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MHSOAC Welcomes
[
New Executive
[
Director

@ n March 30, 2010, MHSOAC Chair An-

drew Poat and Vice-Chair Larry Poaster
announced Ms. Sherri L. Gauger as the new
MHSOAC Executive Director. Ms. Gauger previ-
ously worked as the Deputy Director of the Divi-
sion of Addiction and Recovery Services for the
California Department of Corrections and Reha-
bilitation. She also served as a Career Executive
(CEA) for the Governor’s Strike Force on Prison
Reform; Deputy Director for the Office of Legis-
lative and External Affairs at the Department of
Alcohol and Drug Programs; and has experience
as the Assistant Deputy Director, Administrative

Division for the Victim Compensation and Gov-
ernment Claims Board.

The Commission is very excited to have her on
board. Chair Andrew Poat said, “Sherri Gauger
is exceptionally well qualified to assume the
duties of Executive Director of the MHSOAC.
She brings a wealth of executive level state work
experience to the Commission and we are very
fortunate to have her join us.” Vice-Chair
Poaster seconded the Chair’'s comments in say-
ing, “Sherri Gauger has the knowledge, skills,
and abilities to lead the Commission staff to
serve mental health clients, families, and stake-
holders.”

Ms. Gauger officially began work for the
MHSOAC on April 19, 2010.
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L NO

By Amy Shearer

A majority of California voters are
against cutting mental health services
to fill the budget gap, according to a
recent Field Poll by the Field Research
Corporation.

The independent and non-partisan
survey looked at voter opinion with
regard to making spending cutbacks in
several categories, including environ-
mental regulation, child care pro-
grams, and state road and highway
building repairs. 503 randomly se-

lected registered voters were asked
whether they opposed or favored cuts
in each of the fourteen categories.

In seven of the fourteen categories,
more voters supported cuts than in the
previous year; two of the remaining
categories (one of which was mental
health programs) had no change in
support level; two of the categories
were new and had not appeared in the
previous year’s Field Poll; the remain-
ing three categories showed a de-
crease in support of spending cuts for
those areas. This trend shows that,
while more Californians acknowledge
the need for spending cuts compared
with last year, there are certain areas
where voters are unwilling to see cuts,
regardless of the economic climate.
These areas included education (both
public schools and higher education),
health care programs for low-income

Californians and the disabled — and
mental health programs.

A 65% majority of voters were against
cutting mental health spending. In fact,
mental health programs tied for ot
place (with law enforcement and po-
lice) in order of those favoring cuts,
with only 31% of voters unopposed to
cuts. This effect was visible across par-
ties; only 24% of Democrats, 41% of
Republicans, and 31% of non-partisan
voters supported funding cuts to men-
tal health programs.

There was majority support for cuts in
only two areas: state prisons and cor-
rectional facilities (56%), and state

parks and recreational facilities (52%).

Data from: The Field Poll, Release
#2335 (March 24, 2010). The Field Re-
search Corporation.

New Health Care

By Amy Shearer

On March 23", 2010, the long-awaited
Patient Protection and Affordable Care
Act (the national healthcare reform
bill) was signed into law by President
Obama. Among other provisions, the
law makes it illegal for insurance com-
panies to deny coverage for pre-
existing conditions or to drop policy
holders when they become sick, and
allows children to be included in their
parents’ health insurance plans until
age 26. It also extends Medicare cover-
age, lowers the cost of prescription
drugs, and disallows spending caps on
healthcare coverage.

Importantly, mental health care is in-
cluded in the list of essential health
benefits that all health insurance plans
are required to provide under the new
law. This includes mental health and
substance use disorder services, as
well as behavioral health treatment.

Bill Protects Mental Health Parity

The “comprehensive primary health
services” that insurance plans are re-
quired to provide include, “Mental
health and substance use disorder as-
sessments, crisis intervention, counsel-
ing, treatment, and referral to a con-
tinuum of services including emer-
gency psychiatric care, community
support programs, inpatient care, and
outpatient programs.” Preventative
and wellness services and chronic dis-
ease management are also empha-
sized; in the Act, mental health condi-
tions and substance use disorders are
included in the definition of “chronic
conditions.”

Throughout the Act, prevention and

intervention, screening, and research
for medical and mental health issues
are emphasized. The Act also specifi-
cally calls for more research on post-
partum depression, and support for

those suffering from it. This includes

enhancing home-based health and
support services, and providing com-
munity education.

The Act requires the creation of teams
of health care professionals within
each State who will advise the legisla-
ture on current health concerns. These
teams will include medical profession-
als, as well as, “social workers, behav-
ioral and mental health providers
(including substance use disorder pre-
vention and treatment providers).”

True to the Mental Health Parity and
Addiction Act, which took effect on
January 1%, 2010, mental health care is
treated as synonymous with traditional
health care in the Patient Protection
and Affordable Care Act.

*All information comes from the Patient Protec-
tion and Affordable Care Act, which can be
found online at: http://dpc.senate.gov/dpcdoc-
sen_health_care_bill.cfm
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A Warm Welcome to Our New Commissioner
Sheriff-Coroner Curtis J. Hill

By Christina Call

This is Sheriff-Coroner Curtis Hill’s 34™
year in law enforcement. Sheriff Hill
says he knew he wanted to work in law
enforcement as a college freshman in
1972.

“I've worked in every division,” says
Hill. “I started working in the depart-
ment in 1976. I've experienced and
seen everything you can see in law
enforcement...terrible tragedies, terri-
ble crimes, victimization issues that are
shocking and people doing fantastic
and heroic things...I have seen citizens
at their very best.”

Sheriff Hill's numerous years in law
enforcement and his wide span of ex-
perience in different divisions bring a
unique perspective to the Commission.
He hopes his experience and perspec-
tive will help further the work Sheriff
Kolender began. As the Sheriff-
Coroner of San Benito County, Hill has
several responsibilities including: full
patrol responsibility for parts of San
Benito County, running the county jail,
death investigations in the county,
being a bailiff to superior courts, re-
sponsibilities as the project director for
a multiagency regional narcotics task
force and for all search and rescues in
the county, director of emergency ser-
vices, and oversight of the communica-
tions center which handles all of the
911 calls in the county. However,
these responsibilities are just a part of

Sheriff-Coroner Hill’s “day job”.

Aside from the responsibilities that
come with being a Sheriff-Coroner, Hill
is also the first vice president of the
California State Sheriff’s Association
and was elected to be its president; his
term will begin this month. The Cali-
fornia State Sheriff’s Association is a
nonprofit organization that gives the
58 sheriffs of California one voice.
Having the trust of the 58 sheriffs in
the association has been a big deal for
Hill. Also, having the trust of the com-
munity to be elected as sheriff-coroner
for three terms means a lot to him.
“The community entrusted me to be
their sheriff. I'm proud of that. That is
my best accomplishment,” says Hill.

When asked what he is most passion-
ate about, Sheriff-Coroner Hill had two
answers. The first is being a part of an
executive committee for an organiza-
tion called Fight Crime, Invest in Kids
California. The organization advocates
for and works on legislative issues to
enhance prevention and early inter-
vention for juveniles to keep them out
of trouble and to help them succeed.

