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ADULT SYSTEM OF CARE FRAMEWORK

The California Mental Health Directors Association (CMHDA) has designed this framework to articulate our vision of an ideal integrated Adult Mental Health System of Care (ASOC).  We have undertaken this effort to answer the question, if we could design the ideal ASOC and had the funding to implement it, what would it look like? It will be a wellness and recovery oriented system that: 
· Is person-centered with client directed service planning

· Is culturally and linguistically competent

· Is age appropriate

· Is gender sensitive

· Is geographically appropriate

· Is oriented toward outcomes

· Has integrated services for people with co-occurring disorders

· Utilizes evidence-based, effective, and promising practices
In the course of formulating our response, we have also had to answer questions concerning who would it serve, the values and beliefs on which it would be based, the services it would provide, and how it would provide them.  This framework is designed to be flexible, and recognizes that even if it were possible to implement an ideal ASOC in all counties, not all public mental health systems would need or desire to implement all of the service elements that we have included in this framework.

This framework identifies mechanisms, including evidence-based, effective, and promising practices for achieving optimal and high quality services and provides guidance on policy and program development activities at the state, regional, and local levels of service delivery.  We have based this framework on a coherent set of values and beliefs that holds collaboration with individuals who receive services, families, and communities, as well as our partner agencies, at its core.  Although a fully funded ASOC would require significant increases in funding from state and local governments, most of the conceptual elements presented herein require no additional fiscal resources.

A person-centered ASOC acknowledges, embraces, and enjoys the unique talents, gifts, and experiences that each person brings to the system, and recognizes that each has unique needs.  A culturally competent ASOC incorporates a full understanding, awareness, and sensitivity to the unique cultural and linguistic needs of the people it serves.  It fully integrates the principles and values of cultural competence in a seamless fashion.
  A gender sensitive ASOC incorporates a full understanding of gender-based issues, and integrates that understanding into its planning to serve the differential gender-based needs of people within diverse cultures.  An age appropriate ASOC recognizes that the needs, experiences, and life situations of all people receiving services differ over their lifetime.
This framework establishes adult service delivery designs that support effective, high quality, recovery-oriented services for adults and their families
 that can be used independently or in tandem with community-based supports. The capability to incorporate and allow for varying conceptual and treatment approaches is a challenge to the development of an effective ASOC.  As mental health delivery systems are publicly funded, they must be designed to be inclusive and accountable to every segment of the community.  In so doing, ASOCs must be designed to incorporate differences, and to address those concerns such as established laws, customs, traditions, and practices that systematically result in race, gender, and age-based inequalities in institutions and society; as well as other types of discrimination,
 stigma, oppression, and other systemic practices, which have historically served as barriers to access and treatment.  
The needs of individuals receiving services drives the access to and duration of services designed to assist individuals to address and negotiate multiple socioeconomic, stigma, and age and gender-related barriers faced by those in recovery from mental illness.  This framework is dynamic, such that individuals can enter or access services and reenter or exit the system at any point, depending on their needs.  That is, services do not follow a particular order, but build bridges with the community in which the individuals and their families live.  Mental health promotion, wellness, and prevention activities are essential components of the range of available services, and increase direct services and recovery activities by increasing community awareness about mental health issues and the resources available within Systems of Care.

ASOC PARAMETER I:  VALUES AND BELIEFS

VALUES AND BELIEFS

· People can and do recover.  Human beings are resilient. Support and challenge are both important for recovery.
· Recovery is a personal journey anchored in a range of interpersonal relationships, including families, children, peers, friends, and significant others.
· The cultural identities and worldviews of the individuals shape health and healing beliefs, practices, behaviors and expectations.  Wellness is therefore, uniquely defined by each individual and each cultural group.
· The well being of individuals receiving services is seriously impacted by the abuse of alcohol and drugs, overshadowing their innate strength and distancing them from their families and communities.
· The mental health of individuals, families, and communities is impacted by poverty, oppression, racism, gender and age bias, violence, and other negative social conditions.  Stigma associated with mental illness has a similar negative impact on individuals receiving services.
· The ASOC acknowledges the power differential between the provider and the individual receiving services.  Power can be put in to the service of healing when it is kept in balance and used in the service of individuals receiving services.

