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This article describes chailenges and successes seen in the first four years of ef-

forts the state of Connecticut has made to reorient its behavioral health system to

promoting recovery. Beginning in 2000, the Connecticut initiative was conceptual-

ized as a multi-year, systemic process that involved the following interrelated

steps: a} developing core values and principles based on the input of people in re-

covery; b) establishing a conceptual and policy framework based on this vision; ¢}

building workforce competencies and skills; d) changing programs and service

structures; e) aligning fiscal and administrative policies; and, finally, f) monitoring,

evaluating, and adjusting these efforts. Following descriptions of the first four

steps, the authors offer a few lessons that might benefit other states engaged in

similar processes of transformation.
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Transformation...is nothing short of
revolutionary....It implies profound
change—not at the margins of a system,
but at its very core. In transformation,
new sources of power emerge and new
competencies develop (DHHS, z005).

Revelutions begin when people who
are defined as problems achieve the
power to redefine the problem
(McKnight, 1992).

The first quote above was taken from
the Federal Action Agenda recently
released by the U.S, Substance

Abuse and Mental Health Services
Administration detailing the steps to
be taken in implementing the recom-

—
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mendations of the President’s New
Freedom Commission on Mental
Health. Both the Action Agenda and
the Report of the New Freedom
Commission—which share the same
subtitte of Transforming Mental Health
Care in America—make a clear and
compelling case that nothing short of
such a “revolution” will be adequate in
ensuring that every American facing
the challenges posed by serious men-
tat illness will be able to participate
equally in the promise, and reality, of
recovery. The second guote, from
McKnight, captures a key element of
the understanding of and approach to
this revolution taken by the State of
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Connecticut in its efforts to transform
its system of publicly-funded behav-
joral health care into one that is fully
recovery-oriented and culturally re-
sponsive, This article describes some
of the challenges and early successes
seen in the first four years of these ef-
forts and offers a few lessons for other
states engaged in the process of frans-
formation.

Connecticut's recovery initiative ap-
pears to be unigue in two respects.
First, it began in 2000, several years
prior to release of the New Freedom
Commission Report. More imporfantly,
it also was conceptualized from the be-
ginning as a systemic initiative, target-
ing the statewide system of care as a
whole rather than creating a few new
so-called recovery programs or af-
tempting to add new recovery-oriented
elements, such as peer support, onto
the existing system of care. In this way,
Connecticut's efforts presaged the New
Freedom Commission’s emphasis on
system transformation, viewing the
revolution entailed in recovery as war-
ranting an entirely new approach to the
design and delivery of care, This initia-
tive was conceptualized to involve sev-
eral interrelated steps which were
expected to unfeld over a multi-year
period, including a} developing core
values and principles based on the
input of people in recovery; b) estab-
lishing a conceptual and policy frame-
work based on this vision of recovery;
¢) building workforce competencies
and skills through training, education,
and consultation; d) changing pro-
grams and service structures; e) align-
ing fiscal and administrative policies in
support of recovery; and, finally, f)
monitoring, evaluating, and adjusting
these efforts, To date, many of the
tasks associated with steps a - ¢ have
been taken, with the majority of
DMHAS efforts focusing currently on
steps d and e. In what follows, we will

limit our discussion to the first four
steps.

Foundation of Connecticut Initiative:
Redefining the Problem

In September, 2002, the Connecticut
Department of Mental Health and
Addiction Services (DMHAS) became
the first state mental health authority in
the country to adopt a Commissioner’s
Policy on Recovery that made recovery
the overarching aim of its pubticly-fund-
ed system of care, This policy was the
culmination of two years of intensive
consensus development activities in-
volving all of the state’s various stake-
holders, and was based squarely on the
vision of recovery articulated by the
state’s consumer community. This ball
had been set into metion two years pre-
viously, when the newly appointed
Commissioner, Thomas Kirk, Jr., invited
the state’s two major organizations led
by and for people in recovery to draft a
recovery platform to guide the state’s
reform efforts. After several months of
debate and deliberation, these two or-
ganizations—one of which was made

up primarity of people in recovery from
addiction, while the other was made up
primarily of people in recovery from
mental illness—were able to agreeon a
core list of recovery values and princi-
ples. These values and principles, sum-
marized in Table 1, were taken as the
framework for the state's recovery ini-
tiative, providing the first example of
the type of revolution described by
McKnight above, in which people who
have been defined as problems in the
past acquired the power to redefine the
problems, and their potential solu-
tions, in their own terms.

