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Preface

This report represents the National Technical Assistance Center for State Mental Health
Planning’s (NTAC) latest technical assistance activity designed to strengthen state mental health
planning and advisory councils. In 1998 NTAC collaborated with the Nebraska Mental Health
Planning and Evaluation Council to convene a regional conference for Midwest mental health
planning and advisory council members and other stakeholders focusing on the concept of
recovery. In 2000 NTAC provided technical assistance to the National Association of State
Mental Health Planning and Advisory Councils (NAMHPAC) to develop an orientation and
training manual and video on the role and purpose of state mental health planning and advisory
councils.

The goal of this report is to emphasize the importance of collaboration between state mental
health agencies and state mental health planning and advisory councils in improving public
mental health systems and enhancing the services and supports they provide to recipients of
public mental health services. The report offers examples of three states in which planning
councils and state mental health agencies have not only fulfilled the mandates of federal law for
planning council participation in state mental health planning activities, but they have also taken
to heart the spirit of collaboration in planning, implementing, advocating for and monitoring
public mental health services. Although these states were selected as examples, a wide range of
collaborative activities are taking place between state mental health systems and planning
councils across the country. We hope that these examples provide further impetus for state
mental health systems and planning councils to enhance and expand their collaborative efforts
for the benefit of the public mental health system and the people it serves. 
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Executive Summary

Introduction

Cooperation, partnership and collaboration are principles that many stakeholders recognize as
essential for the continuing development of a truly responsive, accessible and accountable public
mental health system. Yet reduced spending on public mental health services; changes in the
way services are organized and delivered; and disparate priorities among consumers, parents and
other family members, and providers sometimes make partnership and cooperation difficult to
attain. Despite these challenges, a wide variety of creative partnerships have emerged throughout
the nation’s public mental health arena.  

The examples of successful collaboration between state mental health planning and advisory
councils (planning councils) and state mental health agencies presented in this report will
provide readers with a glimpse of what can be accomplished when consumers, family members,
administrators, policymakers and other stakeholders work together. It is our hope that this report
will provide mental health planning council members, state mental health agency administrators
and planners, and other individuals and organizations concerned about the continued
development and improvement of the public mental health system with an expanded sense of
what is possible and serve as the foundation for discussion and innovation across the country.

Background

Mental health planning and advisory councils exist in every state and U.S. territory as a result
of the enactment of a series of federal laws that require states and territories to engage in mental
health planning in order to receive federal Mental Health Services Performance Partnership
Block Grant (block grant) funds. The legislation further mandates that mental health consumers,
their family members and other stakeholders be involved in the planning efforts through
membership on the state mental health planning and advisory council.

‚ This paper provides a glimpse into the way that planning councils and state mental health
agencies in Arkansas, Colorado and West Virginia have attempted to meet the demands
of these federal mandates. What is encouraging in each of the examples is that the
planning councils and state mental health agencies go beyond meeting the letter of the
law to create dynamic partnerships that build on each other’s strengths and provide a
foundation for continued partnership and innovation that can serve as an example for all
states.

‚ The nation’s mental health planning and advisory councils joined together in 1995 to
form the National Association of Mental Health Planning and Advisory Councils
(NAMHPAC) in an effort to enhance the effectiveness of planning councils through a
variety of mechanisms including promoting information sharing and provision of
technical assistance.  Under a contact with the State Planning and Systems Development
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Branch, Center for Mental Health Services, NAMHPAC provides peer-to-peer technical
assistance to planning councils.

Understanding Collaboration

Collaboration is an important topic for mental health planning councils and state mental health
agencies because it deals with a process, as distinct from a program, agenda or outcome.
Collaboration prompts participants to look at the very process by which they arrive at choices,
whatever those choices happen to be, and offers a vision of shared decisionmaking in which all
parties with a stake in solving a problem constructively explore their agreements and differences
and develop a joint strategy for action.

‚ The literature suggests that for collaboration to work, it must be democratic and
inclusive; that is, collaboration must be free of hierarchies and must include all parties
that have a stake in the problem being addressed. Mental health consumers, family
members, parents, advocates, providers and state and local mental health agency
representatives must be equal partners in the process. This being said, it is also important
that public mental health system leaders have direct involvement in the collaborative
planning process or provide clear and visible support.

‚ In developing a collaborative effort, it is important to ask the following questions: What
are the organizational relationships among the parties and the potential power issues
inherent in the collaborative arrangement? Is there a clear understanding among all the
parties of the goals of each participant? What form of leadership is best suited to
facilitate the collaborative process?  Is there adequate time, funding and staff support
to carry out the project effectively?

Examples of Collaboration

Arkansas:  Planning

Nearly 425 Arkansas residents, including mental health consumers, family members, service
providers, advocates, policymakers and others involved with the state public mental health
system, joined together between October 1999 and June 2000 in a strategic planning initiative
known as FOCUS 2000.  

‚ To guide the strategic planning effort, the Arkansas Mental Health Planning and
Advisory Council (AMHPAC) formed a 28-member steering committee that included
recipients of mental health services, family members of adults with serious mental illness
and children with serious emotional disturbances, representatives of provider
organizations and advocacy groups, and state Department of Mental Health Services
staff members. A series of five statewide and regional meetings took place.
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‚ Although Arkansas is primarily a rural state, people living in rural areas often feel that
everything happens in Little Rock, the state capital. One of the challenges was to ensure
that Focus 2000 was truly a statewide effort.