· Services are strength-based, recognizing that people with varying strengths, symptoms, communication styles, life situations, and cultural values have unique goals and approaches to the recovery process.
· Community and family are natural social supports. For the individual receiving services, his or her family and community may be primary points for service intervention and integration.
· Spirituality may define well-being and should be incorporated into some healing practices. Services must respond to the person’s unique healing process.
VALUE DRIVEN SERVICES

· Services are person-centered.
· Services are sensitive to “client culture”
.
· Services are culturally and linguistically competent.
· Services are gender sensitive.
· Services are age appropriate.
· Recovery is supported by rapid access to high quality clinical services of rigorously demonstrated effectiveness delivered by skilled and motivated personnel in the community in which the person resides, (e.g.,  the person’s residence, neighborhood, employment site).
· Services are person-centered and provided with the engagement of the individuals receiving services, their families, or significant others.  Services maintain individual rights, dignity, and respect, and recognize the unique experience of each person.
· Mental health promotion and prevention are essential components of a comprehensive system of care.
· Culturally competent primary prevention provides essential access to other service strategies when communities are unaware of mental health services.
· These components must be supported by strategic advocacy, a commitment to the identification and elimination of barriers, and the allocation and redirection of resources.
· Program design needs to support people we serve to move through our programs to the greatest extent possible. Programs should have clear "pathways" for progress, accomplishment, and movement. A graduation or 'exit' from the mental health system for many is a possibility. 
· Service goals should be organized around, or in service to, the improvement of an individual’s "quality of life." Quality of life issues include supports for housing, employment, job training, education, relationships, safety, and meaningful activity.
VALUE DRIVEN LEADERSHIP

· Individuals are eligible for ASOC services without regard to personal characteristics such as race, ethnicity, religion, national origin, gender, sexual orientation, and/or physical disability.
· The role of an ASOC is to facilitate improvement in the functioning and emotional well being of individuals by acknowledging, understanding and incorporating the resilience of each individual.
· To have service agencies that create respectful, supportive, and empowering organizational cultures, foster quality care delivery, collaboration with other services, and partnerships with the community.
· Service quality requires the development of appropriate benchmarks and accountability, with ongoing monitoring for individual satisfaction and relevant clinical structures, processes, and functional outcomes for all groups of individuals receiving services.
· Efficient use of mental health funding means serving individuals in the least restrictive, most normalizing, most cost-effective manner possible, including the development of residential alternatives to all levels of institutional care, enabling the system to extend services to a larger base of individuals receiving services.
ASOC PARAMETER II: SYSTEMS OF CARE DEVELOPMENT

This parameter defines the aspects of an ASOC’s organizational infrastructure that are required to transform a set of adult services into a person-centered, gender sensitive, culturally and linguistically competent, age appropriate system of care.  These aspects are: 
· Collaboration and partnerships
· Governance and organizational structure
· Strategic planning
· Human resource development
· Accountability

Collaboration and Partnerships

The success of a recovery-based ASOC is anchored in its providers collaborating with individuals receiving services, families, and communities and requires inter-organizational, inter-agency, intra-county and community collaboration as well.  Collaboration must occur between agencies and/or individuals that are stakeholders in a person’s life in terms of policy, planning, and service delivery.

Local inter-agency collaboration begins with and is dependent upon state level inter-agency collaboration.  State agency commitments must be clearly communicated to local agencies.  Many mental health departments rely on relationships with other government agencies to offer access to important services and supports like housing, employment, and education.  Collaboration will be stronger if requirements and incentives to collaborate are similar across local agencies, and this in turn will require commitment and collaboration by state departments and agencies.  The role of the State Department of Mental Health includes assisting local agencies in designing effective supportive services that accommodate individual needs and in establishing collaborative relationships that work.

Formal and informal collaboration and partnerships with community-based and grassroots organizations are necessary to build the organizational infrastructure needed to ensure that people have access to a wide variety of therapeutic and support services and opportunities for community integration.  This includes the strengthening of family, parenting, and peer support networks.  Formal contracting partnerships with community-based organizations can offer rich and seamless services for individuals receiving services.  Established culturally and linguistically competent, gender sensitive, age appropriate community organizations and agencies that may not now provide mental health services can be used to create or expand mental health services.  Informal bridges between mental health departments and a variety of local social service and peer support networks give individuals in recovery broader opportunities to settle into appropriately designed community supports.

