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Moving Toward Per son-Centered and Recovery-Oriented Services and Systems

SAMHSA’'sWorking Definition of Recovery

By Paolo del Vecchio, MSW, Director
Center for Mental Health Services
Substance Abuse and Mental Health
Services Administration (SAMHSA)

or over 20 years, the Subgtance Abuse

and Mentd Hedth Sarvices Admini-

gration (SAMHSA) has fodered

recovery and sodd induson for
Americans with mentd and/or subgtance use
disorders Over the years, it has become in-
creasingly gpparent that a practica, compre-
hensive working definition of recovery would
enable policy makers, providers, and others to
better design, ddliver, and measure integrated
and holigtic sarvicesto thosein need.

In 2011, SAMHSA released a working
definition to hdp trandate recovery from a
worthy idedl to aconcrete redity. In collabo-
ration with stakeholders in the fied, SAM-
HSA led an effort to develop awaorking defi-
nition of recovery, dong with four dimen-
sionsof recovery and 10 guiding principles.

The definition isthe product of ayear-long
effort by SAMHSA and awide range of part-
ners in the menta hedlth and addiction fields
to develop a working definition of recovery
that captures the essentid, common experiences
of those recovering from menta disorders and
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ubgtance use disorders, dong with mgjor guid-
ing principles that support the recovery defi-
nition. SAMHSA led this effort as part of its
Recovery Support Strategic Initiative.

SAMHSA'’s working definition of re-
covery from mental disorders and sub-
stance use disordersis asfollows:

“A process of change through which
individuals improve their health and well-
ness, live a self-directed life, and strive to
reach their full potential.”

The first step in developing the recov-
ery definition occurred in August 2010
when SAMHSA convened a meeting of
peer leaders from the mental health and
addiction recovery communities. Together,
these leaders developed a draft definition
and principles of recovery to reflect com-
mon elements of the recovery experience
for those with mental disorders and/or
substance use disorders.

In the months that followed, SAMHSA
worked with the behavioral health commu-
nity and other interested partiesin reviewing
drefts of the working recovery definition
and principles with stakeholders a meet-
ings, conferences, and other venues. In Au-
gust 2011, SAMHSA posted the working
definition and principles that resulted from
this process on the SAMHSA blog (http:/
blog.samhsa.gov/2011/05/20/recovery-
defined-a-unified-working-definition-and-
set-of-principles/) and invited comments

from the public via SAMHSA Feedback
Forums. The blog post received 259 com-
ments, and the forums had over 1000 par-
ticipants, nearly 500 ideas, and over 1,200
comments on the ideas. Many of the com-
ments received have been incorporated
into the current working definition and
principles.

Through the Recovery Support Strate-
gic Initiative, SAMHSA has also deline-
ated four major dimensions that support a
lifein recovery:

Health: Overcoming or managing one's
disease(s)—for example, abstaining from
use of alcohal, illicit drugs, and non-
prescribed medications if one has an ad-
diction problem—and, for everyone in
recovery, making informed, healthy
choices that support physical and emo-
tional wellbeing;

Home: A stable and safe placetolive;

Purpose: Meaningful daily activities,
such as a job, school, volunteerism, fam-
ily caretaking, or creative endeavors, and
the independence, income and resources
to participate in society; and

see SAMHSA on page 34

Recovery-Oriented Practice and Health Care Reform

By Larry Davidson, PhD, Professor of
Psychology, Department of Psychiatry,
Y ale School of Medicine

ne common criticism of the

concept of recovery is that,

while it has offered a hope-

ful—even inspiring—vision
for persons with mental illnesses and their
loved ones, it has not provided concrete
guidance for how menta health care
needs to change in order to be more effec-
tive in promoting it. The 2003 Presidential
“New Freedom” Commission on Mental
Health had argued that a systemic trans-
formation of mental health practice was
needed to re-orient care to promoting re-
covery, and most states have since under-
taken efforts to do so. Such efforts have
been limited, though, by a lack both of
resources and of a coherent conceptua
framework concrete enough to operation-
alize recovery in practice. In this article, |
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will suggest that health care reform can
provide the robust vehicle that has thus far
been missing for informing and imple-
menting the fundamental changes re-
quired to make the lofty vision of recov-
ery an everyday reality.

In making this suggestion, | am argu-
ing that health care reform will not re-
place recovery as the guiding vision for
mental health services, as some have wor-
ried. Rather, my impression is that the
kind of mental health care envisioned by
health care reform is remarkably recovery
-oriented in its nature and in its implica-
tions for practice. Here, 1 will limit my
discussion to three areas in which this
convergence of recovery and reform seem
most substantive, but points of agreement
are not limited to these.

1. “An illness like any other.” One
basic premise of the recovery paradigm is
that mental health conditions are, in fact,
health conditions. This means that so-
called “normal” people develop mental

hedlth conditions just like they develop
other, traditionally-defined “physical” hedlth
conditions, and that they can learn to live
with, and often recover from, these condi-
tions given timely and effective care. Peo-
ple are not responsible for having a men-
tal health condition, any more than they
would be for having asthma or cardiac
disease (i.e., mental illness is a “no fault”
disease), but they are responsible for
learning about the condition they have, for
accessing and appropriately utilizing
available services and supports, and for
exercising self-care.

Based on the provisions of the Afford-
able Care Act, in combination with the
federal parity legislation passed in 2008,
we can now expect mental health care to
begin to resemble primary care in these
and other ways. As encouraged by Frank
and Glied in their 2006 book Better but
Not Well: Mental Health Policy in the

see Reform on page 35
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A Handshakethat Inspired a Recovery:

TheHistory and Future of Mental Health News

By IraMinot, LM SW
Founder and Executive Director
Mental Health News

et me tell you atrue story about

a simple handshake that saved

the life of a young man from

New Y ork suffering with mental
illness. The year was 1987 and he was 38
years old. He had always been a happy
and productive person throughout his en-
tire life. He had earned a master’s degree
and worked for many years helping others
by raising funds for charitable organiza-
tions. Suddenly he began to experience
severe anxiety and depression. His mother
had lost a heroic battle with cancer only a
few months before, and he had just been
separated from his 8 year old son due to a
recent divorce.

In a matter of weeks he was in the
throes of a most severe form of depression
that would last 10 years. His illness caused
him to endure such despair and hopeless-
ness that he tried to end his own life on
several occasions. He watched in horror as
his life slipped away from him, and was
further tormented knowing that his young
son—the love of his life—was growing
up under the shadow of hisillness. In the
end, he was left homeless and destitute.
During his last inpatient hospitalization
before his health insurance ended, he was
offered Electroconvulsive Therapy (ECT)
as a last chance to save him from being
sent to a nearby state hospital. Fortunately
in his case, the ECT worked and over the
coming months he felt the dark curtain of
his depression lifting.

It was now 1997 and he was living in
supportive housing and attending a nearby
consumer-run drop-in-center to help him
find the direction he so badly needed to
recover and regain his place in the com-
munity. One day while at the drop-in cen-
ter, the center’s founder was giving a tour
of the facility to a supporter who hap-
pened to be one of the most respected
bankers in the county. Seeing the two men
dressed in business suits walking through
the center reminded him of how he used
to dress and collaborate on fundraising
projects with community leaders. He be-
came nervous when the director and
banker came over to where he was sitting.

The banker smiled at him, shook his
hand, patted him on the shoulder, and told
him, “Keep up the good work.” They sat
down and the banker listened with interest
as the man told him about his battle with
depression and how much he was being
helped at the drop-in-center.

For many years after that day, the man
in recovery often referred to that kind
banker and his reassuring handshake. “It
made me feel like things were going to be
OK and | would finally get well again.”
Y ou see, that man was ME.

Because that banker trested me with
such respect, | was able to remember what
“norma” used to feel like. He didn't
make me feel the stigma of my illness that
| had felt for so many years from friends,
and family. It was a good feedling that
changed my life in many ways and was a
turning point in my life.

I[raMinot, LMSW

TheHistory of Mental Health News

In many ways | credit that handshake
a the drop-in-center with inspiring my
recovery. My depression was lifting fol-
lowing my ECT, | continued to attend out-
patient treatment, but | was at a complete
loss as to what | would do with my life
now that | was getting better. It became
apparent to me that | would have to start
my life all over again.

| often believe that things happen for a
reason. | have no other explanation for
how and why | had the idea to start this
newspaper. | only knew that | wanted to
create something that would help others
find their way back from the shadows of
mental illness. | was filled with the mem-
ory that outside of the few hours aweek |
attended trestment, | was isolated and alone
in my tiny supported housing apartment. No
one was reaching out to me where | lived, to
give me hope and bring me out of the shad-
ows and into the community.

Because of this, | wanted to provide a
roadmap of mental health services in the
community for people with mental illness
and their families. In addition, the news-
paper would include articles from leaders
in the field of mental health, from con-
sumers and family members, and from
service providers about how they were
helping people and saving lives each and
every day. That idea broadened to include
articles that would report on the latest
innovations and advances in mental health
research and evidence-based treatments. |
insisted there be a message of hope in
every issue. Articles would explain that
mental illness isn't anyone's fault, that
people can recover, and that we all must
advocate for the elimination of stigma and
for increased funding of mental health
services in the community.

Finally, the newspaper had to be read-
ily available to everyone. | would distrib-
ute bundles of the newspaper to hospitals,
clinics, consumer-run programs, and col-
lege campuses. We would have a website
where anyone could read it for free!

Over the next two years and with the
assistance of many people, | learned how
to develop a business plan, the basics of
publishing layout and design, and met
with over 100 leaders within the metro-
NY mental health community. | told the
story of my illness to each of them and
how | wanted to help others walking the
same path. | would call the publication
Mental Health News.

The mental health organizations | had
met with saw the need for the project, be-
lieved in me, and pledged to submit an
article and advertise their programs and
services in the newspaper—even though
the first issue had not even been published.
In the fall of 1999 the first quarterly issue
of Mental Health News was published.

Severd mental hedth leaders who had
helped me launch the project thought that
Mental Health News needed to teke the
next step and become a nonprofit organiza-
tion. In 2001 we were granted our non-
profit status under the name Mental Health
News Education, Inc. (MHNE) and we
were officidly registered with the NYS
Charities Bureau. We were now €eligible to
raise funds for our organization and expand
our mission to provide thousands of free
newspapers to people with mental illness
throughout New Y ork State and beyond.

During the early years of the publica
tion, | was often invited to speak to com-
munity groups. Mental Health News re-
ceived awards from: The NYS Office of
Menta Health, The Coadlition of Behaviora
Hedth Agencies, The American Associa
tion for Psychosocial Rehabilitation, The
Association of Hispanic Mentd Health Pro-
fessionals, The National Alliance for Mental
Iliness of NY State, The Center for Career
Freedom, Search for Change, and Silver Hill
Hospital. This was quite an achievement for
me since for so many years | had been em-
barrassed and ashamed of my illness and
how my life had turned out.

However, my greatest reward came
when my son David (then in college) be-
gan to read Mental Health News. He told
me that in watching me rebuild my life
while creating the newspaper and reading
the articles of hope and inspiration, he now
understood that my illness wasn't my fault
or his fault. During the years | struggled
with depression, David grew up with the
pain of seeing his father suffer as any child
in a smilar stuation would. | knew that
had to be so hard on him when he was just
ayoungster who could not fully understand
the hopel essness and despair his father was
exhibiting for so many years. | knew he
would carry emational scars from this and
perhaps believe he was to blame for my
condition. It brought tears to my eyes when
he told me that he now understood—
thanks to Mental Health News.

Inspired by our mission of providing
vital community education, David joined
MHNE in 2007 to launch and publish
Autism Spectrum News. With guidance
from some of the nation’s leading minds in
the field of autism and leaders of many of
the northeast’s most respected autism or-
ganizations, Autism Spectrum News pre-
miered in the fall of 2008. It quickly set a
new standard for science and evidence-
based community education. Autism Spec-

trum News provides readers with a trusted
source of educationa articles and aroadmap
to community resources and has become a
“must read” and vita resource for families
with children on the spectrum as well as for
the treatment professionals and service pro-
vidersthat carefor them.

Today, both Mental Health News and
Autisn Spectrum News each reach over
160,000 consumers, families, trestment
professonals, service providers, educators,
and decision makersin New York State and
across the nation.

The Future of Mental Health News:
~ Behavioral Health News ~

We are now in the exploratory stages of
a new project which would enable us to
transition Mental Health News into a publi-
cation caled Behavioral Health News.
Behavioral Health News would cover the
substance use disorder/chemical depend-
ency community and the mental health
community in one new unified format.

Today's changing times demand a
changing format. For over twelve years,
Mental Health News has been the commu-
nity’s trusted source of news, education
and resources from the world of mental
health. However, as times are changing,
healthcare reform and service integration
are pointing us in a new direction, and
Behavioral Health News would respond to
this need. We are working with leaders
from the mental health and substance use
communities to bring you the very latest
news, clinical best practices, advocacy,
and resources in the tradition of our award
-winning format. In addition to behaviora
health, we will cover key issues in the
integration of primary care and behaviora
health services.

The need for Behavioral Health News
is evident. 93% of the heaviest Medicaid
usersin New York City have either amen-
tal health or substance use diagnosis. Of
these, 65% have a co-occurring mental
heath and substance use diagnosis. For
mental health consumers, the hospita re-
admission rate is higher for medical rather
than psychiatric reasons.

The creation of Health Homes high-
lights the challenge and promise of inte-
grated menta health, substance use, and
primary hedthcare. As the hedthcare sys-
tem moves toward integrated managed
care, these issues will need to be addressed
on aregular basis. In each issue of Behav-
ioral Health News, these and other practice
and policy issues will be addressed by
leaders from the field. Behavioral Health
News will keep al stakeholders informed
and prepared for the upcoming January 1,
2014 rollout of integrated managed care in
New Y ork State and beyond.

We are now in the process of seeking
the funding required to help us meet the
challenge of reaching out to a significantly
expanded readership—the substance use
disorder/chemical dependency community
of New Y ork State and beyond.

If you would like to participate in our
project, email me at iraminot@mhnews.org,
cal me at (570) 629-5960, or fill out the
form across on page 5. With your help |
know we will succeed.
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From the Mental Health News Board of Directors: For the past 18 months, the Board has been closely monitoring the vision and roll-out of Federal and State healthcare
reforms. One of the striking aspects of this current reform is that it has propelled both policy-makers and providers to adopt a new view of mental health and substance
use services as integrated behavioral health services. While consumers, families and providers have advocated for years for more and better integration of mental health
and substance use services, the healthcare reforms underway will make such integration a reality. Given the changing healthcare landscape, the Board has moved to
expand the scope and purview of Mental Health News to include the full spectrum of behavioral health services. We are enormously excited about this new phase in our
publication’s history and are certain consumers, families, providers and advocates will join us in supporting this new effort. We invite you to share your thoughts with us
on our new Behavioral Health News project. Please send us the tear-out questionnaire below.

An Exciting New Project to Transition Mental Health News into Behavioral Health News

We Are Currently in the Feasibility Study Phase of the Project and Invite Your Participation

Changing Times Demand a Changing Format

For over twelve years, Mental Health News has been the community’s trusted source of
news, education and resources from the world of mental health. However, as times are
changing, healthcare reform and service integration are pointing us in a new direction, and
Behavioral Health News will respond to this need beginning in the Fall of 2013. We are
working with leaders from the mental health and substance use communities to bring you
the very latest news, clinical best practices, advocacy, and resources in the tradition of our
award-winning format. In addition to behavioral health, we will cover key issues in the
integration of primary care and behavioral health services.

The Need for Behavioral Health News

e Over 93% of the heaviest Medicaid users in New York City have either a mental health or
substance use diagnosis

e Of these, 65% have a co-occurring mental health and substance use diagnosis

e  For mental health consumers, the hospital re-admission rate is higher for medical rather

than psychiatric reasons

The creation of Health Homes highlights the challenge and promise of integrated mental
health, substance use, and primary healthcare. As the healthcare system moves toward

: Behavioral Health News - Volunteer Participation Mail-in Form
(Mail to: Ira Minot, 460 Cascade Drive, Effort, PA 18330 - Or Call (570) 629-5960)
. NAME: TITLE:

ORGANIZATION:

integrated managed care, these issues will need to be addressed on a regular basis. In
each issue of Behavioral Health News, these and other practice and policy issues will be
addressed by leaders from the field. Behavioral Health News will keep all stakeholders
informed and prepared for the upcoming January 1, 2014 rollout of integrated managed
care in New York State and beyond.

Help Us Launch This Exciting New Project!

e Become a Sponsor of Behavioral Health News (see p. 2)
e Participate on our new Editorial Advisory Committee
e Advertise Your Vital Programs and Services. Help Us Create a Roadmap to Services

in the Community (see p. 39)

A Sample of Upcoming Behavioral Health News Quarterly Themes

e Perspectives from Policy Leaders on the Transition to Managed Care
e Models that Help Reduce Emergency Room and Inpatient Utilization
Promoting Recovery in a World of Managed Care

e Models of Primary Care Integration for Behavioral Health Providers

Participate in Our New Project - Mail in the Form Below

O Substance Use Disorder/CD Organization
O Mental Health Organization
O Other:

ADDRESS:

PHONE: EMAIL:

| WOULD LIKE TO HELP BY: [ Subscribing to Behavioral Health News
O Becoming a Sponsor of Behavioral Health News

O Submitting Articles to Behavioral Health News

O Advertising in Behavioral Health News
O Helping Behavioral Health News Find Other Sources of Funding

O Other: Share your additional thoughts in a separate note to us
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A Person-Centered Spiritual Recovery Tool

For Hospitalization and Beyond

By Lynne M. Mikulak, MDiv, MSW,
Coordinator of Pastoral Care and
Education, NewY ork-Presbyterian
Hospital - Westchester Division

he enormous charge to the men-

tal hedth care system to keep

hospital length-of-stays brief

while delivering Person-Centered
care grows increasingly complicated. One
key to meeting regulatory mandates while
focusing on long-term hedling is to use
simple spiritual recovery tools that people
can learn and practice daily.

Spiritual care givers, especialy chap-
lains working in tandem with other clini-
cal disciplines in mental health care set-
tings, can teach a variety of accessible
spiritual recovery tools, including during
a brief hospitalization. Goals of such tools
are that peopl€e’s long-term spiritual, emo-
tional and cultural needs could continue
being met upon discharge, that they main-
tain consistency in positive coping mecha
nisms, and that they foster lasting suppor-
tive connections to care teams’ efforts.

One example of how such atool can be
used from the time of admission to dis-
charge and beyond might include such a
scenario: A person might be troubled by a
persistent thought, such as “God has aban-
doned me.” This thought is usualy com-
plexly a symptom of a mental illness and
related to painful past experiences. Espe-
cialy damaging for many people are the
feelings of abandonment and rejection that
can stem from disconnects with spiritua
and religious leaders who are not equipped
to address menta illness and crises. A
trained spiritual care giver in mental health
issues can provide presence and a listening
ear, while a person discusses a basdine
spiritual problem. Such spiritua care and
counseling is vital in the moment. That is
the “being with” aspect of spiritual care.
However, an action step is also required. If
the person is discharged from a facility
after 10 days, and they have had clear in-
sight into and pastoral counseling about
their spiritual pain, it is likely that such a
spiritual problem will not disappear upon
discharge. Even with significant relief of
psychiatric symptoms through medication
and a multi-disciplinary treatment plan to
addressing psycho-socid stressors, a per-
sistent spiritual problem needs a consistent,
long-term plan. A spiritual recovery tool
that can be taught and integrated during a
hospital stay and practiced daily afterward
can have enduring effects.

Many Spiritual and Pastoral Care De-
partments in healthcare settings develop
their own tools, or use any number of
helpful tools that can be found through
literature reviews. The Department of
Pastoral Care and Education at NewY ork-
Presbyterian has developed a spiritual
screening tool, CA.R.E.S©,? that is two-
fold: firstly we use it to assess people’'s
spiritual, emotional and cultural needs,
and secondly it becomes part of the treat-
ment plan, and like many aspects of a
mental health treatment plan, it isatool or
resource that a person can take home with
them to continue to practice and develop
positive coping habits.

Lynne M. Mikulak, M Div, MSW

C.A.R.E.S.: The New Y ork Presbyterian
Spiritual Screening Tool. Assessment and
Treatment — When to call achaplain,
and when a person or their loved one(s)
has spiritual CARES:

Compromised coping
Asking “Why?’
Religious needs
Emotional Suffering
Support

This model breaks down into what the
chaplain or a member of the multi-
disciplinary team screens for: Compro-
mised coping: The person or family has
experienced major loss within the last one
to three years; Asking “ Why" : The person
is asking questions of meaning or pur-
pose, or has a pervasive sense of loss of
meaning and purpose; Religious needs:
The person requests specific religious,
sacramental or cultural needs; Emotional
suffering: The person is struggling with
pervasive emotional suffering, such as
hurt, fear, current or previous losses; and
Support: The person has limited or no
external support.

By exploring these areas in depth, spiri-
tual care givers can aid a person in assess-
ing what coping is working well, what is
lacking, and what approaches can bolster
spiritual, emotiona and cultural needs. By
identifying and naming strengths and con-
cerns in each of the C.A.R.E.S. categories,
a person and a spiritua care giver can out-
line an action/treatment plan that the per-
son can take ownership of and be responsi-
ble for after discharge. The person and the
spiritual care giver can make a covenant
(contract) that the person will continue to
practice this tool by self-assessing how and
where they are in each of the CA.RE.S.
categories and then act accordingly if
something is not being addressed. The per-
son can practice self-assessment and action
in their own prayer or meditation time, or
ask family, loved-ones, and trusted mem-
bers within a community-based support
network to participate and provide support.

In looking at Compromised coping, a
person might get more deeply in touch
with forms of denial, unresolved losses, or
behaviors that continue to enable compro-
mised coping. Such behaviors might bring
momentary relief, but the person may
later experience more negative feelings
about their overal hedth. For instance,
choosing integrative medicine practices,
such as gentle relaxation techniques, trac-
ing afinger-labyrinth, or using aromather-
apy to soothe, can lead to small but sig-
nificant steps in forming new habits that
can eventually replace ineffective coping
mechanisms.

Asking “why?” is vita to anyone's
mental health. Repressing sadness, anger,
or any strong emotions can lead to a
greater sense of disconnect from the
whole. Asking the difficult questions can
create fresh insights and awareness, and
provide an opening for releasing pent-up
emotions. Starting such a conversation
with a psychiatrist, social worker, chap-
lain, or any heath care worker, clergy
person, 12-Step sponsor, community liai-
son, etc., can keep the doors open to a
“why” stance that can help someone
safely explore questions that can lead to
continued understanding and meaning-
making.

