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The photographs shown on ihe
cover and repeated throughout
lhe lext are meant to represent
the people of Minnesola







"We can't e)gpect thosa maost
affected to be the sole cham-
pions of this-¢ause. It is the
responsibility of all of us to
address this situation. | am
announcing today a means
for begmnlng this discussion

'-Guomcr

mission structured its effo;

ﬂon on

“OnJune 14, m Govemor R\ dyPerpich
" announced t‘ormaﬁonof ¢ Governor's Com-

mission on Mental Health and a list of specific
issxmtobead(hessedby eCommission
including:

-theneedsofﬂ\ peop ,;

'prevenﬂmeﬁom -
approplmewaysw er mental
- health services; o

BB the structure of the existing delivery
systen; - -

I the level of funding and how funding is
directed;

Itheproﬂsionof m'm;ysumportpro-

. graims across the state;
‘aconsolidaeedﬁm approach,and

Il minimum statewide s ervice standards for
all counties and all p oviders of service.

In announcing the Co sgion, the Governor
identified a number of factd which must be .
faced which affect the delivery of mental health
services in Minnesota: . :

B mental iliness is an in¢reasing public
) problemn which is aggravated by unem-
pioymgnt,lqoﬂs,andeconomic

uncertainty; -

B it is also a reality that there are many
other problems demanding the state’s
attention; and

Iobtamhgmndsformenmlhealmsemces

Govem&

groups assigned to deal wit]
areas:

B policies and strategies;

Doﬂniﬂonsandﬂnﬂndsof

ple with Mental Health

'l‘heGovemorsConunissionwasfonnedto
lookateveryaspectofmentalﬂhm,butespe-'
cially issues related to mental health services
and policy. Two preliminary questions must be
addressed in order to set the context for the
Commission’s work and recommendations—
What is mental illness? What are the needs of
people with mental illness?

These questions are not easily answered. First,
a precise definition of mental illness is illusive.
- Second, most investigations of “the needs of
people with mental illness” focus on the serv-
ices required or being offered to meet needs,
not the ﬁmdamentalneeds of the individuals.

Definitions

The American Assocmnon s (APA)
Diagnostic and Statistical Manwal of Mental
Disorders (third edinon) is clear on the defini-
tional problem—"there is no satisfactory defi-
nitwnﬂmtspeciﬂesmeprecme boundaries for
the concept of ‘mental disorder’ ” (p. 5). The
APA was able, however, to develop a definition
that influenced its decisions to include certain
conditions in the manual and exclude others.

. a mental disorder is conceptualized as a
chmcally significant behavioral or psycholo-
gic syndrome or pattern that occurs in an
individual, and that typically is associated
with either a painful symptom (distress) or
impairment in one or more important areas
of functioning (disability). In addition, there
is an inference that there is a behavioral, psy-
chologic or biologic dysfunction, and that the
disturbance is not only the re
between the individual and society. When the
disturbance is limited to a conflict between
an individual and society this may represent
social deviance . . . but is not by itself a men-
tal disorder.

(p. 363)
Clinically significant mental disorders affect an
individual's ability to function in important
areas of daily living. Because of disruptions or
distortions of emotional or cognitive mental
processes, the person may have an increased
difficulty dealing with personal relationships,
living arrangements, work, recreation, mobility
within the environment, and achieving a rea-
sonable level of productivity.
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rder to identify people who are in need of
'ial mental health services in the popula-

, & definition of “person with mental ill-
:” is necessary. Current definitions of men-
Iness require, in addition to descriptions of
individual’ sbehavior specifying co-existent
lical illnesses, the degree and severity of
shosoeial stressors, and recognition of the
est level of functioning attained by the indi-
al in the past. A mental illness may be a
ted experience (acute) or of long duration
onic), but “the rea! difference between
« and chronic is not the length of the ill-
t, but whethier deterioration occurs in fam-
vork and social relationships” (Janecek,
), P- 2). :
ds

surveys conducted in Minnesota to date
2 not focused on the needs of individuals
have described servi¢es. There are several
c needs including:

ke all Minnesotans, people with mental ill-
»ss need food, clothing, shelter, medical or
»alth services, tmnsponatxon, educanon,

creation, and a secure income. The lack of
neormoreofmmsupports,mfact,nmy
sgravate or Stimulate the mental health
roblems e:q:enenced by the individual.
\Iso, like every other person, chronically
Babled adults need a personal support sys-
m conslstmg of other people who care
»out them a8 unique individuals” (NIMH,
76, pp. 3-4).

