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Who are we? - We’re ~@IVIRAS—

Department of Mental Health and Addiction Services
A Healthcare Services Agency

« CT Substance abuse and mental health authority
« 70,000 people in care annually

+ 3,600 employees, two hospitals, 15 LMHAS

« $600 million/year operating expenses

« Contracts with 250 non-profit agencies

« Prevention (all ages)

« Treatment (age 18+)

* RECOVERY IS OUR BUSINESS

L)
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“addicts”

“a chronic, relapsing disease”

“severe persistent mental iliness”

L
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What message are we conveying?

Doesn’t anybody ever get better?
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Typical service response

Severe

Symptoms

Remission - N1/
Acute symptoms

Discontinuous treatment
Crisis management
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Recovery “From™ vs. Recovery “In”
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Recovery “from” mental illness involves the amelioration of
symptoms and other deficits associated with the disorder to a
sufficient degree that they NO LONGER INTERFERE WITH
DAILY FUNCTIONING, ALLOWING THE PERSON TO
RESUME PERSONAL, SOCIAL, AND VOCATIONAL
ACTIVITIES WITHIN WHAT IS CONSIDERED A
NORMAL RANGE.

Recovery “in” mental illness involves a process of
RESTORING OR DEVELOPING A POSITIVE SENSE OF
IDENTITY and meaningful sense of belonging APART FROM
one’s condition while REBUILDING A LIFE despite or within
the limitations imposed by that condition

A “Recovery-oriented system” values the importance of BOTH
recovery FROM and recovery IN mental illness... our mission
to assist people in regaining a meanlngful constructlve sense of
membership in the broader community.”
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Recovery-oriented response
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Single Overarching Goal:
A Value-Driven, Recovery-
Orlented Healthcare System

How do you get there’7’>’?

llnlllell""'““g
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What might get in your way...

Anticipate concerns and address the tough questions,
early on and throughout...

Often these relate to “systemic” level issues that
providers feel are, to some extent, beyond their
control

Align with provider community. Do not overlook
organizational context and barriers while trying to M

“fix” individual providers... ~——
< “When you pit a bad system against a good performer, R
the system always wins...(Rummler, 2004).

Pay attention to the “Top Ten Concerns About
Recovery”
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The Top 10 Concerns =
About Recovery :ée?

Concern #5: Who's going to pay for it? Medicaid can
only pay for active treatment.

Recovery perspective: Medicaid has been used In
many creative ways.

Strategy: Use federal dollars to fund whatever they
can, and use general fund dollars to fund other services
that are not reimbursable under Medicaid. x
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The Top 10 Concerns
About Recovery

Concern #3: Recovery conflicts with other
DMHAS Iinitiatives. There are too many
conflicting and fragmented efforts.

Recovery perspective: Each initiative Is
compatible with a recovery perspective

Strateqy: For example, person-centered
planning should be part of Integrated Dual
Diagnosis Treatment. In order to be recovery-

"N
. . N
oriented, services must be culturally competent. (“’

S,

A
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The Top 10 Concerns .
About Recovery <%

Concern #2: Recovery devalues the role of
professionals. Recovery can appear anti-
treatment or anti-provider in tone.

Recovery perspective: Recovery moves
behavioral health much closer to other medical
specialties where the Doctor presents “treatment
choices.”

Strategy: Recovery-oriented care requires a @ﬁ
higher level of professional knowledge and ‘Q
expertise. \
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Recovery-Oriented
Value- Driven

Prog ram BestiPractices Organizational
(Provider) and Innovative and Programmatic
Programs Design

Practitioner
(Clinical)

Culturally Fidelity
competent to model

Multi-level Change Efforts
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Setting the Tone Through Policy

e Commissioner’s Policy Statement #33, Individualized Recovery
Planning, March 27, 2007

e ...7he Plan of care shall be developed in collaboration with the
person... with provisions to ensure that they have the opportunity to
play an active, meaningful role in the decision-making process.

e ...Focusing solely on deficits in the absence of a thoughtful analysis
of strengths leads to disregarding the most critical resources an
individual has on which to build on his or her efforts to... advance in
his or her unique recovery journey.

