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Introduction

On November 15, 2005, the Metropolitan King Cou@ibuncil passed Ordinance 15327, a
revised Mental Health Recovery Ordinance. The RegoOrdinance adopted the recovery
model as the policy framework for developing andraging the mental health services for which
King County is responsible, and adopted a five-yeank plan for implementing changes in the
system that would result in a recovery orientatad recovery outcomes.

The Council has requested periodic reports reggridli@ implementation of the five-year work
plan. A report on Phase | of the work plan waswstted to the Council in February, 2006. A
report on Phase Il Implementation was submitteguime, 2007. The following report will
summarize the work of Phase | and the progress@aééll implementation.

Background

The idea of recovery and mental illness has evobxeat many years. The initial goal of
treatment, in the 1960'’s, was that people who faareental iliness should live in the
community, not in big institutions like hospitaéd should receive services where they live. In
1963, the Community Mental Health Centers Act wasspd by the U.S. Congress.

Progress was steady, if slow, in the evolutiorhefgystem in the last decades. This was due to
the growing understanding of what kinds of commubd#sed services help coupled with uneven
funding of services over time. The concept of Recy from mental iliness first appeared in the

rehabilitation literature in 1991 and began to deped as a philosophy and treatment.

The First Mental Health Recovery Ordinance

On October 16, 2000, the Metropolitan King Countu@cil passed Ordinance #13974, the first
Mental Health Recovery Ordinance. Ordinance #1383d4 championed by the late
Councilmember Kent Pullen, who wanted to assurethi@publicly-funded mental health

system provided the appropriate types of supporénéble people with mental ilinesses to move
towards greater independence and less reliandeegpublic service delivery system. The
ordinance directed the Mental Health, Chemical Abarsd Dependency Services Division
(MHCADSD) of the Department of Community and Hun&ervice (DCHS) to ensure that the
publicly funded mental health system in King Coulb&came grounded in mental health
recovery principles, and to report to the Counnikgstem progress.

Ordinance #13974 was written with the idea thaspes with severe mental illness should



become “recovered” and spoke of clients becomisg teependent as a measure of recovery.
Reporting requirements focused on adults only,ariyg those with certain diagnoses.

At that time, new information began to emerge mliterature that spoke to recovery for all
persons with mental illness, whatever their agevanatever their level of disability. Research
was published from longitudinal studies of peoplewad been very ill at one time with mental
illnesses, many of whom were found to eventuallyolbee well. Nine studies in the U.S. and
other developed countries have been published hatxshow up to 60% of persons who had a
severe mental illness and were in state hospitaie @&ble, over time, to recover to the extent
that they were no longer on medications, livechen¢ommunity, worked successfully, and were
indistinguishable from their neighbors.

Additionally, in the time since Ordinance #13974l Ipassed, three developments occurred that
suggested that it might be time to revisit the madice.

1. MHCADSD began to implement services that sthitemove the publicly funded mental
health system into a recovery-oriented system. ekample, MHCADSD developed
Regional Employment Centers, vocational progranadave to clients anywhere in King
County, when their own mental health agency didhase its own employment program.
MHCADSD also began to shift residential resourcgayafrom large facilities to services
that support publicly funded mental health cliagotéive safely in the community.

Finally, MHCADSD began conducting an annual evadraof the extent to which mental
health services provided in the publicly fundedieysare recovery based. The results
indicated much more focus on ways to support mdmgalth recovery was needed. Adding
employment services and supportive housing werdfingent in themselves to trigger the
fundamental changes in attitude, skills, and vahezxied to shift to a system that supports
the mental health recovery for participants inriental health system.

2. The concept of recovery continued to evolvéomally. Clinical practices that foster
recovery are increasingly based on research firsdamgl established best practices, and
accountability measures are becoming more cledégtified. Both of these developments
meant that how to implement recovery and how tosmesait was more clearly articulated
than they were in 2000. In 2003, the Presidenés/lRfreedom Commission on Mental
Health report was released. The commission states:

"Recovery refers to the process in which peopleabte to live, work, learn and
participate fully in their communities. For somélividuals, recovery is the
ability to live a fulfilling and productive life dgite a disability. For others,
recovery implies the reduction or complete remisgibsymptoms. Science has
shown that having hope plays an integral role imdividual's recovery."

Consumers reported that while some might experiesm@very as an outcome or end point,
others experienced recovery as a process. Tdyctfine recovery, the Substance Abuse
and Mental Health Services Administration withie t4.S. Department of Health and
Human Services and the Interagency Committee oabidity Research in partnership with
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six other Federal agencies convened the Nationas&€twsus Conference on Mental Health
Recovery and Mental Health Systems TransformatioBecember 16-17, 2004. The
conference explicitly included all ages in consadiemn.

Over 110 expert panelists participated, includirental health consumers, family members,
providers, advocates, researchers, academiciamaged care representatives, accreditation
organization representatives, State and local pulfficials, and others. The following
consensus statement was derived from expert padeliberations on the findings.

“Mental health recovery is a journey of healing arashsformation enabling a person
with a mental health problem to live a meaningiig in a community of his or her
choice while striving to achieve his or her fullt@otial.”

The panelists also identified the Ten Fundamentah@nents of Recovery:

Self-Direction Strengths-Based
Individualized and Person-Centered Peer Support
Empowerment Respect

Holistic Responsibility
Non-Linear Hope

3. The King County publicly funded mental healyistem faced significant challenges. The
challenges included decreased funding, increasktderegulatory requirements, and
reduced inpatient resources. The impact of theabenges was to create an environment of
resource scarcity. This in turn restricted theeasith which system transformation could
occur.

In April 2005, the Metropolitan King County Couneipproved MHCADSD's request to suspend
Ordinance #13974 and replace it with one that mdhg reflected the evolving understanding of
recovery.

Recovery Ordinance 15327

In addition to the revised Recovery Ordinance diencil passed Budget Ordinance 15333 with
a proviso to support the plan for changing theesysirom one based on maintenance of persons
with mental iliness to one promoting recovery aidtioning in community life. In response to
the requirements of the budget proviso, the Depanrtraf Community and Human Services’
Mental Health, Chemical Abuse and Dependency Sesviivision (MHCADSD) submitted to

the council on March 1, 2006 a Phase | Recoverydmentation Plan.

