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It iswith great optimism that | present A Call for Change: Toward a Recovery-
Oriented Mental Health Service Systemfor Adults. As| traveled around the state
recently participating in the Service Area Planning meetings, it became clear to me that
we are in the midst of an exciting awakening of hope, redlization, and change. The
meaningful stories, the emerging leadership, and the compelling impact that a strong
consumer voice is having across this Commonwealth is already in evidence. This
document is meant to serve as afurther tool to move us toward our statewide vision that
assures that every person will have an opportunity for growth and recovery.

| wish to thank the many individuals who stimulated our thinking and committed
to the hard work of developing this document, especially the work of the OMHSAS
Advisory Committee Recovery Workgroup. A Call for Change clearly represents and
honors the voice of individuals who are experiencing recovery and their undying
advocacy to establish the realization nationally and in Pennsylvania that recovery from
mental illness happens! Recovery isthe goal!

A Call for Change establishes a firm foundation for the Pennsylvania
transformation to arecovery-oriented mental health system. It offers an understanding of
how we've arrived at this time of recovery transformation, provides a concise definition
of recovery, and further consideration of what a recovery-oriented system is and is not.
Indicators are provided to serve as critical reference points for services, agencies and
county mental health programs looking for more specific strategies for transforming to
more recovery-oriented services. A Call for Change highlights the challenges we have
yet to address and the need for us to engage in open, honest discussion and debate about
these issues.

Most importantly, we are called to take the steps and risks associated with true
transformation. As noted by William A. Anthony, PhD., “Massive system changes must
occur if the vision of recovery isto become areality for an ever-increasing number of
people with severe mental illnesses. For thisvery different vision to become reality,
brilliant leadership isrequired.” A Call for Change recognizes and calls upon the
brilliant leadership of all who are part of our system — consumers, family members,
advocates, providers, policy-makers and administrators — to effect true transformation in
Pennsylvania.

OMHSAS is dedicated to building on the foundation of A Call for Change, so that

the opportunity of recovery is fully supported for all who are served in our public mental
health system. We look forward to your dedication in working with usto achieve this

qmﬁﬁﬂ %J.ZD.
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The goal of atransformed system: Recovery*

“Tangata Whai Ora”: A term chosen by and used for people with experience of
mental illness or distress in New Zealand. Trandated it means “ people seeking
wellness’ 2

Introduction

We have al seen them — those pictures of people confined to locked wards of rambling
old hospitass, the hopeless ook in their eyes, abandoned by family and friends, and facing
afuturethat is bleak and desolate. It doesn’t matter how old those pictures are, the 1880's,
the 1940's, the 1970's, the eyes are till the same. At different times, there have been
waves of reform to improve conditions, to institute more effective treatments, to seek new
ways to promote and support healing from psychiatric disorders. We have found new,
more helpful medications; we have hel ped people move from ingtitutions to settingsin our
communities; we have found ways to help people find jobs or go back to school. We
believe we have had some success in this work. And, to some degree we have. But too
often, the eyes are ill the same. People are ill disconnected from family and friends,
isolated within their communities, and often trapped in assumptions about bleak futures
due to chronicity and disability.

During the past decade, many voices have risen to chalenge some of the basic
assumptions about mentd illness and its impact on the lives of individuas and their
families. People with serious mentd illnesses do, in fact, recover. Some become fully
symptom-free with time, while others live rich and fulfilling lives while still experiencing
some psychiatric problems. The amagamation of these voices has created what is now
known as the “recovery movement” in menta heath. One of the basic premises of this
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movement is that the role of amenta health service system is not to “do for” or to “do to”,
but to “do with” — recognizing a fundamenta shift in roles, power, and responsbility for
providers and consumers alike. It isnot about units of care, placement, or “functioning” or
even a cure per sg; it is about building redl lives. It is both a goa or degtination and a
continual, very human process of growth, change, and healing.

The recovery movement isimpacting the menta health system at al levels by challenging
mental hedth providers, adminigtrators, policy-makers, funders, workers, as well as
people who experience menta health problems and their families to look at how negative
or limiting assumptions are driving approaches to services, to funding, to treatment, to
policies, and ultimately to the course of individud lives. The federal government has
issued a cal for sweeping transformation of the menta health service system throughout
the United States. In Pennsylvania, this document, A Call for Change Toward a
Recovery-Oriented Mental Health Service System, carries this same mandate for change
into the Commonwealth, building upon our current efforts, and providing a foundation for
further reflection, discussion, planning and ultimately our transformation to a more
recovery-oriented mental health service system for adultsin this State.

Drawing from the experiences and ideas of Pennsylvanians, as well as contemporary
literature and the experience of other states in tackling these changes, A Call for Change
presents what is currently known about the elements of a recovery-oriented menta hedlth
system and presents a st of indicators by which the process and outcomes of
transformation may be evauated. OMSHAS expects that this document will help to
articulate a more detailed vison of what a recovery-oriented system will look like in
Pennsylvania at the state and local levels, and introduces the Call to Action for more
strategically defining the necessary steps of transformation.

In November, 2004 the Pennsylvania Recovery Workgroup generated this definition of
recovery to guide service system transformation in this State. 1t was fully endorsed by the
Pennsylvania Office of Mental Hedlth Substance Abuse Services (OMHSAS) in 2005.

Recovery is a self-determined and holistic journey that people undertake to heal
and grow. Recovery isfacilitated by relationships and environments that
provide hope, empower ment, choices and opportunities that promote people
reaching their full potential asindividuals and community members.



Operationdizing this definition of recovery throughout the Pennsylvania public mental
hedlth service system for adultsis the prime god and vision of this document.

Envisioning a Transformed System in Pennsylvania
OMHSAS Vision & Guiding Principles

In 1995 Deputy Secretary Charles Curie

developed the firds OMHSAS mission OMHSAS Vision

statement thet Included an ex.pe.ctation Every individual served by the Mental
that every person served within the Health and Substance Abuse Service
system will have the opportunity for systemwill have the opportunity for

recovery. In 2003 under the leadership growth, recovery and inclusion in their

of Deputy Secretary Joan Erney, the community, have accessto culturally
i i ’ etent servi d ts of
OMHSAS,  with  input  from competent services and supports o

_ _ their choice, and enjoy a quality of life
representetives of al magor stakeholder that includes family and friends.
groups, developed a recovery-focused

vison daement of a transformed
service system in Pennsylvania

To support this vison, OMHSAS aso identified a core set of guiding principles that
outline primary tenetsto be reflected in dl changeinitiatives. These guiding principlesare
asfollows.

Guiding Principles
The Menta Hedlth and Substance Abuse Service System will provide quality services and
supports that:

- Facilitate recovery for adults and resiliency for children;
- Areresponsive to individuals unique strengths and needs throughout their lives,
- Focus on prevention and early intervention;

- Recognize, respect and accommodate differences as they relate to culture/
ethnicity/race, religion, gender identity and sexual orientation;

- Ensure individual human rights and eliminate discrimination and stigma;



- Are provided in acomprehensive array by unifying programs and funding that build
on natural and community supports unique to each individual and family;

- Are developed, monitored and evaluated in partnership with consumers, families and
advocates;

- Represent collaboration with other agencies and service systems.

Role of the OMHSAS Advisory Committee and the
Recovery Workgroup

In May 2004, OMHSAS redesigned its Advisory Committee Structure to be more
inclusve and more responsive to the various stakeholder groups. This re-organized
structure took on the responsbilities of the previous Menta Health Planning Council, and
further identified its role to provide guidance to OMHSAS on its broad behaviora
hedlthcare mandate which includes menta hedlth, substance abuse, behaviord hedlth
disorders, and cross-system disability. The OMHSAS Advisory Committee membership
is comprised of a diverse group of stakeholders including representatives of children,
adolescents, older adults, adult consumers of mental hedth services and their family
members, persons in recovery from addictions, persons with co-occurring menta illness
and substance abuse, providers, advocates, and government officias.

Recognizing the emerging need and growing interest in Pennsylvania to make a shift
towards a more recovery-oriented service system, the Advisory Committee formed a
Recovery Workgroup. The task of this workgroup was to explore how to trangition the
Pennsylvania menta health system into a more recovery-oriented approach. Thistask was
incorporated as a Priority Project of OMHSAS and approved by the Advisory Structure
with specific charge to devel op a blueprint to help frame and guide the transformation.

In November 2004 the Recovery Workgroup was brought together by invitation to discuss
the process of developing a blueprint for building a recovery-oriented service system in
Pennsylvania. The group met over two days to share ideas and develop consensus about
the definition and indicators of recovery-oriented services in Pennsylvania A contractor
was engaged to draft a document based on the output of these meetings and other relevant
materiads. A Recovery Workgroup Steering Committee was formed to guide development
of the draft and to review the document before submitting it for broader field review and
comment.



Scope and Role of A Call for Change

A Call for Change outlines a destination and provides some guidance on ways to get there.
Its purpose is to stimulate thinking, generate discussion, and serve as a foundation for
more targeted strategic planning throughout Pennsylvania.

Some would want this document to be very detailed and highly prescriptive, a “how-to”
guide for transforming the Pennsylvania mental hedth care system. Others would find
that level of detail much too overwhelming and stifling. Through workgroup dialogue and
process, a consensus was formed in regard to the charge of “creating a blueprint.” It was
determined that strategically detailing the work of transformation was going to demand
participation beyond the workgroup members and indeed, beyond OMHSAS.

A Call for Change offers a basic framework for transformation, including guiding
principles and indicators of a recovery-oriented system. And, it discusses some of the
implications of these changes and recommends some approaches for using the indicators
to initiate changes in local, county, and state-wide systems. It is to be consdered a
“living-breathing” document and not a“ set in stone” plan. It isanticipated that it will serve
as afoundation for strategic change planning at many levels and over time, but it is not a
srategic plan in and of itself. As the first phase of an ongoing process, its purpose is to
stimulate discussion in al arenas and at dl levels. Additional materials will need to be
developed to help inform and guide the process as we shift toward a more recovery-
oriented service system in Pennsylvania.

While the initid intent of this document was to encompass “recovery” in the broadest
context of the service system, it soon became clear that there are a number of groups that
need focused attention and a more refined service and support array than can be presented
in this initia document; specificaly the needs of adolescents/transition-age youth; older
adults; individuals at first onset of mentd illness; persons with co-occurring disorders and
some cultura/ethnic groups. Additiondly, active discussion is needed in understanding
how the concepts of recovery apply for younger children and their families.
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While menta hedth services are relaively new to understanding how recovery concepts
may apply to psychiatric disorders, Drug and Alcohol services have long embraced the
term “recovery”, and it has some specific meanings in that arena. Currently, there are
some philosophical and practica differences in how substance abuse services and mental
hedth services individualy understand and employ the concepts of recovery.®
Considerably more discussion is needed in order for the two fields to move toward a
unified definition of recovery and more congruency in their terminology and approaches
to recovery.