e ...7he primary focus of recovery planning Is on what services the
person desires and needs in order to establish and maintain a
healthy and safe life in the community... Given this community focus,
one tool required Iis an adequate knowledge of the person’s local
community and its opportunities, resources, and potential barriers.
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Strategles for Change

= Ground all efforts in a commitment to listen and respond to the
voice of recovery community

= In policy development, e.g., CORE RECOVERY VALUES as
the foundation which has informed all subsequent building
blocks, including the Commissioner’s policy

= In service design and delivery, e.g., peer specialist model
= Inresearch and evaluation, e.g., DMHAS/Yale NIMH grant

= In training and educational efforts, e.g., CT Recovery Institute
(teachers & learners)

= Use technology transfer strategies to identify develop, implement,
and sustain “best practices”

= Incorporate existing initiatives
= Re-orient all systems to support recovery

= Transition to recovery-oriented performance outcomes in non-
punitive approach
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CT Implementation Process

Sample Research and

Evaluation Efforts T-SIG NIH PCP
Education, training Cultural e Bublic
and workforce Competency IO Education
development Training
Service Vocational Housing Peer Directed
Enhancement Services Supports Services
Control and Person Advance Olmstead Flexible

Participation

_ Recovery
Laying the Steering

foundation

Cultural

AREHIONS Competency

CORE VALUES AS ARTICULATED BY RECOVERY COMMUNITY

Committee

Centered

Recovery Plan DIFEEyEs

CSAT

Consultation

CMHS

Consultation

Service

Initiatives Funding

DMHAS
Advisory
Council

Ccommissioner’s

Policy Statement
Quality System of Care

Provider
Recovery
Assessment

Advocacy

Community



Recovery Core Values

Equal opportunity for wellness

Recovery encompasses all
phases of care

Entire systems to support
recovery

Input at every level

Recovery-based outcome
measures

New nomenclature

System wide training culturally
diverse, relevant and competent
Services

Consumers review funding

< Commitment to Peer Support and

to Consumer-Operated services

« Participation on Boards,

Committees, and other decision-
making bodies

« Financial support for consumer

involvement
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Recovery Core Values

< No wrong door

< Entry at any time
< Choice Is respected
« Right to participate

< Individually tailored care
« Culturally competent care
« Staff know resources

Participation Funding-Operations

« NO outcomes, no income
« Person selects provider
« Protection from undue influence

< Providers don't oversee
themselves

« Providers compete for
business '
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Systems Change & What Works: -

> ey

Lessons Learned ¢ 4 A
Emphasizing community life and natural supports | |

Recognizing that people in recovery have valuable and useful
contributions to make

Using multiple forms of ““evidence’ to guide policy

Using a combination of approaches to address cultural needs and
elimination of health disparities

Establishing clear service expectations for providers and
monitoring outcomes

B Using ““Practice Management Tools’adapted from the private
sector to improve outcomes for people using public sector services
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Lesson 1:

Focus on community life and natural supports —
Example 1: Supported Housing and Employment

More people working, less inpatient costs

Inpatient costs

DMHAS established new
supportive housing units
for over 550 people with
psychiatric or substance
use disorders. Over 60%
of these people are now
working or in training, and
their inpatient costs have
decreased 70%.

Based on a Corporation
for Supportive Housing
study, these supportive
housing units are
projected to generate over
$140 million in direct and
indirect economic benefits
for the state.
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Lesson 1:

Focus on community life and natural supports — Example 2:
Specialized Intensive Supports

ASO identifies people with 3 or more

acute hospital admissions within 90 days
Recovery manager initiates contact while

person is still in hospital

Recovery plan developed to fill support

gaps

Recovery manager helps with transition

to community care

Recovery Zone
i

100

1000 56% reduction
® 500 in acute care
g episodes!

