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Everyone is tied to one another by a path of white ash.  The rituals that relieve the 
trouble in the village open the doors… to insights into healing in modern societies.   

                ~Michael Meade (Some’, 1993) 
 
 
 

 
Introduction 

This document outlines a framework for mental health services as initially developed for 
Adams County.  It is intended to be an introduction for new staff, Human Services 
Committee members, community members, visitors and anyone interested in 
developing collaborative systems of care.  This document is simply a foundation for our 
shared understanding.   In the spirit of collaboration, your feedback and suggestions are 
always welcome.     
 
If successful, this document will outline a shift from a traditional client enrollment and 
service delivery system to an integrated system of care.  A central theme in this process 
is the role of informed consent along with the use of natural supports in order to 
encourage autonomy in a fully integrated system of care.   At the same time, this 
informed consent is integrated from a developmental perspective, which enables a shift 
from expensive conventional services to those that promote outreach, prevention, and 
the use of natural and community supports that are more cost effective.    
 
The first section provides a brief overview of the clinical services provided through the 
Adams County Health & Human Services Department.  Subsequent sections address 
operating values and descriptions of the concepts that inform our delivery of services.  
Four illustrations referred to throughout the text provide a cognitive-graphic overview 
for the synthesis of these concepts.  These subsequent sections are identified as follows:   

 
Operating Values- The principles upon which decisions are made regarding 
services and programs, the role of leadership and the process of transformation. 
(p.6)   
                                                                                                                                                                                
Person-Centered Care- The organizational focus on person, program, and 
community; integrating from the start.  (p.7)  
 
The Continuum of Care- The array of services, spanning from custodial care to 
full autonomy.  (p.8) 

 
Phases of Program Integration- The operational definitions of services that are 
conventional, quasi-integrated and fully integrated; how these levels affect 
services.  (p.8)  

  
The Developmental Axis- Understanding one’s capacity to choose services and 
how this capacity is recognized across the service options and levels of 
integration; the keys to the castle.  (p.10) 
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Orientation & Informed Consent- Getting the right fit between need and services; 
promoting upward progression in recovery-oriented systems of care. (p.11)  

 

The Picture of Integration- Putting it all together in a coherent framework that 
orients clients and staff; building the roadmap to services and process.  (p.12) 

 

The Value of Integration- A look at cost-effective services; how these costs fit the 
picture of integration.  (p.12) 

 

Crossing the Threshold- The challenge of outreach and the gift of connection; 
barriers to care and opportunities for prevention.  (p.14) 
  

Person-Centered Funding- Making the match between programs, requirements 
and funding when the person comes first; a crosswalk of possibilities.  (p.15) 

 

Each section of this document reflects a structural component of our program. In part 
these sections do not carry much weight beyond their value as concepts.  As a whole, 
they compose a framework.  This framework is our integrated vision for the community.  
This is an environment for healing, wellness and recovery- A Greenhouse for the Mind.   
(Sanders, 1989)  
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Overview 

Adams County Health & Human Services Department serves a rural population of 
21,300 with an average per-capita income of $25,000.  This population historically 
ranks in the bottom quarter of Wisconsin counties for health determinants in a range of 
areas such as obesity, teen birth, firearm deaths, motor vehicle crash deaths, households 
in poverty, high school graduation, no health insurance, smoking during pregnancy, 
divorce rates, etc. These are all factors that contribute to high stress levels and increased 
risk of mental illness and addiction.   At the same time this is a population that has 
actively engaged the issues of health and wellness and has pulled itself upward into the 
top quartile for a number of health behaviors including access to health care, 
consumption of fruit and vegetables and increased rates of high school graduation.  In 
their 2003 Community Health Report Card, the Wisconsin Public Health and Health 
Policy Institute identifies Adams County as “improving faster in health determinants 
than most other counties.”  Despite modest advances, this population struggles with 
poverty and a broad array of socio-economic factors that critically compromise their 
overall health and wellbeing.   
 
Other determinants of mental health include infant mortality which is higher than the 
national average, child abuse and neglect rates, domestic violence, and domestic 
violence where children are present, which are higher than the state average.  
(Wisconsin Office of Rural Health, 2003).  In 2009, a total of 119 individuals received 
emergency inpatient services for detoxification or psychiatric stabilization.  Per the 
2009 Community Health Needs Assessment, suicide and self-inflicted harm accounts 
for almost all of the violent deaths in Adams County.          
 