It is beyond the scope of thisfirst document to be fully responsive to the barriers presented
by the terminology and philosophy of these various groups. Therefore, the content of A
Call for Change has been driven primarily by concepts emerging from the adult mental
hedlth recovery perspective and focuses only on transforming services for adults using the
public mental hedlth service system.
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A fundamental question remains. If the purpose of the mental health systemisnot to
help people on their path of personal recovery, what isit for?*

One of the chief objectives...is to bring about a rationd attitude toward disorders of the
mind. This means teaching people to recognize early the warning symptoms of mental
disease. It means also the establishment of mental hedlth services to which people will
fed impelled and be willing to go without delay for advice and treatment.®

Deep Roots and a Legacy of Reform

During the past decade, the concept and principles of recovery have emerged as a new
way to understand menta hedth problems, treatment, and outcomes. Menta hedth
consumers survivors/expatients have been a prime force in promoting this approach, often
drawing from their persona experiences, both postive and negative, to help others
understand that people can and do recover from serious psychiatric problems.

The roots for this movement toward recovery-oriented mental health services are both
broad and deep. This chapter briefly explores some of these roots. They encompass not
only our historical desire to understand the phenomena we term mentd illnesses, but aso
the ongoing drive to find ways to help people who experience these difficulties. Some of
our historical efforts have worked, some have not, but the process of learning is continual
and continues today.

% (7 ) ! P 8 #&2 %4 "
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Even a cursory review of the history of menta hedlth services in Pennsylvania shows that
the contemporary concepts of recovery in mental health had their genesis decades, even
centuries ago. Recovery is not really a new idea in mental hedth, but a re-emergence of
fundamental values and long-standing knowledge about what it takes for people with
serious mentd illness to re-gain and live meaningful and productive lives. In many ways
recovery is a return to basics, enhanced by the phenomena contributions of science,
research, and understanding.

Strong leadership, advocacy and innovation have established in Pennsylvania alegacy of
reform that can be traced to the colonid period. Over 200 years ago, Dr. Benjamin Rush
of Philadelphia, now considered to be the “Father of American Psychiatry”, recognized
that psychiatric illness could be diagnosed and treated, emphasizing that considerate
treatment of people with mentd illness could be much more effective than the rough
modes then prevaent. Another innovative and early Pennsylvania leader, Thomas
Kirkbride developed an approach to trestment that included not only medica services, but
thergpeutic treatment which included attention to physical health and comfort, well being,
industry, activity, fresh air, and other considerate therapies.

The roots of recovery draw not only from medical and biologicaly driven knowledge;
they also reach into sociologica and psychologicd research, humanitarian vaues, civil
rights, social movements, spiritua elements, and even political and economic arenas. The
experiences of individuas and families who have lived with mentd illness, however, form
the bedrock of the movement toward more recovery-oriented mental health systems.

Views of Recovery

For the past two decades, there has been increasing interest about the concept of
“recovery” as it applies specificaly to mental hedth — and increasing confusion about
what it means.

Recovery has traditionaly been a biomedica term relating to resolution of acute episodes
of illness, distress, or disruption. In this context it implies “cure’. In the medica arena,
when the term recovery is applied to long-term or chronic disorders such as diabetes,
asthma or many physical disabilities it does not imply cure, but rather a return to full or
partiad functioning in most aspects of one's life. In this context, the process of recovery
may aso imply acceptance of and adjustment to limitations and losses. Resliency is a
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related concept, relevant to both adults and children, which implies the ability to manage
and rebound from stress, trauma, tragedy, and other life adversities.

The term recovery can aso include the act of “gaining,” as in recovering something that
was lost — a sunken treasure, a sense of persona comfort or safety, confidence in speaking
out, a new lease on life, and so forth.® In abroad sense, to be “in recovery” refers to the
active, uniquely persona process of finding ways of resolving or managing physica,
emotiond, behaviord, spiritua, or interpersona issues that cause problems or pain, and
smultaneoudy learning or creating a more positive, congtructive, functiona, meaningful,
and idedly satisfying way of being. Regardless of the definition, the concept of recovery
implies a dynamic, multi-dimensiona, often non-linear and very individua heding
process.

Research & Longitudinal Studies

The fact that people can and do recover from serious mental illness was first met with
suspicion by professona service providers who provided example after example of
persons with perceived chronic, life-long and disabling disorders. The concept continues
to be the focus of considerable diaogue and debate in both the menta hedth and the
substance abuse communities. The anecdotal database of consumer stories was
substantiated with the findings of research conducted by Courtney Harding and her
colleagues on the longitudina course of schizophrenia.” This research has been confirmed
and amplified the findings of other internationa studies. the mgjority of people diagnosed
with schizophrenia can and do recover. And as the work continues, the evidence grows,
our knowledge deepens, and the word is getting out.® °

Civil Rights

The contemporary application of “recovery” to the mental health context evolved in large
part from the human rights movements of the 1960's. Here recovery basically refers to
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proactively teking charge of one's life and menta hedth, chalenging stigma and
discrimination, and moving beyond perceptions of chronicity often associated with
psychiatric diagnoses. The idea that people could — and did — actualy recover from
psychiatric illness grew from the experiences and stories of the people who experienced
recovery in their own lives.** They were the firgt to challenge the tautological ideathat if a
person recovered from menta illness, then he/she had been initially misdiagnosed.

Like many other socia movements of the 1960s and 1970s, the consumers/survivors/ex-
patients emerged as a group with a shared history of margindization, the shared
experience of ongoing stigma, discrimination, and systematized suppression of their
persond civil and human rights. These voices merged to form a consumer movement that
has survived many decades of derision, fear and struggle and has emerged as a powerful
force? Some of the basic goas of the movement are encapsulated in the concept of
empowerment and can be understood on severa different levels:.

Systemically -- the redistribution of power held by the state and the institution of
psychiatry;

Collectively -- the rights of a group to express their “voice” and to significant and
meaningful participation in issues of importance to them;

Individually -- taking control and responsibility for one's own life, having and
expressing personal choice.

Stories of recovery through empowerment are not limited to more recent times. For
example, Clifford Beers penned his compelling and powerful autobiography “A Mind that
Found Itself” in 1908. Based on his experiences as a patient in various psychiatric
hospitals and in community Situations, he understood that a larger voice was needed in
order to challenge beliefs, change conditions, and create opportunities for persons with
mentd illnesses. To further his vison, he created the Nationd Committee for Menta
Hygiene, the precursor to the contemporary National Mental Health Association.

>
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Pennsylvania Consumer/Survivor/Expatient Movement

Self Help and Advocacy

The mentad health consumer/survivor/expatient (C/S/X) sef-help movement began in
Pennsylvaniaover 20 years ago. In 1984, the Menta Hedth Association of Southeastern
Pennsylvania (MHASP) recelved a grant from the Philadephia Office of Mentd
Hedth/Mental Retardation to implement a Patient Sef-Help/Advocacy Organizing
Project.®® Joseph Rogers was hired by MHASP to establish the gods of this project,
bringing experience gained from his work in New Jersey and FHorida where he had been
involved in patient self-help movements. He organized other individuas in Philadelphia
and throughout the state who provided |eadership in organizing the Philadel phiaand larger
Pennsylvania C/S/X movements. The Involved Consumer Action Network (ICAN) lead
by Mark Davis, and the Leadership, Education, Advocacy, Development project (LEAD)
lead by Janet Foner were formed to establish a statewide network of consumer-run
initiatives, such as self-help and advocacy groups and drop-in centers. The success of this
work was seen with the establishment of strong C/S/X advocacy and self-help services not
only in Philadelphia, but also in Pittsburgh, Erie, State College and Lancaster as well as
more rural aress of the State.

Pennsylvania Mental Health Consumers’ Association (PMHCA)

In 1986, the need for a Satewide organization to provide systems advocacy was redlized
with the founding of the Pennsylvania Mental Health Consumers' Association (PMHCA)
the only statewide membership association representing current and former recipients of
mental health services that is governed and run by the same. Organizing activities of
PMHCA have grown throughout the state and the C/S/X movement began redizing
success in advocating legidatively and systemically for needed funding and devel opment
of consumer-run initiatives. Over the last 20 years, this movement has been successful in
building a strong voice for increased community-based, self-help and recovery-oriented
Services.

National Mental Health Consumers’ Self-Help Clearinghouse

Emerging from the strong local consumer movement in Pennsylvania, the Nationa Mental
Hedlth ConsumersoSdf-Help Clearinghouse was funded by the Nationad Institute of
Menta Health (NIMH) in 1986. It was the nation® first nationa technica assistance
center focusng on the needs and interests of mental health consumers — and it was
consumer run itself. For the past 20 years, the Clearinghouse has helped individuas,
service providers, and policy-makers nationwide to understand the importance of self-help
and advocacy, and created resources and tools to help other consumers build services in

2 . " % * +B" 7/
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thair areas. It continues to tackle issues rdevant to mental health consumers aswell asto
provide assstance to sdf-help groups and other peer-run services for mental hedth
consumers.

Consumer/Family Satisfaction Teams (C/FST)
Pennsylvania consumer and family leaders created the innovative Consumer/Family

Satisfaction Team (C/FST) approach to service evaluation and systems change. This
approach, begun in the 1990’ s in Philade phia, has spread throughout the state and served
as amodel for other consumer and/or family lead evauation services in other states and
even internationaly. Consumers and family members work as a forma team to
“determine whether priority population adult behaviord hedth service recipients and
children and adolescents with serious emotiona disturbance and/or substance abuse
disorders and their families are satisfied with services and to help ensure that problems
related to service access, ddlivery and outcome are identified and resolved in a timely
manner.”** Today C/FSTs are operating in 62 of the 67 Pennsylvania counties and are a
growing force in county quality management programs.

Community Support Programs (CSP)

Since the 1970's the federd Community Support Program initiatives of the Nationd
Ingtitute of Mental Health (NIMH) helped to shape the emergence of community
resources and services for persons with psychiatric disabilities. While these services were
typicaly conceptudized, developed, operated, and promoted as necessary life-long
supports, they aso contributed to the emergence of recovery in menta hedth by
spotlighting the vaue of community, relationships, and work in the lives of persons
diagnosed with psychiatric disorders, and by demonstrating that a person’s ability and
potentid are the result of interactions between the individua, expectations, and the
environment, rather than diagnosed pathology or intensity of symptoms.*

Pennsylvania, with the assistance of a State Technica Assistance grant from the National
Ingtitute of Menta Hedth (NIMH), formed the State Community Support Program (CSP)
Advisory Committee in 1984 with backing from the Pennsylvania Department of Public
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Wefare, Office of Mental Hedlth. This committee became a key codition for consumers,
family members, advocates and providers to collaborate and provide a unified voice in
advocating for statewide systems changes. The principles of CSP became integra to
shaping Pennsylvanias exiging and future menta hedth service system. It was
emphasized that services must be consumer centered, strengths based, culturaly
competent, accountable, flexible, coordinated, designed to meet the needs of specid
populations and rely on natural supports that promote the full community integration of
consumers. The original Community Support System (CSS) model®” disseminated by
NIMH provided advocates and planners with a guide for designing a system of services,
supports and opportunities that would alow adults with serious menta illness to recover
and reach their full potentia as contributing members of their respective communities.

The growth of the CSP movement in Pennsylvania in the years that followed extended
across the four regions of the state. Using aregional committee structure, the basic values
and ideas about community support were integrated into planning and service delivery
approaches around the state. The committees, along with others, have done much to
advance the devel opment of community support services such as crisis services, supported
housing, case management, psychiatric rehabilitation, drop-in centers, peer support and
consumer run programs. In October, 2001 the CSP wheel was modified to include the
concept of recovery as centrd to a community support program. Further, the network of
regiona and state CSP committees evolved so that the membership reflected the concerns
and goals of the gtat€' s diverse geographic and  cultural context. As of 2003, there were
46 mentd headth/mental retardation programs in the 67 counties of the Commonwealth
and CSP committees existed in nearly al of them.