People can identify a Religious need
while hospitalized, and in the process
might become reacquainted with a benefi-
cia practice through attendance in a spiri-
tuality group or worship service.® How-
ever, as is common for those who left a
religious community behind, the person
might be baffled about how to continue
the newly-learned spiritual practice upon
discharge. The aspect of the CA.RE.S.
model that leads to creation of a spiritua
treatment plan can connect the dots from
the current care being received at the hos-
pital to the post-discharge possihilities of
numerous outside resources. The chaplain
can research and contact outside re-
sources, and provide a list for the person,
much like what any other member of the
clinical care team might do related to their
discipline and a person’s healthcare
needs. This can provide an uninterrupted
sense of spiritual care after discharge.

Emotional suffering takes a toll on
mind-body-spirit health in whatever de-
gree it is fet. Trusting another person to
listen to feelings and thoughts, whether
with a mental health care-giver, commu-
nity support, friend, or family member,
can assist in putting problems in perspec-
tive and prioritizing what to address and
how, if necessary. If a person talks with a
chaplain while in the hospital, the benefits
of the conversation will give the person a
model for what they might desire after
discharge, perhaps as a daily practice or
as needed.

Support is the keystone to hedthy
mind-body-spirit living. A daily practice
of agratitude list for all of one's supports,
or perhaps a “wish” list of supports not
yet in place, will keep a person attuned to
the need for support and the dangers of
isolating. In order for the hedlth care sys-
tem to deliver quality Person-Centered
Care, the mental health consumer will

experience a greater wholeness, whether
through an immediate crisis or life-long
symptoms, if they remain committed and
curious as to who can assist, when and
how. Remembering that there is aways
help nearby, even if the first step is the
hospital emergency room, can assure the
person through their fears and doubts that
supportive help is on the way.

The Rev. Lynne M. Mikulak is the Co-
ordinator of Pastoral Care and Education
at the Westchester Division of NewYork-
Presbyterian. She is a board certified
chaplain through the Association of Pro-
fessional Chaplains and a certified super-
visor through the Association for Clinical
Pastoral Education, Inc. She is an or-
dained minister in the United Church of
Christ. She has a Master of Divinity from
Yale University Divinity School and a
Master of Social Work from the Univer-
sity of Connecticut School of Social Work.

Footnotes

1. Advancing Effective Communication,
Cultura  Competence, and Patient- and
Family-Centered Care: A Roadmap for
Hospitals, Oakbrook Terrace, IL: The Joint
Commission, 2010. Regarding assessment,
Ch. 2, p. 15 dates, “identify patient cul-
tural, religious, or gpiritua beliefs and
practices that influence care”, and regard-
ing a treatment plan, Ch. 3, p. 21, dates,
“Accommodate patient cultural, religious,
or spiritua beliefs and practices.”

2. © 2009 New-Y ork Presbyterian Hospi-
tal, Rev. Dr. Beth Faulk Glover, Corpo-
rate Director of the Department of Pas-
toral Care and Education

3. The Joint Commission’s Standards Sup-
porting the Provision of Culturaly and
Linguistically Appropriate Services, 2009,
states that inclusion of spirituality groups
can address the following needs. Standard
PC.1.10, Element of Performance EP 8 —
After screening, clients are matched with
the care, treatment, and services in the or-
ganization most appropriate to their needs;
Standard PC.4.50, EP 1 — Clients are en-
couraged to participate in developing their
plan for care, treatment, and services, and
their involvement is documented, & the
organization has a process for involving
clients in their care, treatment, and service
decisions, Standard PC.6.10, EP 2 — The
client receives education and training spe-
cific to the client’s needs as appropriate to
the care, treatment and services provided,
& the assessment of learning needs ad-
dresses cultural and religious beliefs, emo-
tional barriers, desire and motivation to
learn, physical and cognitive limitations,
and barriers to communication as appropri-
ate; Standard RI.2.10, EP 2 — Each client
has a right to have his or her cultura, psy-
chosocial, spiritua and persona values,
beliefs, and preferences respected.
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Ascent Into Love: Surviving Schizophrenia

By Susan Weinreich
Artist, Advocate, L ecturer,
Peer Wellness Coach

very person needs to be touched,

supported and nurtured by the

environment in which they live

in order to grow. The earth's
immense force of gravity, whether physi-
cal or psychological, is too much for us to
bear alone. Each of us takes a turn at
holding each other’s weight, much like
the spine that supports the brain or the soil
that holds the roots of atree. It is an em-
brace that gives definition to the unique
aspects of our nature, the armature that
holds our very essence. Life becomes
formless without this critical structure that
assists in our development and defines
what lives and what dies away. To be
held, to be touched, is necessary for sur-
vival. A deprivation of this leads to
death...mentally, physically and spiritu-
aly. | am not sure in my case, which was
worse, the downward course of my own
schizophrenia or the absence of human
contact as aresult. Both werelethal, and as
a dying leaf turns to fire in the fall before
crumbling under foot, it sends out a putrid
smell of decay. My body did the same.
Flaming from the disease that had invaded
my brain, my pores sent out an odor of
cumulative sweat and filth. As a result, |
pushed people away and kept them safe at
adistance. All of this, especialy theillness

Susan Weinreich
Artist, Advocate, L ecturer

withdrawal from humanity.

itself, added to my isolation and complete

Beyond popular belief, Schizophrenia
does not have to be a dead end, nor is it
fruitless. Recovery is possible and recent
studies have shown that people can and do
recover. Every individua is different and
therefore each recovery is unique. The
world is full of individuals who are sur-
viving this devastating disease to the best

W
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“Ascent Into Love’
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of their capabilities. They are courageous,
magnificent and strong in their striving to
function in a society that marginalizes
them. The days of Schizophrenia being a
“death sentence” are over. There is Hope
and there are countless individuals like
myself who have broken the hold of
Stigma as well, and who have come for-
ward to share remarkable stories of Tri-
umph. If you listen to them speek, their

recovery is amost always about connection
with others and freedom from isolation.

| have often been asked, why do some
people rise above their impediments and
others stay stuck? Resilience is more than
just a random, enigmatic concoction of
genetic makeup responsible for survival.
We all possessin us the seed of resilience
in one form or another. However, this
potential for growth is not enough by it-
self. The key to recovery is to nurture that
seed. The way to do that is through con-
nection, through human relationship.

Art is the language | used when | was
severely disabled as aresult of my illness
and had no voice to express myself. It was
the only way | had to connect with the
outside world. For someone else in my
situation, it could have been baking muf-
fins, playing ball or writing poetry. Dur-
ing the early years of my recovery, mak-
ing art helped me to express construc-
tively my stopped up, often confusing and
chaotic feelings that frightened me. Put-
ting them on paper or canvas helped to
defuse these interna conflicts as they
spun notoriously out of control. Seeing
these images with my own eyes and sepa-
rate from my body helped to distance my-
self from the horrific anguish that | suf-
fered from inside, giving me a sense of
perspective and creating an opportunity
for productivity and validation, recognition
and acceptance. It was a place to begin the

see Surviving on page 36
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The Evolution of Recovery-Oriented Servicesin NYC and at MHA-NYC

Michelle DesRoches, LM SW, Director of
Adult Servicesand Quality |mprovement
and Kathryn M. Salisbury, PhD

Vice President of Programs
MHA-NYC

ew York City has a long and
proud history of providing a
wide range of recovery ori-
ented programs for individuals
with serious and persistent mental illness.
Following in the activist path of Clifford
Beers who started the modern mental
health movement in 1909, six former psy-
chiatric patients and two volunteers
formed Fountain House, a clubhouse pro-
gram, in 1948 to combat the loneliness
and stigma of experienced by people liv-
ing with mental illness. With the introduc-
tion of psychotropic medication in the
mid-1950s, the achievement of the dream
for people with serious mental illness to
have a productive and integrated life in
the community came within closer reach.

As a result of these advances in psy-
chiatric care, the tireless efforts of mental
health advocates, and advances in the
evidence base of support and care in the
community, the care of people with men-
tal illness has undergone a series of trans-
formations over the past 50 years. We
have seen the growth of clubhouses along-
side of the growth of community mental
hedlth centers as well as a variety of em-
ployment related programs.

As nationa views coalesced around
the principles of recovery, federa, state
and local government funding priorities
followed suit. In New York State, the
conversion from traditional clubhouse,
employment programs and other psychiat-
ric rehabilitation programs to Personal-
ized Recovery Oriented Services (PROS)
programs began in 2003, with implemen-
tation delayed in NY C until 2010.

The Mental Health Association of New
York City (MHA-NYC) converted its
Harlem Bay Clubhouse and Fast Track to
Employment Programs to a Medicaid
funded and licensed PROS program in
2011. MHA-NYC is an organization that
prides itself on being an innovator in men-
tal health and is at the forefront of devel-
oping or adopting best practices. Y et, staff
members were, initially, somewhat reluc-
tant to embrace the conversion. The Fast
Track to Employment programs that they
staffed produced good outcomes and the
consumers who frequented the Harlem

Bay Clubhouse found a place where they
had their own community. The leap from
a grant funded program where the funding
was predictable to a program whose sur-
vival and growth would depend on bill-
able visits was also challenging for staff.
They feared that these new demands, par-
ticularly regarding the increase in addi-
tional documentation needed for Medi-
caid, would divert attention from serving
program participants. Although peer sup-
port, strength based work and an empow-
erment model were already integrated into
their program models, movement to a
more goa oriented and classroom based
approach to services required staff to
make a paradigm shift from thinking
about the Clubhouse as a “clubhouse for
life"” to a program that helps its partici-
pants reach life goals and build a life in
the community.

Looking back over the first year of
Harlem Bay PROS's operation, we can
say with confidence that the experience of
working with consumers in PROS has put
most of these concerns to rest. Key ele-
ments to our successful start include:

Preparation of staff and consumers: Our
staff, received additional intensive train-
ing on best practice techniques such as
motivational interviewing, Wellness Re-
covery Action Planning (WRAP), assess-
ment, documentation standards for Medi-
caid reimbursement and concurrent Docu-

mentation which gives consumers input
into every aspect of their programming. In
keeping with principles of recovery, con-
sumer involvement was also an integral
part of the program development and tran-
sition process. This involvement in the
identification and planning of courses was
instrumenta in getting the buy-in of con-
sumers who were not familiar with the
program model.

Consumer Choice and Voice: Maximiz-
ing ongoing consumer choice and voice
has been a critical part of matching con-
sumer needs and interests with program
offerings that keep them coming. Harlem
Bay PROS dtaff have risen to the chal-
lenge of keeping consumers engaged by
tranglating consumer input into the devel-
opment of classes like “What's Your
Story” and “Finding My Mojo” that catch
and keep their interest. Consumers are
also involved in the entire process from
assessment to goal setting to what is writ-
ten into the charts. In a program that de-
pends on utilization for reimbursement
thislevel of engagement is crucial.

Saff Flexibility: Because the partici-
pants needs change as they progress
through the program, staff must continu-
ally assess the classes that are offered
and make changes regularly. Classes are
offered in 12 week sessions, and as the
interests and needs of the participants

change, new classes must be developed
and older classes put on the shelf until
the need for them arises again.

Connection to Community: The ultimate
goal of the program is to help people be-
come so connected to life outside of the
program that they no longer need the in-
tensive supports that the program pro-
vides. Although consumers may need on-
going psychiatric services, when it is pos-
sible to connect participants to ongoing
support from a family or others in the
community, participants become less de-
pendent on the “program” for a sense of
belonging and support. The availability of
psycho-education and support for family
members and members of the partici-
pant’s support system also helps to pave
the way. The progression from depend-
ence on a program to more independence
is often seamless and through a “graduation”
acknowledgement from the program, others
ill working on their gods are left with a
sense of hope.

In the process of converting our club-
house and employment programs to
PROS, it appears that MHA-NYC's staff
have themselves become converts—one
only needs to walk into the program space
to see why.

Harlem Bay PROS is a place that is
alive and buzzing with excitement. If
you catch the program at a moment be-
tween classes, the hallways are full of
people, talking, laughing, or hurrying to
catch up with their counselor before the
next class. There is a sense of hopeful-
ness in the air. When you stop to chat
with somebody conversations often turn
quickly to their primary life goal in the
community and you learn how close they
are to getting housing or how it felt to
reconnect with a child.

During class, group participation is
high and discussion flows freely, with
participants and staff working together to
help people move forward in their lives.
Moments of insight and connection occur
as one person’s story helps another under-
stand something about his symptoms or
why ajob interview didn’'t go so well and
how it can be done differently the next
time. Conversations now reflect a desire
to be a part of the community outside the
program. As one participant, Della C, said
so clearly, “They make you feel like you
are somebody here, that you can do some-
thing with your life.”

|f you’'re feeling Lost, Desperate, or Alone
Please Call the National Suicide Prevention Lifeline

1-800-273-TALK (8255)

The call isfree and confidential.
Crisisworkers are available 24/7 to assist you.
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Murdersand Mental Health Advocacy: Opportunity or Temptation to Resist?

By Michael B. Friedman, MSW
Mental Health Policy Advocate

rom time-to-time, a person with a
severe mental illness (or assumed
to have a mental illness) commits
a heinous act that makes head-
lines. The reactive call for better mental
health services is entirely predictable, not
only on the part of those who are trying to
distract us from issues such as gun control
but also by mental health advocates who
see these events as opportunities to get
public support for improvements in mental
health policy. It is true, of course, that
these are moments when the public will
pay attention, but should those of us who
care about the well-being of people with
serious mental illness take advantage of
these opportunities or resist the temptation?
Throughout my career—over 30 years
of menta hedth advocacy—I have re-
fused to use public fear of people with
mental illness as an opportunity to seek a
better mental health system.
| am not surprised when advocates
who believe that deinstitutionalization
was a mistake and that we need a more
coercive mental health system use these
events to advocate for their point of view.
But | am always surprised and a bit dis-
tressed when colleagues who support
community-based mental health policy,
who fight stigma and especially the myth
that people with mental illness are violent,
see this as an opportunity to ask for more

Michad B. Friedman, M SW

money for community mental health gen-
erally or for specific needs such as hous-
ing, assertive community treatment, fam-
ily support, screening, early intervention,
preventive interventions, and more.

Some of the people who do this redly
believe that increased funding for more and
better community mental health services
will result in reduced incidence of killings
by people who are mentally ill. But most, |
think, know that these events are so rare

and that we know so little about them
there's little reason to believe that any of
the recommended changes—which may be
valuable for other reasons—will affect the
rare incidence of murder by people with
serious mental illness.

But they know that powerful people
listen when they are barraged by headlines
crying for them to do something to prevent
dreadful events. When President Obama
says in response to the murders of children
and teachers in Newtown, CT. that there
should be “as much access to mental health
services as to guns,” something extraordi-
nary has happened. A President is thinking
about mental health policy.

Sometimes getting this kind of attention
makes a pogtive difference. For example,
when Kendra Webdale was pushed to her
death in front of a subway by a psychotic
man, Governor Pataki, who previoudy had
opposed any growth of menta health fund-
ing, added $200 million or so to the mental
hedlth budget in New York State. In theory,
the additional funding was to pay for ser-
vices for people who were subject to New
York’s new involuntary outpatient commit-
ment law; but in fact most of the funding
went for housing, assertive community
treatment, and other criticl community-
based services. Public fear had resulted in
asignificant gain for mental health.

So maybe I'm wrong. Maybe we should
take advantage of public fear to draw atten-
tion to the inadeguacies of the mental
health system. Let me explain why | am
not convinced.

First, playing on public fear is tanta-

mount to confirming the myth that people
with menta illness are dangerous. We
should instead provide data about how
rare murder by people with severe mental
illness is. For example, a meta-analysis
Nielson, et a published in the Schizophre-
nia Bulletin in 2011 estimated that thereis
one murder of a stranger(s) by a psychotic
person per 14 million population per
year.! That isamurder rate of between .3
and .7 per 100,000 people with a psy-
chotic disorder. Each event, of course, is
awful, but statistically there are far too
few to warrant fear of the entire popula-
tion of people with even the most severe
mental disorders.

Second, public fear fuels a demand

that the mental health system somehow
prevent these very rare acts of homicide
and invites increased coercive interven-
tions—especially easier involuntary inpa-
tient and outpatient commitment. There
are arguments to be made for re
examining criteria for coercive interven-
tions; but they have little to do with mur-
der, and there are very important ques-
tions to be raised about how big a net
should be spread over the population of
people with serious menta illness in the
hope of preventing exceedingly rare acts
of homicide. Let’'s not forget how much
abuse there used to be of the governmen-
tal power to commit people to psychiatric
hospitals.

see Advocacy on page 32

Wellspring & The Arch Bridge School
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Peer Counseling Effectivenessin Acute Care at Kings County Hospital

By Jonathan P. Edwards, LM SW,
Director of Peer Counseling, and
Janine Perazzo, LCSW, Director of
Wellness, Recovery, and Community
Integration, Kings County Hospital Center

with mental illness. Above all, peer coun-
selors carry the message that recovery is
possible. They are the evidence.

Peers facilitate integration of a recov-
ery model in behaviora health services at
KCHC. They exemplify and articulate
Guiding Principles of Recovery
(SAMHSA, 2011) such as hope, self-
determination, persona responsibility,
and person-centeredness. They play a
crucia role in preparing consumers for
and representing them in treatment and
aftercare planning. Several processes have
been created to ensure the inclusion of

counseling is not new to

ings County Hospital Center

(KCHC). In fact, it began more

than ten years ago when aformer
patient—a tireless advocate and pioneer
of the consumer mental health recovery

movement—was hired as a part-time in-
tern to work on inpatient services. In
2004, through a New York City Health
and Hospitals Corporation (HHC) Foun-
dation grant, four peer counselors were
hired to function as case managers help-
ing consumers bridge the much-too-
frequent gap between acute and after care.
Today, there are 22 full-time peer coun-
selors working in inpatient, outpatient,
primary care, partial hospitalization, and
emergency care services at KCHC. A
licensed professional who is also a peer
supervises them.

Peer counseling is engagement used
not only in mental health, but also in edu-
cation, substance abuse treatment, and
HIV services (Ault, 2006). Peer counsel-
ors use their persona experience to pro-
vide companionship, compassion and
hope; they are ambassadors of empathy,
and foster identification between them-
selves and consumers.

Jonathan P. Edwards, LM SW

Peer counselors receive training from
advocacy organizations and human ser-
vice programs, and/or have commensurate
experience working in a human service
field such as teaching or nursing. They
also receive additional training at their
work site once hired. The scope of their
work is extensive. They orient consumers
to the service setting and care they will
receive; facilitate recovery-oriented
groups to improve adult living, coping,

Janine Perazzo, LCSW

and relapse prevention skills; assist con-
sumers in setting meaningful goals and
developing action plans. They focus on
helping others feel empowered by sharing
resources that will connect them with
their community after discharge. Peer
counselors also convey, in plain, non-
clinical language, consumers’ experiences
to other staff helping to widen the lens
through which traditional providers may
have been trained to view people living

peer input. The Patient Assessment and
Goals PAG) form, for example, is a docu-
ment that is completed by a consumer
prior to his or her treatment-planning
meeting. Peer counselors assist consum-
ers, making themselves available to advo-
cate during treatment team at the con-
sumer’s request. Their input in the treat-
ment process illustrates one of severd
inherent paradoxes they experience being
both advocate and team member. This
dichotomy also suggests that one does not
become a peer counselor simply to have a
job; rather, it is a calling. People are
driven to do this type of work because of
a deep passion to help others believe in
themselves.

Studies indicate consumers who re-

ceive peer support experience fewer hos-
pitalizations, use fewer crisis services,

see Peer Counseling on page 24
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Parachute NYC: A New Approach

For Individuals Experiencing Psychiatric Crises

By Steve Coe, Chief Executive
Officer, Community Access, Inc.

hink back to the last time you

had a redly bad day. One that

even now you shudder to re-

cal—a day characterized, per-
haps, by heartache, or disappointment, or
loss. Or even physical pain. A day you
were glad to get to the end of, which left a
mark on you somehow, and which you
hope never to repeat.

Imagine that day also involved police
officers in your home, handcuffs, hours
spent restrained in a chaotic hospital
emergency room, transfer to adightly less
chaotic locked hospital ward, and a heavy
dose of atranquilizing drug: a day defined
by a profound loss of control, privacy,
dignity, and respect.

You have just imagined the very sce-
nario that thousands of people in the U.S.
experience every day. Too often, an emo-
tional crisis overshadows the person, be-
coming the catalyst for treatment options
that typically emphasize short-term stabi-
lization (medication), rather than long-
term recovery and wellness.

The trajectory of treatment that follows
is familiar: more, and extended, hospital
stays, deteriorating physical health, loss of
connection to friends and family, and

what insiders often refer to as
“professional patient-hood.” Considerable
funds and expertise are expended through-
out — but at what cost to both the mental
health system, at large, and the person
who is trapped in a debilitating cycle?
And, indeed, what kind of “recovery” is
made possible as a result? As a lead part-
ner in Parachute NY C, we at Community
Access are taking a leadership role in
changing the course of this trajectory.
Parachute NY C, a mgjor new citywide
project, is poised to provide some compel-
ling answers. Over time, asits services are
launched in four phases between now and
the winter of 2014, it may even change

the way we frame how these issues are
discussed. “It is a bold person-centered
approach,” says Pablo Sadler, Project
Director of Parachute NYC and Medical
Director of the Bureau of Mental Hedlth
a the NYC Department of Health and
Mental Hygiene, “that will create new
networks and possibilities for program
participants, while at the same time maxi-
mizing existing resources.”

Funded by a three-year, $17.6 million
Hedlthcare Innovation grant from the
Center for Medicare and Medicaid Ser-
vices, Parachute NY C will provide a “soft
-landing,” community-based alternative to
emergency hospitalization treatment as
usua for individuals experiencing psychi-
atric crises.

Parachute NYC is projected to reduce
gross Medicaid expenditures by $50 mil-
lion over the next three years for individu-
als receiving these services, while aso
improving the care and health of partici-
pants. It will do so through an integrated
series of interventions that will form a
new type of response to psychiatric cri-
ses—one that relies less on medication
management and more on engaging the
participant and the family in developing a
comprehensive recovery plan.

Led and coordinated by New York
City’s Department of Health and Mental
Hygiene, Parachute NYC involves the

collaboration of the New York State Of-
fice of Mental Health and several volun-
tary organizations, including Community
Access, Inc., the Visiting Nurse Service
(VNS), the Mental Health Association of
New York (MHA), Services for the Un-
derserved, Transitional Services of New
York, Inc., Riverdae Mental Health Asso-
ciation, Community Healthcare Network,
The Codlition of Behavioral Health Agen-
cies, Woodhull Hospital, and trainers and
consultants from around the country and
the world. Program evaluation is being
conducted by the Nathan Klein Ingtitute.

Parachute NY C has severa unique fea-
tures. First and foremost, continuity of care
will be of paramount importance—there is
no hand-off between one provider and an-
other. Second, trained peers will constitute
a dignificant proportion of the Parachute
workforce, leveraging their personal ex-
periences to help participants more effec-
tively engage with the hedth care system
and other community resources.