The Mental Health and Substance Abuse Clinic provides a full range of mental health 
and alcohol and other drug abuse (AODA) services. The Clinic is staffed by one Mental 
Health Therapist, two Mental Health/AODA Counselors, one Alcohol and Drug 
Counselor, two Case Managers and one Clinic Manager (Licensed Clinical Social 
Worker). In addition, psychiatric, psychological, and nursing services are available 
through consultants retained by the Department.    Services include: 
 

� Mental Health; Assessments & Counseling 
� Psychiatric Services; Evaluation & Treatment 
� Psychological Testing 
� Case Management 
� Medication Monitoring & Patient Assistance  
� On-Call/Crisis Intervention, Screening and Referrals 
� Emergency Detentions & Aftercare Services 
� Support Groups 
� Treatment Groups 
� AODA Evaluations & Treatment 
� OWI Assessments 
� Court Ordered Evaluations 
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In addition, the clinic supports a range of multidisciplinary and collaborative projects 
focused on prevention and improvement of clinical services.  These initiatives include: 
 

� Advisory Committee on Mental Health, AODA & Crisis Response 
� Sub-Committees on Crisis Response (emphasizing cross-training 

multidisciplinary coordination) and Youth & AODA (emphasizing education, 
support & recovery) 

� Comprehensive Community Services (CCS) 
� Coordinated Services Teams (CST)  
� Outreach & Consultation to County Jail  
� Non-Violent Crisis Response Training for County Staff and Partnering Agencies 
� Newspaper Colum to promote Mental Health & Wellness  
� Mental Health & Wellness presentations to Staff & Students at AF Area Schools 
� Adams Co. Coordinating Committee for Children’s Concerns (4-C’s) 
� Friendship Connection Drop-in Center (in affiliation with the National Alliance 

for Mental Illness, NAMI) 
� State of WI, Southern Region Crisis Coordination Committee 

 
As much as possible, our services are client-centered, strengths-based and focused on 
recovery.  At the same time, the provision of services through the clinic is based on 
functional impairment or acute need.  Clinical needs are understood to derive from 
psychological, biological and social factors.  Each person requiring services is 
understood to be unique and shaped by an array of influences and needs.  Our objective 
is to improve an individual’s ability to function. This improvement includes the 
individual’s meaningful and effective engagement of other services, family members or 
employment.   
 
Gaining access to resources and having a voice regarding service is the greatest 
challenge.  Individuals who are fortunate to be able to self-administer their recovery are 
able to use the supports available and require little from us in terms of maintenance.   
For many with higher or complex needs, the access and use of support is often 
compromised by their confusion or emotional problems.   The same perceptual barriers 
complicate access to other services or helping relationships.   
 
People who are estranged from helping relationships are typically the ones who are at 
the greatest risk of addiction or psychiatric crisis.    In addition, individuals or families 
that are struggling with an illness and remain inaccessible to effective supports are most 
inclined to complicate or drain resources.   For these humanitarian and economic 
reasons we make every reasonable attempt to engage the individual at their level of need 
to support their recovery.   This is why we provide an array of services that meet 
individuals and families along a continuum of care.    
 
This continuum of care spans from one end with individuals who can engage services 
proactively and require little more that the occasional support on an outpatient basis to 
maintain their success in recovery.  Others at the other end of the spectrum come into 
services reactively or unintentionally; usually through a crisis or court order.   To 
support these individuals we respectfully collaborate with the staff from other service 
arenas involved in the crisis response and hospitalization. We strive to assure the 
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individual a safe reentry back into the community through our aftercare process where 
their needs are evaluated, safety plans developed, natural supports are engaged and 
services are lined up in a way that is in keeping with the individual’s needs and 
preferences.   Along this spectrum we see different levels of self-interest and risk.   
Assessment is an ongoing process in order to match the right service and supports with 
the client’s motivation and safety.   
 
Services are integrated at every opportunity.  Just in the way that the personality is a 
mosaic of integrated facets, the interventions designed to restore balance must be 
coordinated across disciplines with the services and caregivers that reflect the whole 
person.  As understood in the practice of medicine, one cannot treat a hand that is not 
part of a body.  To be effective we must look at the whole system and recognize how 
recovery is a multidimensional accomplishment.  We are fortunate among counties in 
Wisconsin to have two providers that treat Mental Health and AODA issues 
simultaneously.   In keeping with this approach, when appropriate, all providers are 
expected to collaborate with caregivers across disciplines and integrate natural supports 
in a way that furthers the client’s chosen path of recovery.  
 
The remaining sections of this document will outline how these services can integrate 
across a continuum of programs with emphasis on person-centered care and the 
individual’s unique stage in recovery.    
 
Operating Values 

The keys to success with community mental health come down to the ability to provide 
care using a core set of values.  From a leadership standpoint we operate our Clinic with 
the understanding that communities which heal together will stay together.  Healing is a 
holistic endeavor and requires that we demonstrate, at every level, civic virtues which 
promote local community, innovation and economic stability.  At the same time, 
leadership should be transformational and modeled at every level.  When providers are 
growing personally, their clients will grow as well.  Similarly, when management is 
growing, so grows the rest of the staff, and the people we serve.    
 

 
Our Leadership Agreement 

 
As the management team we agree to promote collaborative systems 
of care and community partnerships to enhance services as a whole. 

 
We will use creative thinking, honest communication and respect of 
other’s opinions in order to encourage voice, access and ownership 

for both clients and staff. 
 

We will demonstrate respect for program guidelines & mandates 
and effective use of resources while recognizing one agency with 

“no wrong door.” 
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Person-Centered Care 

County-based human services face a unique challenge.  We are charged with both 
administering care and managing the resources that are necessary to deliver that care.  
These resources are in desperately short supply and at times require great risk to 
administer.  The temptation is for departments, in general, to meet their own needs for 
survival and administer care that serves the convenience of the delivery system, leaving 
the client as a secondary consideration.   
 