Phase | — Creating a Shared Vision of Recovery

The work of Phase | built a powerful guiding cdalit of stakeholders invested in building
and/or strengthening programs that support recowenstructed a clear, compelling vision of
the advantages of practicing from a recovery oaigon; began to build structures for much
greater engagement of mental health consumershairdamilies in the design and evaluation of
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recovery services; identified barriers to systemnge and the means to dismantle them; and
began to spread a sense of greater hope, moreisiptigind higher expectations for mental
health consumers.

The Phase | plan was a detailed work program fhetied the scope of work, tasks, schedule,
milestones, and specific plans for the use of edgmrsultants. The work plan also included
plans for a system change oversight group and mmgi¢ation planning work groups.

Phase | Work Plan Activities

During Phase I, MHCADSD staff sought out and worleth a variety of expert consultants,
established planning groups, and worked to gatimrtifrom key partners in a concerted effort
to inform its recovery transformation activities.

A. Work with Expert Consultants

1. MHCADSD hired an expert on recovery to a part-ti@mporary position to provide
leadership to staff, agencies, and consumers étrémsformation activities.

2. MHCADSD contracted with Technical Assistance Cabladtive, Inc. to develop
strategies for aligning financial incentives widtovery practices.

3. A Request for Proposal (RFP) to select a trainmmsaltant was developed based upon
input from the various activities of Phase I.

B. Established Implementation Planning Groups

1. Recovery Implementation Group (RIG). This stakdkowork group focused on what
the new recovery oriented system should look likeé laow to implement new recovery
policies. Members include representatives fromntlagor stakeholder groups, including
consumers, family advocates, providers, and costatfy.

2. Youth and Older Adult Provider Work Groups. Bea@uscovery literature is primarily
concentrated on adult services and outcomes, thedegroups were formed to discuss
and define how recovery is experienced by childyenth and families and by older
adults. An early recommendation from the Youth W@roup was that the term
“resiliency” be included as important to recoveoy that population. This group meets
on an ad-hoc basis.

3. Consumer directed group-Voices of Recovery (VOR)is group of consumers of
mental health services was formed, and meets négutia provide input into all of the
county’s recovery transformation activities. Tiaghe first time that a freestanding
group consisting of and led by mental health coressrhas been involved in a sustained
analysis of recovery policies and practices in K@aunty.

4. Financial Realignment Group. This planned grougved not to be necessary.
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MHCADSD staff accomplished a considerable amourtteselopmental work with the
help of expert financial consultants. Analysigted current payment structure was
completed as well as a thorough review of otheafisnodels across the country that
successfully implemented a recovery transformation.

C. Input from providers, consumers, and familyazhtes

1. Chief Executive Officer (CEO) Retreats. MHCADSDOdhthree recovery retreats with
community mental health agency CEOs, senior masagad consumers.

* The first retreat focused on arriving at a shaiistu of recovery, system
transformation challenges, desirable recovery ou&s) and training needs.

» At the second retreat, agency CEOs provided up@éest recovery practices
that were already being implemented, or were pldfoeimplementation.
Members of Voices of Recovery shared their viewsualneeded system changes.
Providers gave input about potential changes irittaacial model to support
recovery practices.

» At the third retreat, a consumer panel describet #xperiences in the system
and spoke about the services that helped, and thasdid not help, in their
recovery journeys.

2. Roundtable Dialogues. MHCADSD staff conductedraeseof 17 roundtable dialogues
at provider sites with the participation of middi@nagers, line staff, and consumers.
These dialogues were held to elicit staff and coreswiews about recovery. Several
recurrent themes emerged from those discussiohsehzed to guide planning and
development of the training RFP, among them:

» There was a pervasive concern that caseload sike/ankload associated with
documentation requirements represented a hugesbtorihinking about, much
less implementing a recovery model of care.

» There was considerable interest in learning abeedgvery-engendering practices
and how they differ from traditional approaches.aA®sult, the timeline for
providing agency training was accelerated.

3. Recovery Initiatives Committee (RIC). The Recovkmiatives Committee was a
committee of the King County Mental Health Advis@gard. Their role was to review
and comment on plans and documents related to eegand make recommendations.
The Board and its committees are comprised of coess} advocates, and provider
representatives.
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Phase Il — Initiating Change

The Recovery Ordinance specified the steps in brgngbout the implementation of the
recovery model, stating that:

“...the department of community and human servicess successor, shall
complete a detailed recovery system implementalemm The department shall
submit, by June 2007, an ordinance to the councidpproval of the plan. The
plan shall result from completion of work descritiedPhase | of the Recovery
Plan for Mental Health Services.”

As directed by the council, the detailed Phasenplementation plan developed by MHCADSD
(published in June 2007) was based on activitiasdbcurred since the development of the
Phase | Work Plan (published in March 2006) andriesd the next steps in the process of
transforming the public mental health system ing<@ounty to one with a recovery orientation.

While the past year has certainly seen the inttnatif change consonant with the title of Phase
I, as described in the King County Recovery Pkaiopted by ordinance by the King County
Council), some of the planned changes are stihénmplementation stage.

In the Phase Il Implementation Plan as publishedDSD planned to realign fiscal
resources, continue to increase awareness of @adjement in recovery-oriented quality
improvement activities, to engage in intensivefstaf/elopment for both county and provider
staff, and increase consumer voice and empowernMuath of that is coming to fruition, while
some initiatives have required retooling and aedéht approach.

Phase Il — “Initiating Change” — Progress toward inplementation

Progress on elements of the implementation planestg@d in Ordinance 15327 to date in Phase
Il are addressed in A through F of this sectiorfodews:

A. Progress Report on developing a shared visioaanvery

In Phase | and Il, MHCADSD staff, consumers, fanaitivocates, and providers developed a
vision that includes the following elements.

» There will be clearly defined, measurable recoweignted outcomes.
* The fiscal system will reward the attainment of teeovery outcomes.
* The system will be consumer-focused and consunmecteid.

» Consumers will be less dependent on the public ahéetlth system, and will rely
more on themselves, peers, and their communities.
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* The system will be hopeful about recovery for evagsumer, and will expect
consumer growth and change.

* There will be higher expectations that some conssimél no longer need ongoing
services from the public mental health system.

* More people will work and live in integrated segfsnin the community.
* The system will work to eradicate the stigma asdedi with mental illness.