Third, using the principles of the Need
Adapted Treatment Model (NATM) and
Intentional Peer Support (IPS) — both de-
scribed in more detail below — Parachute
services will support participants in the
pursuit of self-indentified wellness and
recovery goals. There will be an emphasis

see Parachute on page 38

Peer Training and Empower ment at the Howiethe Harp Advocacy Center:

K egping Pace with a Bigger, Stronger Peer M ovement

By Jon Curtis, Communications
Specialist, Community Access, Inc.

ithout meaning to stretch the

anaogy too far, there was

perhaps something rather

apt—albeit  unfortunate—
about the 17" Annua Howie the Harp Ad-
vocacy Center (HTH) Graduation Cere-
mony being delayed three months because
of Hurricane Sandy. It was originally sched-
uled for October 29, 2012, the day Sandy hit
New York. As with countless other build-
ings across the East Coast, NYU’s Kimmel
Center, the venue for the ceremony, ended
the day without heat or power.

Apt, because HTH graduates (up to
now there have been more than 800 in
total) are more keenly aware than most
that life seldom follows a linear path with
clear signposts along the way. Circum-
stances often conspire to get in the way of
where we aim to go, and detours, delays,
and frustrations are not always possible to
avoid. Yet apt, too, because setbacks need
not be final: just as power isfully restored
in the wake of a storm, experiences, both
good and bad, are all learning opportuni-
tiesthat may shape a brighter future.

The HTH Center, located in Harlem
and operated by Community Access, Inc.,
is an empowerment and job training cen-
ter for peers, which offers participants six
months of in-class training, connection to
three-month internship programs at nu-

merous health and human services organi-
zations throughout New York City, and
support services relating to job placement
and retention. Its graduation ceremony
honors the achievements of up to 60 par-
ticipants per year: individuals who com-
plete one of two annual training cycles,
fully equipped for an ever-growing num-
ber of roles within the menta heath
workforce and beyond.

This year's ceremony may have been
later than planned but, in common with its
16 predecessors, was a joyful occasion
nonetheless. Peers graduate from HTH to a
soundtrack of generous and heartfelt ap-
plause. It's a tremendous landmark on the
road to recovery, made still more resonant
by many and varied hardships leading to it.
As Lynnae Brown, HTH's Coordinator of
Education and Training, explains, “we see
huge transformations between day one of
class and graduation. People who start out
feeling a bit shaky, doubting their ability to
be effective in the world, who go on to be
connected, team players enthusiastic about
what’s coming next.”

“There are so many ways to serve in
the peer movement today,” Brown contin-
ues, “and that range of possibilities is
growing al the time. That's exciting — we
get to see people's stories go from tragic
to triumphant.” Indeed, with an increas-
ingly widespread appreciation of how
valuable peers in the workforce can be,
more and more employers are learning to
regard a wider spectrum of experiences as

potential assets. The majority of HTH
graduates have, in various combinations,
histories of homelessness, mental illness,
substance abuse, and incarceration.
Through access both to opportunity and
new networks of support, however, pow-
erful new modes of thinking are encour-
aged: recovery is not only possible, it is
aso an outstanding ‘qualification’ for
helping others to recover too.

Taking full account of this potential is
a task that reverberates throughout the
entire mental health community. New
initiatives such as Parachute NYC
(described in more detail opposite) are not
just seeing peers as valued added but as
essential. That's why—to meet this grow-
ing demand—HTH is expanding to be-
come both a bigger, more wide-ranging
program, and a model for other providers
to replicate, in other parts of the US as
well asinternationaly (Pameijer, a human
services organization in Rotterdam, the
Netherlands, started using the HTH
model, under license from Community
Access, in 2012).

Says Community Access Deputy CEO
Alysia Pascaris, “Over 17 years, we've
seen from experience what works and
what doesn’'t. We know what we want to
achieve and how to achieve it — and that's
why we made a concerted effort to stan-
dardize our curriculum, making it as cur-
rent and as effective as possible.”

“Were more than a training center,”
Pascaris continues, “graduates don't just

walk away with facts and skills, but also
grow as people.” As such, HTH increas-
ingly combines bedrock principles — fore-
most, the importance of self-advocacy and
maintaining wellness — with areas of spe-
cidlization that more effectively accom-
modate different life goals and individual
needs. Different tracks at HTH, for exam-
ple, emphasize working with the LGBTQI
community, veterans, and individuals
with forensic histories.

Over the next couple of years, Recov-
ery Connections, a major new HTH pro-
gram, will take these approaches a step
further still, initially serving residents of
Manhattan and the Bronx, and then al
five boroughs thereafter. Described by
Pascaris as a “center without walls,” it
will provide peer-driven services that help
peers to make and keep social connections
within their communities, and better ac-
cess a wider range of mainstream re-
sources — through mutual support, educa-
tion and information sharing, reigniting
interests and aspirations lost by peers dur-
ing incarceration and engagement with the
traditional mental health system.

As with the peer movement, generaly,
Recovery Connections promises to be an
initiative that organically sustains its own
continuing growth. Literally, through fa-
cilitating meetings, hosting events, and
making referrals to vocational and educa
tional programs — but also symbolicaly,
by more firmly positioning peers within
society as awhole.
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Community Access is pleased to announce the opening of New York City’s first peer-
operated support line. Beginning February 15, 2013, this support line will be a contact
point for New Yorkers experiencing emotional distress, offering an opportunity to
connect with individuals who have had similar experiences.

The new support line is part of Parachute NYC, an innovative Department of Health
and Mental Hygiene initiative designed to reduce the use of emergency rooms
and inpatient care for people experiencing an emotional crisis. Parachute NYC is
supported by a federal Healthcare Innovation Grant from the Centers for Medicare
and Medicaid Services.

www.communityaccess.org
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NY SPA Report: How Will New York State’'s Transition To

Medicaid Managed Care Impact Those With Serious Mental 11Iness?

By Barry B. PerlIman, MD
and Henry Harbin, MD

epticism, not cynicism, will be
in order during the coming year
New York State’'s efforts to
lace al of its Medicaid enrol-
lees, including those with serious and
persistent menta illness, into Medicaid
Managed Care Plans (MMCPs) is real-
ized. Reaching this goal is an important
part of the Cuomo administration’s Medi-
caid Redesign initiative, set in motion to
reduce the state’s disproportionate Medi-
caid expenditure. By doing so, NY'S will
join with the many other states, including
Kentucky, Tennessee, Illinois, and Florida
which have taken this step. To its credit,
NYS did not rush to make the change
prematurely but is now forging ahead
rapidly. It started by designating regional
Managed Behavioral Health Organiza-
tions (MBHOs) to gather data about the
residual Medicaid Fee for Service popula
tion's use of mental health services and
provide the state with specialty behavioral
managed care experience. The expectation
is that the information obtained will help
shape the managed care model to be cre-
ated. While thisis a good plan we think
that the state should also be collecting
similar data on those consumers with
MHSU Disorders who have been receiv-
ing their behavioral care within the
MMCPs. Data collected in many states
show that there are more patients being
treated within the general medical system
as compared to the specialty behavioral
system even when the behavioral benefit
is“carved out.”

The state has signaled that it would
like to move al behavioral care under the
broader Managed Care Organizations
(MCOQs) . The actual clinical outcomes of
this devolution to MMCPS remain to be
ascertained. Nationwide it is not uncom-
mon to have Medicaid MCOs manage a
limited Mental Health/ Substance Use
(MHSU) Disorder benefit. However mov-
ing very vulnerable persons with serious
and persistent mental disorders (SPMIs)
into MMCPs carries a greater risk for
these enrollees than for those whose use is
more limited. Based on the NY'S experi-
ence and that in other states with MHSU
Disorder managed care, the concern of
patients, families, providers and advocates
seems well justified.

| am very pleased that Dr. Henry
Harbin has agreed to coauthor this article
with me because he knows the subject of
behavioral managed care as well as, and
perhaps better than, most others. The rea-
son that his thoughts on this subject are so
highly valued is that he served as the CEO
of 2 national managed behavioral health
care companies, Greenspring Health Ser-
vices and Magellan Headth Services,
which at the time was the largest nation-
aly with 70 million covered lives. He
spent 10 years in the public mental health
system in Maryland including serving as
its Commissioner of Mental Health. Also,
he served as a Commissioner on the Presi-
dent’s New Freedom Commission during
2002 — 3. He has been an early proponent

Barry B. Perlman, MD

for improved integration of mental and
general health care.

Dr. Harbin has had experience with
Medicaid management models in many
states. He informs that there is little to no
scientific evidence that moving the SPMI
cohort into Medicaid MCOs will improve
their clinical outcomes or reduce costs.
He explains that states may undertake the
transformation to entirely managed sys-
tems for financial, organizational, or clini-
cal reasons. The consequence for enrol-
lees may well depend on which motiva
tion primarily drives the change.

It is our purpose in this piece to articu-
late principals based on which consumers,
their families, providers, and advocates
will be able to make informed judgments
about the managed care scheme the state
lays out for the care of those with signifi-
cant mental health care needs.

The following are some matters wor-
thy of consideration:

Many state Medicaid directors would
like to move al patients and the premiums
to support those patients under one ad-
ministrative umbrella, the Medicaid
MCO, hoping for administrative simplic-
ity, and cost predictability and effective-
ness as compared to contracting with
many regional MBHOs. Given the vast
amounts of money involved many Medi-
caid MCOs are lobbying to have al dis-
ease groups, especially those with chronic
high cost illnesses, including behavioral,
placed entirely under their control. Fur-
thermore, many states are expecting that
having all specialty behavioral services
under the broader health management
entity, the Medicaid MCO, will alow for
better integration of medical and behav-
ioral care. Based on experience, Dr
Harbin believes that there is minimal if
any data to support the expectation that
this will be more cost effective nor is
there research or experience that shows
that clinical care will be better
“integrated” or “coordinated” when all
MHSU Disorders benefits are put under
the same management entity. Rather, a-
most all of the research around improved
clinical and financial outcomes for inte-

Henry Harbin, MD

grated care is based on clinica interven-
tions like Collaborative Care within pri-
mary care. Given the huge financial forces
which come into play around these re-
alignments, providers, patients and families
hope their interests will be taken into ac-
count asthese high level decisions are taken.
While fearing a harsher system, they hope
the system will not be made even less user
friendly than it currently is. At best, perhaps
they can hope for some improvement.

Part of the problem is that administra-
tors and planners confuse administrative
and financial integration with clinica
integration. The field now has a solid re-
search base that supports a clinical evi-
denced based model called “Collaborative
Care for Mental Health in Primary Care”.

It is effective both in terms of signifi-
cantly improved clinical outcomes but
aso in reducing medical costs. Most of
this research was done with MHSU Disor-
ders in the mild to moderate levels of
need. There an increasing research base
suggesting that this clinical model works
with more serious conditions as well.

This clinical model works whether the
financial management of the entire health-
care benefit is under a single insurance
entity or separate entities including
MBHOs. For an insurer to implement an
evidenced based Collaborative Care pro-
gram requires flexible reimbursement of
several key services and most of the cost
savings accrue due to reduced medical,
not behavioral, costs!

One of the approaches that interested
parties in NY'S could advocate for during
this period of transition would be that NY S
DOH require al Medicaid MCOs to begin
implementation of the Collaborative Care
Model for non SPMI MHSUD patients
who receive part or al of their behavioral
care within primary care setting. Most of
these patients never receive treatment
within the specialty mental hedth system.
This would alow the state and advocacy
organizations to judge the competence and
effectiveness of a Medicaid MCOs to im-
prove the outcomes of the MHSUD pa
tients that are already under their manage-
ment authority before moving SPMI pa-
tients who require a more complex set of
interventions under their span of contral. If
an MCO is unwilling or unable to imple-
ment a well documented clinical interven-
tion that is low cost and effective then it is
unlikely they will be able to manage a
more complex set of patients.

see Transition on page 32

New York State
Psychiatric Association

Areall of the American Psychiatric Association
Representing 4500 Psychiatristsin New York

Advancing the Scientific
and Ethical Practice of Psychiatric Medicine
Advocating for Full Parity
in the Treatment of Mental |lIness
Advancing the Principle that all Persons
with Mental I1Iness Deserve an Evaluation
with a Psychiatric Physician to Determine
Appropriate Care and Treatment

Please Visit Our Website At:
www.nyspsych.org
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SaINt JOSepn's veaical Lenter
is pleased to welcome
St. Vincent's Hospital Westchester
Into its Family

We now provide one of the
most comprehensive
Behavioral Health Programs
in the Region

One Hospital
One Mission
Outstanding Patient Care

7 Sz

Saint Joseph’s St. Vincent’s Hospital

Medical Center et s coner
127 South Broadway e Yonkers, New York 10701 275 North Street e Harrison New York 10528

914-378-7000 e www..saintiosephs.org 914-967-6500 e www. stvincentswestchester.org
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It’'sOn My Plate

By Akavar Dylutra, Volunteer with the
In Our Own Voice Program
NAMI of Mercer County New Jersey

ne morning in May of 2009 |

woke up in the inpatient psy-

chiatric ward of a regiona

medical center in western New
Jersey. | had admitted myself through the
ER the night before - after a suicide at-
tempt. | would be diagnosed with major
depression, general anxiety disorder, and
substance abuse i ssues.

As | learned about the behaviors asso-
ciated with my illness, | redized that |
exhibited most of the behaviors related to
major depression as a five year old
child. I wasfifty six yearsold. This meant
that | had been living with major depres-
sion for over fifty years.

All of us who are challenged with a
mental illness eventually have to wrestle
with the question of nature versus nur-
ture. Did the mental illness come from
my genes? Isit some sort of behavior that
| learned? Here is how | have come to
peace with this dichotomy.

It appeared to me that most of my be-
havior was learned. Even though my fam-
ily has a history of acoholism, it seemed
that most of my behavior was learned mal-
adaptive reactions to a very toxic family
situation. My isolating behavior in child-
hood was an attempt to shield mysalf from
a toxic family situation. My near suicidal
behavior at five years old was a desire for
physical sensation in a very cold physica
and emotional family environment.

In recovery, | began learning skills to
modify these lifelong behaviors through
intense talk therapy.

One day | thought “What if these be-
haviors come from my genes and DNA?’
The response to this thought was to look
at someone with a congenital disability
like blindness. There are many individu-
als with congenital blindness that learn to
adjust and live a happy, productive life.

This pointed me back to using the
skills I was learning in talk therapy. For
me, even if the cause of the behavior is
my genetic inheritance, just like someone
who is congenitaly blind, | should be
able to learn the skills required for a
happy and productive life.

Another concern | had was that if |
accepted that my behaviors were from
genetic inheritance, | might give up. My
apprehension was that | might not take
responsibility for my behaviors. After all,
if they come from my genes, | can't
change them anymore than | can change
my genes.

One final thought | had about genetic
inheritance was that maybe what we are
really describing is behavioral inheri-
tance. The infant spends most of their
waking hours observing the parents and
those around them. They attempt to learn
and imitate the physical behaviors that
they perceive - walking, talking, etc.

How do we know that they are not doing
the same thing with the emotional behaviors
they observe? The infant assumes that the
physical behaviors around them are nor-
mal and should be learned, why should
they not assume the same thing about the
emotional behaviors around them?

Akavar Dylutra

For my recovery | decided that | could
not let the fact that my behaviors might
be genetic in origin get in the way of my
finding a happy and productive life. |
would take my meds to keep me stable,
but they would only provide stability. |
would use that stability to concentrate on
learning the skills required to learn to be
at peace with myself.

| progressed through my recovery in
that fashion. The meds were keeping me
stable. However, once | was stable they
could not teach me the skills of self-
advocacy, setting boundaries, being able
to trust, and learning to discuss and deal
with my emotions. That learning had to
come from therapy and my use of my
newly found skillsin my daily life.

Then afew months ago | had a flash of
insight that put it al in perspective.

At the end of the day it does not matter
what the source of the behavior is. It does
not make any difference if | was born
with genes that caused my behavior or |
learned maladaptive behaviors as a very
young child.

The important factor is that it ison my
plate. Since it is on my plate | have to
deal with it. Whether someone came by
and served me a salad or | went up to the
salad bar and made it myself makes no
difference. The operative concept is that |
have the challenge now. And | am the
only one who can do anything about that
challenge.

The therapists can describe the healthy
behaviors to me. They can reinforce my
progress and point out when | go off the
track. The meds can keep me stable
enough to learn those healthy behaviors
and consolidate my progress. However,
the prablem is on my plate and | have to
deal with it asbest as | know how.

This understanding has given me great
peace. It has aso been very powerful. It
has helped me to realize that at the end of
the day | am responsible for my success-
ful recovery. Not the meds, not the thera-
pists, not my genes. Me.

I now look forward to each day. | ask
“What can | learn today that will help my
recovery?’ That attitude is so much
healthier than the more than fifty years |
spent waking up each morning with an
absolute dread of the new day.
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Recovery 101: For Those Who Thought They Couldn’t Recover

By JulieKipp, PhD, LCSW
Director, Bronx REAL PROS
JBFCS

dvocate for the mental health

recovery movement Pat Deegan

wrote, “The professionals caled

it gpathy and lack of motivation.
They blamed it on our illness. But they
don’t understand that giving up is a highly
motivated and goal-directed behavior. For
us, giving up was a way of surviving.
Giving up, refusing to hope, not trying,
not caring—all of these were ways of
trying to protect the last fragile traces of
our spirit and our selfhood from undergo-
ing another crushing.”

Staff who work in programs treating
people with mental illness are often frus-
trated by their clients apparent and trou-
bling lack of desire to get better or set any
gods. In fact, such amotivation is consid-
ered pathognomonic of schizophrenia.
However, as Deegan, who has personally
experienced mental illness, eoquently
points out, such lack of motivation may
serve apurpose in the life of the person with
mentd illness. How can we promote the
growth of those fragile traces of spirit and
sefhood? How do we cregte an environ-
ment where people can fed strong enough
to risk the crushing that living can deliver?

Before making an attempt at answering
these questions, | need to take a step back
and describe the setting in which | lead a
team of staff working with people with
serious mental illness in a PROS program
in the Bronx, New Y ork.

In New York State, mental health ser-
vices are being reinvigorated by an ap-
proach that recognizes that people can and
do recover from mental illness. An exten-
sive body of research over the past 50
years has shown that many people who
have had mental illness, even the most
severely ill, get much better over time—
and even fully recover. The still relatively
new PROS (Personalized Recovery Ori-
ented Services) program puts that philoso-
phy of recovery into operation and has
amost completely replaced the day pro-
grams that previously served adults with a
serious mental illness.

At Bronx REAL, a site of JBFCS
(Jewish Board of Family and Children’'s

Services), we had aCDT (Continuing Day
Treatment) program for many years which
provided daily structure, stabilization, and
support to people with mental illnessin a
milieu setting, which included groups and
individual psychotherapy and case man-
agement. We also had an IPRT (Intensive
Psychiatric Rehabilitation Treatment)
program, providing rehabilitation services
to clients who, having achieved psychiat-
ric stability, and had a goal they wished to
pursue. In June 2010, these two programs
were combined into a new PROS pro-
gram, with all the chaos and excitement of
creating awhole new service.

What makes PROS different than the
old CDT/IPRT? In some basic ways the

community of staff and participants is
similar. We didn't have to be told—
athough it is aways a good reminder—
that treatment should be person-centered.
We had a tradition of working to under-
stand the personal elements of someone's
illness, the meaning of delusions or hallu-
cinations, say, to the person him or her-
self. We paid attention to our clients' life
experiences, including trauma or neglect,
in many cases severe enough that it would
have been hard for anyone to keep his or
her sanity.

We aso recognized and celebrated
people’'s progress toward health, which
often comes in very small steps. Someone
who has been withdrawn and isolated
raises his hand in community meeting and
offers an opinion, even if its off-topic!
Someone who has a great deal of trouble
getting along with others, tends to be hy-
persensitive, and is aways getting into
arguments, and one day, in one of the
meetings we always have when conflicts
arise, she is able to acknowledge the other
person’s point of view. We recognized
these small but crucial steps forward.

We have aways individualized treat-
ment; that is, we looked for challenges for
people that fit their current strengths and
difficulties, from, say, cutting a carrot for
lunch to being the team leader of a
kitchen team that makes lunch for 150.

While we had arare few people over the
years who left the program to get a mas-
ter's degree, find a job, get married, and
have children, we thought that for most of

see Recovery 101 on page 32

How Can We Fight the Prg udice and Discrimination of Psychiatric L abels?

By Susan Rogers, Director,
National Mental Health
Consumers' Self-Help Clearinghouse

aptly watching President

Obama’s inaugural address on

January 21, | was struck by his

acknowledgement — on equal
terms — of three stunning civil rights mile-
stones: Seneca Falls, Selma, and Stone-
wall. The Stonewall Inn, of course, is the
gay bar where, in 1969, a police rad
sparked severa riots, which launched the
modern gay rights movement. As if men-
tioning Stonewall—in the same breath as
Seneca Fals and Selmal—were not
enough, the President continued with an
affirmation of LGBT (leshian/gay/bisexua/
transgender) rights.

Although | found the President’s sup-
port of LGBT equality moving, | could
not help feeling envious. The modern
crusade for social justice by individuals
with mental health diagnoses began at just
about the same time. It was not catapulted
into existence by a defining event like
Stonewall; instead, it started with meet-
ings in church basements of people help-
ing each other hea from emotional
trauma, and the creation of peer-run ser-
vices (as described in Judi Chamberlin’s
semina work, On Our Own: Patient-
Controlled Alternatives to the Menta
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Health System). Yet, more than 40 years
later, does the general public even know
that our movement exists? More impor-
tantly, what about those among our natu-
ral alies and compatriots who would join
usif they knew?

When | was locked up on the psych
ward of a general hospital decades ago in
New York City, my roommate received a
visitor: Howie the Harp, one of the early
organizers of our movement. It was

Howie who let me know that there WAS
such a movement, and this very knowl-
edge gave me hope.

| have been involved in this movement
since 1984 and have seen massive gains
during that time. These include the clos-
ing of state hospitals; legisation such as
the Protection and Advocacy for Individu-
as with Menta lliness Act and the
Americans with Disabilities Act; the
Olmstead decision, which mandated com-
munity inclusion; and acknowledgement
by the powers-that-be that most individu-
as with psychiatric diagnoses are trauma
survivors http://www.samhsa.gov/nctic/ and
that peer support is a vital component of
recovery (http://store.samhsa.gov/shin/
content//SMA05-4129/SM A 05-4129.pdf).
In fact, the Substance Abuse and Mental
Health Services Administration — the fed-
eral behavioral health authority — now
accepts that individuals with psychiatric
diagnoses DO recover and lead meaning-
ful lives as contributing members of the
community.

At the same time, we are still feared
and objectified by many. So how do we
create the same level of awareness of our
movement that the LGBT movement has
achieved?