Addictions, 12-Steps, and Mutual Support

The mid 1900's saw the emergence of a variety of sdf-help and 12-step programs that
provided an opportunity for people with addictions and other kinds of personal difficulties
to come together as peers with shared experiences and to help each other. Alcoholics
Anonymous (AA) was the prototype for most of these programs and continues to
influence the field of addiction treatments.

While promoting the understanding of addictions as diseases rather than weakness of will
or deficiency of character, AA and other 12-step programs were the first to recognize that
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the traditional concepts of medica recovery were not sufficient to address how people
hedled from these disorders. For example, they taught that sobriety was more than mere
abstinence from use of the addictive substance — that it entailed completely replacing old
ways with new ways, giving up an old life and learning how to create a hedthy and
fulfilling life. With this gpproach, the concept of recovery was expanded to encompass
many non-medica aspects of hedling: the socid, cognitive, interpersona and even
spiritua elements of an individua’s life. For example, a basic tenet of recovery in most
12-gtep programs is to initiate efforts to heal damaged relationships. Similarly, symptom
remission or illness management alone is inadequate to define recovery from psychiatric
disorders.’®* Recovery in both addictions and mental health means learning to live a full
and hedthy life.

Over the years AA and other 12-step programs have demonstrated the effectiveness of
people helping each other not as experts, but as peers. peer support. It iswell recognized
that both people involved in peer support are pogtively affected in these helping
relationships, so much so that AA strongly encourages members to become sponsors —
(persona supporters and guides) for others as part of their personal recovery. Drawing
from personal experience and actively helping others are well-known to be powerful tools
in the process of establishing and sustaining one’'s own recovery. This idea has extended
the parameters of peer support and now encompasses the growing belief that persons with
lived experience of persona recovery are not only vaued members of forma treatment
services, but are often seen as necessary e ements of an addictions treatment program.

Concepts such as relapse prevention were well established in addiction services before
they gained traction in menta hedth services or with Wellness Recovery Action Plans
(WRAP). Further, the 12-step approaches have also hel ped us recognize the importance of
spiritudity in the process of recovery for many people, something that has traditionally
been outside the consideration of mental health treatment.

So, is recovery in menta hedlth the same as recovery from addiction? There are some
who consider the process of recovery from menta hedth issues to be identical to the
process of recovery from addictions. There are many similarities to be seen, including the
non-linear aspect of the recovery process — “two steps forward, one step back”, the
recognition that the processis not as easy as others may think it is, the redlity that people
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rarely do it one successfully, and recognition that the presence of supportive others and
environments can make al the difference.

But there are dso some fundamenta differences between the concepts of substance abuse
and menta hedlth recovery as they are currently understood. Some of these differences
may be smply in how language is used within the respective groups, but others are more
philosophicaly rooted. For example, one of the core differences centers around the issues
of power and powerlessness. One of the primary eements of 12-step recovery is to admit
powerlessness and turn one's saf and life over to the power and direction of a trusted
“other” or Higher Power. In menta health recovery, the focus tends to be more on
empowerment and self-determination, helping individuas to find their own voice and self-
determination. This is based on the belief that individuas need to reclam their own
power as one of thefirst steps of arecovery process.

In 12-step programs, members are encouraged to label themselves as their addiction or
disorder: | am an acoholic, an addict, and so forth. In mental hedth recovery there is
emphasis on helping individuas to move beyond the diagnostic labels that have been
applied to them by service providers and others. Often individuas internalize these labels,
accepting them as their primary identity and experiencing unnecessary and detrimental
sef-stigma, low salf esteem, and sdlf-limitations. In recovery-oriented menta hedlth care,
individuas are encouraged to NOT identify themselves or be identified by others as their
diagnosis. | am a schizophrenic, a bipolar, and so forth. A person may “have’ a disorder
such as schizophrenia or depression, but there is more to the person than this — it is not
their sole defining characteristic. Another aspect of the recovery concept in mental health
is that an individual may be in active recovery and aso continue to experience some
ongoing or periodic symptoms or difficulties. In many substance abuse service settings a
person ceases to be considered “in recovery” if he/sheisno longer abstinent.
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Growing Recognition and Interest in Mental Health
Recovery

Gaining Footholds and Support
In the 1990s, some leaders in menta health services began to recognize that recovery was

not a synonym for psychiatric rehabilitation and that recovery would become a significant
and guiding vision for future menta health services.®

Menta hedth recovery became a more frequent topic at professona conferences and
other training venues. Some states and regions began to host dialogues that brought
mental health consumers/survivors/ex-patients and professiond service providers together
on more equa ground to talk about recovery related topics. The National Empowerment
Center hosted several ‘Learning from Us conferences where consumer |eaders were the
presenters and the participants were primarily providers, curious about or willing to learn
about recovery in menta hedth. More service providers attended the national mental
hedth consumer conferences, “Alternatives’ in order to listen to what consumers were
saying about recovery.

Some states and counties established Offices of Consumer Affairs within their mental
hedlth services administration departments. Increasing numbers of mental health agencies
began hiring C/S/X as employees to provide awide range of services from peer support to
case management, eva uation, program development and management, and staff training.

Consumer/survivorsex-patients became increasingly involved in research as partners as
wdll as independent researchers who design, conduct, anayze and publish studies® Ther
involvement not only challenged the established research agendas to include recovery-
oriented questions and to address the elements, process and outcomes of recovery in
mental hedlth, but aso helped to demonstrate that consumers make significant and
enriching contributionsin al aspects of menta hedth related research.

Gathering Momentum in Pennsylvania
While there is growing interest and support on a nationa level for promoting recovery —

oriented approaches in mental healthcare services, there is aso evidence that it has been
ganing momentum in Pennsylvania.
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In November 2004, the first Recovering Pennsylvania Conference was sponsored by
OMHSAS and coordinated by the Menta Hedth Association of Southeastern
Pennsylvania. The conference brought together by invitation a broad array of consumers,
family members, providers, state and county mental health administrators and other
stakeholders to explore how to move Pennsylvanias mental hedth system toward one
grounded in hope and recovery. One task assigned to participants was to identify the
recovery-focused initiatives aready underway a both a sate level and in loca
communities. The initiatives identified included the following. These current activities
demonstrate some existing understanding and commitment to recovery-focused services
in each region of the State aready and provide a launching point for expanding and
deepening this knowledge and interest more broadly throughout the state. The movement
towards a recovery-oriented system and growing interest in recovery information and
training among a| stakeholdersis evidenced by:

- Increase in both state-level and local recovery conferences which bring together
diverse stakeholders to address recovery issues.

- Formation of local, regional and statewide recovery committees and task forces.

- Increased stakeholder collaboration in planning, evaluation, and policy
development.

- Leadership training for consumers to participate in shaping system of recovery.

- Participation in Real Systems Change federal grant to expand Certified Peer
Specialist training program.

- Pursuing strategies to secure Medicaid reimbursement for peer support services.
- Provision of Cultural Competency training.

- New Freedom Initiative Project providing grant-funded focused technical
assistance to six counties for three years.

- Support for passage of legislation for psychiatric advance directives.

- Development of Pennsylvania Recovery Organizations Alliance (PRO-A), new
addiction support group in Pennsylvania focused on education, advocacy and
public policy.

- Anti-discrimination/anti-stigma initiatives.

Examples of loca recovery initiatives from around the state include the following:
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- Expanding Consumer/Family satisfaction initiatives.
- Developing certified peer specialist programs; peer mentor programs; warm lines.

- Increasing appointments of consumers to boards and committees, including to the
Board of Trustees of Allentown State Hospital.

- Holding Recovery dialogues and “trialogues’ — organized discussions on recovery.
- Training individuals in Wellness Recovery Action Planning (WRAP).

- Using reinvestment dollars for recovery-oriented initiatives.

On the National Scene

Many Calls for Change

Many government studies have stated the need for the same changes to be made in the
behaviord hedthcare service system. In 2003 the federd Veteran's Administration
rdeased an Action Agenda stating that recovery should be the core principle of system
change of services for veterans® In addition a 2000 report from the National Council on
Disabilities focuses on the critical role that consumers and people who are in recovery
from menta illness should play in the service system development and administration.?
In addition, the following two reports from the federa government mandate significant
change —even tota transformation of the public mental health service system.

Surgeon General’s Report, 1999
In 1999 the U.S. Surgeon Genera issued areport on mental hedlth that for thefirst timeon

a nationa scale, recognized the importance recovery in adult mental hedth, stating “the
concept of recovery is having substantial impact on consumers and families, menta hedth
research, and service delivery.”* Recovery should be the expectation, not the exception,
in menta health care.

President’s New Freedom Commission on Mental Health
In its 2001 Interim Report to the President, the President’s New Freedom Commission on

Mental Hedth (NFC)*, described the current system of behavioral care throughout the
United States as fragmented, complex, and filled with gaps, unmet needs, and barriers.
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For people with serious menta illness, the picture is even bleaker: high unemployment
and underemployment, co-occurring substance abuse disorders are common, and
disability continues. The current system is more focused on managing symptoms and the
disabilities associated with mentd illness than on promoting and facilitating recovery from
these disorders.

In 2003, the fina report of the NFC, Achieving the Promise: Transforming Mental Health
Care in America® cdled for recovery to be the “common, recognized outcome of mental
hedlth services’, stating unambiguously “The goal of menta hedlth services is recovery”.
In this report recovery was defined as:

The process in which people are able to live, work, learn, and participate fully in
their communities. For some individuals recovery is the ability to live a fulfilling and
productive life despite a disability. For others, recovery implies the reduction or
complete remission of symptoms.

The NFC Finad Report outlined avision for “a future when everyone with a mental illness
will recover, a future when mentd illnesses can be prevented or cured, a future when
mental illnesses are detected early, and a future when everyone with a menta illness at
any stage of life has access to effective trestment and supports — essentias for living,
working, learning, and participating fully in the community.”

The NFC acknowledged that the current menta hedth service system is far from
reflecting this vison and recommended fundamentally transforming how menta hedlth
care is delivered. The term “transformation” was specificaly used by the Commisson to
reflect its belief that mere reformsto the existing mental hedlth system are insufficient. “It
is time to change the very form and function of the mental hedth delivery service system
to better meets the needs of the individuas and familiesit is designed to serve’.®

OMHSAS endorses the NFC report and calls for al counties to begin to take action to
achieve transformation of their mental health services, using this document, A Call for
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Change: Toward a Recovery Oriented Mental Health Service System for Adults, asan aid
to this process.
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Recovery is varioudy described as something that individuals experience, that
services promote, and that systems facilitate, yet the specifics of exactly what isto be
experienced, promoted, or facilitated — and how —are not often well understood by
either the consumers who are expected to recover or by the professionals and policy
makers who are expected to help them?

