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Introduction to Full Service Partnerships
(2010)
Section 1: History and Definition of Full Service Partnerships

1.1 Failures of deinstitutionalization – extended coercion vs. extended engagement
We hear the story repeated every week. The state hospitals were closed during deinstitutionalization.
The money didn’t follow people into the community. Now those same people are homeless, in jail, and
“dying with their rights on.” This story is often used as the rationale for increased mental health
spending including Proposition 63 in 2004. What that story ignores is that the vast majority of people
with mental illnesses, especially those who actually use community mental health services are living in
our communities, safely, without becoming homeless or jailed. The vast majority of people who are
doing very poorly aren’t usually actually using community services. Sometimes the main difficulty in
serving people is that we just don’t have enough services to offer. Sometimes the main difficulty is that,
for a variety of reasons, they are difficult to engage.
Two major approaches have been forwarded to deal with difficulties in engagement. One is to increase
the provider’s range and power to force people to receive services. The most prominent of these efforts
is involuntary, or “assisted”, outpatient treatment (almost always including “forced” medications). This
approach has been taken in a number of places and, when accompanied by resources, does appear to
create positive results (though some have argued that allocating the resources was what was crucial
with very little added by the extension of involuntary powers). A few years ago California did pass a
state law facilitating outpatient commitments, but it didn’t allocate any resources and very few counties
have implemented it. The other approach is to increase the effectiveness and targeting of outreach and
engagement efforts. California has been aggressively pursuing this approach, with strong advocacy from
the consumer movement as the more humane approach, allocating substantial resources over several
years through the AB34, 1034, and 2034 programs that specifically targeted poorly engaged people who
are homeless, jailed, repeatedly hospitalized, and/or institutionalized. The success of these programs
statewide has been compelling with dramatic reductions in homelessness, jailing, hospitalization, and
even unemployment. That success inspired, among others, the lawmakers behind Proposition 63.

1.2 Passage of the Mental Health Services Act – excitement and planning
In one of the most remarkable and inspiring acts of mental health reform ever, an explosive
combination of decades of frustrations at inadequate funding and services, “broken promises” of
deinstitutionalization, consumer, professional, family, and even community advocacy, aggressive
legislators, recovery promoters, bureaucrats and administrators, homeless outreach workers, and many
others came together to pass the Mental Health Services Act in November of 2004, bringing hundreds of
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millions of dollars and sky high hopes and expectations to California’s mental health system. This Act
very explicitly took the engagement approach over the coercion approach specifically prohibiting the
money being used for expansion of involuntary treatment and promoting the model developed by the
AB2034 programs.
We began an often giddy, extensive planning and development process in every county that included
thousands and thousands of people many of whom had never been included before. Notably, this
process included children and adolescents, transitional aged youth, and older adults, even though the
AB2034 programs had been limited to adults. One of the main results of that planning was a state
directive that a large portion of the money was to be spent on Full Service Partnerships (FSPs), a term no
one had ever heard of before and that, even today, is virtually unknown outside of California. Lots of
people were disappointed and confused, but they stayed involved.

1.3 Defining Full Service Partnerships
If we think back on it, the goal of many –though certainly not all – of the promoters behind the MHSA
was not just to fund the mental health system to do more of what it was already doing. It was to
fundamentally transform the system. How could an existing term really describe something new and
transformed? But even those promoting transformation didn’t necessarily agree with each other, have
a clearly defined vision, or want to limit their horizons. Not when we were all feeling so hopeful.
As much as bureaucratic language can, the official definition of an FSP contained in the California Code
of Regulations, Title 9, Section 3200.130 “the collaborative relationship between the County and
the client, and when appropriate the client’s family, through which the County plans for and
provides the full spectrum of community services so that the client can achieve the identified goals”
captured a spirit of collaboration, hopefulness, and a very vague vision. Lots of people were still
disappointed and confused, but they stayed involved.

1.4 FSPs and ACT teams
A common first question was “How do FSPs differ from ACT Teams (Assertive Community Treatment)?”
Strangely enough, one of the main obstacles to answering this question is defining what ACT really is.
The original ACT was the PACT program in Madison Wisconsin established by Stein and Test in the 70s to
deal with precisely these same people – deinstitutionalized people not well engaged in services who
were doing poorly in the community. Originally PACT was visualized as a “hospital without walls” and it
had a very clinical, patriarchal focus tracking people in the community to enforce treatment compliance.
Over decades this original “ACT model” has spread throughout the world. However, if we look at PACT
today there has been substantial evolution. For one thing, they realized that these people have trouble
coordinating services of all types and that if they wanted them to get help with housing or employment
or medical care or substance abuse treatment, for example, they’d have to coordinate it for them. In
general, if a service was integrated onto the actual ACT team, whatever it was, it would be effective and
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if it was handled as a referral to some other agency, it wasn’t effective. Various “ACT-plus” programs
emerged integrating a variety of services into the original psychiatric treatment / case management
basic ACT package. For another thing, the original PACT program has become progressively more
collaborative and “recovery oriented” over the years. They now include shared decision making, harm
reduction, motivational interviewing, person centered and client driven approaches, consumer staff,
supported housing and employment, etc. even though the official “ACT model” and many replication
programs don’t. The FSP vision specifically includes both of those evolutions from the basic ACT model:
1) Integrated “full services” in one program and 2) Collaborative, person centered and client driven,
recovery based “partnerships”. In addition, many FSP programs have a program site that isn’t just
offices for their staff, but also function as a “clubhouse” or rehabilitation center for their members,
spreading the “full services” and “partnership” to encompass an entire program culture.

1.5 Targeting FSP funds
Other questions flooded in that often reflected two conflicting motivations. Some people wanted to
know how they had to write things and what they needed to include in their proposals and programs to
get some of that money for themselves to do what they wanted to do. Other people wanted to know
how they could use the MHSA to make other people change to make them do what they wanted them
to do.
The first restriction on the adult side was massive. The only people who could be served in FSPs were
defined as “Seriously mentally ill Adults who meet ALL of the following: 1. Their mental disorder results
in substantial functional impairments or symptoms, or they have a psychiatric history that shows that,
without treatment, there is an imminent risk of decompensation with substantial impairments or
symptoms. 2. Due to mental functional impairment and circumstances, they are likely to become so
disabled as to require public assistance, services, or entitlements and 3. They are in one of the following
situations: a. They are unserved and one of the following: i. Homeless or at risk of becoming homeless,
ii. Involved in the criminal justice system, or iii. Frequent users of hospital or emergency room services
as the primary resource for mental health treatment or b. They are underserved and at risk of one of the
following: i. Homelessness, ii. Involvement in the criminal justice system, or iii. Institutionalization.” In
one blow, all that FSP money was targeted very narrowly and the vast majority of people were excluded.
Despite the howls, there were several advantages to that draconian approach, at least in retrospect.

1.6 Building on AB2034 successes
Firstly, it focused the new resources on the population that the new recovery based approach had
shown the most ability to distinguish itself from the standard approach. The AB2034 programs had
achieved dramatically positive results with precisely this population. Rather than implementing new
principles and practices that were based just on the teachings of the recovery model, or on top-down
administrative decrees, or on a cookie-cutter application of evidence based practices, staff of new FSP
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programs were able to learn from their peers in AB2034 programs. “Do whatever it takes” became the
most important implementation strategy because that’s what got results. And we had the data to prove
it.

1.7 Social responsibility and J curves
Secondly, restricting FSP services to a few selected people was socially responsible. Public mental health
services shouldn’t be designed just to treat the illnesses of enrolled clients. We should be helping all
needy people with serious mental illnesses have better lives and improve our communities as a result.
Many communities are rightly concerned about the negative impact people with mental illnesses have
on the quality of life of the entire community.
As much as we would like to provide the best mental health services for everyone, we will never have
enough money to do so. More to the point, we will never be able to have a one-size-fits-all system that
is effective in helping those who are most disabled, destructive, and disruptive. If we are going to
actually help those people we are going to have to give them more and different services than are
generally available. This approach, targeting lots of resources on a few selected people is called a “J
curve.”
The department of mental health has always had a kind of de facto J curve because people who are
hospitalized use a strikingly disproportionate amount of resources and the state as a whole has a de
facto J curve because people who are incarcerated use a strikingly disproportionate amount of
resources. The FSP eligibility criteria made a very overt and proactive, socially responsible J curve. It
made sure that enough resources went to a few people that we could often make a real difference.
J curves have two obvious disadvantages: 1) They’re not “fair.” By definition, a few people are getting
more opportunities and more services than everyone else. Only one-size-fits-all is actually fair. 2)
They’re not “right” – in a moral sense. The majority of people who these resources are focused on don’t
seem “deserving”. After all, they’re disruptive and destructive. It’s hard to justify giving a free
apartment and a case worker and benefits assistance and home visits from a psychiatrist to someone
who uses drugs, commits crimes, doesn’t follow through or do much to help themselves, while many
other “deserving” people who are also disabled, but trying hard to be a good citizen and get their lives
together are given only scraps. So why do we do it? Because it’s the only approach that can work. But
it attracts a lot of critics.

1.8 Staff transformations – person-centered, learning cultures, professional roles, hiring consumers, and
resistance
Thirdly, it gave staff a somewhat protected and reasonably funded space to try new things, learn
together, and transform themselves. The most crucial transformation is from illness-centered services
to person-centered approaches. What this means is that the person’s life is no longer the backdrop to
their illness, potentially facilitating or disrupting their treatment. Their illness and its treatment

Introduction to Full Service Partnerships 5
Exploring Recovery: The Collected Village Writings of Mark Ragins
potentially facilitate or disrupt achieving their goals in life. The focus of our services is not to treat their
illnesses, but rather to help people with illnesses have a better life. Whereas, the foundation of illnesscentered services is a good diagnosis, the foundation of person-centered services is a good relationship.
The goal is not stability of symptoms and control of illness. It is self-responsibility for their wellness and
their lives.
Ultimately, the success of the recovery movement won’t depend upon administrative policies or
financing schemes or even amazing CIMH toolkits, it will depend upon thousands and thousands of
caring staff, leaving their professionally dictated comfort zones to one-by-one create “the collaborative
relationships” promised in Full Service Partnerships. For most staff this will be a return to why their
hearts got them into this work in the first place, a return from treating illnesses to helping people.
As inspirational as that might sound, personal transformation is hard work and it’s a journey best taken
together. Staff need to work in a “learning organization” where there is regular time allotted to
reflection and discussing with each other what changes they are making and what is working and what
isn’t working in an ongoing change process. A “learning organization” isn’t necessary in a system that is
doing the same things year after year, only making changes based upon external funding changes or
administrative decrees, though that minimal approach will lead to a great deal of staff burnout. A
“learning organization” is needed to actively transform services and people.
Most programs first focused on profession specific transformations: How will therapy be adapted to a
recovery culture? How can psychiatrists practice in a more collaborative way? How can consumer staff
be included? What will be the “scope of practice” of community workers? Do hiring patterns need to
change to replace some mental health professionals with rehabilitation professionals? What is the best
combination of licensed and unlicensed staff? How will the long established professional hierarchy
change?
Probably the most common flash point has been the hiring of consumer staff. Hiring consumer staff is
an essential element of recovery based services. The enhancements in outreach and engagement,
breaking down the “us vs. them” barriers, increasing hopefulness through role models, peer bridgers,
and mentors, consumer inclusion and respecting their voice, collaboration instead of coercion, moving
beyond chronic client identities, practical life coping, mutual support, and self help, and overall trust and
relationship building are crucial components for the success of the recovery movement, especially with
people who were previously “noncompliant” and drop-outs. But consumer staff bring far more than
that. Their very existence as successful productive “colleagues” with severe mental illnesses challenges
our beliefs about the limitations of mental illnesses and embodies the reality of recovery. They
challenge our internal stigma and segregating practices. Hiring people with mental illnesses is likely to
be the single most powerful transforming action any mental health program can take.
To this point, rather than creating widespread “policy” answers to professional practice issues, we have
more commonly seen individuals develop their own answers as they personally transformed. Many of
the staff who chose to move from their previous job assignments to FSP assignments were more likely to
be innovators and early adaptors and more likely to pursue making personal changes. By contrast, those
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who remained behind in “traditional settings” were less likely to pursue making personal changes and
many have remained distant from the recovery movement altogether. This has led to somewhat of a
split within our staff, sometimes within the same building, between the more “progressive” FSP staff
and the more “conservative” traditional services staff. In some places this split has become quite
personal and contentious. Allocating much greater resources to the FSP staff than to the remaining
clinic staff has inflamed things as well.
Unfortunately, in many places, we now have established professionals actively resisting FSPs and the
recovery movement, even though over the long run they will likely find recovery practices to be more to
their liking and more effective and burn them out less than the traditional practices they are defending.
For recovery practice to become spread beyond the limits of protected, well funded FSP programs, we
face major challenges in staff and professional transformation. The FSP programs, along with Wellness
Centers and consumer staff overall, have gained some grudging respect as they succeed with people
that traditional services didn’t and staff realize it isn’t just about funding. This respect is the ground
upon which further staff transformation will likely be built.

1.9 Expanding beyond adult services
Another sensitive issue arose when the MHSA tried to export FSPs and recovery to other age groups
from the Adult System of Care. While some of this is probably turf and independence issues between
two basically separate systems, there are serious practice implications that frankly hadn’t been thought
through. The two systems have evolved separately incorporating different clinical, financial, legal, and
social considerations. Recovery itself adds another layer of age dependent considerations. Since
recovery is about growing and developing a better life, recovery looks different for different ages and
developmental stages.
Clearly, our services, goals, and relationships needed to be specialized for each age group. For example,
each of the stages of recovery – hope, empowerment, self responsibility, and meaningful roles - are
different for a 5 year old, a 13 year old, a 22 year old, a 40 year old and a 70 year old. Also the “adult-toadult” relationships we strive for with our adult clients should look different with clients of different
ages while still striving for respect, collaboration, and reciprocity. The MHSA has taken this
differentiation by age a step further moving beyond the traditional child and adult systems, including 4
age related developmental stages: child and adolescent, transitional age youth, adult, and older adult.