Governance and Organizational Structure

The local public mental health authority serves as the entity responsible for coordinating the development of the ASOC.  This authority has the responsibility at the policy and program level to coordinate services that may be provided by the local mental health department (i.e., therapeutic and support services) and responsibility for linkages with services and supports provided by other local agencies, contractors, and/or local service and support organizations (i.e., housing, education, employment, and peer support networks). 
The establishment of ASOC Policy Councils is essential and must reflect the diversity of the local area and represent all mental health stakeholders.  Inter-agency collaborations need to occur at the policy, program, and operational levels. Successful governance is demonstrated by:

· Local mental health boards or commissions that include individuals receiving services and families who report to the governing body on mental health issues within the system

· Implementation of a culturally competent system of care

· Encouragement of parity representation by diverse populations reflective of their local communities, from line staff to management

· Inclusion of individuals receiving services as employees throughout the organization including management

· Strong agreements on the policy level, including shared organizational goals and formal interagency partnerships, marked by written agreements such as Memoranda of Understanding

· Integration and collaboration on the service delivery level

· Clear protocols for data sharing that respect individual confidentiality

· Common referral forms for all gateway agencies that identify potential individuals
· Co-location of services, where appropriate and intended to increase access

· Shared staff, where collaboration, access, and effectiveness are increased

· Resource sharing

· Development of collaborative care teams that meet regularly to coordinate care

Strategic Planning

Long-term planning and organizational development will include the Local Mental Health Board or Commission, the individual and family representatives, public and private community-based providers, community members, and Children’s and Older Adults’ Systems of Care.  The resources, including funds, staff, and skills to do collaborative program building work, are not present in all systems today.  Resources are needed to work with the community to lay the groundwork to provide for the clinical and non-clinical needs of individuals and their families.

Local public mental health authorities must assemble the partners to develop a framework for an ASOC.  This framework will guide regional and local resource allocations, and will allow utilization of limited and categorical funds to build a culturally and linguistically competent, gender sensitive, value-based, treatment-effective, age appropriate, and coherent system of care.
Human Resource Development

Recruitment, training, and retention of culturally competent, ethnically diverse staff is a large and growing problem in the public mental health system.  Strategies for recruitment, development and retention of staff must be a part of ASOC design and implementation.  Training of current and new staff in the values and strategies of a recovery-based delivery system is a need for organizational development.  Training is also needed for ongoing system operation.  Training must be a regular part of every ASOC project.  Training must include staff, individuals receiving services, family members, the public, collaborative partners, academic and research institutions, and the recovery community.  ASOC programs must have a human resources component that includes:

· Recruitment, development, and retention of culturally diverse line staff, middle-management, and executive staff

· Designated positions with particular cultural and/or linguistic skills and competencies, with appropriate pay differentials

· Creative workforce development (e.g., work with school districts to develop human service curriculum at the middle and high school level, coordination of undergraduate/graduate recruitment sessions with ethnic service staff, promoting mental health professions to college and university student affairs officers using professionals and individuals receiving services, and development of joint county/university internship programs, where possible)
· Creative career development (e.g., support for front line staff to complete career ladder programs to include individuals receiving services and people of color and development of mentoring programs for professional and paraprofessional staff

· Training Community College Human Services which includes medical and Psychosocial Rehabilitation Curriculum psychiatric personnel

· ASOC services promote staff participation in Community College Human Services and Psychosocial Rehabilitation Curriculum

· Review of staffing structure to expand the use of individuals receiving services and nonlicensed personnel

Accountability

Accountability for service appropriateness and quality must be guaranteed through development of policies and procedures that ensure:

· Review of aggregate results of individual outcomes

· Sharing of outcomes and other relevant information with local collaborative and use of outcomes to improve service quality

· Access, utilization, treatment and individual satisfaction for all groups

· Most normalizing and least restrictive treatment levels appropriate to the clinical needs of the individual receiving services
· The development of service quality benchmarks for all populations that include diverse and underserved populations

· Cultural and linguistic competence

· Gender sensitivity

· Clear and accurate documentation of medical necessity for clinical services

· Clear and accurate accounting of all funding sources and expenditures

· Ongoing monitoring of individual satisfaction

· Ongoing monitoring of individual and aggregate outcomes

· Availability of effective individual-friendly and linguistically competent problem resolution processes 
Evidence-Based, Effective, and Promising Practices

Identification, development, promulgation, and adoption of evidence-based, effective, and promising practices for care must be an integral part of ongoing ASOC design and modification. An effective ASOC is driven by continuous quality improvement, outcome-based measurements and the incorporation of new knowledge and technology.