Sheriff Hill’s biggest passion is his in-
volvement with educating the state’s
coroners on organ donations. “l work
to train coroners to make sure they
release each potential organ donor
100% of the time,” says Hill. “What
happens is the family will say yes, but
the coroner says no. | work with the
coroner to get them to say yes. There
is a lack of knowledge sometimes. The
coroners think that if they donate the
organs of a victim or inmate, they’ll
lose evidence or jeopardize successful
prosecution of the killer. In fact, | was
involved in legislation in 2004 that’s
saving about 150 Californians a year.”

Sheriff-Coroner Hill has also sat on the
CA Commission for Fair Administration
of Justice and served a term on the
Correction Standards Authority which

was, at the time, called the Board of
Corrections. In 2006, Hill was awarded
the Leadership Award by the Chamber
of Commerce. This honor is awarded
to just one person a year for the com-
munity of San Benito. Sheriff Hill is
also excited about his nomination for
his high school hall of fame. The nomi-
nation means a lot to him as he is one
of four generations, including his son,
to attend San Benito High School. Hill
is also proud of being able to look back
at his life and see that he was fully
committed to being a part of his de-
partment and enjoyed working with
his fantastic staff. “(I am) able to look
at my community and my organization
from a perspective where | have been
able to provide a high level of service
at the least expense for taxpayers. |
have a good staff with high morale. |
have been able to create a leadership
dynamic with my staff, [and we’ve]
made progress with limited dollars.”
However, what Sheriff Hill says he is
most proud of is his family, his son
Kevin and wife Ellen. “My wife and |
were high school sweethearts. We
started dating as sophomores in high
school”, he says with a laugh.

Commissioner Curtis J. Hill brings ex-
perience, perspective and passion to
the Mental Health Services Oversight
and Accountability Commission. He
hopes his experience will help bring
more energy to the issue of the large
population of inmates suffering from
severe mental health issues who are
getting stuck in a “revolving door” in
the criminal justice system.

As for the future of the MHSOAC, Com-
missioner Hill says “l would like to see
all of the different organizations that
are working on mental health issues to
continue the collaboration that has
started in the last several years. We've
really started to come together...where
everybody’s really started to collabo-
rate...it’s been a very enjoyable thing
for me to see.”
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Commissioner Vega will be
accepting an award for his
excellence in state govern-
ment leadership from the
National Resource Center
for Hispanic Mental Health
at their 7th Annual Shining
Lights, Outstanding Leaders
for A Brighter Future for
Hispanics Award Gala. The
| Gala will be taking place on
| May 6 in West Orange, New

Jersey.

This is the first year this award has been given to an individual
outside of the state of New Jersey.

Henry Acosta, the Executive Director of the National Resource
Center for Hispanic Mental Health and Deputy Director of the
New Jersey Mental Health Institute, Inc. said, “Mr. Vega has
consistently demonstrated commitment to creating a brighter
future for all Americans and has developed programs and ac-
tivities that are sensitive to Hispanics, especially those with
Limited English Proficiency. He is a role model for Hispanics all
across the nation and is highly respected for his personal and
professional courage, contributions and leadership.”

For more information, you can visit the center website at
http://nrchmh.org/index.html.

Congratulations
Commiseconer Yega!

The update staff

Staff Writers

Christina Call
Editor Amy Shearer
Matthew Lieberman Danielle Thompson

Contributing Writers

Susan Alnes

This year, the National Council
for Community Behavioral
Healthcare presented Com-
missioner Richard Van Horn
with a Visionary Leadership
award for his years of excel-
lent leadership and guidance
of Mental Health America, Los
Angeles (MHALA).

Commissioner Van Horn has
led Mental Health America,
Los Angeles into being one of
the top nonprofit mental
health associations in South-
ern California. He has done this through a number of innova-
tions in service, system design, and public policy.

The National Council for Community Behavioral Healthcare
said it is “his unassailable belief in the power and potential of
people with mental illness” that makes him an “individual of
vision and commitment”.

Commissioner Van Horn was recognized at the National
Council’s Fabulous Forty Gala on March 16th in conjunction
with the 40th National Council Conference in Disney, Florida.
For more information about his award and the organization,
you can go to http://www.thenationalcouncil.org/cs/awards.

Congratulations
Commissioner Yan Hornn!
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By Danielle Thompson

The Mental Health Services Oversight and
Accountability Commission (MHSOAC), in
collaboration with the Department of Men-
tal Health and the Stigma and Discrimina-
tion Reduction Advisory Committee, re-
cently released printed copies of the new
California Strategic Plan on Reducing
Stigma and Discrimination®. The new plan
was adopted by the MHSOAC on June 25,
2009% The Stigma and Discrimination Re-
duction Advisory Committee consists of 56
members from all over the state of Califor-
nia. The members come from a wide range
of backgrounds including health clinicians,
county mental health officers, consumers,
family members, and mental health advo-
cates.

Part of the process for creating the plan
included looking at results of surveys given
to the public to help get a sense of the
current views of mental health and to help
figure out a starting off point for the plan.
The studies showed that there is a lot of
work to be done: “Nearly half of the adults
in a nationally representative survey said
they were unwilling to socialize with, work
with, or live near people with mental
health issues.”® In addition the surveys
found that this negative stereotype does
not just affect adults, “...It is estimated that
approximately 33 percent of children ex-
periencing social, emotional, or behavioral
difficulties have been the target of bullying
in schools.”* Once the overwhelming need
for public education and the need to con-
front stigmatizing views were identified,
the plan began to take shape.

The new plan is made up of three parts:
first, the plan contains a discussion on what
stigma is and how it affects those with
mental iliness; second, the plan lists strate-
gies, approaches, and methods for avoiding
and reversing the effects of stigma; and
last, the plan outlines a blueprint for read-
ers. The blueprint is a simple guide for
individuals, organizations and systems that
is organized in three levels: strategic ac-

The California Strategic Plan on Reducing Stigma

and Discrimination:
A Blueprint for Change

tions, recommended actions and next
steps. The blueprint identifies many ways
to help make a change; it can be as simple
as having a conversation or interaction
with someone affected by mentalillness in
order to change an attitude, or it can be
larger steps, such as enforcing laws and
forming local coalitions to launch commu-
nity action plans. The blueprint is written
in a way that provides Californians with
methods and strategies that they can use
at a local, regional or statewide level.