Person-centered care changes that direction of concern.  The client is recognized as a 
partner in the process and equity is assured in the exchange of resources and delivery of 
care.  Sovereignty is recognized in the balance; for the individual along with the system 
that is supporting them.   
 
Balancing the various needs of individuals and the system that serves them is made 
easier using a conceptual model that establishes the focus and objective of services.  (See 
Attachment, A)  The usual organizational chart is linear, hierarchical and reflective of 
separate “silos” of services and programs.   We have an approach that puts the client and 
their family at the center, with each department in perspective as sections of the pie (or 
keystones) that surround the client.  The immediate services tend to be based on 
stabilization or meeting short term needs. These could include crisis services, brief 
therapy, screening, referral to supports, etc.  The next sphere of interaction usually 
focuses on ongoing services such as case management or maintenance related care.  
These may include ongoing psychotherapy, Community Support Programs, categories of 
Comprehensive Community Services, etc.  The final layer of the organizational support 
comes from the state and federal supports that help maintain the infrastructure that 
counties rely on to provide the array of services that they offer to their residents; quality 
assurance, accessible funding for programs, certification of new programs, etc.   
 
Not all services are supported by the state and federal resources.  Many, in fact, are 
provided by the local counties themselves, who maintain a commitment to serving their 
residents with or without needed funding.  Coordinated Services Teams are one 
example.   However, the infrastructure of our Chapter 51 system and other vital 
programs is dependent on the state and federal resources for continuity and breadth of 
operations.    
 
Note, the organizations that focus on systemic needs ahead of the client tend to operate 
with emphasis on program parameters.  This posture can lead to isolation from the 
supports in the community with the core programs becoming static and inflexible.  
These strictly categorical programs tend to become inefficient and incur costs for 
prolonged services.  It is easy for dependency to become the organizing value that 
shapes the way supports are viewed, coloring the entire array of services, from client to 
infrastructure supports.  This approach is reactively self-fulfilling and undermines the 
importance of services for those who are truly dependent and for those who are entitled, 
through our social safety net, to their best chance for recovery.    
 
Our challenge is to engage the continuum of services around the circle of supports 
provided by the human service department in a way that also integrates the community 
at large.  In so doing, we are able to weave services with the natural supports that exist  
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in the community which are vital parts of the milieu of recovery.   Peers, churches, 
support programs, civic groups, etc. all have an important part to play in the restoration 
of the health of the community; one member or family at a time.     
 
The essential logic is simple:  bring the natural supports into the discussion as soon as 
possible and into a constructive role in a plan of care.  When natural supports are given 
a role early in a person’s recovery process, this support promotes growth like yeast in 
bread.  Those fortunate clients who have a support network are able to resume normalcy 
at a faster pace than those who have none.  The raw services of the formal care system 
are seldom enough to meet the needs of complex individuals and their families.   But, 
those who are connected to the community at-large are better able to leave the circle of 
nurturance (or nest) and return to their natural lives.  This approach supports balance 
for both the individual & family and their service system.    
 
The Continuum of Care 

The most costly services are those needed to safeguard and treat individuals who have 
lost, or never had, the capacity to make their own treatment decisions. The least 
expensive services tend to be available to individuals who are informed and capable of 
making their own decisions.  Services range from complete custodial care, as found in 
long-term institutional placements, at one end of the spectrum.  At the other end we see 
complete autonomy where an individual procures their own natural supports in the 
community.  (See Attachment B, p.1)  
 
In between we have a range of residential, care management and outpatient services 
that each entails a unique set of requirements and opportunities.  All of the formal 
services have conditions, as well as rights and responsibilities, which must be 
understood and used as the basis for informed treatment decisions.  Preferably, these 
decisions are made by the individual, on their own behalf, with support of providers who 
work as a team and take a benevolent and person-centered approach.   
 
Individuals may move back and forth along this scale as they engage services that are 
needed at various points in time.  (See Attachment B, p.2)  A typical scenario may 
involve an individual who comes into the system through a crisis event in their life.  
They may be transitioned out of the hospital or diversion facility into outpatient services 
in the community.  As the individual’s needs are better understood, it becomes clear that 
they will benefit from some form of case management to continue their process of 
recovery.   
 
Phases of Program Integration 

The integration of services varies, depending on the needs and desires of an individual 
client and the willingness of providers to coordinate their care.  There is a range here, 
where some services stand alone as separate and distinct programs.  Other services are 
purposely combined to enhance their benefit.  Jon Matthew, Ph.D. (2009) illustrates 
this range through three levels as follows: (1) Conventional programs, (2) Quasi-
integrated, or (3) Fully integrated.    (See Attachment B, p.3)  
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Conventional model   
 (Standards of Care=Minimalist, Quality Rating=Fair) 

This model emphasizes categories of services.  The programs and staff are divided 
according to specialty.  Labels and categories are made concrete and fixed, as if they 
referred to real objects, rather than referring to processes.  Clients are labeled and 
put into the program that handles people with that label.  Often the labels are wrong, 
and the categories don’t fit, so the individual is moved around from one category to 
another, or is given several categories of service at the same time, with minimal 
attention to meaning and purpose in referral activities.  Many clients fail as a result 
of movement around the system.  Meaning and purpose is usually defined by 
program category, as opposed to needs of the client.  As long as these services have 
staff with the right credentials and fill out paperwork correctly these programs will 
pass state certification reviews.  The biggest failing of these programs is that the 
emphasis is on following procedures with minimal attention to clarifying the 
foundational theory behind decision making throughout the episode, whether it be 
short or long.  Persons with multiple and complex needs are served least well 
because the division of labor is scattered between several “experts” or specialists.  
Often staff who sense risk make a referral to another provider to manage that risk, 
resulting in a program culture in which responsibilities are frequently transferred 
from one provider to another.   