In 2010, syndicated columnist Dan
Savage created a campaign to inspire
hope among young people who faced har-
assment because of their gender or sexual

identities. According to its website, “The
It Gets Better Project™ has become a
worldwide movement, inspiring more
than 50,000 user-created videos viewed
more than 50 million times.” Indeed,
President Obama contributed a video to
the campaign.

Last year, David Oaks, founder of
MindFreedom International, created the |
Got Better (http://igotbetter.org/) cam-
paign, with a similar goal: “to challenge
the dominant narrative of hopelessness in
mental health care by making stories of
hope and mental wellness widely avail-
able through a variety of media” We
should support this campaign and other
media campaigns that spread messages of
hope and recovery.

We aso need to come together as a
movement, despite our differences. A
house divided against itself cannot stand,
but the people united will never be de-
feated. These words have survived be-
cause they aretrue.

President Obama gave his 2013 inau-
gural address on the day we celebrated the
birth of the Rev. Martin Luther King, Jr.
In the Rev. King's galvanizing 1967 ora-
tion opposing the Vietnam War, he spoke
of the “fierce urgency of now” and contin-
ued, “In this unfolding conundrum of life
and history there is such a thing as being
too late” Our movement needs to con-
sider these words. If not now, when?
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Building a Wellness Culture for Staff

To Promote a Recovery Culturefor Consumers

By Roy Starks, MA, Director,
Rehabilitation Services and Reaching
Recovery, Mental Health Center of Denver

he Mental Heath Center of

Denver has worked for many

years to create a Recovery Cul-

ture which supports the people
we serveto live afull lifein spite of a men-
td illness. (Seven Key Strategies that Work
Together to Create Recovery Based Trans-
formation, Community Mentd Heath
Journal, Volume 48, Number 3) We aso
have developed a systematic method for
measuring the success of this recovery
system. As with many community mental
health providers, our initial focus was on
the people we serve and how to help them
achieve their life goals. Subsequently we
began to more fully understand that our
measures of recovery are really measures
of human happiness and that, in short,
consumer recovery is aligned with staff
goals for happiness. This led to the under-
standing that the promotion of a wellness
culture for staff is critical to the successful
development of a recovery culture for the
people we serve.

In fostering a wellness culture for staff
we strive to bring out the best in ourselves
and others by 1) Seeing everyone's
strengths, 2) Supporting and encouraging
one another, 3) Celebrating staff, accom-

Roy Starks, MA

plishments, and diversity, 4) Respecting
ourselves and others, 5) Listening to each
other, 6) Creating an environment of
heathy and positive relationships and
community partnerships, 7) Believing eve-
ryone wants to be great, 8) Being passion-
ate about our mission and having fun in
the process, and 9) Bdlieving anything is
possible. Our entire staff collaborated to

generate this nine-point Wellness Culture
Statement at an all-staff meeting during
which our staff members worked in
groups to identify the key values of a
wellness culture. As an aside, | find it
interesting that these statements correlate
well with the Core Principles and Values
of the United States Psychiatric Rehabili-
tation Association.

There are five main pillars supporting
our wellness culture: Pathways to Lead-
ership training (Stomp the Elephant in
the Office, by Steven Vannoy and Craig
Ross); StrengthsFinder assessment
(Strengths Finder 2.0 by Tom Rath;
Catalytic Coaching (Catalytic Coaching:
The End of the Performance Review by
Gary Markle); employee recognition
programs, and wellness promoting ac-
tivities and trainings.

1. The Pathways to Leadership training,
which is provided by the firm Verus
Global, inculcates in our staff a set of
communication and interpersonal skills
and tools to promote positive, construc-
tive and collaborative interactions that
bring out the best in ourselves and our
colleagues. Specifically, the training pre-
pares our employees to: (A) Approach
situations — even setbacks and disappoint-
ments — in positive, nonjudgmental ways;
(B) Value collaboration to set and achieve
common goals; (C) Focus on and cele-

brate one another’s strengths;, (D) Com-
municate constructively; and (E) Repair
relationships that have come under stress.

The training is conducted offsite in

groups of 20 over a three-day period.
Formed from staff members across the
organization, these groups forge a unique
identity, keep in contact after the training,
and reconvene periodically for follow-on
activities to reinforce and further embed
the lessons and skills they have learned.
Additionally, each training group subdi-
vides into four POIS groups (it stands for
Pathways Ongoing Integration and Sus-
tainability) that likewise sustain the bene-
fits of training through continued commu-
nication and activity.

2. Developed by the Gallup organization,
StrengthsFinder is an assessment tool to
identify an individua’s top strengths,
whether they be social, intellectual, moti-
vational or organizational. Within two
months of hire, in addition to learning
about the wellness culture during orienta-
tion, each new employee reads the book
StrengthsFinder 2.0 and takes the accom-
panying online assessment.
incorporate these findings in the Catalytic
Coaching process (described below) con-
ducted individually with team membersto
create and implement individua staff

Managers

see Wellness on page 36
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Recovery: A Personal Per spective

By Jeffrey V. Perry, CPRP, MSM
Program Manager, Baltic Street, AEH, Inc,,
Bridger Program, Kingsboro PC

re recovery-based services hav-

ing a positive effect on mental

hedth? Has the menta hedth

system actually improved? How
well has the recovery mode worked to im-
prove the lives of people with mentd ill-
ness? As a consumer and peer provider
working in the mental health system for
the past 15 years, these are the questions |
often ask myself.

A great deal of scrutiny has come forth
on how well recovery-based services
have or have not improved the mental
health system. | believe that numerical
data can be useful in monitoring positive
or negative effects. However, we must
also take into account the true nature of
such data which may often be presented
to suit the agenda of those who present
them—be they for or against a recovery
oriented model of care.

Sometimes the data is limited because
we are measuring people, and there are
untold variables that numbers cannot ac-
count for. Asimperfect as the data com-
piling efforts may be, the fact that psy-
chiatrists, consumers, agency staff, and
policy makers are involved indicates to
me that the new recovery oriented system
has certainly affected a change from our
past system of care.

The concept that the recovery model
has moved mental healthcare forward, is
an accepted understanding shared but
most people. The recovery model which
“empowers’ recipients of mental health
services just makes sense on so many
levels. Our need for offering something
new and “good” to our mental health sys-
tem is an enormous accomplishment, be-
cause so much about mentd illness in-
volves people feeling hurt, hopeless or
lost —and aren't we al working to re-
lieve that “hurt.” In the fina anaysis
can't we simply evaluate the recovery
model by asking, “are consumers gener-
adly feding and doing better and/or
sooner than in the past?’

| believe that recovery-based services
are succeeding because first and fore-
most, they have included consumers in
the mix—whether they are peer providers
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or are asked to be more involved in their
own treatment process. In addition, there
are more mental health conferences, dis-
cussion and focus groups, surveys, and a
lot more opportunities for learning and
sharing of ideas going on—and that's a
good thing!

How is this directly impacting the con-
sumer? As a Peer Bridger | hear more
consumers speaking about getting dis-
charged from the hospital, and fewer con-
sumers saying they need to stay in the
hospital for a longer period of time.
There now seems to be greater integration
and more consumers having a more posi-
tive outlook on moving back into the
community. This has caused more con-
sumers to realize that a better life outside
the hospital is possible and more reach-
able for them. While, some consumers
talk about “finding employment,” more
people seem to just have a “hope for
something.” In spite of the fact that psy-
chiatric medications have improved over
the years, | know of many consumers,
even peers providers, who still have
symptoms, live a more positive life be-
cause of their hopeful outlooks. This
leads me to believe that the recovery
model has worked and the mental health
system has moved forward.

Mr. Perry has published several e
books of poetry and essays, including, A
Peer on Peer Perspectives in Psychiatric
Health (In Prose and Poetry) by Jeffrey
V. Perry, from where this original article
was taken.
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reduce their substance abuse, and im-
prove their employment outcomes. Their
social functioning and quality of life im-
prove more when compared to those who
only receive professional services (Besio
& Mahler, 1993; Solomon & Draine,
2001; Ault, 2006: Kling, Dawes, &
Nestor, 2008; Sledge, Lawless, & Sells et
al., 2012). In addition, peer support en-
courages participation in treatment by
helping consumers counter loneliness,
rejection, discrimination, and/or frustra-
tion they may feel when dealing with the
mental health care system (Deegan, 1992;
Solomon, 2004). Having this unique role
can aso have a positive impact on the
recovery of the peer counselor (Anthony,
2000; Solomon, 2004). Through partici-
pation in this work, peer counselors can
experience an increased sense of self-
efficacy, empowerment, and healing
(Akabas & Gates, 2007; Solomon, 2004).

As an employer of one of the largest
hospital-based peer programs nationaly,
KCHC has begun to explore the effective-
ness of using peers added to traditional
providers in service delivery. This is a
challenging process that requires leader-
ship to often revisit ideas about the work
of peers and its impact on both percep-
tions about recovery as well as treatment
outcomes. Despite descriptions of the
work done by peers, demonstrating their
effectiveness is a process that eludes
quantification and measurement. Re-
search is limited in terms of linking peer
services with treatment outcomes. Many
studies are descriptive and reveal great
variability of services provided by peers
and the programmatic structures within
which they operate. In addition, defini-
tions of terms used to describe these ser-
vices have not been standardized. Catego-
ries describing peer services include con-
sumer-operated services, peer support,
mutual support, and self-help, to name a
few (Campbell, 2005; Solomon, 2004).

Degspite the variability in models and
terminology, there are some commonal-
ities among peer support models. Most
peer-provided mental health services be-
lieve that consumers can benefit from
interacting with people who have them-
selves experienced similar difficulties,
and who have learned to cope with them
and found reasons for hope for the future.
Peer services are founded on core values
such as empowerment, taking responsibil-
ity for one's own recovery, the need to
have opportunities for meaningful life
choices and the valuation of lives of dis-
abled people as equal to those of people
without disabilities (Resnick & Rosen-
heck, 2008).

In 2012, KCHC presented
“Developing Metrics to Measure Effec-
tiveness of Peer Counselors Working in
Acute Care Settings: A First Look” at
both the American Psychiatric Associa
tion (APA) Ingtitute for Psychiatric Ser-
vices (IPS) in October, and at the Sixth
Annual NYC Peer Specialist Conference
in July. In addition to providing national
and organizational contexts for integrat-
ing a recovery model including the use of
peers, peer counselors and department
leadership discussed the development of
KCHC's peer program and highlighted
their work; the psychosocial processes
that underpin this work; tools created to
capture and categorize this work; and
metrics established to measure consumer

satisfaction as well as knowledge and
integration of recovery principles among
staff. These preliminary steps helped cre-
ate operationa definitions for such vari-
ables as consumer satisfaction, engage-
ment, empathy, and hope.

Core Skills

The uniqueness of the peer role is
premised on their willingness to publicly
disclose their lived experience using men-
tal health services. Recovery knowledge
and experience, empathy, and role model-
ing are some of the core skills required of
peer counselors. Recovery, notwithstand-
ing its myriad definitions, requires
change. Peer counselors frequently talk
about how stigma has affected them.
However, they aso tak about setting
goals that are meaningful and help them
move beyond discrimination that often
accompanies the illness experience.
Growth requires disavowing the illness
paradigm constructed by ingtitutions,
family members, and society as a whole.
What could require greater change?
Peers must not only embrace this mes-
sage, but convey it to others seeking re-
covery. Peers provide evidence that re-
covery requires change and that change is
possible.

There is an unparalleled therapeutic
boundary between peers and consumers
with whom they work. When engaging
consumers using disclosure of personal
recovery experiences, peers must con-
stantly monitor their identification with,
and tendency to react to people they are
helping. Supervision can be an ideal fo-
rum to explore countertransference often
experienced by peers who frequently re-
live or are retraumatized by hearing about
or seeing a consumer’s experiences. Hav-
ing insight into one's own recovery is
also necessary to understand how this
work impacts personal recovery. Helping
others requires a rigorous application of
self-care.

Empathy is one of the greatest assets
any human service worker brings to the
table. Peers in particular relate to those
they work with by listening attentively
and putting themselves in the other per-
son’s shoes. Although peers may not have
experienced the same situation as some-
one they are engaged with, they identify
with the feelings associated with feeling
hopeless, disenfranchised, abandoned,
and traumatized. The ability to meet a
person where they are and offer condi-
tional regard is a skill associated with
peer workers (Rapp & Chamberlain,
1985). Peers role model using recovery-
oriented language that helps other staff
understand the power language holds.
This helps reduce stigma through educa
tion about how words impact a person’s
self-esteem and belief about their ability
to set gods, live a meaningful life, and
recover in amanner that is self-defined.

“Tools of the Trade”

Paradoxically, peer counselors con-
tribute to consumers treatment and re-
covery experience in ways that are both
visible and intangible. Hence, leadership
within the Division of Wellness, Recov-
ery, & Community Integration created in
collaboration with peer counselors tools
to capture, describe, and quantify their

see Peer Counseling on page 36
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Embracing Agency-Wide Change:

Delivering Person-Centered Services at MHA Westchester

By Doris Schwartz, LCSW,

Chief Operating Officer,

and Barbara Bernstein, PhD, MPH
MHA Westchester

ince its organization shortly after

World War 1, the Mental Health

ssociation of Westchester

ounty (MHA) has provided

services to meet the changing needs of our

county. MHA quickly became known as

the agency which provided services to

those most in need, in an atmosphere of

respect and focus on the individuas
goalsfor their lives.

It is no wonder that in the Spring of
2008 MHA jumped at the chance to join
with the Westchester County Department
of Community Mental Health (DCMH) to
participate in “Care Coordination” an in-
novative recovery-focused service for indi-
viduals with mental health conditions who
historically were not well-served by the
mental health system. As previoudy im-
plemented by the Western New York Care
Coordination Program (WNYCCP), Care
Coordination had achieved astonishing
outcomes including improving quaity of
life while also reducing ER visits and days
in the hospital as well as days incarcerated
or homeless — al resulting in decreased
Medicaid costs. We knew immediately
that this initiative was for MHA when we
saw Commissioner Mitchell’s Power Point
dide that asked the key question “Service-
resistant Clients OR Client-resistant Ser-
vices?' This resonated with us. Fundamen-
tal elements of Care Coordination are 1)
emphasis on person-centered planning and
recovery; 2) empower individuals through
promotion of choice and partnership with
provider; 3) participation of peer mentors;
4) preference for use of evidence-based
best practices; 5) coordination of services
by multiple providers and 6) availability of
sef-directed service dollars. Once launched,
the gtaff and individuas enrolled in Care
Coordination immediately experienced
very high levels of satisfaction working in
partnership toward goals that were identi-
fied and driven by the person receiving the
service; and steeped in the values of re-
spect, dignity, choice, self-determination
and shared decision making. It was awin-
win for everyone.

Heartened by positive outcomes and
super-enthusiastic feedback from the indi-
viduals enrolled in Care Coordination, it
was a no-brainer for MHA to embark on
an agency-wide culture change.
.embracing the person-centered approach
throughout all of our services. We in-
tended to create revolutionary change,
rather than simple re-engineering or re-
structuring.  Using the five key elements
of the SAMSHA matrix, Vision, Leader-
ship, Alignment, Culture and Continual
Process, we designed a roadmap to guide
our five-year strategic plan for the MHA
transformation process, which ultimately
very much resembled a person-centered
treatment or service plan.

Vision

We stated by forming a trans

Doris Schwartz, LCSW

organizational Steering Committee to lead
the process - comprised of people using
different services within MHA, Board
members, staff, including direct service
staff, human resources, information tech-
nology, intake & referral and finance. Our
Steering Committee agreed that mental
health recovery is a highly personal, indi-
vidualized journey of healing and self-
discovery which includes regaining con-
trol of one's life and engaging in mean-
ingful roles in the community - or in the
words of Patricia Deegan, “attaining alife
worth living.” Our stated vision was that
MHA would promote recovery using the
principles, values and practices of person
-centeredness. In short order we adopted
the principles of a person-centered ap-
proach including; individuals identifying
their own hopes, dreams, and goals, belief
that growth and recovery is possible and
expected, all people are treated with re-
spect and dignity using self-determination,
choice and an outcome based orientation,
people with lived experience must be in-
cluded in the service system, diversity of
language and culture and beliefs are hon-
ored, etc.

Leadership

Acknowledging the importance of buy-
in of leadership, our Steering Committee
included influential Board members and
key executive staff. Our transformation
initiative kicked off with presentations to
MHA leadership by experts in person-
centered approach and received with ex-
citement and enthusiasm.

Alignment

We have al learned from experience
that meaningful and lasting change re-
quires much more than staff training. Itis
necessary to align all of an agency’s sys-
tems, policies, procedures & physica
environment to ensure successful culture
change. Without systems alignment, or-
ganizational change is doomed to fail-
ure...and this is where the bulk of the
work of organization or culture change

Barbara Bernstein, PhD, MPH

lives. The Steering Committee identified
the following processes that would need
strategic and thoughtful planning and
managing; clear definition of a recovery
culture, roles & expectations of |eader-
ship, program managers, board of direc-
tors, direct service staff, all staff, psychia-
trists, people using MHA services, train-
ing and supervision needs, human re-
sources, referral, billing, documentation/
forms, reception, intake, physical environ-
ment, developing performance measures,
including self-evaluation and finally com-
munication with stakeholders. Let us offer
some examples of what unexpectedly
worked very well. Our human resource
manager recognized immediately the criti-
cal nature of HR processes and proce-
dures. Firgt, all the job descriptions were
rewritten to reflect the expectations for
performance. We wanted to be sure any-
one applying for a job at MHA would be
clear about the skills and attitudes we
value and require. Second, all job post-
ings/ads were re-crafted, using language
that would clearly signal our values and
expectations in order to attract staff that
would be a good fit (e.g.; “patience, flexi-
bility, compassion, deep belief in recovery
-oriented values necessary, knowledge of
person-centered practice a plus. People
with the lived experience of mental health
conditions and recovery are encouraged to
apply”). Annual performance evaluations
were re-designed to reflect the importance
of a person-centered orientation. (e.g.,
“Please describe practitioner’s level of
understanding & practice of person-
centered planning. Describe practitioner’s
ability to partner with individuals, treat
them with respect and dignity, accomplish
treatment or service planning collabora-
tively with the individual, include signifi-
cant others in the planning process, de-
velop goals that are driven by the client &
client consistently receives a copy of the
plan”). Additionally, new-staff orientation
was re-created to reflect our person-
centered approach and now includes a
presentation and subsequent discussion
regarding the importance of recovery-
based language that we all use. Who

would predict that a human resource man-
ager would become the greatest champion
for a person-centered culture?

Culture

Our new culture had to become part of
the fabric of MHA. It wasn’t enough that
direct service staff adopted a new lan-
guage and way of working...our finance
department and their accounting practices
needed to understand and support it. Same
with information technology. We 4l
needed a new common language.

Continual Process

Everyone connected with MHA recog-
nized a change in less than 3 years. Even
OMH in the 2010-2014 Statewide Com+
prehensive Plan for Mental Health Ser-
vices acknowledged that our efforts paid
off! The postscript to this strategic initia-
tive is that we think and talk about our
practice frequently, and make shifts as
needed. We even administer an annual
Recovery Self-Assessment evaluation
(Adams & Grieder), which €licits feed-
back on how we're doing — from; 1) the
people we provide serves to; 2) executive
staff and 3) direct service staff. It has been
a boatload of work, but those of us who
are part of MHA are vastly more satisfied
with our roles and our work. While we
don't ask staff to push aside their years of
training and experience, they report it is
more effective and more deeply human to
partner with someone on their own goals,
rather than having to be ‘the expert’. And
of course the people who we work with
experience MHA as the go-to service to
help them attain lives worth living.
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Recovery and Employment Go Hand in Hand at Federation of Organizations

By Barbara Faron, LM SW, CPRP
CEO, Federation of Organizations

mployment and/or volunteer

activities provide socially-

recognized, valued roles that

contribute to community inte-
gration and enhance and support the re-
covery process. Federation of Organiza-
tions has been employing consumers to
deliver mental health services since 1981.
By now 20-30% of our consumers fill
jobs throughout the agency, many of
which are not designated peer positions.
Our latest project is a Transition to Com-
munity Residence Program (TCR) on the
campus of Pilgrim Psychiatric Center for
75 individuals discharged from the Resi-
dential Care Center for Adults (RCCA) at
Kings Park. There are fourteen full-time
Peer Specialists employed at the TCR.
The residents have long-term histories of
ingtitutional care and complex chronic
health conditions in addition to mental
illness and most have lived for many
years a the RCCA. In the TCR people
who have not lived independently for
many years will learn the skills and de-
velop the supports needed to move on to
community housing. This is an ideal set-
ting for peer workers who can bring their
lived experience of recovery to people
who may have lost hope and forgotten
their dreams.

Barbara Faron, LM SW, CPRP

Some pear positions were filled by
graduates of Federation of Organizations
Persondized Recovery Oriented Services
(PROS) Programs in Suffolk County. PROS
sarvices are designed to help people over-
come barriers related to their mental health
condition so they can work, attend schoal,

improve socia relationships and achieve
their life dreams. The stories and success of
the peer specidists are providing living
proof to the residents of the TCR, that re-
covery is possible. Peer specidists at the
TCR report that, whileit is not always easy,
they love their job and attribute their success
in working to their participation in the
PROS Program. All agreed that the help
they received in understanding their
strengths, identifying barriers, and develop-
ing the confidence and self esteem needed to
do thejob was essentia in their success.
These employees are eager to share
their experience. “PROS helped me put it
all together” commented John, who once
spent time in jail and at drug rehabs before
finding PROS. John attributes his success
to being able to relate to the people at TCR
because, “I see myself in them and | want
to help them to move to better place.” John
believes people should have the same op-
portunities, “and get the chance to live life
like I have.” John isin abetter place in his
recovery from having participated in the
PROS program, where he has gone from
being a “receiver of services to a provider
of services’ and for that he isvery grateful.
Amy had worked in the past, but de-
scribed her experience as having some
“ups and downs.” She believes services
offered through PROS better prepared her
for employment by helping her identify
what was blocking her success and de-
velop her confidence to work. Amy is

now considering going back to school.

Dawn received Federation PROS ser-
vices before her employment at the TCR,
acknowledged that PROS staff had more
confidence in her than she had in herself.
That support encouraged her to recognize
and accept her potential. She now sees
her own challenging life experiences as
preparing her to relate to others and give
people hope. She is a very courageous
woman who once was “too scared to
work” and through the assistance of
PROS, now finds comfort in helping oth-
ers explore their potential.

Denise attributes her success working
a TCR to her involvement with Federa-
tion of Organizations PROS Program and
her experience working as an intern in our
Companion Program. The Companion
Program is a peer outreach program rely-
ing on mutual support. Denise feels her
volunteer experience as a Companion
prepared her for work and gave her confi-
dence that she would be able to work full-
time. Denise commented, “| love my job.
| always dreamt about ajob like this. | am
so proud of myself and | love coming to
work everyday.”

