist staff training programs for most of these service
skills) and the higher paid, licensed, and highly educated staff in general avoid providing
these services themselves. The growth oriented services require more skills, personnel,
and resources to provide than the care taking services require (at least in the short run).
Ultimately, there won’t be enough talented people or resources to provide a full spectrum
of growth oriented services if we merely transform care taking services into growth
oriented services. We’ll also have to transform some clinical treatment services into
growth oriented services. Doing so will require a substantial power shift in our system.
4) The difference between growth oriented cultures and structures
One of the most concrete ways of promoting flow is to create time limits (e.g. “This is a
30-day rehab program” or “This is a 12 week skills building group therapy.”)
Unfortunately, time limits can be unrealistic or even destructive. Most real people
actually grow and recover at a rate faster or slower than the program’s “prescribed” rate
and some people don’t grow at all. Sometimes time limits can even backfire as people
seem to regress as their time limit approaches to “prove” they’re not ready to move on.
On the other hand, growth is often dependent on effort, and without time limits there may
be limited pressure to exert effort. Sometimes it seems like growth only happens once
people are faced with a time limit. Both staff and the people being served are prone to
these fluctuations in motivation and effort. Services without time limits seem to inhibit
flow simply because of their permanent availability.
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This dilemma is more easily resolved theoretically than practically. Theoretically people
will move on when they’ve achieved the needed growth whether they did that faster or
slower than predicted. Theoretically staff and the people they serve will maintain
motivation because of the benefits of growth alone without external pressures.
Practically these desirable theoretically behaviors are only likely to happen with
additional external motivation, either from the programs structure or its culture or both.
If a program can create and maintain a strong growth oriented culture it will need less
structural pressures.
A growth oriented culture has many elements: Staff need to believe that growth and
recovery is the expected, usual outcome. They need to view “stability” as stagnation, an
inadequate outcome. They need to be hopeful and instill that hope in the people they
serve. They need to emphasize possibilities instead of disabilities. They need to feel
confident in their ability to promote growth and recovery. They need to focus their
emotions more on celebrating successes than on avoiding blame for failures. They need
to view setbacks as inevitable and opportunities for learning and further growth rather
than as failures and reasons to give up. They need to promote growth oriented risk taking
instead of risk avoidance.
A program’s leadership should use structural elements - like time limits, case loads that
go up if people aren’t moved on, outcome measurement systems, or staff incentives – to
help create and maintain the culture. If leaders instead rely on structural elements to
create flow without creating a growth oriented culture, there is likely to be lots of conflict
and evasive efforts.
5) The difficulties maintaining relationships as people grow and flow
One of the most difficult obstacles to flow is the changes in or even discontinuations of
relationships that accompany growth and flow. Traditionally spectrums of care designs
struggle terribly at the transition points because relationships with staff are disrupted
precisely when people are trying to stretch themselves. Presumably it would be ideal for
the same staff to maintain relationships with people even as they flow through various
services and their needs change. Unfortunately, that’s not a realistic solution, since
different levels of services are likely to be in different places and staff may not be good at
providing every level of service even if they could.
Recovery offers a new opportunity to deal with this obstacle because relationships
between staff and the people they work with are different in the first place. In recovery
programs staff must work together in true teams. People will regularly have relationships
with a number of different staff on the team and staff will have a number of different
roles with any given person they’re working with. When contrasted with traditional
programs, recovery programs tend not to restrict multiple relationships or roles.
Boundaries tend to be much lower and more fluid. As a person changes, the expectation
is that their relationships with staff will change. Within the recovery culture changing
relationships are part and parcel of growth and recovery. (For example, a common
“desirable” relationship conflict in a recovery program occurs when the person wants the
staff to continue to do things for them while the staff wants them to grow and use their
new skills to do things for themselves.)
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The enduring core of the relationship is more likely to be their “real” relationship than
their “therapeutic” relationship. Recovery relationships tend to extend beyond the walls
of the office and the limits of the therapy. Therefore, even when someone “graduates”
from a given program, or from treatment altogether, they may still have a relationship
with their old staff. The responsibilities and expectations will have drastically changed,
but they’re not “terminated.” (For example, there are literally hundreds of people at the
Village and graduates who have some relationship with me – perhaps just saying hi in
passing, or my being their customer at the café, or sending me a Christmas card, or
playing softball together, or being coworkers, or them showing me how much their child
has grown, or inviting me to their wedding – but I am no longer their treating psychiatrist.