A full time Recovery Specialist was hired in ea2§08 to provide leadership on many of the
recovery initiatives. (The previous part-time, f@rary Recovery Specialist completed his
work at the end of 2007.)

As Phase Il evolved, the stakeholder advisory gsalgo changed and evolved. Each of the
advisory groups and the ad-hoc workgroups offepgbdunities to develop a shared vision
of recovery and to practice recovery principlespaitnership; identifying and building upon
strengths; articulating needs individualized toleulation; and, to emphasize the hope and
belief that the system will transform and will prde services to participants who are
supported in their mental health recovery as thedind it.

The Executive Oversight Committee

As required by the King County Council, the ExeeaitDversight Committee has been
convened comprised of leaders from county depatsneho have an interest in mental
health issues: the Department of Community and &uBervices, Department of Adult and
Juvenile Detention, and District and Superior Co@bnsumer representation, council staff
and MHCADSD staff are also included in this comewett

The RIG and the RIC

The Recovery Implementation Group (RIG) and thedRery Initiatives Committee (RIC),
both begun in Phase |, worked in the initial stagfeBhase Il to identify recovery process
and outcome measures to be used to transform tacewities to those that promote
recovery. The groups also identified barriersstmorvery implementation and potential
strategies to surmount those barriers. These cageaitompleted their work and the groups
disbanded at the close of 2007.

Voices of Recovery

Much of the membership of the Voices of Recover®R) group has turned over recently
and the group is in a process of reorientatiortrafing plan is being developed for
members of the VOR to enable them to become trmimferonsumers county-wide who are
interested in moving into positions of leadershifhua agencies and on boards and other
advisory panels. Their recommendations to datedec

» Having staff readily accessible at each agencytsitelp consumers learn how they
can resume employment without losing their disabilenefits.
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» Providing services as soon as possible after coasuare released from jails and
hospitals, in order to increase stability in thenoaunity and reduce future
hospitalizations and incarcerations.

* Increasing the number of peer counselors workingeattal health agencies.
* Increasing recovery training for agency staff.
* Addressing housing issues for all homeless conssimer

» Provide recovery training and orientation to constsrio help them understand that
they are the experts in their own experience anak vghhelpful to recovery.

The Recovery Advisory Committee (RAC)

The RAC began meeting in the spring of 2008. &oisve coalition of consumers, families,
and professionals was created to advise and gllidspeects of the implementation and
evaluation of the Recovery Plan. The RAC providesatl consumer, family, and provider
input into MHCADSD and provider recovery transfotioa activities and outcomes.

The purposes of the RAC are to:

» Provide regular feedback about community and pevierceptions of how the
recovery implementation process is going.

* |dentify barriers to recovery implementation, uemied consequences, and
recommended ways to reduce or eliminate barrieirsermided consequences.

* Provide recommendations on strategies for promatomgumer and family member
leadership at all levels of the system.

* Provide recommendations for improving recovery enpentation at provider
agencies.

* Provide recommendations on how to improve perfocaam key recovery
outcomes.

* Provide feedback about recovery-related legislatieing proposed to the King
County Council.

* Provide feedback regarding required reports abedvery transformation to the
King County Council.

» At least annually evaluate RAC performance in retato its charter statement.

Incentives Implementation Workgroup
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In the initiation of change in Phase 1, MHCADSRfttonsulted with expert financial
consultants about fiscal considerations in systeange. Recommendations from the
consultants included the following:

* There is no need to fundamentally change the patystercture; financial incentives
can be built into the current system.

* The incentive system should be implemented incréatignwith an initial focus on
structure and process measures.

» Providers should develop a plan for moving towaabrery and resiliency service
approaches, and implementing best practices.

» Providers and King County should work togetheragedop baseline measures for
performance and outcome indicators.

* The first year incentive payments should be linteegdrovider development of an
acceptable recovery plan and assurance of timelyaaourate data submission.

» In years two and three, the financial incentivasusth be based primarily on
attainment of performance targets related to sigecdtructure and process measures.

* In year four, the system would shift toward a geeaimphasis on consumer outcome
measures.

Major financial restructuring was thought not torbquired to implement these
recommendations. Incentives can be funded fromently available funds. Because a
significant number of specific implementation stgies needed to be developed in
partnership with the mental health agency prowidgwork, the Incentives Implementation
Workgroup was created.

This workgroup of providers and county staff metrftany months to define how the
incentives should be weighted, measured, and pred. The Incentives Implementation
Workgroup completed their work in May of 2008.

Two ad-hoc workgroups were created to create disfits and clarity regarding structures
and processes to be incentivized. The GuidelimeBéer Support Workgroup met for a
short time to refine and finalize the StandardsHeer Support Services. This document
describes the value of Peer Support Servicesrairartg of Peer Support Specialists, what
Peer Support Services might include and the orgéinizal support necessary for the success
of Peer Support Services (Attachment A). The GgdVork Group met for a short time to
determine how service codes and other data mightilzeed as measures for structure and
processes to be incentivized.

Recovery Training Workgroup
The most explicit approach to ensuring a sharedivisf recovery is the training of staff.
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The planned intensive training for the workforceenovery proved to require retooling and
redirection. (See Section D. Strategy Il. belowrfmre detail.) For this reason, a Recovery
Training Workgroup was created. This stakeholdeupris developing a training plan that
will serve to educate the workforce in a sharetbni®f recovery and will build the values
and skills necessary to implement that vision.

Other initiatives

As the system progresses in the transformationraaecovery orientation, continuing to
build momentum and engaging the entire communitiiérecovery initiatives is critical. A
number of new initiatives are currently being rdltut.

A website devoted to recovery has been developddvdhgo “live” very soon. Feedback
on the website will be sought from stakeholders r@wisions will be made as the shared
vision of recovery evolves. The website will ind&uinformation about recovery in general,
the recovery initiatives in King County, and willqvide information and resources people
may find useful on their recovery journey. A kexafure of the Recovery Webpage will be
short vignettes or “first person narratives” Margople in recovery report that such stories
provide the spark that begins their belief thabueey is possible.