The blueprint also addresses prevention
and early intervention activities that con-
front the fundamental causes of stigmatiz-
ing attitudes. There are many highlights in
this plan; however, a very strong emphasis
is placed on the importance of proper and
accurate education of what mental health
really is and how it affects those who are
challenged by it. One of the key popula-
tions that needs to be educated, and that
will also have a great impact on the cause,
are youth and transition aged youth:
“Given the fact that one in five children and
adolescents experience the signs and
symptoms of a mental health disorder dur-
ing the course of a school year, schools are
an ideal setting to address stigma and dis-
crimination.”> A major part of the blue-
print integrates mental health topics within
the required health education and other
school-based prevention programs, such as
violence prevention and anti-bullying. A
strong positive response is shown when
people who are uneducated about mental
illness are able to meet and hear personal
stories from those affected by mental ill-
ness: “In another study, high school stu-
dents showed less stigmatizing attitudes
after receiving one-hour presentations by
consumers.”® The blueprint suggests es-
tablishing training programs for teachers
and counselors to help them both work
more effectively with students with mental
illnesses as well as to help relay the mes-
sage and awareness of positive mental
health attitudes to their students. By edu-
cating students at a young age, the stigma
of mental health can be brought to light
and defeated before children form lasting
opinions.

The California Strategic Plan on Reducing
Mental Health Stigma and Discrimination is
simple and anyone can help make a change
towards ending mental health stigma. The
Strategic Plan is written as a ten year proc-
ess because those who wrote the plan
know that the fight against stigma is a bat-
tle that cannot be won overnight. The plan
authors also stress the importance of re-
search. Those that are helping put the plan
into action want to create a method to
track their progress so that they can pass
their challenges and successes onto other
Californians in order for a clear, effective
method for fighting stigma and discrimina-
tion to be identified. Stigma and discrimi-
nation are two very powerful and over-
whelming problems that many Americans
face in thousands of different ways. The
California Strategic Plan on Reducing Men-
tal Health Stigma and Discrimination pro-
vides Californians with methods that they
can use to help fight this battle locally and
help change the state one step at a time.

! http://www.dmh.ca.gov/
PEIStatewideProjects/ docs/
Reducing_Disparities/
CDMH_MH_Stigma_Plan_09_V5.pdf

? Department of Mental Health (DMH), Califor-
nia Strategic Plan on Reducing Stigma and Dis-
crimination, p. 1

® IBID, p. 9
*IBID, p. 9
5

IBID, p. 23

® IBID, p. 32

For more information or a copy
of the California Strategic Plan
on Reducing Mental Health
Stigma and Discrimination,

please visit www.dmh.ca.gov
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By Amy Shearer

Prior to the Mental Health Services Act,
mental health care in California looked very
different. During the 1950’s, most mentally
ill persons could be found in state-run insti-
tutions, where they generally remained
until they died. These institutions, while
they provided shelter and rudimentary
mental health care, were often places of
neglect and abuse that effectively elimi-
nated individuals’ freedoms'. The Lanter-
man-Petris-Short Act, which came into
effect on July 1%, 1972, made it illegal to
commit any person with a mental illness or
substance abuse disorder to a psychiatric
institution without their consent. In many
ways, this was a huge step forward in pro-
moting the rights of patients. There was,
however, an unforeseen consequence of
the Act. Because it was no longer legal to
detain people with mental illnesses in state
institutions, and with the advent of effec-
tive medications to treat various mental
illnesses, it became more cost effective to
close state-run psychiatric hospitals and
turn patients over to “community care”. In
fact, between 1957 and 1988 the state
hospital population was reduced by 84%”.
Unfortunately, this placed the burden of
care on unprepared and underfunded com-
munity support systems that were not
sufficiently prepared to deal with the influx
of individuals needing treatment and care.
Consequently, thousands of mentally ill
Californians were left without anywhere to
turn for help. Many became homeless,
others were incarcerated, and most were
left without any kind of scaffolding to help

A Brief History
of the

Mental Health Services Act

them find mental health care, homes, or
jobs. This human cost also created a signifi-
cant cost for state and local governments.
With daily jail costs ranging from $50 to
$60, and medical or psychiatric hospitaliza-
tion for inmates ranging in cost from $300
to $400 a day, the lack of adequate mental
health care was also creating a fiscal pre-
dicament®. Clearly, a better system was
needed to cope with the rising economic
and human costs associated with the lack
of comprehensive and accessible mental
health care.

To remedy the situation, a series of Assem-
bly bills that addressed the problem of
access to mental health services were
passed; notably, AB 34 and AB 2034. These
bills laid the foundation for prevention and
recovery based community mental health
programs, and provided evidence for their
effectiveness. They subsequently led to the
creation of the ground-breaking Mental
Health Services Act (MHSA), which incorpo-
rates many of the same concepts of these
bills, and was built upon the success of the
programs that they established.

Assembly Bill 34 was created to address the
growing need for effective community-
based treatment programs. AB 34 allocated
about $10 million to fund three pilot pro-
grams aimed at reducing homelessness and
incarceration for people with serious men-
tal illnesses. The three counties targeted to
implement the program were Stanislaus,
Sacramento, and Los Angeles. The funds
could be used for outreach, mental health
services, vocational training, housing,
medication assistance, and substance
abuse rehabilitation®. Less than a year after
the pilot programs began, participants
showed improvements in three critical
areas: a 74% reduction in days spent in jail;
59% reduction in days spent homeless; and
a 64% reduction in the number of partici-
pants who were hospitalized. Importantly,
less than 15% of eligible people declined to
participate in the program, and fewer than
4% dropped out®. It was clear that the pro-
gram worked, and judging by the low drop-
out rate, the consumers thought so, too.

Assembly Bill 2034 expanded the original
pilot program to create 53 programs in 34
counties®. Importantly, several target

populations were added to the Bill: young
adults under the age of 25 who were
homeless or at-risk for homelessness;
women from different cultural back-
grounds; older adults; and the physically
disabled mentally ill. Less than 20% of the
participants dropped out of the program.
Importantly, the rate of hospitalization for
participants dropped by almost 78%; the
number of days incarcerated dropped by
almost 85%; and the number of days spent
homeless decreased by 69%’. The annual-
ized cost for the programs totaled about
$14.1 million, which was offset by the sav-
ings of $7.3 million from reduced incarcera-
tion and inpatient hospital days®. More
importantly, many Californians living with
mental illness were able to achieve inde-
pendence and stability, and reintegrate
into their communities as contributing
members.

With a working model as a template, it was
time to expand the programs laid out by AB
34 and AB 2034 to provide wraparound
services in all 58 counties, for all specified
target populations.

On November 4, 2004, the Mental Health
Services Act (Proposition 63 on the ballot)
was passed, and came into effect on Janu-
ary 1, 2005. The Act imposes a 1% tax on
personal income earned over $1 million in
California, which is used to fund mental
health services. The MHSA is based on the
belief that recovery from mental illness is
feasible for most people, and with the cor-
rect care and support, people can lead full
and productive lives as members of their
communities.

The MHSA funds programs designed to
provide services and support for people
with mental illness; prevent mental illness
from occurring or worsening; train provid-
ers to be culturally competent; and support
communities and providers by providing
for technological and organizational needs.
These programs are divided into several
critical areas: Innovation; Prevention and
Early Intervention; Workforce Education
and Training; Capital Facilities and Techno-
logical Needs; and Community Services and
Supportsg.