People who have obtained employment
with the help of the PROS Program con-
tinue to receive On-going Rehabilitation
and Support Services (ORS). ORS ser-
vices are available for members of PROS

see Employment on page 31

Northern Westchester Recovery Network in Action

By Cindy Peter son-Dana, LMHC,
Director, Northern Westchester
Recovery Network (NWRN) and the
Sterling Community Center (SCC)
MHA of Westchester

he Mental Health Association of

Westchester County, Inc. has

established an exciting cutting

edge service known as the North-
ern  Westchester Recovery  Network
(NWRN) with initial focus on the commu-
nities of Peekskill, Ossining, and Mohegan
Lake, New York. NWRN is funded by the
Office of Mental Hedth as a Recovery
Center. This model was designed by and
for people who have lived experience of
mental health conditions and recovery with
the leadership, vision and inspiration pro-
vided by John Allen, Director for the Bu-
reau of Recipient Affairs of the New York
State Office of Mental Hedlth.

Community based mental health ser-
vices were created after people who had
endured unnecessary extended stays in
State Hospitals were discharged into the
community in the 1960s. Westchester
County became rich in outpatient, as well
as inpatient community hospital services,
to achieve the goals of helping people
avoid lengthy hospitalizations, decrease
occurrence of psychiatric symptoms, and
increase individuals community tenure.
Recovery was viewed as linear, that is to
say, individuals were expected to demon-
strate compliance with a higher, or more
restrictive level of care, in order to pro-

Cindy Peterson-Dana LMHC

gress to a “step-down” or less restrictive
level of service. The prevailing belief was
that if individuals experienced symptoms,
it was unlikely that they were ready for
work, school, or independent living. While
the community-based service system may
be credited with helping people decrease
inpatient hospital stays, it aso fostered
socia exclusion and dependence on the
mental hesalth system. As a result, many
people were segregated into mental health
settings and denied opportunities to create
meaningful lives within the community.
Today, our prevailing goal is not in-
creased community tenure, but of assist-
ing people as they create relationships and

meaningful lives in their own community
— in short, a commitment to authentic re-
covery. The Recovery Center model de-
rives from the accumulated wisdom gath-
ered from decades of efforts to establish
true partnerships between service providers
and service participants. The establishment
of a peer-run Recovery Center in Northern
Westchester County provides the truest
opportunity yet to avoid fostering unneces-
sary dependency on professionalized ser-
vices for people in recovery from mental
health conditions, while encouraging them
to live rich, sdf-determined lives in their
natural communities.

The Recovery Center model started as
part of New York State's Office of Mental
Hedlth's intention to move mental health
services toward a greater recovery focus
Recovery Centers are run by people who
have both professional training and their
own lived experiences of recovery. The
services provided expand on those tradi-
tionally provided by peers to include a
strong focus on making connections with
natural supports, including academic, rec-
reational, and spiritual communities, as
well as accessing needed healthcare,
housing, education, employment, mutual
support, wellness, self-help, and advo-
cacy. The goal of Recovery Centers is to
foster robust recovery, full community
integration, and a life beyond services.

You may know or work with people
who are stuck in services or have been on
benefits for years, who seem to have lost
hope or do not have a plan going forward
in their recoveries. The Northern West-

chester Recovery Network brings hope,
sparks interests, and supports people as
they take steps to move on to robust recov-
ery and complete lives in the community.
Recovery Specialists and Assistant Recov-
ery Specialists engage individuals around
the four key components of recovery: 1)
Connection and Peer Support; 2) Socid
and Recreational Activities in the Commu-
nity; 3) Economic Literacy and Self-
Sufficiency; and 4) Health and Wellness.

The Recovery Center is not a physical
facility; rather, we meet people where
they are through outreach and engage-
ment, supporting each individual on his or
her personal journey to recovery. We
strive to create an environment of trust
and mutual respect, encouraging people to
take risks and try new activities, bolstering
self-confidence and self-esteem. Whether
individuals have become dependent and
stalled through prolonged “programming,”
or have not yet had adequate opportuni-
ties, we will engage them and help them
to either find or rediscover their passion in
life. Perhaps they want a new place to live,
ajob, better relationships with friends and
family, or to take up a new hobby. Our
goal is to partner with them and help
make this happen.

Peer staff work with individuals to be
sure they are aware of and accessing the
entitlements and benefits for which they
are eligible. Since work and meaningful
activity are such a critical aspect of recov-
ery, staff help peoplefind jobs. Initially,

see Network on page 35
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Finding the Right Toolsfor the Job

By Peter Marino, MA,
Professional Clinician
Mental Health Association
of Rockland County, Inc.

s a provider of mentd health

services, offering a person-

centered approach to recovery

cals clinicians to not only be
flexible, but also abjective in order to sys-
tematically address the needs unique to
each individual. Recovery is not aways
smooth and positive. When a consumer is
marked as “high risk” the reasons for insta-
bility are particularly vita for selecting
which intervention would be best suited for
the individual and in the context of his or
her circumstances. Methods for personal-
ized recovery planning defend against re-
lapse and decompensation by accessing
strengths and controlling for limitations
recognized by the consumer.

Since characteristics of recovery typi-
cally constitute internal subjective cogni-
tive and emotional states of mental
healthcare recipients, it is difficult to
define and reliably measure recovery
with consistency. According to Fisher et
al. 2009, several scales have been created
to assess mental health recovery pro-
grams, including: Psycho-Social Well-
Being Scale (PSWS) (O'Hare et al.
2003); the Camberwell Assessment of
Need and Behavior and Symptom Identi-

Peter Marino, MA

fication Scale (Trauer and Tobias 2004);
Satisfaction with Life Scale (Test et al.
2005); Level of Care Utilization System
(LOCUS) (Sowers et al. 2005); Mile-
stones of Recovery Scales (MORS)
(Pilon et a. 2006), to name a few. The
goal of developing these scales were to
identify and standardize indicators that
represent meaningful changes in people’s
lives, such as employment status, fre-
quency of crisis, engagement with the
mental health system, and extent of

Search for Change has been rebuilding lives and strengthening
communities for more than 30 years and continuesto be a
major force that provides a safe haven for individuals
recovering from mental illness.

e Residential Services
e Career Support Services

115 E. Stevens Avenue - Suite 203
Valhalla, NY, 10595

(914) 428-5600 www.searchforchange.org

Since 1975

e Private Case Management
e 24 Hour Staff Support

meaningful roles in the community. Tra-
ditionally, providers have evaluated con-
sumers according to their level of com-
pliance with treatment and insight into
their illness. Pilon & Ragins (2007) as-
sert insight and compliance are poor in-
dicators because both do not predict en-
gagement in treatment. Consumers may
be highly engaged utilizing treatment
fully, but still not believe that they have
a mental illness. Or they may refuse rec-
ommended medications, while participat-
ing actively in other aspects of treatment
(i.e. group or individual sessions, or pre-
vocational training). It is the quality of
the relationship between a provider and
consumer that may best determine a con-

sumer’s level of engagement. For exam-
ple, for incidences when treatment is
involuntary (thus, absent of a working
relationship) long-term changes that
would signify recovery, either cognitive,
emotional or behavioral, often are not
achieved (Pilon & Ragins 2007).

Person-centered recovery involves pro-
gress in quality of life as it is defined by
the individual. Being aware of where indi-
viduals are in their recovery can highlight
challenges interfering with moving from
higher to lower level care. Each person
has the capacity to development their own
natural supports;, a potential maximized
by recognizing when to use the right tools
for the right person.

IR TRV STNEY I

FLALS LA I F LRI T LA T E LA T I

Mental health services for children, adults and families

140 RTE 303, Valley Cottage, New York 10989
845-267-2172

www.mharockland.org

When you or someone you love needs help...

WJCS offers comprehensive mental health services

Outpatient Treatment for People of All Ages

Specialized services for individuals with developmental disabilities

Intensive Community-based Services
for Children & Their Families

Learning Center for Children & Adults
Psycho-educational evaluations
Educational tutoring
Diagnostic evaluations for autism spectrum disorders

Geriatric Care
Continuing Day Treatment
Mobile clinical service
Case management

Social Clubs
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Recovering the Person in Treatment

By Richard Beauvais, PhD
Director
The Wellspring Institute

son-centered  recovery could
ell be reframed as recovering
the person; for isn't that what
treatment is ultimately about? At
Wellspring, a multi-service mental health
agency in Bethlehem, Connecticut, we
base our relational approach to treatment
and education on a multi-dimensional
concept of the person. We aso organize
our multi-modal residential programs for
children, adolescents and young adults to
address precisdly that.

In many treatment settings, an individ-
ual is provided with a psychiatric diagno-
sis and objectified as a particular disorder.
While useful for clinical practice, a diag-
nosis with its symptoms easily becomes a
label, defining the individual as an “it” or
object, rather than a “thou” or subject.
(Buber, 1957) | can't tell you how many
clinical summaries I've read that are de-
void of any sense of a person.

The cornerstone of Wellspring's rela-
tional approach is that inherent in each
individual is a wellspring of personal be-
ing that is unique, unrepeatable and im-
bued with spirit. Respect for the sacred-
ness and dignity of each individual pro-
ceeds from this belief. As the foundation
of our relational approach, personal being
is understood as a particular expression of

Richard Beauvais, PhD

all Being, which implicitly connects us
with one another and all other creatures.
We emphasize this as a core treatment
value, because there are forces within our
culture and society that would blur this
awareness.

The word person originated with the
Greek term, phersu, which depicted the
mask used in ceremonies of the cult of
Persephone, a goddess who symbolized

the seasonal aspect of fertility, because
she spent half the year above ground in
the light and the other half below ground
in the Underworld. Thus, the nature of
person was thought to be partly manifest
and partly hidden — both apparent and
mysterious.

In Roman times, the word evolved to
designate the mask through which an ac-
tor spoke his lines — hence, dramatis per-
sonae. Persona stood for the character
represented by the mask, as well as the
voice speaking through it, per-sonare, i.e.
through sound. Person in this sense is a
quality of being communicable through
expression. The late Fritz Perls, origina-
tor of Gestalt Therapy, agreed saying that
the truth of the person — the authenticity
of communication as personal — is in the
sound of the voice, not the content of the
words. This ring of truth — of the truly
personal — is what we listen for in our
Emotional Expressive Groups.

Historically, the concept of person
evolved from religious and theatrical con-
textsinto civic life. Here, its meaning was
altered to convey a special dignity associ-
ated with social stature and civic rights.
Women, children and slaves, for example,
were not considered persons. However,
with Cicero, the great Roman poet and
orator, the meaning of person was trans-
ferred from the exterior social sphere to
an interior and metaphysical meaning,
which pertained to al individuals regard-
less of status or function. Person was

used to denote that which is essential and
digtinctive in each individual, in contrast
to the humanity shared by all. Asaqual-
ity of being inherent and intrinsic to the
individual, person was no longer reduci-
ble to utility or number. (Schmitz, 1997)

Finally, another Greek term, pro-

sopon, was also incorporated into the
meaning of person. It emphasized the
human face and the experience of inti-
macy with self and other through face-to-
face encounter and exchange; hence, the
source of the familiar phrase “up close
and personal.” (Schmitz, 1997)

Each of these five lines flows into the

meaning of person, and each informs how
we engage our clients in a process of per-
soN recovery:

Both apparent and mysterious;
Communicable through expression;
Of dignity and deserving of respect;

Essential and inherent to each and
every individual;

A quality of intimacy shared between
individuals.

What we need to become aware of is

that a fundamental shift of emphasis oc-
curred historically, which tended to

see Recovering on page 37

Mental Health and Addiction Recovery: A Comparison

By Naomi Weinstein, MPH, Director,
Center for Rehabilitation and Recovery,
Caalition of Behavioral Health Agencies

hree months ago, | accepted a
new position as Director of the
Center for Rehabilitation and
Recovery at the Codlition of
Behaviora Health Agencies. During the
interview process, | was asked about my
understanding of mental health recovery
as it related to addiction recovery (an ap-
propriate question, since | was then work-
ing for a large drug treatment organiza-
tion). | was very interested in the job, and
wanted to show my interviewersthat | had
a strong recovery orientation, and that my
knowledge of substance abuse would be
applicable to the mental health world. So |
talked about the many similarities be-
tween these two kinds of recoveries.

| must have demonstrated an appropri-
ate understanding because | landed the job.
And since I’ ve started, I’ ve been asked this
same question many more times. How is
mental health recovery different from ad-
diction recovery? Are they the same thing?
Now my answer is alittle different. Now |
say, “it's complicated.”

A good place to start looking at this
issue is to focus on the problems them-
selves. Both addiction and mental illness
are brain diseases that affect behavior, atti-
tudes, moods, and cognition alike. Both are
profoundly stigmatized and those who

struggle with these issues too often deal
simultaneously with socia isolation, pov-
erty, family estrangement, unemployment,
and aloss of socid status both at home and
in the community. Many end up treated
more like children than adults — people
unable to make their own decisions or have
control of their fate. Recovery representsa
stark contrast to thisredlity.

Recovery is a multi-purpose word.
There is economic recovery, post-disaster
recovery, and of course, recovery from
illness. When we talk about recovery in a
health context, we are referring to an

acute condition — a bout of pneumonia or
a broken leg. In these cases, we are talk-
ing about a return to a state of good health
following illness or injury. When we want
to apply this same idea to a chronic condi-
tion, we opt for words like “remission” or
just “hasit under control.”

To recover can also beaverb, and it is
in this sense that it may be more applica
ble to behavioral health situations. To
recover can mean to get something back
that was lost — such as when we recover
stolen property. So from the perspective
of mental illness or addiction, recovery

can refer to getting your life back, living a
post-diagnosis life beyond the narrow
confines of theillness.

There are many overlapping featuresin

mental health and addiction recovery -
SAMHSA actually lays out 10. Leading
the charge is hope — the idea that tomor-
row may bring something better. And
there is empowerment — feeling like you
have the agency to make your own deci-
sions, to be in control of where you are
headed, and to take a stand when you
don't like where things are going.

Recovery recognizes that people are

multi-faceted. The symptoms of the ill-
ness are only one part of the picture.
There are strengths, interests, and priori-
ties. So the person with schizophrenia
may also be a first-rate writer or a music
lover, have a close relationship with fam-
ily, or be a valued employee. And the per-
son who has struggled with acohol in the
past may now be a drug treatment coun-
selor, church member, or community advo-
cate. The symptoms and the illness are a
part of the person, but not the entirety.

Treatment can be a starting point for

recovery, but it is not the end. The behav-
ioral health system has developed a sophis-
ticated continuum of care that includes
intense episodic residential services at one
end, and ongoing community based recov-
ery services at the other. In the addiction
world, there are 12-step programs,

see Comparison on page 37
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The Importance of Public Policy Advocacy for People in Recovery

By David Sanders, Board Member
United States Psychiatric
Rehabilitation Association

here is a quote | often think of
when considering the impor-
tance of being at the table where
decisions are made. Senator
Tom Harkin from lowa once said “If you
are not at the table, you are on the menu.”
| believe this is especially true for deci-
sions made in regard to policies affecting
people in recovery from menta health and
addiction issues. As a person in recovery
myself, 1 make it a priority to be more
knowledgeable about public policy and
how that will affect my life, and also the
lives of my peers.
| got involved in public policy advocacy
eleven years ago, and it has been a passion
of mine ever since. | was fortunate enough
to have some great mentors that had years
of experience doing grassroots public pol-
icy advocacy. | came to the realization that
many times policy makers redly are look-
ing for information on behavioral hedlth,
because that is not their expertise. Most of
them are very open to suggestions regard-
ing mental health and addiction policy.
They aso like to aign themsalves with
grassroots advocacy which helps their im-
age in the community.
Strategy is important when conducting
public policy advocacy. Knowing when
and where to deliver your message, and

how to craft that message is crucial. Over
the years | have picked up some “habits’
from my mentors and from experience
that | practice when considering tacking a
public policy issue. A good foundation for
your advocacy will be to familiarize your-
self with the legidlative process, and with
any dlies and decision makers at your
local level. The “habits’ as| cal them are
listed below.

1. Investigate. Look into what the policy
makers are considering, what do your

peers and alies think are the issues, and
look for issues being considered that fit
into your priorities.

2. BEvduate. Evaluate the advantages and
disadvantages of being proactive or reac-
tive on every issue. An example of a proac-
tive strategy is taking action when a piece
of legidation is introduced or advocate for
introduction of the legidation. A reactive
approach is monitoring legidation and
taking action if the legidation is taken up
by the decision making body. Remember,

you may choose to be proactive on some
issues and reactive on others.

3. Defend Y our Position. Gather materias
that you will need to back up your posi-
tion. Consider factors such as who might
challenge it and why, and who will sup-
port the issue and why. Consult with your
allies when forming a position, and make
sure they stay involved throughout the
process.

4. Educate Y ourself. Familiarize yourself
with the structure and policy making
process of your local decison making
body. Know which representative on that
body is responsible for representing you
and your local community. Listen for
what the elected officials care about, and
who the key players are. Know what your
role as an advocate is in the process, and
where you fit in. Keep in mind factors
such as who is running for re-election in
the near future and relationships between
various decision makers.

5. Develop a Plan. Identify issues that are
important to you and your alies. Identify
Individuals who will support your posi-
tion, and know who will oppose it and
why. ldentify coalitions and groups that
will support your position, and consider
what their priorities are. Work together
with your alliesto develop a position and

see Public Policy on page 33

Human Development Services of Westchester

Human Devel opment Services of Westchester is a social service
organization providing quality psychiatric, rehabilitative, residential
and neighborhood stabilization services in Westchester County.

HDSW s dedicated to empowering the individuals and families we
serve to achieve well-being. The mission is accomplished through
the provision of housing, vocational services, case management,

community support, and mental health rehabilitation services.

HDSW - Main Office
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(914) 835-8906

HOPE House - Clubhouse
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Recovery from Mental Illness:

Consumer Readinessasa Driving Force

By Peter D. Beitchman, DSW, LM SW
Chief Executive Officer
The Bridge

n this account, I'm sharing our ex-

perience at The Bridge, the New

York City non-profit mental health

rehabilitation agency, to illustrate
the key role that consumers play in mov-
ing service providers to a recovery/
rehabilitation orientation.

The Bridge was created in 1954 by a
group of seriously mentally ill men and
women who had been in the hospital to-
gether and who were among the first
group of “patients’ to be given prescrip-
tions for the brand new “miracle drug”
Thorazine and summarily discharged
from the hospital. The group found that
there was little waiting for them back in
the community, other than the follow-up
appointments they were given at the time
of their discharge which directed them to
alocal hospital to have their prescriptions
refilled. They did something unexpected,
athough perfectly logical given the lack
of supportive services; they created their
own supportive program, The Bridge.

For 15 years, from 1954 to 1969, The
Bridge operated as a kind of psychosocial
club, with an emphasis on the “social.”
Once a space was leased thanks to the
fundraising efforts of some dedicated vol-

Peter D. Beitchman, DSW, LM SW

unteers, the “members’ had a place to
socidlize together, sharing meals, cele-
brating holidays and birthdays, playing
cards, having invited guest speakers re-
count their foreign travel adventures.
During this time, there were no mental
health professionals involved; just the
members and supportive fundraisers.

This changed dramatically in 1969
when the group decided to accept its first

government contract to provide services
to the flood of people being discharged
from State psychiatric centers. Located on
the Upper West Side, The Bridgewasin a
neighborhood that was heavily impacted
by the deinstitutionalization because it
contained many welfare hotels and SROs.
By the late 1960s, more than 3,000 people
discharged from state psychiatric centers
filled the SROs or were homeless in the
streets. Little wonder then that the State
Office of Mental Health reached out to The
Bridge with its offer of government fund-
ing to respond to the overwhelming need
for services and supports.

With its first contract, a royal sum of
$17,500, The Bridge hired its first mental
health professionals, including: an Execu-
tive Director, Social Worker, Group Psy-
chotherapist and a Psychoanalyst. For the
next 20 years the agency was focused on
two mgjor activities. From his psychoana-
lytic background, the Director brought the
theory of the day: that mental illness was
caused by impaired family relationships
(blaming mothers most specificaly). Fol-
lowing this theory the Director developed
the idea of the “second chance family,” in
which Bridge staff would provide a cor-
rective experience to consumers by being
“good parents.” This idea was expressed
in a paternalistic way in which staff mem-
bers were parents and consumers were the
loved and cared for children.

The second idea that the Director brought
was from social work: the need to focus on
and address the consumers' basic needs: for
food, clothing, a safe and supportive place
to be, for entitlements, benefits and, be-
ginning in 1979, for quality housing.

This paradigm, in which the consumers
were viewed as the children, the staff as
parents and the relationship between them
consisted of staff nurturing and taking
care of consumers lasted for almost 20
years until the late 1980s. The paradigm
shift that occurred then was led, not by the
staff, but by the agency’s consumers.

In 1987, a group of consumers pre-
sented themselves to express a problem:
they were bored. According to them, they
were benefiting from al that the agency
had offered them: securing their entitle-
ments, providing a 365-day-a-year pro-
gram with a variety of groups and activi-
ties that they had participated in, and pro-
viding quality housing. While they were
certainly appreciative they were aso
bored. They asked what else the agency
might have for them. When asked what
they might want, they became quiet. Fi-
nally a member of the group said “how
about work?”’

While the concept of work had always
been on the radar, the agency had an atti-
tude toward work that reflected

see Readiness on page 34

Making Recovery More Than Just aWord

By Connie Williams Neils,

Magaly Polo, and Josephine Wong
New York City Department of Health
and Mental Hygiene (DOHMH)

ver the past 50 years, the men-

tal health system in New York

City has evolved from a sys

tem of dependent care to a
more person-centered system. But there is
till much work to be done. Employment
rates for people living with menta illness
are ill abysmally low....unemployment
for people with menta illness is three to
five times higher than those without men-
tal illness and one third to one half live
below the poverty level.

How do we make recovery more than
just a word? The New York City Depart-
ment of Health and Mental Hygiene
(DOHMH) struggles with this every day.
We've created committees, hosted train-
ings, built consumer advisory boards, and
funded peer services, yet building arecov-
ery-oriented system of care remains an
enormous challenge. We are faced with
deconstructing many norms and bounda-
ries that have been built over decades.
Funding streams have been created to
support service silos rather than integrated
care and we have mgjor deficits to over-
come in equal access to opportunity, inte-
gration and sdf-sufficiency in the forms
of unemployment, homelessness, incar-
ceration, poverty, and stigma.