O

2 600

0 400 =
(V-

gl

H*

6 Mos. Before 6 Mos. After



Lesson 2:
People in recovery make valuable contributions
Peer Engagement Specialist Initiative
Agency Contacts for the Least Engaged Clients

= Not engaged - Control Group E=S Not engaged - Intervention Group

2 3
Month from the Baseline Interview

Source: 2002 Annual report to CT Legislature
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Lesson 3:
Necessity of Clear Expectations and Guidelines

« Provider Recovery Self-Assessment

« Consumer survey and language required by
contracts

+ Recovery-oriented performance measures
+ Recovery-Oriented Practice Guidelines

=Primacy of participation =Community mapping and development
=Promoting Access and =|dentifying and addressing barriers to

engagement recovery _
=Ensuring Continuity of care »Functioning as a recovery guide

=Employing Strength-based
assessments

=Offering Individualized recovery
planning
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03
Person-Centered Planning: .";@‘\_
A Window of Opportunity \ .
2

3

... The plan of care will be at the core of the consumer-

centered, recovery-oriented mental health system. The plan
will include treatment, supports, and other assistance to enable
consumers to better integrate into their communities and to
allow consumers to realize improved mental health and quality
of life.

New Freedom Commission Report on Mental Health,
2003
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Recovery for “them”...

v'Compliance with treatment
v'Decreased symptoms

v/ Stability

v'Better judgment

v'Increased Insight...Accepts illness
v'Follows team’s recommendations
v'Decreased hospitalization

v Abstinent

v'"Motivated

v'Increased functioning
v'Residential Stability

v'Use services regularly/engagement
v'Cognitive functioning

v'Realistic expectations

v'Attends the job program/clubhouse, etc.

Wellness for “us”

v'A home to call my own

v'Life worth living

v'A spiritual connection to God/others/self
v'A real job, financial independence
v'Being a good mom...dad...daugther
v'Friends

v'Fun

v'Nature

v'"Music

v'Pets

v'Love...intimacy...sex

v'Having hope for the future

v Joy

v'Giving back...being needed

v'Learning
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PCP as a tool to get beyond Us and Them

« Person-centered planning, at its core, Is about recognizing
that people with mental ilInesses generally want the exact
same things in life as ALL people.

< Clinical “stability” may be valued, but, for many, it is not
enough. People want to thrive, not just survive...

« PCP Is one tool the system can use to help people in this
process!
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PCP...Don’t we already do this??

A

“If everybody’s doing it, how come nothing is getting
done??”
Joe Marrone, ICI

“You keep talking about getting me in the ‘driver’s
seat’ of my treatment and my life... when half the
time | am not even in the damn car!”

Person in Recovery

So, no, we don'’t “already do this.”
 Not according to consumer/survivors...
« and not if you take a close look at concrete
Implementation strategies.
e« “old wine...new bottles”
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The Utility of Practice Guidelines

Promote increasing accountability
among providers and system as a whole

Provide a road-map for
trainees/providers who WANT to make
changes, but they feel un/under-
prepared (C-H-O-W)

e Assist in prioritizing training & consultation objectives

« Educate consumers and families re: what they can/should expect
from supporters and the system at large, e.g., our Recovery Mentors

Guidelines can be a useful blueprint
for desired change!
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Collaborative Research & Evaluation

NIH-funded RO1, Culturally Responsive Person-Centered Care
for Psychosis

Awarded to Connecticut DMHAS: carried out in collaboration
with the Yale Program for Recovery and Community Health

Overarching aim is to examine a model of person-centered care

which incorporates much of what has been learned in recent
Ve

years regarding the effectiveness of self-directed wellness
g

strategies, community integration programs, peer-support
v,‘ﬂ

services, and collaborative treatment planning.
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Why people of color with psychosis?

+ Health disparities research: People of color experience
significant inequality in terms of access to care, quality of
care, and response to care

« People with psychosis are particularly vulnerable to having
certain protections (e.g., the right to self-determine and to
make treatment choices) taken away based on assumptions
re: mental illness

<+ Taken together, this suggests that this target group
represents one of the most disenfranchised populations In
American medicine.