The MHSA also created the Mental Health
(Continued on page 7)
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A Brief History of the MHSA

(Continued from page 6)

Services Oversight and Accountability Com-
mission, which oversees the distribution of
MHSA funds to counties for Innovation and
Prevention and Early Intervention pro-
grams. The MHSOAC is accountable to the
public, the Legislature, and the Administra-
tion and ensures that the provisions of the
MHSA are carried out in accordance with
best practices and are cost-effective.

The MHSA marks a shift in California’s men-
tal health care system. The emphasis on
prevention, early intervention, and well-
ness and recovery models has moved men-
tal health care from a ‘fail first’ to a ‘help
first’ system, and has provided thousands
of people statewide with mental health
services and support. The MHSA goes be-
yond traditional mental health care and
emphasizes collaboration among health-
care providers and cultural competency.

Unfortunately, despite its success, the
MHSA is not immune to the current eco-
nomic crisis. MHSA revenues are declining
steadily, even as service expectations in-
crease; in FY 2011/2012 revenues are pro-
jected to be only $871.7 million — almost a
40% reduction compared to the current FY
2009/2010%. County mental health reve-
nue from the State General Fund and Re-
alignment are also decreasing’. Another
challenge that counties face is that of cre-
ating new and innovative mental health
programs even as existing programs are
facing funding shortages. Efforts are cur-
rently underway to create a more inte-
grated system that continues to reflect
MHSA values.

However, in May of 2009, recognizing the
importance of continued funding of mental
health programs, two-thirds of California
voters rejected a proposal that would di-
vert $230 million away from the MHSA
fund®. A redirection of Proposition 63
funds would also cause counties to lose
federal matching dollars, which would nec-
essarily result in program and service cuts.
Ultimately, redirecting MHSA funds would
disproportionately damage counties’ ability
to serve mental health consumers and their
families. Mental health care in California
has come a long way since deinstitutionali-
zation; reducing funding and cutting men-
tal health programs would only recreate

the same problems that Californians have
spent the last half of a century trying to ad-
dress.

! Maisel, A. Q. (1946). Bedlam 1946: Most U.S.
Mental Hospitals are a Shame and a Disgrace. The
Minnesota Governor’s Council on Developmental
Disabilities. Accessed April 6, 2010.
http://www.mnddc.org/parallels2/prologue/6a-
bedlam/bedlam-life1946.pdf

% proposition 63: Mental Health Services Funding.
Institute of Government Funding; University of
California, Berkeley. December 2004.
http://igs.berkeley.edu/library/htProp63MentalHe

Timeline of
Events

1950’s ——> Most patients
with a mental illness in state-
run institutions.

althServicesExpansion.htm

3 Data adapted from Effectiveness of Integrated
Services for Homeless Adults with Serious Mental
Iliness: A Report to the Legislature as Required by
Assembly Bill (AB) 2034, Steinberg, Chapter 518,
Statutes of 2000.

http://www.dmh.ca.gov/About DMH/docs/press/
Homeless-Mentally-lll-Leg rpt.pdf

“Assembly Bill No. 2034, Chapter 518. Steinberg,
2000. http://info.sen.ca.gov/pub/99-
00/bill/asm/ab_2001-
2050ab_2034_bill_20000919_chaptered.pdf

®Ibid.

® Drafting California’s Ten-Year Chronic Homeless-
ness Action Plan: State of California Highlight AB
2034, HomeBaseSCC, June 21 - 23, 2006.
http://www.homebaseccc.org/PDFs/CATenYearPla

July 1, 1972 ——> Lanter-
man-Petris-Short Act: Illegal
to commit person with mental
1llness/substance abuse to an
institution without consent.

1957 - 1988 —> State hospi-
tal pop. Vv 84%, burden of care
shifts to community support

systems.
o Communities unpre-
pared/ underpaid.
Many people left home-
less.

1999 —> AB 34. $10 M to 3
pilot programs.
o Days in jail v74%
> Days homeless ¥ 59%
o Hospitalizations ¥64%

n/CAHighlightOutreach.pdf

Data adapted from Effectiveness of Integrated
Services... (Ibid).

8Ibid.

° The Mental Health Services Act. Steinberg, April
24, 2009.

http://www.dmh.ca.gov/Prop 63/MHSA/docs/Me
ntal Health Services Act Full Text.pdf

0Fy 2010/11 Governor’s Budget, DMH MHSA
Expenditure Report (FY 04/05 through 10/11
amounts).

" FY 2010/2011 Governor’s Budget, DMH MHSA
Summary Comparison (Posted 12/31/09)

2 MHSA Funding Fast Facts. Mental Health Ser-
vices Oversight and Accountability Commission.
February 2010.

http://www.dmh.cahwnet.gov/MHSOAC/docs/Fas
t Facts Prop 63 funding--Revised 03-8-10.pdf

AB 2034 expands pilot pro-
gram. 53 programs in 34 coun-
ties.

o Days in jail v 85%

> Days homeless ¥ 69%

o Hospitalizations ¢7 8%

Nov. 4, 2004 ——>MHSA
(Prop 63) passed

Jan. 1, 2005 —> MHSA
comes into effect

2009 —> Voters reject pro-
posal to redirect $230 M from
MHSA fund
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MHSA Pap

By Christina Call

Wellness means something different to
everyone. For mental health consumer
Derrick Orcutt, being well means “getting
up everyday, showering and shaving
which,” he says, “isn’t normal for those of
us with mental health issues... It’s learning,
through the assistance of Behavioral
Health, that I’'m OK—this isn’t the end of
the world—my diagnosis can be treated
and there is hope for a future...” Christa
Thompson, the MHSA Coordinator for
Calaveras County, defines wellness as an
inner peace and sense of contentment.
“We are all on a spectrum of physical and
mental health,” says Thompson, “Few of us
are as healthy as we would like to be, but
we strive to better ourselves. Wellness, |
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believe, is finding contentment with who
we are and working toward the well-being
of ourselves, others and the communities
we live in—that is where the inner peace
comes in.” These definitions of wellness,
among numerous others, are appropriate.
How a person defines wellness depends on
them; their life experiences, the obstacles
they’ve faced and how they’ve overcome
or dealt with those challenges.

Because everyone is different and achieves
wellness differently, there are several mod-
els and tools that are being used in mental
health programs and wellness centers to
promote wellness. The wellness model
used today looks at health and disease as
being two separate dimensions. Recovery
bridges those two dimensions and builds
on “the strength of health to address the
weakness of disease” (Manderscheid
2010). In this model, a person’s strengths

are emphasized and are used to address
their weaknesses or mental health issues.
In this wellness model, recovery is viewed
as being a “life-long process in which a
person with a mental illness strives to par-
ticipate fully in community life, even in the
presence of continuing symptoms and dis-
abilities” (Manderscheid 2010).