‚ The state Department of Mental Health Services initially budgeted $165,000 for the
FOCUS 2000 planning process. Costs were reimbursed to NAMI-Arkansas, which
provided the up-front funding. The total cost of the endeavor was $101,500, enabling the
state mental health agency to retain the remaining budgeted balance.  

Colorado:  Advocacy 

The Colorado Mental Health Planning and Advisory Council is among the most important
voices on mental health issues in the state. During the past decade, there have been a number of
developments that have resulted in most major statewide mental health advocacy and legislative
initiatives originating within the planning council. 

‚ In 1993 the Colorado Mental Health Services Division went through reorganization and
a major staff reduction at a time when managed care was being implemented for
Medicaid behavioral health services. A number of groups serving in an advisory capacity
to the state mental health system were proposing plans for the system’s future, resulting
in six different strategic plans for the state mental health system. The state mental health
system folded a number of these state-funded coalitions into the state planning council
and initiated a collaborative effort to integrate the key elements of the various strategic
plans into a single plan.

‚ The state mental health agency director and the planning council work together to set
annual priorities for the block grant plan.

‚ Understanding the political currents within a state requires time and attention. Only by
working together and sharing knowledge, contacts and experience can commissioners
and planning councils be effective leaders in their states.

West Virginia:  Evaluation and Monitoring

The history of the West Virginia Mental Health Planning and Advisory Council’s block grant
proposal evaluation and provider monitoring activities has its roots in the organizational
development initiative that the council undertook in 1997 to clarify its purpose and mission. The
most important products that emerged from the initiative were a mission statement and a set of
values. Later that year the state Office of Behavioral Health Services requested the planning
council’s participation in evaluating proposals by mental health services providers for the use
of state mental health block grant funds. 

‚ In requesting the planning council’s participation, the Office of Behavioral Health
Services noted that the participation of the planning council in the proposal evaluation
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processes was in keeping with the state’s policy of supporting self-determination and
community integration for mental health consumers. 

‚ The planning council’s Block Grant Committee developed a scoring system for
evaluating proposals using criteria drawn from the principles of program evaluation and
incorporating key elements of the planning council’s mission statement and
organizational values. 

‚ In 1999 the planning council agreed to participate in the monitoring of projects funded
by the state mental health block grant. Subsequently the Block Grant Committee crafted
a site review instrument that utilizes key elements of the proposal evaluation criteria to
measure project implementation.

‚ Despite the substantial investment of time and effort among all parties in this process,
the financial requirements have been modest. 

Conclusion

Collaborations between state mental health planning and advisory councils and state mental
health agencies are accomplishing much. Effective collaborations involve several common
elements including time, trust and commitment from leadership; adequate staff and financial
support; parties operating as equals with high expectations of each other; and ongoing evaluation
and the willingness to make course corrections.
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Introduction

Cooperation, partnership and collaboration are principles that many stakeholders recognize as
essential for the continuing development of a truly responsive, accessible and accountable public
mental health system. Yet reduced spending on public mental health services; changes in the
way services are organized and delivered; and disparate priorities among consumers, parents and
other family members, and providers sometimes make partnership and cooperation difficult to
attain. Despite these challenges, a wide variety of creative partnerships have emerged throughout
the nation’s public mental health arena.  

The examples of successful collaboration between state mental health planning and advisory
councils (planning councils) and state mental health agencies presented in this report will
provide readers with a glimpse of what can be accomplished when consumers, family members,
administrators, policymakers and other stakeholders work together. The examples presented in
this report illustrate why partnerships are essential to improvements in the public mental health
sector, what it takes to develop successful partnerships and how to obtain additional resources
to support collaborative efforts.

It is our hope that this report will provide mental health planning council members, state mental
health agency administrators and planners, and other individuals and organizations concerned
about the continued development and improvement of the public mental health system with an
expanded sense of what is possible and that the report will serve as the foundation for discussion
and innovation across the country. We ask readers to approach the report with a sense of
openness and possibility.

Background

Mental health planning and advisory councils exist in every state and U.S. territory as a result
of the enactment of a series of federal laws including the State Comprehensive Mental Health
Services Plan Act of 1986 (P.L. 99-660), the ADAMHA Reorganization Act of 1992 (P.L.102-
321) and the Children’s Health Act of 2000 (P.L.106-310). These laws require states and
territories to engage in mental health planning in order to receive federal Mental Health Services
Performance Partnership Block Grant (block grant) funds. The legislation further mandates that
mental health consumers, their family members (including parents of children with serious
emotional disturbances) and other stakeholders be involved in the planning efforts through
membership on the state mental health planning and advisory council.

The responsibilities of the planning council go beyond participation in the development and
review of the state’s annual federal block grant plan.  Federal law envisions planning council
involvement in the public mental health system as advocates for persons affected by mental
illness and as participants in the review, evaluation and monitoring of the public mental health
system in their state.