A periodic journal updating the community on thegress of the recovery initiatives, “The
Recovery Roundup”, began distribution in May of 2@Attachment B). This journal
includes space for updates on recovery effortsareentirely consumer driven as well as
those underway at the mental health agencies witieipublicly funded mental health
network in King County. The Recovery Roundup iailable on the current MHCADSD
website and will be available on the Recovery welepa

A plan is in development to better engage psydbtatand other prescribers within the
network in the efforts to create a shared visiorecbvery. While the prescribers will be
included in overall recovery training for the waskée, strategies individualized to their

work and expertise will be identified. These pssienals often contribute a great deal to the
general attitudes of the staff in an agency ancbealeaders in the transformation process.

. ldentification and analysis of best practices

The federal Substance Abuse and Mental Health S\vAdministration (SAMHSA)

identifies six primary evidence-based practicesaftult consumers of mental health services.
Evidence-based practices are “interventions foictvithere is consistent scientific evidence
showing that they improve client outcomes.”

Implementation of evidence-based and promisingtipecis encouraged in multiple ways.
This includes contracting for specialized prografimgncial and logistical support for
education and trainings, contract monitoring atigi policies and procedures and
incentives, among others. Planning for workforeening includes training in evidence-
based and promising practices.

The SAMHSA evidence-based practices are listedvb@lith a report of progress or
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implementation of that practice within the publiéiynded mental health system in King
County.

1. Program of Assertive Community Treatment (PACThisTrefers to a mobile multi-
disciplinary team that carries a small caseload s is continuously available to help
consumers who are at high risk for homelessnesardaration, or hospitalization
develop the skills and supports needed to sucdbskfe in community settings.
Services are provided where people live. Houssngrovided and supported. A
substantial body of literature dating back 30 yegnsonstrates that PACT model case
management programs increase engagement and cotynemire, and reduce
hospitalizations.

MHCADSD awarded contracts in 2007 for two high figePACT teams in King County as
well as a high fidelity Forensic Assertive Commyniteatment team, which is a very
similar model individualized to the needs of pessao are also identified as high utilizers
of the criminal justice system. Oversight comnaiiethat include consumers, will continue
to participate in monitoring implementation and leasion.

2. Integrated treatment of co-occurring disorders (aehness and substance use).
Simultaneous provision of mental health and sultstabuse treatment services in a
sustained, integrated fashion is an approach tkeates better outcomes than other
approaches that attempt to treat mental illnesssabdtance abuse separately.

King County recognized that mental illness and grxe abuse often occur together so in
1999, the combined division of the Mental Healthe@®ical Abuse and Dependency
Services Division was created. King County haglbad integrated co-occurring disorder
treatment formally available at two agencies, SoMiedital Health and Community
Psychiatric Clinic. Multiple other agencies withire network are dually licensed to provide
chemical dependency and mental health treatmentvarklhard to integrate the services as
much as possible.

3. lllness management and recovery. Consumers l&disiand take responsibility for
self-management of their psychiatric symptoms &edt progress toward recovery.

A number of King County mental health agencies repmviding variations on this
evidence-based practice. Some indicated an interegveloping a high fidelity lllness
Management and Recovery program and are seekidgnfyim order to do so.

4. Medication management approaches in psychiatrynsiderable research supports the
efficacy of particular medications for specific citions that have been shown to reduce
or eliminate psychiatric symptoms.

MHCADSD developed Diagnostic Guidelines a numbeyesrs ago that include
requirements for certain medications that have ldemtified as efficacious for particular
diagnoses. If a prescriber chooses not to follvat guideline, reasons must be documented
and a rationale for a different practice providé 2007, the annual contract compliance site
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visit included a focus on implementation of the ghastic Guidelines. Findings suggest in
general, the guidelines have been implementedng Kiounty.

5. Family Psycho-education. Families develop knowtedad skills to better support
family members in managing their mental illnesses.

A number of King County mental health agencies repmviding variations on this
evidence-based practice. Some indicated an interegveloping a high fidelity Family
Psycho-education program and are seeking fundingder to do so.

6. Supported employment. Placement of consumersntggrated community jobs that
correspond with consumers’ strengths and inteteste been shown to lead to improved
clinical outcomes. Eleven solid research studiesipported employment demonstrate
that it produces large improvements in competiéngloyment rates when compared to
traditional rehabilitation approaches.

MHCADSD contracted with eight mental health agesa@remid-2008 to provide high

fidelity Supported Employment. Each agency is neglto have a contract with the

Division of Vocational Rehabilitation (DVR). Coatted funds will pay for supported
employment before and after DVR provides fundindoorfull services if the person is not
eligible for DVR services. Each agency is requitegrovide supported employment to any
client participating in publicly funded mental higaservices in King County. The Oversight
Committee for Supported Employment will begin megtsoon and throughout Phase IIl and
beyond. Training in the principles of supportedpéyment will be provided system-wide
for the workforce.

7. Supported housing. Supported housing is anotlmeniging practice that promotes
integration into the community and enhances a pésquality of life. Consumers move
from institutions into community housing supportsdrent subsidies and case
management services.

King County continues to seek ways to provide suggohousing. Contracts for specialized
supportive housing were developed early in Phaaadlare closely monitored for fidelity.
Finding housing in King County is the greatest @raje. Policies and procedures for all
agencies require that a goal for housing be omnitigidual service plan of all individuals
who are homeless or have a history of homelessigssning in the principles of supported
housing will be provided system-wide for the worrie.

In addition to identified evidence-based practieesumber of promising practices support
recovery, including the following:

1. Peer support. Peer support is a promising prastroagly endorsed by local and
national mental health consumers and family adwscaPeers who have experienced
severe mental illness and entered recovery caasgobwerful role models for others.
They offer unique empathy and rapport with otherstoners by virtue of having
experienced mental iliness themselves. The evaengrowing that well trained peer
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specialists can provide a valuable array of belralieealth services, which can augment
professional practice. Peer support also has anging research base, suggesting that
consumer-delivered case management can be aswdfastthose delivered by non-
consumers, particularly with regard to engagenm@oinoting community tenure (time in
the community outside of hospital or jail) and €t undo the unconscious stigma
within the mental health professional communitpared by consumers to be among the
most painful stigma they encounter.

