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Dear Commissioner and Executive Staff of DMH,

The Transformation Center (formerly OMPOWERO) appreciateshe efforts of the
Department of Mental Health to make innovative and transformative changes to the
foundation of the service system. The value and principle of ORecovery and

Resiliency through Partnership with clients and family members...O is a goal that is
integral to our mission at The Transformation Center:

“Through our lived experience of recovery, we access our strengths and
wholeness to provide education, resources and support in Massachusetts. We
work with partners for human service transformation that empowers us to live
full, self-directed lives.”

We see the RFI process as having the potential to open the door to creative strategies
for breaking down funding barriers and siloed services, to design services that maximize
the likelihood of recovery and resiliency, and to ultimately provide cutting edge services
for the people of Massachusetts.

The attached Response to RFI represents a synthesis of the input gathered from many
constituents across the state. To facilitate this process, the Transformation Center
disseminated the following documents:

* A one page summary of the RFI; (See Appendix 1)

* A word count listing key language used in the RFI; (See Appendix 2) and

e A OtranslationO of the RFI questions for DMH servieasers to think about and
respond to. (See Appendix 3)

These materials were disseminated to all people working for the Transformation Center
(both paid and unpaid workers), to people on the Transformation Center mailing list, and
to the six Recovery Learning Communities for further dissemination. This was followed
by a conference call and numerous one-on-one discussions to gather input. In addition,
these and other DMH RFI documents and were presented at two forums with people
who use DMH services. The actual responses from these forums are attached (See
Appendix 4). Thank you for the opportunity to submit these responses.

Sincerely,

Deborah Delman Lyn Legere Marcia Webster
Executive Director Director of Education Consultant
drdelman@comcast.net lynlegere@me.com exth64@yahoo.com
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Responses to the ORequest for InformationO
The Transformation Center

Below you will find the responses to each of the questions posed in the Request for Information.
We believe, however, that there are some key principles and practices that should be integrated
throughout any system redesign. We offer these before getting to the individual questions.

Essential Guidelines for Action

1. Wholehearted Engagement with and Inclusion of People who are Served by
DMH

Principle: People who use DMH services and, therefore, are the most affected by
these services, are included and have influence in every part of the system.

This principle refers to meaningful participation and influence in meetings about
system changes, training opportunities, all aspect of research, policy development
efforts, hiring the provider workforce, and informing about person-driven planning, to
name just a few. Funding mechanisms to assure meaningful participation for costs,
stipends, and consultation fees are created for people who are not on the "Master
Service Agreement.O

2. Support the Learning Curve

Principle: People are allowed the dignity to do things wrong before they learn to do
things right. Errors are not pathologized as iliness-related, but, instead, seen as
growth opportunities in which investment must be made.

A measure of time and effort is expended to introduce options every time a person
using or providing services is asked to try something new. For every new skill or
action, support is provided for the OdoingO anidnplementation of that activity.
Mistakes are expected and embraced as part of the learning process. Informed
consent is operationalized as the practice of making calculated risk agreements.

3. Shared Learning and Skill Development

Principle: Clinical and other service providers consistently join people who use
services in gathering information and learning new skills.

Services that focus on skill and functional improvement rather than symptom
reduction require training and technical assistance for both those providing and
receiving services. Having these learning experiences be integrated rather than
separated allows for a rich community of learning that increases the connections
between people.
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Together, people providing and using services can become skilled in new practices
such as developing mentors, involving family and friends in a personal support
system, developing skills related to valued roles, etc.. In this Shared Learning model,
Recovery Learning Communities, clubhouses, rehabilitation practitioners, and other
educators function together as key agents of community development. They support
people from within communities as they develop and contribute to the collective
social capital.

4. Sustained Collaboration

Principle: The goal of CRecovery and Resilience through PartnershipO s
maintained and drives all decision-making processes b during initiation, throughout
implementation, and in evaluating and modifying all system functions.

5. Creating Hope Inspiring Environments

Principle: Because hope plays such a vital role in facilitating the recovery process,
physical and emotional environments are structured to communicate human dignity,
physical safety, belief in recovery and scream Ohope!O in every way.

Physical environments are warm, welcoming, physically comfortable and equally
pleasant for people who use and provide services. All settings and staff offer
information, activities, language, attitudes and practices that promote a positive
vision of recovery for every person.

6. Disrespect, Stigma and Discrimination Towards People Using Services is Not
Tolerated

Principle: Staff are hired and supervised based on their ability to engage people,
facilitate peopleOs recovery process, and inspire hope and optimism.

A job requirement for all people providing services is to act respectfully towards
people and use language that communicates respect for the person as a person.
Any actions or language that is discriminatory, promotes stigma, or demonstrates a
lack of respect is grounds for dismissal.

Systems are created to collect feedback from the people being served regarding
individual staff performance, and participantsO opinions are given great weight.
Stress, anxiety and conflict in delivering services and in the workplace are
addressed through avenues and structures that are easily accessible for all.
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7. Centralize and Standardize Basic Training in Recovery

Principle: A skilled cadre of recovery trainers take a major role in the training needs
of the state.

Massachusetts has a statewide team of peer and recovery trainers. Funding and
contracting structures support a coordinated team and extended network of high-
level peer trainers for curriculum development and training in the skills and
resources essential to actualizing a recovery-oriented system.

8. Prioritized Rehabilitation over Risk Management & Symptom Reduction

Principle: Services delivered from a rehabilitation approach that focuses on chosen
goals, maximizing function, and gathering community supports will, in and of itself,
serve to lessen risk factors while facilitating hope and motivation.

Well established rehabilitation practices and standards, such as those used by
USPRA, are used and are effective in reducing the need to focus on risk and
symptom management. Evidence-based practices are utilized, being mindful of
research limitations and access, and other innovative practices are also explored.

9. Standardize Documentation

Principle: Standardized documentation that is consistent with recovery-oriented
practices is used throughout the state and across systems.

DMH advocates for the development of documentation that supports new practices,
and does so in a format that will transfer to a well-protected electronic system. A
transition to co-documentation is planned where providers and service users can
both contribute toward an individualOs record at the time of service delivery.

10. Self Directed Care

Principle: DMH ensures that the Self-Directed Care options and funding, as
developed by EOHHS, are available to people with mental health diagnoses.

DMH recognizes that the Self-Direct Care initiatives have been much more difficult
to access for people with psychiatric diagnoses. DMH works to make this option
available, and specifically addresses the IMD exclusion limitation that currently
serves as a barrier.

We believe that integrating these principles in whatever service design is ultimately created will
strongly support DMH’s mission of Recovery and Resiliency through Partnership.
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Question — Specific Responses from The Transformation Center

A. Service Code

Al. Service Mix. Are the four (4) service codes identified in Section | the right ones to
combine? If not, explain how the proposed Community Based Flexible Supports
service code should be structured and why. Are there other existing DMH service
codes that should be added?