Values-driven evidence-based practices are defined as “practices that reflect key values of the California Mental Health System stakeholders-such as recovery/resiliency and cultural competence-and which are supported by an identified level of scientific evidence.” 
  The concept of a hierarchy of scientific evidence acknowledges the existence of numerous types of scientific evidence ranging from rigorously designed research trials to systemic observations, including those that are part of a structured continuous quality improvement process. 
ASOC PARAMETER III: SERVICE POPULATION DEFINITION

The ASOC service population includes persons who, due to a mental disorder, have a reduction in personal or community functioning, and who are best served in the public specialty mental health system, including persons with co-occurring disorders (cognitive disorders, developmental disorders, or substance abuse disorders).

The ASOC service population includes:

· Transition Age Youth and Transitional Adults
· Emancipated minors
· Individuals 18 and older, unless transitioned to the OASOC
A full range of services for eligible individuals must be accessible to all ages within the specialty public mental health system. Services will be provided until the individual recovers, no longer desires services, or would be better served outside the public specialty mental health system. 

ASOC PARAMETER IV: SERVICE ELEMENTS
The following service elements reflect the vision of an integrated culturally, and linguistically competent, gender sensitive, age appropriate, recovery-oriented ASOC.  This “menu” of service elements has been developed as though full funding would be made available.  The full menu may not be achievable for every locality immediately, unless such funding is available; but it is critical that services are seamless and exemplify values of recovery and outcomes.  The list of service elements is intended to serve as a guideline for counties in creating a comprehensive integrated system that is responsive to local needs. Expansions and additions of creative services and activities that assist and support individuals receiving services are encouraged.

Service elements should reflect the specific needs of the population served.  That is, services and service sites should be culturally competent and linguistically appropriate for the demographics of the geographic area served.  In addition, design of individual/local systems should ensure age appropriate services and support activities. The service delivery components of ASOC should be team-based with a single point of responsibility, or a network of service providers with a single fixed point of responsibility.

Individual service providers and teams should include professional and unlicensed disciplines including alcohol and drug providers.  Services are accessible on a 24/7 basis and meet the individual at the point of need – be that at home, service site, shopping mall, street, etc.  Services become truly seamless and accessible.

Access to and duration of available services are based on individually determined need and directed by the individuals receiving services.  The framework is designed to be dynamic so that individuals can enter/access services and re-enter or exit the system at any service point, depending on their needs.  Re-entry is not a failure.

The ASOC is to be “Recovery” oriented and will provide services across five primary dimensions.  All services are designed to support people in their recovery:

1. Mental Health Promotion, Wellness, and Prevention Services:

In public mental health systems, mental health promotion, wellness, and prevention efforts are directed at the community at large.  The mental health of communities and its residents are impacted by risk factors associated with stressors such as immigration, unemployment, homelessness, racism, sexism, ageism, and violence.  Mental health promotion, wellness, and prevention services complement direct service and recovery activities by increasing community awareness about mental health issues and the resources available within Systems of Care as well as other community resources.  These services are effective strategies for serving populations that have been historically underserved and difficult to engage. Mental health promotion, wellness, and prevention strategies should involve the members of the communities targeted, be educational in approach, be community-based and involve collaboration with other departmental agencies, such as human services, criminal justice, and the schools.  Specific elements are as follows:

· Multi-cultural anti-stigma education

· Behavioral health screenings and physical health facilitation

· Community education, consultation and training, (i.e., law enforcement, public schools, housing resources, health care providers, as well as other collaborators). This includes public education campaign concerning adjustment to U.S. society, and dealing with acculturation stress and in-service training for primary health care physicians regarding screening and referral to the ASOC for ethnic populations with mental health problems

· Individual and family training on how to access services

· Community mental health resources (e.g., liaison with government and other organizations; problem solving around community mental health issues, manpower training)