 
 Quasi-Integrated  
 (Standards of Care=Enhanced, Quality Rating=Fair to Good) 

The link and refer model characterizing the conventional approach is modified for 
many of the clients, such that integrated programming occurs at least a portion of 
the time.  Integrated programming works best with people having multiple and 
complex needs.  One part of the agency is developed to provide integrated services, 
perhaps to one target group, while the remainder of the agency works more or less in 
the conventional ways.  Better use of integrated services across several target groups 
allows better care for that portion of the target group having the most complex 
needs.  Some clients will do quite well with conventional services, but many will not 
do well at all, and for these the integrated approach is most likely to be effective.  
However, one of the weaknesses of a situation with a mixed level of services is 
getting the right person to the right type of care.   This process is referred to as triage.  
Another weakness is that integrated services programs may be isolated from other 
programs and staff.  However, in the mixed system there is a conscientious effort to 
integrate services for at least some of the clients.   

 
 Fully Integrated  
 (Standards of Care=High, Quality Rating=Excellent) 

In the integrated agency all target groups have the option of integrated services, 
meaning that there is a mix of conventional and integrated services for each of the 
target groups.  Conventional programs and agency staff are familiar and comfortable 
with both kinds of services.  The triage process in the agency allows a differentiation 
of clients into those who need more conventional approaches and those who need 
more integrated approaches.  Clients needing services that are more integrated are 
typically those with multiple and complex needs.  These individuals are vulnerable to 
being passed around within the agency, from person to person, or program to 
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program.  The link and refer culture is minimized in integrated services.  Integrated 
services emphasize the power of social connections.  A primary theme is that social 
relationships are central to healing and transforming someone.  Integrated services 
build the social connections with teams consisting of formal and informal support 
persons.  Each person enrolled has a team.  These teams expect providers to be a 
regular member of the team, and family and extended family, and other support 
persons become key team members.  Team members assume primary responsibility 
for the care of the individual.  Teams are organized around processes that enhance 
communication and development of the theory (story) that guides decision making.   

 
The narrative developed by the team focuses on improving the life of the person 
receiving services.  These programs are not exclusively focused on managing 
symptoms of illness.  Integrated services use a developmental framework for 
understanding client needs.  In integrated services, process is placed front and 
center.  Process is visible to all team members; they are both influenced by it and 
contribute to it.  The team finds an anchor through story, the story of a person’s life.  
All members of a team can relate to this story.  Conventional categories and labels 
are minimized in this approach.  Service coordination is a key function in integrated 
services programming.  Usually, one person is assigned as the service coordinator 
and that person pursues active outreach into the community to establish 
communication pathways with everyone involved.  The service coordinator develops 
and maintains connections for all members of the team, often performing this role in 
situ, moment by moment.  Planning by the team is anchored in process.  The process 
encourages the interpretation of events and actions through the lenses of meaning 
and purpose.  Only a person exposed to the context and who is knowledgeable of the 
time frames can properly attribute meaning and purpose to an event or an action.  
Team members put themselves in a position to relate to issues in this way.  Agencies 
with this kind of programming employ highly skilled generalists who can identify 
and promote a process orientation in the agency for all target groups.  These persons, 
using triage, minimize the barriers and traps inherent in conventional programming.   

 
Human Service Departments use a quasi-integrated approach on a routine basis. We see 
partnerships between units of a department where providers recognize the benefit of 
working together on behalf of a shared client.  An important role for mental health 
services in a human services department is to understand emotional or psychological 
issues that present barriers for an individual from using other services directly and 
efficiently.   When consent is granted, the clinical staff can serve an ascriptive role, 
helping colleagues better understand why the clients they serve together are struggling 
with the services offered.   This contextual and clinical clarification can greatly enhance 
the service planning process.     
 
The Developmental Axis 

There is much consideration given to empowering health care consumers through a 
better understanding of client’s rights.  These concepts include; health literacy, 
informed consent, shared decision making, advance directives, etc.  However, these 
concepts tend to surface in legal terms and become part of the procedural paperwork of 
enrolling individuals into services.  Then, these potent ideas are unfortunately left out of 
the conversation.  Providers abdicate their responsibility around client’s rights because 
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of a tendency to look past the intricate process of decision making.  In short, there is 
often a miss-match between an individual’s capacity to comprehend and their available 
options. (Gustafson, 2008)  Service providers are the link.   
 