1.10

Funding issues – leveraging MediCal/Medicare and non-supplantation

Funding person-centered programs is a complicated challenge because comprehensive person-centered
recovery oriented funding streams doesn’t exist. Someday that may be possible – after all hospice has it
– but at present, at best, we’re combining several “categorical” funding sources, each with their own
accountability and audits and idiosyncrasies, to try to meet people’s comprehensive needs, and at
worst, we’re distorting reluctant funding sources. The funding elephants in any room in the public
mental health system, including FSPs, are MediCal / MediCare because those both have substantive
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federal contributions that magnify any state and local money that is spent. But of them are both solidly
illness-centered funding sources that limit what kind of services they’ll pay for and what kind of people
they’ll pay to do them. Both of them specifically reject funding mental health services to provide the
three main important “paradigm shifting” services – relationship building, integrating poverty services,
and integrating “supported” medical care.
Extremists (and even some not so extremists) advocated abandoning MediCal and MediCare (along with
their “over-evolved” maladaptive paperwork) and funding FSP services directly with MHSA funds. Doing
so would’ve been quite tempting since we could “do whatever it takes” without worrying about MediCal
/ MediCare billing quotas and eliminated lots of paperwork. But we wouldn’t have leveraged any federal
dollars. On the other extreme (and not so extreme), we could’ve provided only services that bring in
matching federal dollars and maximized the number of people we could enroll. Put simply, we could
help one person however we chose with minimal paperwork or help two people with serious restrictions
and paperwork. Throughout the state compromises evolved using some MHSA money to attract federal
matches and using some MHSA money to meet people’s other needs and to hire unlicensed staff. A
variety of policies and procedures have been developed to codify those compromises.
The original financial premise of the MHSA was that it would fund additional and transformed services
on top of a system that specifically required to “maintain current levels of effort.” “Supplanting”
existing program funds with MHSA funds without building new services was explicitly forbidden. In the
beginning new MHSA funds amounted to about 15 % of overall mental health funds which would’ve
been a substantial enrichment of services. It was projected that over 20 years the MHSA funding stream
would grow to be about 80% of services and fund virtually an entirely transformed system. That vision
seems so long ago now.
Deterioration of existing mental health services began almost immediately (or perhaps more accurately,
it continued unabated). Systems found themselves in a strange position of opening new, relatively well
funded MHSA programs while cutting back on the “core services” MHSA was supposed to enrich and
transform. A “donut” of MHSA programs – FSPs, consumer run programs, outreach and engagement,
Wellness Centers, culturally focused programs, community development, etc. – surrounded an empty
hole where traditional county funded services used to be. (Note that this is a different issue than the J
Curve expenditures on targeted FSPs, but it exacerbated the unfairness complaints.) Some people
claimed, probably wrongly, that the cuts wouldn’t have occurred if not for the MHSA and the recovery
movement got more detractors. In any case, the emerging 2 – level mental health system was not what
anyone really wanted (and is impressively hard to administrate keeping the funding streams separate).
One approach was to test the strength of the non-supplantation rule, inventing a variety of more and
less ethical ways of diverting MHSA funds to fill in cuts in traditional services. The state, who was
supposed to police the counties, lost all credibility when they cut the entire AB2034 program passing the
cuts onto the counties expecting them to fill in with MHSA FSP funds.
Perhaps surprisingly, not all counties took advantage of the opportunity to fortify their traditional
services. An alternate approach began to emerge around the state where counties began to wonder if,
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instead of using MHSA dollars to backfill, they could transform their entire system into a recovery based
system by consolidating their funding with MHSA funds at the core instead of as an add-on. Models
began to emerge of an entire recovery based system of care with a spectrum of recovery based services
that people could “flow” through as they recovered. An example spectrum of services from Los Angeles
is Welcoming/Triage/Referral, Full Service Partnerships, Field Capable Recovery Services, Strategic
Supports and Services, Enhanced Engagement, and Wellness/Consumer Run Services. LA County DMH
even began using the Milestones of Recovery Scale to triage people as they moved through the services.
Different funding streams, both county funded and MHSA, were used to reassign staff to these levels of
care.

1.11

Capacity and flow

The concept of “flow” was not part of the original MHSA planning process. Each county was asked to do
an extensive assessment of need and to describe what services they would have add to meet that need.
The problem is that if we build a good program that meets a need and that is of “indefinite duration”,
very few people will leave, it will fill up, more people will develop similar needs, and we will be asking
for more money to build more similar programs. Despite the draconian criteria to get into FSPs almost
all of the originally funded FSP slots are now filled and waiting lists are growing. The only way to avoid
this is to develop a program that will lead to the person no longer being in the same need of the
program, so they can “flow” on to another level of care or even “graduate” from the public mental
health system entirely. The original question should have been, “what services should be provided so
people presently in need will no longer be in need.” There must be systematized pressure to move
people on. Individual staff, clients, and programs will rarely promote flow on their own.
Creating flow and graduation is challenging, but not impossible. While it is true that many severe
mental illnesses are very persistent and often wax and wane rather than being cured, people can
develop both skills and supports over time that give them the strength and resilience to live with their
symptoms without lifelong high levels of care. The more services are growth oriented and build
community supports and the less they are care taking and isolative, the more people will be able to
move on. The crucial relationships between clients and staff, that both sides value highly, find security
and comfort in, and believe to be indispensible can evolve and moved beyond. The more staff promote
outside relationships the more prepared clients will be to move on.
Our present financial crisis is bringing with it severe cuts and more cuts are coming. The vision of a well
funded comprehensive recovery based system has been smashed. The time when the MHSA forms the
core of mental health funding has arrived much sooner than anyone imagined and for all the wrong
reasons. Perhaps crisis creates opportunity but I would’ve preferred a gradual expansion and
transformation of services. There are too many tragic sacrifices going on at present. But like it or not,
here we are.

1.12

Administration and leadership
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Administration is rarely a high priority of voters or stakeholders or funders and, perhaps not surprisingly,
as the MHSA was developed and rolled out very little funds were diverted at any level away from serving
the many people in need to the administration of this complicated project. Limited administrative
resources undoubtedly slowed down the implementation of the MHSA and limited the administrative
direction and support provided. Many of the administrative challenges – ranging from staffing to
funding to enrollments to working in new settings to data collection and quality improvement – are
quite complex and novel forcing administrators, like the programs themselves, to “build the airplane
while they were flying it”. In many cases administrators needed to make personal recovery based
transformations too. Much of this has struggled badly.
One interesting insight is that the same recovery based principles that guide staff / client relationships
also apply to supervisor / staff relationships and administrator / program director relationships. We
can’t really expect staff to be able to pass on hope, empowerment, self responsibility, and meaningful
roles if they are hopeless, powerless, irresponsible, and have no meaningful role beyond their
“productivity”. The same logic carries on up the chain of administration (A traditional “chain of
command” is likely to lead to the undesirable result of staff giving clients commands). The more the
recovery model’s core values are practiced at every level in the chain, the more solidly a recovery
culture will develop throughout the system. Each level is responsible for how they contribute to a chain
of recovery based practice, transformation isn’t just about the line staff.
The implementation of the MHSA and the related recovery based transformation has required far more
leadership at every level than the ongoing maintenance of the traditional system would have required.
Since this project will take a number of years, perhaps even a generation, to accomplish there is a crucial
need for sustained leadership. That has been difficult to establish because we’ve had a tradition of
reactive, crisis responsive, administration that seems to constantly change direction, and because many
administration and program leaders change positions every couple of years. Several of the system’s
long term consultants, including Bruce Anderson and Kenneth Minkoff, have facilitated ongoing
leadership development and practice to help meet the ongoing enormous and wide ranging leadership
needs.
Leadership decisions regarding FSPs need to consider the larger context of the MHSA and recovery
based transformation. At this point we can look back and fairly state, that despite a very bumpy road
including a severe financial downturn, we’ve made significant and hard earned progress. We can also
look forward towards our ultimate goal – to transform the entire system into a coherent, united,
recovery based system and be confident we’re heading the right direction. Our shorter term objectives
at present include: 1) Involvement of all staff in recovery transformation, 2) Consolidation of funding
with MHSA funds at the core instead of as an add-on, 3) Integration of programs to create spectrum of
services, 4) Restructuring services to promote client flow to address overflowing caseloads and
rationing, and 5) Increased engagement with the community. For it to succeed, the MHSA needs to be
led, not by a single powerful figure on a white horse standing tall in times of hardship, but by thousands
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of dedicated, passionate people throughout the mental health system. Like our leaders, all of us need to
keep inspiring each other through our examples to keep moving forwards.

Section 2: Core Principles of Full Service Partnerships – Doing “Whatever it Takes”

2.1 Pragmatic Principles
As FSPs were established throughout the state individuals, programs, and counties struggled to figure
out what FSP are and how they work. Leaders came from a variety of backgrounds. Some were
involved in the recovery movement and some were not. Some tried to build on the experiences of
existing programs like MHA-LA’s Village and other AB2034 programs and some did not. Some FSPs are
government run, while some are contracted out. Some are large and some are small. FSP programs in
different places serve different communities and have different challenges. Nonetheless, it seems like a
set of common challenges and common solutions have emerged. While not every FSP program is
equally successful in meeting those challenges, we’re now at a point where we can describe a rough
roadmap with principles marking the route.
Many services can be offered either in traditional ways or in transformed ways. It’s not just what we do,
but how we do it and why we do it. Our principles guide our actions regardless of what services we’re
providing. FSPs have been guided by pragmatically figuring out what works for people for whom
traditional services were not effective. FSP core principles derive from their effectiveness in practice
with challenging people.

2.2 “No fail” services – targeted clients, assertive outreach and engagement, welcoming and accessibility
Over and over monies have been acquired by pointing to the failures of deinstitutionalization, and over
and over the money has ended up used for something else. There are good reasons for that, foremost
that unengaged people are difficult to serve. For them to succeed, they need us to make a commitment
to serve them that often exceeds their commitment to be served. Over and over people tell us that the
most important things we did were not to give up on them and not to let them give up on themselves,
sticking with them even while they were being very difficult.
No fail services have to begin even before people are enrolled.
The difficulty begins with identifying who these people are. Since most of them aren’t coming into
community programs, we can’t just look for them among the difficult clients in our current clinic
caseloads. We have to look at places that serve homeless people, in jails, in hospitals, and in institutions
to find them. For younger people we may have to look for them in school dropout lists, shelters, wards
of the court, juvenile hall, “out of home placements”. For older people we may have to look in nursing
homes, medical hospitals and ERs, at home with their families. Unless some administrative rule is made
requiring outreach case-finding, FSP staff will naturally look in their own clinic caseloads for people who
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“need more services than we can provide” and are “monopolizing staff time” rather than looking for
unengaged clients to recruit. Generally, administrators will have to oversee a screening process to
insure that FSP resources really are going to failures of deinstitutionalization.
The standard tools of outreach and referral - leaving business cards, brochures, and intake forms, giving
people referral lists and making appointments for them, etc. - are almost useless for this population.
For FSPs to successfully enroll substantial portions of unengaged people they have do intensive and
persistent outreach over long periods of time. A few common challenges have emerged. Firstly, this
engagement usually has to be done face to face wherever the person happens to be – at a shelter, in jail,
in the hospital, at home, etc. – and often has to be done repeatedly to be effective. Many of our staff
are used to doing assessments and intakes as their engagement process. Going out to meet someone
and doing an “evaluation for our FSP program” that is basically an intake assessment will not usually
engage these difficult people. We often will need to emphasize practical assistance, aligning ourselves
with their goals, trust and relationship building, hope built on their strengths, and acceptance. The
critical accomplishment is for a person who has likely experienced massive amounts of rejection in their
lives to truly feel welcomed and personally desired by us. Make them feel special.
Secondly, we need to form relationships with the other people and agencies where we outreach them
including for example, jail mental health services, shelter and welfare office staff, DCFS, police, mobile
psychiatric emergency tears and ERs, hospital staff, their families, etc. Many of these people will have
their own agendas and take time to build trust and find enough common ground to build collaboration
on. Certain staff may have problems establishing credibility in certain environments, for example peer
advocates may not be welcomed by hospital staff. To make things more complicated, often the
potential client we’re outreaching may not be getting along with the staff we’re interacting with.
Thirdly, extended outreach is administratively difficult. It is difficult to get paid for outreaching people
who are not enrolled. It is extremely time consuming. It is difficult to ascertain accountability. How
often should engagement be successful? Are staff and programs “cherry picking” selectively enrolling
more desirable people? How many more outreach visits should be allocated to a given person?
Unfortunately, many FSP programs rushed to fill up their slots as rapidly as possible, then had very little
flow and became “full,” and then stopped doing outreach and engagement, so long term relationships
with referring agencies and staff engagement habits and skills weren’t maintained as ongoing program
elements.
Enrolling people is only the beginning. The person who said they’d love to come to your program to get
out of jail or the hospital may want nothing to do with you once they’re out. Even if they want to see us
again, they may be too disorganized to keep the appointment they were given. Techniques to meet
them where they’re at – usually untrusting, unengaged, unmotivated, and irresponsible – include
building relationships first, including using peers as relationship extenders, expanding accessibility
beyond appointments and “formal treatment”, doing phone outreach and house calls, using practical
supports like appointment slips and boards, reminder calls, staff rides, providing on site med
management, and providing incentives like food, fun, and cash.
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Most of the people we’re targeting have experienced lots of rejection in their lives, and it’s usually not
hard to see why when we meet them. They can be angry, abusive, dirty, smelly, drunk, high, psychotic,
moody, irritable, demanding, manipulative, aggressive, inconsiderate, law breaking … the list goes on
and on. “Normal” society doesn’t want anything to do with them and most treatment centers haven’t
been much better. Two things help a lot: 1) Have a “No fail” rule. When programs and staff aren’t
permitted to discharge people no matter what they do, we have to keep working to find a way to help
them. When the possibility of discharge is taken off the table and we know we’re stuck with them
forever, it changes what we do. 2) Hire staff that are “abnormal” in just the right way to not reject
people “normal” people would. No one is Mother Theresa and able to embrace everyone, but if we put
together a “multiexperiential” team, together we can create a “counterculture of acceptance” and
embrace almost everyone.
Engagement isn’t just about creating positive feelings. There’s lots of serious practical tasks to be done
including: Helping them connect with staff, helping them connect with program and peers, getting them
IDs and documentation, getting them money to live on, beginning a psychiatric and medical assessment
and treatment, helping secure safe and stable housing, getting to know their families, trying to keep the
community from kicking them out (usually back to jail and/or psychiatric hospitals), and trying to keep
them from badly harming themselves and others. It’s a lot of work.
There isn’t a time limit to the engagement phase. They can’t fail as long as we keep trying.