I”

How “well” a person is depends on two
indicators, according to a commentary by
Stephen Schueller of the University of
Pennsylvania in the Journal of Community
Psychology. These two wellness indicators
are markers of well-being and signs of posi-
tive functioning. Markers of well-being are
evaluations of how satisfied a person is in
several areas of their life: for instance,
work, marriage, and the community they
live in. If they express high levels of satis-
faction in those areas, they most likely feel
well overall (Shueller 2009). Signs of posi-
tive functioning, on the other hand, are
explained by Schueller to be “the reper-
toire of resources and the knowledge and
desire to use these resources effec-

tively” (Shueller 2009); simply stated, these
markers are a person’s strengths and their
desire to use them. Under this assumption,
a person will actually increase their own
happiness and well-being by focusing on
their strengths over weaknesses and using
those strengths for the purposes they were
intended. To help individuals identify their
top strengths, psychologist and past presi-
dent of the American Psychological Asso-
ciation (APA) Martin E.P. Seligman and
psychology professor Christopher Peterson
have created a 240-item self-report ques-
tionnaire, Values in Action. Values in Ac-
tion is just one example of a strength-
based tool. Strength-based tools and pro-
grams are often used to promote wellness
in mental health services.

The Wellness and Recovery Action Plan or
WRAP is another tool used for promoting
individual wellness in the form of a self-
help system. Mary Ellen Copeland, Ph.D.,
authored WRAP with the help of individuals
who have experienced mental health chal-
lenges and who have learned to use their
own resources to achieve long term well-
ness. Copeland herself experienced years
of mental health issues and was able to
reach long-term wellness using the tools

Achieving Wellness

addressed in the WRAP system. These
wellness tools include techniques such as
eating three meals a day and getting at
least thirty minutes of exercise each day to
maintain wellness on a day-to-day basis as
well as tools that can be used when symp-
toms of a mental health challenge worsen.
Each participant is encouraged to identify
their own well-
ness tools and
create their own
“wellness tool-
box”. They are
also taught how
to identify life
events that could
trigger symp-
toms and how to
respond to those
events in a more
positive way.

“Wellness means not
letting your mental
illness control you, but
instead staying in
control of it. It means
keeping empowered and
using skills learned in
groups to stay stable.”

— Harmony Harper,
Consumer

WRAP is supple-

mental to other forms of treatment, such
as medication and group therapy. WRAP
seminars and workshops are available
countrywide and are also available as an e-
course online and with support groups.
Copeland also collaborated with the Sub-
stance Abuse and Mental Health Services
Administration (SAMHSA) to create an
“Action Plan for Prevention and Recovery”
and a “Recovery and Wellness Lifestyle
Self-Help Guide”, both available to the
public at no cost at http://
mentalhealth.samhsa.gov/.

Wellness and Recovery Centers (WRCs)
apply models like the wellness model and
use systems like WRAP to promote well-
ness at the community level while offering
clients a place where they can socialize and
receive mental health services and take
other life skill courses. Many WRCs offer

“Wellness is when there is nothing in my
head bothering me. It is when I’'m in free
spirit in my heart that is not aching.”

— Lazaro Hernandez Jr., Consumer

(Continued on page 9)
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MHSA Papers

Achieving Wellness

(Continued from page 8)

client-run services and peer-to-peer coun-
seling. They are also a great tool for meas-
uring the success of different models while
supplying the mental health community
with wellness models and suggestions of
their own.

James Hurley, MFT, co-founded the Well-
ness and Recovery Center in Stanislaus
County which opened in June 1998. It was
the first of its kind, offering peer support
and employing consumer staff. During the
ten years Hurley worked there, the Center
was visited by more than twenty counties
to benchmark their work and explore how
their experience could help them in creat-
ing their own wellness centers. Eight years
later, Hurley wrote Big Picture Considera-

“Wellness is being able to function
and be happy even with ups and
downs. To me, it’s overriding the
stress of ‘disabling thoughts (and)

limiting physical problems (pain,
overwhelm, fatigue, etc.)”

— Anonymous, Consumer

tions for an “Ideal” Wellness Recovery Cen-
ter, a paper that addresses several issues
the WRC encountered and includes consid-
erations to keep in mind when establishing
a wellness center. The first was the issue
of whether a program should be run by
consumers or be staffed by both consum-
ers and non-consumers. Hurley suggests
the more consumer-run programs, the
better. He believes it is vital that consum-
ers be a large part of the WRC, as paid staff
and as volunteers. The WRC in Stanislaus
County has blended staffing which has the
benefit of ‘role modeling’ for clients with
consumer and non-consumer staff working
together (Hurley 2006). Another important
part of a WRC is having a network of peer
support. Hurley says “Peer volunteers are
the heart of the WRC.” In Stanislaus, they
have what they call a “network of recover-
ing peers” (NRP) which provides supports
independent of clinical services. Not only
do peer volunteers provide support, but
they also bring ideas to the WRC about
how recovery works. They also allow cli-

ents/peers to participate even if they are
not “open clients” and people can partici-
pate as long as they want, even after exit-
ing the mental health system. Lastly, Hur-
ley addresses the issue of whether a WRC
should be a part of a county mental health
system or a stand alone program. Hurley
points out that because Stanislaus’ WRC is
a part of their Adult Systems of Care, they
are able to provide their clients with other
services like housing and employment sup-
ports. If they were a stand alone center, it
might have been easy for them to become
isolated from the rest of the system (Hurley
2006).

The Sacramento Consumers Self Help Well-
ness and Recovery Center North (WRCN) is
a great example of a well-rounded ap-
proach to wellness. The WRCN offers
classes such as yoga, certified WRAP
courses, and spirituality-oriented groups
like “meditate and share”. They also offer
numerous group art classes in writing, mu-
sic and the visual arts. A full monthly cal-
endar of the services they offer can be
found at http://sacpros.or
wellnessrecoverycenter.aspx. Gail Erland-
son, a mentor at the Center, says the
WRCN also encourages wellness by using
language that empowers clients with words
like mental health instead of mental illness.
Eric Zuniga, the Program Coordinator at the
WRCN says their services provide a bridge
between traditional and wellness ap-
proaches. “For many members, it takes
courage to cross the ‘bridge’... many mem-
bers have mentioned how WRC’s wellness
based services are new and different from
anything they have experienced
before.” One client says “Mainly it is
a positive place to go and be with
people who are like me.” “It’s about
the group — it’s what you can count
on rain or shine,” says another.

Trinity County Behavioral Health is
also seeing positive things happen-
ing at their drop-in center. Boe
Anna Gorsuch works with Trinity
County Behavioral Health and says
their drop-in is encouraging their
clients to be a community and sup-
port each other in a variety of ways.

i N
\ et

“Dimensions of Wellness”

http://www.definitionofwellness.com/

and helping others do things to improve
their functioning in many areas of their
own lives. They often need less medicines
as they grow in self-understanding. Well-
ness is a balance in your life that involves
personal satisfaction and it is for every-
one,” says Gorsuch. The drop-in center
offers a variety of services such as training
clients for employment opportunities and
helping them apply for benefits like social
security, providing an important link be-
tween the clients and resources that are
available to them. They also employ con-
sumers and family members on their staff.