The process of drafting the Commis-
sioner’s recovery policy did, in fact,
literally involve the development of
several such definitions. First was a
definition of what the state’s Depart-
ment of Mental Health and Addiction
Services had agreed to accept as a
core meaning of the term “recovery.”
Leaders in the state appreciated well
that the term recovery had become the
source of many confusions and misun-
derstandings over the preceding few
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years, and saw development of an ex-
plicit consensus on the conceptto be a
significant, and necessary, step for-
ward. As a result, the policy—based
both on the input of people in recovery
and on the psychiatric literature—de-
fined recovery as “a process of restor-
ing a meaningful sense of belonging to
one’s community and positive sense of
identity apart from one’s condition
while rebuilding a life despite or within
the limitations imposed by that condi-
tion.” What is conspicuously absent in
this definition is any mention of cure,
reduction in symptoms, restoration of

functioning, and/or abstinence from al-

cohol and other drugs. White surpris-
ing to many of the state’s behavioral
health providers—who assumed recov-
ery in behavioral health was the same
as recovery in primary health, and thus
meant amelioration of the iliness—this
definition was consistent with the
recovery core values and principles ar-
ticulated by the state’s consumer com-
munity and with the disability and civil
rights modei of addiction and mental
illness which has been promoted by
people in recovery across the country
fe.g., Deegan, 1992, 1993; White, 2001,
2002). By adopting this sense of recov-
ety as the overarching aim of its system

of care, DMHAS took an additional step
down the revolutionary path of having its
major responsibilities redefined by the
population it serves.

As suggested by this definition, shifting
from a medical model to a disability/
civil rights model of recovery held a
number of important implications for
the way DMHAS conceptualized and
provided services and supports for
people with psychiatric disabilities.
Rather than being encouraged fo be
compliant with treatment, people with
serious mental illness were to be en-
couraged and assisted in continuing to
pursue their hopes and dreams despite

ENTS or RECOVERY m SE ous MENTAL lu.NEss*
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their disability. Barriers to pursuing
personal aspirations were addressed
through rehabilitation and the provi-
sion of supports, but the primary em-
phasis was to remain throughout on
the person’s pursuit of the tife he or
she wished to lead in the communities
of his or her choice, “Recovery-criented
care” was defined in the same
Commissioner’s Policy as care that
“identifies and builds upon each per-
son’'s assets, strengths, and areas of
health and competence to support the
person in managing his or her condi-
tion while regaining a meaningful, con-
structive sense of membership in the
community.” Thus, instead of treating
and/or rehabilitating people, the sys-
tem’s primary responsibility became
that of supporting people in their own
efforts to manage and overcome {a) be-
havioral health condition(s) in the
process of rebuilding their lives. To
connote this shift in responsibility and
locus of recovery from the expertise of
the provider to the efforts of the person
with the disability, the state’s initiative
also informally adopted the motto of
The Home Depot, which suggests “You
can do it. We can help.”