All people with mental illness have personal power, a valued place in our families
and communities, and services that support usto lead our own recovery.®

More than Treatment or Services

Recovery is construed many ways, including as an organizing principle for mental hedlth
sarvices that is based on consumer vaues of choice, self-determination, acceptance, and
hedling.*® What distinguishes a recovery gpproach or “recovery-oriented services’ from
what is in place now? Don’'t we aready do this? In essence, not often. Recovery is not
smply a multiple-domain treatment plan, case management, tittered medications, or job
placement. Done well, dl these services can help to stimulate, facilitate, and support
recovery for persons with psychiatric disorders and help them to bresk the custodia chain
between consumer and provider. However, recovery is more than treatment and services
and for many, it actualy happens outside the traditiona mental health service arena. So,
what isit?
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There have been recent efforts to clarify these ideas and to build consensus around core
elements of recovery from persond, programmatic, and systemic perspectives® This
provides for increased understanding and consistency in the meanings of terms for policy,
research, evaluation, and service devel opment purposes.

Pennsylvania Definition of Recovery

In 2005 the Pennsylvania

Recovery Workgroup Recovery is a self-determined and holistic

developed, and OMHSAS | journey that people undertake to heal and grow.

endorsed, the  following Recovery is facilitated by relationships and

definition of recovery to be the environments that provide hope, empower ment,

choices and opportunities that promote people

reaching their full potential asindividuals and
community members.

foundation  for  recovery-
oriented activities and initiatives
within the Commonweslth. The
following materia goes into
more depth about persond,
programmatic, and systemic aspects of recovery, and is drawn from various sources and
reflects the results of consensus dialogues at the nationd level.

Individual

Drawing from many perspectives and resources, a recent consensus statement on mental
hedlth recovery® generated by the U.S. Department of Health and Human Services and the
Interagency Committee on Disability Research, in partnership with six other Federd
agencies, states that from an individual perspective,

Mental health recovery is a journey of healing and transformation for a person with
a mental health disability to live a meaningful life in communities of his or her
choice while striving to achieve full human potential or * personhood” .

Recovery is present when individuds live well and fully in the presence or absence of a
psychiatric disorder. From a consumer perspective it embodies al that is necessary to
manage and to overcome the psychologica, physica, identity, economic, and
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interpersona consequences of having a mentd illness. It is aso the individual person’s
responsibility to him/herself, family and others, to take on the responsibility of choosing,
pursuing and sustaining persona recovery. This may include creating a persond crisis
plan/advance directive for chosen agents or familiesto follow.

By al accounts, menta health recovery is a highly persona and individua process; it
occurs over time, and is rarely straightforward — often characterized by steps forward and
back. Recovery does not aways mean that a person will live symptom free or regain al
the losses incurred because of psychiatric problems. It does mean that people can and do
live without feeling enveloped by menta health issues or that their potentia or opportunity
is curtailed because of them.

Despite the highly unique nature of each person’s journey to recovery, there are
remarkable smilarities that people experience in this process. Some researchers have
been working to identify specific stages to the process.®? Identifying these similarities and
stages helps us to better understand the complexity of the process itself and the various
walys people benefit from forma mental health services as well as other avenues for help
and healing. Some people recover with minimal or even no use of mental health services.
But many, many people look to mental hedth services for help, hope, and pathways for
healing from psychiatric disorders and the chalengesin living they create.

Programs/Services

From a programmatic or service perspective, recovery-oriented services are those that are
dedicated to and organized around actively helping each individua served to achieve fulll
persond recovery. Individua recovery always happens in the context of a person’s red
life—not just their service environment.

For many people needing mental hedlth treatment, however, service environments often
play a critica role. Service environments and relationships with menta health workers
can promote, facilitate, and support the process of persona recovery, helping persons to
develop richer understanding of themselves, to take productive risks, rekindle or sustain
hope, and to develop positive visions of their future. Alternatively they also can impede,
hinder or restrict opportunities for individuals to explore, to risk, to learn, and hence to
limit potentia growth towards recovery. Many aspects of the traditiona medical model
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include attitudes, practices, and policies that can cause difficulties and sometimes
significant harm to individuals searching for personad recovery.

There have been a number of initiatives, inventories, and consensus meetings in the past
few years that have made great strides in naming the core attitudes and practices that
distinguish recovery from more standard service approaches. The December 2004
Consensus Conference on Mental Hedlth Recovery, sponsored by the Center for Menta
Hedth Services (CMHYS) of the nationa Substance Abuse and Mentd Health Services
Adminigtration (SAMHSA) generated a consensus statement on mental health recovery.
This document provides the following ten fundamenta e ements and guiding principles of
mental health recovery that serve well as guideposts for recovery-oriented services.

Sdf-direction: consumers lead, control, exercise choice over, and determine their own
path of recovery by maximizing autonomy, self-agency, and independence.

Individualized and Per son-Center ed: there are multiple pathways to recovery based on
the individual person’s unique consumer needs, preferences, experiences —including past
trauma, and cultural backgroundsin all of its diverse representations. Individuals also
identify recovery as being an on-going journey, an end result as well as an overall
paradigm for achieving optimal mental health.

Empower ment: consumers have the authority to exercise choices and make decisions
that impact their lives and are educated and supported in so doing.

Holistic: recovery encompasses the varied aspects of an individua’s life including mind,
body, spirit, and community including such factors as housing, employment, education,
mental health and healthcare services, complementary and naturalistic services,
addictions treatment, spirituality, creativity, social networks, community participation,
and family supports as determined by the person.

Non-Linear: recovery is not a step-by-step process but one based on continua growth,
occasional setbacks, and learning from these experiences.

Strengths-Based: recovery focuses on valuing and building on the multiple strengths,
resiliency, coping abilities, inherent worth, and capabilities of individuals.

Peer Support: theinvaluable role of mutual support wherein consumers encourage other
consumers in recovery while providing a sense of belongingness, supportive
relationships, valued roles and community is recognized and promoted.
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Respect: community, systems, and societal acceptance and appreciation of consumers -
including the protection of consumer rights and the elimination of discrimination and
stigma— are crucial in achieving recovery. Self-acceptance and regaining one’s belief in
one' s self isalso vita, asis respect for others.

Responsibility: consumers have personal responsibility for their own self-care and
journeys of recovery. Thisinvolvestaking steps towards one’ s goals that may require
great courage.

Hope: recovery provides the essential and motivating message that people can and do
overcome the barriers and obstacles that confront them.

There are increasng numbers of evauation tools avalable that focus on recovery
indicators and outcomes in treatment settings and services® Regular evauation of
services provides not only quality assurance, but aso benchmarks for progress in
transformation and a pool of evidence that demonstrates program effectiveness.

System

Menta health service systems have the responsibility to provide the leadership, direction
and resources to support services and programs that help individuas experience recovery.
For service systems, this responsibility includes identifying which policies, standards, and
funding mechanisms restrict or interfere with services operating from a more recovery-
oriented stance. The kinds of services available are dependent on what is funded. For
example, peer support, criss prevention and hospital dternatives, holistic wellness
support, community education and de-stigmeatization initiatives are dependent on both the
systemic policies that promote them and also on the funding made available to support
them.

Critica policies not only include regulations, rules and service standards, but aso the role
and process of evaluation and quality improvement within the system. Thered vauesand
definitions of quality in a service system are reflected in what is measured through its
quality improvement activities. A recovery-oriented system has congruence throughout —
not necessarily on specific practices or programs, but on value, desired outcomes, and a
willingness to continue to seek out better ways of helping individuals with their persona
recovery journey. These, however, present a challenge when it comes to measuring
outcomes.
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The NFC Find Report emphasizes that the goa of a transformed system isrecovery. The
report outlines the following six goals of a transformed and recovery-oriented hedlthcare
system.

Americans understand that mental health is essential to overall hedth.
Mental health careis consumer and family driven.

Disparitiesin mental health services are eliminated.

A WP

Early mental health screening, assessment, and referral to services are common
practice.

o

Excdlent mental health careis delivered and research is accel erated.

6. Technology is used to access mental health care and information.

These gods are firmly based on two overarching principles, aso presented in the NFC
Fina Report:

Principle 1: Care must focus on increasing consumers’ ability to cope with life's
challenges, on facilitating recovery, and on building resilience.

Principle 2: Services and treatments must be consumer and family centered.

Resiliency

Resliency is a concept that initially emerged from studies of youth and families and was
used to describe those individuals who seem to not only survive in difficult Situations but
also seem to congtructively rebound from adversity. There has been some discussion in
the menta hedlth field as to whether recovery is essentialy the same asresiliency. At this
time, most experts view them as very different, but related constructs. The NFC Final
Report definesresiliency asfollows:

Resilience means the personal and community qualities that enable us to rebound
from adversity, trauma, tragedy, threats, or other stresses --- and to go on with life
with a sense of mastery, competence, and hope. We now understand from research
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that resilience is fostered by a positive childhood and includes positive individual
traits, such as optimism, good problem-solving skills, and treatments.

Essentidly, resiliency is a persona characteristic that combines individud traits and
learned sKills; recovery is a process of positive growth, healing, and building meaningful
and productive lives. Learning and developing resilience skills (e.g. problem solving,
mindfulness, nurturing positive attitudes, managing feelings) may be important aspects of
the recovery journey of many persons. The NFC states that for a system to successfully
transform, “care must focus on increasing consumers ability to successfully cope with
life's chalenges, on facilitating recovery, and building resilience, not just on managing
Ssymptoms’.

But, We Already Do All That!

“But, we dready do that” is commonly heard in recovery trainings and meetings for
mental healthcare providers. Many providers do not see how contemporary images of
recovery are different from the innovations ingituted in the past decade, which included
community support services, assertive community treatment, psychiatric rehabilitation and

peer-support.*

This concern often reflects the perception that “recovery” is merely another service
program or that it negates the work of past leaders and innovators. It may aso embody
frustration that the principles, programs, and approaches promoted in these earlier efforts
were either not fully implemented or have been distorted or even lost over time.

This “yesterday’s news’ sentiment challenges recovery advocates and educators to be
more specific in identifying and communicating the ways in which arecovery approach is
not the same as “business as usua”. The efforts of three different educators to meet this
challenge are presented below to help illustrate what makes a recovery approach different
from many more established service approaches.
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The following chart is adapted from the work of Noordsy and colleagues, and highlights
some of the basic differences between arecovery approach and more traditional services®

Traditiona Rehabilitation
) Mental Hedth Recovery Approach
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Another set of comparisons of recovery-oriented and non-recovery-oriented service
cultures comes from META agency of Phoenix, Arizona.*

Non-Recovery Culture Recovery Culture
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Findly, Ridgway offers a comparison of the pre-recovery mental hedth system and a

recovery enhancing mental health system.*”

PreRecovery Mentd Hedth .

Recovery Enhancing System

. very g Sy

Message is  “you'll  never Message is: “recovery islikely” you can and will

recover” — illness is a life long attain both symptom relief and socia recovery
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condition

Minimal attention to basic needs

Attention to basic needs, including housing,
human and civil rights, income, hedthcare,
trangportation

Focus is on person as patient,
client, service recipient

Focus is on success in socid roles: parent,
worker, tenant. Activities to reclaim and support
avaiety of social roles are emphasized

Treatment plan and gods are
primarily set by daff with
minima input by consumer.
Plans often generic and focus on
illnessmedica necessity  of
treatment

Personalized recovery plan is mandated based on
person’s individua gods and dreams. Plan is
broad and ranging across many domains. Often
includes services and resources that are not
directly affiliated or controlled by mental hedth
service system

People lack access to the most
effective or research vdidated
sarvices

There is ready access to research vdidated
practices and on-going innovation and research
on promising approaches

Peer support is discouraged,
lacking, or under funded

Peer support is actively encouraged, readily
available, adequately funded and supported.