Since we always had multiple roles and relationships, ending my medication prescribing
relationship with them doesn’t end our relationship entirely.)
The traditional severe restrictions on relationships between staff and the people they work
with make the relationship transitions associated with flow and graduation much more
disruptive and traumatizing than they are in a recovery program.
(Incidentally, there is a substantial benefit to staff if they continue to have some contact
with people who have “moved on.” We get to see the people we care about continue to
grow and recover even after they leave us. And that can inspire and even transform us.)
6) The need for community integration to graduate people from professional
services
As we started to graduate people and they come back and tell us about both the good and
bad things that have happened, we’ve begun to realize that their most serious difficulties
weren’t usually from their symptoms relapsing or their functional deficits or even from a
lack of self-responsibility. They were usually from loneliness. They didn’t really have
much of a network of friends except the people they’d met at the Village. They hadn’t
really found a niche in the larger community. Our community just isn’t really very
welcoming.
Promoting community integration turns out to be an entirely different kind of work than
we’re used to, or than we’re good at. It isn’t about accepting our members or really
listening to them or treating them or skill building or even advocacy. It’s a whole
different thing. We’re really only just beginning to learn how to do it.
I suspect promoting community integration is probably about helping our communities
recover. After all how healthy can a community really be if it has to hire a lot of paid
staff to care about people who just want the opportunity to have a life like everyone else
now that they’ve struggled so hard to overcome their inner battles?
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Speaking out in Public
By Mark Ragins, MD
In public I rarely tell people I’m a psychiatrist unless I’m pressed. I’ve learned that if I
tell them they’ll look at me like I’ve grown one of those glowing eyes out of the middle
of my forehead, unsure if I have some strange power to see inside them, and then draw
away from me. Sometimes they’ll come up to me later when I’m all alone or call me to
secretively ask me about a serious problem: It might be an elderly alcoholic parent who’s
losing it and doesn’t want to be put away. It might be a young daughter whose school
called because she was caught forcing herself to vomit and was talking about suicide to
her friends. It might be a teenage daughter using drugs, hanging out with the wrong
people and ditching school or a teenage son who just told them he’s gay. It might be a
sister who won’t leave the husband who keeps beating her up because she loves him or a
brother with schizophrenia who won’t take his medications, wanders the streets and
comes by occasionally asking for money, dirty and frightening. It turns out I’m an expert
in secret places.
If we’re going to be effective mental health advocates, we’re going to have to come out
of the shadows and speak out in public. Our community needs to know that we’re
entering a period of massive transformation in public mental health. Although they’d
rather we stay quietly out of sight, the changes we’re making are going to effect everyone
and they should know what we’re up to. All over the country a recovery based
transformation is underway. California, as usual, is leading the way. We have some
reliable funds from Proposition 63, the Mental Health Services Act along with a blueprint
for change. We’ve been planning carefully, inclusively, and very publicly. We have the
recovery vision to guide us. It’s happening.
It’s rare for any major public system to transform itself. Except for being more crowded,
more run down, and cut back, school is pretty much the same as it was when I was a kid.
So are jails, and courts, and police. So are public libraries and parks. Technology
changes, but services don’t. I could argue that the last major transformation of a public
system was also us when mental health was deinstitionalized some 40 years ago.
Before you groan, would you like to know how that transformation turned out? I know
you think you know – just look at the streets and the jails – but do you really? There was
a major study done by Courtney Harding and others at NIMH that carefully found out
what happened to the patients with schizophrenia 25 years after the state hospitals in
Vermont and Maine were closed. It showed that about two thirds of them recovered
(meaning that they didn’t have disturbing symptoms or need treatment, they weren’t in
hospitals, on the streets or in jail, they were working or engaged in other productive
activity and they had a social life indistinguishable from their neighbors). How can that
be? you protest – just look at the streets and the jails.