The process of engaging an individual in the services they receive must take into 
consideration the individual’s developmental needs; either due to developmental delays 
or mental incapacity, motivation or transference issues, etc.  In crude terms, the ability 
to choose services, whether these are medications, types of therapy, or insurance 
policies, comes down to the exchange between the individual, who may know what they 
need, and the provider who will tell them what they can have.  In fact, the debate on 
health care reform is split along these lines of custodial decision making; between those 
consumers who are capable of making autonomous decisions (i.e., purchase their own 
care as needed) and those who need to have decisions made on their behalf (i.e., 
socialized medicine).  This debate does not recognize the many developmental stages in 
between those extremes.   
 
The developmental axis, which spans the continuum of care, is apparent as we first 
observe the opportunities for those with the least capacity to choose and direct their 
care.  These individuals have more decisions made on their behalf by providers who 
deliver deeply custodial services in the most conventional treatment models such as 
long-term inpatient.  At the other end, we see that individuals who have a high capacity 
for making their own autonomous decisions are effectively served with the most 
integrated and natural supports.   (See Attachment B, p.4)  In the middle we have formal 
community-sponsored services that serve a wide range of clients with varying capacities 
across a span of services and three levels of integration.    
 
How this developmental axis is recognized and incorporated into the delivery of services 
will influence the effectiveness of those services.  The developmental axis is inherently 
tied to the process of becoming oriented to service options and making informed 
decisions.  The developmental axis also impacts the role a provider or team of providers 
will play in integrating services and promoting an individual’s path of recovery.   
 
Orientation & Informed Consent 

Matching an individual’s capacity to choose services with opportunity for integration of 
services is our best chance at fostering upward movement in recovery oriented systems 
of care.  The more an individual is informed of where they stand in terms of treatment 
options and given a voice in the decisions made, the better they will be able to use the 
services offered.  We think of this as getting the individual into the “driver’s seat” with 
their own care, or self-determination. (See Attachment B, p.5) 
 
Having a voice, access and ownership of one’s care is a powerful incentive for an 
individual to incorporate their treatment opportunities.  In psychodynamic terms we 
refer to an individual’s capacity to incorporate options as part of their “locus of control.”  
Similarly, the part of the psyche that balances and makes decisions for the other parts of 
the mind (internal), and selects options in the environment (external), is what we call 
the “ego-function” or “observing-self.”  The sooner this synthesizing function is engaged, 
or restored to balance, the sooner the individual is able to move forward making their 
own best treatment decisions.  Again, the service provider (or team) is the link.   
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This developmental axis provides a direction for the integration of care and the 
progression of recovery.   As the link between one’s inner and outer worlds, the service 
provider (or the team) holds the balance of options for an individual as they progress 
toward autonomous functioning.  The treatment environment must be complementary 
to the developmental stage of the individual consumer and must always promote growth 
and recovery.  For example, an individual participating in outpatient treatment, and 
who is at risk of emotional collapse must be informed of the steps or conditions that 
would necessitate hospitalization if necessary.  The client/consumer would know where 
they stand at all times; no surprises.  If hospitalization was necessary to assure their 
safety, the intervention would be part of a crisis plan they could accept and build upon 
to assure their return to the community as soon as possible.  On the other hand, 
interventions that are imposed by an outside decision maker (such as a crisis response 
team without a plan to guide individual preferences) are jarringly disruptive and 
prolong resistance (often justified resistance) and waste valuable treatment time in 
expensive facilities.    
 
Individual rights to informed consent are not single events in time and are not static.  
These choices are dynamic and developmentally sensitive and follow the consumer 
across the spectrum of services.  As these rights are supported through services that are 
integrated and matched developmentally, the process of informed consent becomes a 
vehicle for recovery, upward momentum, and autonomy.  Even someone with 
significant developmental delays who requires the support of a guardian will still be 
entitled to make manageable choices regarding their care.  Those options may seem 
small by comparison to others, but the impact of this opportunity can have immense 
benefits to the consumer and their caregivers.  Bottom line; informed consent that is 
developmentally sensitive is not only the best practice but is also cost effective.   
 
The Picture of Integration 

Having a visual road map of system integration is critical for those who provide mental 
health services and those who receive services.  Decisions are made every day that affect 
the lives of individuals, their families and the community at large.  These critical 
decisions must be based on operating values that come together in a coherent 
framework.  This framework can allow for planned services as well as rapid decision 
making where intuition and affect are the guides for responding to high-risk situations. 
(Bohm & Brun, 2008) Orientation is as important for providers of care as it is to those 
in recovery.   If leadership is to be transformational, a road map is good for us all.   (See 
Attachment B, p.6)   
 
The Value of Integration 

The decision to save a life or help a neighbor who is experiencing acute pain is not a 
decision that is made from the standpoint of cost.  However, the infrastructure that 
supports the delivery of services is indeed expensive to maintain.  The reality of cost has 
an impact on the availability of care.  In order to make sure every dollar goes as far as 
possible we must employ systems that are proven to be effective in promoting growth 
and recovery.   
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An expanding body of research is showing that integrated services are a remarkably 
effective approach for community mental health, schools, corrections, child protective 
services and many other sectors of the community.  (Burns & Suter, 2010) (Gilmore & 
Guerra, 2010) (Naylor, 2010, 2010) (Schubert, 2009), But what does this mean for a 
small county in Central Wisconsin?   
 