The Centers for Medicare and Medicaid Services @géeer Support as a Medicaid service
modality several years ago. The Washington StaetM Health Division (MHD)

developed a Peer Counselor Training for statefwation, which allows the peer to sit for
the certification test. Certified Peer Counsebmesthen eligible to provide the service of
Peer Support. The training offered by the MHDwaikable to any consumer state-wide and
competition for the training is intense. King Cophas a vested interest in increasing the
number of certified Peer Counselors in King Courfégr this reason, MHCADSD has
sponsored the state approved Peer Counselor Tgdimioe, in October, 2007 and June,
2008. Training is scheduled for October, 2008 iaradready full based on those on the
waitlist from the June training. To date, forgnsumers have completed the training within
King County. Trainings will continue to be offeradthin King County for King County
residents for the foreseeable future.

For the first time, in July of 2008, a “Test Preg@ssion was offered to people eligible to take
the test. Provided by the MHCADSD Recovery Spestiahd the members of the Quality
Review Team, the session provides test taking tgds,plays, study suggestions, and
techniques to cope with the anxiety provoked byt#isé process itself. The test scores for
that class were very high and had one of the higheess rates of any class.

The “Standards for Peer Support Services” refeideeglier recognize the value and work
of peers who may not be able to become certifiedtdispeaking a language other than
English, (the training is only available in Englishigh test anxiety, or having a legal
history. These standards provide guidance toedf ppecialists, certified and not, and to
mental health agencies about the value, trainenyjces and organizational support
appropriate to a peer support program.

In 2007, King County provided mental health agemanagers with a training regarding
Peer Support and working with peer specialistsegond training was provided to agency
management in August of 2008 to address lingeruggtions about working with peer
specialists, such as finding the funds to hireex gpecialist, the impact of the Americans
with Disabilities Act, liability concerns, and supision, among others. Training in the value
and work of peer specialists will be provided systgide for the workforce.

The MHCADSD Recovery Specialist and the Medicakbior specializing in services to
children and youth will be consulting with the stddHD regarding proposed changes to the
curriculum for future trainings statewide.

2. Wraparound approach for high-risk youth. An applo# providing services and
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supports, wraparound begins with facilitation afeseds-driven and strengths-based
planning process. The child, youth and familysupported by a team of people that
include natural/community supports and professgraalentually evolving to a team of
community supports. Wraparound has been showmpeooive community tenure, reduce
hospitalization, and improve academic performance.

King County has successfully implemented wraparquograms and has demonstrated
significant positive outcomes within the three magency Staffing Team programs for many
years. Funding from the Mental lliness and Drugé&mency Action Plan in King County
will allow for more high fidelity wraparound progre in King County. Training in the
principles of wraparound is planned for workforcaring.

3. Criminal justice alternative services. Mental lieand chemical dependency service
systems provide treatment rather than incarceréiomentally ill and chemically
dependent offenders.

The MHCADSD Criminal Justice Initiative (CJI) foeson treatment and supportive
services for individuals being released from jaitluding integrated treatment for co-
occurring disorders and supported housing appreacioeleled after evidence-based
practices. These CJI programs have shown redgditore-incarceration.

4. Clubhouse-model programs. Employment serviceseamgal to these consumer-directed
day programs in which members experience a senselafiging and participating in the
business of the clubhouse, leading to recoverytif@@d clubhouse model programs have
standards requiring integrated community employntiegit exceeds our current overall
system employment rate by 53 percent.

Beginning in Phase | and continuing, MHCADSD pr@sdinancial support for two
clubhouses certified by the International CentetGlubhouse Development. Both of the
clubhouses are available to any consumer who deiftifies as having mental health
challenges.

5. Wellness Recovery Action Plans (WRAP). WRAP is@gpam developed by Mary
Ellen Copeland in which participants identify intal and external resources for
facilitating recovery, and then use these toolsréate their own, individualized plan for
successful living (Copeland 1997).

King County provided financial support for a WRARdHitators training in early 2008. Two
MHCADSD staff completed the training to become ifed WRAP Facilitators. These staff
members are on the Quality Review Team (QRT) forgkCounty and are self-identified
mental health consumers.

Evidence-based and promising practices are idedtfbr replication, in part based upon
scientific research supporting their efficacy. €@amer and family member preferences are
essential considerations as our system evaluates Wwhst practices to replicate. Consumers
and family members strongly prefer services thatrmte recovery by producing better
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outcomes in employment, housing, and stabilizatioiegration in the community, while
also producing a better quality of life.

. Assessment of existing services, resourcasprgisement models, and resource realignment

In late 2007, mental health agencies in the Kingr@@y provider network were required to
complete a Self-Audit regarding their services tradegree to which they have
implemented recovery oriented services and incatparecovery principles in their practice.

According to the Self-Audits, the array of servitesieved to be strongly supportive of
mental health recovery within King County is groginSome agencies have made
significant progress and can be called early-adsptehile others are in the beginning stages
of the process.

1.

Hiring and training peer specialists. A numbeagéncies already have peer specialists
on staff. Some are offering internship positio@ne early adopter, Navos (formerly
Highline West Seattle Mental Health) created ahanse training program for peer
specialists modeled on the Meta program from Argzaacognized as a leader in
recovery. Sound Mental Health, employs a numbgeet specialists, some within the
criminal justice community reintegration progrant$arborview Mental Health Services,
likewise, has long had peer providers. Communityi$¢ has developed a program, Peer
Bridgers” in which paid Peer Support Specialisth s@rve as a sort of welcoming
committee to new clients, orienting them to thegpams, making introductions and
accompanying them to appointment if desired. @#recies have indicated an intent to
increase the amount of peer support services @@aila consumers.

Consumers are moving into leadership positionsuatity improvement and strategic
planning committees, in addition to involvementhwather administrative functions. A
number of agencies have consumer advisory cousoiteg of which have not had them
before.

Supported employment services are in place in atagencies. With the initiation of
Specialized Supported Employment contracts withtaigental health agencies in 2008,
high fidelity supported employment services are @vailable for any consumer
participating in publicly funded mental health sees in King County.

Two new PACT programs began accepting clients Iy 2007.

Treatment plans are being redesigned as Recovang Bl Goal Plans. These newly
designed service plans better incorporate consohwces. One agency reported a 50%
increase in the number of consumers interesteddnalling to sign their plan as the
result of adopting a process that solicits consunyait.

Wellness Recovery Action Plan (WRAP) is a self-hsthategy experiencing burgeoning
popularity with consumers. A WRAP plan is basedonsumer preferences in managing
their illnesses and maintaining their progress towaecovery. A number of agencies
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hired and support WRAP facilitators to provide WR#&ining to consumers.