Yes, the four qodes should be combined. PACT and SEE should be added , along with a
new code for OTransitional Services .0

The four Codes identified allow for an increase in flexibility of support, and utilize rehabilitation
along with symptom reduction & medical management. However, to be truly effective, this area
of Community Based Flexible Supports must also incorporate the Supported Education and
Employment services (SEE). The inclusion allows people to strive for goals related to “valued
roles of choice in the community”. It is the inclusion of these goals that promote engagement,
motivation, readiness development, future orientation and hope. Separating these services will
be a barrier to including these longer-range goals and can defeat the entire philosophy behind
recovery and resiliency.

SEE services are currently included in the reorganization that EOHHS is leading. In our vision
of the system, however, SEE services should also be part of DMH’s Community Based Flexible
Supports. This vision is also shared by the Employment Subcommittee of the State Mental
Health Planning Council.

PACT team services, as a comprehensive community based support, should also be included.

A New Code for OTransitional ServiceO - A “Transitional Services” code would allow for
continuation of person-driven services that may be in transition when more than one agency is
involved, when a service is transitioning from one service type to another, or when a service is
being discontinued while another is stepping in. This is especially important as DMH anticipates
the upcoming reprocurement process.

A.2. Group Homes. Do you think th& 24/7 group homes should be included in
the Community Based Flexible Supports service code or+@ocured
separately? Do you think their inclusion would allow for greater
coordination of care and for service levels to be more readily adjusted and
for providers to better manage resources?

Yes and No

Supported Shared Living situations need to remain available and included through the
Community Based Flexible Support Code. However, the primary current “one size fits all” and
‘person and available-bed” placement system needs to be eliminated. Rather, a transformed
system will include supported living arrangements designed to help people acquire specific skills
and supports needed to sustain and maximize independence.
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Such shared living situations should not replicate current group homes, which have not
achieved the goal of truly helping people acquire skills or gain greater independence. Instead,
the learning model outline in section D.3 below should be adopted.

A3. Facility-Based Respite Services. Given the ability of the Community Based
Flexible Supports service code to increase supports (e.g., ability to flexibly deploy
staffing) as needed and the community based nature of the services, will there still
be a need for facility based respitservices and/or what changes should be made to
facility based respite services?

Yes. Both in -home assistance and respite services are helpful to people.
Peer Forum 7-23-08* )
(Responses from O723-08 Peer Group Feedback to DMHO are included in their atirety in

Appendix #4 and inserted where applicable in the text of this response.)

Transformation Center Question: If you needed “respite”, would you rather go to a place with
staff there all the time OR have providers to come to your home?

Peer Group Response:
e [tdepends. | would stay at home ONLY if | could get added supports. Otherwise, I'd go
to respite. It can be more aggravating with other people there.
* Respite programs should be there, but people also need their privacy.
* Staying home it better if your therapist, someone who helps you stay stable, could come
to your house and give you services once in a while - or on a regular basis.

* [ would want to get away (3 participants)

* If people come to your house to provide services, you could get worse in your own place
after they leave. Things wouldn’t change enough and you’d be alone again.

* Inthe past, it's been true that a change of scenery did help.

For additional perspectives on respite services see Appendix #4 “7-25-08 Peer Group
Feedback to DMH”.

In a recovery-oriented system, Respite services should never be medicalized or housed in a
medical facility. A clear delineation between respite services and short-term crisis centers in
hospitals/medical facilities is needed. Peers should be employed in respite settings and as
Personal Assistants to help people stay home, if possible, or to prepare for a successful return
home from respite.

Community resources should be well known by the respite staff. Connections and
collaborations with RLCs, Independent Living Centers, Club Houses, etc., should be an early
benchmark in contracts and a standard for evaluation of respite programs.

Helpful Resources:
* Windhorse Associates — provides in-home respite support in Western Massachusetts.
www.windhorseassociates.orq. David Stark, Director of Peer Support.
* Sherri Mead — on peer run respites at www.Mentalhealthpeers.com or see her on You
Tube.
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e Curriculum for training Peers as Personal Assistants available online and through
Boston University Center for Psychiatric Rehabilitation. www.bu.edu/cpr

B. Standards

Two key standards, identified by DMH as “Principles” in the “Framework for Quality”
presentation, “Trauma Informed Care” and QDignity and Respect” for people using services, are
not included in this "Standards” section of the RFI. We believe these standards are critical and
address them below:

Traum a Informed Care addresses individual services as well as the overall approach of
systems of care. It identifies the affirmative organizational and personnel actions that help
promote Trauma Informed Care while, at the same time, delineates those things that serve to
retraumatize people and, consequently, hinder any recovery efforts.

Concrete steps, such as learning opportunities and policy modifications for staff working at DMH
and vendor agencies, as well as people using services, should be a top priority in all service
design.

Trauma Informed Care can be operationalized by utilizing the principles of psychosocial
educational empowerment. These principles, as well as curriculum and organizational tools for
promoting trauma informed care, are described at SAMHSA’s “National Center for Trauma
Informed Care” (NCTIC) website http://mentalhealth.samhsa.qgov/nctic/trauma.asp. Changing
systems of care can be operationalized through the use of the Sanctuary Model (see
www.sanctuary.com). Training and funding should target this priority.

See also Appendix #4 “7-25-08 Peer Group Feedback to DMH” for current perspectives on
conflict and trauma sensitivity in DMH services.

Dignity and Respect for people can also be operationalized through a number of specific
practices, including shared and “concurrent” documentation. The Mental Health and Substance
Abuse Council of Massachusetts (MHSACM) created and piloted documents for standardization
this past year. The preliminary results can provide guidance to DMH in these efforts.

(Appendix #5 “MSDP July 2008 Update” or go to http://www.mtmservices.org/MSDP-

Update.html).

Concurrent Documentation Reference: Ohio’s Standardized Documentation project and
outcomes, used as model for MHSACM'’s work.
http://www.mh.state.oh.us/cmtymh/soqic/soqic.eforms.html “Implementation and Support
Manual” - p. 53, Chapter 4, p. 563-63.

Dignity and Respect could also be protected by ensuring that people providing services
adhere to DMH’s Informed Consent policy in their practice of medical and treatment decision-
making. Research has documented that providers will omit pieces of information about a
medication or treatment if they suspect the full disclosure will dissuade someone from following
the recommended treatment. Dignity and respect can only be achieved when there is full
disclosure, even if that leads to conflict rather than agreement (i.e.: “compliance”).
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Performance evaluations should contain mechanisms to evaluate the degree to which providers
are fully informing people of the benefits and risks of any medication or treatment, and conflict
resolution processes should be implemented to resolved differences about treatment choices
when the person providing services feels strongly that a treatment is necessary.