Coercion and involuntary
treatment are common. Staff act
“in locus parentag’, over use of
guardianships, rep payee and
conservatorships

Coercion and involuntary treatment are avoided.
People are treated as adults. Temporary substitute
decison makers used only when necessary.
Advanced directives and other means are used to
ensure people have say evenin crisis

Criss  sarvices  emphasize
coercion and involuntary
treatment, often use secluson and
restrant which can  be
(re)traumatizing

Crigis aternatives such as warm lines and respite
are available. Staff has been trained to avoid
seclusion and restraint and is skilled in dternative
approaches

Funds are lacking for servicesand
supports not directly related to
illness

Rehabilitation oriented options are funded,
flexible funds and vouchers are available,
programs are response to consumer stated needs

Services often  like “adult
babysitting” with focus on care
taking, and even child-like

Active treatment and rehabilitation are taillored to
individua. Activitiesare age appropriate
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activities

Mentd hedth workers lack
knowledge and skills to support
recovery

Mentd hedth professonds and al saff are
trained in rehabilitation and recovery

People held in jals without
treatment

Jail diversion, mental health courts, and jail based
services available

People with drug/a cohal
problems are served by two
systemsthat are often in conflict

Integrated co-occurring disorder services ae
readily available

Families are |€eft out; they are not
educated about recovery. Little or
no family support or education

Families are educated about recovery as well as
about mental illness. Family support and conflict
mediation are readily available

Consumers have little/no voice in
system. Tokenism  and
exploitation.  Little support for
consumer input

Consumer voice on planning councils, consumer
affairs officers, sysems and program leved
advocacy, |eadership development

System promoted dependence or
unnatural independent. Little or
no attention to socia support or
life after services

Sysem focus on interdependence, mutud
support.  Attention to socid = network
development, socid integration
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You can doit. We can help®

We have taken the people out of ingtitutions, but we have not taken institutional
thinking out of people®

For behavioral healthcare organizations, a recovery focus means genuine reflection
about policies and practices that either enhance or detract from the individual
process of recovery. It isnot a new service to tack on to an existing programarray...
At its corerecovery is about doing differently that what we must do every day.*

Recovery Is Not a New “Model”

Recovery is both misunderstood and feared at many levels. Sometimes recovery is viewed
as an “add-on” service and we find “recovery teams’ or programs with new names
appended to them. However, at its core, recovery is not a new service tacked on to the
array of more traditiona mental hedthcare programs. Models may come and go, but
people recover. Recovery is about fundamentally doing differently those things that we do
every day. Deegan contends that the focus on models is one of the largest obstacles to
implementing recovery-based care, stating that “the workforce is trained to offer services
according to models — and being accountable to agencies which are aso organized around
such models — instead of service workers being accountable and paid by the person with
the psychiatric disability”.*
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The recovery-orientation of a service system is determined by the degree that it
exemplifies a set of tangible as well as non-tangible indicators; that their policies,
practices, funding, training, evaluation, services, and values are dl oriented toward helping
individuals with their persona process of recovery. An orientation toward recovery is not
a “modd” in the traditiona sense of the word in mental hedlth and substance abuse
sarvices. Many models of service can help facilitate and support the process of personal
recovery. It is not necessarily the model of service used, but how these services are
implemented and the degree of accountability to the individuas served that distinguish
recovery-oriented services from those that are not. For example, some inpatient settings
are very committed and oriented toward recovery while some rehabilitation and peer-
support services are oriented more toward care-taking, compliance, and acceptance of
imposed limitations.

Often the challenge in recovery-oriented practices is not WHAT is being done, but HOW
it isbeing done. Working from a recovery-orientation does not mean an “add-on” service
or team, but a sincere willingness to look at the basic tasks and activities of mental health
sarvice provison and do things differently. Recovery-oriented services continue to
provide basic assessment, service planning, rehabilitation/treatment/support to individuas
with a wide range of needs and fluctuating willingness to make change. They grapple
with compulsory treatment and risk/safety concerns, conflicting perspectives or opinions
about “best interest” or “most facilitative’ practices, and so forth.

Being recovery-oriented means that a service or system makes a strong and honest
commitment to a set of principles and beliefs about the ability of each person with mental
hedlth and addictions problems to grow, change, and have alifethat is personally rich and
fulfilling, with or without the presence of symptoms of a disorder. When services and
systems make a commitment to putting these values into action, it becomes evident that
many existing polices and practices are not congruent with these beliefs. The work of
recovery-oriented service systems is to continually evauate their attitudes, policies, and
practices for this dissonance and to actively work to aign their day-to-day activities with
recovery values and principles.
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Basic Domains

A considerable body of material has emerged during the past few years offering various
markers of recovery oriented service systems and tools for measuring these basic
benchmarks. There is a striking consistency among the various initiatives regarding the
primary domains or areas that characterize a recovery-oriented service. These basic
domains are asfollows.
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Within each of these broad domains are specific indicators that should be common
practices in recovery-oriented systems. There are many ways each indicator can be
demonstrated by individuas, by programs/services, and by the menta hedth authorities.
The more indicators present and the more ways those indicators are manifest within a
system, the morethat service or system can be described as recovery-oriented.

However, these domains and indicators only tell part of the story. Often it is not just
WHAT is being done, but dso HOW it is being done that makes the difference. For
example, many agencies can appoint consumers or family members to policy groups or
bodies, but the experience of many of these individuds is tokenism, margindization,
feding placated and not valued as participants. Some agencies are now requiring that all
consumers complete — for the file — a Wellness Recovery Action Plan (WRAP). This
potentidly rich and rewarding process becomes reduced to another piece of mandated and
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meaningless paperwork, but the organization can report that most of the people it serves
have WRAPs.

While measuring specific benchmarks can be useful, it only captures a part of the story.
Often it is the intangibles that make the difference between systems or services that are
truly focused around helping individuas with their personal recovery and those that are
going through the motions. The recognition, development and measurement of these
intangibles are where Pennsylvania needs to make its mark.

Indicators of Recovery Oriented Systems

The following tables provide a basic set of indicators of these domains. They are the heart
of A Call for Change and serve as critica reference points for services, agencies and
county mental hedlth programs looking for specific strategies for transforming to more
recovery-oriented services.

The information presented has been derived from the considerable amount of work done
by Pennsylvanians in focus groups, meetings, and forma work groups to identify the
indicators of recovery-oriented services, as well as current literature, the experience and
planning activities of severa states, various eva uation instruments designed to assess the
recovery focus of a service or system, persona recovery or outcome assessments, and
from the experience of individuals and their families.? They include things identified by
consumers as needed in menta hedlthcare services and systems to promote and support
recovery by policy-makers and consensus-bodies, researchers, as well as by those services
and systems that are making efforts to become more recovery-oriented.

The tables offer some ways each indicator may be demonstrated from an individual
perspective, by a service or program, and by a county, regiond or state menta hedlth
authority. As presented here, the tables are incomplete — leaving room for more idess,
ingpiration, and input. The tables are offered as a starting point for discussion, credtive
thinking, and prioritization for future strategic planning.
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It should be noted that these tables do not identify the specific mechanisms and other
considerations that may be pre-requisite to operationalizing these indicators in a complex
service system. These prerequisites may include funding,
licensure/regul ation/certification, union negotiation, personnel training and supervision,
interagency coordination, and so forth. These issues will need to be addressed in time
through strategic planning for specific transformation initiatives.

While these activities may help stimulate, support, and facilitate the process of persona
recovery among individuas served by the mental hedthcare system, the bottom line is
accountability to the persons served and their attainment of personal outcomes.
Successful recovery-oriented systems will be able to consistently show evidence that
people served are achieving persona outcomes that are meaningful to them. Unless
sarvices and the system can demonstrate that persona recovery outcomes are being
attained, it is not a successful system, regardless of how many of the following factors or
activitiesit has put into place.
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RECOVERY DOMAIN 1: Validated Personhood
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RECOVERY DOMAIN 2: Person Centered Decision-Making & Choice
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RECOVERY DOMAIN 3: Connection -- Community Integration, Social Relationships
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RECOVERY DOMAIN 4: Basic Life Resources
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RECOVERY DOMAIN 5: Self-Care, Wellness, & Meaning
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RECOVERY DOMAIN 6: Rights & Informed Consent
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RECOVERY DOMAIN 7: Peer Support & Self-Help
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RECOVERY DOMAIN 8: Participation, Voice, Governance & Advocacy
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RECOVERY DOMAIN 9: Treatment Services
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RECOVERY DOMAIN 10: Worker Availability, Attitude and Competency
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RECOVERY DOMAIN 11: Addressing Coercive Practices
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RECOVERY DOMAIN 12: Outcome Evaluation & Accountability
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A vison without a task is a dream and a task without a vision is drudgery — but a vison
with a task can change the world.*

Recovery is a person-centered phenomenon. You can't “ do recovery” to someone. You
can't “do services’ that will force someone to recover. Recovery-based services will
always be one small part or one small ingredient for a person with psychiatric
disabilities to achieve a meaningful life in the community*

Nothing about us without us. We want to be involved at every level of decision-making;
we don’'t want to be just relegated to an advisory board.*

Challenges and Barriers

Systems, like people, do not change easily. Every system is perfectly designed to stay exactly the
way it is. For meaningful change to occur some discomfort, imbalance, uncertainty, and
acceptance of risk are prerequisite.

Taking on the challenge of shifting toward more recovery-oriented approaches in our service
system means making some fundamenta changes in some of the core aspects of our work. And
there are significant chalenges to be overcome. Not in the least of which is devel oping acommon
understanding about process and outcomes of recovery in menta hedth, generating a set of
concrete indicators that represent an organization’s focus on recovery and its effectiveness in
stimulating, facilitating, supporting, and sustaining the process of recovery with the people it
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serves, and ways to measure incremental change toward these goals. Understanding these
chalenges and identifying strategies to address them increases the likelihood that a change
strategy will result in the desired outcomes.

The 2004 Recovering Pennsylvania Conference report identified some of the fundamental
challenges and barriers of moving toward a more recovery-oriented menta hedlthcare system in
Pennsylvania. These included the following:

Fear — Providers fear of risk/liability of exploring shared or negotiated risk and consumer fear of
losing services, facing stigma, losing control, of failure. A disconnect between the rhetoric of a
program or organization and the actual experience of consumers, family members, and workers.
Programs may talk about supporting consumer self-determination and empowerment, but refuse
to alow anything risky.

Attitudes - Basic resistance to change; difficulties in trying different things, entrenched attitudes
and resistance to examining assumptions; belief (by both some consumers and staff) that
recovery is not possible for people with mental health problems. Recognition that recovery
principles run counter to the way things operate now. Strong beliefs that people with serious
mental health problems need intensive and life-long caretaking. These beliefs may be held to
some degree in every corner of the system, including workers, family members, administrators,
community members, and consumers themselves. Stigma and discrimination within the system
are major impediments to change.

Knowledge and Emotions — Differing views of recovery among stakeholders. Anger and
frustration. Lack of patience for change. Poor coordination, collaboration, or communication
among stakeholders. Consumer beliefs that recovery is a concept that has been (or will be) co-
opted by the system to justify reductionsin care and services. Sometimes this has been areality.