1 London, S. (November 1995). Collaboration and Community (A report on the theory and practice of civic
collaboration). Richmond, VA: Pew Partnership for Civic Change, University of Richmond. 
www.scottlondon.com/reports/ppcc.html  

2 Crislip, D.D., and Larson, C.E. (1994). Collaborative Leadership: How Citizens and Civic Leaders Can Make
a Difference. San Francisco: Jossey-Bass, p. 5.
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This paper provides a glimpse into the way that planning councils and state mental health
agencies in Arkansas, Colorado and West Virginia have attempted to meet the demands of these
federal mandates. What is encouraging in each of the examples is that the planning councils and
state mental health agencies go beyond meeting the letter of the law to create dynamic
partnerships that build on each other’s strengths and provide a foundation for continued
partnership and innovation that can serve as an example for all states.

The nation’s mental health planning and advisory councils joined together in 1995 to form the
National Association of Mental Health Planning and Advisory Councils (NAMHPAC) in an
effort to enhance the effectiveness of planning councils through a variety of mechanisms
including promoting information sharing and provision of technical assistance.  Under a contact
with the State Planning and Systems Development Branch, Center for Mental Health Services,
NAMHPAC provides peer-to-peer technical assistance to planning councils focusing on
establishing goals and objectives for the planning council and improving collaboration between
planning councils and the state mental health agencies. NAMHPAC is dedicated to expanding
the number of successful collaborations around the country and to strengthening the voice of
stakeholders’ through active involvement in planning councils. [See Resources section, page 16,
for NAMHPAC contact information.]

Understanding Collaboration

Before we consider examples of successful collaboration, it is useful to understand what has
been written about the process of collaboration.  Many of the concepts and strategies addressed
in this section are drawn from Scott London’s Collaboration and Community.1  As its Latin roots
com and laborare suggest, collaboration reduced to its simplest definition means “to work
together,” London points out. A more complete definition is offered by David Crislip and Carl
Larson in Collaborative Leadership: Collaboration “is a mutually beneficial relationship
between two or more parties who work toward common goals by sharing responsibility,
authority, and accountability for achieving results.”2

Collaboration is an important topic for mental health planning councils and state mental health
agencies because it deals with a process, as distinct from a program, agenda or outcome.
Collaboration prompts participants to look at the very process by which they arrive at choices,
whatever those choices happen to be.  Collaboration offers a vision of shared decisionmaking
in which all parties with a stake in solving a problem constructively explore their agreements
and differences and develop a joint strategy for action.  The ethic of collaboration is based on



3 London, S. Collaboration and Community.
4 Ibid
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the belief that systems change need not be a zero-sum game in which one party wins and one
loses, or in which both parties settle for unpalatable compromises.3

Principles of Collaboration

The literature suggests that for collaboration to work, it must be democratic and inclusive; that
is, collaboration must be free of hierarchies and must include all parties that have a stake in the
problem being addressed.4  Mental health consumers, family members, parents, advocates,
providers and state and local mental health agency representatives must be equal partners in the
process. This being said, it is also important that public mental health system leaders, including
state mental health agency commissioners and directors, have direct involvement in the
collaborative planning process or provide clear and visible support and commitment for this
process.

Other Issues

In developing a collaborative effort, it is important to ask the following questions:

‚ What are the organizational relationships among the parties and the potential power
issues inherent in the collaborative arrangement?

‚ Is there clear understanding among all the parties of the goals of each participant?

‚ What form of leadership is best suited to facilitate the collaborative process?

‚ Is there adequate time, funding and staff support to carry out the project effectively?

As will be seen in the following examples, the process of collaboration is seldom simple or
straightforward. The process usually begins with the parties identifying a problem and
developing a consensus about the nature of the problem and the key issues involved. Once that
occurs, the parties often seek to establish a fundamental mission and a set of desired goals, along
with a shared vision, a strategy for achieving the mission and goals, and a timetable for
implementing the strategy.  Finally, participants usually seek to measure and evaluate the results
of their collaboration.
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Examples of Collaboration

Arkansas:  Planning

Nearly 425 Arkansas residents—mental health consumers; family members of consumers,
including parents of children with serious emotional disturbances; service providers; advocates;
policymakers and others involved with the state public mental health system—joined together
between October 1999 and June 2000 in a strategic planning initiative known as FOCUS 2000.
The Arkansas Department of Mental Health Services initiated FOCUS 2000, selecting the
Arkansas Mental Health Planning and Advisory Council (AMHPAC) to organize and implement
the project.  NAMI-Arkansas served as the fiscal agent for the Planning Council, and several
NAMI-Arkansas staff members provided logistical and other support to the project. [See
Appendix A for additional information on strategic plan.]

Looking back it is difficult for participants to remember exactly how the idea for this strategic
planning effort emerged. The Department of Mental Health Services was engaged in an ongoing
dialogue with the consumer-advocate community, and there was general agreement that the state
mental health system needed a vision for the future and a plan for realizing that vision. Asking
the planning council to lead the effort made sense given the broad participation of mental health
consumers, parents and other family members, providers and advocates in the council.