One indicators of successfully upholding the dignity and respect reflected in both the word and
spirit of the DMH Informed Consent policy would be when a low number of Human Rights
Complaints are registered AND a high number of resolutions occur via an agency supported
mediation/conflict resolution process. It is important that a low number of complaints NOT be
used as a single indicator. To achieve this outcome, community mediation centers could be
consulted and regional Mediation Teams created. Such a team might include DMH staff,
providers and peers trained together in basic mediation and other conflict resolution skills.
Ultimately, these practices would not only support dignity and respect, but also enhance
personal responsibility, skills building, strengths based and person centered planning, and
counteract the detrimental long-term affects of learned helplessness.

B.1. Strength-Based and Person Centered. In the delivery of Community Based
Flexible Supports, what innovations and changes would you suggest to
ensure that the services actively support anedncourage self determination,
maximize natural supports, assist and respect client driven life decision
making and thatintegrate client identified strengths and strategies into an
action (treatment) plan which facilitates recovery?What program
standard(s) would you like to see DMH establish in this regard?

Agencies with whom DMH procures need to work out mechanisms to offer self-directed care
options, such as fiscal intermediary, and support brokering, etc. per the EOHHS Community
First Process. Although the model has proved cost-effective with positive outcomes, current
financing is not as available for people with mental health conditions. Therefore, DMH will need
to advocate for this option to allow the empowerment it can afford to people with psychiatric
diagnoses.

See also responses to other sections: “Essential Guidelines”, “6. Standards: Dignity and
Respect/Informed Consent,” “B4. Integration of Peer Services”, and “B2. Risk Management”.

Helpful Resource: Judith Cook, Advancing Knowledge and Training on Self-Determination
project @ http://www.psych.uic.edu/uicnrtc/self-determination.htm provides a wealth of
information and tools to promote self-determination practices for people with psychiatric
disabilities.

B2. Risk Management. How can DMH support providers in managing client risk in
the community? How can DMH assist providers to ensure that Rogers Orders,
Representative Payees, etc. are only usetien needed and are not used to
supplant client driven decisioamaking?

OAirlines manage risk without finger pointing  EO is a management idea from the airline

industry. Its underlying foundation is that risk management systems based on placing blame
result in people hiding problems rather than openly discussing problems, and for airlines, this
results in unnecessary air disasters. It goes on to postulate that safety management (vs. risk
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management) lessens risk by supporting open dialogue and avoids finger pointing and
consequent silence. (See Captain Rick Clarke, Director, Safety Management Systems Project,
Air Line Pilots Association.

www.icao.int/icao/en/ro/nacc/meetings/2006/SMS/14/14 08 ifalpa clarke.pps)

Risk needs to be addressed in open, free, ongoing dialogue without consideration of political,
personal, or professional consequences for voicing an opinion. Some ways to facilitate this
process:

* Include people using services in their own risk process and in risk meetings.

* Restructure or replace the CERF and C-CERF, which are not empowering processes at
this time.

* Restructure the broken human rights and complaints process.

* Create policies that assure that people remain central players in their treatment planning
regardless of the presence of a guardian or Rogers Order. Maintaining engagement and
continuation of the rehabilitation process will ultimately lessen the risk and the need for
external decision makers.

* Ensure that people with guardians or under Rogers’ Orders be given generous
opportunities to develop the skills they need with respect to financial and medical
planning to allow better self-efficacy, engagement, motivation, and investment in the
outcome.

* Create considered, calculated risk agreements between providers and persons receiving
services to test ability, give room for growth and learning through failure, and keep open
the door to possibility.

* Teach people (both service users and providers) about Crisis-Planning/Advanced
Directives. Train people to plan and develop the necessary personal networks of
support so they will have others with whom to trust with Advanced Directives.

* Advocate for Advanced Directives to be accepted as a legal document in Massachusetts

* Focus more on rehabilitation and improved function than symptom reduction, which will,
when done by skilled practitioners, minimize risk.

* Create Peer Advocate positions to assist people in developing the skills needed to self-
advocate, negotiate risk, and partake in mediation processes (See Section B
“Standards” above).

* Transform and create recovery and resiliency-oriented environments of hope, which in
and of itself significantly reduces risk.

One indicator that providers are adopting more open, creative ways of addressing and working
with risk would be a reduction of Rogers Orders. We advocate that DMH create benchmarks
around this issue and that these be made public.

Peer Forum 7-23-08
Transformation Center Question: Are Rogers Orders (forced medication) or Representative

Payees (someone else uses your money to pay for your basic needs) ever necessary or
helpful?

Peer Group Response: Yes (4 participants)

But you should never be forced to take medication just by itself, ever. It is not the most
important thing. Skills are just as important. In my experience, you have to train your mind to
not be on medication so that you can help yourself.
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IF someone is forced to take medication, it should go along with skills training and treatment.

I requested Rep Payee once and it helped. But it’s been a downfall because staff are [sic] not
aware enough of SS benefits. SS won't give you info if you are not own payee. I've been
underpaid more than $100/month when moved to another residential program and staff let it
happen, | had to go down. Education of staff is essential, participation of person who knows the
SS system.

I wouldn’t be on meds w/out Rogers and I’'m doing so well. So it’s helpful, I'd be doing worse.
Rep Payee can be helpful. Depends a lot on Rep Payee, how much they want to save. But
should be able to get what you need.

I've had staff forge my signature on paperwork for SS.

B3. Integration of Services. What strategies would you suggegor ensuring that
providers of Community Based Flexible Supports effectively collaborate and plan
with DMH, other DMH providers, and the acute mental health system including
outpatient services serving the same clients? Be specific about collaboratio
activities, needed meetings and communications and where the responsibility for
such should lie. What program standards would you like DMH to establish in this
regard? What barriers to integration should be examined and addressed?

We have envisioned Implementation Teams to initiate and facilitate the peer integration
process. (See B4. below) A similar team can be created to assist with problem solving and to
create tools and systems for transitioning to person-driven services. As is outlined below in B4,
these teams would consist of partners from the Recovery Learning Communities, Clubhouses,
The Transformation Center and other peer groups, along with rehabilitation specialists, staff
from DMH and vendor agencies, and community agencies throughout the state. In creating such
a team, the state will have a collaborative of experts in person centered planning, the network of
service availability and ways to implement the collaborations and partnerships. Key factors
need to include:

a. The person using services is the center of all communication and decision-making, with the
intention of both meeting the person where he/she is at, and assisting the person to gain the
knowledge and skills needed to take on a greater role over time. Training and support is
made available for those who choose to take on active self-determination roles, and to
explore what factors may inhibit others from doing so. This in an expression, or
operationalization, of the principles of empowerment and choice.

b. Psychiatrists should not automatically be the team leader or the ultimate “decider” by default
or tradition. Rehabilitation providers, peer specialists, other medical providers and the
person using services may have excellent facilitation skills. All should be working in full
partnership and with shared responsibility, regardless of who facilitates.

c. A statewide and regional infrastructure to facilitate network and community-building around
regional or topic-related service clusters could be coordinated by a coalition of state
agencies (including DMH, DPH, Mass Rehab, MBHP, similar to the current structure of
Transcom).
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B4. Peer and Family Support. How best can peer and family support be integrated
into the delivery of Community Based Flexible Supports? What typef guidance
and technical assistance should DMH be prepared to offer providers to ensure the
successful integration of peer and family support into Community Based Flexible
Supports? What program standard(s) would you like to see DMH establish in this
regard?