Wellness is a journey; it is something that
must always be worked at and is something
that is unique to each individual. Different
wellness “tools” work for different people
and it is important to keep that in mind

(Continued on page 11)

“We are seeing people blossom and
change, developing self-confidence

Consumers Self Help Wellness and Recovery Center
North (CSH WRCN) in Sacramento
Courtesy of Consumer Self Help
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PEI & INN

Prevention & Early Intervention Progress Report

County Date Amount County Date Amount
Approved | Approved Approved Approved
Alameda 11/20/2008 $4,891,876 | | Placer 02/27/2009 $1,433,374
Alpine 07/23/2009 $278,500| | Plumas 03/26/2009 $225,000
Berkeley 04/24/2009 $966,700 | | Riverside 09/24/2009 $31,853,700
Butte 06/26/2009 51,823,300 5., genito 05/28/2009 $467,900
CEIENEEE LAt 2291000 I'< "Bernardino 09/25/2008 $14,239,611
Colusa 02/27/2009 $150,000 -

San Diego 02/03/2009 $25,193,145

Contra Costa 03/26/2009 $S5,553,000
San Joaquin 05/28/2009 $10,337,900

El Dorado 12/18/2009 $635,997
San Francisco 04/24/2009 $6,436,374

Fresno 08/27/2009 $6,537,258
Glenn 09/25/2008 $155 300 San Luis Obispo 02/27/2009 $1,979,500
Imperial 07/23/2009 $1 835,124 San Mateo 12/16/2008 $2,071,177
Inyo 05/28/2009 $150,000 | | Santa Clara 09/24/2009 $12,429,997
Kern 09/24/2009 $3,859,069 | | Santa Cruz 05/25/2009 $3,800,242
Lake 02/25/2010 $410,000] | Sacramento 10/22/2009 $1,600,000
Lassen 04/24/2009 $156,600 03/25/2010 $6,106,000
08/27/2009 | $121,661,559| [ )ano 09/25/2008 $1,890,633
Madera 03/26/2009 $1,247,900 Sonoma 03/26/2009 $1,117,500

Mari 03/26/2009 1,338,927
ann /26/ »1,338, Stanislaus 05/28/2009 $7,845,800

Mariposa 03/26/2009 $150,000
Sutter-Yuba 08/27/2009 $1,350,300

Mendocino 02/25/2010 $187,409
Tehama 01/28/2010 $497,500

Merced 11/20/2008 $1,903,000
Tri-City Area 03/25/2010 $1,555,118

Modoc 09/25/2008 $125,000
P 07/24/2008 $125,000 Trinity 02/27/2009 $125,000
Monterey 07/24/2008 $3,357,700 | | Tulare 05/28/2009 $7,682,776
Nevada 05/28/2009 $1’454'500 Tuolumne 02/27/2009 5378,200
Orange 03/26/2009 $31,146,234 | | Ventura 10/22/2009 $5,250,583
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PEI & INN
Yolo 04/24/2009 $1,439,700
Total PEI Plans Approved: 55
Total Expenditures $350,595,226
Approved:
Innovation Progress Report
County Date Approved Amount Approved
Alameda 01/28/2010 $2,543,800
Kern 07/23/2009 $2,254,600
Los Angeles 01/28/2010 $20,293,924
Mono 02/25/2010 $24,000
Monterey 12/17/2009 $1,307,783
Riverside 09/24/2009 $224,949
San Bernardino 02/25/2010 $5,606,800
San Diego 12/17/2009 $6,272,050
Santa Cruz 03/25/2010 $776,710
Solano 01/28/2010 $1,078,300
Trinity 12/17/2009 $70,000
Total INN Plans Approved 11
Total Expenditures Approved $40,452,916
e Bemenbrance Of Achieving Wellness

Michael Oprendek

Michael Oprendek, the Health
and Social Services Deputy Direc-
tor for Solano County Mental
Health, passed away unexpectedly
on Wednesday, April 7th.

The MHSOAC recognizes Mr.
Oprendek for his dedication to his
work and for his outreach efforts
to the mental health community
of Solano County. Our condo-
lences go out to his wife, Stepha-
nie and family.

(Continued from page 9)

when developing mental health programs
and services. It is for this reason that it is
imperative that clients are a large and vital
part of any wellness and recovery center
and any other mental health program.
WRCs and programs throughout California
are using tools like WRAP and holistic pro-
grams to help clients actualize their own
wellness. The outcomes of using these
tools have contributed to what we know
about wellness, the recovery process, and
ourselves as individuals.

Hurley James. “Big Picture Considerations for an
‘Ideal’ Wellness Recovery Center: A Working

Draft”. (2006): 1-3. Print

Manderscheid, Ronald W., et al. “Evolving Defini-
tions of Mental lliness”. Preventing Chronic Dis-
ease 7.1 (2010): 1-6. PubMed Central Open Ac-
cess. Web. 3 March 2010.

Schueller, Stephen. “Promoting Wellness: Inte-
grating Community and Positive Psychology”.
Journal of Community Psychology 37.7 (2009):
922-937. Wiley Interscience. Web. 3 March 2010.

Seligman, M.E.P. & Peterson, C. Character
Strengths and Virtues: A Handbook and Classifi-
cation. New York: Oxford University Press,
(2004), Print.
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PEI and INN

MHSOAC Releases Prevention & Early Intervention

By Amy Shearer

On December 28, 2009, the MHSOAC
released the 2009 Prevention and Early
Intervention Trends Report, compiled
by Consulting Psychologist Deborah
Lee. The report describes how Califor-
nia counties intend to use their PEI
funds according to their first three-
year Prevention and Early Intervention
plans. Data was collected from the 223
programs outlined in 32 approved PEI
plans. At the release of the report, the
MHSOAC had approved 48 PEI plans
for a total of over $337 million. In the
fiscal year 2008/2009, over 540,000
individuals were targeted to receive
services from PEI programs. Included
at the end of the report are several
California counties’ PEIl program
“success stories.”

The report looks at the program areas
specified in the Mental Health Services
Act and the PEI Guidelines, including
at-risk children and young adults
(removal of children from homes,
school failure, stressed families); sui-
cide; first episode of serious psychiatric
iliness; incarceration; homelessness;
co-occurring disorders; stigma; and
trauma. Over 50% of all the programs
surveyed were aimed at children,
youth, and young adults, and all coun-
ties had at least one such program.
This is not surprising, as the PEIl Guide-
lines require that at least 51% of PEI
funds be used to serve this age group
(except for small counties). Nearly all
sample counties (94%) addressed

Trends Report

school failure or dropout (termed by
the PEI Guidelines as a priority popula-
tion). Seventy-eight percent of coun-
ties included provisions for co-
occurring disorders, which is a priority
of the MHSOAC. Three-quarters of
counties addressed incarceration (a PEI
Guideline priority population) and
stigma and discrimination in their
plans. Stigma and discrimination is
addressed through a separate state-
wide project, so it is notable that so
many counties chose to address it lo-
cally as well. Only 22% of counties in-
cluded programs aimed at preventing
the removal of children from homes.