Beyond Definitions to Practice:
Operationalizing Recovery

While this early conceptual work in
defining recovery and recovery-orient-
ed care was clearly necessary in order
to give the state a vision to move to-
ward, arriving at such a consensus ob-
viously had limited impact on practice
in and of itself. In order to move the
statewide system from the concept of
recovery to the reality of actually pro-
viding recovery-oriented care, DMHAS
then undertook a number of processes
in partnership with the state’s con-
sumer, family, and provider communi-
ties and with support from the Yale
University Program for Recovery and
Community Health, These processes in-
cluded elucidating various components
of recovery and, on the basis of these

components, operationalizing the ways
in which these components could be
promoted through practices and the
provision of supports, In terms of men-
tal health, for instance, this partner-
ship was able to identify nine basic
components of recovery in serious
mental iliness based on members’ per-
sonal and professional experiences
and on review of first-person accounts
and the psychiatric rehabilitation liter-
ature. These nine components are de-
scribed in Table 2.

Each of these nine components was

- then used as the basis for identifying

and developing recovery-oriented prac-
tices and supports. As is evident in the
one example offered in Table 3 below
of being supported by others, this
“hottom-up” approach involved people
with psychiatric disabilities describing
first what recovery looked like for them
{column 1), deriving from that what
practices and supports needed to be
provided to promote recovery (column
2}, and from that deriving the ways in
which programs and systems needed
to be structured and managed in order
to provide such supports and practices
(column 3). At each of the levels of
practices, supports, systems, and pro-
grams, it then became possible to de-
velop instruments for measuring
recovery-oriented care, recovery-en-
hancing environments, and recovery-
oriented provider competencies; tools
which became useful in the next phase
of the initiative.

As a next step in the process of opera-
tionalizing recovery, each of these di-
mensions was converted into survey
items to create an agency “Recovery
Self-Assessment” (RSA), This tool—
which has been described in detail in
an earlier issue of this journal
(O’Connell, Tondora, Evans, Croog &
Davidson, 2005)--was then used to ini-
tiate a dialogue with providers and en-
gage them in a process of
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self-assessment as a first step in their
own efforts to adopt a recovery orienta-
tion. In DMHAS’ efforts to roll out the
recovery initiative in a way that was
consistent with its own recovery philos-
ophy—i.e., practicing what it was
preaching—providers were asked to
identify their own assets and strengths
prior to reflecting on those areas that
needed to be aligned with the princi-
ples of recovery-oriented care. There
were three versions {person in recov-
ery, family member/advocate, and
provider) of the 36-item self-assess-
ment tool that contained concrete, op-
erational items to help program staff,
persons in recovery, and significant
others to identify practices in their
agencies that either facilitated or im-
peded recovery. To the surprise of
many DMHAS staff who had become
accustomed to hearing provider com-
plaints about unfunded mandates and
the added burden of filling out new
forms, the RSA was met with enthusi-
asm from the provider community (as
evidenced by an initiat response rate of
120%), who welcomed the toolas a
first glimpse into what this confusing
new use of the term “recovery” was
likely to mean on the concrete level of
everyday practice.

A second measure of providers’ knowl-
edge of recovery also was developed
based on the domains described
above, and was then used in the work-
force development components of this
initiative, which we describe next.

Training Staff to Provide
Recovery-Oriented Care

To undertake the initial developmental
work that would be involved in the ex-
tensive efforts needed to retrain
providers across the state in recovery-
oriented care, DMHAS was able to se-
cure funding from a Community Menta
Health Strategy Board that had been
charged by the legislature with re-in-
vesting dollars saved from the closure
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ng others when they nesd me, -
ving things of value to -

of two state hospitals. These funds
were used to implement a Recovery
Education and Training institute, which
was a collaboration between the
DMHAS Education and Training Division
and the Yale Program for Recovery and
Community Health. In addition to intro-
ductory sessions on the emerging
DMHAS Recovery Paradigm, institute
faculty developed curricula and offered
intensive trainings in a number of
areas, including functioning as a recov-
ery guide, person-centered planning,
recruiting and working with peer staff,
peer support, cultural competency, mo-
tivational interviewing, fundamentals
of supported community living, and
asset-based community development
and working with natural support sys-
tems. To date, over 4,500 providers
have participated in one or more of
these offerings, ranging from a half-
day workshop to an 8-week, 24-hour
course.