2.3 Person-centered services – avoiding “lack of insight” problems and dropouts and reframing services
to work together
Many of the people we’re targeting do not believe they have a mental illness. Therefore, from our point
of view they lack insight. This is very frustrating to us since we’re working in an illness-centered system.
We have to give them a diagnosis. We have to do an assessment of their present illness. We have to
get them to sign forms consenting to a treatment plan for their illness. We have to bill their
MediCal/Medicare for treating their illness. We’re often left feeling that there’s nothing we can do.
On the other hand, many of the people we’re targeting do believe they have some problems in their
lives. They’re often willing to work with others on problems their having, even if they don’t believe they
have an illness. For example, they may want help dealing with dangerous electric waves in their hotel
room or they might want to get their mom and dad off their back. If we’re working in a person-centered
system we can begin working together on their problems right away.
We’ve worked for so long in a system where first we treat their illness and then when they’re stable we
help them rebuild their life that we’ve come to believe that’s the only way to help people – even though
most people don’t actually improve that way. Most people first try to do something, then find out that
there is some barrier, and then are motivated to work on that barrier. In all areas of medicine, despite
the commercials, people rarely engage in treatment for the purpose of being well. We engage in
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treatment because our condition is getting in the way of doing something important we want to do –
like breathing or working or sleeping or have sex. Mentally ill people sometimes do have difficulties in
understanding their illnesses, but the most common motivational problem they have is the same as the
rest of us – illness-centered approaches are less motivating than person-centered approaches.
We’ve changed many of our treatment planning forms from forms that identify a diagnosis and then
prescribe a treatment to reduce the symptoms of that illness to forms that identify a goal and the
barriers to achieving that goal, often including symptoms, and then choosing services that reduce
barriers and facilitate goals. This isn’t just a semantic difference. It is bringing our practice in line with
how people usually improve.
It’s not only intake paper work and motivation that changes when we move from illness-centered to
person-centered approaches. It starts to change how we see and do everything – and things get a lot
less frustrating and a whole lot more collaborative. Here’s a chart describing the differences between
the two approaches:

PERSON CENTERED

ILLNESS CENTERED

The relationship is the foundation

The diagnosis is the foundation

Begin with welcoming – outreach and
engagement

Begin with illness assessment

Services are based on personal suffering and
help needed

Services are based on diagnosis and treatment
needed

Services work towards quality of life goals

Services work towards illness reduction goals

Treatment and rehabilitation are goal driven

Treatment is symptom driven and
rehabilitation is disability driven

Personal recovery is central from beginning to

Recovery from the illness sometimes results
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end

after the illness and then the disability are
taken care of

Track personal progress towards recovery

Track illness progress towards symptom
reduction and cure

Use techniques that promote personal growth
and self responsibility

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

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

Services end when the illness is cured

The relationship may change and grow
throughout and continue even after services
end

The relationship only exists to treat the illness
and must be carefully restricted throughout
keeping it professional

2.4 Client goal driven services – building hope and motivation
For person-centered services to be used to maximum advantage, goals should be quality of life goals
rather than symptom reduction goals. People may have goals to feel better, but if that’s as far as we go,
it is likely that two problems will emerge. Firstly, they are likely to wait until they better to work on
improving their life and given the persistent nature of many of their conditions they may end up waiting
indefinitely. As they get more frustrated, they’ll likely blame us for providing ineffectual treatment. As
we get more frustrated, we’ll likely blame them for being poorly motivated or dependent. Secondly, if
they do feel better, they are likely to stop their treatment. Unfortunately, this can lead them back
where they started. As they go around a “revolving door” they’ll get more frustrated and increasingly
blame the entire mental health system and increasingly withdraw. As we get frustrated we’ll blame
them for noncompliance and lack of insight and be tempted to become more and more coercive. After
all, motivating anyone to accept ongoing treatment to prevent future relapses is a difficult sell.
Commonly, we try to anticipate this eventual problem by emphasizing from the very beginning that they
will have to remain in treatment and take medications for the rest of their lives. Unfortunately, that
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approach drives off many people from the very beginning and widely destroys hope – and it rarely
works.
To avoid these problems, a person-centered approach tries, from the outset to link symptom reduction
goals, “feeling better”, with quality of life goals – “What would be different about your life if you
weren’t hearing voices?” “What would you like to do if you weren’t so depressed?” Once they identify
some life goal that their symptoms are interfering with, it’s crucial to include some non-medication,
non-staff dependent approaches that will also contribute to achieving their goals. In contrast to an
illness-centered approach where the key insight is that you have an illness that requires treatment, in
person-centered approaches the key insight is that there are things you can do to improve your life even
with an illness.
From a person-centered approach, if our treatments are only partially, or even not at all, successful we
pursue other services to improve their lives anyway. After all, Helen Keller’s medical treatment wasn’t
very successful and she had a good life. Whether or not there is good symptom relief, medications and
other services should be continued or discontinued, not depending on how you feel, but on if they
continue to be useful in achieving your current goals. That’s an easier conversation from a motivational
point of view.
“Recovery begins with hope” is an easy thing to agree with and put at the top of a program’s list of
principles. No one is trying to spread hopelessness. Nonetheless, unless we’re thoughtful many of our
common practices do not increase hope. That’s why principle driven practice is so important. How do
you tell someone they have schizophrenia or borderline personality disorder without leaving them
hopeless? How do you convince them to take medications indefinitely without them hearing they are
incurable? How do you help them get benefits like social security and MediCal without them deciding
that “permanently totally disabled” means they’ll never work again?
Here’s another concrete example: Active, thoughtful goal setting can be a powerful tool to build hope.
On some level, hope is the ability to visualize a better future and so is goal setting. So why does goal
setting so often become a humiliating activity, emphasizing long term lack of achievement and
stagnation avoided by both clients and staff? The usual initial answer is because they didn’t work on or
achieve their goals from last time, so they’re “failures”. The correction, therefore, should be to make
the goals more “realistic” of “appropriate”, something that they’ll actually succeed at. “It’s better to
start slowly” and “Let’s take baby steps” are common words of wisdom. Unfortunately, that process
itself - of changing goals from what someone wants to what the staff thinks they can succeed at - erodes
hope and motivation.
The most important effect of goal setting isn’t actually to achieve the goals on the paper – it’s to build
enough hope, motivation, self confidence, risk taking, and involvement so they can take advantage of
opportunities when life offers them. They won’t feel as humiliated if we’re careful not to lower their
sights while we explore what barriers their belief in their goals, the barriers they face and how to
overcome them and how to make credible progress.
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Another key motivational point is, “Are the goals you’re working on the client’s goals or the staff’s
goals?” People will more likely work on goals that are their goals than someone else’s goals. Here is
where the service nature of the relationship becomes essential: Staff should be expected to work hard
on goals that aren’t their goals more readily than clients should be expected to work hard on goals that
aren’t their goals. One would hope that most of the time this would be the client’s issue and could be
addressed by making sure the goal really is the client’s goal, but staff are people too. It may seem easier
to write down a goal for the client and have them sign it than to engage in a lengthy discussion helping
them discover, express, and understand their own goals, but too often we pay dearly for that short cut
with decreased motivation down the road. “Generic goals and plans” may also seem easier, but
individualized goals and plans are far more likely to be motivating.
To assess success on a personal level, staff and clients can individually hold each other accountable for if
they each worked towards and achieved the quality of life goals they wrote down together. Before they
commit to more time working together, they can decide if there are further goals to work towards and
how much staff effort the next goal requires, rather than deciding if they feel well and their illness has
been sufficiently treated. Over time the client should be becoming increasingly self-reliant and service
plans should reflect that. FSP client should expect to move to a lower level of care when they are able to
be self responsible, even if they still have serious symptoms, unstable symptoms, and/or use hospitals
intermittently as one of their services.
On a larger level a program or system can be held accountable for if clients overall are achieving quality
of life goals. Even though we want personal goals to be highly individualized, we need to clump goals
together to track them collectively. We want the data collection form to be as short as possible. We
also need our data to be reasonably objective to be reliably tracked by numerous staff. For example,
most people would consider “Having a good friends and an active social life” a valuable goal to measure.
It may be very motivating to someone and within the individual relationship readily trackable. Even still,
it’s a nightmare as a data point to get agreement on objective criteria. To make things harder,
sometimes what is positive for one person might be negative for someone else, “I have to get rid of my
addict friends and stop partying and clubbing if I’m going to stay clean and get my daughter back.” Staff
may be frustrated that pooled data lose so much individual meaning and feel like they and their clients
aren’t being given credit for what they’ve accomplished together. Once again, if it isn’t their goals they
may not be very motivated to do careful data collection, or any at all.
FSP programs are all mandated to collect a modest set quality of life data including housing,
employment, school, finances, hospitalization, and jailing. These data sets, if accurate enough and
organized into reports, can give an “aerial view” of how programs and systems are doing. A key
consideration in the selection of these goals is their reflection of the social responsibility of the mental
health system. Politicians and the public are most likely to financially support us when we are
demonstratably achieving these quality of life goals and when we’re doing it better and cheaper than
other competing social systems – like prisons. These quality of life goals are also the central goal of the
deinstitutionalization movement. When we achieve these goals we decrease society’s hopelessness
about people with mental illnesses and the effectiveness of our services.
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One of the most important results from shifting from illness centered goals to quality of life goals is that
many more services become relevant from the very beginning. For many people the major barrier to
improving their lives is not their illness and their symptoms. Sometimes the barrier is financial or a lack
of opportunity or poor education, literacy, or job skills. Sometimes the barrier is personal traits or how
they’ve responded to their illness and internalized stigma. Sometimes the barrier is how people around
them have responded including the mental health system itself and their families. Sometimes the
barrier is physical disability or substance abuse. Sometimes it’s cultural or spiritual. The list goes on and
on and is highly individual. We have to do more than a symptom checklist to make an effective plan
together.
If you don’t have to have your symptoms stabilized first you can design innovative services like housing
first approaches and working on making your community more tolerant of people with active
symptoms. When we broaden our services to include four types: 1) Treating illnesses directly, 2)
Learning how to cope with symptoms to function better even with them, 3) Improve lives directly even
with no clinical changes, and 4) Developing the community so it’s a better place to live with a mental
illness, not only will we be able to engage and motivate more people, we’ll be able to help more people
improve their lives. Broadening our billing and broadening our community partners to cover those
services have emerged as crucial challenges.

2.5 Shared decision making
Many programs when faced with the difficulties in engagement and motivation, the need to build hope
and help people believe in themselves, and the need to highly individualize quality of life driven service
plans have embraced shared decision making. It has moved from being an onerous civil rights issue to
being a practical tool. We are increasingly moving away from a paternalistic, “expert taking care of our
clients” approach not out of liberalism, but out of necessity.
Shared decision making includes the client setting the goals, the client and staff together identifying
barriers and choosing treatment and self help strategies, and assessing progress together. There are
three key advantages to using shared decision making: 1) It is more engaging for many people, 2) It is
more motivating for people to pursue a plan that they shared in making, and 3) It is more activating,
emphasizing self-responsibility and things people can do to help themselves rather than relying entirely
on the staff taking responsibility for successfully treating them. Even though shared decision has
developed primarily in the context of medical decision making, it can be beneficially applied to all kinds
of decisions.
Despite these advantages, implementing shared decision making is often difficult for both staff and
clients. Virtually all of our personal and professional helping relationships are “naturally” a stronger
helper using their strengths to help a weakened person in need of outside help, unable to help
themselves. Creating true collaborative treatment relationships requires serious thoughtfulness.
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Recovery based programs pride themselves on treatment planning and service delivery that is
“consumer driven.” We don’t assume we know what’s best for people. We don’t tell them what they
have to do or limit our help to what we think is right. We try to support them as they find their own
path to recovery.
But the day to day reality isn’t that straightforward. We don’t actually support every goal people might
create – for example killing your family or using lots of drugs while we pay their rent and help them get
off when the police catch them. We do try to persuade people do what we think would be helpful.
Sometimes, like with payees or medication management or hospitalization we even coerce people. We
do have some overall positive vision for what we’re trying to accomplish that we’re trying to sell to
people.
Reality is closer to “value driven and consumer centered.”
We have some values that are socially driven, like cost containment, not bothering the neighbors,
helping out the police, and increasing the safety of our community. We need to promote these values
to stay in business. We have some values that are Quality of Life driven like housing, staying out of jail
and hospitals, finances, employment, education, physical health, etc. These values are incorporated into
our Outcomes and we’re held accountable for them. We also have some values that are recovery
based. We want people to recover.
Service coordination at its best is an effort to promote those values along a path that is centered on
each person’s choices. There’s a lot of skill involved in being a good recovery worker. It’s not just “do
whatever the client wants” or “do whatever you know is best for them.”