As the FOCUS 2000 initiative began to unfold, there were concerns about whether mental health
consumers would participate in the process in a meaningful way. There were questions about
transportation and time as well as about whether consumers would feel comfortable serving as
equal participants with providers and policymakers. As will be seen, the planning council
discovered ways to address the transportation and time issues, and mental health consumers
demonstrated ample willingness and skill in participating in the planning process.

Project Overview

To guide the strategic planning effort, AMHPAC formed a 28-member steering committee that
included five recipients of mental health services, five family members of adults with serious
mental illness, one family member of a child with a serous emotional disturbance, six
representatives each of provider organizations and advocacy groups, and five state Department
of Mental Health Services staff members. 

AMHPAC recruited members to participate in the steering committee during a state AMHPAC
meeting. Other steering committee members were selected based on their personal interest in
the project, early identification of technical assistance needs and the goal of reflecting the
diverse populations represented in the state mental health system. The steering committee met
bi-weekly throughout the initiative to discuss budget issues and establish a basic framework for
FOCUS 2000 meetings, including the development of draft mission, vision and value statements.
The planning council also obtained the services of an experienced strategic planning consultant
who had participated in previous planning activities for the Department of Mental Health
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Services. The consultant prepared a proposal identifying the purpose of the FOCUS 2000
project, anticipated outcomes and budget estimates. The overall goals of FOCUS 2000 were
identified as:  

‚ developing a three-to-five-year systemwide plan that identifies strategies and a timetable
for achieving each key goal, 

‚ increasing communication throughout the mental health community, and

‚ establishing a structure to facilitate priority setting that leads to ongoing planning by
AMHPAC.

A series of five statewide and regional meetings took place. The meetings included
presentations, opportunities for stakeholders to discuss relevant issues and structured group
assignments that encouraged all participants to express their perspectives and opinions.  There
was special emphasis on facilitating teamwork and communication within each of the state’s five
planning regions.

During the initial meeting held in Little Rock, participants considered three critical questions:
What is our vision for the future? What is the purpose of the public mental health system?  What
are our values for the system?  In order to help meeting participants formulate answers to these
questions, there were presentations on a variety of relevant topics including an environmental
scan of major trends likely to influence behavioral health care services and systems during the
next several years.

The next two meetings were held using interactive teleconferences hosted in each of the
AMHPAC planning regions to facilitate the involvement of those unable to travel to Little Rock
for the initial strategic planning meeting. Both of these meetings involved focus groups of
consumers and family members to encourage them to discuss their experiences and more fully
explore unmet needs for children and adults from a consumer and family perspective. The first
meeting addressed adult consumer issues. The second focused on the needs of children and
adolescents, with participation by adolescent consumers and their parents.  

A fourth meeting, held in Little Rock, addressed the topic of best practices. During that two-
and-a-half-day meeting, nationally known mental health experts provided information to mental
health consumers and their parents, providers, policymakers and advocates. At this meeting, the
director of the state Department of Mental Health Services requested that participants select two
priority initiatives for inclusion in the department’s biennial budget request. Also during this
meeting, two smaller groups of stakeholders met to identify specific program ideas—one for
children and one for adults. The results of those meetings were proposals for $6.9 million for
children’s wraparound services and $3.8 million for adult wraparound services, including
flexible funding for community-based crisis services.
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After the fourth meeting, the strategic planning consultant developed a draft strategic plan based
on the comments and discussions from all of the meetings.  The draft plan was presented to the
FOCUS 2000 Steering Committee and AMHPAC Executive Committee for comment and
revision.  

The final FOCUS 2000 meeting provided stakeholders with the opportunity to review the draft
plan, to develop regional action plans to coincide with the two major initiatives to be included
in the state mental health agency’s budget proposal, and to discuss procedures and mechanisms
for expanding and institutionalizing state mental health planning processes. Developing these
regional action plans was a key factor in the success of the FOCUS 2000 initiative because the
plans made regions accountable and facilitated continued collaboration. It was made clear
throughout the FOCUS 2000 initiative that true systems change occurs from the grassroots up,
as well as from the top down.

Barriers and Solutions

Although Arkansas is primarily a rural state, people living in rural areas often feel that
everything happens in Little Rock, the state capital. One of the challenges was to ensure that
Focus 2000 was truly a statewide effort. The use of teleconferences was helpful in achieving this
goal. Other strategies for ensuring that people from throughout the state were able to participate
fully in the initiative included these:

‚ The state mental health agency paid travel expenses for participants from across the state
at the time of participation rather than reimbursing them at a later date. When people are
reimbursed for travel expenses after a meeting, it often takes several weeks or months
before they receive the money; this prohibits many consumers and family members from
participating in meetings.

‚ Mental health providers assisted in transporting participants to the meetings by using
community mental health center vans and case managers’ vehicles.

‚ Child and elder care expenses were covered.

‚ Consumers and family members were encouraged to bring other family members if this
would enable them to participate.

Throughout the planning process, special attention was placed on ensuring that every participant
was valued equally. Family members and consumers reported that they felt on an equal footing
with the professional participants.  The following are some techniques used to achieve this goal:

‚ Name badges reflect only first and last names, not titles or affiliations.
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‚ Consumers and family members played a prominent role in each presentation and work
session. In fact consumers and family members made more presentations than
professionals, and a consumer and/or family facilitator led each of the work groups.