eople who are chronically mentally il! are
sually able to learn and develop skills,
iendships, md interests which are compati-
e with i ndentltvinginacommumty
hese i tend to be shy, avoid social
ontact with others, and do not show aggres-
veness or dangerousness. The cruel para-
ox is that they respond to consistent and
ipportive relationships which are often
snied them due to their lack of assertive-
ess and the social stigma attributed to men-
1 illness.

he use of such phrases as “mentally ill”
ould not obscure the basic fact that these
e individuals with a whole array of positive
tributes and abilities. Although mental
ealth probléms are clearly important, it is
80 importafit to recognize the strengths of
e individual and his/ her right to be
spected and appreciated. “Indeed, one of
1e most sefious obstacles to more
»warding Hves for these people is the
igmatization and devaluation which
ecm,bo&h\mmiudservieeset-

As Governor Perpich said, “We can't expect
those most affected to be the sole champions
of this cause.” In fact, people with mental ill-
ness are often at a significant disadvantage in
terms of the political processes which so
affect their lives—decisions about services
and budgets. They often lack the skills to rep-
resent their interests effectively. The stigma
attached to "mental iliness” deters many
individuals and families from engaging in
public advocacy. People with significant
mental health problems are commonly
blamed for their plight, and the diagnosis
itself often throws into doubt their capacity
to function reliably or make sound judg-
ments in areas unrelated to their condition
(Mechanic, 1985, pp. 78-79).

The Governor’s Commission on Mental
Health is concerned with the following list
of special needs which may apply in whole
or part and in varying degrees to individu-

‘als with mental illness. There are several

special needs including:
A comprehensive evaluation of strengths and
weaknesses, and an opportunity to partici-
pate in setting goals and developing a plan
for apprépﬁate services;
Appropriate and continuing medical, psy-
chiatric, or psychological treatment as neces-
sary, including periodic review and regula-
tion of medication;
Aplace&ogoorapersontocallforhelp in
dealing with acute behavioral, emotional, or
physical distress;
Training in “coping skills” to assist in tasks
of dmly living and when appropriate, assis-
tance in performing these tasks;
Dependable, available resources to provide
assistance as needed or when crises arise,
who will protect the person from exploita-
txon,repi‘esentthepersonasnecessaxy and
espouse the person’s cause in dealing with
the system;
Opportunities for validation of personal
worth, for being appreciated and valued as a
human being;

A residential setting {a place to live] which

-provides emotional support, practical assis-
tance in daily living, and which resembles
other community living arrangements as
much aspossible [in a fam:bv or a household
composed of people of one’s own choosing];
Assiamncetofumﬂymdslgmﬁcantoﬂtersm
relation to any difficulties they may experi-
ence as a result of the person’s mental

The people who are of con-
cern to the Governor's Com-
mission on Mental Health are
Minnesotans who have a
mental/psychiatric disorder
which is clinically definable
and who experience disrup-
tion in their abilities to func-
tion in daily life.










it is the conclusion of the
commission that these mis-
sion statements are not suffi-
cient to guite and stimulate
the development and opera-
tion of a mental heaith service
system which is responsive to
the needs of Minnesota's citi-
zens and the commuunities in
which they live.

At the current time, there is a
considerable discrepancy
between tha rights of people
with mental iliness, the recog-
nition of those rights in state
statute, and the protection of
those rightsin practice.

It is hereby declared to
of this state that the in restsofsocletyare
best served by providing persons who are

dependent tpon alcoho oroﬂlerdmgswim

be the public policy

social services . atment shall include a
continuum of semces available for a person
leaving a program of treatment.
SUCH STATEMENTS DO NOT EXIST IN
STATE STATUTE WITH REFERENCE TO

SERVICES FOR PEOPLI
ILLNESS.

Services .isa

needs.ltiscommm:ed )

maximum degree of self-sufficiency consis-
tent with their in’divid a] capabilities. To
th&seends,ﬂle department will promote the

5 of the mdmdual

sion]tstoencourage ETASH
opportunities for every pers
togrowinhns/herabilintogetalongwnh

Servicesﬂuoughaﬂthe rograms authority,

and resources under its 3egis is to prevent,
ameliorate, and mini ,dependencyofper
sonsonothersduem emical abuse, or
emotional, develop al and/or physical

As an overall statement of commitment, the
Department reaffirms its belief that the men--
tal health “system” in Minnesota must
ensure that an adequate array of mental
health services are available to all those in
need, based on the following criteria:

B be reasonably accessible to all;

B meet at least minimum health, fire
safety and program standards;

B be appropriate to an individual’s diag-
nosis and condition;

8 be delivered in the least intrusive man-
ner, in the least restrictive environment
possible, and be free of abuse; and

B contribute to the progress of the indi-
vidual toward self-determination and
independent living.