2.6 Growth oriented vs. care taking – reducing crisis focus
Most mental health programs, especially those with “high risk” people find most of their time being
spent responding to a variety of crises rather than working on ongoing goals, barriers, and plans. The
shared plan is thrown aside repeatedly in crisis. We often respond to crisis with increased accessibility
and services that we would be restricting if it wasn’t a crisis. Most notably, hospitals, our most
expensive, richly staffed, and comprehensive service are only available in crisis situations – generally
defined as including danger to self, others, or grave disability. With the creation of FSPs that we have an
expensive, richly staffed, and comprehensive community based alternative to hospital services.
If we want to use those resources to help people reduce the use of hospitalizations we have to take
three steps: First, we have to be accessible and offer services in situations that aren’t a crisis. People
have to experience that they will receive just as much help and attention if they want to deal with a
serious issue proactively as if they have a crisis. Saying you’re feeling suicidal because you face severe
difficulties shouldn’t lead to a different response than saying you want help facing severe difficulties.
Non-crisis accessibility is expensive and needs to be carefully protected to survive.
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Second, we have to prove that we are able to help effectively in crisis so our clients, their families, other
providers, and even the community will trust us. Most people at present believe that the community
system is so broken and so fragmented and so inadequately funded that it can’t effectively respond to
crisis. Our phone answering machines usually include advice that, “If this is an emergency hang up the
phone and call 911 or go to a hospital.” Creating a trustworthy community based 24-hour-a-day
emergency system where you’ll be responded to by someone who knows you, and knows what your
goals and plan is has been a serious challenge for many FSP programs.
Third, we have to respond to crisis with an eye to building clients’ strengths and ending the cycle of
crisis. Some crisis are caused by a single unexpected destructive event, like getting fired or evicted, or
divorced, or having someone die. In those situations we may want to deal with the crisis in isolation
apart from their overall goals and plans, but most of the crises people bring to us are the same crisis
they experience repeatedly. In those situations, we want to respond not by taking care of the problem,
but by helping people learn what changes that would need to be made to stop the cycle of crisis and
then make those changes. Doing that requires discipline and focus, but it also requires a longstanding
trusting, knowledgeable relationship between staff and client (and/or family).
We can’t realistically expect our hospitals to take that third step. They usually do not have longstanding
trusting, knowledgeable relationships with their patients. They are usually under extreme pressure to
take charge and take care of the crisis as fast as possible with limited emphasis on shared decision
making, long term goals or plans, or taking time to help people learn what changes they need to make.
We can realistically expect FSPs to complete all three steps successfully and end the cycle of crisis and
dependency on hospitalizations.
The third step, focusing on breaking the cycle of crisis instead of taking care of the crisis is most
programs first real accomplishment in moving from care taking to growth oriented services.
It is also often the most influential accomplishment because it is where people least expect growth
oriented services to be able to be used effectively. If we can trust growth oriented approaches to work
in crisis, we’ll be more open to using them more universally.
The traditional overall approach is to take care of the person until their illness is treated enough that
they are well enough to take care of themselves. This caretaking is usually seen as ancillary to the
treatment and designed to facilitate the “real” treatment. By contrast growth oriented services are
designed to teach people how to take care of themselves and use supports regardless of how ill they
are. They are seen as crucial to promoting recovery as treatment itself. Here’s a grid contrasting care
taking and growth oriented services across the range of services:

Unengaged

Care taking services
Forced treatment

Growth oriented services
Outreach and engagement

Protection

Peer bridging
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Engaged, but poorly selfcoordinating

Self responsible

Benefits establishment

Concrete quality of life goals

Acute stabilization
Structure

Relationship building
Supportive services

Making decisions for people

Skill building

Case management

Personal service coordination

Chronic stabilization
Benefits retention

Collaboration building
Community integration

Maintenance therapy and
medication

Self-help
Peer support
Wellness activities
Growth promoting therapy

Notice that this grid is person centered, not illness centered: The rows are built on how far along the
person is in their recovery, not how far along their illness is in its treatment (Illness centered rows by
contrast would be: acutely ill / at risk, symptoms stabilized but interfering with function, and symptoms
stabilized and ready to rebuild, for example).
Notice also that the services in both columns “work.” People who are unengaged can benefit by being
forced into treatment. Unfortunately, it rarely leads to them becoming engaged. Engaged, but poorly
self-coordinating people can benefit from structure and other people making decisions for them (if they
don’t rebel and become unengaged again) but it rarely leads to them becoming self responsible. And
self-responsible people can be maintained in treatment and on benefits, but it rarely leads to them
becoming productive and integrated into the community. The difference between care taking and
growth oriented services, and the reason for transforming, is not necessarily to achieve greater
effectiveness, but to achieve greater flow. Absent a major breakthrough in a person’s illness treatment
(which would likely benefit either approach) the care taking services need to be ongoing while the
growth oriented services may well be able to move many people on and open up space for the next
person in need.
Most people will need some combination of care taking and growth oriented services in different
combinations at different times in their lives. Unless FSPs focus heavily on using as much growth
oriented services as possible, we will still have overwhelming numbers of clients dependent on us
forever.
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2.7 Integration of services and supports – in our programs and our communities
Every service that FSP programs provide probably could be provided better by some specialized program
somewhere else…but people rarely need just one service provided excellently. They usually need a
whole array of services to meet their needs and they usually need those services to be integrated in one
place to really use them..
“Do whatever it takes” doesn’t just mean to go beyond normal service limits, being dedicated,
accessible, flexible, and creative. It also means “Do whatever service and create whatever support it
takes.” Helping people achieve their goals may require a whole array of services from medications to
employment to housing to substance abuse to health to community integration to financial to….
Creating a “system of care” where every service exists somewhere in the system rarely works. Services
become fragmented and too difficult to coordinate. Collaborating is elusive between competing
agencies with different cultures and missions. Services generally must be integrated to be useful. Even
“just” offering every service somewhere in a large agency also often doesn’t work without a concerted
effort to integrate them. Services become fragmented and too difficult to coordinate. Silos and
specialties emerge. True integration is elusive without a unifying culture and mission as common
ground.
The familiar biopsychosocial model is a multi-specialist model, not an integrated model. Bringing
together a multidisciplinary team of specialists generally results in a fragmented team where each
profession values their particular skills and identity. They tend to have their own treatment schemas,
languages, processes, and goals. For someone to be qualified to supervise their work properly the
supervisor needs to be of the same profession as the supervisee. Therefore, teammates usually are not
accountable to their team leader as much as to their professional supervisor which can badly weaken
the team itself. There is a large resistance to altering this structure because it feels like a direct attack
on the professions themselves and the inherent value professional roles bring to staff. The more
specialized “evidence based practices” we try to include the more this kind of fragmentation occurs.
The more “nontraditional services” that we include – like housing, employment, substance abuse, health
care, money management, peer advocacy, family support, etc. – the more this kind of fragmentation
occurs.
To truly integrate services all services must be adapted into a person-centered, shared decision making,
growth oriented culture and mission.

Specialized Service

Integrated Service
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1. Case Management
Brokered or Clinical Model

1. Personal Service Coordination
Strengths Model

2. Diagnosis Based Treatment Planning

2. Personal Goal Setting and Shared Decision
Making

3. Individual and Group Therapy

3. In-Vivo Adult-to-Adult Interactions, Skills
Training and Emotional Healing

4. Medication Compliance

4. Medication Collaboration

5. Socialization and Day Treatment

5. Social Coaching and Community Integration

6. Prevocational and Vocational

6. Supportive Employment

Counseling with Vocational

Choose / Get / Keep

Rehabilitation Referral

7. Substance Abuse Treatment Referral

7. Integrated Substance Abuse Treatment

8. Conservatorship and Payee

8. Supportive Money Management and
Financial Planning

9. Residential Treatment

9. Supportive Housing
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10. Emergency and Inpatient Treatment

10. Community Crisis Response and
Community Reintegration

11. History Taking and Charting

11. Collaborative Written Memory

12. Medical Screening and Referral

12. Supportive Medical Care and Dual Primary
Care Health Homes

13. Consumer Advocates

13. People With Mental Illnesses “Adding
Value” to Any and All Staff Positions

The more “specialists” are actually sited on a holistic team, supervised by the team leader, and regularly
meeting together and problem solving with the team the more integration is likely to occur. Personal
relationships grow between staff and with clients, goals and barriers are shared, mutual respect grows,
and a shared culture and rituals develops. However, there are strong risks of “specialists” getting
“sucked into” spending lots of time dealing with crisis, creating emotionally supportive and healing
relationships with people, and helping out with the case management work of the team and neglecting
their specialties. We don’t want the staff to create the equivalent of a kids’ soccer team where
everyone gravitates to the ball in a mishmash, abandoning their unique positions on the field and their
primary responsibilities. Also, there are benefits to specialist staff interacting regularly with other staff
who share their specialty to learn from, support, and share resources.
Integrating substance abuse presents both the greatest benefits and challenges to integration. Even
children and older adult programs are likely to have clients who experience considerable impact from
substance abuse. A number of specific models for achieving integrated dual diagnosis services exist and
are crucial for FSPs to implement. There are practice adaptation challenges since the substance abuse
system heavily relies upon a personal responsibility based, anti-medical, and sobriety mandated
treatment program in sharp contrast to mental health services. Recent changes on both sides, including
harm reduction and motivational interviewing on the substance abuse side and mental health recovery,
self-help, and consumer staff on the mental health side have brought us much closer together. There
are also substantial emotional and stigma issues with staff on both sides often seriously prejudiced
against and rejecting each other’s clients.
Many FSPs have actual buildings or “centers”. As we truly embrace integrated services we can visualize
our program buildings as a:
1) Welcoming center: outreach and engagement, “no wrong door”, connecting and
building therapeutic relationships
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2) Sanctuary: a safe place of acceptance, where one can lower defenses and
vulnerably look at what needs to change, to get hope, physical safety through
shared community, there are consequences for behavior without rejection and “no
fail” policies
3) Refugee center: many people have lost their roots and connections, drifting or
excluded as refugees in their own country. They need charity, re-documentation,
benefits assistance, “good citizenship” training, developing a community “niche”
and belonging, and social advocacy.
4) Healing center: True healing requires work on many levels: biological, cognitive,
emotional, and spiritual

2.8 Integrating Community Services
Many people will require specialized services and supports beyond the internal capability of the FSP
program and FSPs will often want to utilize community resources to serve and support our clients, both
to preserve our resources and to promote community integration. The general rule is that if a client
needs a service that exists in the community, the FSP shouldn’t provide it themselves, but if they need a
service that isn’t available, even if it should be, the FSP should provide it while supporting its
development in the community. The difficulty arises in that not only aren’t community services and
supports integrated, most services in the community aren’t accessible or adapted to people with serious
mental illnesses. FSPs have had to spend considerable time and resources “supporting” various
community based services. This includes not only mainstays like Social Security, HUD housing, and the
criminal justice system, but also a variety of individualized needs like pet assistance, weddings, and bus
tickets. The ability of FSP staff to integrate poverty services with mental health services without
complaining, “That’s not my job” is crucial to our clients Quality of Life.
Not only do many of the services and supports in the community operate with strikingly different
cultures and values than FSPs do, they usually also have a lot of anti-mental illness stigma and rejection.
It can be very frustrating trying to integrate community services. Instead of withdrawing, however, we
need to work on our advocacy and community development skills.
Community based medical services have grown in prominence as we’ve recognized that people with
serious mental illnesses are dying about two decades earlier than the rest of the population and as our
population ages and we try to meet growing mental health needs. Integrating medical care also
presents great benefits and challenges. We are primarily focusing on four kinds of physical health
problems: 1) The cardiovascular risk factors that are primarily responsible for the reduced life span of
people with serious mental illnesses – smoking, diabetes, hypertension, obesity, metabolic syndromes,
and lack of exercise, 2) Serious chronic illnesses that require serious ongoing care – for example arthritis,
diabetes, dementia, seizures, Hepatitis C, chronic back pain, chronic bronchitis, etc., and 3) Acute
illnesses requiring primary care – for example colds, cuts, broken bones, infections, etc. and 4) Ob/Gyn –
ranging from birth control to prenatal care to delivery to infant care. The difficulties accessing and using
medical care for indigent people in general, whether undocumented, uninsured, or even MediCal
covered, are legendary. And that’s without the added pervasive stigma and rejection of mental

Introduction to Full Service Partnerships 25
Exploring Recovery: The Collected Village Writings of Mark Ragins
illnesses. Unfortunately, the costs of failure in this difficult task are literally our clients dying. As a
result, this is a key area of activity and innovation at present.