The report also analyzes the distribu-
tion of programs prioritized for racial,
ethnic, and language groups; 63% of
counties focused specifically on the
needs of Latinos; Native Americans
were the least common group to be
the explicit focus of PEI plans (31% of
counties). It is impossible to determine
from plans the total percentage of ra-
cial and ethnic groups who will be
served, because these groups are also
included in other program categories
that do not explicitly target ethnic or
racial groups. Information is available
on the age groups intended to be
served by counties’ PEl programs. Chil-
dren (from birth to age 17) were in-
cluded in 97% of surveyed county
plans. Older adults (ages 60 and over)
were the least commonly served
group, but still had high rates of inclu-
sion in plans (72% of counties sur-

veyed).

An important aspect of PEl programs is
that they must be located in sites that
are easy to access by their target popu-
lation. Ninety-one percent of surveyed
counties plan to place at least one pro-
gram in a school; primary care and
community-based organizations were
the second most popular choice (about
80% of counties include a program in
each location). Other locations in-
cluded faith-based organizations, day-
care centers, homes, and family re-
source centers.

The data collected are based on a sam-
ple of PEI Program plans, and reflect
only the intentions of the programs as
outlined in the plans, not necessarily
implementation data. Implementation
data will not be available until counties
have had time to launch their pro-
grams.

Overall, it is clear that California is
making significant progress in provid-
ing access to mental health care, and
preventing the human and economic
costs associated with mental illness.

For the full Trends Report,
and to read the inspiring PEI
Success Stories, log on to
www.dmbh.ca.gov/mhsoac

We're getting ready for another summer edition of the MHSOAC Expressions newsletter, and

we need your creative submissions! For details on submitting your art and written work, and

to fill out a consent form, please visit http://www.dmh.ca.gov/MHSOAC

Submissions are due May 31%, 2010.
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Committees

Cultural and Linguistic
Competence Committee

The CLCC is in the process of sending a letter to the
Department of Mental Health (DMH) requesting an
update regarding the progress of the contracts that
were assigned to the California Reducing Disparities
Projects. The CLCC is responsible for monitoring and
providing updates to the MHSOAC on the Depart-
ment of Mental Health’s Office of Multicultural Ser-
vices Reducing Disparities Project. Also, the CLCC
has established a workgroup to develop a selection
process to help determine which ethnic or cultural
communities will present at CLCC and MHSOAC
meetings.

Evaluation Committee

MHSA Services Committee

To ensure compliance with Welfare and Institutions Code
(WIC) Sections 5846 and 5847, the MHSA Services Commit-
tee works on behalf of the Commission in making recommen-
dations regarding the implementation and sustainability of
MHSA programs and services to the MHSOAC. The Services
Committee most recently completed work which resulted in
the issuance of the DMH Information Notice 10-05 regarding
the Assignment of MHSA Prevention and Early Intervention
(PEI) Funds for PEI Statewide Projects. In 2010, the Ser-
vices Committee Workplan includes: making recommenda-
tions on the PEI and Innovation (INN) draft regulations
when they are published for public comment, making recom-
mendations for coordination of training and technical assis-
tance necessary for implementing and sustaining MHSA
Services, and showcasing models of PEI or Innovation pro-
grams for adaptation or replication.

The Evaluation Committee is currently working with Resource Development Associates (RDA) providing technical assistance
and overseeing completion of Phase | of the Mental Health Services Act (MHSA) Evaluation project. RDA is a consulting
firm located in Oakland, CA and dedicated to helping public and non-profit agencies continually improve their efforts to
serve their clients. This contractor is assisting the Mental Health Services Oversight and Accountability Commission
(MHSOAC) in developing the Scope of Work for the competitive process to select an MHSA Evaluation project contractor,
called Phase Il of the MHSA Evaluation. Phase Il of the Evaluation project will entail the assessment of MHSA data and in-
formation to determine current status of the MHSA programs and projects. RDA is in the midst of gathering pertinent
MHSA information from our mental health partner organizations and those who have been working on the MHSA initiative
since its inception in 2005. Phase Il of the MHSA Evaluation project is anticipated to start at the end of 2010 or in the be-

ginning of 2011.

Client and Family Leadership
Committee

The CFLC is currently working on implementing the ap-
proved public comment (PC) recommendations passed
by the MHSOAC in January. The committee is working to
develop a PC participation training program. A second
draft of the training program will be discussed at the
March meeting. Commissioner Vega will be presenting
the history of the client and family advocacy movement
to the Commission at the April 2010 Mental Health Ser-
vices Oversight and Accountability Commission
(MHSOAC) meeting. Lastly, the CFLC had its first of six
Community Forums at its February meeting in Visalia.
The next Community Forum will be held at the CFLC
meeting in Los Angeles in April.

Mental Health Funding & Policy
Committee

The Mental Health Funding and Policy Committee is
currently working on completing all the components of
the MHSOAC Financial Report. In April 2009 a frame-
work for the financial report was approved by the Com-
mission. The framework included Mental Health Ser-
vices Fund (MHSF) balances, Mental Health Service Act
(MHSA) reserves, forecasts of community mental health
funding and critical policy issues. The Committee is con-
tinuing to develop this report which will be presented to
the Commission on a semi-annual basis, or as requested.
The Committee is also beginning to review policy issues
related to the Prudent Reserve, declining MHSA reve-
nues, State Administration Funding and reversion. Rec-
ommendations on these topics will be presented to the
Commission throughout 2010.
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Success Stories

We’ve watched Sunflower Gardens
grow from the ground up!
The following update was submitted by
Susan Alnes, Director of Development
and Communications, Interim, Inc.

The first project in California to be built
from the “ground up” —concept to
completion—with MHSA Housing
funds is on target for a May comple-
tion! Sunflower Gardens, at 29 Sun
Street in Salinas, a project of Interim
Inc. of Monterey County, will house 23

s

g

low-income adults with mental iliness
who are homeless or at-risk of home-
lessness. Of the 18 units, 15 are funded
with MHSA Housing Funds. The Grand
Opening is scheduled for June 18,
2010.

Upon completion, Interim expects Sun-
flower Gardens to achieve Gold or

Platinum certification from
the LEED for Homes pro-
gram for its energy effi-
ciency. LEED for Homes is a
rating system that pro-
motes the design and con-
struction of high-
performance “green”
homes. Green homes use
less energy, water and
natural resources,

create less waste, and ——
are more durable and
comfortable for occupants.

Construction at Sunflower Gar-
dens is moving along quickly. The
interior has been painted, and
flooring has been laid. Cabinets
have been installed, and appli-
ances will be installed in early
April. Phone and power lines are
in place. Outside, the concrete is
being poured for the sidewalks
and courtyard, and the planting
beds are being prepared. The exterior
watering system will be installed by
the middle of April, and the site will be
cleared of construction materials.

One of the final touches will be the
installation of six handmade mosaic
tile murals with sunflower designs
on the exterior walls at Sunflower
34 Gardens. These extraordinary art-

The tile artists hav? beeh h.'beetlng for
approximately ayear‘de.c,lgmng the
mosaics, collecting materials, laying
out the tiles, and grouting them for
outdoor use.