But if you only look at the streets and the jails you’re going to be missing most of the
picture. It turns out there are a lot of mentally ill people. Even if only a small portion are
doing very poorly that’s still going to be a lot of people and have a big effect, but they’re
really only the tip of the iceberg. Most of the iceberg is actually quietly doing well.
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Because of stigma they’re hiding in plain sight as your neighbors and coworkers. How
do I know this? Because I’m an expert in secret places.
Built out of stigma and fed by fear a compelling story of the failure of
deinstitutionalization has been told to us over and over again. Rarely has the drumbeat of
bizarre, dangerous failures been interrupted by the more common stories of success. After
a few decades it has become gospel even though it’s wrong for most people.
If you’re beginning to feel any doubt, consider two things:
First, the rapid closure of the state hospitals in California occurred during the 1960’s
bottoming out to near current levels by 1970. The increase in jailed mentally ill didn’t
really begin until 1980 and has been escalating ever since. Why the time lag? Because
the cause for the increase in jailing wasn’t really deinstitutionalization; it was caused by
the war on drugs that began in 1980 and has escalated ever since. Many mentally ill
people use drugs and that’s why the vast majority are in jail today, not because of their
psychosis. Also beginning at the time we became less and less tolerant of poverty and
began turning to jail more and more frequently to deal with problematic poor people.
Many mentally ill people are problematic poor people and are jailed as a result. (In no
housing market in America are SSI payments adequate to afford housing.)
Second, in my experience with homeless and jail diversion mentally ill people only a
minority (I’d estimate about 20%) had reasonably normal childhoods followed by a
disabling major mental illness. The vast majority were already impaired in childhood.
Many come from abusive and neglectful families or foster care placement. Many were in
special education, especially SED (Severely Emotionally Disturbed) classes, have
reduced literacy, and dropped out of school. Many have juvenile substance abuse and
juvenile justice experience. LA County Jail is often described as the largest de facto
mental hospital in the country. Perhaps more accurate would be to call it the largest
display case of the failures of our children’s services, foster care, child abuse prevention,
special education, juvenile justice, and substance abuse prevention systems. (They are
actually the failures of our system 20 years ago. We have no idea if we’re doing better or
worse now.)
Our transformation plans need to take into account these rarely publicized realities of our
present situation.
We attempted to implement deinstitutionalization using the same medical model services
and relationships we used in the state hospitals. After 40 years we’ve learned how to do
things better, but mostly in isolated programs. Now with the recovery based
transformation we can implement these improvements pervasively. Here are seven
changes we’ll be implementing and how they’ll affect our communities:

1) We’re not going to focus just on treating illnesses, but on building lives.
Somehow we’ve expected that if we handle treating peoples’ illnesses other social service
systems would handle their other needs. As budgets have tightened we’ve narrowed our
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focus more and more. Bluntly put, the other social service systems have failed us:
People with mental illnesses struggle to qualify for Social Security and to spend the
money for food, clothing, and shelter, but no payees are provided. Mentally ill people
rarely get permanent jobs through Vocational Rehabilitation Departments or complete
educational programs through Disabled Student’s offices. Mentally ill people have high
rates of having their Section 8 certificates withdrawn and having their children removed
by the Department of Children’s Services instead of receiving family preservation
services. Mentally ill people rarely do well with standard health care services, substance
abuse services, probation, or parole.
It’s not that mentally ill people are incapable of succeeding at these things. It’s that
services must be adapted to meet their needs to be effective. Mental health systems need
to actively collaborate with and support these other social service systems for them to be
effective and sometimes we’ll even need to provide the services ourselves. We’re going
to be approaching these service systems to work together and advocate to make it harder
for them to ignore mentally ill people.
We’re going to keep track of our Quality of Life outcomes (finances, housing,
employment, education, legal, etc.) so that we’ll all know how we’re doing and whether
tax money is being well spent. We’ll be able to hold each other accountable for building
lives.