2.9 Building skills and supports
If we really accept that the people in FSPs rarely have acute conditions we should design our programs
including these implications:
1) With acute illnesses it’s reasonable to withdraw from life while being treated, whereas, with long
term illnesses the patient should try to maintain their “normal” life while being treated.
2)The ongoing symptoms of long term illnesses often make it hard to maintain a “normal” life,
necessitating rehabilitation to increase function, personal adaptations to cope, and community
adaptation to maintain access to life.
3) Long term illness more often than acute illnesses effect people’s self identity.
4) Hope is more difficult to maintain for both patients and professionals with long term illnesses because
the symptoms resist treatment and helplessness settles in.
5) Recovery from acute illnesses usually results from symptom relief, whereas, recovery from long term
illnesses usually results from being able to maintain wellness and responsibility for self-care and being
able to replace professional supports with natural supports while rebuilding a meaningful life.
The clear message is that medications alone are not going to be the answer for the people we’re
working with. We can add in case management to help with benefits and Quality of Life goals. We can
add therapy and therapeutic relationships, not just to treat illnesses and help heal emotionally, but also
to help people adapt to their illnesses and the impact on their self identity and life. But even then we’ll
fall far short if we don’t include rehabilitation by helping people build skills and supports. Too often we
have separated out each of these functions into different programs. If we’re going to integrate services
we must skillfully adapt both therapeutic and rehabilitation services and supports.
The predominant staff role in FSPs is case manager. Therefore, the predominant service design question
is how to include therapy and rehabilitation services and supports within the case manager role. The
most common first step is to make people who are therapists and rehabilitation workers work as case
managers alongside generalist case managers who are presumed to have no specialist skills. Sometimes
this approach leads to the development of highly productive “therapist-case managers” and
“rehabilitation- case managers.” Sometimes it leads to resentments from the specialist staff who want
the generalist staff to do the bulk of the case management so they can concentrate on what they were
trained to do. Often the program manager is left trying to figure out how to make a team that utilizes
everyone’s skills and talents to the utmost while making sure essential case management tasks get done
and there aren’t too many personal conflicts. Adding to the difficulty is that therapists have vastly more
developed educational, licensing, well paid, professional identities than rehabilitation specialists, making
it likely that rehabilitation skills and supports are likely to be underdeveloped.
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2.10 Integrating therapy – therapist-case managers
The process of transforming skills and supports is more or less the same, so let’s begin with the more
visible “therapist – case manager.” Although many licensed clinicians admire and are touched by the
goals and values FSPs, most will also perceive it as a clear threat to their way of life. The role of therapy
seems to be being transformed from one of our most essential, mission defining services (perhaps
second only to medications) to a vague activity to be incorporated into other services. Many therapists
may resent being asked to be therapeutic outside of the usual parameters of office based individual and
group therapy and being asked to work in ways that are often contrary to what they were taught. A
range of fears, including physical and emotional danger, ethical concerns, malpractice claims, inability to
bill productivity, and loss of effectiveness are likely to emerge. Although standard therapy formats
including most evidenced based practices, may have limited effectiveness and be unusable by many of
the people we serve, they are comfortable to therapists and feel safe. They are also what they have
been trained to do, have mastered, enjoy doing, and value. Therapy has been internalized into their
identities: “We are therapists. What will happen to us if therapy isn’t what we do?” A true personal
transformation is being forced upon them.
Transformation requires three steps: breaking down, adding new features, and reforming.
Step 1: Breaking down involves looking within the practice to find the values and functions. Staff came
to the various licensed professions for a variety of reasons, trying to accomplish a variety of things, and
found away to be fulfilled and of service within therapy structures. Therapy structures may not be
essential for fulfillment and service, but they are how they’re commonly achieved in our present system.
What functions actually require regular, individual or group, appointment based structures? Many
“targeted,” “manualized” therapies claim they do (for example, EMDR, CBT, DBT, behavioral
desensitization, trauma groups, skill building, and psychoeducation). To be fair though, most
experienced therapists don’t practice “manualized” therapies. They’ve made adaptations to the
techniques, pick and chose what fits their personal styles, and incorporate them into a more “eclectic”
long term, supportive therapy structure. Transference based psychodynamic therapy, for example, has
evolved to depend more on training people to be conscious of their psychodynamic patterns and making
interpretations than on creating and resolving true transference regressions. We aren’t asking for the
abandonment of these techniques, but it is asking for new adaptations, picking and choosing, and
incorporation into an “adult-to-adult,” “friend-like,” case management relationship.
Most therapists are able to safely and comfortably have a variety of fulfilling, helpful personal
relationships outside the therapy structure. At least theoretically, it should be possible to adapt
therapeutic skills into less professionally structured therapy relationships. “Therapist-case manager”
relationships aren’t relationships without boundaries. They have different boundaries than therapy
structured relationships that are often uniquely developed depending on the person.
Step 2: We’re adding two new features: 1) Instead of using long term, supportive therapy as the
underlying, relationship maintaining matrix to incorporate our therapeutic techniques, we’re using the
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same engagement and coordination/training all case managers are doing. This helps us achieve a
variety of quality of life goals and help people build community based skills and supports while achieving
therapeutic goals and healing. Often times this emotional and practical connection is the most
important “support” our clients have. 2) We’re being flexible enough to maintain relationships with
people who would normally drop out of appointment based individual or group therapy and be lost to
us or require coercion to re-engage.
Step 3: We’re reforming a new “therapy – case management” role. Then we can address all those fears
(including physical and emotional danger, ethical concerns, malpractice claims, inability to bill
productivity, and loss of effectiveness) within our transformed roles and create new protections and
comforts while preserving the old fulfillments and values.
Staff also have a responsibility to create a “therapeutic milieu.” In the not terribly distant past, there
used to be something called “milieu therapy” that was included in almost everyone’s treatment plan.
The idea was that the staff, in addition to performing individual services, together created a healing
environment for the people being served. Under pressure from budget accountability, medical
reductionism, high case loads, risk avoidance, poor building maintenance, and even professionalization
“therapeutic milieus” have almost disappeared from our community clinics. Most simply do not have a
very welcoming or healing feel to them.
FSPs, because of their flexibility to accommodate drop-ins and because of the intensity of services and
relationships can create internal healing cultures – like a group therapy without any set hours – that
aren’t generally possible in standard outpatient settings. Licensed clinicians can bring special skills to
help create a healing environment. Some of this work is done directly by being part of the environment
(for example, by helping to maintain relationships with difficult people, providing “corrective emotional
experiences,” and training people to be conscious of their psychodynamic patterns and making
interpretations) and some of this work is done indirect by supporting teammates (for example, by
consulting and educating, sharing countertransference reactions, building team cohesiveness and
emotional strength). The culture of the program may also become one of the main “supports” our
clients have.

2.11

Integrating Rehabilitation – teachable moments and developmental differentiation

Now let’s move on to “rehabilitation-case managers.” Once again, there has been developed an entire
array of rehabilitation techniques and roles, most focusing on a teaching or coaching model using those
roles and settings, which most FSP clients refuse to participate in and are therefore labeled “not ready”
for rehabilitation services. We want to expand the reach of rehabilitation to build skills and supports for
the people who are in FSPs.
The most “teachable moment” is not when the client is “ready” from the rehabilitation professional’s
point of view – meaning when they’re prepared and likely to succeed - or when they’re ready from the
psychiatrist’s point of view – meaning their symptoms are stabilized and the risks and stresses of
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rebuilding their lives aren’t likely to lead to relapses and rehospitalizations - or when they’re ready from
the community’s point of view – meaning when their symptoms are hidden enough that they’re not
frightening. The teachable moment is most likely when they are ready from their own point of view,
meaning when they are excited and motivated and actively trying to do something new and risky. Those
moments aren’t going to come on Thursday at 3:00 when the skills group is scheduled. The most likely
way for staff to be there in those moments is to leave our offices and accompany them when they are in
the thick of things. Many times those moments look like crisis to us, and even to them, so we switch
into care taking mode and lose the teachable moment altogether. For every shared activity staff do with
clients we should be asking, “What’s the rehabilitation value of this activity?” and “How can we do this
in a way that maximizes learning skills and building supports?”
To be effective, the “rehabilitation-case manager” needs to be able to assess their clients on
developmental dimensions in order to motivate and teach in ways that are likely to be effective. We
normally think of these developmental stages as age related maturation and deterioration, but the
effects of serious mental illnesses and other factors can easily hamper people’s development, so they
may not be at the stage you’d expect for their age. Child and adolescent and older adult staff are more
accustomed to this kind of approach than adult staff. Here is an example schema for assessing
developmental stage:

Stage

Separateness

Empathy

Thinking

Time
Magical –

STAGE 1

It's all
about me.

I can only think
about myself.

I can understand
STAGE 2

It's less
about me.

you if I have
had the same
experiences.

I can't do it
unless you do
It for me/with
me.

Concrete LogicI can make a
logical plan
with some
guidance.

things will
just work out
without me
doing/
planning
anything.
If you help
me with a
schedule I
can get there
/get things
done.
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We are
STAGE 3

both
different
and
important.

I can truly
understand what
someone else is
going through,
even if they are
different than me.

Abstract
Thinking-I can
make practical
plans for
myself.

I can manage
my time on
my own.

Not only does the specific skill building technique or support need to be developmentally appropriate,
so does the nature of the relationship between the staff and client. Some of it is age. Respectful,
relationships with reciprocity and shared responsibility are different for different age clients and staff. A
50 year old staff can’t really be in an “adult to adult” relationship with a 6 year old, or with a 22 year old.
And a 25 year old staff isn’t a peer with a 70 year old client. Some of it is roles. Within professional
traditions we have developed a clear set of professional roles (which sometimes includes modest
differentiation by age of client. A child therapist doing play therapy is not only differentiating their
technique, they may also be differentiating their role putting away their suit and tie and joining the
client on the floor as a “playmate” to be more engaging.) Within our various FSP staff roles we may
include roles as parent, mentor, adult shield, big sister, friend, peer, neighbor, fellow parent, grandson,
coworker, colleague, etc. Sometimes this is to be more engaging, sometimes it is to be emotionally
healing, sometimes it is “authentic”, and sometimes it is so they can take on other roles beyond client.

2.12

Building Self Responsibility

If we look at the big picture, most of the time the single most important factor determining if a person
does well with their mental illness or not is how self responsible they are, not how well their symptoms
are controlled. Self responsibility isn’t a given or a prerequisite for receiving services at any age; but if
it’s not there, achieving self responsibility is one of our main goals. We want to build trust, engagement,
motivation, and responsibility while we’re “treating” people. Too much caretaking, coercion, or helping
them take on illness roles can undermine these efforts.
There is a usual progression when building self responsibility: 1) Thinking beyond the immediate
moment and delaying gratification, 2) Understanding cause and effect, 3) Accepting their own role in
causing effects including accepting appropriate blame, 4) Moving from avoiding punishment to self
direction to “do the right thing” , 5) Understanding the impact on others from their point of view, 6)
Becoming reliable, 7) Becoming considerate and respectful, and 8) Actively contributing to their own life
and others. We can actively work on building this progression.
Most of us, regardless of professional training and experience, will both define and teach self
responsibility the same ways our parents taught us. Most clients will distance themselves from us if we
act like parents. Most people don’t learn by being advised, instructed, warned, protected or protected.
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We learn from experience, but we’re only likely to learn if someone is there to help guide us, to help us
develop new skills and strengths. Abandoning people to “natural consequences” rarely leads to learning
either. It just wastes their suffering. As long as they paid the tuition at the school of hard knocks make
sure they learn the lesson.
When our clients are self responsible, even if they have considerable symptoms, we should take full
advantage of that crucial strength and treat them accordingly:
•
•
•
•
•

2.13

Don’t take care of me. Teach me how to take care of myself and get caring for myself.
Don’t make decisions for me. Guide me to make better decisions as I learn from my successes
and failures.
Don’t protect me from risk. Walk along side me and help me prepare for risks and learn from
my risk taking.
Don’t shield me from responsibilities. Help me meet and increase my responsibilities.
Don’t keep me away from the stresses of the world. Help prepare me for the world and help the
world welcome me.

Integrating Families

We can and we should look beyond our own staff and resources to build skills and supports. We often
focus on parents but there are often other people involved. The most important, persistent, and
tolerant community resource that most of our clients have is their families, even when they aren’t what
we think they should be. They may have serious problems of their own. They may not be biological
relatives. They may be a “family of choice” instead of a “family of birth.” Our client may have serious
issues with them. But it’s not our job to judge them, “fix” them, exclude them, or replace them when
they are involved or could be helped to get involved. Even when we take on “family roles” we’re
supplementing them, not replacing them.
Traditionally, the relationship between professionals and family members has been poor. One of the
problems has been that professionals tend to criticize and judge families who may already be feeling
guilty or responsible for their family member’s illness. Professionals have forwarded increasingly
politically correct, but still blaming, viewpoints of parents from schizophrenic mothers to high
expressed-emotion families.
Another problem comes from frustration with treatment difficulties. Patients and their families often
give control to professionals, becoming dependent upon them, in return for our promise to take
responsibility for taking care of them. Since we can’t actually dispense many cures, frustration, blaming
and defensiveness erupts on all sides. From the families’ point of view, professionals come crashing
down from our pedestals when we’re unable to cure their loved ones, exposing our arrogance,
inattention, “not caring as much as a parent would”, etc. From the professionals’ point of view, more
often than allies, families are described as intrusive, interfering, sabotaging, infuriating, sending mixed
messages, blaming, passive aggressive, etc.
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As things deteriorate, we may prescribe family psychoeducation in bad faith so families will stop
ignorantly undermining our treatments. They may gratefully accept, so they can learn enough to
replace our ignorant, ineffective treatments. Armed conflict, burnout, and more blaming too often are
the result.
As illnesses go on, many families and professionals have moved beyond this contract to a more equal,
human collaboration. Usually we can find an abundance of shared goals to work on together. Families
often have extensive knowledge about their one situation, whereas, professionals usually have broad
knowledge about a great many similar situations. If competition can be avoided, we can complement
each other. Having a knowledgeable and compassionate professional share a family’s life can often be
helpful.
Even still, professionals are usually able to perceive a number of pathological things about any family.
Bolstered by the belief that improving these family traits will lead to increased maturity and
independence for our patients, we are often tempted to try to work on improving these, rather than
sharing or empathizing. In fact, improving family pathology is not the normal path to independence.
Most of us achieve substantial independence without ever improving our families. That’s one of the
reasons why we tend to regress around our families, whoever we are. Families usually don’t really
change to promote and accommodate our adulthood. But we grow up anyway.
If family therapy isn’t the best way to help people grow up, what is? Developmentally, most of the
adults we work with had their maturation disrupted in adolescence, probably because that’s when their
illnesses or substance abuse began to seriously interfere. Normally, this is not a stage where parents are
the main force behind their children’s maturation, so there’s no point “fixing” parents or becoming
surrogate parents. Adolescents typically distance themselves from their parents becoming blaming,
belittling, even becoming overtly hostile to them. Their main emotional investments are in peer groups
which may be either very constructive, like a college dorm study group, or very destructive, like a violent
gang. Lifelong friendships often emerge. A new self identity, set of values, and roles for adulthood are
developed within this peer group with often only minimal influence from parents. Even in adulthood,
after relationships with parents may have improved, friends remain crucial.
People with serious mental illness usually lose their adolescent peer group and find themselves unable
to develop with just their family’s help or on their own. What they need to develop and mature may not
be replacement parents, but instead replacement peers and friendships.
Overall we should be focusing more on strengthening families, of all kinds, and peer groups, of all kinds,
trying to help them become better families and peers more than trying to help them be more effective
volunteer (or paid) mental health workers and caretakers. There are lots of skills and supports that can
be more powerfully built by families and peers in their natural roles than in “junior staff” roles. Mothers
should “worry,” not “monitor risks.”
2.14