7. Two clubhouses received certification by the Inational Center for Clubhouse
Development.

At the time the agencies completed their self-asseats, the agencies were also required to
create an Agency Recovery Plan. (Both were reduir@rder to receive the recovery
incentive payments for 2008.) MHCADSD provideddieack to each agency and
suggestions where indicated. The Agency Recoviany frovided an opportunity for
agencies to indicate a desire for technical assisteelated to the required recovery
elements.

Recovery elements inventoried and for which a fpdammprovement was sought included:
* The role of consumers/families in development efdlyency recovery plan

» The desired future role of consumers and famihesgency governance, planning,
program assessment, and quality management

* The plan for re-tooling staff job descriptions,idst and performance evaluations to
include recovery competencies.

e The plan for increasing the number of consumerd@&yed by the agency

* How consumer choice will be incorporated into indialized, person- centered
recovery plans

* How recovery principles and practices will be inmmnated into the agency at all
levels (e.g., administrative, clinical, supportdtions)

» Specific plans for implementing evidence-basedtmres of supported
employment, wraparound, peer support/family suppentices, and other recovery
oriented best practices

» Plans for accessing these services on behalf ofledrconsumers, if not offered
directly by the agency

* How recovery oriented services and recovery priesiwill be tailored for special
populations served by the agency (e.g., divergar@linguistic populations,
youth, elders, etc.)

* How the agency’s quality management/quality improgat process will improve
performance related to consumer-driven outcomegparfdrmance goals.

MHCADSD created a summary grid that documentedrtbst creative and thorough
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implementation of the recovery elements as repatethe Agency Recovery Plans. This
grid was distributed throughout the network. Agenanagement staff report appreciating
both the recognition (celebrating successes!) hadrnformation about where they might go
for suggestions for improving specific elementshair own Agency Recovery Plan.
MHCADSD will continue to develop opportunities faroviders to share their expertise
within the network.

MHCADSD determined that there are sufficient Media@sources available to build
infrastructure to support recovery practices. Rfens were given an ongoing 2.5 percent
rate increase beginning May 1, 2007. From Julgubh December 2007, up to five percent
additional incentive funding was available for tagsoviders that meet established goals in
the delivery of new recovery practices. Funds wolhtinue to be available in future years to
sustain the available incentive pool.

Among the challenges of implementing recovery esribn-linear nature of the journey and
coping with unexpected changes. Understanding@fcammitment to recovery principles
are solid and clear from the federal Substance &ldental Health Services
Administration. That commitment is less clear frtra federal Centers for Medicare and
Medicaid Services (CMS). Recent changes in theswaye Medicaid funded services,
including supported employment, are captured atepogized by CMS, resulted in the need
to make changes to the Incentives Plan. Whilerttemtion was to provide incentives for
supported employment at all agencies, the chang€3Ms dictated the plan change to pay
incentives only to those agencies that were awaadeplecialized Supported Employment
contract.

In 2005, the Washington State legislature pasdaii @ allow counties to increase local
sales tax by 1/T0of one percent to fund mental health and substahase services. In
November, 2007, the King County Council approvesidales tax. The resulting planning
and implementation process known as the Mentadirand Drug Dependency Action Plan
(MIDD) andthe funding from the sales tax will provide prograimg that explicitly and
implicitly supports the goals of the recovery iaiives. Planning for programming is
underway through a prescribed process involvin@ em8mber Oversight Committee. A list
of the MIDD strategies that support transformatiéthe mental health system to one that
truly supports mental health recovery is providétigchment C).

D. Strategies, goals, action steps and timelines

In the Recovery Implementation Plan, MHCADSD aitated three strategies. The progress
made using each strategy in Phase Il is summaagdallows.

Strategy I: Rewarding structures, processes and outcomes thatomote mental health
recovery

In Phase Il, the mental health recovery stakehaldaups and the Voices of Recovery (a
consumer advisory group,) made recommendationthédomains for which outcomes
should be identified. These include:
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Employment, education, and meaningful activitiesifef
Community Tenure (meaning staying out of the haspit jail)
Quality of Life.

Housing

PwnhE

Development of incentives focused on the firstéloéthese domains. All stakeholders,
including MHCADSD, understand that having safe plaxlive of one’s own is the
foundation of recovery. Housing development israglterm, high cost venture and the
amount available for incentives was determinedetédo small to be useful in that arena.
Housing must be developed in conjunction with hogsiuthorities, other housing
developers, and housing fund sources. In ordassare mental health agencies get a fair
share of development funding, the MHCADSD direstorks with Seattle Housing
Authority and the King County Housing Authority &dvocate for housing development for
mental health consumers. This includes intensiekangoing efforts to develop housing
with community partners. In addition, ending hoesshess is one of four key foci of the
King County Department of Community and Human Smwi(DCHS). Jackie MacLean,
Director of DCHS, patrticipates in the Interagen@u@cil of the Committee to End
Homelessness. The committee is a broad coalifiggowernment, faith communities,
nonprofits, the business community and homelesdanierly homeless people working
together to implement the Ten-Year Plan to End Hessmess in King County.

Under state and federal law, mental health fundgartreatment and services, not for
capital expenses such as the development of hau&nguring that the people who
participate in mental health services have safesinguhat is as independent as possible is a
priority. As outcomes in the other three domairesraached, incentive dollars can be
reallocated to other domains, including housingtalaccuracy improvement efforts will
provide the reliability in the data necessary tobssmchmarks.

For the three domains selected, incentives araligibeing paid for structures and
processes. Structures are the service delivery istitit meet fidelity standards and/or are
priority services or practices that promote recgved?rocesses are the activities agencies
engage in that ultimately result in desired outceffioe consumers. For example, defining
the role of consumers in the agency or implemerttigg fidelity supported employment are
structural components. Examples of process compsmaee employing consumers at a
variety of levels in the agency or delivering aareased number of supported employment
services.

Incentives will gradually shift over time towardywaent for actual outcomes. This is to
assure that there are systemic changes in practcténfrastructure at the agency level.
Once recovery structures and processes are fimpiaice and functional, progressively
more emphasis will be placed on paying for the vecpoutcome measures that are most
valued by consumers and family members.