Focusing on building lives instead of treating illnesses will also dramatically improve our
engagement rates. Many mentally ill people don’t believe they have mental illnesses (at
least not the way our system defines them) and even more mentally ill people don’t want
our medications and therapies. As a result, they often stay away from us, suffering and
struggling on their own, and disrupting everyone else when things go badly. On the other
hand, many of these same people would like to rebuild their lives. They will accept
charity, but not treatment. They will accept quality of life support services, but not
clinical services. If we offer substantial welcoming, charity, quality of life support
services and advocacy we will engage far more people than we can with treatment and
rehabilitation alone. This change will make the involuntary outpatient treatment
argument virtually irrelevant because it will be possible to engage and assist almost
everyone in need.
People’s lives shouldn’t be lived within the confines of mental health program walls,
whether hospitals, board and cares, day treatments, club houses or rehabilitation
programs. Their lives should be lived in the community. Therefore our staff have to stop
hiding with them behind clinic and asylum walls. We have to come out into the
community helping them rebuild their lives – supporting them, advocating for them,
getting involved directly in their lives.
2) We’re going to build on the reality of recovery.
Too much of the history of mental health treatment has been built on the hopelessness of
incurability, while the reality is that the majority of people with serious mental illness if
given care and support and a full opportunity to return to the community will recover.
We know this from hearing from people who have recovered. We know this from the
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moral treatment outcomes from the 1800s. We know it from Courtney Harding’s
longitudinal follow-up studies from Vermont and Maine. We know it from the WHO
studies of the natural outcomes of schizophrenia in third world countries.
We will create opportunities, not warehousing.
Chronic illnesses don’t have to mandate hopelessness. For acute illnesses recovery
results from symptom elimination and cure, but for chronic illnesses recovery results
from:
– Achieving self-management of the illness
– Maintaining hope and self-image
– Carrying on with life through rehabilitation and adaptation
– Replacing professional supports with natural supports in the community
For acute illnesses recovery is illness-based.
For chronic illnesses recovery is person-based.
Even with symptoms lives can be rebuilt, disabilities can be rehabilitated, adaptations can
be made be people and by their communities, and destruction can be overcome. We’re
going to expect, not illnesses to be cured, but people to recover:
1) Functions will be recovered - as in the ability to read, to sleep restfully, to work,
to have coherent conversations, to make love, to raise children, to drive a car, etc.
2) External things will be recovered – as in an apartment, a job, friends, playing in a
band, a spouse, a car, family relationships, stereo, TV, educational programs, etc.
3) Internal states will be recovered – as in feeling good about oneself, satisfaction,
self confidence, spiritual peace, self-identity other than mentally ill, selfresponsibility, etc.
We will create recovery based services and systems.
For people with mental illness to be included in our communities they have to be
responsible just like everyone else. No longer will we plead incapacity and
irresponsibility to help people with mental illnesses avoid their responsibilities, legal or
otherwise. After all, it’s a rare person who really doesn’t know right from wrong. The
vast majority of people with mental illnesses are arrested for drug crimes and even if your
voices are telling you to steal and to use drugs, you know it’s illegal and should be held
accountable. It may be tempting to get out of responsibilities by pleading mental illness,
but the cost is exclusion from community life. No one wants an irresponsible neighbor,
employee, spouse, or parent. Not everyone, of course, with mental illnesses is
responsible, but almost everyone can become responsible. Our job is not to help people
avoid responsibilities, but to support them to meet their responsibilities.
We can all learn to deal with our fears and tolerate living with people with mental
illnesses even if they have symptoms (after all mental illnesses aren’t that dangerous or
contagious) if we can support them to act responsibly.
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We’re going to emphasize self responsibility, wellness, natural supports, and community
integration – not professional liability, illness, professional supports, and segregation.
We need to build our community’s caring capacity not its caretaking capacity.
3) We’re going to integrate substance abuse treatment into all of our programs.
Most of the really damaging things that happen to people with mental illnesses and most
of the destructive things that they do are a result of drug and alcohol abuse – just like
everybody else. It’s time for us to stop expecting the substance abuse treatment system to
help them for us. They’ve got a lot less resources than we’ve got. They’ve got their own
serious problems with stigma. They’ve got the criminal justice system breathing down
their necks. And they just can’t handle most of our people anyway. We can learn a great
deal from them, especially about recovery – after all they’ve been at it for a long time but we need to do the work ourselves.