Cultural competency
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It is expected for all projects to be “culturally competent” nowadays. Generally, is handled on a very
basic “representational” level, making sure that representative numbers MHSA took cultural
competency to a second level actually including soliciting and including participation from an enormous
range of “stakeholders” in the initial planning meetings. Many of the people who participated in these
planning meetings were profoundly moved by the experience of actively listening to so many culturally
diverse voices. That experience combined with a focus on welcoming in FSPs overall in some cases led
to a third level of cultural competency, making sure that we are acting as good “hosts” “putting
ourselves in their shoes” and making changes to truly “welcome” people and communities of different
cultures rather than expecting them to make use of our programs as-is. We know we’ve become truly
welcoming when we find ourselves changed in unexpected ways by their cultures.
Sometimes cultural competency has been addressed at an individual level – for example through hiring
multilingual staff, developing different models of family inclusion and education, or by incorporating
different healing techniques. Sometimes cultural competency has been addressed at the program level
– for example by creating an Asian Pacific FSP and an American Indian FSP that try to create an overall
recovery culture and program tailored to that culture. And sometimes cultural competency has been
addressed at a system level – for example by having targets for different ethnicities for FSP membership
or allocating FSP slots to particular ethnic communities. Ideally, these efforts should complement each
other.
A variety of approaches to cultural competency have been taken including language competency,
understanding racism and exclusion, understanding immigration and acclimation to American society,
understanding indigenous beliefs and customs, and understanding cultural explanations of “mental
illness,” healing, and stigma.
Cultural competency is another principle that isn’t just about ideals. There are a number of concrete
benefits to increasing cultural competency. Engagement, goal setting, motivation, and shared decision
making are all likely to be more effective leading to better overall engagement when informed with
cultural competency. Building skills, supports, and self responsibility are also likely to be improved. But
developing family and community support, integrating them into our client’s lives is likely only possible
with substantial cultural competency.

2.15

Integrating Spirituality

For many of our clients the greatest source of support they can get is from God. Traditionally, mental
health services, unlike substance abuse treatment, have separated Church and State, excluding all talk of
spirituality unless it’s clearly pathological and therefore within our purview. As a result we’ve failed to
include a profoundly motivating, hope creating, healing, and life affirming force in our clients’ lives. For
example, Hope – pray for help for yourself, God (or karma) will make it right, you’re not alone / God is
with you, Empowerment – God give me the strength, God doesn’t make garbage / “in the image of
God”, turning over life to “higher power”, Responsibility – moral duty, do the right thing, and Meaning –
you’ve been put here for a reason, obligation to serve others and do God’s work, pray for others.
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We have to be somewhat cautious entering the world of spirituality. The political issues are mitigated
by our commitment to individualized, client-driven services. This is not an area where our own values
guide our services, even if we have strongly cherishes personal values (and even if our tradition says that
it is the only true path). We must be entirely client-driven (although if clients want to pursue spiritual
goals or paths that are unacceptable to their staff, that staff may step back and be substituted – a
spiritually diverse staff is useful). Where we can be of some guidance is in sharing an understanding of
the conditions of spiritual healing.
Overall, there are three levels of healing: 1) Intellectual – we can help people with diagnoses,
medications, resources, advice, and training, 2) Emotional – we can help with compassion, caring,
believing in people, acceptance, and healing, and 3) Spiritual – we can help people find their higher
power, open themselves to God / goodness of the universe, and find peace and purpose. Spiritual
healing shouldn’t be viewed as a short cut when nothing else is working. The deeper the level of healing
the more trust has to exist and the more we have to get our egos and agendas out of the way.
Therefore, the conditions required for spiritual healing are 1) Faith (a deep level of trust, not a belief –
moves beyond rationality and even emotionality), 2) Removing our egos and agendas (“let God’s will be
done”, not “let my will be done”), and 3) Coming together with God (or spirit, etc,) and often with each
other.
A successful spiritual recovery looks like:
I wouldn’t wish this illness and suffering on anyone, but I’m grateful because…
•
•
•
•

I have a gift from my wound
I wouldn’t be who I am today without having gone through that suffering
There is a reason and a meaning for my suffering
It has opened my heart and brought me closer to God.

Often, we have no relationships with people skilled in spiritual healing in our community and view them
with suspicion. Nonetheless, many of our clients are actively using alternative treatments, spiritual and
others. It will require high levels of skills in both community development and cultural competency to
build collaborative partnerships.

2.16

Consumer Inclusion – self-help, shared ownership, and hiring consumers

One of the large potential benefits of moving from an entirely professional responsibility model to a
shared responsibility is that it overtly supports clients to take an active role in helping themselves
counteracting the prevailing passivity and dependence of many clients (by contrast, the 12-step model is
almost entirely a self responsibility model). This is true both in a general sense – “Don’t expect your
case manger to do everything for you. You have to contribute if you expect to reach your goals” – and in
the overt inclusion of specific self-help techniques.
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Some standard therapeutic techniques – for example CBT, DBT, relaxation techniques, meditation, and
systematic desensitization – are already basically teaching self-help coping skills and can easily be
incorporated either in their full form or an adapted form to FSPs. Some peer led self help support and
recreational groups already exist as well. These include 12-step groups some of which have been
adapted specifically to our clients as dual-recovery anonymous groups or “pre-12 step groups.” The
venerable Recovery Inc. program is available in many communities too. In recent years additional selfhelp techniques have been developed specifically for people with severe mental illnesses including
Patricia Deegan’s “Coping with Voices”, the National Empowerment Center’s PACE program, and Mary
Ann Copeland’s WRAP plans.
On a program level, the more the “us vs. them” divide is broken down, the more that the entire facility is
open to clients instead of having to stay in a segregated guarded area until a staff is ready to serve
them, the more clients have other roles in the program besides service recipient, the more clients are
included in program development and decision making, the more shared ownership will result. We can
keep each other safe through a shared “neighborhood watch” system. Clients don’t have to rely entirely
on staff to help them. Their peers can help them too. We can do fun things together and we can have
funerals to grieve together. We can create a shared “recovery community.” A key feature of this shared
culture is promoting an ethic of giving back. Specific client roles of greeter, big brother/ sister, mentor,
and life coach can be created to facilitate giving back.
A progression of “consumer inclusion” has emerged: 1) “Consumer movement” presentation, 2)
Consumer councils, 3) Including consumers in staff and administrative planning and learning groups, 4)
Consumer volunteers, 5) Hiring consumers in designated “peer” jobs, 6) Hiring consumers in integrated,
competitive jobs that they “add value to”, and 7) Consumer leadership.
When consumers and family members are included in the team there is a choice whether to have them
work in designated consumer and family positions or as paraprofessionals. There are substantial risks
involved in making designated consumer and family positions. They may be treated as second class
employees rather than as equal teammates. There is a risk of low expectations and other staff
caretaking them. If instead, they are treated the same as any paraprofessional staff (or even
professional staff if they have professional training) they will break down the “us vs. them” boundaries
and we will all become less stigmatizing. They should be hired, not out of pity for their disabilities or
struggles, but out of respect for the added strengths and skill sets their “life experiences” have given
them. The relevant qualification is not a documented diagnosis or open case in treatment, but rather
the ability to use past experiences and self disclosure to help people. As with any person with a
disability, they may need accommodations to perform their job, but they shouldn’t have lower job
expectations or demands. Consider how differently we treat a blind colleague than a mentally ill
colleague. Consumer or family status is not an excuse for substandard work.
We need to be specific about how we expect them to use those experiences (and equally importantly,
deal with fears about how they shouldn’t be using those experiences). The roles consumers can
perform that other people can’t include: Consumer representative, peer advocate, peer supporter, peer
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bridger, peer counselor and case manager, and peer self-help coordinator. These roles can be
considered “value added” to any job, not just segregated consumer jobs.
Staff who have mental illnesses themselves or who have family members with mental illnesses may
freely chose whether to disclose that information universally, selectively, or not at all. Although there
are clear benefits for the people being served from staff disclosure including increasing hope and
decreasing stigma and the walls between us, disclosure is entirely a personal decision. Staff should not
be pressured to disclose. In addition, supervisors and co-staff should not discriminate against or hinder
someone because they have disclosed and acknowledged their role as mentally ill consumer or family
member. They must be treated with respect as a colleague. Demeaning them or creating a hostile work
place for them should not be tolerated.
The first consumer (and family) staff that are hired need to be not just good mental health workers (Do
not hire poorly working, still stuck in an entitled, mentally ill client role, inadequate consumer staff out
of charity – that is not transformative.), they also need to be Jackie Robinsons changing our culture
forever. That’s a hard job and we’d do well to establish reasonable recruitment, hiring, training,
supervision, and support structures to help them succeed.
On a personal level people are making an important and difficult transition from mental patient to
productive person, made more dramatic by doing it where everyone knows them and their illness. On
an employment level people are learning an important and difficult job that experiences in the system
may or may not have prepared them to do. The treatment (and rehabilitation) team is responsible for
support. The employment team is responsible for supervision. Whenever possible, separate the two.
Most job problems are not clinical problems.
Hiring consumer staff is likely to be the most transformative thing we can do. Consumers who are
willing to disclose their experiences with mental illnesses hired in any position will have opportunities to
reduce stigma in a variety of ways. Broadly speaking stigma reduction can be directed towards 1) the
people we serve and their families (for example by being a successful role model), 2) mental health staff
and administration (for example by changing staff’s perceptions of the abilities of people with mental
illnesses by working alongside them as their colleagues or by “vetting” policies and practice guidelines
from a consumer perspective), and 3) our community (for example by promoting social networks that
welcome people with mental illnesses through self disclosure or promoting more positive media
coverage of mental illness by publicly disclosing personal experiences with mental illness).
However, we must be careful as we move forwards. Potential pitfalls seem to be everywhere. If our
consumer staff work poorly the stereotypes will be reinforced rather than challenged. If we include
consumers in our clinics in only limited protected roles and the professional staff have to heavily support
them and give them lots of accommodations we risk reinforcing staff’s negative expectations. If we
create independent consumer run programs that are poorly run, aren’t held accountable, have violent
incidents, and turn to the local clinic for help in crises we risk reinforcing our communities’ fears.
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It may be helpful to have a consumer or family member mental health worker training program to
increase the qualifications of new consumer or family staff. Some of this can be combined with other
paraprofessional training programs or on the job orientation and training, and some can be separated
out, especially for unique “consumer” or “family” issues (e.g. self disclosure, changing self identity and
roles, Social Security benefit changes, and not expecting everyone to need the same things that helped
them.) Special attention should be paid to helping consumer and family staff not reenact their own
harmful treatment experiences as either victim or perpetrator. Programs may want to have volunteer,
transitional employment, or training positions for consumers or families to prepare them to be staff
(permanent staff who are identified consumers or family members can contribute unique supervision
and support), but overlap between people’s treatment providers and their mental health employment
may create substantial problems. Therefore, the more separation between the two sites the better.
Treatment providers are encouraged to advocate for, coach, and support the people they are serving
who are working in mental health, just as they would any employment, but hiring of consumers or their
families by the same team that is serving them should be limited to temporary engagement, exposure,
or training positions. Permanent employment should be separated. Once they are hired as permanent
staff, it’s preferable to treat them entirely as responsible equals.
Nothing builds hope as dramatically as getting help from someone who can honestly say, “I know how
you feel because I’ve been there and I’ve made it.”

2.17

Community integration and advocacy

Many of the people we serve have experienced an enormous amount of rejection in their lives. Many
have lost their families and other treasured relationships. Many have lost their schooling or
employment. Many have lost their homes – ranging from children removed from their families to
homeless and jailed adults to older adults kicked out of their nursing home. The days of asylum so
they’d have somewhere to go away from everyone who rejects them are long gone. They’ve become
refugees in their own country.
Most people are taken to psychiatric hospitals, not because of specific psychiatric need, but because
they’re intolerable to the people around them and they’ve been rejected. Psychiatric hospitals are
functioning as refugee centers trying to find a way to return people to their community (usually in a
heavily sedated state). If FSPs are to be successful, we must replace psychiatric hospitals as our
community’s refugee centers.
FSPs first task is often to try to stop our clients from getting rapidly excluded from our community again.
They may have legal requirements to avoid reincarceration (probation or drug court, for example). They
may have a conservator who would prefer the safety of reinstitutionalization. They may get themselves
evicted and become homeless rapidly. They may commit crimes (most commonly drug abuse and theft)
and get arrested rapidly. Their mental illness may be uncontrollable or get much worse so their
symptoms get them rehospitalized rapidly.