As an additional component of the
Recovery Institute, DMHAS invited
agencies to apply to become Centers of
Exceilence in Recovery-Oriented

Practice. Although no new funding was
provided as part of this initiative, se-
lected Centers would receive free train-
ing, consultation, and technical
assistance from Yale faculty. In the ini-
tial round of invitations, 9 Centers were
selected from over 40 applicants.
These Centers were then assisted in
becoming exemplary programs in one
or more of the following areas: out-
reach and engagement, peer-run pro-
grams, supported community living,
recovery guide skills, person-centered
planning, and culturally-specific care.
In addition to working with each
Center’s leaders, staff, clients, and
other key stakeholders to design and
implement a model program, Institute
faculty alsc assisted the Centers to be-
come internship sites for further tech-
nology transfer/knowledge
dissemination activities.

To guide Institute faculty in designing
and delivering training and technical
assistance, a 36-item instrument was
developed based on the DMHAS
Recovery Model addressing providers’
knowledge of and attitudes toward
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such issues as consumer directedness,
the individuatl nature of recovery, cul-
tural competence, self-determination,
strengths-based care, choice and risk-
taking, illness and symptom manage-
ment, involvement in meaningful
activities, overcoming stigma, redefin-
ing self, hope, and the non-linear na-
ture of the recovery process. Items on
this instrument, which has come to be
called the Recovery Knowledge
Inventory (RKI}, followed a Likert-style
response format and were framed in
such a way as to minimize effects of so-
cial desirability; i.e., responses to
items did not follow the same direction
{positive responses for half of the
items refiected a stronger recovery ori-
entation, while for the other haif posi-
tive responses reflected less of a
recovery orientation). The needs as-
sessment which was conducted with
staff from the nine Centers of
Excellence using the RKl yielded the
following results, depicted in Figure 1,
which also were published in a previ-
ous issue of this journal (Bedregal,
O’Connell & Davidson, 2006}.
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What these data suggested is that staff
more readily appreciated the need for
people to define themselves beyond
the identity of “mental patient” or “ad-
dict” and understood that other people
in recovery, i.e., peers, could be helpful
in this process. Staff also appeared to
understand the different roles of the
person with the behavioral health con-
dition vs. those of the health care
provider, recognizing that recovery is
not orly made possible by their skillfut
intervention but also requires the ac-
tive involvement of the person. They
appeared less sure, however, about
what realistic expectations they could
have with respect to client choice and
the nature of the person’s participation
in his or her own recovery; in other
words, what their clients could do to
improve their own condition. Finally,
staff had the least knowledge about
the nature of the recovery pfocess it-
self, the role of symptom reduction and
management in recovery, and the ways
in which people pursue recovery out-
side of farmal treatment and rehabilita-
tion settings. These findings have since
been incorporated into the training cur-
ricula for the !nstitute.

Changing Programs and Service
Structures

with at least a basic understanding of
the recovery paradigm and its implica-
tions for practice having permeated the
statewide system, it then became time
for DMHAS to begin to focus on chang-
ing the services and supports it provid-
ed, both through its state operated
facilities and through its contracts with
private, non-profit agencies. The nine
Centers of Excellence described above
provided some impetus for such
changes, but other changes were stim-
ulated by the creativity and innovation
of providers and agencies. As one ex-
amptle, a consumer council worked with
a provider network in one part of the
state to secure funding for and to cre-
ate a peer-run program in two local
emergency room crisis intervention
units. Peer advocates were trained and
deployed to the units to offer peer sup-
port, assist with clients’ basic needs,
and advocate for and facilitate their
discharge planning. This pregram came
to be viewed as so successful in reduc-
ing wait time and episodes of restraint
and/or seclusion in emergency rooms,
and in reducing eventual inpatient
length of stay, that word quickiy spread
around the state and other hospitals
began to adopt this program.
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In addition to the development and dis-
semination of other peer support ap-
proaches and programs, the major
shifts that have been seen in the state
system thus far have had to do with
moving from an acute care model of
treating discrete episodes of illness to
a tongitudinal, recovery management
model that views both addiction and
serious mental illness as long-term
conditions that require an ongoing re-
lationship between the person and the
health care system. This shift has been
in response to the research literature
and advances in the field more gener-
ally, but also has been in response to
what people in recovery have identified
as their most significant need and the
most significant facilitator of their re-
covery: having someone i can trust who
will stick with me over time, through
the good times and the bad, to support
me in my recovery.