Proximal Outcomes Distal Outcomes

#1. Standard Care

incorporating lliness

Management (IMR)
N =120

Greater
Bridgeport
Mental Health
Center

Randomization

N=180 IlIness self-

management
#2. IMR + Facilitation

of Person-Centered

Clinical &
functional

Planning (PCP) status

N =120

Connecticut
Mental Health
Center
New Haven

Satisfaction
with
services

Randomization

N=180 #3. IMR + PCP +

Community Integration
Program (ClI)
N =120

Quality
of life
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Culturally Responsive Person Centered Care for Psychosis



The Nature of the Problem

24% of sample (N=137) report NEVER having a treatment plan
Of those who had experienced a treatment plan, half felt

involved only “a little” or “not at all”.

Sense of involvement in treatment plan

Only 21% of participants
report being “very much”
involved

Only 12% of people
Invited someone to their
last treatment planning
meeting

Over half were not offered
a copy of their plan

People aren’t even in the
car, let alone the driver’'s
seat!



Does Involvement Really Matter?

TPQ2 TPQ3 TPQS5

Involvement Planning  Running Agenda

P
Hope Scale Cg?rflc;?ion 263(*) 306(*) 197(*)
Total

Sig. (2-tailed) : : : Hope sustains, even during
periods of relapse. It creates its
own possibilities. Hope is a
frame of mind that colors every
Pathways Pearson 312(*%) 297(*%) . . .
Factor Correlation perception. By expanding the
realm of the possible, hope lays
the groundwork for healing to
begin. (Jacobson & Greenley,
2001, p 483)

Sig. (2-tailed)

Ag ency Pearson ) 269(*)

Correlation
Factor '

Sig. (2-tailed)




The Power of “Peer Services”

“The peer-to-peer model is an exceptional
example of the innovative ways in which we
can help the system overcome its own barriers.
Peer-support programs are not just
empowerment programs. They are an
expression...and an example...of the way the
system Is going to have to fundamentally
change to foster healing relationships, and
create an environment conducive for

recovery.”
- A. Kathryn Power, CMHS




Who is a Recovery
Mentor?

Someone who:

Hos personal experience
receiving mental hedlth
senvices

Wants o give back to
others inrecovery

Hos been froined fo
protectyour
confidentiality and yvour
rights as a research
participant

Is dedicated o your
recovery

Recovery Mentors

Fartners in Your Recowvery!

Your Recovery Mentor:

Phone Number:

What does a
Recovery Mentor do?

A Eecovery Mentor can:

e Getto know you and the
things that are imporfant
o vou and your
recovery
Encourage you fo spedk
Up about your pricrities
and goals
Help you figure out howy
YouUr fedm can best
sUpportyou
Fointyou to resources in
YO Community
Help you work with your
fecrn fo create O
“oerson-centered” plan




Who is a Community
Connector?

A Community Connectoris
sormeons who:

«  Hos personal experience
receiving rmental health
Senvices

« Want fo give back o
oftiers in recovery

e Haos received training in
protecting your
confidentality and your
Moht as d research
paricipant

e |5 availoble to help you
reconnectwith things you
like to do in the community

Community
Connections Program

Getting Out & About in
Your Community!

Community Connector:

Phone Number:

How can | make use of

this program?

You can:

« Get fo know your local
community and all it
has 1o offer you
Have leaders or others
Cccompdany you on fun
and interesting
community outings
Connect 1o people,
places, and things

where you feel
welcomed and volued




Preliminary Results

+ IMR+PCP+CI reported significantly greater
Increase in positive feelings (e.g., feeling good
about oneself and one's future) over time,
compared to IMR and IMR+PCP.

"Feel Good"




Preliminary Results

<+ IMR+PCP+ClI also reported a significantly greater increase in
Symptom Distress over time compared to IMR and
IMR+PCP.

« Combined with the
previous slide about
“feeling good,” this Is
precisely what resiliency
and recovery are about,
feeling good and positive
DESPITE the presence of
symptoms.

SCL-90: Symptom Distress




Preliminary Results

+ IMR+PCP+CI participants reported a significant
Increase In feeling that their clinicians were
responsive to
their needs over
,‘_4: -
time compared to
IMR alone, not
significantly
* different from
IMR+PCP.
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Preliminary Results

<+ IMR+PCP+CI and IMR+PCP participants both
showed Increases In sense of power/control over
their lives over time, in comparison to IMR alone.