Peer specialists and peer workers are both valued by the diverse partners within Transcom. We
urge DMH to follow the Roadmap and other tools created by Transcom and the Center for
Health Policy and Research. (Appendices #6 “Peers as Valued Workers Roadmap: Executive
Summary” and “Long Version”, #1 “Peer Specialist Position Paper” and #8 “Promoting a
Culture of Respect”)

Process for Peer Integration - Overview

For improvements to be successful, we advocate a-Quigl plan to integrate pesand
recoveryoriented practices. It is imperative that new peer and agency staff receives training
and support, both individually and together, to implement the transition process. For this,
statewide and regional Ointegration teamsO should be ebtablisat include Recovery

Learning Communities, Clubhouses, The Transformation Center and other peer groups along
with DMH leaders and provider staff. Teams working together over time will streamline and
problemsolve throughout the extended period ofrdEto the functions and cultures of local
groups. A sample plan is outlined below. These Phases will not necessarily occur in a linear
fashion, but be based on the strengths and growth needs of each agency.

. Preparatory
Integsrl::tlo(r)lr'{eam Training - Peers &
pp Providers
Ongoing Technical Su;():z;‘{cliilsir;and
Assistance to Educati fg
Agency uc§t10n or
8 Working Peers
Peers w/ experience
Agency opens up & CEU to
additional peer .
supervisory/

slots : o~
mentoring positions

Agency creates
variety of roles &
positions for peer

Phase I: 13 Ee 2N Jve towards the

hiring of peers.” An Olntegration TeamO comprised of consumers, people from DMH, people

Peers train in
specialities
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from outside agenciésand other partners, would meet with the agencies peer ange®m

leaders todetermine their strengths and areas of need in order to successfully integrate peers
into meaningful work. This team could assist with such things as job descriptions, human
resource policies and practices, tools for supporting employees on or tramgitioom SSDI /

SSI, evaluating training needs, etc. Peer workers and sars&es would be given additional
training about the current and historical structure of the DMH systelight of anticipated

changes. Agency culture change and cultural comgetevould be assessed during this first

phase. Itis also a critical time to communicate support for existing staff that have mental health
conditions but have been unwilling to disclose within the @ge(Appendix #8 OBmoting a

Culture of RespectO)

Phase Il: In the second phase, peers would be hired into the agency with peer specific job titles,
like OPeer Support WorkerO or OPeer SpecialBoth the agency and the peers hired would
continue to get technical assistance/supervision/continuingagidndn order to address the

barriers that are sure to arise and to ensure a smooth integration process, including for the
people offered new OPeerO services. As with the technical assistance tools already developed
(Appendix #9 OServiceNet DisclasGudelinesO)it is anticipated that early adopting agencies

and peer technical assistance organizations will continue to create policies and training modules
that can be used in the future as other agencies implement the process.

Phase IlI: After a predeermined period of implementation and assessment, during which initial
issues in the integration process are resolved, the agency will expand the number and placement
of peers within their system. Peers with experience and continuing education wik e sielp

into supervisory and mentoring roles, allowing for both a career ladder for the experienced

peers and direct peer supervision for new employees. Peer Supervisory level training is
expected be provided through the collaboration of The Transfmm@&enter and local RLCs.

Phase IV: Continuing Education an@raining in specialty tracks for peers will allow workers to
develop skills in specific areas of practice, including forensics, age specific services (youth and
elderly), dual diagnosis, pskiatric/medical ceoccurring conditions, health promotion and
wellness and crisis prevention and intervention.

In addition to phase-specific changes, we recommend that:

* Peer positions should be created under every service code. Peer Specialists and Peer
Workers provide unique services and perspective that are essential in shifting to a recovery
and resiliency model of service delivery. Everyday exposure to people who are living in
recovery is the greatest tool to combat organizational stigma, discrimination and internalized
stigma.

* No peer should be in a position where he or she is working in isolation. A pair or team
of Peer Support Workers and Peer Specialists should be working as colleagues in every
service entity.

' The term “agency” is being used here to represent any vendor that offers services under any
contractual model determined by DMH as part of the reprocurement process.
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Benchmarks should describe t he increasing percentage of peers in each agency’s
workforce. Benchmarks should be set throughout the rollout process (described below).
We envision that over 50% of staff services will eventually be provided by peer workers. We
expect this result based on the successful integration of peers into the workforce and on
cultural changes that will naturally occur, as more people with lived experience are present
in the environment.

Target Benchmarks: To facilitate the development of a significant peer workforce, we
suggest the following target benchmarks for number of peers on staff:

1) Endofyear1—-2%

2) Endofyear3—-7%

3) Endof year 5— 15%

Expectations for year one are minimal, knowing that this is a transitional year requiring
infrastructure preparation, training, and other steps to ensure that the agency personnel
and incoming peer staff are prepared to work together collaboratively and respectfully.
However, by year three, a more substantial jump is suggested as it is anticipated that the
reprocurement process will result in a shifting of positions, roles, and services making
this an ideal time to integrate peer positions.

Appendices specific to Integrating Peer Workers

“Peers as Valued Workers Roadmap: Executive Summary” and “Long Version® from
Transcom (#6)

Position Paper: “Developing a Mental Health Peer Specialist Workforce in MA” from the
Center for Health Policy and Research, UMass Medical School (#7)

“Promoting a Culture of Respect” statement from Transcom (#8)

“Guidelines for Disclosure” from Service Net (#9)

“Peer and Family Support Services Policy Development Paper” from The Commissioner’s
Workgroup (Appendix #10)

“Certified Peer Specialist, Core Competencies” from the CPS Curriculum (Appendix #11)
“Developing Strategies to Integrate Peer Providers into the Staff of Mental Health Agencies”
research by Lauren B. Gates and Sheila H. Akabas at Columbia University (Appendix #12)

B5. Medical Health Care DMH will require Community Based Flexible Supports
providers to promote healthier lifestyle changes andupport clients in making good
health and healthcare decisions, particularly in the areas of smoking, physical
activity, and nutrition This would include client engagement with primary medical
providers. What program standard(s) for Community Based Flexible Supports
would you like to see DMH establish in this regard?

DMH needs to issue informational publications regarding the well-documented health risks
related to psychiatric medications, such as diabetes and weight gain. These informational
bulletins need to be done in language that can be understood by all, and readily available to
everyone.