Consider for a moment what services we can purchase for $30,000. This is the 
approximate cost of care for one individual at a state psychiatric hospital for 30 days.1  
This same $30,000 could purchase one bed at a group home, in or near the community, 
for 120 days.2  For a small county in Central Wisconsin, this is an important difference, 
where the individual could be served closer to home and improve their chances of 
recovery.   
 
Now, if we are resourceful and use $30,000 as a “match” to draw down Federal dollars 
(approx. $45,000 more through Medicaid) using an integrated service program such as 
Coordinated Services Teams (CST), we could serve 10 children and their families, for 
365 days!  The same logic applies to Comprehensive Community Services (CCS) where 
we can serve the same number of children & their families or individual adults in a 
recovery based system of care.3  In addition, these integrated services programs can be 
used to return individuals to the community from out of home placements.  Or, these 
services can be used to serve individual adults or children & their families at a lower 
level of acuity and potentially prevent the need for a more expensive level of care out of 
the community.    
 
Reflecting back on the model for self-determination along an integrated spectrum of 
care, (See Attachment B, p.7) we can see where those $30,000 dollars are applied.  In 
the case of psychiatric inpatient services, we see the money applied to a conventional 
service that has little integration and the least potential along the developmental axis.  
The dollars as applied to a group home move slightly up the developmental scale toward 
quasi-integrated levels of care where an individual can be served in the community.  The 
CST and CCS programs engage the system at a much higher level altogether and hold 
the greatest potential for self-determination in recovery-based system of care and also 
enhance prevention.    
 
Simply put, when the dollar is fed into the system from the top, at the level of fully 
integrated services, it goes further.  On the other hand, when we bottom-feed the dollar, 
through conventional programs, we may receive a good service depending on the 
program, but the dollar does not go as far.  What we call the “multiplier effect” in 
community mental health is seen when the dollar is fed through the top and services are 
integrated, and more lives are enhanced by the service.    
 

                                                   
1 Figures reflect the rate of $900-1000 per day. 
2 Figures reflect group home rate of $250 per day.   
3 Estimate based on 10 cases requiring 10 to14 hours of service per month at an average rate of $45.00 per 
hour.  CST as targeted case management and CCS with its own cost-based reimbursement are both 
covered at the federal rate of reimbursement or 60% of cost.       
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Crossing the Threshold 

The experience of suicide in our small rural county has a devastating impact on those 
left in the wake of such loss.  The “right time” for these individuals to get assistance was, 
for a host of reasons, postponed until their problems swelled into tragedy.  Despite 
being beyond our reach, each loss reflects a failure of the system, and the community at 
large, to reach out to those who are vulnerable.   Therefore, the “right service,” is one 
that opens the eyes of consumers and providers to the opportunity to connect.    
 
Barriers that prohibit the “right person” from seeing the “right service” at the “right 
time” (John Franz) come down to stigma, alienation, mistrust of authority figures, bad 
prior experiences, etc.  Our challenge is to dissolve these barriers through any means 
possible.  One must consider the factors that influence whether someone will cross the 
threshold to come in directly and ask for help.  Very few are already capable of seeing 
that they need help, know what they need, and have the confidence to come in and ask 
for the right level of assistance.  Most people who are contending with mental health or 
substance abuse issues have a muddled understanding and expectations of what it is like 
to participate in services.   They also contend with great apprehension about what they 
would find once inside our doors accessing care.  This is a small step for some 
individuals and a long journey for others.  In other words, many need the assistance 
early on, “up-river” in the process of engagement.  For those who are isolated, the 
threshold is a long way off without some Samaritan leading the way.   Outreach is a 
crucial component of successful engagement.  
 
Our most potent strategy is one that supports a network of helping relationships in the 
community.  Collaborative systems of care such as Coordinated Services Teams (CST) 
and Comprehensive Community Services (CCS) are approaches that can meet children 
and their families with small, positive encounters with their helpers.  Ideally, these 
encounters occur with families at a lower level of acuity, thus preventing problems from 
spiraling out of control.   
 
In supportive, strength-based teams, the child and their family can know what it means 
to feel understood, and to have voice, access and ownership of their services and 
supports.  Support teams strengthen five characteristics found in families that promote 
children capable of optimal experience; clarity of expectations, centering on children’s 
development, managing choices, reinforcing commitment and challenge by parents to 
increasing complex opportunity for children.  (Csikszentmihalyi, 1990)  Trust grows 
with the new promise of a successful outcome.  In addition, with each small success, 
confidence increases and fear is decreased, lowering the corrosive effects of systemic 
anxiety and increasing emotional resilience.  Also through such healthy partnerships, 
room opens for the development of other virtues like courage, future-mindedness, 
optimism, interpersonal skill, faith, hope, honesty, perseverance, personal 
responsibility, leadership and even civic commitment.   At the end of the day, this kind 
of prevention is simply best practice.   
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Person-Centered Funding 

The principles of person-centered planning apply not only to CCS and CST, but to a host 
of other programs that draw down State and Federal dollars.  To support our human 
services department we are committed to capturing any available dollars that support a 
range of programs for the treatment of mental health & substance abuse.  In the process 
of using these services and capturing the available funding, we have an opportunity to 
expand the vision, though this requires a choice.   
 