Empowerment: Power / Control




Preliminary Results

+ IMR+PCP+CI reported a significant increase in
overall social support over time, in comparison to
IMR and IMR+PCP groups.

ISEL-Total
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The “Nuts and Bolts” of PCP

Plan: (a written
The practice of PCP can Process: document)
only grow out of a culture (2 way of doing)
that fully appreciates
recovery, self-

determination, and

community inclusion. Philosophy:
(a way of thinking &
Can change what people feeling)

“do”... but also need to
change way people feel
and think (hearts and
minds).

7



b g

Ny

*Make continuous use of strengths-based
assessment strategies
e.g., A discussion of strengths is a central focus
of every assessment

Key Practices in Implementation

*Adhere to person-centered principles in the
process
*e.g., Plans are written together and person
ALWAYS has a copy



Key Practices in Implementation

N .

*Recognize the range of contributors to the planning
process
*e.g., Plans reflect (in attendees and interventions) a
wide range of both professional supports and
alternative strategies

*VValue community inclusion
*e.g., Plans respect the fact that services and
professionals should not remain central to a persons’
life over time
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Community Life:

What does it have to do with Recovery??

EVERYTHING!
listen to the voice of
people in recovery...

If we

Part of healing and recovery is the ability to
participate as full citizens in the life of the
community. (Walsh, 1996)

To join the dance of life...

There is this little pub down the street that | just
love. | like to go there and have a tonic and lime
and just chat with the patrons. | am not sure what
it is about that place?? But it makes me feel good.
Maybe...maybe it's a lot like ‘Cheers’ — you know,
a place where everybody knows my name... | am
just Gerry, period. Not “Gerry the mental patient...”
(Man in recovery on finding his niche...)



Missing the Obvious

Lonellness/Dlsconnectlon T
: BE==
¢ ,,: Loss of Control

“Now just sit down and tell me what seems
to be the trouble...”
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A word of caution...

Building a life in the community is NOT a task
that comes AFTER discharge.

Love, Work

\ A TREATVENT T
(Clinical Stability) Life
Housing,

Faith &
Belonging
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Instead...

The pursuit of meaningful community life must be at the heart
of the care and planning process throughout!

A person-centered system of care
supports the person’s
WO G her condition while
school rehabilitation e
s/he Is regaining or
establishing a whole life
and a meaningful sense
of membership in the
broader community.

e N

housing

AR,

social
support

e Ty

belonging - “WHILE"” not “AFTER™!
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A word of caution...

Just as community life is not what
comes AFTER discharge, it is also
NOT something that service

systems can, or should, artificially
create FOR people!

But what about stigma? How do 1

we protect people from NIMBY?




e

A word of caution...

«Stigma and discrimination are NOT a reason to deny people access to,
or to “protect” people from, the pitfalls (or potential joys) of community
life.

éﬂorl 3
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*Be careful to avoid the “one stop shop” (danger of good intentions)

*Ask yourself: Am | about to recommend or create, in an artificial or
segregated setting, something that can already be found naturally in

the community?
«Sheltered workshops/real jobs for real pay
*Movie nights at the LMHA/passes to the local theatre
«Construction of fitness facilities/reduced rates to the local gym
Internal GED classes/local Adult Education facilities
*Referral to the “current events group”/Barnes & Noble book club
*On-site medical facilities/ use of Community Health Advocates
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Consider instead...
*Teaching providers to
*Collaborate with/consult to community
partners
eunderstand relevant disabllity legislation
erecognize instances of discrimination
seffectively utilize state and local resources

Building this same kind knowledge/skill within
the consumer community!




Implementation

\9
\ Key Practices In

eDemonstrate a commitment to both outcomes and
process
*e.g., Expectations are high for successful
outcomes In a broad range of QOL dimensions;
Process tools (quality indicators, checklists) are
flexibly applied to promote quality care.

eUnderstand and support human rights such as self-
determination
c.g., People are encouraged to write their own
crisis and contingency plans/advance directives
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RISK
V.
SAFETY

X/
0’0

L)

L)

Practice Implications:
Dealing with “RISK”

People are presumed competent and entitled to make their own
decisions. They are encouraged and supported to take risks and try new
things. (RISK)

Person-centered care does not take away the provider’s right, and
responsibility, to take action to protect the person or the public in the
event of emergency or crisis situations, but limits the authority of
providers to narrowly defined circumstances as defined by statutory
laws. (SAFETY)

In all other cases, providers are encouraged to offer their expertise
respectfully within the context of a collaborative relationship, clearly
outlining for the person his or her range of options and their respective
(potential) consequences and rewards.