I don’t mean that we’ll create special dual-diagnosis specialists and programs. All of our
staff must become dual-diagnosis competent and able to deal effectively with substance
abuse on a daily basis. We’ll also need to move beyond where most people in the
substance abuse treatment system are and work with people who are still actively abusing
substances, getting into trouble, and not ready to stop. We’ll need to master engagement,
harm reduction, and motivational interviewing techniques to be effective. We’ll have to
work on our own stigma to get the work done.
4) We’re going to build specialized programs to work with transitional age youth (TAY).
There are a lot of people who first begin struggling with mental illnesses in their youth.
There are a lot of children with mental illnesses and emotional disturbances who struggle
with growing up. And there are a lot of “throw away kids” heading towards our streets
and our jails. We’re going to be there working to reclaim them to have a real impact.
Sometimes we’ll be helping them to transition into adult recovery-based services
hopefully bypassing years of suffering and disability and sometimes we’ll be helping
divert them from adult mental health services entirely as they mature into functioning
adults. These are new programs for us and we’re going to have to develop the techniques
we need as we go, but we have our recovery vision to guide us.
5) We’re going to target highly problematic people for intensive assistance
There are a relatively small proportion of people with mental illnesses who are having the
most difficulty. They are not responding well to our “one size fits all” system. We’re not
going to respond by locking them up, even if you highly publicize our worst tragedies
and even if you threaten to lock them up in jail if we won’t. What we are going to do is
give them very intensive, very accessible services in the community designed just for
them. That works the vast majority of the time even without additional coercive powers.
We’re devoting about half of the first set of new Mental Health Services Act programs to
this effort, calling them Full Service Partnerships, and enrolling people not based on our
own clinical criteria, but based on what who the community feels is most in need
(initially mostly homeless, jailed, and repeatedly hospitalized people).
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I can warn you, you’re going to have two problems with this approach from the
beginning: 1) It won’t feel fair. Some people are going to be offered lots of help,
including housing and lots of staff attention, and some people are going to be offered
very little help; and 2) It won’t feel right. In some ways the people who are selected for
the most help will seem to be the least deserving. It will work out that people who don’t
take their medications, abuse substances, are irresponsible, don’t take care of their
housing, and/or cause trouble by doing illegal things will be offered lots of help while
people who are responsibly working with us to improve their lives and recover won’t be.
Why would we do that? Because that’s what will work to get everyone living reasonably
in our community.
6) We’re going to openly hire substantial numbers of people with mental illnesses.
We know they will be suspect at first. Even most of our staff don’t believe people with
mental illnesses can be effective colleagues, but they can. You’ll probably make fun of
us at first, saying we’re letting the inmates take over the asylum or that this just proves
we’re all crazy, but we’ll stick to it. They’ll probably need some special training and
supports at first – so did Jackie Robinson – but eventually they’ll just be a normal part of
our workforce.
Believe it or not, there’s already lots of people with mental illness working very
effectively in our system. Some are open about their experiences and even use self
disclosure to help other people recover too and some are still “in the closet.” (By the
way, you already have valued coworkers with mental illnesses too, but they’re pretty
hidden.)
We’re not going to make it safe for all those people to come out of hiding until we openly
hire more people with mental illnesses. Ultimately, hiring people with mental illnesses is
the single most important stigma busting thing we can do. If we won’t trust them to work
effectively, why should you? But when they do succeed – and they will if we keep our
expectations and our standards high - they’ll have earned your respect and a place in your
workforce and our community too.

7) We’re going to actively work in our communities to make them more welcoming
One of the main problems with deinstitutionalization is that the community didn’t accept
it. Most people still believe that they shouldn’t have to be neighbors or coworkers or
parishioners with people with mental illnesses. Most of us still believe they should be put
away somewhere, taken care of, and most of all, that we should be protected from them.
How do we really expect them to thrive in our communities when that’s how we feel
about them?