SAMHSA's definition of recovery is a
“process of change whereby individuals
work to improve their own health and
wellness and to live a meaningful lifein a
community of their choice while striving
to achieve their full potential.” Many of
the programs we fund and oversee
throughout the City ranging from suppor-
tive housing to Assertive Community
Treatment (ACT) and psychosocia clubs
are making dramatic improvements in
becoming more recovery-oriented; but
this requires, for many, a paradigm shift.
DOHMH has begun including recovery
language in every program that we fund
requiring that programs “increase the indi-
viduals' capacity to manage their health &
wellness, live a sdf-directed life, and
reach their fullest potential by providing
consumer directed, recovery oriented ser-
vices.” Now we have to measure our pro-
gress through increased employment
rates, increased income levels, housing
stability and independence, community
integration and improvements in health
and wellness.

The Department has committed to
achieving these outcomes by supporting
programs through that paradigm shift.
We are beginning to help programs assess
their own recovery-orientation using an
adapted tool by Dr. Mark Ragins. Our
intent isto get a better picture of recovery
“on the ground”... how programs are im-
plementing recovery-oriented practices in
concrete and measurable ways. This in-

cludes domains such as: A welcome and
inclusive environment; Service treatment
choice; Participation in program manage-
ment; Focus on education and employ-
ment; Focus on housing; Involvement in
the community; Growth orientation; and
Quiality of life.

This tool encourages the transforma-
tion of a program by focusing on relation-
ships rather than traditional treatments.
The tool is intended to be low burden, is
interview based and completed over time.
In selecting this tool, the Department con-
ducted extensive research, consulted ex-
perts, and identified many instruments.
We looked for those with sensitivity to
change that would provide valid, reliable
measures, longitudinally track improve-
ments in recovery practices within agen-
cies (e.g. at baseline and again in 5 years),
identify areas where agencies need techni-
cal assistance, and compare scores across
different program types or agencies. We've
now piloted this tool at severd programs
and are hogting training in February con-
ducted by Dr. Ragins. As a benefit of this
research, DOHMH has a compendium of
instruments that will support agencies,
providers and individuals.

Asapublic health department, we seek
out and identify best and promising prac-
tices worldwide. We engage experts from
around the globe to better learn and un-
derstand what is working in other places
and to import, adapt, implement and
evaluate them herein New York City. We

recently did so by identifying Intentional
Peer Support (1PS) and the Need Adapted
Treatment Model (NATM) to incorporate
into Parachute NY C, a continuum of crisis
services that DOHMH is building.

IPS was developed originally in New
Hampshire through the work of Shery
Mead and NATM began in Finland. Both
models have expanded significantly since
their inceptions. Parachute NYC will
practice these models together for the first
time and will use a mixed staffing pattern
of clinicians and peers. Both models em-
brace recovery. “IPS is a way of thinking
about and intentionally inviting power-
fully transformative relationships among
peers. Participants learn to use relation-
ships to see things from new angles, de-
velop greater awareness of personal and
relational patterns, and to support and
challenge each other as we try new
things’ (www.intentional peersupport.org/
whatisips.htm).

NATM is a non-hierarchical approach
to working with people experiencing psy-
chosis that emphasizes communication,
relationship, tolerance of uncertainty and
reliance on an individual’s “family” net-
work rather than service providers. Addi-
tionally, Dr. Peggy Swarbrick is designing
a new curriculum to train peers as Health
Navigators in order to help link Parachute
participants with primary and preventive
care and promote wellness.

see Word on page 34



MENTAL HEALTH NEWS ~ SPRING 2013

visit our website: www.mhnews.org

PAGE 31

The Family Rolein Recovery:

Understanding the lllness and Embracing the Process

By Wendy Brennan, MS

Executive Director

National Alliance on Mental |lIness

of New York City (NAMI-NYC Metro)

he fear and distress are unimag-
inable when serious menta ill-
ness strikes families. They be-
come confused when their loved
one acts in an erratic or unfamiliar way
and may feel helpless when a child or
adult refuses treatment. New concerning
behaviors emerge, and aspects of their
loved one' s personality may seem lost.
Families often feel anxious and bear
feelings of guilt that they are the cause of
the problem. Denial of the illness is a
natural response at first. Grief and recog-
nition follow with the reality that this is
an illnessthat is hereto stay. Families are
an extremely important component of the
recovery process, and their roles are com-
plex. Families need to learn how to mean-
ingfully participate in recovery and realize
that their acceptance will positively im-
pact how aloved one responds.

Understanding Consumer-Defined
Recovery

“The common clinical definition of
recovery often implies something akin
to a cure,” states Lisa Dixon, Director
of the Center for Practice Innovations at
the New York State Psychiatric Insti-
tute. The prevailing, if unspoken, view
is that this type of recovery is rarely

Wendy Brennan, MS

possible for people with serious mental
illness. The consumer-focused recovery
involves a state of hope, empowerment,
and personhood, resembling more of a
process than an end-state or an out-
come. Dixon explains that “the research
world has just started to connect with
the challenges posed by the consumer
perspective on recovery.” According to
Dixon, shared decision-making models,
clinical partnerships, and peer-based
programs may provide a solid frame-
work to promote recovery in clinical
care.

Managing Expectations and Stress

Eric Leventhal, a senior social worker
at the outpatient clinic at Bellevue Hospi-
tal, a private practice psychotherapist, and
Board member of the National Alliance
on Menta Illness of New York City
(NAMI-NYC Metro), explains that
“families need to be educated about the
illness and learn how to communicate
effectively with their loved one in order to
foster better results.” According to Leven-
thal, just being involved is not enough,
unless it’s the right kind of involvement.
Effective involvement is not always easy
to achieve, especially when families place
high expectations on their loved ones.

“There needs to be an understanding
among families that individuals who are
mentally ill may not want the same things
that healthier people want and may be
happy living asimple life,” he states. Cer-
tain behaviors are often difficult for fami-
lies to understand, however, families must
try to accept that individuals struggling
with mental illness may not be connected
to their environment the way healthier
people are and may live life differently. It
also does not mean that the family or the
family member with mental illness is a
failure,” explains Leventhal .

Besides managing expectations, fami-
lies must learn how to minimize stress. “It
can often be stressful for a family living
with an individual who is mentaly ill,
which brings a lot of emotions to play in
the household. If you keep the emotional
temperature in the house low and remain

calm, the individual who isill will usually
respond much better,” says Leventhal.

Michad Andersson, a NAMI-NYC
Metro Peer-to-Peer course facilitator and
an adult consumer with a dual diagnosis of
bipolar disorder and PTSD, recalls his days
of living with his family: “It just brings out
all the bad habits and with the illness on
top of that, it is just a nightmare.” Fortu-
nately for Andersson, his family eventualy
enrolled in NAMI's Family-to-Family
course. “It was a huge transition for them
once they completed the course. They fi-
nally had an understanding of my illness
and stopped blaming me. It was a huge
relief,” Andersson explains.

Acceptance Through
Education and Support

It's true that those families who recog-
nize the importance of educating them-
selves will eventualy learn that mental
illnesses are biologically-based brain dis-
orders, and just like any physical illness,
there are signs to look for. Until the bio-
logical basisis understood, however, feel-
ings of anger, guilt, and denial will prevail
and acceptance of the illness will remain
difficult.

Acceptance certainly took some time
for Deniece Chi-David, NAMI Basics
coordinator, whose daughter was diag-
nosed with bipolar disorder as a child.
“Within the Latina culture, the stigma
within my family was so strong. It took

see Family on page 33
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who want additional support while work-
ing. It gives people an opportunity to
meet with their counselor twice a month
to discuss any issues they are having,
which may possibly compromise their
recovery and employment.

Peers employed by Federation empha-
size the role that employment plays in
their recovery. Some have reported it
gives them a reason to keep moving for-
ward and gives their life meaning. For
others becoming self-sufficient provides
feelings of pride they never felt before.
The importance of helping othersis a key
for many peers in their perception of job
satisfaction and recovery. Peers believe
that their experience in the mental health
system has helped them develop their
practice as professionals. Their experi-
ence varies. Some people now working

Free Programs for Parents & Caregivers

of Children & Adolescents

NAMI Basics Family-to-Family Support Groups Parent Matching Program
“Your Child’s Mental Health” Lunchtime Conference Call Series

www.naminycmetro.org

have experienced long term psychiatric
hospitalizations and resided in state run
housing programs. They know what
worked for them and what hindered in
their recovery. This knowledge shapes
their interactions with residents and cre-
ates a trusting relationship. Peer workers
offer a dynamic presence in staff and
treatment team meetings. Peer specialists
share experiences with the non peer staff.
This helps all staff understand another
perspective and informs their practice.
Through their own struggles in the mental
health system peer workers truly strive to
enrich the lives of the people with whom
they work as they enrich their own ex-
perience of recovery.

For moreinformation regarding Fed-
eration programs consult our website:
www.fedoforg.org or call Tracy Falkner,
Director of Community Services at (631)
447-6460 or TFalkner @fedoforg.org
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Recovery 101 from page 21

our clients the best-case scenario was a
niche in our insular community—having
good friends here, a daily structure, and
some responsibility. Even when clients
had been “thrown away” by society or by
their families, they were valued in our pro-
gram. We had a warm community, and
many clients stayed in it for years.

What PROS offers is the opening of a
window to the life beyond our community,
beyond serious mental illness and lifelong
treatment settings. And that makes a huge
difference. For many people, the light and
air coming through that window has been
transformative. There is a new feeling
that someone can get back to or create a
normal lifein spite of lifelong illness.

Many of our participants, however, are
not on board with recovery. When asked
about their goals for the future, they may
only parrot the old, politically-correct-at-
the-time message, “My goal is to stay out
of the hospital, take my medication, and
come to program every day.” All efforts
to encourage something more are re-
buffed and may even feel—to both par-
ties—like staff is harassing the person.

There is no easy answer to the conun-
drum of motivation, especially for people
who have been in the old mental health
system for many years. The recovery
model offers some guidelines, and we
have developed some on our own.

One subset of apparently unmotivated
PROS participants are those who are se-
verely withdrawn, almost uncommunica-
tive, ensconced in their own world. They
are not able to clearly state a life goal in
PROS and may not be able to communi-
cate much at al. We have a four times
weekly group called Developing Focus,
which creates a safe space within the lar-
ger program for these participants to be-
gin to look outside themselves, to learn
basic communication skills, to start seeing
themselves as able to direct their own
lives. Perhaps that may begin by choosing
the activity of the group for the day, or the
destination of awalk in the community.

Another initiative in the PROS pro-
gram that has helped to throw open the
window is the vocational program, which
requires us to help people find jobs, using
the Individualized Placement and Support
(IPS) approach, an evidence-based prac-
tice, something the previous CDT and
IPRT weren’t authorized to do. The effect
on the community of seeing peers getting
jobs has been inspiring, and we expect
this influence to grow as more partici-
pants go out to work.

Finally, we have hired a worker who
has peer specidist training and life experi-
ence of mental illness, and we expect that
this will also contribute to an atmosphere
of hope and potential. This worker can not
only be arole model, but can provide spe-
cific information about recovery from the
perspective of one who' s been there.

Neither staff nor participants are sure
that we fully trust the larger world outside
our small community. Will there be jobs
for “our” people—the Bronx has the
highest unemployment rate in the state
(11.8%, according to the November 2012
report from the state Department of La
bor)? Will the world out there tolerate our
people’ s sometimes severe idiosyncrasies
and understand that they are not evidence
of dangerousness? Will our people be
stigmatized and treated poorly out there?

The recovery moded tells us that these
challenges are the price of freedom, and
that people with mental illness, like all of
us, can take the risks and survive and
thrive, perhaps with some help from pro-
grams like PROS.

For more information on JBFCS
Bronx REAL PROS program, contact
Intake Coordinator Laura Salamone:
718-931-4045, x247.
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Advocacy from page 12

More generdly, let’ s not forget that fear
generates awillingness to erode civil liber-
ties. Democracy can only be preserved if
we tolerate the hazards of freedom.

Third, saying that the American men-
tal health system is terribly inadequate
ignores al the progress that has been
made. Those of us who have been mental
hedlth advocates over the past 30-50
years have contributed to vast improve-
ments in the mental health system. Every-
one should read Better But Not Well, a
wonderful book by Richard Frank and
Sherry Glied (who is now Assistant Sec-
retary of HHW), which documents the
fact that more people are getting more
effective mental health treatment now
than ever before? Of course, as the
book’s title implies, more improvements
are needed, but when we overstate the
flaws of the current system, we discour-
age any rationa policy maker from put-
ting more money into the system. If in-
creased spending has not resulted in a
better mental health system, why spend
even more?

Fourth, headlines—and the fears they
generate—fade quickly. Determination to
improve the mental health system turns to
disinterest in the blink of the next poaliti-
cal scandal, fiscal cliff, or threat of terror-
ism. Effective advocacy over time takes
persistence and needs reasons for change
that go far beyond fear of rare heinous
acts.

Fifth, these are dangerous times for
health and human services in the United
States. Conservatives are determined to
force cuts in federa discretionary spend-

ing and entitlements. That means cuts to
Medicaid—the major source of public
funding for mental health—and to Medi-
care, which will become a more impor-
tant source of funding as America ages.
Is threatening the American public with
murders by people with severe mental
illness the way to fend off these cuts? |
don’t think so.

For al these reasons, | personaly am
opposed to playing on irrational fear to
gain ground for mental health services.
Of course, as I've said, sometimes it
works. So, | could be wrong, and over the
years I've become a bit less mordistic
about going thisway. But | till hope that
community mental health advocates will
ask seriously whether occasiona, horrible
acts by people with serious mental illness
should be seen as an opportunity to trum-
pet the need for more and better mental
health services or as a temptation to be
resisted.

Michad B. Friedman, MSW retired as
Director of the Center for Mental Health Pol-
icy and Advocacy of MHA of NYC in 2010.
He till teaches health and mental health pol-
icy at Columbia University. His writings can
be found at www.michadbfriedman.com. He
can bereached at mbfriedman@aol.com

Footnotes

1. Nidlssen, O. et d. “Homicide of Strang-
es By People With A Psychotic Condi-
tion,” Schizophrenia Bulletin, 2011.

2. Frank R. and Glied S., “Better But Not
Well: Mental Health Policy In The United
States Since 1950,” JHU Press. 2006

Transition from page 18
Other questionsto ask will be:

- Does the state’'s proposd fairly require
that providers at each level of care will
only be held accountable for outcomes
which lie clearly within their span of con-
trol? That is, will the MMCOs be alowed
or denied the opportunity to shift respon-
sibility without acting as partnersin clini-
cal problem solving?

- Does the proposal recognize that the
current criteria being utilized by Medi-
caid MCOs are ill suited for making care
determinations when addressing the needs
of the SPMI population, as they are meant
to evaluate acute care situations appropri-
ate to the oversight of patients utilizing
only limited behavioral services?

- Do the state’s contracts incorporate
safeguards which would protect persons
with SPMI if MCO services are com-
pletely carved in and do the contract met-
rics required of MCOs make improved
clinical and financial outcomes more
likely? For example, will the state require
that any savings, if there are any, in the
behaviora premium be reallocated to con-
sumers with these problems or will these
dollars be reallocated to the general health
system as has happened in other states?
Will the state track how often SPMI pa
tientsend up in jails or prisons as aresult of
inadequate treatment or poor coordination?

- Do the service deliverables include the
essential services considered necessary to
improved outcomes for persons with

SPMI? At a minimum, the array of ser-
vices should be no less than those cur-
rently available to persons with SPMI.

- Does the state describe a mechanism by
which MCO coordination with al of the
social service agencies and entities, like
school systems, corrections, juvenile ser-
vices, housing agencies, etc., is assured?
Most genera Medicad MCOs are not
familiar with the broad array of support
services that are provided to many seri-
oudly ill patient with behavioral problems.

- Does the state require that the MCOs
hire MHSUD clinical and administrative
staffs that have proven expertise in man-
aging the SPMI population?

If the proposed system is to serve per-
sons with SPMI well, advocates should
only be satisfied if these and other tar-
geted questions are asked and affirma
tively answered. Some of these questions
can be answered now before rolling the
dice and transferring all patients if the
state would require the MMCPS to pro-
duce clinical and financial data on how
well their current population of patients
with these problems are being handled.

Barry B. Perlman, M.D. is the Direc-
tor, Dept. of Psychiatry, Saint Joseph’s
Medical Center, Yonkers, N.Y., a past
President of the New York State Psychiat-
ric Association, and past Chair, NYS
Mental Health Services Council. Henry
Harbin, MD, a psychiatrist, is a Health
Care consultant and former CEO of Ma-
gellan Health services.
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Family from page 31

me a long time before getting my daugh-
ter proper services and treatment because
my family didn’t believe in it and blamed
my daughter’s condition on me not disci-
plining her enough,” she recalls.

According to Chi-David, families need
to understand that support systems are
important, but it doesn't mean that they
have to be limited to immediate families.
“There's this mentality that families need
to rally around each other when a loved
one is physicaly ill. But, if the stigma
surrounding mental illness exists within
families, it is OK to reach out to friends,
church groups, even total strangers as
support systems,” says Chi-David.

“l don't know how families get
through without the support and the
knowledge base,” states Jennie Megibow,
a socia worker and NAMI Family-to-
Family graduate whose adult son has
schizophrenia. For Megibow, the most
valuable information she gained was
learning to communicate in a way that her
son understood her. “You have to be non-
threatening, encouraging, and have a sense
of humor. If | didn’t have a good sense of
humor, | would be lost,” she states.

The Crucia Role of the Family
in the Hospital Setting

Support systems can be particularly
helpful when families experience the hos-
pitalization of a loved one. During this

Public Palicy from page 29

create a plan that is specific, and assigns
activities and roles to team members.
Activate your alliance through consistent
and frequent communication. Make sure
everyone understands their responsibili-
tiesin the plan, and be certain everyoneis
on board to implement the plan on sched-
ule. As part of consistent communication
aways follow-up, monitor and report pro-
gressto the group.

6. Take Action. This is where all you're
planning comes into practice. Implement
the actions you identified in your plan
such as making appointments for face to
face meetings with members of the deci-
sion making body. You may aso decide
to write letters or e-mails, make phone
calls and distribute any materials such as
position statements that you have devel-
oped. Whatever the plan is, implement it
fully and keep to timelines and other de-
tails in the plan. It is aso helpful to re-
main flexible, because the plan may need
to be changed at a moment’s notice when

time, families need to recognize that they
contain valuable information about their
loved ones and are able to separate them
from their illness. “The hospita stay is a
critical time for families to get involved
and to provide information to the treatment
teams, such as history of behaviors or what
types of responses they may haveto certain
medications,” explains Leventha. Hospi-
tals are busy, high-stress places, and fami-
lies need to remain assertive. It's difficult
to continually follow-up and ask questions
or take the time out of a workday to come
and meet with trestment teams, but it's a
vital part of the recovery process and learn-
ing how to effectively advocate for aloved
onewill go along way.

“Families can serve as valuable con-
tributors after an initial history is taken,”
states Patti Sacher, a NAMI Family-to-
Family course facilitator and the mother
of an adult consumer who has been hospi-
talized eight times since 1989. “Families
must be attentive and aware of the fact
that during the hospitalization of a loved
one, an exact diagnosis is often difficult,
and effective medications can take time to
find, often change, and can have strong
side effects,” she explains. Families need
to know that some people with serious
mental illness are unable to accept their
illness, which is actually a symptom of the
illness itself. “No one with lack of insight
suddenly gains insight during a three, six,
or even eight week hospitalization,” ex-
plains Sacher. Many times, this ‘lack of
insight’ will lead to non-adherence to treat-

ment, which many families find extremely
challenging. “Once families do gain better
understanding, hospitalizations can provide
vital sabilization and an opportunity to
begin the process of recovery, but it takes
time,” she says.

Time Matters

The element of time plays an important
role during the recovery process for fami-
lies. It is not uncommon when loved ones
are first diagnosed that family members
believe that once they are given the medi-
cation they will be OK and be able to con-
tinue on with their daily lives. Often fami-
lies need to rethink expectations of a quick
recovery and understand that there may be
permanent changes in some treasured as-
pects of persondity and motivation, but
that does not mean that recovery is not
possible. Families need to be patient. With
effective outpatient treatment, therapy,
time, and, of course, knowledge, families
will see their loved ones begin to heal.

Sibling Involvement

Families can learn to integrate their
loved ones' mental illness into their lives
without having it take over, and siblings
can play an important role. “The sibling
relationship is unique because it's the
longest relationship a patient will have.
It's comforting for people with mental
illness to know that someone else is going
to be involved in their care when their

parents are no longer around,” states Lev-
enthal. While some siblings choose not to
be involved at al, many families have
found ways to assign roles to each mem-
ber of the family so that one person does
not take the entire burden.

While siblings play an important role, the
parents of multiple children must recognize
that different treatment is needed for those
with mental illness and those without.

“As a parent, you work within your
family to accommodate the needs of your
child, which is very difficult if you have
other children. It took me five years of
living with my daughter to realize that |
couldn't parent her the same way that |
did with my older daughter,” explains
Karen Jacoby, NAMI Basics facilitator
and mother of achild with bipolar 1.

The Bottom Line

There is strong evidence that shows fam-
ily participation in the care of individuds
with mental illness contributes to improved
consumer and family outcomes. Unfortu-
nately, family participation does not occur
in the mgjority of cases of adult consumers.
When mentd illness strikes a family, the
absence of knowledge drives unreasonable
expectations regarding recovery and accli-
mation. This underminesthe sufferers’ very
fragile sense of sdlf and hinders the treat-
ment process. Effective engagement will
only come once families educate themsalves
and learn ways to meaningfully integrate the
illnessinto their everyday lives.

On Behalf of the Board and Staff of Mental Health News
We Wish to Send Our Thoughts and Prayers
To the Residents of the Communities

Ravaged by Hurricane Sandy

Stay Strong During These Enormoudy Difficult Times
We Are All Behind Your Incredible Efforts

lraH. Minot, Executive Director
David H. Minot, Associate Director

your issue begins to take shape. Your
plan aso may include strategies such as
organizing a community meeting, and
asking allies to assist with a phone tree or
letter writing campaign. If you have met
with a policy maker and you committed to
sending additional information to anyone
do so immediately.

7. Follow Up. This is one of the most im-
portant habits. Many times we all get so
busy with the action part of the plan that
we forget to follow up with descion makers
and allies on what the final outcome of all
the planning and activity was. Sending
thank you letters to policy makers regard-
less of the outcome may pave the way for a
future collaborative relationship. Always
inform your alies of the outcomes of your
activity, and celebrate successes.

| believe that we will see many pro-
posed changes to behavioral health pol-
icy at both the state and federal level
within the next year. This is due to sev-
eral factors including further implemen-
tation of the Affordable Care Act (ACA),

and reactions by lawmakers to recent
acts of violence around the nation. With
society and the media inaccurately link-
ing acts of violence to mental health is-
sues, the stigma is worse than ever. Re-
search tells us that people with mental
health issues are more likely to be vic-
tims of violence, not perpetrators. The
general public has such a misunderstand-
ing and lack of knowledge around mental
health issues that fear is the ultimate re-
sponse. Both of these issues are critical
for individuals in recovery to take action
on. We must support behavioral health
parity to improve access to mental health
and addiction services. We must ensure
that policies that govern involuntary civil
commitment provide a full measure of
due process, and protect the human and
civil rights of people experiencing men-
tal health issues. We must also include
community based alternatives to civil
commitment such as peer ran respite
centers to address the issue of mental
health crisis.