‚ Each participant was encouraged to speak out and share his or her experiences.

‚ The meeting focusing on the needs of children and youth included young participants
who discussed their experiences and viewpoints.

‚ Needs assessment workshops were conducted separately for mental health professionals
and non-professionals, making it easier for participants to talk freely without feeling a
need to protect themselves or their agency.

‚ Efforts were made to ensure that there were at least as many, if not more, family
members and consumers as professionals at each meeting. (Steering committee members
were responsible for ensuring the participation of consumers and family members from
their regions.)

Funding

The state Department of Mental Health Services initially budgeted $165,000 for the FOCUS
2000 planning process. Costs were reimbursed to NAMI-Arkansas, which provided the up-front
funding. This reimbursement process might have been a barrier if NAMI-Arkansas had not been
financially able and willing to cover the cost and wait for reimbursement from the state. It
probably would have been better if AMHPAC had gained direct access to the state funds and
operated as its own fiscal agent, but that was not an option at the time. The total cost of the
endeavor was $101,500 including a $33,500 fee to NAMI-Arkansas for staff management time,
basic office support cost, steering committee expenses, and document preparation and
distribution. The Department of Mental Health Services retained the remaining budgeted
balance.  

Colorado:  Advocacy 

The Colorado Mental Health Planning and Advisory Council is among the most important
voices on mental health issues in the state. This was not always the case. During the past decade,
there have been a number of developments that have resulted in most major statewide mental
health advocacy and legislative initiatives originating within the planning council. Among these
developments was the planning council’s implementation of an active committee system to
ensure that diverse viewpoints and interests are represented in the council’s decisionmaking
process. In addition, the planning council has developed an increasingly strong working
relationship with the Colorado Mental Health Services Division. Ultimately the planning
council’s strength comes from its ability to bring together diverse opinions and groups to fashion
a united voice to help guide the vision and development of the state mental health system. 
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History

Although the Colorado Mental Health Services Division and the planning council have won
some important battles, there have also been some serious losses.  In 1993 the division went
through a reorganization, and a reduction in staff mandated by the state legislature resulted in
a drop in staff from 45 to about 25.  This loss of staff occurred at a time when managed care was
being implemented for consumers served by the Medicaid program and even greater
responsibility was being placed on the state mental health agency. With limited staff and
financial resources, the state mental health agency commissioner relied on the support of the
planning council to assist the mental health system during this time of change.  

As in many states, a variety of mental health coalitions worked on a range of issues in Colorado
during this period, and they sometimes appeared to work at cross purposes. A number of groups
serving in an advisory capacity to the state mental health system were creating plans for the
system’s future. In fact, there were six different strategic plans for the mental health system,
resulting in a great deal of confusion and ineffective stakeholder oversight of the state mental
health system’s mission and vision. Advocates realized that to be effective in a time of crisis,
they had to set priorities and speak with a united voice.

In an effort to improve the situation, the state mental health system combined a number of these
state-funded coalitions into the planning council, where they continue to function as committees.
In addition the planning council and the state mental health agency commissioner collaborated
to identify key elements in each of the six strategic plans and to integrate them into a single plan.
Each plan, including the state Block Grant Plan, became a subset of the primary strategic plan.
This effort provided the state mental health system with one mission statement, one vision
statement and one set of priorities.

To accommodate all of these interests and stakeholders, the planning council has become a large
group with more than 40 members. Although the breadth and diversity of its membership
provides the planning council with many benefits, the size of the group can make it difficult at
times to get much accomplished. The planning council has responded to this situation by
establishing a comprehensive committee structure. Most council members serve on at least one
of the following eight active standing committees, which report to the planning council:

‚ Nominating/Membership/Bylaws Committee,
‚ Mental Health Resources Group,
‚ Strategic Planning Committee,
‚ Legislative/Regulatory Committee,
‚ Multi-Cultural Issues Committee,
‚ Older Adult Committee,
‚ Children and Family Committee, and 
‚ Medicaid Capitation Committee.
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Additional committees are created as needed to address emerging issues. This committee
structure enables the planning council to manage its broad mandate under federal law.

Committee Responsibilities

The state mental health commissioner and the Strategic Planning Committee work together to
set annual priorities for the block grant plan that reflect the priorities and needs of system
stakeholders. These priorities drive the work of the Resource Committee and influence the state
mental health agency’s budget proposal. This planning partnership between the state mental
health agency and the planning council has helped to create a vision for the system and promote
consensus across the state on many key issues.

Guided by the priorities of the strategic plan, the Resource Committee examines funding levels
throughout the state and identifies areas of greatest need. Members of this committee are able
to call upon their grass roots constituencies to support increased funding when needed. The
committee has also been able to recruit influential supporters to promote its goals. All mental
health advocacy organizations in the state are represented on the Resource Committee, which
enables the committee to develop a unified approach. By presenting a consistent message to the
state legislature and governor, the committee has often been successful in achieving its goals.