In contrast to0 common concerns ex-
pressed by providers, a recovery man-
agement model does not require
peopte to participate in intensive serv-
ices for indefinite periods of time, silt-
ing up caseloads and further draining
scarce agency resources. Rather, in a
recovery management model people
have immediate access to those servic-
es and supports they may require at
any given time, but then are encour-
aged to develop and utilize natural and
community supports, outside the for-
mal health care system, as much as
possible. As in other long-term iliness-
es, the system’s expectation is that
people will figure out or learn how to
manage and live with their illness over
time, requiring less intensive and less
costly interventions as they gain or re-
gain independent functioning. This
model enables the person to minimize
the role of the behavioral health sys-
tem in his or her life as the impact of
the illness is also minimized, and to
maximize his ot her pursuit of a normal
life in his or her natural community.
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it appears to be essential in this model
for peopie whose illnesses wax and
wane over time, or are responsive to
life events, to have access to the sys-
tem—and subsequently to people who
know the person and who the person
can trust—over time and when needed.
In this respect, behavioral health care
need be no different from other dis-
ease management models for people
with other long-term ilinesses, For peo-
ple with the most severe forms of these
conditions, however, a disability model
may be more appropriate in that there
will be a need for ongoing support. As
with physical disabilities, such support
may be needed as long as the person
remains disabled and as long as the
system is oriented toward helping this
person reclaim his or her life. That is,
supported education and employment
will be valued (and funded) to the de-
gree that the system is oriented toward
facilitating the access of peopte with
psychiatric disabilities to school and
work. Costs saved through decreased
reliance on acute care settings can be
redirected for this purpose to fund
what Connecticut DMHAS has come to
refer to as “recovery support services.”
Typically costing much less than inten-
sive clinical programs with question-
able effectiveness (e.g., day hospitals),
these supports often can be provided
by appropriately trained pears, offering
the system two positive outcomes for
the price of one.

The introduction of recovery support
services leads to the convergence of
the DMHAS recovery initiative with an-
other initiative in which many other
state systems are also engaged at this
time, involving the construct of evi-
dence-based practices. Connecticut’s
recovery initiative has been framed not
only as consistent, but as intrinsically
interwoven, with a focus on the exis-
tence, or lack, of evidence supporting
the various services and supparts of-
fered. While some providers argue that

there is not yet an adequate evidence
base to justify the introduction of re-
covery and recovery-oriented practice—
and thus view this initiative as
contradictory to a concurrent emphasis
on evidence-based practices—we view
this argument as stemming from a fun-
damental misunderstanding of the na-
ture of recovery, Not only is there over
a thirty year history of accumulating ev-
idence that establishes improvement
to be as common, if not more common,
than prolonged disability in serious
mental illness (Davidson, Harding &
Spaniol, 2005), but effectiveness in he-
havioral health is to be assessed in re-
lation to the degree to which services
or supports promote recovery as their
primary outcome. In other words, the
evidence that is being sought or estab-
lished is evidence of the degree to
which an intervention contributes to a
person’s recovery, not the degree to
which recovery contributes to a given
intervention’s effectiveness. Providers
who suggest that they want to wait and
see how the introduction of recovery
improves the guality of care provided
and the outcomes produced, presum-
ably before they adopt a recovery ori-
entation themselves, are thus missing
the point. The response we have made
in Connecticut to these kinds of reser-
vations has been *If what you are
doing now is not oriented to, and does
not promote, recovery, then why are
you doing it, and, more importantly,
why are we paying you for it?”

