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Forward

By Kevin Martone, Assistant Commissioner
New Jersey Division of Mental Health Services

Having served on former Governor Codey’s Task Force on Mental Health, I had come to believe
that we needed to have a champion to advance reforms in New Jersey’s mental health system.
Certainly former Governor Codey championed mental health issues and was the springboard for
new resources and a positive shift in attitudes and beliefs about persons living with mental
illness. The challenge, however, was to prevent the Task Force Report, issued on March 31,
2005, from becoming another shelved document. To the contrary, it has become the foundation
of New Jersey’s on-going commitment to transforming the state mental health system.

Now, entering my 3™ year as Assistant Commissioner for the DMHS, and having spoken with
thousands of NJ citizens over the past several years, I have come to learn that NJ doesn’t need 4
champion. In fact, this system is comprised of many champions who have maintained the hope,
optimism and momentum beyond that generated during the work of the task force. These are the
consumers, family members, friends, providers and elected officials who have a shared vision for
unprecedented change and have made a commitment of leadership towards transforming the
system. As mental health becomes more widely known as the public health issue that it is, the
State’s champions continue to set higher expectations and provide welcomed influence. By
listening and working in collaboration with the multitude of stakeholders, we are collectively
promoting wellness, recovery, and a promise for a better way of life.

With transformation, however, come significant challenges. There are still many people who
cannot access services, and who live in poverty or are homeless every day. There are people
right now who have been waiting in an emergency room for hours; people sitting idle in a
hospital because no decent, affordable housing exists; people told they need to go to program or
else face eviction from their housing; people disenfranchised due to stigma.

Despite transparency, dialogue and communication, upheaval and reorganization will occur as
new sources of power emerge, as the State develops greater accountability for its limited
resources, and as the landscape of services become better able to facilitate recovery. While
transformation can be frightening, it offers exciting challenges that will serve to positively
influence the inherent inertia that exists in systems.

The following Wellness and Recovery Transformation Action Plan is a result of a collaborative
process that actively sought and incorporated recomumendations from consumers and their
families, providers, and governmental and non-governmental agencies. Though additional
resources are beyond its scope, this three year plan puts into action transformational activities in
three key areas that will result in greater opportunities for wellness and recovery. These are
System Enhancements, Data Driven Decision Making, and Workforce Development The
Division recognizes that it will not resolve all of our systemic challenges upon completion of this
plan. However, it will result in systematic improvements to the mental health service delivery
system, and create an unprecedented culture of caring that fundamentally seeks to evolve with
the scientific, scholarly, economic and political environments.




New Jersey Fast Facts

As of 2006, NI’s population stood at 8.7 million, an increase of 6.15% since 1997.

The state’s population is growing more diverse. In 2005, non Hispanic whites made up 62%;
African Americans 13%; Hispanics 15%; Asians 7% and 3% of the population reported falling
into two or more racial categories.

Despite having the highest median household income in the nation, NJ’s poverty level of 8.7% is
below the national average Average unemployment rates rose from 3.7% in 2000 to 4.6% in
2006.

There are approximately 358,302 people with serious mental illness living in NJ (5.4% of the
adult state population)

Between 1997 and 2006, NJ’s state hospital population has remained essentially flat (0.17%)
despite the overall population growth, Factored against the population growth, this is a net
decrease in overall population to state hospital census. _

Admissions into all five state psychiatric hospitals have steadily decreased over the last 10 years.
From a total of 3630 admissions in FY 1997 to 3311 in FY 2007, a decrease of 319 or 8.79%. The
most significant decrease in admissions however, has occurred within the past several years. In
FY 2004 there were a total of 3803 admissions, down to 3311 in FY 2007, a decrease of 492 or
12.94%.

Readmission rates within 30 days of discharge, for the non forensic state hospitals, have
decreased from 5.47% in FY 2003 to 4.93% in FY 2006. Readmissions within 180 days of -
discharge have decreased in number from 526 readmissions in FY 2003 to 488 readmissions in
FY 2007. Although there has been a slight decrease in the number of readmissions, the overall
recidivism rate for 180 days has not decreased, primarily due to the reduction in the number of
discharges which can be attributed to the reduction in the number of admissions.

NJ has continued to increase access to services in the community. The number of adult
consumers served in the community increased from 251,190 in FY 2004 to 261,826 in FY 2006,
or 4.24%. The units of service that were provided to the consumers in the community programs
increased from 3,863,768 in FY 2004 to 5,399,974 in FY 2006, or 39.76%.

Consumers are accessing more non-emergency care than emergency care. In FY 2000, 165,271
consumers accessed non emergency services. In FY 2007, there were 234,157 consumers
accessing non emergency services. This is an increase of 41.68%. In just the past several years
from FY 2003 to FY 2007, the increase has been 14.52%.

The length of stay on Conditional Extension Pending Placement (CEPP) status in the state
hospitals has decreased. In FY 2007 there were 3248 consumers on CEPP status. Of the 3248
consumers, 2482 or 76.42% of the consumers on CEPP status that had a length of stay of 1 year
or less. In addition, there were 682 consumers or 21% with a length of stay or 1-5 years and 84
consumers or 3% with a length of stay greater than 5 years.

NJ ranks 8" in the nation spending $139.91 dollars per capita on total mental health expendltures
The average Fair Market Rent in NJ for a one-bedroom apartment is $ 859.

The vacancy rate in the NJ rental market averages less than 5%, making it one of the strongest
more competitive markets according to the Department of Commerce, and thus allowing more
landlords to charge more than the area Fair Market Rent.