The Medicaid Capitation Committee is concerned with the structure and operation of the state’s
Medicaid managed behavioral health care system. Since the advent of managed care in
Colorado, the Capitation Committee has been involved in a variety of activities related to the
planning, implementation and monitoring of vendors. One of the committee’s chief
accomplishments was the creation of an independent, consumer-run ombudsman program for
mental health consumers served by the Medicaid managed care system. From concept to
implementation, the creation of this program took more than two years. Throughout the process
the Capitation Committee and the entire planning council worked with the state mental health
agency and developed alliances with other organizations to support establishment of the office,
which has been in operation since July 1999 and remains a vital part of the state mental health
system.

Time and Attention

Understanding the political currents within a state requires time and attention. It may take
several years of working within a system to truly understand which individuals and offices hold
real power and how to have an impact on policy.  This can be difficult to accomplish given the
short tenures of many state mental health agency commissioners and planning council members.
Only by working together and sharing knowledge, contacts and experience can commissioners
and planning councils be effective leaders in their states.



Mental Health Planning and Advisory Councils and State Mental Health Agencies 10

Keys to Success

Participants identified two key elements in the success of their efforts:

‚ Unity:  Uniting mental health advocates in Colorado was a difficult process. As noted
previously, a number of existing committees, councils and advisory boards were folded
into the state planning council. Yet the collaborative efforts of the stakeholders and the
state mental health agency have proven highly effective in planning and advocating for
enhanced community services and resources. The planning council realized that
collaboration between mental health advocates and the state mental health agency is
essential for promoting system change. If the state legislature receives six different sets
of priorities from six different mental health advocacy groups, no change will occur.
Success can be achieved only when advocates stand together and work closely with the
state mental health agency commissioner or director. Both advocates and commissioners
must learn to acknowledge differences without losing sight of their common goals.    

‚ Diversity and Openness: The diversity of opinion on the planning council is both its
greatest strength and weakness. Maintaining a united front can be difficult when faced
with hard choices and scarce resources. There have been times when members’ differing
viewpoints threatened the council’s sense of unity. When moments such as these arise,
the planning council chair and the state mental health commissioner have reminded
council members about their mutual concerns and helped them to focus on their shared
long-term goals.  

West Virginia:  Evaluation and Monitoring

The history of the West Virginia Mental Health Planning and Advisory Council’s block grant
proposal evaluation and services monitoring activities has its roots in the organizational
development initiative the council undertook in 1997 to clarify its purpose and mission. The
most important products that emerged from the initiative were a mission statement and a set of
values that were developed during discussions of the full council membership, refined by a small
work group and ultimately presented in written form to the full membership for approval. [See
Appendix B.] The resulting documents described the impact that the planning council wished
to have on West Virginia’s behavioral health care system and the value-based operational
principles that the council identified for itself. Later that year the state Office of Behavioral
Health Services requested the planning council’s participation in evaluating proposals by mental
health services providers for the use of state mental health block grant funds. The council
appointed a three-person committee to participate in the proposal evaluation process.

Value of Stakeholder Involvement

In requesting the planning council’s participation, the Office of Behavioral Health Services
noted that the participation of the planning council in the proposal evaluation processes was in
keeping with the state’s policy of supporting self-determination and community integration for
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mental health consumers. Consumers, their families and providers could best judge the value of
a proposed service and determine if these service had been delivered effectively, the state
officials noted. While the state has maintained its primary role and responsibility in allocating
funds and monitoring providers, the entire process has been enhanced by the involvement of the
planning council, particularly in making the service system more responsive to needs perceived
by those whom it serves.

Development of Evaluation Criteria

To help ensure objectivity, the planning council’s Block Grant Committee developed a scoring
system for evaluating proposals.  The scoring system uses criteria drawn from the principles of
program evaluation such as the need to assess the congruence of the proposed program or
activity with the provider agency’s mission and past performance and its demonstrated ability
to achieve explicitly defined outcomes. The criteria also incorporate the key elements of the
planning council’s mission statement and organizational values. A numerical scoring system was
applied to the criteria. Proposal evaluation commenced with the three members of the Block
Grant Committee dividing up the pile of proposals. [See Appendix C.]

Among the primary issues that emerged during the initial proposal review were that:

‚ Evaluators experienced a learning curve regarding their interpretation of the criteria
items. It was agreed that in the future, evaluator training would be critical, as would
efforts to enhance inter-rater reliability.

‚ Evaluators felt discouraged with the lack of connection between provider proposals and
the established criteria. Because providers at that time were not aware of the standards
by which they were being evaluated, the criteria were rarely addressed. It was agreed that
training for providers was just as important as training for evaluators. In subsequent
years, when time has permitted, providers have been offered the opportunity to receive
training in proposal development. Feedback suggests that this training is greatly
appreciated by persons and organizations developing proposals.

‚ Evaluators developed an increasing sense of confidence in their abilities and optimism
about the impact of their efforts. It was difficult at first for the three evaluators to believe
that their efforts could have an impact on the statewide delivery of public mental health
services. It was in the spirit of the phrase that “a journey of a thousand miles begins with
a single step” that carried the committee members through their task.  The unequivocal
support of the state mental health agency was tremendously important in this process.

As noted earlier, the foundation for the evaluation process was established during the planning
council’s organizational development activities. Individuals who participated in the evaluation
process were able to develop and explain the rationale for their efforts based on the planning
council’s stated principles and goals, such as the importance of consumer participation in state
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mental health planning and policy decisions and the need for integration among systems and
agencies that provide services to adults and children with mental illness.  