Rather than contradicting or conflicting
with a recovery orientation, then, this
is one of the ways in which an empha-
sis on “evidence-based practice” has
been extremely useful in contributing
to systemn change. Discontinuing costly
services for which there is no evidence
of effectiveness offers a ready source
of funds for reallocation, either for
practices for which evidence does exist
and/or for practices that people in re-
covery identify as useful to them and
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which they request (e.g., housing and
employment supports).

To guide providers in their efforts to
transform their own services, and
eventually to enable the system to hold
providers accountable for their adher-
ence to recovery values and principles,
DMHAS lastly has been in the process
of generating practice guidelines for re-
covery-oriented behavioral health care.
To date, these guidelines cover nine
domains, briefly described in Table 4
below. This table labels and provides a
brief description of the focus of each
domain and offers a couple of abbrevi-
ated examples of standards in each
area. While an initial set of practice
guidelines have recently been pub-
lished (Tondora & Davidson, 2006},
they remain very much a werk in
progress at this time,

Discussion: Or What We Think We
Have Learned Thus Far

While we still consider ourselves to be
relatively early on in the transformation
process, we think we have learned sev-
eral valuable lessons that we offer to
other systems embarking on this, or a
similar, process of culture change.
These lessons revolve around two
major issues.

A first issue has been recognizing that
recovery does not refer to any specific
service, intervention, or support (which
can be more or less recovery-oriented)
but to what people with psychiatric dis-
abilities do themselves in order to
manage their illness and/or get their
lives back, Recovery thus does not
refer to anything that service
providers—no matter how well-inten-
tioned or recovery-oriented they may
be—can do to or for people. Our initial
inclination as service providers or man-
agers may be to decide what recovery
means and how to implement it for
people with serious mental illnesses,
no different from how we have decided
other things for them in the past, This
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represents a major, if nonetheless fair-
ly common, mistake, which dooms a
recovery initiative to failure. As recov-
ery belongs to people with psychiatric
disabilities, and as it is up to them to
define what i is and what it entalils, it
is key that people in recovery lead the
way. Leading the way involves develop-
ing a positive vision of recovery and re-
covery-oriented care, and working
collaboratively with other stakeholders
to develop a shared sense of where
people in recovery and providers collec-
tively are headed as a system of care.

The second, related, issue involves rec-
ognizing that recovery cannot be an
“add on” to existing services, sup-
potts, or systems. Promoting recovery
needs rather to be the overarching aim
of all services and supports; otherwise,
we need to ask why we are devoting
scarce resources to them (e.g., to en-
sure community safety). As a coroliary,
individualized recovery planning pro-
vides a holistic framework for integra-
tion of various other system initiatives
(e.g., evidence-based praciice, cultural
' competence, trauma, co-occurring dis-
orders), all of which need to be re-ori-
ented to support recovery (e.g., how
does attending to someone’s trauma
history, or substance use, or cultural
background, promote his or her recov-
ery?). If, in this way, ali roads need to
lead to recovery, then it makes little
sense for providers or system man-
agers to respond that they will be
happy to “do recovery” as soon as they
are given new resources for this pur-
pose. The focus of transformation
rather needs, at least initially, to be on
changing and realigning current poli-
cies, practices, procedures, services,
and supports to be oriented toward,
and effective in, promoting recovery.
Not until we have succeeded in ensur-
ing that all available behavioral heaith
dollars are allocated in ways which ef-
fectively maximize each person’s and
family’s chances for recovery will we be

justified in making strenuous argu-
ments for additionat resources. 1t also
will not be until we have succeeded in
these efforts that we will have a suffi-
cient constituency base and the politi-
cal credibility needed to be effective in
doing so.
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