One option is to proceed by doing business as usual; each program has its requirements 
and must be engaged one step at a time, in a straight, linear sequence.  This approach is 
in keeping with the conventional level of care, and is safe and programmatically 
compliant.   Again, “labels and categories are made concrete and fixed, as if they refer to 
real objects rather than referring to processes… emphasis is on following procedures 
with minimal attention to clarifying the foundational theory...” (Matthew, 2009) With 
this approach, each program and funding stream attached to that program is not 
required to “talk” to other programs, and can be implemented on entirely separate 
tracks.  This approach is also rather flat-footed and fails to allow for the finesse 
necessary to match funds where possible and use one type of dollar to draw down and 
capture another.   
 
In a quasi-integrated funding platform, we would see programs matched as needed on a 
program by program basis per the skill or convenience of administrators who choose to 
work together to reinforce their funding efforts.  An example of this practice is using 
Community Options Programming funds that come from the State of Wisconsin to 
match the Federal Medicaid reimbursement for CCS where an individual is eligible for 
both programs.   
 
A different approach promoting a fully integrated perspective looks at all of the State 
and Federal funding streams and identifies their common requirements.  These 
common requirements can be seen through a lens of person-centered care, as outlined 
above.  By cross-referencing program requirements in this way we can identify five 
cardinal points that most services require in terms of administrative standards or best 
practice.  These points, or phases of case development, are as follows: Stabilization, 
Eligibility, Informed Consent, Assessment & Planning, and Ongoing Services.  (See 
Attachment C.) 
 
Stabilization is the first order of business and an ongoing requirement when assuring 
safety.  This may entail crisis response planning, safety plans to maintain supports or 
formal Wellness and Recovery Action Plans for individuals who are coordinating 
supports to maintain or promote their highest level of functioning when symptoms are 
acute.   The addition of the Human Services Reporting System (HSRS) form is simply to 
enable tracking the onset and continuation of services.  Stabilization is an ongoing need 
and is influenced by many variables in a person’s life.  
 
Eligibility is the phase of determining what services or programs are available to the 
individual.  This screening process takes into consideration the individual’s history and 
level of need as recognized through an array of criteria in the various Functional 
Screens.  These functional screens are administered by professionals who are trained to 
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gather and assimilate complex information and highlight an individual’s functional 
impairment and the service programs that best match the need.   In many instances, 
financial information is also required in order to verify the need for publicly funded 
services.   Eligibility is subject to change as needs increase or decrease over time.  The 
content of the screen conducted for eligibility is also influenced by the quality of the 
information furnished through self-report or case records.  Thus, eligibility 
determination is a gateway to formal services and is mutually reinforced by the quality 
and content of other phases of care.   
 
Informed Consent is the center point of the individual’s choice in the care they 
receive.  A range of documents fall under this category, all of which reflect an 
individual’s options for services, the particulars of services that they agree to receive, 
who can be included in the sharing of information, rights of appeal, etc.  This phase of 
service necessitates that the individual is oriented to the practices of the department as a 
whole, their options for care, and for safety.  The importance of this phase is outlined 
above as discussed in the developmental axis that spans the continuum of services.    
 
Again, one’s comprehension of the opportunities is heavily influenced by developmental 
and perceptual factors.  Elements of informed consent vary somewhat between 
programs and can be emphasized differently depending on the custodial/developmental 
level of care.  One size does not fit all.  However, the more an individual chooses healthy 
options, moving toward self-determination, the likelihood is greater that they will 
efficiently use the supports being offered.   In addition, the very process by which 
informed consent is obtained can influence the understanding of client needs and the 
assessment and plan for services.    
 
Note: the use of legalistic jargon leaves clients and caregivers standing cold when 
discussing needs and matching with services.  Naturally, relational warmth and plain 
language are essential for good communication. It is imperative that the guiding 
professional in this case use the exchange with their clients as an opportunity to build 
their service relationship, communicate values that inform the services and gather a 
better understanding of their client’s comprehension and developmental needs.   If done 
well, this phase of engagement contributes to the client’s formulation of their role as a 
consumer, the choice of care that promotes their recovery and their active role in 
developing a new narrative.    
 
Intake & Assessment is segmented here as a unique phase of engagement as it covers 
the process of completing a thorough assessment, developing a functional plan of care 
based on the assessment, and meeting program authorization.  This area could be titled 
Assessment & Plan, though it makes sense to consider this phase as an extension of the 
engagement process; a client provided intake into services and, in a parallel manner, is 
internalizing the support opportunities.   Across all programs this process involves 
sharing and gathering information, evaluating what it means, and developing a response 
plan to meet the need.  Assessment, as a function of gaining clearer understanding, is an 
ongoing process.  In the same way service planning is frequently revised to meet better 
understanding of need, and most services require authorization.  Each round of 
assessment and planning presents a fresh opportunity to enter a contract with the client 
regarding their care.  Each is a new beginning with an increasing level of understanding.    
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On-Going services are anchored through the practices of good documentation, 
regularly scheduled periods of review, continuous quality improvement for the services 
and program, and moving the client towards transition or discharge from services.   
Each program may have its own particular requirements, though the organizing logic of 
ongoing service is the same; to assure the continuity and quality of care.   As with the 
other phases of engagement, one activity informs the others, and at times may even 
occur simultaneously.   
 