As noted, in 2007 MHCADSD began paying incentivasthie establishment of structures
such as the commitment on the part of mental heaj#mcies to participate in system
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transformation efforts, in a “Letter of Intent.” HCADSD provided incentives for their
participation in recovery initiatives, includings&% one time increase in case rate payments
in June of 2007 and a 5% increase in their cagefoatluly through December, 2007.

To receive the incentives in 2008, agencies weagaired to submit an Agency Recovery
Plan, based upon their Self-Audit. The Agency Recp Plan details the strategies the
agency will employ to put new or expanded systenrciires and processes in place to effect
broad change within the agency. All 16 outpatpotider agencies earned this incentive.

Multiple process and outcome measures have beatifidd for three of the four domains
and all of these measures will be tracked. Inofolethe incentive payments to have
sufficient weight to motivate change, however, amlsubset of these measures will have
incentive payments attached initially. The selégecess measures are tailored to address
the differences in the needs of children and yoadlu)ts, and older adults:

Youth and Families (Age 0-17)

1. Increased number of developmental assessments
2. Increased number of collaborative contacts

3. Parent/peer support is provided

Adults (age 18-59)

1. Supported employment services

2. Face to face services are provided within sddyelease from incarceration or
hospitalization

3. Peer support is provided

Older Adults (age 60+)
1. Care plans reflect older adults are engagedeianingful activities
2. Care plans reflect client voice and choice

Through the work of the Incentives Implementationr®group, a workgroup of county staff
and providers, ways to weight, measure, and pderthe incentives was defined. That
group completed their work in May 2008. On JuneZ08, MHCADSD provided a
presentation for the mental health network an@éa@ltjroups to explain the incentives plan for
the next several years.

The Plan allows for incentives to be individualizeceach agency, taking into account their
size, the population they serve, and their uniqualenges as they transform to a recovery
orientation.

For 2009, agencies will have the potential to éacentives based on their performance on
the developing necessary structures and for atsséof process measures. During 2010
incentives will be based fully on process measertopmance and in 2011, incentives will
begin to shift toward outcome measures and awawy §toucture and process measures.

Based on what has been learned from efforts irr gias of the country, as incentives are
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earned and the processes are fully integrated,déweye considered established. New
measures will then be selected to have incentiitasheed.

While incentive funding is a great advantage, it nat be the sole source of funds for
developing new services or increasing the provisioihe most desirable services. Provider
agencies will need to examine their own practiceslausiness plans, retool their service
systems and redeploy their staff and financial ueses to promote recovery-oriented
practices.

Strategy Il: Provide workforce training in recovery practices

A Request for Proposal was issued in June 200indcef training consultant to develop and
provide workforce training. The training plan wadnclude design and development of
training workbooks and training sessions consistetht adult learning theory. There were
to be three full days of training at each agentsy sipread over the course of a year, with
homework assignments and mentoring offered betw@kactic sessions. In addition,
training videos were to be developed to provide Ifsaexamples of recovery oriented
practices. Training was to be completed for afiraxy staff over the course of the next two
years. A training consultant was selected anditsiethree trainings occurred in early 2008.

The training design proved to be flawed and wasiteted altogether after the third training
session. While to some extent, the content ofrtirings was informed by input received in
Phase I, the process was relatively one-sided. nikt was due to the fact that parts of the
system have made progress toward a recovery dimm&nd the system generally was not
in the same place as it was early in Phase I.

This experience in Phase Il demonstrated thatystes will maximize flexibility, strength
and integrity, inasmuch as recovery principlesexgressed throughout the transformation
process and across all levels of the system. ¥ample, the workforce training plan
articulated above was largely developed by coutatff.sThe planned training would have
provided exactly the same training for everyone thiedone-size- fits- all approach was not
effective.

Progress in a recovery journey, for an individualon a system, is a non-linear process. A
more thoughtful planning process that better inotafes recovery principles is underway. A
stakeholder group is collaborating on a trainirenphat will include the ability to assess the
strengths and needs of each person to be trainedén to develop a training plan
individualized to the participant and the agena¢eds. Recovery competencies have been
identified and training methods are being expldred will take into account existing skills,
costs, and value over a number of variables, amdadhed needs of people receiving
training, including psychiatrists, case manageemagement, and administrative staff. The
provider network is participating in a survey preg¢o ascertain strengths and needs,
technological capability and capacity, and numbestaff in various categories. The
Recovery Training Plan will be informed by and deped by stakeholders and will be
responsive to individual needs.

Recovery Plan for Mental Health Services
Phase Il Progress of Implementation
Page 20 of 24



Strategy 1l : Use of regulatory practices to promote changencluding more focused
monitoring of policies, procedures, and contracts

In addition to taking the lead on many of the remgvinitiatives, the Recovery Specialist has
and will continually review and recommend revisi@ssappropriate to the King County
Mental Health Plan Policies and Procedures to esthegcovery and to ensure people-first
language throughout.

The level of regulatory activity needed to transfqractices is greater during times of rapid
change. MHCADSD devoted additional resources teenstosely monitor emerging new
recovery practices to include the following:

1. Revised policies, procedures, and contracts tadecenhanced recovery language and
concepts by January 2008. Further refinement #edtan to “person-first” language in
revision occurred in August, 2008.

2. For 2008 contracts, developed contract languadeattiaulated performance
expectations. Language addressing incentives artitipation in other recovery
initiatives will be added for 2009 contracts.

3. Targeted follow-up and oversight subsequent toipgensite reviews, with emphasis on
implementation of certain recovery-oriented pragijcstarting in spring 2008. The 2008
annual contract compliance site visits focused @mygbostic and Practice Guidelines, the
provision of culturally, developmental, linguistilya and disability competent services,
and integrated and coordinated services. Forit$igtime, providers and consumers and
their families were invited to present their expade of participating in services, in
addition to the usual review of documentation.

Defined outcome and other appropriate perfogeaneasures

The process of system transformation involves pgttirocesses and structures in place so
that all consumers have access to services thateogery oriented. Once those processes
are well established, incentive payments will deafanced toward outcomes. Priority
services in identified domains will be measured eathitored.