Providers— Lack of understanding about what recovery actually is and how recovery-oriented
services operate differently than traditional services. Often related to lack of ongoing training
opportunities for staff at all levels of the system. Regimentation of services and programs (duein
part to funding requirements and regulations); extensive paperwork. Requirements limit time for
service delivery and relationship building. Lack of trust between consumers and providers. Use
of language that does not reflect hope, positive expectations or recovery.

Medical Model Orientation - Entrenchment in traditional medical model approaches and
assumptions. Difficulties viewing mental illness as more than a biological phenomenon and
reliance of medication as the primary treatment option; resistance to expanding the role of mental
health servicesto address broader life and support issues of the people receiving services.
Emphasis on primacy of medication as treatment. Narrowing the definition of recovery to
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“symptom management” and focusing change initiatives to over ssimplified, feel good strategies
that may or may not be effective in achieving real transformation.

L ack of Basic Resour ces — Limited economic opportunities/jobs, housing, reliable
transportation, opportunities for sociaizing in regular community settings.

Education & Training - Lack of education, training, and support for both consumers and menta
health workers to do things differently. Little knowledge about how recovery happens, or about
rights. Few recovery mentors or role models for either consumers or mental health workers.
Workers often do not know what do differently, especially in terms of relationships with
consumers, assessment, service planning/review, conflict negotiation and crisis response.
Competencies of recovery-oriented workers are not well articulated or integrated into formal
training and professional development activities. Workers who do work differently — or want to —
may lack support of their organizations or colleagues.

Regulatory/Organizational - Policies and regulations that limit flexibility and specific recovery
practices. Overwhelming rules/policies/regulations and arigidity that limits opportunities to
change them. Counties focused on regulatory compliance, not creative approaches to achieving
outcomes. Structural and philosophical divisions between OMHSAS and Department of Health
(DOH), county administrators and single county authorities. Quality evaluation and licensure
reviews that focus on structural components and standards compliance rather than personal
outcomes and service effectiveness.

Funding — Inequitable funding across agencies. Focus on narrow definitions of “medical
necessity” - on the needs of the body, and does not include the needs of the mind, emotions, or
spirit. Reinforces the medical model orientation. Lack of flexibility or capacity for individualized
treatment. Little funding for peer support resources statewide. Funding structures that pay for
“more of the same” and have little capacity to leverage the flexibility needed to support a
different array of services. Limited or no opportunity to consider a broader array of treatment
approaches, including alternatives to traditional medical treatment.

Consumer & Family Involvement - Limited consumer and family involvement at all levels.
Resistance to consumers and family members as full partnersin planning, governance, training,
and service delivery activities. Self-congratul ations for tokenistic appointments or advisory
groups with no power. Exclusion from education initiatives and lives of their family members.
Mixed or dismissive messages about the importance of peer support options both as stand-alone
services and within the umbrella of amore traditional agency. The language may be there, but
the funding and technical support isnot. Similarly thereis frequently mixed response and
comfort with employing people in recovery from mental health problems as staff in traditional
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agencies, despite growing research support that service outcomes may be enhanced through this
practice.®

Addressing Challenges and Barriers

Thefirst steps of transformational change are to develop avision of the desired destination and to
plot aroadmap for getting there. The roadmap must include not only the proposed route, but also
an understanding of how the path may twist and turn and what roadblocks may be anticipated.
Sometimes detours and “rest stops’ are necessary. However, if thereisafirm destination in mind
and acommitment to getting there, roadblocks, detours, and rest-stops do not derail the journey.

The following chalenges and barriers are highlighted as needing critica review, strategic planning
and specific actions to enable the forward movement of transformation to a more recovery-
oriented system in Pennsylvania. Developing supports and resources in addressing these core
areas can create a strong foundation for future activities.

Power
The strong civil rights and empowerment roots of recovery in mental health have helped us

understand that power cannot and should not stay concentrated in the hands of afew. The recent
rise of interest and initiatives focusing on empowerment and salf-determination are representative
of the necessity to come to grips with the need to rebalance the traditiona power structure within
the menta hedthcare system.

The mental hedthcare system has considerable influence and power over the lives of the people it
serves. Control of access to treatment resources and the kind of services received, determinations
of capability and competence for decision-making, ability to use coercive mechanisms to enforce
compliance to treatment requirements, living arrangements, lifestyles, creating and documenting
persond lives and history through clinica records are only a few of the myriad ways the system
holds power over the persons it serves. This power can be overt and obvious, but it is adso often
very covert and communicated through assumptions, language, and expectations.

One of the most fundamental challenges of systems transforming to a recovery orientation is to
take an honest look at how power is held and communicated within the service system. One of the
most important areas for providers to review is the assumption that the professond is the sole
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expert and “knows best”. This stance denigrates the knowledge and expertise that individuals
have gained about their own lives and needs and de facto is actually diminishing and patronizing
to the dignity of people.

However, shifting to a “consumer is adways right” approach is equaly dismissve of the
knowledge, expertise, and resourcefulness of providers which can contribute depth and breadth to
a person’'s understanding about hisher circumstances and options. This is the basis for
consderable concern about risk and liability on the part of providers who believe they must
manage risk by maintaining firm control over those they serve. If consumers are free to do
anything they want, providers believe they will be left “holding the bag” when some of these
decisions result in untoward consegquences.

Both of these stances are limiting, polarizing and frequently non-productive since they often result
in power struggles, resistance, reactance, reluctance and retaiation on the parts of both consumers
and providers. Often consumers give up fighting for themsalves and find it smpler to dlow the
system to take care of them and make decisions for them. Deegan refers to this phenomenon as
“spirit breaking”.#” Spirit breaking is often mistaken for acceptance, compliance and satisfaction.

In arecovery-oriented system the goa is to rebalance power so that the expertise and contributions
of both the consumer and the provider are mutually respected and have bearing on decisions about
treatment. In this“power with” orientation, the fiduciary responsibility of the worker to act in the
best interest of the consumer remains intact, but the decison of what is in the best interest no
longer rests entirely with the professional.

Consumers and family members are becoming more active partners in service design and
delivery, demanding and exercising voice in what has been primarily professona domains. As
the balance of power shifts, the nature of helping rel ationships becomes less prescriptive and more
collaborative. Professionals are less likely to be entitled or empowered to make overarching
treatment or lifestyle decisons which the staff person considers to be in the best interest of the
client. While these changes may decrease the traditional power of the mental hedlth professiondl,
they may increase the mutua empowerment which alows shared god s to be accomplished.
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In a recovery-oriented service system, atention to person-centered/person-authored service
planning, individua and collective voice in planning and policy-making, governance,
adminigtration, training, evauation, and other aspects of the system are paramount. The adage
“nothing about us without us’ captures the fundamenta importance of how power in the menta
hedlth system must be rebalanced.

Relationships
Closdly related to the balance of power is the reationship between those who provide or

administer services and those who need or use these services. As the balance of power isleveled,
many questions emerge about roles and boundaries between providers and consumers. This is
compounded when people who may have received services, or are currently receiving services
from an organization, are engaged as workers or board members for that same organization. The
traditiona relationship rules that clearly demark the roles of “workers’ and those of “clients’” are
confounded when the redity of the old adage “once aclient always aclient” is now “once aclient,
now a colleague’. Workers and consumers may both struggle with this uncharted territory and
when unresolved these challenges can create harm and difficulty for al involved, potentialy
thwarting well intended efforts.

This phenomenon is not limited to traditional organizations or services. One of the unique benefits
of peer support and consumer-delivered services is that helping relationships are founded on the
basis of shared experience and more equa status. The traditiona professional/client roles are not
entrenched. However, there are dso many challenges in these relationships which may include
balancing employer expectations and organizationd responsibilities with persond relationships
and boundaries. Role drain is pervasive for many consumer professionals and peer support
specidigts.

There are a number of agencies and organizations who have developed successful gpproaches to
addressing these concerns.  Further, many professiona guilds have been working to address these
issuesin updated versions of their codes of ethics and practice guidelines.

Coordination and community
Community connection and coordination needs to be considered on two distinct levels. From a

systemic or programmatic perspective, there is increasing need for coordinated and integrated
sarvices to be established within and across networks as well as across systems. The NFC Report
repestedly references the need for integrated treatment strategies, particularly in the areas of co-
occurring substance abuse and lifespan screening.  Schools, primary hedth care and crimina
justice are specified as key areas for coordination.
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There are a number of reasons for this emphasis on integrated, coordinated community-based
care. The primary reason is to reduce the experience of fragmented, fractured, and conflicting
care by consumers, their family members, as well as providers themselves. Secondly, it recognizes
that menta hedlth problems are not rare or relegated to a discrete subset of the population. They
reach across cultures, ages, communities, genders, and so forth. Treatment is no longer isolated to
psychiatric ingtitutions or mental hedlth facilities, but occurs in a range of community settings
from McDonadsto the local housing authority apartment complexes and in the offices of primary
care physicians. Treating mental health problems outside of the context of where and how people
actually liveisineffective and often stigmatizing.

Maximizing use of public dollars means coordinating resources and care from a myriad of public
and private services. Findly, for many environmenta problems and stress relating to homes, jobs,
physical hedlth, and relationships factor into their mental health problems, either as causes or as
exacerbations. To redly treat mentd illness effectively, often the environmenta issues must be
addressed aswell.

From a more individua vantage point, it has been a common experience of people with serious
menta illness to have their lives enveloped by services. This is so prevaent that some of the
“resistance to treatment” that providers identify in the people they serve can be attributed to afear
of being “swallowed up” by services. Traditiondly a good menta hedth system has been
assessed by its comprehensiveness — the number and type of services provided: housing, work,
treatment, socidlization, hedth transportation, and so forth. Individuas receiving care and support
had little contact with the community as citizens and little opportunity to build relationships with
individuas not connected with mental health services. Services were substitutes for life. Further,
the system encouraged individuas to become dependent on these services, which often had few
clear paths leading to an exit. Systemicdly, this created a bottleneck with little flow-through and
large demand waiting for access. Individualy, this creates an environment whereby consumers
become life-long clients and the expectation of “good clients’ is compliance and maxima use of
these services. People become ingtitutionalized to their services in the community rather than an
asylum on ahill. Further, fluctuating mental health budgets are a source of anxiety for consumers
who worry whether the programs upon which they have become dependent will continue to be
funded.

From a recovery vantage point, the role of the service system is to help individuas establish and
sustain rewarding and meaningful persond lives. This may entail a wide range of services and
supports — some of which may be offered by menta hedlth programs, but many of which are
available in other venues in the community: community colleges, loca clubs and associations,
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businesses and landlords, neighbors, religious groups, and so forth. The role of mental hedth
servicesis no longer to be dl thingsto al people, but to help individuas meet their persond needs
through a wide array of community resources. Similarly, it is not the role of mental health
workers to subgtitute for a friendship network for the people they serve. It IS their role to help
individuas build a supportive network of friends and family members with whom they can have
reciproca and valued relationships.

Every menta health treatment plan should have clear references to how the program is helping the
individual with community resource acquisition and the strengthening of his/her personal support
networks. These are the things that build resiliency and help individuas manage life's ups and
downs with minima psychiatric impact. Mental hedlth treatment and services are ameans to an
end; community, connection, and relationships are part of that end.