Of special note for this section is the practice of including the discharge planning at the 
outset of service.  This approach affirms the goal-setting process and shines a light, as 
some say, at the end of the tunnel.    
 
Balancing individual need, funding-stream, and program requirements along the 
framework of these five cardinal phases is all part of an approach that is essentially non-
linear.  What is linear is the chronology of the case as documented in the record.  The 
rationale for services and the story that these records tell is securely contained in this 
record.  When done well, this record tells a story that is easily understood by all 
providers.   Narrative is the logic and lyric of good service.   
 
Now, fully integrated funding presents us with an opportunity to weave or “braid” 
program requirements with the emphasis on the person in need and meeting outcome 
expectation for their services.  If we truly start with the needs of the client, rather than 
the needs of the program, we can allow ourselves to meet the needs at various stages and 
across program requirements.  This dynamic approach is open and flexible, and 
anchored in the five cardinal areas that keep us on track with best practice.   
 
How does this work?  Referring to the crosswalk (Attachment C) we can see a number of 
possibilities for dynamic movement across programs and requirements.   For example, a 
person who enters the system through crisis (see requirements along the top of chart for 
Crisis Stabilization) may land in the hospital and have a safety plan for their transition 
back to the community; part of their stabilization.  They might be set up with an 
outpatient psychotherapist (see requirements for Outpatient Treatment) to continue 
counseling and be walked through many elements of the informed consent process.  
They may also be guided through a financial form to see if they can benefit from the 
sliding scale and application of their insurance.  In the process of beginning treatment 
they will have a mental health assessment and treatment plan.  Ongoing case notes and 
reviews are also required, as is a discussion of goals and the conditions that should be 
met for transition or discharge.   
 
Along the way we may find that this person needs more support than they can receive 
through outpatient services alone.  A service facilitator and wrap-around supports may 
be needed to assure that the individual continues on a path of recovery.   If this looks 
like a possibility, the individual can be walked through a functional screen to determine 
eligibility for programs that offer various types of support.   
 
Having an assessment already on record will further the quality of the functional screen.  
Moving along for the sake of example, the individual may be a good fit for the 
Comprehensive Community Services program (see requirements for CCS).  As long as 



© Philip W. Robinson, LCSW 2010, 2011 18

information is timely, completing an enrollment for this program is made easier as 
many of the same program requirements were met for the outpatient services already 
underway.  Add a Human Services Reporting System (HSRS) form, review of program 
with the brochure and application, face sheet and agreements, and the informed consent 
is now revised to a slightly higher level of care.  The information gathered along the way 
furthers the likelihood of the required authorization.  The same applies for the 
assessment and plan, and ongoing requirements that assure fidelity to this program.  As 
this case progresses with increased understanding of need, this individual may be 
eligible and able to benefit from supports offered through the Community Options 
Program (COP) or Children’s Long-Term Support program (CLTS).  The crosswalk, like 
a roadmap, allows the provider to see the opportunities for matching need with services, 
program with program, and state to federal dollars.    
 
Each provider, in effect, becomes an intake and access specialist, constantly seeking the 
practical opportunities around each corner.  The perceptual shift that allows for this 
flexible view comes from a dynamic way of looking at case development.   Remember, 
conventional services are understood through a lens that is sequential, linear and 
restricted by specialty to view the service options as only one series of criteria.   Formal 
programs such as Outpatient Treatment or Community Support Programs, etc., are 
tracked only by those criteria that fulfill the categorical requirements.  On the other 
hand, fully integrated care recognizes how the movement from one phase of engagement 
is reciprocal and dynamic, not linear and static.  One activity informs another, until a 
complete understanding of the client is developed. (Refer to Attachment D.)   
 
In conclusion, fully integrated care also allows for a larger vision of what is possible.  
The Harlem Children’s Zone, inspired by Jeffrey Canada, is one example of a vision that 
puts need ahead of program and allows for the crafting of programs to meet the 
challenge, weaving “desperate programs into a seamless whole.”  (Tough, 2009)  This 
approach requires an exceptional vision of comprehensive care that blends educational 
opportunity, mental health, social services and a range of other medical and community 
supports that assure disadvantaged children comprehensive support from cradle to 
college.  Integrated and collaborative systems of care as delivered through the county-
based human service system in the State of Wisconsin are ideally suited to expand on 
this vision.4   
 

                                                   
4 Readers are encouraged to consider this model along side of a comparable continuum of services and 
regional pilots proposed by work groups in response to the Wisconsin Public Mental health and Substance 
Abuse Infrastructure Study.  (TMG, 2009, 2010, 2010)  
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