The following examples illustrate how process anttome measures are related to the
priority domains:

Domain Employment (for adults)
Process Increased number of supported employment serypicesded
Outcome The number of individuals who acquire or mainga@id competitive employment

Domain Education/Life activities (for children and yolth
Process Increased number of developmental assessments
Outcome Children/youth progress along normal developmidragectory

Domain Community Tenure (for children, adults, or oldelults)
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Process Face-to-face service provided within seven ddyglease from hospitalization or
incarceration

Outcome Decreased number of hospital days

Outcome Decreased number of days of incarceration

Domain Quality of life (for children and adults)
Process Increased number of peer support services amtexp
Outcome Increased consumer hopefulness about the fuhdeseanse of control and choice

For 2008 and beyond, to some extent, mental hagkhcies have defined for themselves the
structures, processes and outcomes they are taggefihin the recovery elements defined
by the Agency Recovery Plan. Each agency develgpeats and objectives with timeframes
for each. The targets for each agency will alssmbd&/idualized based upon their currnet
performance.

As a system, the structures, processes and outdbatesill be incentivized and monitored
for the next several years are detailed on “Probsssure Definitions and Implementation”
(Attachment D).

. System for monitoring, evaluating, and rep@riimogress in implementation

The primary sources of data for measuring prognesgcovery structures, processes, and
outcomes are service and status data submittedovidprs to the MHCADSD information
system (IS), agency site visits/audits, and refdoota the agencies regarding their progress
toward the goals on their Agency Recovery Plan.

The data improvement process is fundamental thksteng an accurate baseline from
which to assess subsequent progress towards ougmaiee MHCADSD has a robust
information system that captures a great deal @&f.dA number of the recovery measures
that have been defined are “soft” measures, howévatr cannot be reported with a simple
service code. MHCADSD has been working with prevedto develop operational
definitions, reporting methodologies, and improvaitsdo the accuracy of the data.

MHCADSD determined that an array of new and exgstireasurement tools is needed, in
order to evaluate and report on progress towarmbvesy transformation.

1. The quality of the data being submitted to thed8timues to show room for
improvement. In calendar year 2008, a portiorhefihcentive pool dedicated to
building infrastructure was contingent on an assceaf data quality in the Letter of
Intent. Some of the incentives for 2009 will blated to actual data quality. Through
site visits, MHCADSD is assessing all of the agesctata processes.

2. Data is collected from consumers, family memband, Gase managers regarding
recovery outcomes using an instrument requiredhbystate, the Washington State
Consumer Outcomes Survey (Telesage). This susvdgsigned to be completed by
consumers at intake and at prescribed follow-ugryas. It is intended to yield data
regarding employment, quality of life, housing, aider recovery indicators. The plan
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in Phase Il was to use the data from Telesagettrdae progress toward outcomes. To
date, however, Telesage data is considered to iediabie for that purpose. MHCADSD
staff are working with the state and the mentalthesgencies to improve Telesage with
a goal to creating a product that will be usefuli@ermining progress toward outcomes.

3. Data regarding the use of recovery-promoting ses/{such as peer support, clubhouse,
supported employment, and wraparound servicediitren/youth) will be submitted by
providers to the Information System. MHCADSD vadlrefully monitor the number of
these services that are provided.

4. Case managers and other staff are expected ta i@orges in consumer employment,
housing, and related recovery measures to thetlf®&dime of the change.

5. The King County Regional Support Network quartedgort card already tracks a
number of recovery outcomes and will be modifiesh@sded to reflect additional
recovery measures.

6. Agency-specific reports tailored for assessing vecpoutcomes and services across the
system will be developed. These published repaittshow how each provider agency
is performing.

7. MHCADSD will be visiting each agency in the fall teview progress toward
implementation of their agency specific recovergnsl. Members of Voices of Recovery
will be included as reviewers. Agencies will almvencouraged to invite the
participation of their consumers, for example tlie@insumer advisory council, if the
agency has one. The review will include:

* Progress toward their Agency Recovery Plan goals.

* A review of chart records for client voice, choaed the reflection of assistance
to develop meaningful activities.

» Areview of agency policies and procedures.

» Areview of agency training records.

* Areview of data quality processes.
The Mental Health Advisory Board, the Voices of Bagry group, and the Recovery
Advisory Committee will all be reviewing reportsdaprogress toward the structures,
processes, and outcomes that will signify the fansation of the King County publicly
funded mental health system. In addition, the EtteelDversight Committee is tasked with
reviewing progress toward established goals andrmgakcommendations for course
corrections should they be needed.

Summary and Conclusion
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King County and its provider network have made @erable progress to date. The publicly
funded mental health system is moving toward cotigrieof Phase Il and on to Phase llI,
“Increasing in Depth and Complexity.”

MHCADSD has begun to pay incentives for structunes processes that will lead to defined
outcomes, continues to increase awareness of gadjement in recovery-oriented quality
improvement activities, is engaging in a recoveagda planning process to develop intensive
county and provider staff development, and willtoaure to increase consumer voice and
empowerment. A number of best practices are alrbadyg implemented and relevant system
and consumer-level data is being collected andrtego These various initiatives support and
potentiate one another. This additive effect imitrease the momentum and ease the way for
continued transformation of the mental health syste

Work in Phase Il will be revealed as the systemiwss on this recovery journey. Incentives
will be tied directly to consumer identified outcesn Evidence-based practices will be available
to any consumer participating in services.

Issues on the horizon for further exploration id&unvolving the voice, passion, and energy of
youth in recovery initiatives, investigating thesgible role of trauma in the lives of the people
participating in mental health services and howddress this potential barrier to recovery, and
how we may increasingly move the system itselfrte that is more truly consumer-driven.

The recovery movement for persons with mental géneas launched by consumers who noticed
that some of them were recovering. When profesdsdmegan to listen and understand what
consumers had to say about their experience vétirtrent, the potential for everyone to engage
in recovery began to manifest. In King County, suamer voice is being promoted at all levels
of the system — in individualized treatment/recgvyalanning, in agency and county-level policy
decisions, in governance and oversight functiond,ia the workforce. Services identified as
recovery-oriented or recovery-promoting are thbse¢ tonsumers themselves identify as the
services that they need, want, and will use. Bigliing to their voices and implementing the
services that will most assist them in their recgyeurneys, King County is making a
fundamental change in the philosophy that guidesialy the mental health system does
business. The result will be an exemplary, regpeeiented mental health service system that
one day will be a national model of excellence.
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