Introduction to Full Service Partnerships 37
Exploring Recovery: The Collected Village Writings of Mark Ragins
The FSP’s main job, at this point, is to be a point of re-entry for all of these people —an Ellis Island for
American mentally ill refugees.
Effective refugee services around the world generally contain four elements:
(1) Charity: They give people practical things like food, shelter, clothes, jobs, transportation, money,
etc.
(2) Treatment: They try to diagnose and treat both mental and physical illnesses to improve people’s
ability to function,
(3) Documentation: They try get the appropriate governmental documentation and entitlements to be
legal in their new home, and
(4) Political Advocacy: They help them form a new political identity to redress the causes of their
rejection and fight for a place in their new community.
Most mental health programs do only the treatment element and, as a result, fail miserably. Most FSPs
offer charity, treatment, and documentation and do much better. The difficulties in documentation
often take FSP staff by surprise. There are often “Catch 22” situations where each government office
requires ID from another one, only resolvable with a birth certificate. As a result the first community
agencies that FSPs go beyond “normal support” and develop relationships with are often the DMV,
Social Security, DPSS, court houses, probation, jails, and the hall of records. These governmental
agencies are often also seeking to reject our clients to “get them off the streets” or “deny benefits” and
stigmatizing of mental illness and substance abuse. Oftentimes the mental health department has to go
even further and have collocated staff in these agencies for our clients to be able to use them
successfully.
We probably could do even better if we included more political advocacy. The most obvious place to
work is in mental health advocacy, but many people at the FSPs became outcasts for other reasons than
inadequate mental health treatment – child abuse, school dropouts, substance abuse, lack of job or
housing opportunities, foster care failures, domestic violence, prostitution, physical disabilities,
illiteracy, etc – that are excellent political advocacy areas. Perhaps we should also be more actively
involving people in these causes.
Refugee centers tend to be very unpopular with the communities they are trying to integrate people
into. It’s no accident that Ellis Island and Angel Island (for Asian immigrants in San Francisco) are on
islands. And that’s before we add mental illness and substance abuse into the picture. Often the only
ones who reach out to our clients are those seeking to prey on them. FSP staff often get very familiar
with the usually hidden underbelly of our communities where our clients end up.
Within refugee centers problems often emerge as well. Overcrowding in substandard settings breeds
tension and conflict. Internal “black market” economies and drug abuse can flourish. Older members
can exploit newer ones. It can be difficult for staff to continue to treat people humanely, who are so
clearly devalued by our community. Yet humanizing respect may be the most healing thing we can offer
to them. Internal cultures that demean, or build dependency on charity, or reduce hope must be
guarded against as well.
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Even the best of refugee centers can’t integrate everyone into a normal community. How do we know
when to give up? A good argument could be made for giving up on nearly every FSP client. In fact, the
“normal” mental health system has either intentionally or just neglectfully, previously given up on
virtually all of them. Who is just too dangerous, or self-destructive, or regressed, or unbearable to be a
part of our community? At any given time every FSP team has a few people that are locked away either
in mental institutions or jails.
This “refugee model” can also offer a new perspective to the involuntary treatment debate. When an
FSP outreach worker brings a sandwich every few days to a homeless psychotic man laying on a bus
bench talking to voices only he can hear and wearing plastic wrap to keep gamma rays away, he is
beginning the process of reintegration. He is breaking into the man’s invisibility and welcoming him
back to our world. The man may begin to accept other assistance; a blanket, a shower, a bandage for his
leg. Ultimately he may even accept medications, housing, benefits, or employment and become one of
us again. If instead of reaching out to him slowly, we call the police or the Psychiatric Emergency Team
and have him put on a psychiatric hold, tied into an ambulance to be taken to a hospital, and perhaps
forcibly medicated, we are certainly not welcoming him back to our world. Even if his illness is
effectively treated in the hospital, it’s unlikely he’ll have a home to go to, and he’ll be once again
rejected and abandoned.
Involuntary treatment may be useful to treat some people who have homes, who are not refugees, so
they can function in them. It may also be useful to lockup people we’ve given up on. But, it’s not a
useful refugee reintegration tool. FSPs should strive to use as little involuntary treatment as possible.
FSPs often focus on helping our clients improve to the point where they are socially acceptable so that
they can live in reasonably safe places without being rejected again. Social acceptability is the ability to
behave in ways that your community will accept and include you. For “normal” people this usually
involves following laws well enough not to be arrested, meeting social responsibilities (like paying rent,
showing up at work, and being faithful to your wife) well enough not to be rejected, and being pleasant
enough to be included in social relationships. Certain cultures, immigrant groups, and impoverished
people may “normally” face considerable barriers to social acceptability. For adults with mental
illnesses they also have to not be dangerous to themselves or to others or unable to care for themselves
or they risk being forcibly taken removed from society. They also have to avoid behaving in an overtly
mentally ill way to avoid stigma, prejudice, and discrimination. Substance abuse is often socially
unacceptable as well. To have “rights” in our society, our clients often have to take more
“responsibility” for their own behaviors.
Sometimes our job is to help people with mental illnesses get along better in our communities and
sometimes our job is to help our communities be better places for people with mental illnesses to get
along in.
After the documentation and entitlement government agencies, the next set of agencies FSP staff tend
to connect with are other social service agencies – disabled students, health clinics and hospitals, HUD,
vocational rehabilitation, Children’s Services, etc. To some degree this is reasonable since all of those
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agencies can potentially help our clients with a variety of Quality of Life goals, but to some degree it
reflects a deficit oriented view of our clients – What other services do they need to support them?
Sometimes it can seem like their entire lives are centered on their role as disabled person seeking
services. Even so, most of the services aren’t very accessible or adapted to people with mental illnesses.
Substantial on site support by FSP staff is usually needed. Administrative collaborative agreements can
also be helpful. We need to be exploring ways to partner with our clients outside of the role as service
seeker to promote more accessible and adapted services in these social service agencies.
Most staff find that if we leave our offices and give side by side support to our clients and see how they
are actually treated, by landlords and neighbors and police and fast food cashiers and by a variety of
social service workers we get really angry. Staff have to be able to harness that anger, to model
personal advocacy skills for our clients and to change things for the better. Staff will get frustrated and
stop doing advocacy work if we’re not heavily supported by program leaders and administration.
If we have enough imagination, we’ll try to develop opportunities for our clients beyond service
agencies. After all, a life should be about more than seeking and receiving services. How about fun and
friends and learning and sex and shopping and movies and restaurants and sports teams and joining a
gym and…?
In some ways these opportunities are harder to develop than social services both because there is no
social obligation – it’s not their job to help them – and probably more importantly because we don’t
have a comfortable supporting role – “I’m his case manager, here to offer support” just doesn’t work at
the bowling league. In other ways, it can be easier, because our client can take on some other role than
mentally ill service seeker that may be more flattering. People outside “the system” may actually relate
to other parts of them and help them find other roles – how well they bowl may suddenly become an
attractive trait that the social security office wasn’t impressed with.
The community development strategy takes on a different emphasis when we leave social service
agencies and move to community connections. No longer are our main tools advocacy, accountability,
and social justice. “I want to talk with your supervisor” is not a viable strategy. Now we’re looking for a
“welcoming heart” – a person who naturally likes to welcome people and include them, who is giving
and helpful. Mental illness may or may not even enter the picture. If it does, we’re looking for someone
who either because of personal experience with people with mental illnesses or because of natural
courage, isn’t frightened. Our job then is to give them a little confidence and advice, so they’ll be able to
be their naturally welcoming and helpful self even with someone with overt mental illness behaviors and
also to be there for them if they feel overwhelmed. With the help of that supported “welcoming heart”
we can develop a “niche” in the community where our client can be included and accepted. The more
niches we develop, the more opportunities our clients will have to pursue their goals.
There was a time, at least in our imaginations if not in our remembrances, when people who had serious
mental illnesses were “taken away” and only returned to their lives and the community when they
recovered. Those who could be treated in the community or who needed “aftercare” went to clinics
that had discreetly hidden parking lots and were cloaked in shame and secrecy. Deinstitutionalization,
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for many in both our communities and our professions, seemed to have led more often to a nostalgic
yearning and a frustration over the loss of those times instead of a pride at the overcoming of them.
For too long we have pursued community education as our approach to stigma, as though the main
problem is ignorance instead of community inclusion because the main problem is intolerance, fear, and
rejection. We have to do serious work on ourselves first before we can credibly approach our
communities. We need to hire lots of people with serious mental illnesses if we expect our community
to hire them. We need to allow people with mental illnesses to walk around our clinics without
weapons screenings and uniformed guards if we expect our community to rent to them and live next
door to them. We need to be able to go out to coffee with them if we expect our community to
socialize with them. We need to be able to include them in our trainings and workshops if we expect
our community to include them in adult schools and colleges.
We’ve lived in a time when we’ve told our communities that they need mental health services in our
communities because mental ill people can be dangerous and disruptive and really aren’t able to make
their own decisions or act responsibly and therefore they need our professional assistance to be able to
be in our communities. We offer to take responsibility for our clients (at least the ones who are
compliant and cooperative) so everyone is safe. Perhaps predictably, most communities have come up
with another idea – They’ll get rid of us and our clients. If they get rid of our services the clients may
leave too. If we’re unwilling or unable to put away people with mental illnesses they can always build
more prisons.
That reaction is partially our fault. It’s time to stop selling out people with mental illnesses. People with
mental illnesses should be helped to meet their responsibilities, not to avoid them, to become
productive and valued in their communities, not dependent and a drain on them. When we see
someone homeless, instead of thinking about how we can get rid of them, we should be thinking about
if they’re going to write the next Harry Potter. We not helping them out of charity and compassion, but
because that’s what we’d all want if they were our brother or our daughter. Our community will
respond because so often they do have family members who have serious mental illnesses. We need to
help them be proud of their family members struggling to live with mental illnesses instead of being
ashamed of them. If we can be proud of them, so can they.
While we’ve been developing the MHSA many people have entered the world of mental illness through
the work of Steve Lopez at the LA Times. His newspaper articles and the book and movie “The Soloist”
have explored a new approach to community response to people with mental illness. He shared with us
his journey as an uneducated, unprepared person who took an interest in Nathaniel Ayers a man with
schizophrenia playing a violin with two strings under a bridge near his office. He moved from wanting to
have Nathaniel taken away to a hospital to be medicated and cared for by professionals to believing that
his friendship and his inclusion of Nathaniel in his life could help Nathaniel have a better life even if he
never accepted medications and continued to struggle with lots of symptoms. To his surprise, he found
out that he enjoyed having Nathaniel in his life. He kept helping Nathaniel long after he no longer
needed to for his story, because although there had been frustration, confusion, and even some danger
involved, they did develop a connection and his life was better when it included Nathaniel. He even
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considered quiting his job to join the mental health field. We need to nurture and support more people
like Steve in our community to include people with mental illnesses in their lives, to develop personal
connections, and to have better lives as a result. Fear can’t be overcome by education. It can only be
overcome by positive experiences. It’s better community development to have a successful internship
program at Walmart than to give a speech about mental illness to the Rotary Club.
Successful community development will only really be possible if we are able to build on the lessons of
FSPs. Staff and programs need to work on our own stigma and segregation of people with mental
illnesses. We need to develop respectful adult-to-adult relationships. We need to leave our offices. We
need to focus on their poverty and their Quality of Life goals in the community. We need to break down
our own walls of secrecy and confidentiality and shame. We need to welcome our communities in our
programs, respond to their concerns responsibly, and actively contribute to our communities as a good
neighbor. We need to use MHSA funding for community supports like rental subsidies, school books,
and employment incentives as well as for community development and support. We need to find our
commonalities instead of emphasizing our professional skills. We need to share our emotional journeys
and the rewards we receive from including people with mental illnesses in our lives. We need to do all
this and more, because our clients need our community’s acceptance and inclusion, opportunities and
meaningful roles if they are going to recover.
Promoting community integration turns out to be an entirely different kind of work than we’re used to,
or than we’re good at. It isn’t about accepting our clients or really listening to them or treating them or
skill building or even advocacy. It’s a whole different thing.
Ultimately, promoting community integration is probably about helping our communities recover. After
all how healthy can a community really be if it has to hire a lot of paid staff to care about people who
just want the opportunity to have a life like everyone else now that they’ve struggled so hard to
overcome their inner battles?