· Mental health education programs for individuals receiving services and their family members (e.g., medications, substance abuse, smoking cessation)

· Friendship lines, hotlines, and warmlines

· Legislative advocacy on community mental health concerns

· Community forums and dialogues (e.g., suicide, race relations, drugs, mental health, domestic violence)

· Programs aimed at strengthening families and communities

· Peer-outreach

2.  Access 

· Outreach to the individual’s own residence, neighborhood, or employment site community
· Initial assessments will be conducted in the primary language of the individual seeking services and will include screening of co-occurring disorders, including substance abuse issues.
· Written materials are available and understandable in the threshold languages and preferably, in all primary languages of the consumers

· Engagement with attention to immediate need for a culture specific tradition of mental health supports to facilitate engagement (i.e., housing assistance, and physical health care) and includes culturally and linguistically, age appropriate approaches.

· Identification of need and direction to culturally and linguistically appropriate services

· Advocacy to facilitate siting of services in areas of greatest need in the community

· Planning for self-managed approach to wellness, person-centered service planning, including exit planning and linkages to other community supports.
· Harm reduction for persons with co-occurring drug and alcohol problems, which may include abstinence as a goal

· Transportation, location, and hours of operation to ease access to services

· Physical facilities that are welcoming, accessible, comfortable, and inviting, including those persons of diverse cultural/ethnic backgrounds

· Family support and consultation as well as collaboration

· Caregiver support and consultation

3. Mental Health Services 

Individuals use these services concurrently with or independent of community-based supports and services.  The services may be provided by other agencies and coordinated by the rehabilitation team:

· Culturally, linguistically, and age appropriate assessment (to include support needs as well as an assessment like religion, spirituality, culture specific traditions of healing, housing, employment, education, and for dual diagnosis needs, such as alcohol or other drug problem, etc.  Includes information and referral, requests for health care and other consultations).
· Therapeutic services (all services should be recovery oriented including assessment above) service and coordination (linkage, brokerage, and advocacy, SSI, Medi-Cal, food stamps, physical health care)

· Consultation and referral services

· Crisis services (includes mobile crisis and crisis residential treatment)

· Stabilization services

· Comprehensive services for recovery of persons with dual disorders involving alcohol and/or drug abuse. Dual recovery services include engagement strategies, detoxification, residential care, and primary treatment

· Psychotherapy/counseling (individual, group, family)

· Mental health education
· Forensic mental health services

· Correctional mental health services including linkages with probation, Department of Corrections, and juvenile justice services

· Acute and long-term inpatient care

· A range of residential supported housing options as alternatives to institutional care

· Skill building (i.e., relapse prevention/WRAP, stress management, parenting)

· Clinical management related to somatic treatments, including collaboration with general medical providers

· Medication initiation, stabilization, and maintenance

· Services provided by integrated agencies and/or with community collaboration

· Correctional mental health services

· Supportive and independent housing

· Supportive and independent employment (Including employment within the mental health system as care providers)

· Supportive independent parenting

· Supportive and independent education

· Peer supports (peer recovery network, drop-in centers, etc)

· Family support and consultation

· Caregiver support and consultation

· Exit planning and successful linkage to other supports

· Regional centers

4. Community-Based Supports

Community-based supports are provided by community organizations.  These services can be used by individuals in tandem with or independent of Mental Health Services., The ASOC needs to have the capacity for collaboration in order to facilitate relationships with organizations that provide or sponsor these services.

· Cultural and ethnic organizations

· Gender-based organizations

· Sexual orientation-based organizations

· Peer support networks

· Drop in centers

· Adult day care centers

· Freestanding wellness recovery centers

· Family supports

· Residential care facilities for adults and elderly

· Housing

· Employment

· Education

· Physical health care

· Legal aid

· Faith-based organizations and spiritual groups

· Dispute resolution

· Economic and community development departments

· Board and care alternatives (e.g., augmented board and cares)

· Culturally specific traditional healers

· Substance abuse/alcohol and drug treatment 

5. Transition Services

Transition services into and out of ASOC services should be strong, specific, planned, and collaborative.