Subsequent years brought additional improvements to the proposal monitoring process
including:

‚ increased council member participation in the evaluation and monitoring tasks;

‚ extensive training for all participants, including evaluators and providers, in the proposal
development and review processes;

‚ increased efforts to ensure objectivity in the proposal evaluation process; and

‚ modifications in evaluation instruments to improve clarity and eliminate minor or
redundant criteria. The scoring system was also refined over time.

Any planning council member who wants to participate in proposal evaluation and/or services
monitoring may join the Block Grant Committee. Tasks suited to the interests and skills of all
members have been identified. Planning council members have experience in wide range of
relevant areas including program evaluation, advocacy, financial review and survey instrument
development, as well as personal experience with the public mental health system. Thus the
committee has been able to draw on the experience and skills of members to accomplish its work
with minimal need for technical assistance. The state mental health agency provides clerical and
coordinating support.

There have been occasional disagreements between the planning council and the state mental
health agency, principally arising from the fact that the state mental health system has had to
relinquish some control over fund allocation decisions. In most cases the parties have been able
to work out a solution, and this tension appears to be a symptom of a healthy process. It has been
critical for the success of this collaboration that the planning council has a firm sense that the
state mental health agency commissioner trusts council members’ capacity to provide well-
grounded recommendations.

Monitoring 

In 1998, after the planning council began its second year of helping to evaluate provider
applications for mental health block grant funds, the state mental health agency approached the
council about expanding its role to include monitoring projects that had been funded by the
block grant. After some discussion, the council decided to take on this additional responsibility,
viewing it as a natural extension of its role in evaluating block grant proposals. This new
responsibility also seemed clearly to fall within the federal mandate to "monitor, review, and
evaluate ... the allocation and adequacy of mental health services within the State" (USCS §
300x).
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Planning council members began to participate in monitoring activities in 1999. Subsequently
the Block Grant Committee crafted a site review instrument that utilizes key elements of the
proposal evaluation criteria to measure project implementation. [See Appendix D.] Site visits
are conducted by teams composed of a representative of the state mental health agency and one
representative from each of the council's primary constituency groups (consumers, family
members of children with serious emotional disturbances, family members of adults with serious
mental illness, and providers). Each team is assigned a leader who is responsible for
coordinating the visits, facilitating the development of team recommendations and submitting
the team's aggregate scores and recommendations to the state mental health agency. As evidence
of the planning council's continuing maturity, in 2001, for the first time, stakeholder members
chosen by the planning council led the teams rather than the state mental health agency
representatives.

These program evaluation efforts have resulted in enhanced relationships between the state
mental health agency and the planning council and between providers and the council through
the development of an explicit and objective process for making block grant funding decisions.
Perhaps most gratifying are reports from program monitoring teams that many of the values
espoused by the planning council are now reflected in services provided to consumers. Hope has
evolved into confidence that the systematic application of the planning council’s values can have
a real impact on the provision of public mental health services.  

Funding

Despite the substantial investment of time and effort among all parties in this process, the
financial requirements have been modest. State mental health agency officials estimate that the
Office of Behavioral Health Services has spent less than $10,000 each year to reimburse
planning council members involved in the evaluation and monitoring activities for
transportation, child care and materials expenses.      
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Conclusion

Collaborations between state mental health planning and advisory councils and state mental
health agencies are accomplishing much. The examples noted in this report demonstrate what
is possible when the parties work together and pool their resources. The ability to collaborate
effectively takes time, trust and a commitment to focus on the benefit of the entire public mental
health system. In the states profiled here, planning councils and state mental health agencies
were able to work together and build on each others’ strengths and perspectives to identify
problems and develop collaborative solutions. These effective collaborations involve several
common elements that states and planning councils can draw on as they seek to enhance their
cooperative efforts.

Successful collaboration:

‚ takes time, trust and commitment from leadership;

‚ requires adequate staff and financial support;

‚ requires all parties to operate as equals with high expectations of each other; and

‚ is a process that builds on itself and that requires evaluation and the willingness to make
course corrections when necessary.

It is clear from the range of experiences described in this report that collaboration can take many
forms and address a variety of issues and system needs. It is our hope that mental health
planning councils and state mental health agencies throughout the country will find these
examples useful in helping them initiate or strengthen existing collaborative efforts in their own
states that lead to improved delivery of public mental health services.
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Resources

Center for Mental Health Services
Division of State and Community Systems Development
5600 Fishers Lane, Room 15C-26
Rockville, MD  20857
Phone: (301) 443-4257
Fax: (301) 443-7926
www.samhsa.gov

Kettering Foundation
200 Commons Rd. 
Dayton, OH  45459
Phone: (937) 434-7300 
Fax: (937) 439-9804
www.kettering.org

National Association of Mental Health Planning and Advisory Councils
1021 Prince Street
Alexandria, VA  22314
Phone: (703) 838-7522
Fax: (703) 684-5968
www.namhpac.org

National Consumer/Supporter Technical Assistance Center
National Mental Health Association
1021 Prince Street
Alexandria, VA  22314
Phone: (800) 969-6642
Fax: (703) 684-5968
www.ncstac.org