2.18

Flow and Graduation

From an illness-centered point of view as long as the illness exists the need for services exists. The
obvious implication is that if we focus our services, as we should, on those people with serious,
persistent mental illness of indefinite duration we need to provide services of indefinite duration. FSPs
have been designed to be “no fail” programs of indefinite, usually lifelong, duration. Inevitably all the
FSPs will fill up and be unable to take new people.
It is easy to see that flow and graduation is what’s needed to open up new slots, but hard to see how to
achieve that. We have to figure out how to alter our teams to be “transitional” programs of indefinite
duration. If we could graduate some people to lower levels of service or even no service at all we’d be
able take on new people.
Certainly, moving people on to lower levels of care is not a new concept, but in our normal service
delivery system it hasn’t worked very well. Many people keep revolving through the same services over
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and over instead of really progressing. Ultimately, that’s usually just too demoralizing so the system
stops pushing people forwards and is happy when they’re stable.
Can a person-centered approach really do better?
From a person-centered point of view the need for professional supports and services exists until the
person develops enough skills to be self-responsible and enough community based supports to live
successfully regardless of their symptom level. The obvious implication is that the more services help
people develop self responsibility and community supports the less professional services they’ll need
and we’ll be able to move them on to lower levels of service or no service, even if they’re still
symptomatic, while we move on to new people in need. There’s some hope.
From an illness-centered point of view the system developed a spectrum of services based on the
acuity of the illness. People move on to lower levels of service when their symptoms are controlled.
Since the illnesses tend to wane and wax, people tend to revolve instead of progress.
From a person-centered point of view we can develop a spectrum of services based on the person’s
recovery. Since people tend to grow and develop, despite setbacks, they tend to progress instead of
revolve. There’s some more hope.
Let’s take it even further: Illness-centered point of view services respond to the level of symptoms with
limited regard for the person’s level of recovery. (For example, MediCal rules for paying for ongoing
hospitalization are entirely dependent on clinical acuity without even considering whether the person is
voluntarily engaged in their own treatment or not.) Why? Because when the focus is on the course of
the illness, symptom relief, functional improvement, and even personal recovery are all presumed to
run in parallel. Therefore, the level of service can be chosen based on symptom acuity alone. (For
example, traditionally if someone is seriously suicidal with a plan, it doesn’t matter what their functional
level or stage of recovery is. Based on their symptoms they should be hospitalized.) In reality, however,
symptom relief, functional improvement, and personal recovery don’t always run in parallel. (For
example, someone can learn a great deal of self-responsibility from an experience of high symptoms and
some people can work and live independently even while experiencing severe hallucinations and
delusions.) The illness-centered point of view sees these instances as rare, puzzling exceptions (because
we frequently incorrectly attribute both improvements and deteriorations to illness factors instead of
recovery factors. For example, we tend to assume someone is taking their medications willingly because
their symptoms were controlled enough for them to regain insight instead of because they developed a
trusting relationship with their psychiatrist or because they were cooperating temporarily so they could
get unlocked.) Actually these instances of disconnection are more common than not. Our entire
illness-centered spectrum of services design is built on faulty assumptions for most people. If that’s why
it doesn’t work very well, a person-centered spectrum of services might do better.
From a person-centered point of view symptom relief, functional improvement, and recovery are all
relatively independent and all need to be included in choosing level of service. (For example, if someone
is seriously suicidal with a plan and “unengaged” we’re likely to respond in a way that tries to increase
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their engagement with services, whereas, if they’re “engaged, but poorly self coordinating” we’ll try to
help them learn from the crisis what changes they need to make to avoid future crisis and what self care
skills they need to develop, whereas, if they’re “self-responsible” we’ll work on implementing their
WRAP plan for self care and increasing their community integration and supports.) Services respond
primarily to the level of recovery rather than the level of symptoms. (For example, we might help
someone get an apartment or a job even if they are psychotic or chronically suicidal.) Since we focus on
the course of recovery rather than the course of the illness symptom reduction isn’t necessarily a sign of
progress or the need for a lower level of care, nor is symptom increase necessarily a sign of personal
deterioration or the need for more professional caretaking. If the system’s levels form a recovery based
spectrum (For example, outreach and engagement, case management and integrated services, wellness
and community integration) people are likely to be able to flow as they recover.
The important implication in this formulation, which is often overlooked in recovery based system
design, is that every symptom need and every functional need must be able to be met at every recovery
based level of service. Otherwise people will be forced to move backwards or forwards to inappropriate
levels to meet their needs, just like they do in the illness-centered system at present. (For example, if a
Wellness Center can’t handle crises within its self help, peer support model they will end up returning
someone to a lower level of care, like an urgent care center or hospital, even if the person’s recovery
hadn’t deteriorated. On the other side, if an outreach and engagement program doesn’t have any
employment services, like day labor or “work for a day – house for a day,” they will end up promoting
people to case management to make them eligible for vocational services even if they aren’t engaged
enough to be ready for it.)
If recovery based services aren’t seen as adjuncts to treatment, but instead are the framework upon
which all services are provided, we can create a spectrum of services that would actually promote
recovery and people would flow through it. FSPs would be the earliest recovery rung of the ladder, not
a lifelong service.
One of the most concrete ways of promoting flow is to create time limits (e.g. “This is a 30-day rehab
program” or “This is a 12 week skills building group therapy.”) Unfortunately, time limits can be
unrealistic or even destructive. Most real people actually grow and recover at a rate faster or slower
than the program’s “prescribed” rate and some people don’t grow at all. Sometimes time limits can
even backfire as people seem to regress as their time limit approaches to “prove” they’re not ready to
move on. On the other hand, growth is often dependent on effort, and without time limits there may be
limited pressure to exert effort. Sometimes it seems like growth only happens once people are faced
with a time limit. Both staff and the people being served are prone to these fluctuations in motivation
and effort. Services without time limits seem to inhibit flow simply because of their permanent
availability.
This dilemma is more easily resolved theoretically than practically. Theoretically people will move on
when they’ve achieved the needed growth whether they did that faster or slower than predicted.
Theoretically staff and the people they serve will maintain motivation because of the benefits of growth
alone without external pressures. Practically these desirable theoretically behaviors are only likely to
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happen with additional external motivation, either from the programs structure or its culture or both. If
a program can create and maintain a strong growth oriented culture it will need less structural
pressures.
A growth oriented culture has many elements: Staff need to believe that growth and recovery is the
expected, usual outcome. They need to view “stability” as stagnation, an inadequate outcome. They
need to be hopeful and instill that hope in the people they serve. They need to emphasize possibilities
instead of disabilities. They need to feel confident in their ability to promote growth and recovery. They
need to focus their emotions more on celebrating successes than on avoiding blame for failures. They
need to view setbacks as inevitable and opportunities for learning and further growth rather than as
failures and reasons to give up. They need to promote growth oriented risk taking instead of risk
avoidance.
A program’s leadership should use structural elements - like time limits, case loads that go up if people
aren’t moved on, outcome measurement systems, or staff incentives – to help create and maintain the
culture. If leaders instead rely on structural elements to create flow without creating a growth oriented
culture, there is likely to be lots of conflict and evasive efforts.
One of the most difficult obstacles to flow is the changes in or even discontinuations of relationships
that accompany growth and flow. Traditionally spectrums of care designs struggle terribly at the
transition points because relationships with staff are disrupted precisely when people are trying to
stretch themselves. Presumably it would be ideal for the same staff to maintain relationships with
people even as they flow through various services and their needs change. Unfortunately, that’s not a
realistic solution, since different levels of services are likely to be in different places and staff may not be
good at providing every level of service even if they could.
FSPs offer a new opportunity to deal with this obstacle because relationships between staff and the
people they work with are different in the first place. In FSP programs staff must work together in true
teams. Clients will regularly have relationships with a number of different staff on the team and staff
will have a number of different roles with any given person they’re working with. When contrasted with
traditional programs, recovery programs tend not to restrict multiple relationships or roles. Boundaries
tend to be much lower and more fluid. As a person changes the expectation is that their relationships
with staff will change. Changing relationships are part and parcel of growth and recovery. (For example,
a common “desirable” relationship conflict in a FSP program occurs when the person wants the staff to
continue to do things for them while the staff wants them to grow and use their new skills to do things
for themselves.)
The enduring core of the relationship is more likely to be their “real” relationship than their
“therapeutic” relationship. Recovery relationships tend to extend beyond the walls of the office and the
limits of the therapy. Therefore, even when someone “graduates” from a given program, or from
treatment altogether, they may still have a relationship with their old staff. The responsibilities and
expectations will have drastically changed, but they’re not “terminated.” Since we always had multiple
roles and relationships, ending the service relationship with them doesn’t end our relationship entirely.
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The traditional severe restrictions on relationships between staff and the people they work with make
the relationship transitions associated with flow and graduation much more disruptive and traumatizing
than they are in a recovery program. Incidentally, there is a substantial benefit to staff if they continue
to have some contact with people who have “moved on.” We get to see the people we care about
continue to grow and recover even after they leave us. And that can inspire and even transform us.
Most FSP clients will graduate not out of services entirely, but to less intense services within the mental
health system. For that to work they must be fully engaged, have stopped using crises to get
accessibility and stopped their cycle of crisis, have built some self help tools and self responsibility, and
some skills and supports that have enough reliability to continue without an intensive case manger, and
have some community connections and a niche to call home.
FSP programs can be held accountable for their discharges. We can record how many people they
failed to engage, were lost after enrollment, dropped out after enrollment, moved and were successfully
connected to local services, graduated to lower levels of service, and died (at what age). Creating
benchmarks will be difficult because local factors can profoundly affect the proportions of different
types of discharges, but hopefully as time goes by, we can collect enough data to have some idea how
well we are engaging people and keeping them engaged, facilitating flow and graduation, and avoiding
premature death.

2.19

Summary of Principles in Practice

At this point we have completed a long tour through our FSPs from outreach and engagement to
graduation. We have addressed head on serious challenges ranging from lack of insight to lack of
community welcoming with “no client left behind” and described an array of practical models and
principles for overcoming them.
As we look back, it becomes clear that how we approach our work with our clients should change as
they move through the process of recovery. What we do in the first chapter shouldn’t be the same as
Chapter 12 or Chapter 34 or the last chapter. Some principles, like client inclusion, hope,
empowerment, choice, self-determination, pursuing quality of life goals, experiencing non-patient roles,
and individualization of services are important throughout treatment and some are more important in
certain stages. Four general stages emerge: Extreme risk, unengaged, engaged but poorly self
coordinating, and self responsible. For each stage we can describe a key set of principles in practice:
Extreme risk:
•

Harm reduction and protection: Even if someone is struggling badly because of their own bad
decisions, we want to help them avoid serious or permanent damage or death to themselves or
others. We should try to help avoid catastrophic consequences if possible. The potential
growth or learning isn’t worth it.

•

“Trauma sensitive” services: Staff should try to visualize how our efforts to ensure safety might
be experienced as retraumatizing by people who likely have substantial trauma histories and
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wounds to reduce their sense of being further victimized by us and their sense of need to fight
back against us.
•

Use coercion reluctantly: People at this stage are those most likely to require coercion to
protect basic safety. Nonetheless, we should use substantial self-restraint and respect the due
process restraints on coercion to preserve as much basic rights and dignity as possible.

•

Don’t waste their suffering: People at this stage are likely to be suffering a lot and to experience
us as inflicting further suffering. We should strive to help them learn as much from this
suffering as possible so they can make the changes needed to stop it from recurring. Ultimately,
we want them to look back and say that although they wouldn’t wish dangerous mental distress
on anyone, that it helped strengthen them.

•

Welcome them back: People at this stage have gone beyond the limits of social acceptability
and have been forcibly removed from their lives. Healing will eventually require them being
welcomed back to life again from their struggles.

Unengaged:
•

There’s “No Wrong Door”: People shouldn’t be expected to understand our system design well
enough to go to the right place for what they need themselves. Every entry into the system
ought to lead to every service and it’s the responsibility of whoever greets them as they come in
the door to get them successfully to the right place.

•

Everyone is welcoming: Too often we focus on our tasks of gate keeping and rationing, before
we make new people feel welcome. If new people are seen as unwelcome additional burdens by
staff they are unlikely to greet them with open arms.

•

Create a “counterculture of acceptance”: Most people with serious mental illnesses (and/or
substance abuse) experience a lot of rejection from our community. To be helpful our programs
need to accept people that outsiders may not. This is not to say we should tolerate being abused
or injured, but many people need a sanctuary of sorts, a place to let down their walls and work
on recovering.

•

A good treatment is built on a good relationship: Use everything possible to build relationships
including charity (e.g. listening, respecting, doing things for people, self-disclosure, sharing nontreatment time and activities).

Engaged, but not self-coordinating:
•

Support, don’t care-take: Staff are often needed intensively to facilitate people getting services
and their needs met. This is done with the person not for them while teaching them the skills to
be able to think it through themselves and do it themselves. People will often prefer things
being done for them, but that doesn’t promote self-responsibility and recovery.

•

Services are mobile: Their lives, their problems, and their goals are in the community not in our
offices, so we need to be out there too. Build skills by doing things together where they need to
be done, not by talking about how they’re done in the office.
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•

Services are accessible: These people have serious problems coordinating things, including our
appointments. The needed flexibility usually requires a team working together so there’s a
better chance someone is available

•

Integrate services into a “one-stop shop”: Having personal relationships with multiple service
staff makes it more likely they’ll actually access the services they need.

•

Be a “no fail” program: Instead of rejecting people or taking over their lives when they do things
wrong, focus on how they can learn from their missteps and what changes they need to make.
Instead of closing their case when they don’t show up, do assertive re-engagement. Go out and
find them.

Self-responsible:
•

Create natural, community supports and roles: It’s important to work ourselves out of a job. We
want to help people find friends to support them, to find places to belong besides with us, to
have more meaningful roles in their lives than being good patients.

•

Promote self-help: We should teach people skills to manage a variety of symptoms and to get
their needs met and connect them to other people in recovery who can support each other.

•

Encourage people to “give back”: No longer should they be just “consumers” of services. They
can give back to our programs and to others in need. They can be role models bringing hope to
others. Some even pursue mental health employment.

•

Encourage mental health advocacy: Not everyone will want to promote the recovery movement
or even disclose their illnesses outside our programs, but those who chose to can have a
profound impact on stigma and the community’s perception of mental illnesses.

•

Create “graduation” rituals and services: It’s important to have a positive exit from the system
(even for people who continue to take medications), but there are serious personal issues for
both the people taking the risk of moving on and for the caring staff they leave behind that need
to be addressed. We need to remember that full recovery is far more common, and far more
realistic, than we imagine.

