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September 29, 2005
The Honorable Larry Phillips 

Chair, Metropolitan King County Council

Room 1200

C O U R T H O U S E

Dear Councilmember Phillips:

On October 16, 2000, the Metropolitan King County Council passed Ordinance #13974, the Mental Health Recovery Ordinance.  Ordinance #13974 was championed by the late Councilmember Kent Pullen, who wanted to assure that the publicly-funded mental health system provided the appropriate types of supports to enable people with mental illnesses to move towards greater independence and less reliance on the public service delivery system.  The ordinance directed the Mental Health, Chemical Abuse and Dependency Services Division (MHCADSD) of the Department of Community and Human Service to ensure that the publicly funded mental health system in King County became grounded in mental health recovery principles, and to report to the Council on system progress.  

Ordinance #13974 was written with the idea that persons with severe mental illness should become “recovered” and spoke of clients becoming less dependent as a measure of recovery.  Reporting requirements focused on adults only, and only those with certain diagnoses.  New information has emerged in the literature that speaks to recovery for all persons with mental illness, whatever their age and whatever their level of disability.  We know that recovery is a process, not an end point, and that our measures of recovery must reflect this knowledge.
Additionally, in the time since Ordinance #13974 was passed, three developments have occurred that suggested that it might be time to revisit the ordinance.  These developments were that:

1.  MHCADSD made some impact on transforming the publicly funded mental health system into a recovery-oriented system.  For example, MHCADSD developed a vocational program that makes employment services available to clients anywhere in King County, when the agency from which they are receiving services does not have its own employment program.  MHCADSD has also begun to shift residential resources away from large facilities to services that support publicly funded mental health clients to live safely in the community.  Finally, MHCADSD has begun conducting an annual evaluation of the extent to which mental health services provided in the publicly funded system are recovery based.  
2. The concept of recovery has continued to evolve nationally.  The clinical practices that foster recovery are increasingly based on research findings and established best practices, and accountability measures are becoming more clearly identified.  Both of these developments mean that how to implement recovery and how to measure it are more clearly articulated than they were in 2000.
3. The King County publicly funded mental health system has faced significant challenges.  The challenges included decreased funding, increased federal regulatory requirements, and reduced inpatient resources.  The impact of these challenges has been to create an environment of resource scarcity.  This in turn restricts the celerity with which system transformation can occur.
In April 2005, the Council approved MHCADSD's request to suspend Ordinance #13974 and replace it with one that more fully reflects the present reality.  The proposed revised ordinance is attached.
The proposed ordinance is based on the MHCADSD Recovery Plan, Attachment A to the proposed ordinance.  The plan was developed with input from the King County Mental Health Advisory Board, advocates and family members, consumers, and providers.  It is a five-year blueprint for the transformation of the King County mental health system into a system that is grounded in the principles and processes that promote recovery from mental illness.  In addition, it supports the Department of Community and Human Services priorities of reducing homelessness, decreasing involvement with the criminal justice/juvenile justice systems, and increasing employment.  
The Recovery Plan has three phases:

· Phase 1 (2005-2006) will create a shared vision of recovery among system stakeholders. 

· Phase 2 (2006-2008) will create the system structures, including financial and reimbursement structures, that will sustain the foundation for a recovery-oriented system.
· Phase 3 (2008-2010) will increase the system's recovery depth and complexity.
The following table illustrates the differences between the current community support model for providing services and a recovery-oriented approach.
	Community Support Paradigm
	Recovery Paradigm

	Focuses on symptoms, problem behaviors, pathologies
	Focuses on the whole person, including the person's strengths, capabilities, latent abilities, and aspirations  



	Consumers' activities are associated with treatment, the mental health agency, or the treatment staff 
	Consumers pursue activities in the larger community with a goal of full integration into that community 



	Treatment planning is led by staff and is program and facility based. 
	The consumer and clinician negotiate the treatment plan to which both contribute their unique knowledge and skills.  Treatment is individualized and community based.



	The goal is to achieve and maintain stability. 
	The probability of improvement in functioning is emphasized.
 

	The provision of psychotropic medication for stability, psychotherapeutic approaches to treatment; and case management – the consumer is often a passive recipient of these services.
	Medications are used to treat symptoms, the reoccurrence of symptoms and manage any side effects that might impede recovery.  Treatment is focused on training and teaching; case management is offered to assist the consumer and consumers’ natural supports.


	The approach to service provision tends to be paternalistic and seeks to protect consumers from risk and stress.
	Foster risk taking as a means for consumers to learn, grow and change.
 

	The consumer is dependent on others to meet basic needs and control symptoms.
	Consumers develop personal understanding and control of their symptoms.  



	Consumers are expected to need ongoing services.
	For some clients graduation from treatment is possible, and for all clients there is the expectation that some degree of recovery is possible.


In addition to implementing the phases, the proposed ordinance requires MHCADSD to:
· Present a detailed implementation plan to Council by June 2007,
· Establish appropriate measures of recovery for all age groups, not just adults,
· Assess existing services, resources, and the financial model to identify needed service changes and resource and financial alignment to support best practices,
· Identify, implement, and replicate examples of best and promising practices that improve clients' recovery outcomes, and
· Develop an annual report to be presented to Council describing progress in implementation, initiatives put into place during the reporting period, and outcome measures.
Changing the current service system to a recovery model is a fundamental change in how business is done and services are delivered, not just the addition of new services.  The Recovery Plan provides the framework and strategy for that system change.
I believe that the proposed ordinance clearly establishes the direction that MHCADSD must take to ensure continued progress toward a recovery–oriented public mental health system.  It also ensures that MHCADSD will be accountable to the Council for that progress.  It is our intent to accomplish this within existing resources with no fiscal impact.  As the work program develops we will identify and address resource issues as necessary.  I urge your support in adopting the proposed ordinance.
Sincerely,

Ron Sims

King County Executive
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