As of March 26, more than 80 people

A

have applied for the 23 beds at Sun-
flower Gardens. Residents must be
low-income and have a major psychiat-
ric disability. Priority consideration is
being given to applicants who partici-
pate in Monterey County’s full service
partnerships funded under the Mental
Health Services Act. Applicants are
currently belng screened and will be
recelvmg ications at the beginning

Ao
L

of April.

The furniture will be arriving at Sun-
flower Gardens at the end of April, and
23 handmade quilts—a generous do-
nation from an Interim supporter—will
help to turn this “construction project”
into a home!

The Sunflower Gardens Grand
Opening is scheduled for June 18,
11:00 AM, 29 Sun Street, Salinas!

The public is invited to attend. Infor-
mation can be obtained from Interim’s
website at www.interiminc.org. Click
on the Sunflower!
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Success Stories

San Bernardino County Supports Military Families

By Amy Shearer

San Bernardino County is working to serve
members of the armed forces and their
families using an innovative Military Ser-
vices and Family Support Program (MSFSP).
This Prevention and Early Intervention
program is funded with MHSA money, and
supports families living on and off military
bases within the county. San Bernardino
County has a large population of military
families, due to the county’s three military
bases: Ft. Irwin, an Army National Training
Center; Twentynine Palms, a Marine Corps
Combat Center; and a Marine Corps Logis-
tics Base.

Although there
are support
services for per-
sonnel and their
families on the
bases, these
services are
often underuti-
lized because of
the stigma attached to seeking mental
health services in the military. Many fami-
lies feel uncomfortable using the on-base
services, where they may be recognized by
friends and community members. Because
the Military Services and Family Support
Program centers are located off base, there
is more privacy for families seeking their
services. However, some of these families
do not have the option of driving to a
neighboring city for services. A unique
component that contributes to the success
of the program is that the therapists pro-
vide in-home services. This is important
because the bases are relatively geographi-
cally isolated; in fact, Fort Irwin is in the
middle of the Mojave Desert.

“Unbelievable services...
love the fact that they
come to the home and
are able to track
dynamics of family and
are adaptable to our
schedule.”

The program offers services for individuals
transitioning back to community life, in-
cluding peer support groups, depression
and post-traumatic stress disorder screen-
ings, substance abuse referrals, and case
management. They also offer short-term
family interventions to help children adjust
to having a parent deployed or return from
deployment. There is even a support group
for children age seven to twelve who are
having problems in school. One parent
commented that they are, “Way happy

they come to the home and [are able] to
build rapport with...our child.” Beginning in
early March they will be starting a new
parent and spouse support group that will
focus on the issues specific to military fami-
lies.

The current mental health services are
provided by two contracted provider agen-
cies, and they are on target to meet or
even exceed the originally intended num-
ber of families, reported San Bernardino
County’s Prevention and Early Intervention
Program Manager (1), Michelle Dusick.
Helen Horn, a Clinical Supervisor at the
High Desert MSFSP noted that, “Since Oc-
tober of last year when the program began
we have had 42 referrals for services that
we ﬁaf\'/'é' responded to.” Of those referrals,
moéi,;'were for assistance with family rela-
tionships, problems with school or work,
high levels of stress, or depression. Refer-
rals can come from contacts on the bases,
but many of their consumers find the ser-
vices through flyers, press releases, and
word-of-mouth — something Dusick laugh-
ingly refers to as “grass roots marketing.”
Much of the success of the program is due
to excellent communication between the
providers and the county’s Office of Vet-
eran’s Affairs, who, Dusick added, have
been, “very supportive and instrumental in
teaching us about military structure and
culture.”

The response to the pro has been
overwhelmingly posi-
tive. One consumer
commented that the
program has,
“Unbelievable services...
love the fact that they
come to the home and
are able to track dynam-

ics of family and are
adaptable to our sched-
ule.”

The following success
stories come from the
High Desert Military
Services and Family
Support Program.
(Thank you to Helen
Horn for providing
these).

“This family was referred to us from
Army Community Service. The family
includes an active duty soldier, his wife,
and three boys. The soldier and his wife
were having frequent and severe fights
centered around the father's interac-
tions with the kids and his temper; Dad
is a combat veteran with six overseas
deployments. We met with the family
and assisted with communication skills
and anger replacement training inter-
ventions and also helped them to see
that they cared about each other but
had drifted into an adversarial relation-
ship. At intake, they told us that they
were going to get a divorce and that
they “were done with each other” at
that time. We continued to work with
the family on dealing with adult prob-
lems when the kids were not around
and also trying to see each other's
viewpoint. The family has since an-
nounced to us that they have decided
to try again and are going on a vaca-
tion to get reconnected with each
other. The children have been acting
out less with better school grades and
less school behavior referrals, and have
been able to see Mom and Dad resolve
some problems successfully.”

“Another family that was referred to
the Military Services and Family Sup-
port program was in danger of having

(Continued on page 16)

MSFSP Staff in attendance at the John F. Kennedy University “Front
Line to Home Front” conference, 2009.
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Calendar

San Bernardino County Supports
Military Families
(Continued from page 15)

one of their minor children lose the privilege of living on
base because of behavior on the base, at school, and on
the bus. We made contact with the family and began to
cultivate a working relationship with the mother, and
also the youth, who was having problems with being
defiant and would communicate in an argumentative
manner with his family habitually. The family

had experienced loss because of an unfortunate acci-
dent that the whole family witnessed and was also deal-
ing with ongoing stress from challenges that the mother
had experienced in her past. After helping the family to
work on communication as well as effectively address-
ing behaviors the youth has had success in staying out
of trouble to a large degree and family relationships are
beginning to rebuild. Most of all, it seems that the fam-
ily will not have to move off post, which would have
been a hardship for the family to endure.”

This program is successful because it meets the needs of
the targeted population; specifically, the need for privacy in
accessing services, and accessibility of those services. These
needs are met by having off-base centers, and therapists
who can make ‘house-calls’. Another important element of
their success comes from the initial planning process. Du-
sick noted that having all the partners organized before-
hand, and having an appropriate infrastructure in place
before implementing the program, was pivotal in ensuring
that the programs would be successful. “Just having every-
body on the same page up front, and working together,”
was important in making sure everything ran smoothly
from the beginning.

Contact Us:

%ark Your Ca[enc[mf/

April 29, 2010 - Sacramento
May 27,2010 - Sacramento

June 24,2010 - Sacramento

July 29, 2010 - Sacramento

Mental Health Services
Oversight and Accountability Commission

1300 17th Street, Suite 1000
Sacramento, CA 95811
Tel: 916-445-8696
Fax: 916-445-4927
Email: mhsoac@dmh.ca.gov

Disability Capitol Action Day

Resource Fair

Wednesday May 26th

10 am - 3 pm

Main Event on West steps of the Capitol

Come celebrate 20 years of the Americans with Disabilities Act

For more information, visit www.disabilityactioncoalition.org
and click on Resource Fair
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