Our communities can do better. We can be fair to people with mental illnesses. We can
include them in our lives. And we can even welcome them. The antidote to stigma is
not, contrary to popular and professional opinion, education; it’s welcoming. To really
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fight stigma, I’d rather have an training and employment program at Walmart for people
with mental illnesses, so all the staff their could build relationships with them as
colleagues and relate to them directly, than give a lecture about schizophrenia to the
Rotarians. To truly change the lives of people with mental illnesses, we need compassion
not pity, relationships not avoidance, acceptance not ostracism, and inclusion not
segregation.
It’s not too much to ask for our communities to welcome people with mental illnesses
without us having to hire an army of professionals, paraprofessionals, and consumers and
their families to care about them. We can all care.
This advocacy and community building work is difficult. We may not be very good at it
and there isn’t much money to pay for it. Nonetheless, we have to do it if
deinstitutionalization is really going to work; if people with mental illnesses are really
going to live full lives in our communities. We’re going to have to stop being so
secretive, come out of the shadows, and speak out in public.
And you’re going to have to listen.
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Afterward: Keeping Perspective and Staying Sane
As I look back over this toolbox of articles, I feel a little overwhelmed. I never expected
it to be this long. Of course I never expected to be involved in so many ways at so many
levels in the transformation effort or to meet literally hundreds of other people
passionately working on it (or to learn to make PowerPoint slides, use a memory stick,
and make tables in Word).
One line sticks out for me at this point: “The further we go along with hiring and
supporting consumers, as with most of this transformation effort, the more detailed and
complex everything gets, but also the more plausible it seems.” If we can keep our
perspective and our sanity we can probably do this.
A few thoughts I picked up along the way:
First, governmental programs are designed to be stable. And they should be. We want
the DMV to keep doing driving tests even if the personnel changes. We want the FDA to
keep inspecting meat and pills. We rely on our governmental services to be there when
we need them. They need to be stable and reliable. They don’t really need to be
“learning cultures.” It’s only when we’re trying to change something, or worse yet,
trying to transform an entire system that stability is a bad thing. Then we experience it as
resistance to change. We run into so many unforeseen obstacles we’re sure someone
must be fighting against us. As far as I can tell there aren’t many enemies hiding behind
the scenes planting traps to destroy us. Mostly we’re fighting stability. I try not to take it
so personally.
There’s another important lesson here: If we want this transformation to last we have to
build it into the system’s infrastructure so it’s part of what’s kept stable in the future.
That’s why a couple of these papers are about personnel parameters and human resource
practices. That’s also why our most important work will eventually be in the arcane,
mind numbing world of MediCal regulations.
Second, this transformation is slow. Even if leadership is pushing it hard, even if there’s
strong advocacy and political pressure, even if money and jobs are at stake it’s going to
be slow. There’s multiple checks and balances, multiple layers of overlapping oversight,
multiple layers of accountability built into everything. And there should be. If there
weren’t corruption would be much worse. It seems to me it’s taken us almost two years
to begin any program building, not because anyone is holding us back intentionally or
even because everyone is incompetent. It’s just that this is such a big change it has to go
through lots of levels and each level takes time.
Infrastructure changes will be even slower than services changes. It’s easier to get the
system to do something new (what we’re doing now for the most part), than to get it to
change itself. It’s likely we will have a whole variety of recovery based programs for
years before we build the infrastructure to support them.
Third, transformation doesn’t happen all at once. It progresses. There’s a description by
Malcolm Gladwell in “The Tipping Point” of a study about how corn farmers in the
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1920s changed what kind of corn seed they all used over the course of a decade. Here’s
my version of how they divided the farmers into five groups depending on when and why
they changed corn seeds:
1) Innovators: These people like to try new things whatever they are. They want to be
on the cutting edge and are willing to take risks. They just need to be exposed and
inspired to try something new.
2) Early Adaptors: These people don’t go for every new fangled thing or follow every
fad. They’re thoughtful about change, but willing to take risks if they’re convinced it’s a
better way. They’re often respected leaders. They need to understand how something
new will work to try it.
3) Early Majority: These people will try something new, not because they’re inspired or
really understand it, but because the early adaptors are doing it and their judgment can be
trusted. They need to be reassured that they’re going to actually be able to do this new
thing and understand how it’ll make their life easier and better to try it.