Rights
The federal Mental Health Systems Act
included a patients’ bill of rights which was rec-
ommended to states for their adoption in stat-
ute. Section 501 recommended the following
rights:

B treatment and least restriction of liberty;

B individual treatment plan;

B planning participation;

B explanation of treatment;

B right to refuse treatment;

8 nonparticipation in experimentation;

B freedom from restraint or seclusion;

8 humane treatment environment;

8 confidentiality of records;

B access to records;

I right to converse in private;

B reasonable access to telephone, mail and

~ visitors;

B information regarding rights;

M assert grievances;

B fair grievance procedure;

B access to an advocate;

B referral upon discharge;

W other civil rights;

B confidentiality of records on discharge;

B no reprisals for assertion of rights;
[ rights of facilities;

8 access by legal representative;

B posted notice of rights; and
- Wl substitute judgment (guardian).

In a recent review of state statutes to deter-
mine the extent to which these rights have been -
accepted in states (Lyon, Levine, & Zusman,
1982), it was determined that Minnesota had
substantially complied in nine areas, partially
complied in six areas, and had not complied or
contradicted the recommendations in nine
areas. According to this review, several states
such as Alaska, Arkansas, California, Connecti-

cut, Georgia, Hawaii, Hlinois, Kansas, Missouri,

- Montana, New Jersey, New York, Ohio, and

Wisconsin exceed Minnesota in statutory pro-
tection of rights.




ue 2: TQ.M: of People

h Mental liness
Commission is not aware of any study in
resota which documents the individual /
s of all people with mental iliness. There

been a number of investigations into some

e characteristics of people with needs,
‘as Rule 14.and Rule 36 facilities; the serv-

they are recetving; and the services which

equired in order to respond to their needs.
recent studies illustrate the current state
lrlmowled@mtheseareas.

lyorServieestoMantlﬂymPeople
resota Department of Human Services
1984 study ¢ollected current information
e services provided by counties under the
munity Social Services Act (CSSA) to peo-
ith mental liness, and the views of coun-
egarding the accessibility, adequacy and
ty of those Services. Its recommendations
3 on the rarigie of servicés which should be
mated as the “minimum capability” avail-
within a colinty to respond to the needs of
lewnthmeutahnness.

mdyindlgmthatcounﬁesmpfo—

array
mﬂlnesc,Wthtmyeﬁoenﬁd
ices are elther not svailable in all
ties, or not avallable to the extent
theyareu%eded. ,

naﬁoraxeascfservices identified as
ed are as follows:

Ruuatug*!dore ‘supportive living
arrangemms adult foster care, halfway

ties, semi-independent ﬁvmg programs,
apartmentﬁvlng, and food and clothing.
Employment: Employment programs,
training, job placement and sheltered
workshop siternatives.

Case Management: Including more
county social workers who have smaller
caseloads.’

Patient Pollowup and Aﬂercm
Crisis Care/Emergency Services:
Including evitical care eapabilitxes and
crisis homes

Including mople with dual diagnoaes
(mental illiess and mental retardation,
chemxcal dzpendeney, m"phyaxcal disabil-

m!ﬂlnessﬂi;ommmeiess,mdeﬂmic o
populatiom '

The following services were identified by 756
~ percent or more of the counties involved in the
study as “essential for mentally ill persons”
andweret.henrecommendedbymeDepart
ment to be included in the description of min-
imal capability:

@ adult protection;

B child protection;

B assessment;

B case management;

B emergency services/24-hour emergency

__ service;

B prepetition screening;

B assistance in meeting basic human

~ needs;

B outpatient services;

B community residential services;

B diagnosis; and

B inpatient psychiatric services.
Consumer Survey of Mental Health Serv-
icesin ¥ Mental Health Advo-
cates of Minnesou, Inc. '
In 1984, the Coalition surveyed consumers of
mental health services and their families across
the state. The survey addressed three issues—
availability, actmdbﬂity and quality of serv-
jces.Itis to note that the consumers
involved in the study had already, in some way,
been connected with the mental heah:h system

‘orthe Coahhon

The major findings of the study were reported
under four headings:
Access to Mental Health Services
(N=812):'

48 paéentrepomdhwingadequzemss,

42 percent reported having no access; and

10 pemen(mpatedbehrgumwueotservicea

sccessible to them,

Inpatient Services (N =1788):
78 percent reported having adequate access;
14 mﬂmpoﬂedhtﬁngnomma]wspiml;

8 percenheporﬁedbeh\gmmwareoftheavaihbﬂ-
of a hospital.
Information:

54 percent reported adequate information about
mental iliness (N = 710);

47 percent reported adequate information about
ways to cope (N =683); and

51 perceni reported adequate information about
services available (N = 686).