Peer Support and Consumer-Run Services

Peer support and consumer-run services are emerging as an important promising practice. A
recent multi-year, multi-site study of consumer-run services sponsored by the Center for Mental
Hedth Services (CMHS) found that consumer-operated peer support services are effective and
increase well-being. Peer support can reduce symptoms, enlarge socid networks and enhance
quality of life, especidly when offered in adjunct to traditiond menta hedth services. Further,
people who are offered consumer-operated peer-support services show greater improvement in
well-being over time than those offered only traditiona mental hedth services® In addition to
NFC recommendations, research evidence is mounting that peer support and consumer-operated
sarvices must be a part of the service array available to persons with psychiatric disabilities.

It may be useful to clarify what is meant by peer services. Consumer-operated services differ from
traditional menta health servicesin some basic ways that include the following characteristics.®

Non-reliance on professionals. Participants in self-help programs take responsibility for
planning and managing the group.

Voluntary participation. Participants stay involved by personal choice, not by
requirement or force, or as away to continue receiving entitlements.

Equality among participants. Participants, whether receiving services or providing them,
are equal.
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A non-judgmental atmosphere. This promotes trust and mutua acceptance.

Informality and avoidance of artificial barriers such as those between “patients’ and
“professionals.”

Further, acommon set of vaues and philosophies typically guide consumer-operated services™

Peer Support: Opportunity for mutual and reciprocal caring among individuals who
share common experiences.

Recovery: Thevision, principles, and practices that stimulate and support people with
serious mental illnessto “get better” and lead personally rewarding lives regardless of the
presence or absence of psychiatric symptoms.

Hope: A positive belief in aworthwhile future.

Empowerment: Having control over one’'s life and having capacity to impact things that
affect one'slife.

Independence: Stresses the importance of striving for self-reliance, self-governance,
and the opportunity to function as productive citizens.

Responsibility: Individuals must take personal responsibility for themselves, their
decisions, and their actions, as well as their community.

Choice: Opportunities to make informed decisions about treatment, services, housing,
lifestyles, and things that matter in one’slife.

Respect and Dignity: All individuas are valuable and have positive things to
contribute. All individuals have civil as well as human rights that should be protected at
al times.

Social Action: Change comesto individuals and to systems when people take direct
action to make desired changes occur.

These characteristics and values have been trandated into awide variety of consumer-run services
including peer support, housing, crisis response and respite, benefits counseling, education,
advocacy, evaluation and so forth.>* Further, examples of each type of these services can be found
each in three different kinds of organizationd sructures: 1) free standing consumer-
owned/operated non-profit organizations; 2) consumer-run programs under the auspice of another
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organization; and 3) peer support specidists hired into traditiona agencies to provide these
Services.

Currently considerable work is being done to identify standards for peer support services® and to
develop mechanismsfor their digibility for funding through Medicaid.>

Workforce issues
“Without any infrastructure for recovery-based menta hedth care, it's no wonder that so many

administrators and clinicians have not bought into what is essentially a basic human right to fedl
better. In fact, just mentioning the word recovery seems to cause a gtir, depending on your
training, beliefs, and role in the mental health rehabilitation system.”=

Multiple evaluations and studies of services and programs show that worker attitude continues to
be a sgnificant barrier to persond recovery. Often these attitudes are openly verbaized, but as
important, they are enmeshed into standards, policies, and practices. A 2004 study in Pennsylvania
found that severa key attitudes differentiated services with a stronger recovery-orientation from
others® Less recovery-oriented services scored significantly higher on the prevaence of the
following attitudes:

Professionals are experts who know best.
People will need help al their lives.
Thereisan “us-them” feeling around here.

The concepts of recovery are not integrated into the academic training and curriculum of most
professionals working in the menta health field, with the exception of a few programs or
departments. Teaching recovery at an academic leve is more than presenting philosophy and
principles, it is a so teaching recovery-based competencies as part of a core curriculum.
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There is a need to establish recovery-based competencies, especialy ones which over-arch
specific professiona guilds or roles. There is work going on in this area in severd places in the
U.S. aswdl asinternationally.

Evaluation and Quality Assurance
Y ou get what you measure. Traditiona approaches to quality assurance focus on compliance to a

set of standards, measurement against a predefined set of benchmarks, or satisfaction with services
measures. Often quality assurance focuses on process measures such as contact hours, wait times,
percentage of signed treatment plans, and compliance to standards rather than the actua impact of
a service in the life of the individuad person. Outcomes such as hospitdization rates, job
placement, contact with criminal justice services, symptom management, attaining persona goas
and so forth have dso become increasingly important as measures of quaity in mental hedth
programs.

There are benefits and limitations to each of these approaches. For example, satisfaction surveys
have become increasingly popular as qudity tools in mentd hedth. They ask, essentidly, “Are
you happy with what you are getting?’ What if a person has never received anything else? Has no
expectation or image of aservice or life different than this? Has nothing else to choose from? Or is
worried that if he/she says heis not satisfied that something bad will happen —that he/she will lose
services and/or that the program will lose funding and then he/she will lose the service. Often
satisfaction is based soldly on the limited range of what a person knows, and having nothing to
compare it with, figuresit is okay. The program getsinformation that al iswell which can create
afase sense of complacency and perpetuate a status quo.

With the current interest and emphasis on recovery, new questions are emerging about how to
define and measure it in both individua and programmatic contexts. If recovery is a highly
individua process, what are the outcomes? The benchmarks?  Are there any consstent
measurement points or parameters? How can programs be accountable to recovery approaches if
they cannot be measured?

While recovery measurement is in a fledgling state at this time, there are a variety of tools and
instruments in various stages of development that can help administrators, clinicians, peer
providers, and consumers establish and assess recovery-based care™ Presently, the Recovery
Oriented System Indicator (ROSI) Measure is receiving considerable attention and undergoing
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broad scale piloting and validation and holds promise® As part of the recovery initiatives in the
State of Wiscongn, the Recovery Oriented System Assessment (ROSA) was developed as an
gpproach to assessing persona outcomes and to augment other quaity assessment measures
dready in use by the behaviora hedthcare system.®

One of the things that characterize recovery-oriented evaluation and quality assurance is the
fundamental involvement of consumers and family members in the development of the instrument
and evaluation methods, as well as evaduators themsalves. Pennsylvania has solid experience in
supporting consumers and family members as primary evaluators of the quality of services.

Medical Necessity & Evidence Based Practices

The concept of medical necessity drives both access and funding in most components of the
behavioral healthcare system. Part of the chalenge with this concept is not on the “ necessity” but
on the definition of “medical”. Pennsylvania has successfully, through the inception of the
Pennsylvania HedthChoices Medicaid managed care program introduced a broad behaviord
hedlthcare mandate to public services, including housing, respite, peer support, and fitness. This
has helped to expand the range of resources, focus of services, and the definition of medica
necessity. However, introducing recovery concepts as a driving principle in the system aso raises
the bar. It chalenges service systems to grapple not only with assumptions about psychiatric
disorder, chronicity, and hedling but aso with what it takes to truly help individuals build red
lives and therole and limits of the system in this process.

At one point there was understanding that the body was one element of medicine, equa to the
mind and the spirit. Huge advances in science, technology and pharmacology in the last haf of
the twentieth century have resulted in a narrowing of this focus and placed emphasis on those
aspectsof “medical” that apill can fix or adevice can measure.

More recently some branches of medicine have returned to the importance of heding and the
recognition that for a person to heal from a disease or disorder often takes more than pills and
machines. People become unwell — and well again — in an environmental and social context.
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These factors are hugdly influential on biologica aspects of human functioning. Medications are
an important part of the picture for many people, whether they are for treating diabetes, asthma,
cancer, or mentd illness. However, unless environmental and often the socia and spiritual factors
are aso incorporated into atreatment or support, thereis no healing.

It does not make sense to prescribe things that are not needed to help a person hedl. Yet thisis
commonly done when we “prescribe’ that a person have hours of day treatment or participate in
endless, often redundant groups. It does make sense to work with each individud to identify the
kinds of things that that person believes may help them hed. Thisis medical necessity. The skill
of the provider includes helping to bring an individua to the understanding that change is both
needed and do-able in ther lives, that there are a range of avenues for achieving changes, for
helping individuds make informed choices about their persona care and developing ways of
assessing the effectiveness of that trestment against their own standards of success. In order to
shift to amore recovery-oriented system of care, abroader definition of “medical necessity” needs
to be considered.

Evidence based practices are smilar. Certainly it does not make sense to provide services that do
not work. Using abody of research findings is one important way of determining what works and
what doesn’'t work. Some of the practices promoted as evidence-based do have a considerable
body of research to substantiate their effectiveness in achieving certain desirable outcomes.
However, psychiatric services have traditionaly not been well researched, nor have research funds
been available to investigate a wide range of approaches to services. Further, many of the
outcomes assessed in psychiatric service research have been determined by the researchers,
funders, and pharmaceutical firms, and have not been informed by the practica or lived
experience of individuals who have been diagnosed with psychiatric disorders. Good, effective,
and cost efficient mental hedlth care is in the interest of everyone. Caution must be exercised,
however, to ensure that the definition of “evidence” and the parameters of “evidence based
practices’ are broad enough to encompass the needs of individuals actualy using the services.

Research and assessment of quality should not be relegated to only academics or specid-interest
funders. Part of the transformation to recovery-oriented care is the need to instill the values of self-
reflection, ongoing program evauation, and a desire to continualy improve how behaviora
hedlthcare services help individuas with their persona recovery. This entails seeking out new
information from many arenas, including academic studies, and using thisinformation to improve
the qudity of care for the persons services. However, it dso meansthat every program should be
accountable to its own interna and externa evaluations and to look forward to findings that will
help them help peoplein their process of recovery.
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Financing
In an era when level-funding fedls like a success, when need and demand far outstrips the

avallable resources, when social and human services are devaued politicaly, when we are
congtantly asked to do more and with less, discussing financing is difficult. However, you get
what you pay for. Hence financing must be considered. Many services are underfunded and
providers work very hard to make their resources stretch to cover dl the needs of the individuas
they serve.

In addition to ensuring an adequate foundation for basic care, severa innovative approaches to
financing are in consideration by various mental health authorities. These include:

Efforts to capitate and manage funding through health networks such as HealthChoices. Used
well, this approach can alow for more flexibility than traditional fee-for-service funding
approaches. Emphasisin many of these managed care services is on accountability for
outcomes rather than prescription of a specific set of required services. In Pennsylvania,
HealthChoices shows promise as a vehicle for increasing flexible funding at the local level
and should be expanded to all regions of the State.

Separate funding streams for clinical and “recovery” service bundles. In New Hampshire,
clinical servicesinclude basic treatment, inpatient care, psychiatric services and so forth.
Another cluster of services, termed a“recovery bundle” are funded through the Medicaid
Rehabilitation Option. Services which are reimbursable in this structure include education
and vocational services, recreation and community involvement, alternative treatments, peer
services and some individual recovery programs. These services are considered “ non-
medical” in that they do not require supervision by a physician, but they continue to require
outcome accountability.

Another areareceiving some attention is the development of Individual Recovery Accounts
which alow individualsto directly purchase their needed services. In this approach, the
serviceis primarily accountable to the person purchasing the service —in this case the
individual, rather than a mental health authority. Called Self-Directed Care this approach has
been used in some disability services and is being piloted in afew mental health settings.