Since 2005, DMHS has received approximately $56M of new funding for community services,
included those linked to housing. Support services have been funded for 1033 consumers
accessing new housing opportunities, of which 850 are new units either occupied or under
development. The remaining housing opportunities stem from rental subsidies funded primarily
by DMHS, and also the Dept. of Community Affairs, HUD or local public housing authorities.




Recovery as the Overall Goal of the Mental Health System

Background:

Why move towards a recovery oriented system now? The answer to this question begins with
the vision statement at the beginning of the President’s New Freedom Commission Report of
2003: “We envision a future when everyone with a mental illness will recover, a future when
mental illnesses can be prevented or cured, a future when mental ilinesses are detected early,
and a future when everyone with a mental illness at any stage of life has access to effective
treatment and supports — essentials for living, working, learning, and participating fully in the
- community.”

Upon release, this report clearly called for a fundamental transformation of the mental health
service delivery system in the United States. In fact, remarks delivered by A. Kathryn Power,
Director of the Center for Mental Health Services (CMHS), clearly supported this new vision,
stating: “The New Freedom Commission chose the word transformation to reflect its belief that
mere reforms to the existing mental health system are insufficient. Transformation is a powerful
word with consequences for policy, funding, and practice, as well as for attitudes and beliefs.”

Her message emphasizes that fransformation of any system is a huge undertaking, one that is all-
encompassing, and permeates all aspects of the mental health delivery system. It requires an
enthusiasm and momentum that is self-sustaining and that does not decrease with system
resistance but rather accelerates so as not to give apathy and sabotaging behaviors a chance to
undermine the transformational process. In her Transformation Update in March 2006, she
quoted Vice Admiral Cebrowski who headed up the Pentagon’s Office of Force Transformation
saying, “Be bold....Pick up the things that look really hard. Other people will have done
everything else. Be fast, he added, No transformational leader ever looks back and regrets
moving too fast.”

Additional support for a mental health transformation to a recovery oriented system can be found
in current research. It indicates that people with mental illness can and do become productive
members of their families and communities—which is contrary to the widely accepted notion
that psychiatric disabilities are lifelong, debilitating conditions. There is also a growing body of
empirical evidence describing what is and is not effective in the treatment and rehabilitation
fields of mental illness. New treatments, medications, evidence-based or promising practices,
and natural supports are proving to be effective. In addition, there is growing support for
services that expand beyond the mental health system that impact recovery of individuals such as
housing, employment, education, physical health care and substance abuse treatment. As
succinctly stated by A. Kathryn Power, “The key messages of transformation are that treatment
works, evidence-based practlces yield better results, and recovery is not only possible, but is the
expected outcome of treatment.’ .

In an effort to support the federal transformation challenge, SAMHSA’s national panel met to
clearly define a recovery system. They developed a consensus statement that outlined 10
fundamental components: self-direction, empowerment, hope, respect, responsibility, holistic,
individualized and person-centered, peer support, strength-based, and non-linear. "It describes



what they mean and how they will actually impact service delivery, but more significant is that it
speaks of changing the attitudes, values and beliefs of consumers as well as of program
administrators and providers. SAMHSA has set forth an agenda for states undertaking mental
health transformation and demands unprecedented collaboration, accountability, and leadership
from everyone involved. This message is further driven home by the US Supreme Court’s
Olmstead v. L.C. decision which asserts the right of people with mental iliness to live, fully
integrated into the community, and coincides with SAMHSA’s ‘vision’ of “4 life in the
community for everyone”.

The time is right for New Jersey to subscribe to the transformation challenge. To many, it may
appear as if the state is going to be moving too fast, and to others, such as consumers and
families, we may not be moving fast enough. Rest assured, New Jersey will move forward
willfully with its action plan for transforming the mental health system.

What is a recovery oricnted system?.

First and foremost, a recovery oriented system is one based on the belief that recovery is in fact
possible. A recovery oriented system recognizes the potential inherent in all consumers, It
values and seeks to build upon individuals’ strengths. The system ensures access to effective and
timely treatment, rehabilitation, crisis intervention, on-going peer and other natural support
services that promote meaningful lives, the attainment of valued roles, and true empowerment,
A recovery oriented system offers hope, is culturally competent, accountable, and is sagacious in
its use of resources. Consumers experience transformation on a personal level and take personal
responsibility for their lives.

There is also the recognition that recovery is a non-linear process. Consumers will need and want
different services at different times in their lives. Many consumers have needs that cross systems
such as those with co-occurring substance abuse issues or developmental disabilities. A recovery
oriented system recognizes that people don’t stay frozen in time, but rather assists them as they
move through this very personal process of growth and development. The system is welcoming,
and there is no wrong door. Being ‘maintained’ is no longer an acceptable outcome. “Some
people will never” is no longer an acceptable prognosis.

Services emphasize a life in the community and true community inclusion. Services and supports
are abundant, offering a wide variety of opportunities to explore and achieve in domains such as
employment, education, interpersonal/social, and housing. Services focus and build upon
individual strengths and potential. Services promote growth, competence, and resiliency.
Services and systems are integrated. And lastly, resources are efficient and cost effective;
resources must also yield observable results for consumers and their families.

Stigma must also be addressed in a recovery-oriented system to ensure treatment is sought and
received; opportunities for housing, employment and education are provided; and community
inclusion occurs. The stigma surrounding mental illness must be combated on all fronts: within
the mental health and primary healthcare systems; from professionals, the general public, and
mental health consumers themselves. Good mental health care is primary to overall wellbeing
and the establishment of a rich, meaningful life.