The fundamental fact, how-
ever, is that we have little
comprehensive information
about the actual needs Ofi/
Minnesotans with mental
illness.

Among people who are
involved in services or the

coalition, less than half think
they have adequate access
to services.

Approximately one in five
individuals think they are
restricted in their access to
hospitalization.

One half of the respondents
do not have basic information
about the illness, how to
cope, nor services available.
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 rasons: 1) lack of
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Vental health is a field in
which there are so many
joals and so few agreed
Jjpon priorities that progress
oward any goal requires sus-
ained effort across years.

— Leighton, 1984 —

the mental
health system. In tion, there appear
to be two competing philosophies—a
welfare philosophy ich implies pro-

level of service that
of all the people.

nce of a service, its
n or distance,

sensory impair—

ent. There is a sig-
nificant lack of infi ion on the serv-
ices available to and received by indi-
viduals, as well as the outcomes
achieved by those ces. This puts
public officials at a ¢ritical
disadvantage.
B Funding remains a lem in terms of

" stability and level of funding, and incen-
tives and disincentiyes for certain pro-

grams and services,
In other words, the “system” is, to a signif-
icant extent, divided, inconsistent, uncoor-
dinated, undirected, table, and

people it is intended to

Issue 4: Quality Assurance

and Standards

The Commission examined a wide range of
issues related to standards and ensuring quality
in the system—rights, case management, con-
sumer input, grievance procedures, standards
and licensing, and quality assurance. Much of
the information gathered has already been
reviewed in other sections of this report. This
is quite appropriate since issues of quality and
quality assurance should and do emerge in all
aspects of the mental health service system.

Issues and Concerns

Rights

According to the Minnesota Mental Health Law
Project, major discrepancies between current
Minnesota statutes and the patients’ bill of
rights contained in federal law include four
areas:

1. rights of outpatients;

2. rights to appropriate care and related
services;

3. fair grievance procedures; and

4. access to advocacy.

In addition to these discrepancies, no clear
statements of rights exist for minors or with
respect to families. There are no mechanisms
for ensuring accountability and evaluating the
extent to which rights are, in fact, respected.

Case Management

A study conducted in Hennepin County demon-
strated that case management services are
effective—quality of life increases, days in hos-
pital decrease, and hospitals are used more
appropriately.

It is also clear that case management is more
effective when case loads are manageable.
Finally, unless agencies are in some way
accountable to case managers for delivering
the needed services to individuals, case manag-
ers cannot be sufficiently effective.
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e label of mental ifiness is
most universally regarded
' @ negative attribute.

— Rabkin, 1979 —

Organizing to Meet
the Commitment

Goals
To develop, maintain and enforce statewide
planning and evaluation efforts that promote
the efficient, effective, and appropriate delivery
of mental health services in Minnesota.

To allocate, manage, and mopitor the use of
state financial resources in ways that are
directed at the development and maintenance
of appropriate care, treatment, support, and
habilitation programs for pe with mental
illness, and in ways that are ¢onsistent with
standards of service quality.
Recommendations for
and Near Future |
A Point of Responsibility
In the immediate future,
should create a focal point
of visible, responsible, and committed leader-
ship for a system of mental health services.
This focal point can be accornplished in several
ways: ’ |
B create a mental health authority in the
. Department of Human rvicw under its

Immediate

e Governor
state government

uty cbmmissioner; or
B the creation by the

Commission on Mental He
tinued to oversee, monitor,
implementation of these re

ices, in collaboration with

zation of the Mission State

A Range of Services
In the near future, the services position state-
ment of the National Council of Community

- Mental Health Centers should be adopted by

the Legislature as the basis for defining, plan-
ning, developing, and supporting a system of
services for community mental health care.
Such a system would include the following
components:
B Nonresidential:
B Outpatient,
B Twenty-four hour emergency services,
I Partial hospitalization and day
treatment,
I Consultation,
B Prevention/Education,
M Screening and Assessment, and
B Community Support Services;
B Twenty-four hour community-based,
non-hospital residential care:
B Short-term intensive treatment,

and
B Structured residential support;
@ Community-based hospital care:
B Short-term inpatient treatment,
and
B Long-term inpatient treatment.