4) Late Majority: These people come on board because it seems like everyone else is
doing it and they don’t want to be left behind. They need to believe that the change is
low risk and inevitable to try it.
5) Laggards: These people are resistant to anything new. They like the comfort and
familiarity of what they’re doing. They already think they know best and don’t need to
learn anything new. They certainly don’t want to try something risky or unproven. They
will be the last ones to be converted, if at all, no matter what you do, so just make sure
they don’t undermine your efforts with everyone else. (By the way not everyone who
objects loudly is a laggard (many of those people are frustrated passionate people who
mostly need to believe they’re not going to be heartbroken again to join in) and every
laggard doesn’t object loudly.
It’s helped me to think of this schema and realize that every group is represented when I
look at a new group at a workshop or a new clinic to be transformed. It’s also helped me
realize that not everyone needs the same things to join in. I’m an innovator and like
talking to other innovators. Being inspirational and breaking down walls creating new
ideas works very well with them, but that’s not what everyone needs. Some people need
reassurance or practicalities or a sense of inevitability more than inspiration. Different
groups should be targeted at different stages of our transformation efforts.
Fourth, transformation is very complicated and has to occur in multiple domains at once.
Ken Wilber’s admittedly quite dense books helped me organize this complexity and focus
my efforts. He divides every issue into four domains using the individual vs. the
collective and the inside vs. the outside. Here’s my version of his schema:
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INSIDE

OUTSIDE

I

VALUES
EMOTIONS

BEHAVIORS
PRACTICES

WE

CULTURE
MISSION

SYSTEM INFRASTRUCTURE
PROGRAMS

To help orient you to use this schema here’s some examples: Psychoanalysts focus on
the “I-Inside” Domain, behaviorists focus on the “I-Outside” Domain, anthropologists
focus on the “We-Inside” Domain, and system analysts focus on the “We-Outside”
Domain. Our society tends to focus more on the two outside domains than the two inside
domains because they’re easier to observe, measure, and hold people accountable for. On
the other hand, Bill Anthony writes about a need to focus not so much on Evidence Based
Practices (Outside Domains) as Evidence Based Cultures (Inside Domains) if we’re
really going to achieve recovery based transformation. There’s a study, for example, that
shows that the same high fidelity Evidence Based Practice of supported employment
creates very different outcomes depending on if the staff believe people with severe
mental illnesses can work or not. Working on the Outside Domains is unlikely to help
the underperforming programs. They need to focus on their Inside Domains.
Ken Wilber makes the point that most of the time when we’re problem solving or trying
to change something we focus on only the one domain we’re most comfortable with,
usually without even realizing we’re neglecting the other domains. Many arguments
occur because the two sides are focused on different domains and see the problem very
differently. For example, a mental health director might identify his major problem as
resistive staff who don’t believe in recovery (“I-Inside”) while the staff believe the major
problem is the distortions revenue generation demands have placed on their practice
(“We-Outside”). Probably both are right. All four domains must be addressed for true
transformation to occur, or whatever domain is weakest will hold back the entire process.
One of the major reasons this toolbox ended up so long is that I ended up working in all
four domains because almost everywhere needs to work on all of them.
Fifth, there are a lot of passionate and motivated people working very hard on this who
are totally frazzled already. This is a marathon, not a sprint. Every decision doesn’t have
to be a life and death battle. I know the stakes are high and that this is a once in a
lifetime opportunity, but the road to recovery is wide. We can meander around, even
make a few wrong turns, and still get there. What we need more than to be sure that
we’re going in exactly the right direction is to be sure there’s lots of us walking (and
running) together and that we support each other emotionally. We don’t always have to
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be in perfect agreement, but we do have to be in alignment, walking the same direction.
To do that, we have to keep our vision clear and our passion strong. We can’t do that if
we’re too frazzled. This is going to take so long that many of us probably won’t even be
there at the finish line. This is probably going to have to be a relay race so make sure you
have people around you who can carry the baton too.
We need to take time to care of each other.
Keep in touch.
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