Michigan Department of Community Health

Recovery Council Meeting

Friday, December 16, 2005

1:00 pm – 3:00 pm

Kellogg Center, East Lansing

Meeting Summary

I. Irene Kazieczko, Director, Bureau of Community Mental Health, Michigan Department of Community Health (MDCH)

a. This is the first meeting of the Recovery Council.  The purpose of this meeting is to organize, meet other Council members, provide an overview of the grant, and to discuss what recovery means to each Council member.

II. Introductions were made.  Membership rosters for both the Recovery Council and Recovery Partners were provided in the packet of information that was distributed.  

a. Recovery Council members present:  Nancy Auger, Pat Baker, Kathy Bennett, Joel Berman, Gerald Butler, Risa Coleman, Patti Cosens, Patrick Coyne, Tim Grabowski, Rob Grimes, Linda Gyori, Marianne Huff, Eric Hufnagel, Judy Hutchins, Andria Jackson, Amelia Johnson, Irene Kazieczko, Ron Kidder, Pam Landry, Sandra Neal, Fran New, Gail Orris, Greg Paffhouse, Ernie Reynolds, Phil Royster, Sherri Rushman, Pamela Stants, Sally Steiner, Wally Tropp, Pam Werner.

b. MDCH staff present (Recovery Partners):  Kendra Binkley, Marci Cameron, Karen Cashen, Patricia Degnan, Sue Eby, Michael Head, Michael Jennings, John Jokisch, Mark Kielhorn, Su Min Oh, Price Pullins, Thomas Renwick, Alyson Rush, John Sanford, Tison Thomas, Judy Webb.

III. Pam Werner provided a presentation/overview of the grant.

a. The grant was awarded from the Centers for Medicare and Medicaid Services (CMS).

b. Recovery: What helps, what hinders.

c. Peer Support Specialists: Their role in promoting recovery. 

d. Review of the Project Abstract.

e. Review of what other states are doing.

IV. Irene Kazieczko, Co-chair of the Recovery Council, discussed participation guidelines.

a. Irene spoke of distance barriers in regards to maximum participation.

b. It is hoped that each member can be present at all meetings.  Recovery Partners can substitute for Council members but they cannot sit on the Council as members.

c. Discussed utilizing national consultants in systems transformation.

V. Issues facing the Council:  how do we put together a system of recovery; how will it be measured; how will services be funded, defined, and administered; how do consumers feel about the system.

VI. Irene asked Council members: How will we know that we have a recovery-oriented system of care?  Answers are below:

Recovery Council – How Will We Know if Recovery is Occurring?

· What consumers feel quality of life is.

· Decrease typical AFC and other segregated housing options; increase options in independent housing.

· Increase employment and benefits.

· Consumer tells us that life is meaningful.

· Seen as individuals not consumers (worst stigma is in system).

· Educate consumers on what is recovery and if not there, what we need to do to get there.

· Not just dare to dream but live your dream; not just be on the back- burner, take responsibility; not accept being thought of as less than a person because of mental illness.

· Speaking for ourselves shows through our living, and a change in how we’re perceived.

· Educate consumers and professionals on how to manage illness.

· Go back to consumers, provide info, access to information.

· Instead of criticizing staff about insensitivity, communicate and educate CMH staff. They don’t get that education in school.

· Media needs to show recovery stories.  Increase in education, and jobs.

· Partner with businesses – we need real jobs with real wages.

· When PCP and Self-Determination become a reality in a person’s life.

· Person lives a self-determined life based on choices.

· Equal weight for voices of consumers, families, staff, in collaboration.

· Increase communication among consumers and professionals.

· Increase trust, openness.

· Community and faith-based (community knows more that can be done for consumers); when stronger as a unit, consumers will feel more free to address issues.

· Educate and communicate legislators.

· Consumers take the responsibility of knowing their disease, especially individuals who have a co-occurring diagnosis.

· Measuring control of their life (i.e., WRAP).

· Staff educated about peer support and what they can do; educate staff, clinicians, case managers, and administrator as partners.

· Consistency on what peers can and can’t do.

· Other organizations that support community; consumers then will be seen as valid contributors in community. 

· Community membership, housing options of choice, family relationships, employment.

· Clubhouses providing employment being more than fun houses.

· Support people to go to college.

· The PCP that would create a closer bond between consumers and clinicians.

· Take own initiative for quality of life. Awareness is key. Line of communication between Recovery Council and consumers.

· Recovery has to become a cultural value from the top to the bottom staff of a CMH.

· See people, not just the diagnosis.

· No extreme focus on medication.

· Professional needs to get back to basics they were taught in college. Listen to the consumer. Stop seeing the consumer as “someone who needs to be fixed.”

· Clinicians need to remember that if it weren’t for the consumers, they wouldn’t be getting a paycheck.

· System that provides meaningful options for people that are holistic.

· When clinician’s definition equals consumers.

· Achieving full potential, and reestablishing new goals on an ongoing basis.

· Train consumers as facilitators to ease case managers’ loads. If progress is not made within one year, we need to find out why.

· Instead of 70% consumers on council, should be 90-95%.

· Community membership is very important. Need living wage for consumers. Consumers with mental illness have self-determined arrangements.

· Need more PCP promotion within providers. Everyone who wants a job can have one that pays at least minimum wage.

· When stigma fades away.

· Full community inclusion (employment, housing, quality of life, consumers involved in CMH councils).

· Meaningful goals and objectives.

· All case managers and supervisors to be hope givers - not hope stealers.

· Moving from symptom-based outcome measure to life-centered outcomes.

· Consumers in control of budgets and their person-centered plan

· More choice, more freedom, less control by providers. 

· Stress on case mangers lightened, more consumers employed.

· Families and consumers improving relationships within their families.

· Go directly to consumers and ask if they are happy.

· Survey regarding meeting goals in their PCP.

· No longer referred to it as a “system of care.”

· When consumers come to me and say that the state really cares about my recovery, because they don’t believe the state cares.

VII. Irene reported to Council members that a Co-chair would be chosen before the next meeting.  The Council adjourned at 3:00 pm.

VIII. The next meeting date is Friday, January 20, 2006 from 10:00 am to 2:00 pm.  The location is yet to be determined.
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