Well documented public health practices that promote health and wellness via educational
campaigns are ideal for this purpose. DPH is experienced in creating opportunities for learning
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through peer and other support rather than coercion, and has also generated the research that
shows the efficacy of this approach. Partnering with DPH to create meaningful programs would
operationalize this standard.

DMH needs to support people to research and utilize alternatives to traditional medical care,
including acupuncture, the relaxation response, exercise and nutrition coaches, etc. It is
important to work with RLCs to identify low-cost, alternative complementary medicine options in
locations throughout the state.

Informed Consent and Self-Determination standards, however, continue to apply without
reservation. Health and wellness can only truly come out of choice, not force, and the best
motivator for health and wellness is an overall quality of life that moves people to choose life.
When the other standards outlined in this RFI are actualized, i.e. when people are served in
systems that inspire hope, help them achieve personal goals, treat them respectfully, support
their work towards valued roles, and celebrates all they are and can become, people will be
motivated to live healthier lives.

B6. Evidence Based Practices. To implement Evidence Based Practices or models
promoting rehabilitation, resiliency and recovery, staff must receive training and
ongoing support/supervision in implementing these models. Are there approaches to
train, support, and mentor staff in these models and practices that might be a more
efficient and effective approach than each provider training/supporting their own
staff?

Recruiting, retaining, and training an effective workforce is a responsibility that is best
coordinated amongst everyone, with employers in the lead. At the provider level, agencies
should be responsible for ensuring that all workers hired meet basic expectations in terms of
1) holding a positive world view toward mental health recovery and 2) having identified
interpersonal and communication skills.

Beyond that, people need opportunities to learn, to contribute to, and be recognized in their
work. Systems of cross-agency, topic specific, regional and statewide trainings that help
workers deepen their skill and knowledge base should be paid for by funding agencies.

Trainings would be facilitated by teams of people qualified to facilitate specific dialogues and
practice sessions, or have specific information to share. By definition, training teams would
include people with the personal experience of mental health, addictions and trauma recovery.

B7. Cultural and Linguistic Competency. What specific actions and strategies would
you suggest for ensuring that Community Based Flexible Supports are provided in a
culturally and linguistically competent manner? Do yourstrategies depend on the
model that is used for procuring the service? What program standard(s) would you
like to see DMH establish in this regard? What are your recommendations for how
the recruiting of multicultural/bilingual staff and/or the provis ion of training could
be done most effectively and efficiently? Do you have any suggestions other than
hiring multicultural/bilingual staff to ensure that the cultural and linguistic needs of
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DMHOs clients are met? Specifically address how DMH can inmwe access for the
ethnically and linguistically diverse populations.

Hiring bilingual and bicultural peer and non-peer service providers is critical. Promote
the training and development of peer workers and service users with diverse cultural and
linguistic expertise. Culture and diversity is much more than interpreting information into
different languages. To truly achieve any level of diversity and cultural sensitivity, members of
the communities being served must be central in the provision of services. No services,
including peer services, can be delivered in a single way and meet cultural and linguistic needs.
Ensure that the Community Based Flexible Supports code allows for the variation and flexibility
required to meet multi-cultural needs.

Also, DMH should consider allowing a suspension of the usual DMH service area boundaries
and, instead, promoting the use of service corridors so that culturally appropriate service teams
can meet the needs of specific communities.

The Latino Peer Support training program, created by the New England Independent Learning
Program (NILP), is an example that DMH could use to model initiatives on. The model is an
exemplary example of recognizing and drawing upon cultural norms to enhance engagement
and involvement. In this specific case, the program was designed with an awareness of the
cultural tendency to seek support and direction from family elders and professionals. With
consistent support over many years, NILP has been successful at staffing and building a
curriculum for peer support training that attracts and retains Latino peer support
workers/volunteers

B8. Standards. Are there standards you would recommend for any of the different
service components of Community Based Flexible Suppofts

We recommend that DMH start from a recovery-focused foundation and rewrite the service
components of Community Based Flexible Supports. Service descriptions need to respect the
principles of person-centered, client-driven, innovative, accountable and evidence-based
services. In addition, areas where service components may function in conflict with one-
another, clear instructions of ways to resolve these conflicts should be provided. Such a well-
grounded description of components will allow effective standards of practice to follow.

Peer Forum 7-23-08 )
Response to OWord FrequencyChartO(Appendix #2):
“Symptom” is not an accurate or useful word; it’'s not a good way to describe us.

C. Models for Procuring Services

C4. Clinical Rehabilitation and RecoveryExpertise. Given the existing resources
available for Community Based Flexible Supports, explain how under the three
models for procuring services clinical expertise could be infused more
consistently into the delivery of all service components. Dmu think one of the
models would be better than the others in ensuring this optimal clinical expertise
and involvement in the care of clients?

RFT Resnonse. Transformation Center. 7/31/08 15



We advocate that information and an optimistic perspective about mental health, trauma and
addictions recovery (rather than clinical diagnosis and assessment) be infused consistently
in all service environments, including policies, physical space, staff skills and language and
documentation practice.

Workers with information and skills that promote peoples’ specific rehabilitation goals
(including financial management, using public transportation and returning to the workforce)
should be accessible wherever service descriptions call for such expertise. There is a
growing number of Certified Psychiatric Rehabilitation Counselors (CPRP) in
Massachusetts. Employers should be encouraged and rewarded for hiring staff with such
Skills-based training.

In a similar way, services with a contractual agreement to provide clinical supports (like
trauma or addictions-specific treatment groups or diagnosis and medication assessment)
should be expected to ensure that their staff is well schooled in both clinical work,
particularly in terms of trauma-informed care, but also in recovery-oriented services. The
orientation in which clinical services are delivered can play a vital role in shaping the
person’s hopes, dreams and expectations of recovery potential.

As this RFI suggests, it will be just as important that all services offer easy access to peer
support workers. Based on the experiences of many peers and employers, we highly
recommend that at least two peers skilled in peer support work together, and that service
providers receive the support they need to effectively integrate peer services.

Boundaries and distinctions between the roles of clinical and rehabilitation workers need to
be well defined so that clinical time is not wasted, and rehabilitation services are not
medicalized. However, adequate time and training for dialogue and for collateral efforts in
person driven treatment planning must be available.

B5. Utilization Management. How can DMH ensure that clientsO services will change
as their needs change and/or that Providers will reallocate their resources, staffing,
housing, etc. as the needd the clients they are serving change? If contracts offer a
variety of services at a range of frequencies and intensity and durations, how can
the need to adjust these services up or down or change services be assessed on an
ongoing basis? What shouldhe contractual mechanisms be for discharging or
providing fewer services and for adding new clients? How should capacity be
defined (for example, number of clients served or units of services)?