Make use of tools/safeguards that assist with decision-making and
advance planning, e.qg., pay-off matrix, psychiatric advance directives
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SUBSCRIBE TO MEWSLETTER

NRC:-PAD #-

National Resource Center on Psychiatric Advance Directives Action: | Subscribe 8

Home
Getting Started
State by State Info
FAQs
Educational Webcasts
Links
Current Research
In the Hews
Legal Issues
“ Discussion Forums
= Search
Feedback

FAD STORIES

“. L bwas really crowded in
the ER so T showed Intale
oy palchlattic acvance
diractive ahd fold thern that
f needed fo go somewhers
et s that f could calm
ciown... The intake nirse sat
with rme Ih & quist roorn Ll
Fealrmed down.® Click for
More...

—e =S

Home

Welcome to the National Resource Center on Psychiatric Advance Directives

Click state to view statute information.

Faychiatric advance directives are relatively new legal instruments that may he used to document a competent
person's specific instructions or preferences regarding future mental health treatment. Paychiatric advance
directives can be used to plan far the possibility that someone may lose capacity to give arwithbold informed
consentto treatment during acute episodes of peychiatric iliness.

Alrmost all states permit advance directives for healthcare, which can be used to direct at least some forms of
pevchiatric treatment. nthe past decade, twenty-five states have adopted specific peychiatric advance directives
statutes.

This site offers an introduction to psychiatric advance directives, state-by-state information about advance
directives, instructions and forms, discussion forums, educational wehcasts, current research, links to other
wehsites, and maore!

Dovouwant to learn how towrite Paychiatric Advance Directives? View webcast




“Risk” Is Inherent in Recovery...

“We've considered every potential risk
except the risks of avoiding all risks.”




TOOLS AND RESOURCES

Center on Mental Health Services Research and Policy Ul ;-’I”gﬁiggi-'oﬂf lllinois

B RN Department of Psychiary

NC CWMHSRP Home | UIC BRTC on Self-Determination | UIC EIDP | UIC Publications | 5earch

SAMHSA National Consensus Initiative on Person/Family-Centered Planning
e G { INTRODUCTION
Administration CMHNS
. The purpose of this initiathve was to plan and convene a consensus meeting on December 3,
NTDRR 2005 to identify model approaches to individualized, person/farmily-directed planning. The
initiative targeted approaches that facilitate recovery and resiliency for children and adults with
Search P/FCP pages mental health problems. Presentations made at this meeting and final papers commissioned far

the initiative are now available. A series of recommendations on how to implement and monitar
quality individualized recovery and resiliency planning for youth and adults will be posted to this
Google Search ] website. The initiative is sponsored by the Substance Abuse and hental Health Services
Administration (SAMHSA), Center for Mental Health Services (CMHS).

To find out more about the Initiative, click on one of the links below.

HISTORY AND BACKGROUNMD OF THE MATIONAL CONSENSUS IMITIATHE O
FERSOMFAMILY-CEMTERED PLAMMING

COMFEREMCE PLANMING COMMITTEE MEMBERS

COMFEREMCE PAPERS, PEESEMTATIONS, AND PEESEMTER BIOS
FERSOMFAMILY-DIRECTED PLANMING RESOURCES
FRESIDEMT'S MENTAL HEALTH COMMIZSION FINAL REPORT

MATIOMAL COMFEREMCE AGENDA NOTES AMD RECOMEMDATICONS

sych.uic.edu/uicnrtc/cmhs/pfcphome.htm



http://www.psych.uic.edu/uicnrtc/cmhs/pfcphome.htm

TOOLS AND RESOURCES...