Transition Age Youth: Specific planning must occur between CSOC and ASOC to develop individual transitions for children who might need to access ASOC services.  CSOC should consider transition plans at an appropriate age depending on the needs of the child.  ASOC should be brought into case planning at age 16; if it appears that the child is likely to require adult services.  The first priority for joint planning is to build a bridge for the young person to assume incremental responsibility for managing his or her own independence, as culturally appropriate, using education, employment, and other community support services to assure recovery. Integrated CSOC and ASOC services should be available to the young person and his or her family and community, depending on individual needs, during the period 16-25.  Services to young people during this period may include:

· Collaborative case plans with schools, community colleges, independent living programs, child welfare services, job training agencies, and linkages to community and individual benefit programs

· Service plans that identify the needs of the young person in the areas of employment, job training, health care, drug and alcohol abuse prevention, healthy relationships, information education, counseling, socialization, housing, and independent living skills

· Assistance with identifying the means for health insurance and educational linkages

· Continuation of wraparound services with a goal toward independence, if it has been found beneficial by the child and family under CSOC

· Continuation of family or guardian participation in case planning for transition age youth

· Creating services that address specialized needs of youth who are at high risk of dropping out of mental health services

· Peer support drop-in and other natural supportive centers

· Specific outreach to youth who are homeless or at risk for becoming homeless

· Services for youth who have had juvenile justice system involvement and are therefore at high-risk for becoming involved in the adult justice system

Transitional Adults: Specific planning must occur between ASOC and OASOC to develop individual transitions for adults who might need to access the specialized services of a culturally and linguistically competent OASOC.  The purpose of integrated joint planning is to build a bridge for the adult between adult services and the special needs of older adults.  Integrated planning should begin based on the functionality of the individual, and the likelihood that the person will need the intensive linkage to health and support services available under OASOC.  Services to adults during this period may include:

· Identification of specialized residential facilities for intensive care and security

· Identification of changing service needs, such as in-home services and appropriate dosages for medication

· Consultation to other agencies and providers with a focus on assisting with differential diagnosis and detection of depression and other mental disorders in older adults and others with complicating medical conditions and/or cognitive disorders

· Strengthened linkages to general health care providers

· Identification and involvement of family members in assessment of service needs of older adults

· Support resources and strategies for families for maintaining older adult in less restrictive levels of care

· Consultation and collaboration with alternative treatment modalities identified by older adults

· Consultation and collaboration with the faith community

· Identification of community-based organizations to assist in the transitional process, such as home health agencies, older adult day treatment programs, in-home support and respite care for family members

� In order to provide for such flexibility, and in view of the prevailing inadequacy of resources, it is important to emphasize that this document is not a set of regulations or review standards to be imposed on local programs.  It is, rather, an articulation of values and goals to which mental health directors are strongly committed.


� Cultural competence is defined as a set of congruent practice behaviors, attitudes, and policies that come together in a system, agency, or among consumer providers and professionals that enable that system, agency, or those professional and consumer providers to work effectively in cross-cultural situations.  The cultural competence continuum is:


Cultural Destructiveness


Cultural Incapacity


Cultural Blindness


Pre-Competence


Basic Competence


Advanced Competence


� Families are at the core of a successful partnership in recovery.  We define ‘family members' broadly to include relatives, children, peers, mentors, friends, caregivers, and significant others and domestic partners as determined by individual consumers.  ASOC services must support the role and requirements of parenting that most often impact women.  ASOC services should include consumer-driven recovery plans that honor and protect consumer privacy, rights, and choice with regards to the involvement and re-involvement of family members.


� Discrimination:  The behavioral manifestation of prejudice involving the limitation of opportunities and options based on a particular criterion, i.e. race, sex, age, class, disability.





� For the purposes of this document, the term ‘client culture,’ shall be used when referencing the culture of mental health clients.  Mental health clients bring a set of values, beliefs, and lifestyles that are molded as a result of their personal experiences of a mental illness, the mental health system, and their own ethnic culture.  When these personal experiences are shared, mental health clients can be better understood and empowered to effect positive system change.


� The California Institute for Mental Health.  (2003).  Toward Effective Mental Health Practices:  A Strategic Work Plan to Develop Organizational Capacity for Incorporating Values and Science into Mental Health Practices.  Retrieved from the California Institute for Mental Health website on 1/5/2005 at �HYPERLINK http://www.cimh.org/projects/executive_summary.cfm ��http://www.cimh.org/projects/executive_summary.cfm�.
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