Utilization management should not be overly burdensome in terms of paperwork requirements,
so streamlining and standardizing documentation is vital. One way to do this is to support a
comprehensive, well considered standardized documentation system like the MA Standardized
Documentation Project’s proposal (Appendix #5). We recommend a documentation process
that requires that the bulk of note writing be completed with the people using a services at the
time of that service (Concurrent Documentation reference Section B, page 6). This will
decrease the burden of time spent on paperwork while also helping staff to be more engaged
with the people using services.

Peer Forum 7-23-08

RFT Resnonse. Transformation Center. 7/31/08 16



Transformation Center Question to Peers: When you are well and not well... How often do you
need to talk with a “mental health clinician” (someone who might be helpful because they’ve
studied the topic and made it their profession)?

Peer Group Response: When I'm not well, | need to see a clinician more.
I need to see a clinician as much as possible when I’'m not well — at least twice a week.
I need to see a therapist and psychiatrist regularly all the time

TC Question: When you are well and not well... How often do you need to talk with a “peer”
(someone who might be helpful because they’ve also been through something similar)?

Peers: | would like a Peer Specialist as a mentor — to talk with and to get advice from someone
who’s gone through it. I'd like the PS to talk with me, come to my house, go out and do
activities... | get anxiety on the bus or going out. Someone to check in with every day, have a
conversation. We could work on skills and techniques they know and | could use.

I have a Peer Specialist; | go to their groups. It's more open and | hear recovery experiences.

| talk to the Peer Specialist everyday — they are very understanding, they can help with anything
— being a friend, solving problems. As a friend, | know the PS has time for me at the program,
when it’s possible.

I’'d meet with a peer worker twice a week when well. When I’'m not well, they could help, but not
as often because | don't like to talk to people then. When | was hospitalized, | wouldn’t talk to
anybody, not peers. Once | was back on meds, | came around and talked with people.

D. Methods for Reimbursement

D1. Preferred Methods. What do you beeve would be the best method for
compensating providers under each of the different procurement models and
why?

There must be a method for specifically reimbursing the Peer Support Worker and Peer
Specialist job classifications under all methods of reimbursement. This includes current state
civil service classifications, Medicaid Rehab Option payment structure, etc., as well as under
any new system created in the reprocurement process

It would not be sufficient to cover these Peer Support Worker and Peer Specialist positions via a
singular payment/funding stream as this would significantly limit where and how the vital skills of
peers could be utilized. Given that the design of service delivery is in transition with the
reprocurement process, every opportunity to utilize peers should be supported by removing
restrictions related to reimbursement methods.

D2. Varied Rates or Blended Rate Should there be different rates of
reimbursement for each component (or even within components) of
Community Based Flexible Supports or would you bundle some of them to
make unit(s) of service? Would this allow a greater opportunity to provide
services more flexibly to meet client needs, assuming that the rates are
reflective of the actual cost of swice delivery? What would you recommend
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for the unit(s) of service? The new model will require providers to accept
clients with various levels of need. Describe the pros and cons of a blended
rate structure versus multiple rate structure.

Both opti ons have strengths and weaknesses. A blended rate would create the best
flexibility for innovation because it allows programs to hire based on skill sets vs. degrees or
titles. DMH should counter two tendencies, however, in it's RFR:

a. The tendency to underfund, such that clinical expertise is lost;

b. The tendency to undervalue Peer Worker and Peer Specialist roles. Programs may
create a “self-fulfilling prophecy” by hiring peers at very low rates, which will only attract
lower skilled applicants. When these workers do not perform at higher skill level, the
prophecy that peer workers are not of valued is fulfilled. This tendency has played out
in the past in some Massachusetts programs and PACT teams, as well as nationally.

D3. Service Impact. If he implementation of fair rates supports DMH in achieving
our procurement goals but results in less services, what recommendations would
you make for addressing this implication? Can a particular approach to procuring
or reimbursing services reduce orliminate gaps or duplication of services clients
may receive?

Implement a Learning and Skill Building Paradigm . Focus on staff and service-users
learning side by side.

We support fair payment of all human service workers and the reforms that will make this
possible. Our key recommendation is to re-work our system and mental health programs as
learning and skill building organizations that support staff and service-users learning together
side by side. Designed correctly, this in no way will jeopardize Rehab Option funding, and are
likely to improve Rehab Option review results.

Peer Forum Response 7-23-08: There should be more funding, enough to actually cover the
cost for transportation services. Staff is not getting enough mileage, they are coming up short,
losing money, and people arenOt going out as much.

In this paradigm:

0 End the underlying assumption that staff people should know everything. Instead, expect
and plan for both service-users and staff to go through a series of skill competency based
training classes for domains that are essential for rehabilitation, recovery, health and
wellness, employment access, empowerment & choice, cultural competence, trauma
informed care etc. Strengths are thus used flexibly;

o Class participants are staff and service-users learning side by side. A class would as
likely be taught by a service-user as a staff person or by a service user and staff teaching
together;

o Classes involve active learning where “homework” involves real life action to promote
actual service-user’s goals and objectives in recovery;
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0 Service users who are not interested in group or classroom activity would choose a
person to work with individually who had successfully completed the particular
competency to forward their goal;

o0 This paradigm leverages a flexible use of staff and participant strengths and ensures that
individuals with skill competency are sharing this with a broad participation from each
agency. It furthers and deepens change based on the principle that when we teach what
we know, we deepen our own understanding of the topic;

0 Providers thus focus on “adult learning” and “adult learning styles” which is central to a
rehabilitation and recovery model.

Helpful Resource: “Recovery Innovations” (formerly METAservices) has implemented such a
paradigm. For more information, see http.//www.recoveryinnovations.org/

E. Outcome Measures

E2. Data Collection. What method and frequency of data collection do you suggest
What current practices exist in the collection and monitoring of client and system
outcome data? Does your agency have the technological capacity for wetsed
reporting? What does DMH need to consider in establishing a cliefével provider
reporting system?

The Massachusetts Standardized Documentation Project (Appendix #5) has completed a pilot
and moving toward the broad implementation of an electronic documentation system consistent
with the needs of medical necessity and person-driven planning. It has the potential to be used
collaboratively or by service users to report on their progress. It may be possible to adapt the
system to report on provider’s activities as well.

E3.Assessment/Treatment Planning. Ifatcomes aredriven by the clientOs goals and
movement along a clientOs path of recovery and increases in quality of td¢her
than measures of process, length of stay, time or frequenditere will need to be
periodic assessmentsThis will measurethe client® current status along varied
domains including: recovery, vocationalparenting, risk issues,treatment and
trauma histories, etc. These assessments would lead to the development of the
treatment plans and changes in services, intensity and frequenciven this
information, would requiring standard treatment plans for all services provided to
DMH clients be reasonable? What factors would make this more or less
manageable or useful? Would establishment of treatment planning parameters,
e.g, timeframe, participants, elements, be reasonable and usefull ensure
consistency across the DMH adult community based rehabilitative services system
and across the variedreaters with whom a client may interact, DMH may issue a
standard set of assessmeétools and standards regarding requirements for
implementation. What factors would make this more or less manageable or useful?
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These areas to be assessed are not well described in the proposed Service Description. We
recommend that DMH outreach to partners able to create specific descriptions that
operationalize valued practices, and indicators that measure success. One potential partner
would be Transcom, which already has a task force looking at the components of recovery-
oriented services.