The Glass Half Empiy... The Glass Half Full

Deficit-hased Language Strengihs-based, Recovery-oriented Alternative
A schizophrenic, a bordetline | A person diagnosed with schizophrenia who experiences the following ...
** an addictjunkie **4 person diagnosed with an addiction who experiences the following ...

Clinical Caze lanager

Fecovery Coach/Fecovery Guide (F'm not @ case, and you'ra not my mamager

Front-line stafffin the trefiches

Direct care/support staff prowiding compassionate care

aubstance abusefabuser

Person with an addiction to substances; substance use interferes with person’s life

muffering from

Worlzing to recover from, experiencing, living with

Treattnent Teatn

Fecovery Team, Fecovery Support System

LIVMHA Local Mental Health
AUTHORITY

Fecovery and Wellness Center

High-functioning vs. Low
Functioning

Perzon'z symptoms mnterfere with ther relationship (work habits, etc)) i the following way. ..

Acting-out

Perzon dizagrees with Eecovery Tearn and prefers to uze alternative coping strategies

aelf-help

Fecovery support groups/mutual aid groups

Drenial, unable to accept
illnezz, lack of msight

Perzon disagrees with diagnosis, does not agree that they have a mental illness pre-
contemplative stage of recovery

F.esiztant Mot open to... Choozes not to... Hag own ideas.

Wealinesses Barriers to change, needs

Unmotivat ed Person is not nterested in what the system has to offer; interests and motivating mcentives
unclear

Clinical decompensation, Perzon is re-experiencing symptoms of illnessfaddiction; an opportunity to develop,

relapse, falure inplement, and/or apply coping skills and to draw meaning from managing an adverse event:

Ee-occurtence

IWamtaming clinical
stahility/abstinence

Promoting and sustamming recovery

Untreated alcoholics

Feople not yet in recovery, precontempla ive stage of recovery

Prevent suicide

Protnote life

Puts selffrecovery at risk

Tales chances to grow and experience new things

Maon-compliant with
medicati onsfreatiment

Prefers alternative coping strategies (e g | exercise, structures time, spends titme with family) to
reduce reliance on medication, Has a crisis plan for when meds should be used; beginning to
think for oneself



The Glass Half Empiy... The Glass Half Full

Deficit-based Language

strengths-based, Recovery-oriented Alternative

Minimize risk

Maszinize growth

Consumer (in addictions
Cotmunity)

Perzon in recovery, person worling ot recovery

Patient (in mental health
Cotmunity)

Individual, consumer, person recefving services

Treattment wotls

Perzon uzes treatment to support hisfher recovery

Treatment system

Fecovery Community

Dizcharged to aftercare Connected to long-term recovery management

Enahle Empower the indvidual through empathy, emotional authenticity, and encouragement
Frequent Flyer Tales advantage of services and supports as necessary
Dangerous mnecify behavior

Manipulative Fezourceful, really trying to get help

Entitled Aware of one’s rights

DTODTEGD m=Describe behaviors that render one danger to selffothers, etc.
Bazeline What a perzon looks like when they are doing well

Helpless Unaware of capahilities

Hopeless Unaware of opportunities

Grandiose Haz high hopes and expectations of zelf

[Izer of the system

Fesourceful, good zelf-advocate

*The Lemguage of Recovery, William White, Chestnut Hill Health Bystemns; * RKecovering Services, Mational Institute of hental
Health — England, META & ervices, Phoenix, 47,




Manuscript available for download at:
www.dmhas.state.ct.us/documents/practiceguidelines.pdf

TOOLS AND RESOURCES F

Practice Guidelines for
Recovery-Oriented
Behavioral Health Care

Connecticut Department of
Mental Health and Addiction Services




Your Treatiment Plan & Meeting : if’”"—? jﬂ

; o N
Making it work for you and your sty 3 .
recovery R

What is a “treatment plan™?
& treatroent plan:
+ z sometimes also called a service plan or a recovery plan.
15 a docurnent that sou create with ywour tearn to help plan for your recorveersy and services.
identifies goals that are important to ywou inour recovery and well-heing,
identifies the things that sou and your team need to do to help you achiese these goals.
iz the docummernt that your clivdeal tearn uses to get payrnent for the supports they provide to o,

What is a “treatment planning” meeting?
It is a meeting:
+ rhere you work in partnership with others to create sour treatment plan.
+  that happens on a regular basis — usnally every & months (although the plan can be updated as needed).
+ rhere you have a right to vite ansone ywou believe is supporttve of ywour recovery — including ywour
recovery mentor!
+  thaf wour mentor can attend and help you speak 1o abomt things that are important to sou.