Anytime loss of liberty such as civil
commitment is a stake we must make sure

there is due process, and that the assess-
ment of the need for involuntary treatment
is based on imminent risk of harm to self or
others. Such standards for civil commit-
ment should not include criteria that are
based on a prediction that an individua
may become violent at an indefinite time in
the future; a supposed "lack of insight" on
the part of the individual, which is often no
more than disagreement with the treating
professional; assumption that there is a
potential for deterioration in the individ-
ual's condition or mental status without
treatment; or an assessment that the indi-
vidual is "gravely disabled" or “not able to
carefor one' s sdlf.”

People in recovery must unite and initi-
ate conversations with policy makers that
lead to action for improving their quality of
life, protecting their human and civil rights,
and build strong communities. Policy mak-
ers must value and seek input from the
recovery community on policies that im-
pact our lives. Together we can create and
implement public policy that builds and
strengthens communities that are recovery
informed and oriented.
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SAMHSA from page 1

Community: Relationships and social
networks that provide support, friend-
ship, love, and hope.

Guiding Principles of Recovery

Recovery emerges from hope: The belief
that recovery is real provides the essen-
tial and motivating message of a better
future — that people can and do overcome
the internal and external challenges, bar-
riers, and obstacles that confront them.

Recovery is person-driven: Self-
determination and self-direction are the-
foundations for recovery as individuals
define their own life goals and design
their unique path(s).

Recovery occurs via many pathways:
Individuals are unique with distinct
needs, strengths, preferences, goals, cul-
ture, and backgrounds (including trauma
experiences) that affect and determine
their pathway(s) to recovery. Abstinence
is the safest approach for those with sub-
stance use disorders.

Recovery is holistic: Recovery encom-
passes an individua’s whole life, including
mind, body, spirit, and community. The
array of services and supports available
should be integrated and coordinated.

Recovery is supported by peers and al-
lies: Mutual support and mutua aid
groups, including the sharing of experi-
ential knowledge and skills, as well as
social learning, play an invaluablerolein
recovery.

Recovery is supported through relation-
ship and social networks: An important
factor in the recovery processis the pres-
ence and involvement of people who
believe in the person’s ability to recover;
who offer hope, support, and encourage-
ment; and who also suggest strategies
and resources for change.

Recovery is culturally-based and influ-
enced: Culture and cultural background
in al of its diverse representations
(including values, traditions, and beliefs)
are keys in determining a person’s jour-
ney and unique pathway to recovery.

Recovery is supported by addressing
trauma: Services and supports should be
trauma-informed to foster safety
(physical and emotional) and trust, as
well as promote choice, empowerment,
and collaboration.

Recovery involves individual, family, and
community strengths and responsibility:
Individuals, families, and communities
have strengths and resources that serve
as afoundation for recovery.

Recovery is based on respect: Commu-
nity, systems, and societal acceptance
and appreciation for people affected by
mental health and substance use prob-
lems — including protecting their rights
and eliminating discrimination — are cru-
cial in achieving recovery.

The Patient Protection and Affordable
Care Act (ACA)—often referred to as
health reform—is changing how Ameri-
cans access hedlth care. In the coming
years, these changes will affect many

people with substance use and mental
health conditions. Health reform presents
significant opportunities to make a posi-
tive impact on health and behaviora
health systems, services, and payer
sources. By defining recovery, SAMHSA
hopes to position recovery at the center
of efforts to design, deliver, and finance
services for those with mental health
conditions and addiction problems. In
this way, SAMHSA is helping to ensure
that person-centered, recovery-oriented
supports and services are available for all
who need and want them.

For further information about the
SAMHSA working recovery definition,
the four recovery dimensions, and the 10
guiding principles of recovery please
visit: http://www.samhsa.gov/recovery/

Several States have aready adopted
SAMHSA’s working definition in their
efforts to implement recovery-oriented
service systems. SAMHSA continues to
promote the adoption of recovery-
oriented behaviora hedth services
through programs such as the following:

Bringing Recovery Supports to Scale
Technical Assistance Center Strategy
(BRSS TACS): BRSS TACS helps
states, providers, including peer provid-
ers, systems and program administrators,
policy-makers, and others adopt and im-
plement policies and practices to support
the adoption and implementation of re-
covery support services and systems.
BRSS TACS provides training, technical
assistance, and resources tailored to spe-
cific needs. For further information, con-
tact BRSS TACS@center4si.com.

Recovery To Practice (RTP): RTP an-
swers two questions: What is “recovery”
in relation to mental disorders and sub-
stance use disorders? And, what impli-
cations does recovery have for trans
forming behavioral health practice to
become “recovery-oriented”? RTP is
developing curricula on recovery for
peer specialists, psychiatrists, psycholo-
gists, nurses, social workers, and addic-
tions counselors. For further information:
www.samhsa.gov/recoverytopractice/

National Recovery Month: Recovery
Month promotes the societal benefits of
prevention, treatment, and recovery for
substance use and mental disorders, cele-
brates people in recovery, and lauds the
contributions of treatment and service
providers, and promotes the message that
recovery in al its forms is possible. For
further information go to:
www.recoverymonth.gov/

Partners for Recovery (PFR): PFR seeks to
improve services, systems of care, and sup-
ports;, and provides technical assistance to
those who provide services to prevent and
treat substance use and mental health condi-
tions. PFR’'s “focus ared’ on recovery con-
tains a wide array of resources and materi-
ds. (www.partnersforrecovery.samhsa.gov/
recovery.html)

SAMHSA is also including the defini-
tion, dimensions, and principles of recov-
ery in some of its Requests for Applica
tions (RFAS) for grants and contracts, and
is taking a variety of additional steps to
promote adoption and implementation of
recovery-oriented supports and services.

When You're Feeling Down - Don’t Ever Give Up Hope
Thereisa Caring Mental Health Community Out Thereto Help You

Word from page 30

Parachute NY C will create a system of
community-based services for individuals
experiencing psychiatric  crisis. These
services include four enhanced mobile
crisis teams that will respond within 24
hours to crisis calls and work with people
for up to one year, four crisis respite cen-
ters that will offer people a safe, and
home-like place to stay for up to fourteen
days as an dternative to hospitalization
for people experiencing or anticipating a
psychiatric crisis, and a citywide peer
operated support line for anyone to call
for someone to talk to in times of distress.

The first Need Adapted Mobile Crisis
Team (NA-MCT) and Crisis Respite Cen-
ter (CRC) opened in Manhattan on Janu-
ary 10, 2013 and can be accessed via 1-
800-LIFENET. The Support Line will
launch in February and the Brooklyn,
Bronx and Queens NA-MCTs and CRCs
will open over the next 14 months. Ser-
vices in Brooklyn will focus exclusively
on young adults (16-25) experiencing a
first episode of psychosis (first-break).
This project is funded through a 3 year
$17.6M grant from the Federal Centers
for Medicaid and Medicare Services with
the goal of improving care, improving
health and reducing costs. It will create

185 new jobs, 165 of which are desig-
nated for people with a lived experience
of mental illness.

In order to help people recover from
mental illness, this recovery orientation
must be pervasive throughout al our sys-
tems of care. We begin here, within the four
walls of the New York City Department of
Hedth and Menta Hygiene by educating
oursalves, our colleagues, funders, over-
sights, and partners. The Department strives
to view dl of our work through a recovery
lens—whether it involves developing new
hospital diversion programs, creating alter-
natives to incarceration, or changing how
we serve people with co-occurring mental

hedth and substance use issues. In every-
thing we do, we need to ask oursalves. is
this helping people recover? Is this the ser-
vice system | want to build for my friends,
my family and mysef? How do | know
what we're doing is working? How do we
measure this change? We are challenging
ourselves every day to approach our work —
whether contracts and audits, training, over-
sight, new program development, funding
decisons, data gathering, research and
evauation, policy development, and plan-
ning—with a recovery framework. Many of
you are partnering with us in these efforts
already and we look forward to hearing
feedback from al of you in the future.

Readiness from page 30

its paternalism: we believed that our con-
sumers could be good citizens and worth-
while human beings and not work. After
all, the consumers were our children to be
taken care of, not even young adults being
prepared to go out into the world.

But their request resonated with senior
management. It was clear that the con-
sumers, whose basic needs were met dur-
ing the era of paternalism, were now
ready to focus on their next level of
needs: to seek integration into the com-
munity through work or the achievement

of other personally defined goals.

With the consumers taking the lead as
champions, management obtained funding
from the State Office of Mental Health to
develop a vocational program. When a
Program Director was hired we intro-
duced him to the agency community and
looked forward to a new, important pro-
gram initiative.

But nothing happened. Over the first 6
weeks of his tenure, not a single staff
member referred a client to the vocationa
program. It was then that we realized that
the consumers were in the lead, more
ready than the staff was to move the

agency into the next phase of its develop-
ment. It took many months, in truth years,
for some staff to make the shift toward the
recovery paradigm.

In making the shift, now happily in full
fruition, roles and values at the agency
changed dramatically. Instead of paternal-
ism, the core agency value is the sdf-
actualization of our consumers. Instead of
being “parents’ the staff are now facilita
tors or teachers and the clients are no
longer passive children, they are individu-
as gtriving to achieve their own life goals.

Today we are in what | call The
Golden Era of Psychosocial Rehabilita-

tion. With the proven evidence-based
practices highlighted in the PORT Study
(Schizophrenia Bulletin vol. 36 No. 1,
2010, pp. 48-70), and the full blossoming
of the consumer and recovery movements
exemplified by leaders such as Patricia
Deegan (“Recovery and Empowerment
for People with Psychiatric Disabilities,”
in Social Work in Health Care, vol. 25,
No. 3, 1997, pp. 11-24), people with seri-
ous mental illness are able to fulfill their
dreams and goals. At The Bridge, our
consumers clearly led the way; the joy of
the work is in sharing and supporting
them in their journey of recovery.
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United Sates since 1950, hedth care re-
form will effectively end the
“exceptionalism” that has undermined
mental health practice since de-
institutionalization. The separate but pre-
sumably equal system of mental health
care that has since grown up on a parallel
track to medica care has never been
funded adequately and has confined many
persons with serious mental illnesses to a
shadow existence physically in but not
socially or emationally of their communi-
ties. It also has contributed to their dying,
on average, 25 years younger than persons
who do not have serious mental illnesses.
At the same time, a majority of persons
with mental illnesses receive care for their
mental health conditions from primary
care providers who have little training in
the provision of mental health care, with
only about one out of three receiving spe-
cialty mental health services.

Health care reform addresses these
issues in a recovery-oriented way by con-
ceptualizing mental health conditions as
health conditions and insisting that care
for mental health conditions be funded on
a par with care for other conditions. In
recognizing that a majority of care for
persons with mental illnesses is delivered
in primary care settings, heath care re-
form also calls on primary care settings to
expand their traditional focus and scope to
incorporate mental heath professionas
and expertise so that the mental health
care provided in these settings will be of
high quality. There still will be a need for
specialty mental health care for persons
with the most serious and disabling disor-
ders, but this will be funded on a par with
other rehabilitative services and supports
and provided in less stigmatizing settings.
Persons with private health insurance who
develop serious menta illnesses will no
longer have to forfeit their insurance and
become destitute, and parents of children
who develop such conditions will no
longer have to give up their legal guardi-
anship, in order to qualify for the only
long-term psychiatric services and reha
bilitative supports available in most com-
munities, which have been those funded
by public dollars. Ending exceptionalism
in mental heath care, and integrating

mental health and primary care, will do
away with these largely discriminatory
practices and promise to make quality,
non-stigmatizing, care more accessible to
more people.

2. Person-centered health homes. The
other major change being introduced into
primary care, which is the use of health
homes, is equally resonant with recovery-
oriented practice and provides the needed
impetus for mental health practitioners,
along with all other health care providers,
to offer person-centered care in a collabo-
rative fashion.

One of the few substantive advances
made thus far in transforming mental
health care to a recovery orientation has
been the shift from practitioner-driven
treatment planning to collaborative recov-
ery planning. Treatment plans have tradi-
tionally been deficit and problem-focused,
concerned solely with what mental health
practitioners need to do to treat an illness
or remediate its associated deficits, driven
by practitioners' needs to document their
care for reimbursement and accreditation
purposes, and stipulated what pre-existing
programs or services a person isto partici-
patein or receive.

Individualized recovery plans are very
different, and in a way that is highly con-
sistent with the person-centered care plans
that will be required by health homes. They
are focused on the person’s own life goals
and what he or she needs to pursue those
goas and are thus driven by the person
rather than by the practitioner. While they
include afocus on illness and impairments,
they reframe these issues as barriers to goal
attainment and pay equal, if not more, at-
tention to the strengths and resources (both
internal and externd) that the person has to
drawn on in overcoming or compensating
for the barriers he or she faces in pursuit of
the life of his or her own choosing. Finally,
while recovery plans include the interven-
tions and services to be provided by mental
health, and other, practitioners in support
of the person’s recovery, they also stipulate
what action steps the person is committing
to on his or her own behalf and the sup-
ports that will be provided to the person by
others who may not be service providers
(e.g., family members, friends, tutors, em-
ployers, etc.).

In moving from fragmented, uncoordi-
nated, and practitioner-driven treatment
planning to collaborative person-centered
care planning within the context of the
health home model mandated by hedalth
care reform, primary care providers may
very well end up learning from, and adapt-
ing, the person-centered recovery planning
approach of their recovery-oriented mental
health practitioner colleagues.

3. Patient navigators. Another promi-
nent component of the health home model
of direct relevance to this discussion is the
inclusion of “patient navigators.” Based on
experiences with community health work-
ers, the role of patient navigator has been
developed as an essential component of the
health home model to assist individuals in
connecting to needed care, help them over-
come barriers to receiving care, and assist
them in various other ways to maximize
their effective and efficient use of appropri-
ate services and supports. Tasks may in-
clude scheduling appointments, reminding
people of appointments, providing or ar-
ranging for transportation to and/or accom-
panying people to appointments, and offer-
ing information, education, and support.
When also trained in behavioral activation,
navigators can help people prepare for
hedlth care visits and to ask questions,
identify and set health-related goals, and
plan specific action steps to achieve goals,
as well as encourage exercise and good
nutrition and assist in other daily manage-
ment tasks. Especialy for persons who
have become demoralized by repeated fail-
ures and who feel controlled by their ill-
nesses—such as many adults with serious
mental illnesses—navigators aso can be
instrumental in activating self-care by in-
stilling hope and helping people regain a
sense of efficacy in relation to their health.

As a valuable addition to health homes,
the patient navigation role represents an
exciting opportunity, and stable source of
funding, for the tens of thousands of peer
staff who have been trained and hired
within mental health systems over the last
two decades as a core component of mental
health transformation. Bringing the invalu-
able dimension of first-hand experiences of
recovery to their work, mental health peer
supporters can provide a ready role model
for patient navigators within primary care,

a the same time expanding the scope of
their own work to include the kind of holis-
tic health focus needed to effectively de-
crease the morbidity and premature mortal-
ity experienced by persons with serious
mental illnesses.

Conclusion

The three examples provided above
suggest that there can be synergy between
mental health and primary care as they
become integrated through the vehicle of
health care reform. Mental health practitio-
ners will be encouraged to view mental
illnesses as hedth conditions that can be
managed effectively, when not entirely
overcome, while primary care providers
will be encouraged to adopt a collabora-
tive, person-centered approach to care
planning that alows a prominent role for
persons with first-hand experiences of self-
care and recovery in activating and sup-
porting people in learning about, living
with, and recovering from whatever hedlth
conditions may happen to befall them.

Larry Davidson, PhD, is a Professor of
Psychiatry and Director of the Program
for Recovery and Community Health at
the School of Medicine and Institution for
Social and Policy Sudies of Yale Univer-
sity. He also directs the Recovery to Prac-
tice Initiative for the federal Substance
Abuse and Mental Health Services Ad-
ministration. His work has focused on
processes of recovery from and in serious
mental illnesses and addictions, evalua-
tion of innovative recovery-oriented prac-
tices, including peer-delivered services,
and designing and evaluating policies to
promote the transformation of systems to
the provision of recovery-oriented care.
In addition to being a recipient of psychi-
atric care, Dr. Davidson has produced
over 275 publications, including a 2009
book entitled “ A Practical Guide to Re-
covery-Oriented Practice: Tools for
Transforming Mental Health Care” and a
2010 volume entitled “ The Roots of the
Recovery Movement in Psychiatry: Les
sons Learned.” His work has been influ-
ential both national and internationally in
shaping the recovery agenda and in trans-
lating its implications for transforming
behavioral health practice.

|f You Are Feeling Hopeless and Alone Call 1-800-273-TALK (8255)
The Call is Free and Confidential. CrisisWorkers are Available 24/7 to Assist You

Network from page 26

some of the positions may be part-time,
enabling individuals to regain their bene-
fits. As self-confidence grows, full-time
employment, and independence from enti-
tlements may follow. Naturaly, incen-
tives such as Medicaid Buy-In for Work-
ing People with Disabilities, PASS Plans,
and others are encouraged. Recovery Spe-
cialists also encourage people to develop
plans for budgeting, saving, building per-
sonal assets, increasing income, and creat-
ing economic self-sufficiency.

One participant in NWRN learned how
to travel by bus in her community by
working with an Assistant Recovery Spe-
cialist. NWRN staff also helped her apply
for a half-fare card. She reports that her

newfound independence makes it possible
for her to use her mental health program
as she chooses rather than being limited
by her program’s transportation schedule.
She has more confidence and independ-
ence than ever, improving her quality of
life.

Health and Wellness are addressed for
participants by making connections to
Health Homes when needed, but also by
focusing on self-help services in the com-
munity. For example, Recovery Special-
ists may accompany people to 12-Step
groups, Yyoga, exercise, nutrition and
cooking classes or help create and connect
people to community based, trauma in-
formed self-help alternatives, such as
Dr. Mary Ellen Copeland’s Wellness Re-
covery Action Plan (WRAP) Groups.

One NWRN Recovery Specialist who
had lived experience of both homeless-
ness and recovery from a mental health
condition worked with a participant living
in a shelter and feeling very hopeless and
depressed about his future. As a peer,
empathic and experienced, the Recovery
Specialist was able to quickly gain this
young man’s trust, inspire hope, and help
him take steps toward his goal of working
as aculinary chef. This participant is now
enrolled in Job Corps, which is providing
him with housing, education, and training
in the culinary arts. He is working to-
wards his dream of becoming a culinary
chef. In the process of making this step
forward, his mental health condition is
also much improved and he has gained
hope for his future.

Another compelling aspect of NWRN
is our data collection and service evalua-
tion. We complete outcome surveys with
al participants when they join the Net-
work and every 4 to 6 months thereafter.
We intend to demonstrate that our peer
services are effective and that the people
we serve truly move forward with their
goals for mental health recovery and full
livesin their communities.

We are al peers and hope to inspire
others with mental health conditions to
build rich lives in their communities. Our
mottois, If we can do it, you can do it too.

For more information or to make a
referral for services, please contact
NWRN's Coordinator, Linda Carroll at
CarrollL@mhawestchester.org. or (914)
345-5900 ext. 7594.
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development plans. Managers aso con-
Sider team members' strengths when plan-
ning collaborative team projects.
StrengthsFinder promotes an environment
in which employees “have the opportunity
to do what you do best every day.”

3. Catalytic Coaching is a management
technique by which, on an annual basis,
managers engage their team members in
an iterative three-step process of identify-
ing achievements and setting goals for
personal and professional development.
Through this process the team member
and the supervisor bring their respective
perspectives into the conversation and
work together to assign roles and respon-
sibilities that will be both engaging for the
team ember and optimally beneficia to
the organization. The Mental Health Cen-
ter of Denver has pioneered the practice
of using StrengthsFinder to inform and
enhance the Catalytic Coaching process to
develop plans that play to employees
strengths.

4. Employee Recognition is an important
means of facilitating staff members ap-
preciation for each other’s extraordinary
contributions. A “Way to go!” is a paper

Peer Counseling from page 24

work: Activity logs document service pro-
vision in four areas including individual
and group engagement, treatment plan-
ning, and other activities that support con-
sumer care; Weekly orientation tracking
reports capture the detailed process con-
ducted with newly admitted consumers
consisting of eight domains ranging from
understanding the milieu to learning
about advance directives; Patient Assess-
ment and Goals (PAG) forms foster em-
powerment by helping consumers identify
goals and concerns prior to attending
treatment team meetings; Peer-run groups
address such topics as advocacy, goa
setting, ambivalence, conflict resolution,
and crisis and aftercare planning; Coun-
seling and collaboration with other team
members optimizes aftercare planning and
identifies appropriate community re-
sources, as well as exemplifies “out-of-the
-box” thinking rather than pathologizing
when it comes to addressing consumers
concerns and discomforts.

Observations

Consistent with the literature on peer
engagement, trends commonly identified
are that peer counselors help consumers
recover by providing hope, showing empa-
thy and conditional regard, and fostering

Surviving from page 8

conversation about my own recovery.

There are no rules in art, no judgment,
and in the end, adrawing is just a piece of
paper, a clay vessel, a hollow mound of
hardened earth. Y et, art has had the capac-
ity to alter and influence entire civiliza-
tions, starting with the cave dwellers. It is
what isleft when man isn't.

The power of art to heal is equally just
as revolutionary. Credtivity is the founda-
tion from which all art springs. Like the
seed of resilience in each of us, creativity

certificate that any employee can award to
a colleague at any time. The RIISE
Awards are bestowed quarterly and annu-
aly on the basis of nominations by staff
members who wish to Recognize Innova-
tion, Inspiration [and] Service Excellence.

5. Waelness-promoting activities and
trainings are advanced in many ways. A
Health and Wellness Initiatives Commit-
tee meets monthly to plan and implement
activities to educate and activate staff
members to take care of themselves in
every respect — physicaly, emotionally
and financialy. For example, the HWIC
conducts an annual Wellness Challenge
that provides employees an opportunity to
score points by doing such things as en-
rolling in a health club, purchasing fresh
fruits and vegetable, participating in an
athletic event and getting a physical
checkup. Participants achieving the point
target receive a cash prize and are entered
in adrawing for an even larger cash prize.
Among other activities, HWIC aso or-
ganizes a virtual “Walk Across America’
using pedometers to measure progress
aong a route plotted on a map of the
United States and sponsors alecture series
on such topics as nutrition, meditation,
inflammation, detoxification, credit score
protection and spiritual wellness.