Related to Self-Directed Care isthe limited use of Personal Assistance Services/ Personal
Care Services available through Medicaid funding or in some areas home and community
based waiver. Again, thisisamodel which has been successfully used in physical and
developmental disability services and may be appropriate for consideration in psychiatric
disability as well.
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Recovery Dialogues between Mental Health and Substance Abuse

Services
A Call for Change is a first step for mental hedth services to begin the transformation toward

more recovery-oriented services. But, menta hedlth services must move ahead only in concert
with other services, including Substance Abuse Services.

Itiscritical that mental health and substance abuse services begin diaogs to respectfully explore
their shared and diverse understandings about the concept and process of recovery. The goa of
these dialogues is enhanced understanding and the development of a consensus statement on
recovery. Menta health and substance abuse services need to conjointly develop and author any
future iterations of A Call for Change and be collaborative parties to al strategic planning
initiatives.

Recovery Education
Recovery education needs to be ongoing and ingtituted as part of every academic curriculum for

professiona training. A set of competencies for recovery-oriented staff needs to be established to
help guide training. Ongoing recovery education needs to be required as part of the continuing
education requirements for al licensure groups. Training needs to include “the basics’, but dso
more in-depth attention to implementing recovery-focused treatment and support, including risk
management and crisis prevention.

Recovery education for consumers needs to be made available and promoted in every region on a
quarterly or semi-annua basis. There needs to be a process for training consumers to provide
recovery education to other consumers.

Ongoing training must be provided for supervisors on how to mentor and help staff address day-
to-day service planning and trestment/support activities from a recovery stance. Consumers need
to be involved in curriculum development as well as training delivery. Staff should not be
expected to work from arecovery-stance without the support within their organizations.

Review of Licensing, Regulations & Policy
A policy review needs to be implemented and priority areas for change identified. The review

should include “ground up” evauations about the kinds of policy barriers that hinder recovery-
based care and that may need to be addressed as priorities. Establish a toolkit for recovery
outcome evauation and shift toward outcome accountability as primary element of satisfaction
and funding.
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Transformation: (noun): from the Latin roots to change TRANS (across) and FORMA
(shape). 1: achangein form, appearance, nature, or character. 2: the process of doing so.

This transformation must ensure that mental health services and supports actively facilitate
recovery and build resilience to face life’ s challenges.®

Transformation is ultimately about new values, new attitudes, and new bdliefs; it is about
how these changes are expressed in the behavior of people and ingtitutions.®

No one can ‘transform’ someone ese...each must do their own work. Hope and supports
are essential .2

Only a Beginning

The New Freedom Commission described transformation as a vision, a process, and an outcome.
However, as recognized by members of the Commission: “ Transformation was not achieved by
the Commission; it depends on action that we and others will advance.” So to, A Call for Change
recognizes in its charge that transformation in Pennsylvaniawill depend not only on the actions of
OMHSAS, but of al stakeholders.

A Call for Change smply offers an image of the destination — a vision —and provides some ideas
for moving forward the process of transforming the Pennsylvania behaviora healthcare system
toward more recovery-oriented policies and practices. It presents some of the critical features of a
recovery-oriented mental hedlthcare system and offers guidance from many sources including
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invested stakeholders in Pennsylvania, the new federad mandates, and the experience of other
states and regions undertaking transformation.

It is expected that there will be a diverse response to this document and the call for change in
Pennsylvania. It will take time for the ideas to be understood, debated, and ultimately embraced
and made redl in Pennsylvania' s mental health service system for adults. Throughout this process
there will be unwavering commitment by OMHSAS that recovery is the overarching theme that
will guide al gtate-level planning and policies. In itself this will help to build consensus among
stakeholders and sustain momentum for change.®

Next Steps

Based on input from various stakeholders in Pennsylvania and the experience of some other
systems that are tackling transformation to a more recovery-oriented approach there are some
overarching steps which need to occur to move forward A Call for Change.

Review, Consensus & Commitment
There must be a degree of consensus and commitment to the vision and concepts outlined in this

document before it can be used as a guide for transformation. Thiswill entall ensuring that there
is an adequate process for review. A diverse responseisto be expected, but for A Call for Change
to guide change there must be commitment to it within the leadership at the State level and across
various key stakeholders groups. Compromise will be needed in this process.

Gaining commitment will entall ensuring an adequate dissemination, review, dial ogue/discussion
and revision process. This process will occur over time and not according to a planner’ s timeline.
It must be remembered that one of the objectives of A Call for Change is to encourage discussion
and to function as alightening rod for change initiatives.

Training & Technical Assistance
The assumption cannot be made that there is widespread knowledge and acceptance of recovery

principlesin the field. Ongoing technical assistance and education are crucid. Information needs
to be collated into aformat and disseminated in away that is accessible, digestible, and useable to
thefield.
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3-5 Year Implementation Plan
A drategic implementation plan needs to be developed for the next 3-5 years. However, it is not

expected that transformation will be complete in 3-5 years and it is expected that the first plan will
be followed by others. The focus of the first implementation plan should be on what it will take to
establish a solid foundation and initial stages of change. There is no single approach to
implementing recovery-oriented care or transforming the mental hedthcare syssem. The plan
should focus on what is concrete and do-able in this time period rather than on broad philosophical
shifts. This strategic plan should be a core eement of meeting the expected federa requirements
for comprehensive state-level menta hedthcare planning. It should be approved, disseminated,
and used for actua service development and financing decisions

Annual Progress Reports on Implementation
Progress reports on implementation should be made available on at least an annua basis. “ Y ou get

what you measure’. It is important to establish a mechanism whereby the field can receive
information about the status of the transformation and implementation of various initiatives.
OMHSAS can mode the principle of continua and reflective learning by ensuring that the field
receives regular updates in addition to requesting implementation and evauation updates from the
fidd. In system change as well asin facilitating change in the management and clinica arenas, it
Is dways a good policy to “catch’em doing it right” and to celebrate progress toward a desired
end, even if that progressis dower.

Your Call to Change

The Pennsylvania transformation will depend on the action of not only OMHSAS, but of dl
stakeholders. A successful transformation depends not only on state level policy making, but on a
commitment to change that is demonstrated by many actions, large and smadl, that we as
individuals and vested groups take.

There must be a degree of consensus and commitment to the vision and concepts outlined in A
Call for Change before it can be used as a guide for transformation. This cannot happen before
the document is disseminated, reviewed, discussed and debated. Listed below are afew ways you
can begin the processin your agency or area.

Promote Discussion and Dialogue
One of the objectives of A Call for Change is to encourage discusson and to function as a

lightening rod for change initiatives. The concepts and ideas presented herein are not unanimoudy
accepted or even understood. Share A Call for Change with others. Ask colleagues, steff,
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consumers, family members, and people from other agenciesto read it. Get extra copies and share
them generoudly.

Disseminate the document.

Create opportunities for regular and ongoing discussion and dialogue. What can we do? Here?
Now?

Ensure that consumers and their families are active participants in dialogue. Involve many points
of view.

Keep focused on positive change — if these ideas don't seem right for your area, how would/could
you promote change and transformation toward recovery-oriented servicesin your area?

Build commitment to making fundamenta changesin your services.

Keep dialogues active throughout the process.

Identify Leaders
What individuals and entities can be leaders for change in your area? You may want to create a

group of diverse stakeholders to be the nexus of loca change initiatives. Use A Call for Change to
help educate potential leaders, as well as to serve as afoca point to bring current leaders to the
table.

Self-Check
The indicators of arecovery-oriented service system provide a broad array of ways agencies and

counties can begin transformation initiatives at the loca level. Use these indicators to begin
discussion and self-assessment initiatives. Consumers and family members should be partnersin
al discussons and involved in al assessment activities. Your areas of strength should be
recognized and celebrated. Areas for development should be prioritized for transformation
initiatives.

Be Honest
It is one thing to tweak the edges of a service or make some cursory changes in a program.

However, as the NFC reminds us, “ Transformation is more than mere reform; it is about changing
the fundamental form and function of the service system.”® What worries you about this
direction? What attitudes, assumptions, and fears keep you from moving forward? How can you
identify and openly address these assumptions in a positive and productive way in your area?
Will you personally commit to being a positive force for change, helping Pennsylvania to
transform its public mentd health service system to better support individual recovery?
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Visionin
By the e%d of 2006 al mental healthcare organizationsin the state, including counties should have
vison and mission statements that embrace recovery. Review your mission and vision statements.
What do they say about the values or assumptions we hold? About how we see ourselves and our
purpose? Do they reflect persons or programs? Outcomes or services? Is our mission squarely on
helping individuals with their individua journey of recovery? Use the discussions stimulated by A
Call for Changeto help inform this process.

Identify Specific Problems and Challenges
What are your specific areas of challenge — including attitude, training, personnel, regulatory,

financing, contracting and so forth? It is understood that there are pressures within the system at
al levels to maintain the status quo. For transformation in Pennsylvania to occur, we al need to
become very clear and very specific about the kinds of contracting, financing, training, and
regulatory changes that are needed. Document and share very specific examples of how a barrier
Impedes efforts to provide more recovery-oriented services as well as your ideas about how those
challenges might be addressed.

Forge New Partnerships
Reach out — look beyond the mental health arena. How and with whom can you partner to
support peopl€e’ s recovery?

Make a Commitment and Take Action
What goals and actions are needed on your part or in your locd area to move the spirit of this

document forward? What actions are you willing to commit to taking? What are some of the
things you can do now to shift toward a more recovery-oriented approach? What might be some
of the things that you could tackle in the next year or s0? What kinds of groundwork could you
lay in the short term for longer term changes.

Boiling it Down
Many of the above actions boil down to four key questions. Generating your own answers to
these key questions will take you a long way toward meaningful transformation of the public
menta hedth system for adultsin Pennsylvania.

How can you use this document?

How will you use this document?

How can we partner to support peoples recovery?

What is your constituency willing to take responsibility for?
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Conclusion

A Call for Change: Toward a Recovery Oriented Mental Health Service System for Adults is a
sgnificant step in the transformation toward more recovery-oriented services in Pennsylvania. It
outlines the diverse roots of recovery in menta hedlth, collates current knowledge and ideas from
within the state and other contemporary sources about what recovery looks like at the individual,
programmatic and systemic levels, and offers some suggestions for strategic next steps toward
transformation. Its purpose is to generate discussion. It is only through discussion and dialogue
that greater awareness and consensus can emerge.

Some of the key themes and lessons that have been learned over the centuries of reform in
Pennsylvaniainclude the following. They apply equally today.

People with mental illnesses can and do get better with humane and individualized
services, opportunity, and dignity.

Innovation and leadership come when the focus is squarely on providing better and more
effective services to those who are served by the system.

There are dedicated people in Pennsylvania working independently and in groups, with
good ideas born of their passion to help people labeled with serious mental illnessesto
liverich and rewarding lives -- and with the tenacity to find ways to achieve this goal
despite barriers and obstacles.

All change and innovation requires risk-taking. Leaders see the need for change and help
the system take necessary risks.

What seemed risky a decade or two ago, is now commonplace.

There is danger in complacency and apathy.

It is easy for systems under pressure to lose sight of individuals and their needs and for workersto
lose sight of their purpose, passion, and willingness to take some risks. We default to management
of groups, populations, and covered lives rather than helping people to hed. A narrow reliance on
only known, tried, or standardized (albeit often ineffective) ways of doing things results in an
unyielding perpetuation of the status quo. When service systems lose heart, they aso lose
effectiveness, satisfaction, and opportunity.
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