The definition of services should be converted

to appropriate legislative language and include
a clear definition of case management.
\/ |

Equitable, Adequate, and Accessible
Services \
In the immediate fature, a mental health.
services equity approach similar to M

setts should be adopted in order to achieve a

|

“fhore even distribution of services within areas

of the state and an adequate level of services.

Appropriate Funding and Benefits
In the immediate future, the objectives of
funding allocations should include:
BB localized authority and responsibility for
placement decisions;
i promotion of quality services; and
B accessibility of a minimum level and
range of services statewide without
regard for county of responsibility.
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Did You Know?

“In the community support
program we suggest that first
of all the funds follow the
client so that he or she does
not become a political pawn
in the hands of the county or
state.

Adequate housing shauld be
available throughout the
state, both group and individ-
ual, supervised and unsuper-
vised fiving situations. In
group living situations ade-
quate funds must be avail-
able to the ¢lients to provide
some sense of dignity.

Forty dollars a month for all
personal needs, giving of
gifts, etc., hardly provides
much freedom of choice or
feeling of value. In order to
have a sense of dignity, a
person needs to feel needed;
therefore, every effort must
be made to find jobs, both
paid and volunteer. Job Serv-
ice, vocational rehabilitation
and all othef work-related
organizations must be made
aware of and responsive to
the special needs of the men-
tally ill.”

— Parents —

The national-award-winnin
Range Mental Health Center
CSP was started in the ear
1970s as a multi-agency |
teamn approach. The progr:
establishes a network of care
for people who are chroni-|
calfly mentally ill, incorporat-
ing social services, voca- |
tional rehabilitation, sheltered
workshops, hospital and day
treatment. Representative

.from the agencies meet regu-

larly to discuss patient treat-
ments and to appoint cas
managers. Since 1978, some
800 patients have passed
through the program, out of a
total service area population
0f 95,000. The program has
been especially successfuf at
training workers at public
agencies in identifying peqg-
ple who are mentally ill. Th
CSP provides numerous i
service training sessions with
the agencies, at the nearb
nursing schools, with Rule
facilities, and with Indian
workers. Thus, referrals ¢
from Welfare, HUD, DVR, and
others. Also, because the
CSP is weli-known in the
community, there are more
self- and family referrals.

— Schieppegreli, 1986 —

The Wilderness Therapy Proj-
ect began in 1984 and has
enabled about 25 people,
many of whom are on major
psychotropic treatment, to go
on weekend campouts or
day-fong canoe trips into the
BWCA. Many of the clients
responded welf to the inde-
pendence and the sense of
accomplishment that the trip
provided; their personal
hygiene and grooming
improved and self-esteem
was noticeably heightened.
The project is privately
funded by the Fitzgerald
Brothers Foundation, Boca
Raton, Florida.

— Schieppegrell, 1986 —

“The clubhouse concept in
Vail Place is the missing link
needed to stop the revolving
door phenomena. During the
first ten years of illness, my
son experienced 25 hospital-
izations. Since becoming a
member of Vail Place ten
years ago, my son maintains
himself in the community
because expectations are
more realistic, he is treated
as an equal, and there is free-
dom from the pressure of the
next step or next move.”

— A parent —

in 1980, mental iliness was
the third most expensive
class of disorders accounting
for more than 20 billion dol-
fars of heafth care expendi-
tures. Only circulatory dis-
orders including heart
disease, stroke, and hyper-
tension, and all disorders of
the digestive system were
more costly in the
aggregate.

— Janecek, 1985 —

Between January, 1983 and

June, 1985, the Minneapolis

Star and Tribune published

84 articles covering mental

iliness.

40% legal issues

20% licensing controversies,
disability payments,
outpatient services

18% criminal conduct

10% victimization of patients
by therapists

10% indepth explanation of
depression and
schizophrenia

$% profile of people with

mental illness.

- Moore, 1985 —

Senior Peer Counseling
began at the University of
Minnesota in 1978 with a
demonstration grant from
NIMH. As of January 1985,
approximately 550 peer
counselors have been
trained. Senior Peer Counsel-
ors are older volunteers
trained to serve as parapro-
fessional counselors to their
peers. In addition, they often
serve as a link to help older
people use professiorial
mental health services in their
communities.

— Board on Aging, 1985 -

Over the last 35 years there
have been over 150 studies
examining attitudes toward
mental iliness. The public
consistently demonstrates
rejecting attitudes toward
people with mental iliness.

— Rabkin, 1980 —
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