National Technical Assistance Center for State Mental Health Planning
National Association of State Mental Health Program Directors
66 Canal Center Plaza, Suite 302
Alexandria, VA  22314
Phone: (703) 739-9333
Fax: (703) 548-9517
www.nasmhpd.org\ntac
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Peter F. Drucker Foundation for Nonprofit Management
320 Park Ave., 3rd Floor
New York, NY 10022
Phone: (212) 224-1174
Fax: (212) 224-2508
Email: info@pfdf.org
www.pfdf.org

Pew Partnership for Civic Change
5 Boar's Head Lane, Suite 100
Charlottesville, Virginia 22903
Phone: (804) 971-2073
Fax: (804) 971-7042
Email: mail@pew-partnership.org
www.pew-partnership.org

Scott London
P.O. Box 12
Santa Barbara, CA 93102
Phone: (805) 964-1899
Fax: (509) 352-4080
E-mail: scott@scottlondon.com
www.scottlondon.com
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Appendix A

NAMI-Arkansas. (July 2000). “Strategic Plan Executive Summary.” 
FOCUS 2000: A Behavioral Healthcare Strategic Planning Series.

NOTE: Appendix A available as separate .pdf document.
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Appendix B 

West Virginia Mental Health Planning Council Vision & Mission 
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West Virginia Mental
Health Planning Council

Vision & Mission

organizational development

It is the desire of the membership of the West Virginia Mental Health Planning Council to be an
important force in the shaping of services to West Virginians with psychiatric disorders.  We
believe that explicit organizational aims are essential to the Planning Council’s ability to develop
a proactive role in serving the interests of its constituencies.

Vision

The West Virginia Mental Health Planning Council envisions an integrated system of
traditional and non-traditional behavioral health service options accessible by all with
relevant needs.  Services will be driven by what the persons to whom the services are
directed need and want. Those of greatest need will be prioritized and protected.
Remuneration for services will be sufficient and according to service success, as measured
by the degree to which: 
C validated needs are met according to best practice,
C those who receive services are satisfied,
C and the need for ongoing professional intervention is minimized.

Mission

The mission of the West Virginia Mental Health Planning Council is the reduction of
consumer needs by recovery-focused behavioral health services created and maintained
through collaborative efforts of consumers, family members, providers, and government
representatives.  The Planning Council is the arena for this collaboration.
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Appendix C

West Virginia Mental Health Planning Council 

Review of Requests for Funding—Guidelines for Reviewers
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West Virginia

Mental Health Planning Council

Review of Requests for Funding

GUIDELINES FOR REVIEWERS

Descriptive Definitions for Scoring Reviews of Responses to Request for Information

SCOPE OF PROPOSAL:

• Extent to which the respondent describes the agency and its capacity to carry
out proposed goals

• Extent to which the respondent has identified the target population

• Extent to which the respondent has documented the need for a grant to
address the concerns of the target population

• Extent to which the respondent describes involvement of family, consumer, or
other health or social service agencies in the development, implementation
and evaluation of the proposal

• Goals and objectives of the proposal appear clear, measurable, and
achievable

• Outcomes are clearly defined and described in terms of consumer outcomes,
not project, process or agency outcomes

[The scope of the proposal is intended to provide an understanding of what
the respondent is attempting to accomplish, why the respondent is attempting
to accomplish it, and the significance of the effort if it is accomplished.]

STRUCTURE OF THE PROPOSAL:

• Extent to which the respondent demonstrates an understanding of the
process to implement the proposal and to insure the intended target
population is identified and served

• Extent to which participation in proposal development by family members,
consumers, or other health or social service agencies are discussed

• Extent to which staff who are implementing the proposal are qualified

• Description of how staff are supervised and monitored, and to who they report

• The extent to which an evaluation of the proposal is described, along with
reporting and documentation process
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• Extent to which the process for access to the intended proposal by the target
population is described

[The structure of the proposal is primarily how the proposal is designed,
where it will be located, how accessible, and if the intended proposal is
structured to meet the stated goals.]

IMPLEMENTATION PLAN:

• Extent to which the proposal describes the implementation plan with time
lines that appear achievable

• Extent to which the plan outlines the total proposal goals within the time lines

• Extent to which the plan describes the process for achieving identified tasks,
goals, or overcoming obstacles

• Extent to which any community collaboration is intended or appropriate, and
how this will be achieved

• Extent of description for involvement of families, consumers, or other health
and social service agencies in implementation, as appropriate

[The purpose of the implementation plan is to describe how the proposal will
be implemented.]

BUDGET:

• Extent to which the budget is detailed by line item indicating both direct and
indirect costs, as well as other fiscal contributions to the proposal (target
funds budget forms must be used)

• Extent to which the budget is described in narrative form to further explain
identified proposal costs

[The purpose of the budget is to identify costs associated with the proposal
and projected income from other sources for services delivered - target funds
are “funds of last resort.”]
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Appendix D 

West Virginia Mental Health Planning Council 

Block Grant Site  Review—Review Standards and 

Measurement, Summary and Recommendations

NOTE: Appendix D available as separate .pdf document.
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