In addition, we recommend that DMH advocate for partnering with the Standardized
Documentation Project (Appendix #5) and then provide the needed leadership to effectively
adopt this documentation system across the state.

Peer Forum 7-23-08

Transformation Center Question: Would you like to write your own program goals and notes?

Yes.
If I had input and the option to add comments, that would be good. (2 participants)

TC Question: Is it useful for you to document (think about, write down, draw, share with
others...) the steps, strengths and challenges of your recovery/life?

Answers: Yes (2 participants)

I make worksheets, a diary card, with different questions and keep track of different symptoms,
identify what helps on what day. In deep depression it’s hard to remember, so if | write it down
and it shows me what helps and doesn’t.

It’s good to have other’s input too, they see something | might not recognize or remember
saying or doing.

TC Question: Is it useful when a staff documents your recovery/life?

Answers: Yes (3 participants)

As long as there is input and the option to add comments.

It’s helpful to have them document what they see, what you say. But you should be able to

write your own goals and not force people to do things, get a job, when they’re not ready.

At one time it was helpful to have staff write notes, at the sober house, because at the time |
needed to be monitored. | don’t have that need now.

TC Question: (MSDP update handed out, Appendix #5) Would it help if all the programs used
the same forms to write about your progress?

Answers: Yes (2 participants)

If it all looked the same, had the same headlines, so staff could look at notes in each facility and
see how you are doing on your planning somewhere else.

Down-side — Sometimes you are in different settings, so the forms should vary from program to
program as needed. Some would be the same though, like the goal sheet.

Standardized electronic records could be good, but...
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People should NOT be able to rewrite what others have written.

People who should not have access shouldn’t be able to see or change your records.

There is the possibility of invasion of privacy. You can already go online and pay a fee to get
anybody’s records; their CORI or credit rating.

F. Housing

Background: DMH strives to ensure that a full range of housing options is available to DMH
clients, including the homeless. In this effort, DMH seeks to facilitate client’s choice in housing;
support clients in assuming the rights and responsibilities of tenancy; and helping clients receive
services tailored to their needs.

A majority of DMH clients live in an integrated fashion, in the community, in their own homes
and receive flexible, supportive housing services. DMH’s community system of care also
includes residences owned by entities other than DMH, which provide group living
arrangements. This housing stock includes properties such as Chapter 689/167 that was
developed by DHCD in conjunction with DMH and owned currently by local housing
authorities; properties owned by private landlords and leased to service providers; and service
provider owned property. In some instances, DMH has committed services in order to allow
providers to leverage funding through federal sources such as HUD, or other state sources such
as the Facility Consolidation Fund to purchase housing stock. The challenge now is to expand
the continuum of housing to include more independent and integrated units that further promote
recovery and resiliency.

F2. How can exsting housing stock be utilized to support DMHOs ongoing initiative to
create more age appropriate, independent, fully integrated housing opportunities for
our clients in the community? With respect to your portfolio of real estate how might
you adapt topromote integrated, independent housing? Could housing be separated
completely from service dollar expenditures? Would you support a rate structure
that compensates separately or recognizes distinctly the cost of operating the
residential facility from t he cost of providing for distinct client needs? What do you
think would be the ramification if instead of purchasing housing (e.g., group homes)
DMH purchased levels of OsupervisionO or Ostaffing for the provision of a safe
environment for the client in the communityO?

Peer Forum 7-23-08
Transformation Center Question: It seems that DMH wants to provide as much or as little staff

time and assistance to people living on their own so that group homes can be closed. Do you
think this is a good plan?

Answers:
It’s a good idea overall, but...It depends on the person. Some can’t be alone. We need some
group homes.
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They should be rearranged to be transitional, short term only. There has to be some sort of
service and place for transition, esp. from the hospital; a place where people can be together.

Living in a group home can set people back if it’s not the right setting. Or people get too
attached. Some programs don’t have chores so people aren’t learning skills to transition to their
own place, like taking care of the trash going out, knowing about things like that.

Don’t cut out ALL the group homes, but put a lot more funding into people to help them live
independently — alone or with roommates.

It is possible that long-term respite could turn into a group home.

TC Question: Do you think DMH should separate money for housing (shelter, utilities) from
money for staff and rehabilitation services?

Answers:

It’s hard to know (2 participants)

Yes — 2 (participants)

Providers should keep their money for housing separate.

But DON’T cut the funding! It might be easier to cut the budget if monies were kept separately.

G. Implementation Brransition

What timeframe do you recommend for terminating existing contracts for the old
service codes iad transitioning clients to the newCommunity BasedFlexible Supports?
What contract requirements would you propose to add to the existing contracts and the
ones that would be issued as a result of the RFR to ensure continuity of care and a
smooth implementation? What measures would you recommend to minimize the
impact of changes to a new reimbursement method?

Create a new code for OTransitional ServiceQ.  This would allow for the continuation of
person-driven transitions when more than one agency is involved, when a service is
transitioning from one service type to another, or when a service is being discontinued while
another is stepping in.

What types of training do you think are required to shift to a more recovery based
philosophy and provision ofservice and what role will this play in the
implementation and transition?

It is our belief that today’s goal is not to shift to a more recovery-based philosophy, but, instead,
to operationalize recovery and resiliency oriented practices. We know from research that, while
providers report understanding and knowledge of how to institute recovery-oriented practices,
they have real difficulty in identifying what recovery oriented practices are, and how to
operationalize them. (Appendix #13 “Recovery Oriented Practices (ROP) Sept 28, 2007”
Powerpoint presentation and Appendix #14 “Issue Brief: Informed Consent” from Consumer
Quality Initiatives (CQI)).
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To truly make this desired shift, people need training in recovery oriented services; training that
increases their ability to assist people to improve their capabilities and acquire skills to achieve
valued roles. Such recovery oriented training topics would include: psychiatric rehabilitation,
peer support, supported education and employment (SEE), wellness management and
recovery, person centered planning and goal setting. Partnering skills and conflict resolution
practices are training topics and skill sets that are also essential to providing recovery oriented
services. Further, assuming adoption of standardized documentation, training on the effective
use of the new system would be vital to understand the paperwork within the recovery
framework from which it was created.

Training that clarifies and differentiates between self-help, rehabilitation, and treatment should
occur, as well. For example, clarification that the Wellness Recovery Action Plan (WRAP)
should ideally fall under peer services, and not be misused as any part of a mandated treatment
plan, would be vital for practitioners and people receiving services. It would also be beneficial to
the system as a whole as it would highlight the way the different disciplines can support and
enhance setrvices.