What is ¥ OUR role in this meeting?;
For this meeting, it iz nseful to:
+  think about wour priorities and goals ahead of time.
+ gzl for the types of support that would be most helpfil to o,
+ SPEAK TP and share your ideas and needs with your teatn!
+  think about our own responsibilities in working towards wour goals.

What kinds of things can I'hring up at this meeting?
This is YOUR meeting. Voucan:
+  hring up anything sou think is irnpottant in ywonr recovery
+  digcusg ways to pasue your goals, both clincal treatinent goals and also ywour goals and drearns for
erployment, education, social activities, and sour Idng space.

What happens afier this nweeting?
& fter this meeting:
+  Vour clinician will work to include the things you talked about in a written docurnent.
+  This docurnent is both a swrmenarsy of the meeting and an outline of upeorning action steps for ywou and
o tear mernbers.
+  ¥ou should resienwr the wintten plan with wour clinician and make sure you understand it &sk questions
if yon don’t.
+  ¥oushould sign the plan and ask for a copy for your records. Feep it in a safe place to protect your
confidentiality.
o WORK VOUR PLAN! Follow through on wour personal action stepe and take charge of your recoseryl

TOOLS AND RESOURCES




The Plan...Must it be a heavy burden?

€ Original Artist .
Reproduction rights obtainable}from
I Ta LT AT T |: = | r't aon :E:-t oc |_II alilae

“Apparently, Smith’s desk just couldn’t
withstand the weight of the paperwork we
piled on his desk.”




TOOLS AND RESOURCES...

Automated Recovery Plan

« Incorporates Recovery Principles
Encourages planning in multiple domains beyond symptom management
Elicits consumer satisfaction which in turn drives formulation of plan
Provides opportunity for prioritization
Allows consumer to build a “recovery team”
Utilizes a strengths-based model
Prompts a recovery dialogue between the consumer and the provider
Uses consumer-friendly language

Specifies clear action steps and encourages all members of the team to
contribute to those steps

- Supports Accreditation and Third-Party Billing Requirements
- Generates Aggregate Planning and Quality Improvement Data

« User friendly and time-efficient

For more information, contact daniel.wartenberg@po.state.ct.us
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| essons Learned

< At the system level - Don’t put your head Iin the
sand! Anticipate concerns and address the TOUGH
questions!

<+ Align with provider community. Do not overlook
organizational barriers while trying to “fix”
providers...

<« BUT... also take a good hard look at the “internal”
barriers. (The former can be a red herring — e.g.,
“keys”, HIPAA)

<+ Keep It real and “walk the walk™ e.g., direct
recruitment, HIC training expectations, meeting
structures/feedback mechanisms, etc.




— L .

| essons Learned

It’s a slow, long road... importance of:
sharing success stories

prioritizing action steps and GETTING OUT OF THE
GATE!

Avoid “perpetuating pessimism.” Given guidance and user-
friendly tools that support the work...many people embrace
new ways of thinking/doing.

Take the time and make it stick! Avoid Train and Run...while
offering on-site consultation/technical assistance. A front-end
Investment for long-term gain.

Implementation requires flexibility, innovation, and a continuous
commitment to learn from all stakeholders!



— L .
There 1s no one “right” way to do PCP!

« Intention i1s NOT to endorse one
standardized model or way of doing
things. Rather...

+ To “encourage the flowering of
diverse methods...that express the
many different gifts of those people
who accept responsibility for the
work” (O’Brien, 2002), and the
responsibility to walk beside people
on their unigue paths to recovery,
wellness, and better lives
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For Slides & Information
Contact:

Janis Tondora, Psy.D. @
Janis.tondora@yale.edu
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