In addition to conducting the Pathways
to Leadership training program with Verus
Global, the Wellness Culture CREW or-
ganizes activitiesincluding an AIDS Walk,
All Staff Picnic/Olympics, Dragon Boat
Races, chili cook-offs, barbeques, and on
and on. The Mental Health Center of Den-
ver's employee assistance program and
internal training department also provide
extensive training in such areas as work/
life balance, stress management, time man-
agement, self-care, trauma recovery, com-
passion fatigue and smoking cessation. The
Mental Health Center of Denver promotes
a smoke-free workplace, provides dis-
counted membership to hedth clubs, and
maintains well-appointed fitness centers at
itstwo largest locations.

We aso support environmental wellbe-
ing and strive to be the greenest commu-
nity mental health center in the country.
Our Together Green Team arranges for
reduced price passes for Denver's public
transportation system, incentivizes car-
pooling and use of public transportation for
off-site organization-wide meetings, coor-
dinates the annua Earth Day observance
(with activities including a clothing ex-
change and recycled clothing fashion
show) and Bike to Work Day. The To-
gether Green Team continuously seeks to
promote resource efficiency, informing the

identification. They help change organiza-
tional culture by promoting recovery in
atitude and practice. Peer Counselors sup-
port their persona recovery by helping
others. They provide evidence that recov-
ery isrea. They are the evidence.

Outcomes

In response to nine statements relating
to the impact peer counselors made on
consumers’ level of engagement, sense of
empowerment, and presence of hope, con-
sumers reported during a six-month pe-
riod that peer counselors often made a
positive impact on their hospital stay in
numerous ways (N=290; 85-90%). The
vast mgority of non-peer staff agreed
with eleven statements relating to visibil-
ity, integration, and perceived effective-
ness of peer counselors working on six
adult inpatient units (N=120; >90%).

Next Steps

As we continue to move forward we
look for ways in which to expand, profes-
sionalize, and refine the role of the peer
counselor at KCHC. The peers on the
inpatient units have recently begun docu-
menting in the electronic medical record,
giving them an additional venue to com-
municate their work with consumers to
the other members of the treatment team;

solidifying their role as an interdiscipli-
nary team member.

Performance metrics are vitd in hedlth-
care. All disciplines work closely with
quality management to create and track
competency and performance from both a
quantitative and qualitative perspective.
We have recently created a supervisory
review that allows us work closely with the
peer counsglors on areas a which they
excel, and to identify and guide supervision
around areas of struggle. As the peers
move forward with documenting their
work, we will move toward a peer chart
review, where they can continue to support
and learn from each other.

Leadership is also looking for new ave-
nues in which to incorporate the role of
peer counselor. At KCHC there are 6 adult
inpatient units. One of the most important
times in a consumer’s care continuum is
immediately following discharge. The tran-
sition from an inpatient setting back to the
community is often quite difficult. KCHC
is looking to utilize the role of the peer
counselor during this transition. The link-
age of consumers with a peer isanormaliz-
ing intervention that can help ease the tran-
sition from the highly structured inpatient
setting, providing supportive bridging that
is accepting and empowering.

It is the responghility of leadership to
create opportunities for peer counsdors to
grow both in the role as a peer (creating a

is something we are al born with and
have the capacity to develop and express.
Unfortunately, in most instances, creativ-
ity is not nurtured. Not only is it
squelched in our society at ayoung age, it
is often times seen as a hopeless en-
deavor, bringing hardship and the lack of
prosperity to the individual who pursues
its path. Yet creativity is necessary for
human life and without it, we would all
live in a horrific state of boredom.

What then can make the difference
between growth or stagnation, illness or
recovery? Again, | come back to this

question. Creativity alone is not enough.
If | remained in my studio my entire life
trying to recreate and define the most ex-
quisite piece of art possible, and that’s all
| did, | would probably end up under a
tree like Van Gogh. A life cut short.

But art is hot complete without an audi-
ence and neither is a struggling soul com-
plete without the continual presence of
another human being. However, it takes a
unique and compassionate heder, idealy
an entire community, who is able to stand
present to support, nurture and connect,
with honesty and self awareness. It is in

purchase of Energy Star-rated appliances,
compact fluorescent bulbs, and water fil-
ters for faucets and fountains in place of
bottled water or coolers. Our dedication to
being green strongly influenced the choices
we made in rehabilitating a 60-year-old
structure as the home of our new Recovery
Center, a building that is on track to earn a
LEED Platinum certification.

Just as we have devel oped measures of
recovery for our consumer services, we
are committed to measuring the engage-
ment of our employees and the wellness
culture. We have recently partnered with a
company, New Measures, to assess our
employee engagement. In addition to
providing us with comparison data to
other companies, they are working with us
to identify the critical drivers of engage-
ment specific to our organization. This
enables each team to develop a plan for
improving engagement scores in the same
way our recovery measures enable them
to develop plans to increase their success
in promoting recovery.

We strongly believe that wellness cul-
ture we have created and are sustaining
for our staff improves recovery outcomes
for our consumers. We are currently in the
process of collecting data from our staff
engagement measures and our consumer
recovery measures to test this hypothesis.

upervisory gructure), as wel as in other
aress of sarvices within the hospital setting.
Many of the peer counsdlors have moved into
other roles, specificdly within the socid
work department a¢ KCHC. Educetion is
aso encouraged with al gtaff, and many peer
counsdlorsare enrolled in college aswdll.

Summary

Peer counselors have a positive impact
on consumers in various settings through-
out the hospital, helping them recover by
letting then know that they have been
there. They are “ambassadors of empathy”
and agents of change, by helping change
the culture of the ingtitution. They do this
by promoting recovery in attitude and prac-
tice. Peer counsedlors provide evidence that
recovery is real, because they are the evi-
dence. Most importantly, they maintain
their own recovery by helping others.

We wish to acknowledge Joyce B.
Wale, S. Assistant Vice-President, HHC
Central Office of Behavioral Health for
her vision and support of integrating
peers in HHC's Behavioral Health work-
force; Dr. Joseph P. Merlino, Deputy
Executive Director, Behavioral Health
Services, KCHC; and Behavioral Health
Services overall, with whom we collabo-
rate to further advance a Wellness and
Recovery model benefitting both consum-
ersof care and staff.

this continuous place where we hold each
other, that the healing of our hearts and
minds take root. It requires a risk for both
parties and the benefit to both is indisput-
able. Trust ensues and recovery is now
possible. Cdl it Love, Empathy, or Hope.
For those of us who suffer, by striving to
connect with others, we find the strength
we need to overcome anything. For those
of us who are the hedlers, our gift is the
breath that we receive in exchange.

For more information about Susan Wein-
reich please visit: www.susanweinreich.com
and www.aepnetwor k.com.
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disconnect the meaning of person in each
of these five senses from its depth.

This shift was first expressed by Des-
cartes philosophical cornerstone — “I
think; therefore | am.” The statement sig-
nified an increasing introversion, which
circumscribed the meaning of person in
terms of subjective self-consciousness,
while disconnecting that meaning from
participation in the larger mystery of Be-
ing. Our own field of Psychology reflects
this orientation: Psychoanalysis is a case
in point. Subsequently, the sense of per-
son and of personality has become in-
creasingly elaborated and made more and
more complex. However, complexity is
not the same as depth or authenticity with
respect to human being.

Along with this increase in subjective
complexification was a corresponding
tendency toward depersonalization.
Whether defined in terms of ethnic stereo-
typing or social utility, the individual has
tended to become more and more emptied
of personhood and reduced to mere matter
or number, to which the visible carnage of
bodies on the movie screen attests. The
same tendency is mirrored in our clinical
reporting.

The challenge for us at Wellspring,
and for anyone serving in mental health,
is to consciously extend our caring and
healing mission against this increasingly
pervasive I-It orientation. If only because,
as Martin Buber points out, any time our
consciousness reduces the other to an it,

we diminish our own sense of I. It's
what, | believe, this issue is attempting to
address.

At Wellspring, we think of the work of
person recovery as having two comple-
mentary thrusts. One is to change un-
healthy patterns of relationship to self and
others that distort or block who this per-
son in essence actually is. The second is
to reveal and affirm this core personal
self, so theindividual can align with it and
build on it as the basis of a personal iden-
tity.

What our multi-modal and holistic
treatment programs provide are different
windows for seeing, mirroring, affirming
and supporting the emergence of the per-
son in the context of clinical work. Be-
cause persons are many faceted and dif-
ferently gifted, no single treatment modal-
ity or approach can serve al, but each
modality contributes to the work of per-
son recovery in its own particular way.

What staff bring to the process of per-
son recovery is an aertness and receptiv-
ity to individua differences and the
unigueness of individua gifts. Because
individuals cannot see their own nature,
they take for granted what they do and
how they do it. What they need is to be
seen, acknowledged and affirmed within an
interpersonal framework that focuses itself
0N person recovery, so that they can begin
to align with a sense of who they are.

A person thus emerges only in the con-
text of relationship: The two are insepara-
ble. Individual therapy provides face-to-
face intimacy and exchange, which is

amplified in turn by relationships with
staff in the milieu. Interactive group thera-
pies provide a context for the individual to
see and be seen as a person among peers,
exploring individual differences and com-
monality with others through engagement.
Family therapy can work through prob-
lems in primary relationships that open
ways to person recovery. A child or ado-
lescent may have been oppressed by the
parents’ vision of who he should be, or he
may have been unseen altogether. In the
treatment of addiction, parents can recog-
nize the re-emergence of the essential
person in their child that they had lost
sight of but had known long before.

Emotional Expressive Group is another
important context for person recovery. By
working through blocked emotions of anger,
sadness, grief and joy, the individua can
stand clear of defenses and be more vulner-
able and red. With creative-expressive mo-
ddlities that encourage self-expression — art
therapy, puppetry, dance and sand-tray
work, for instance — the creative products
stand as signposts of the personal.

At Wellspring, we maintain the pres-
ence and care of animalsin al of our resi-
dential programs, because relationship
with an animal simply makes us more
human. It is why the non-verbal, land-
based, experiential therapies of work,
animal care, horticulture, and adventure
program receive special emphasis, be-
cause nowhere is the essential nature of an
individual more clearly revealed than in
the instinctual responsiveness of body
activity. Sally’s process of person recov-

ery began with discovering a deep love
for animals that opened a career path as a
veterinary assistant and possibly as a vet.

The same personal approach holds true
in education, where different learning dis-
abilities and learning styles must be ap-
proached individually. Thisistruly the art
and the heart of “special education.” Deb-
bie, for example, was motivated to learn
only when she was able to adapt her entire
curriculum to the needs of cooking, after
we discovered how passionate she was
about food, and had been so, her mother
assured us, since she was 4 years old.

Finally, the disorder itself can provide a
window for person recovery. Symptoms,
simplistically, can be understood as substi-
tute ways to meet previously unmet needs
— for attention, affection, appreciation and
acceptance. But the personal can aso be
expressed through the symptom, whether
in the artfulness of a defense or the style of
a manipulation, the ways in which an indi-
vidual strives to be specia or to disappear.
When Sara, a twelve year-old, hacked into
our computer system to read her chart,
some were outraged at her behavior as
symptomatic of a budding character disor-
der. Others noted her audacity and techni-
cal aptitude, and lauded her innate drive to
uncover secrets as a born detective. The
“disordered” act became the basis for her
emergence into hedlth.

To the degree that we as a therapeutic
community direct our efforts toward the
process of person recovery, we provide an
environment where treatment, education,
and the healing of the person are enhanced.

Give Someone in Need the Gift of Hope:
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faith-based groups, recovery coaches, and
recovery centers. In mental health, there
are clubhouses, advocacy programs, sup-
ported employment and housing options.

This carries its own problems. Some
professionals think that true recovery
means that you fully integrate with the
general population, and leave that com-
munity behind. But we know that recov-
ery communities are vital resources - most
peoplein recovery find it comforting to be
with others at least periodically who share
similar experiences and concerns.

Recovery is clearly an evolving proc-
ess, often lifelong. It is not a straight line,
but like life, has its ups and downs. And it
is individualized — no one person shares
the same recovery story as another.

So are mental heath and addiction
recovery the same thing? No — there are
still some very clear differences.

Probably the most obvious distinction
between the two is that in the addiction
world, “recovery” is used as a synonym for
abgtinence, amogt like saying “I'm on the
wagon.” Some people even start using this
word as soon as their immediate withdrawal
symptoms begin to wane —*“early recovery,”
they gstate, aluding to the fact they are trying
to stay clean but their head may ill be a
little cloudy, their decison making poor,
and their relapse vulnerability high.

The connection between recovery and
abstinence has become more complicated

as the drug treatment world has increas-
ingly acknowledged the vital role of medi-
cations to support treatment. So people
might say they are “in recovery’” when
they are taking methadone or suboxone as
treatment options. Or they may use psy-
chotropic medications to manage co-
occurring disorders.

While the generd public might substi-
tute “recovery” for sobriety, drug treatment
professionals are more expansive in their
definition. They recognize that sobriety is
far from permanent, and it doesn’t embody
the true spirit of recovery. For most addic-
tion professionals, the goa is a recovery
that incorporates personal values, attitudes,
and behaviors that leave no room for drug
or acohol use. A person who embraces
honesty and healthy problem solving, for
example, is not likely to turn to substances
when the going gets tough.

While addiction recovery is not syn-
onymous with abstinence, it is inclusive
of it. Traditionally, people cannot be con-
sidered “in recovery” if they continue to
drink or use drugs.

So unlike those in menta health re-
covery, people transitioning to addiction
recovery have to make a conscious deci-
sion to stop using in order to regain con-
trol over their own lives (even those who
are court-mandated to treatment). The
very first step of recovery isitself an act
of recovery.

Finaly, it is important to note that we
expect a person in addiction recovery to

no longer show any signs of that illness,
although internally they may remain vigi-
lant against possible relapse. Our recovery
role models tend to be those who have re-
integrated into society fully, and are indis-
tinguishable from the rest of the popula
tion. In fact, if we were told that the per-
son used to have a drug problem, we
would be surprised. After al, they would
show no outward signs of those past be-
haviors or ways of thinking.

When we talk about mental health re-
covery, we are looking at a whole other
kettle of fish. In mental health recovery,
we are not looking so much at aremission
of symptoms, as an equation that reads
“past life” + “diagnosis’ = “new, im-
proved, fulfilling life” (That said, it is
important to acknowledge that there has
been extensive longitudinal research
documenting that for somewhere between
one-quarter to two-thirds of people, there
is a total remission or substantial im-
provement of symptoms.)

In mental health recovery, it is about a
person moving forward with his or her life
despite the diagnosis and the illness. Peo-
ple who are in mental health recovery
have found ways to regain control of their
lives. They work and have hobbies. They
participate in their communities. They
have family and friends. They have their
own priorities.

Some of the underlying thinking about
mental health recovery is borrowed from
the disability movement. We know that

someone who has become a paraplegic as
aresult of an auto accident is not expected
to recover the use of his legs before he is
able to move forward with his life. In-
stead, we expect that person to integrate
the new disability redlity into his ap-
proach to life, and go on. People in wheel-
chairs work, get married, travel, volun-
teer, exercise, and in all other ways con-
tribute to society. Their disabilities are
woven into the fiber of their beings. But
we do not expect, nor wait, for a remis-
sion of symptoms. Similarly, those in
mental health recovery do not need to
wait for their symptoms to magicaly dis-
appear. There is no reason they cannot
move forward in life.

Another difference between menta
health and addiction recovery is advo-
cacy. Unlike addiction recovery, the
mental health recovery community has
included a well-developed advocacy
movement, formed by both individualsin
recovery and their loved ones. They rou-
tinely demand their place at the table,
speak out for their rights, and insist that
their experiences be recognized. And in
so doing, they are ensuring that their
needs and concerns are respected. (The
addiction system is starting now to develop
its own advocacy moment). So the next
time | am asked that question about mental
health and addiction recovery, I'm going to
answer as before, “It's complicated.”
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Parachute from page 16 Mobile Crisis Teams. In Manhattan, the  of 2013, Riverdale Mental Health Asso-  that seeks to diminish the power differ-
first Parachute service to open, VNSNY  ciation in the summer of 2013, and Tran-  ential between service providers and
on prevention, wellness, and quality operates the Need Adapted Mobile Crisis  sitiona Services of New York, Inc,, inthe  recipients.

health care and linking participants to a  team. Referrals from mental health pro-  winter of 2014, respectively. Parachute NY C will bring together the
medical provider who will be integrated viders, family members, and self- The Need Adapted Treatment Model values and practices of these two ap-
into the treatment team. referrals will first go to VNSNY. The (NATM), one of the approaches that will  proaches in a new environment. Both em-

A fourth new element will be the ess  teams will respond with an in-person  beintegra to Parachute NYC, ensuresthat  phasize the value of relationships, hope,
tablishment of New York City'sfirst peer  visit within 24 hours and will provide open and transparent communication transparency, honesty and acknowledging
-operated support line. To be operated by ~ ongoing services for up to one year for  guides the treatment process. Individuals  not having al the answers.
peers hired by Community Access, it will  interested participants. experiencing crisis identify members of By establishing these new contexts in
provide a contact point for New Y orkers The first crisis respite center, operated  their support network, which may include  which peers can help others to recover,
experiencing emotional distress, an oppor- by Community Access, opened in January  family, friends, and treatment providers. In Parachute NY C offers both more rewarding
tunity to connect with individuals who  2013. Located in Manhattan on Second  Parachute NY C the enhanced mobile crisis  futures for individuals experiencing psychi-

have had similar experiences. Avenue, the site was formerly an OMH-  team will use NATM principles to engage  atric crises and illuminates a path for other
A fifth component will be the estab- licensed community residence that has individuas in their homes and communi-  providersof human servicesto follow.
lishment of four new crisis respite centers  been renovated and downsized from 14 to  ties and will work with people for up to a In closing, here is the perspective of

that will have a capacity of seven to ten  seven beds. We have created a respite  year to help sustain them in the commu-  Jamie Neckles, Project Manager of Para-
guests at a time, serving as an aternative  center that will be a hopeful place where  nity. In the NATM approach dl voices, chute NYC at the Department of Health
to hospitaization for those participants people will be encouraged to think differ-  those of the individuals in crisis and those  and Mental Hygiene: “This exciting new

who need thislevel of support. ently about the crises they are experienc-  of the support network members, are val-  initiative is a clear demonstration of our
Finally, al Parachute services will ing and through support to make connec-  ued and given the space to be heard. belief in the value of peer involvement. It
focus on engaging an individual’s entire  tions with others who have had similar An equally valuable component of  will create 185 new jobs, 165 of which

support  system—family, friends, col-  struggles. Guests will have an opportunity  Parachute NYC is Intentional Peer Sup-  will be for peers. It will connect many
leagues—however that system is defined  to learn about and develop self-help and  port (IPS), an approach developed by  people, build many new relationships,
by the person being helped. mutual support strategies. Shery Mead, a peer professional. create space to think about things differ-

The primary entry point for Parachute Three additional crisis respite centers  Among the values of IPS are learning  ently, and invite some new people into the
NYC will be MHA’s 1-800-LIFENET  will be established in Brooklyn, the versus helping, focusing on therelation-  conversation.” In every respect, the
hotline, which will screen callsand make  Bronx, and Queens — to be opened by ship versus the individual, mutuality, launch of Parachute NYC is certainly a
referrals to borough-based Need Adapted  Services for the Underserved in the spring  hope and connection. It is an approach  cause for celebration.

FREE W FOR FAMILY MEMBERS OF INDIVIDUALS T he Rockl and L |V| ng M useum:
WITH A MENTAL ILLNESS

Using Art Therapy
There has got to be somewhere to turn! TO Al d | n the Recover y Pr 0Cess

IF YOU NEED ANSWERS TO THE FOLLOWING QUESTIONS: By Eric Bender tive. | eventualy leamed that given the

therapeutic context in which | was work-
t the Rockland Living Mu- ing, the more appropriate response was to
What do | do if there is a crisis? seum the members are creat-  ask what the artist thought, or felt, about
ing art that tells about their  thework. | taught members of RLM how
. . . recovery from mental illness. tousemy video cameras and with Chris-
How canl get a clear dlagHOSlS for my relative? It is a process | have been privileged to  tine's enthusiastic support, allowed them
record on video. What | observed at the  to shoot their own videos around and out-
Rockland Living Museum was that over  side the studio. When | later looked at
time and with much experimentation, their work | saw that the recordings docu-
members developed a persona style and mented the members explorations in
What local services in my community am | missing out on? craft that served 10 express their artistic  ways that presented the RLM as a nurtur-
ideas. The Rockland Living Museum is ing, dynamic arts environment. | made
an art studio that servesresidents and out  DVDs of the videos and gave them to the
What are all these medications for? patients of Rockland Psychiatric Center  videographers, so they would have their
in Orangeburg, New York. Itis aspace work to watch again, or share as the in-
. . that reflects the vision, creativity and pure  spiration for some other art project.
What are the best treatments now available for my relative? energy of the studio’s director, Christine Under Christine Randolph’'s expert
Randolph. She has created a place where  direction, the RLM has become an incu-
members are free to create art in arange  bator for new and effective approaches to
of media including paint, clay, plaster, art therapy. The Museum’s program of
cardboard and found materials. Theresult  activities, including workshops in print
of thisfreedomis evident everywhereyou  and mask making, trips to museums such

How can my relative and | communicate better?

How do | take care of myself in all of this?

Take the "Family-to-Family" look, from the red footprints marking the  as the Metropolitan Museum of Art in
. way to a set of decorated rings painted on  Manhattan and shows featuring the work
NAMI's FREE 12 Session Course the gray concrete floor to the paintings of RLM artists, enhance members confi-
and drawings crowding the walls, and up  dence and self esteem and promote their

Thursdays 7:00 - 9:30pm, Feb. 28 - May 16 to the ceiling where strings of colorful  recovery from mental illness.
. o . . prayer flags hang from the rafters. The Working with Christine, her staff of
Bridgeway Rehabilitative Services music that is always playing and thelaugh-  college interns and the members of the
. ter and cheerful talk at thetableswhere art  Museum helped me understand the proc-
93 Stickles Pond Rd., Newton, NJ 07860 is being made, give the room a relaxed  ess of art therapy and find my place in it
. . ' tone that reflects Christine's success in - as a videographer. As | understand it
(Includes a special section on PTSD and Veterans' issues.) making the Museum a place where mem-  now, my role isto go on framing my sub-
bers can use art materials to expressthem-  jects art as expressions of their evolving
selvesin many creative ways. life stories. Eventualy, | will use my
My video is about how art therapy  video filesto make afilm about the RLM.

Contact Kathleen to register at: helps people recover from mental illness | believe the story of how Christine

by showing how the process of therapy = Randolph created and continues to lead
works. When | first started recording the work of the Rockland Living Museum
members making art they often asked me  is something that will inspire al those
what | thought about their work. At first,  who help people working towards recov-
my impulse was to say something posi-  ery from menta illness.

862-268-5846 or nami.sussex@yahoo.com

Pre-registration is required. Class size is limited.
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