The high prevalence of spoken and unspoken negative views held by mental health
professionals toward people using their services has been documented by Dolly Sadow at the
Bedford VA and by Melissa Roberts at the University of Medical and Dentistry of New Jersey.
(See Sadow, D.C, Ryder, M. and Webster, D. Is Education of Mental Health Professionals
Encouraging Stigma Toward The Mentally Ill? Poster Presentation. The American
Psychological Association Annual Meeting, Chicago, Illinois, August 22, 2002.)

Also see Roberts, M. (2003). The Enemy Within: Professional Stigma. Advance, 13 (2), 1-3)

Trainings that allow for organizational development with peers, service users and service
providers together are effective in shifting long-standing cultural norms that work against
transformation. Such trainings would include looking the realities of recovery, things
communities can do to increase the recovery-friendliness of environments, and what it means to
have “peers as colleagues.” The latter work was begun in the 2006 and 2007 Provider Training
Series (sponsored by MBHP and presented by The Transformation Center) with Larry Fricks
and was met with great enthusiasm. We recommend more ftrainings that address the most
pressing issues, and are presented to and by integrated teams of people providing and using
services who are in recovery. (Append ix #15 “Integrating Peer Workers: Initial Analysis and
Summary” and “Summary of Comments”)

Organizational or team WRAP have been another effective tool. The process mirrors that of an
individual creating a WRARP that evaluates how things are when he/she is at a “best” place,
wellness tools to maintain being in a good place, signs that things are breaking down, triggers
that stress a person, and, finally, crisis and post-crisis planning. The difference is that the team
or organization is evaluating itself. In so doing, the participants can better understand how they
work together as a whole, what stresses the group, what supports the group, and how the group
can deal with internal crisis.

Consistent with WRAP ethics, the WRAP planning process is something that DMH could
promote, but not require, of provider organizations or teams. More about using WRAP in
systems change at: http.//www.mentalhealthrecovery.com/ or
http://www.copelandcenter.com/trainings.php

G1l. Implementation What barriers to successful implementation and operations do
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you see? How can they be addressed?

Franklin D. Roosevelt famously  said, OThe Only Thi ng We have to Fear is Fear Itself.O

An environment that fosters cross agency/peer/family/DMH forums for skill development and
policy change can minimize the isolation and wastefulness of competition. If vendors are in fear
of losing their livelihood, change will be approached with trepidation rather than collaboration.
Providing reasonable time and opportunity to address and implement changes will provide an
environment that will let those invested in the change excel and succeed.

Massachusetts is rich in resources, but providers are poor in time. If we re-envision the mental
health system as a learning community, then DMH and provider staff can learn side-by-side with
service users, family members, and peers. For example, at Meta Services in Arizona, trainings
related to implementing SSI PASS plans and return-to-work incentives are offered to staff and
people using services, and may be taught by both staff and people using services together.
Those who know teach, and those who need to know attend the learning sessions side by side.
The imbedded value is learning together, which ultimately builds relationships across the board.
Go to www.recoveryinnovations.org for more about their history, training and change process.

DMH cannot expect changes without opportunities for all involved people to access the needed
knowledge, skills and supports needed to make the transition a reality.

G2. Contract Duration. Generally, when DMH procures servicesit awards contracts
that have an initial duration of five (5) years with DMH having five (5) options to
renew for one year. What do you think would be a reasonable duration for the
contracts to be awarded as a result of the Community Based Flexiblegports
RFR? What factors should DMH consider in determining a reasonable duration?

DMH should offer contracts that incorporate benchmarks reflecting the structural changes
required, and progress expectations. At the same time, there should be mechanisms in place to
reward bold initiatives, even if ultimately unsuccessful. Those vendors that demonstrate a belief
in recovery, a willingness to be creative in developing new practices, should be seen as more
successful than those that meet the letter of the contract, but are not demonstrating any
initiatives as change agents.

The more restrictive of personal freedoms a program model is, the more explicit and frequent
benchmarks for change and opportunities to void the contract need to be.

H. Conclusiomns

H3. Are there current requirements within DMH control that you feel are barriers to
creating a more flexible and integrated service system? If these requirements were

removed or changed, would your agency save money and be able to spend that money

on more or better services?

Some licensing requirements are barriers to consumer choice & consumer-directed decision
making processes. For example, licensing requirements regarding the cleanliness of the house
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pressures staff to ultimately do the tasks instead of fostering self-determination, group
cooperation, group rule making, etc.

Standards are currently inflexible. They need to have room for flexibility, based on the needs of
the person and reasoning given for moving away from arbitrary standard requirements.

The Human rights system is ineffective. It needs complete revamping with a component of
conflict resolution/external mediation. Outside mediators need to be made available; however,
the more skillful the internal mediation component, the more reasonable to use. Mediation
should include teaching individuals the skills needed to effectively present their own case.

The interaction of civil service requirements and downsizing/attrition can result in ineffective
placement of personnel.

The criteria for receiving services are based on being persistently disabled and deficit based.
Recovery and strengths based philosophy and work can easily co-exist with the severity
requirement for services. The focus of language, documentation, and treatment planning needs
to always be strength-based, with the orientation being recovery from a devastating medical
condition. This is parallel to any other medical treatment focus.

Posting of peer positions are sometimes complicated by arbitrary rules. New peer worker &
CPS positions need to be posted in a way that clearly identifies that a requirement for the
position is having a history of a mental health condition, and understanding of how to use that
personal experience in service to others. EOHHS must support a change of system positions to
allow positions to created for peer specialists, and not wait until an “equal” position opens up
somewhere

Rehab Option limitations: EOHHS needs to revise the state Medicaid plan under Rehab option

Lack of funding to pay adequate consultation and stipend fees to people providing lived-
experience expertise. Peer and Family members need to be paid as would any other consultant
position. A funding stream for stipends for people who are not on the Master Service
Agreement needs to be made available.

The CERF & the C-CERF are a barrier to helping the planning process.

In Summary

The removal of barriers that over-complicate hiring of peers would result in a more active peer
workforce that we see as vital to the transformation process. Of all the tools available to DMH
as you anticipate these historic changes, none is more powerful than a solid well-trained peer
workforce. A key ingredient to making the changes happen in a meaningful way is buy-in from
both those providing services and those receiving services. But for many on both sides of the
aisle, recovery is a concept that has little meaning, hope of meaningful outcomes and significant
improvement in peoples’ lives is limited at best, and there is a cynical belief that recovery isn’t
more than the flavor of the week. The most effective way to break through these core beliefs is
by letting people experience the reality of recovery by being constantly exposed to peers —
people in recovery telling their stories and sharing their experience, strength and hope. This
exposure can create believers; facilitating change will not only be possible, but probable.
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