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University of Washington
Abstract

A State Mental Health Division
Office of Consumer Affairs Program Evaluation:
Stakeholder Views, Efficacy and Desired Directions

by David Schantz

Chairperson of the Supervisory Committee: Professor Lewayne Gilchrist
School of Social Work

This dissertation presents the results of a comprehensive stakeholder survey regarding
a consumer staffed, State Mental Health Division (MHD) Office of Consumer Affairs
(OCA). Part of a larger comprehensive 3 year program evaluation of the OCA, the
investigation collected and analyzed both qualitative and quantitative field data from mental
health consumers, family members and service providers about the office. Twelve
stakeholder subgroups, represented by 345 individuals, were interviewed utilizing a
quantitative-qualitative protocol. The range of stakeholder opinion and level of stakeholder
knowledge were established regarding the OCA and its activities. Low levels of state-wide
stakeholder knowledge and awareness of the OCA were found as was significant, broad
based support regarding the mission of the office. Significant differences were found
between the expectations and desires of mental health consumers and providers regarding
extent of knowledge of the OCA and opinions concerning, among other issues, advocacy
activities on the part of the OCA. Stakeholder observations of the successful OCA
sponsored Consumer Ad-Hoc Committee are presented. Information from the wider
evaluation provides background and explanation to illustrate survey findings. Lessons drawn
are applicable to other similar offices across states and systems. Data based
recommendations are made to address significant outcomes and process deficits revealed by
the evaluation. The national and historical context of the OCA and other offices of consumer

affairs are also briefly described.
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GLOSSARY

The following will assist the reader in defining and understanding acronyms mentioned
within this study.

AHCAC

CAO

CAMO

CSP

OCA

RSN

WAMI

Ad-Hoc Consumer Affairs Advisory Committee: Known as the Ad-Hoc
Consumer Affairs Advisory Committee during data collection for this study, the
name has since been changed to the Consumer Sub-Committee of the Mental
Health Advisory Board (Washington State). This is the consumer committee
sponsored by the Office of Consumer Affairs. Comprised of consumer
advocates from around Washington, this group met every other month for
training and to provide policy feedback to the Mental Health Division.

Alliance for the Mentally IIl - Washington State Chapter - A family advocacy
group.

Consumer Affairs Office - Original name of the Office of Consumer A ffairs.
Community Action for Mentally 11l Offenders - An advocacy group.
Community Support Program - Federal mental health development program.
Mental Health Division - Washington State.

Mental Health Professional - Qualified professional designated by the state to
do placement decision making for persons experiencing a mental health crisis.

National Institute of Mental Health.
Office of Consumer Affairs - Washington State Mental Health Division.

Regional Support Network - Regional mental health administrative body
charged with coordinating services within a designated geographic area. Each
area has a board of directors and contracts with the Mental Health Division to
insure public mental health services are provided in their area. Each Regional
Support Network in turn contracts with local service providers who provide
direct mental health services.

Washington Alliance for the Mentally I11.
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WANA  We Are Not Alone - Original 1940s name of self help group founded in
Rockland State Hospital, New York. Later developed into Fountain House
following deinstitutionalization of members.

WE-CAN Washington Education-Consumer Action Network - Consumer advocacy group.
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CHAPTERI

PROGRAM SIGNIFICANCE, BACKGROUND, AND RESEARCH NEEDS

Introduction

This dissertation presents the results of a comprehensive stakeholder' survey of a
State Mental Health Division (MHD) Office of Consumer Affairs (OCA). Part of a larger
comprehensive program evaluation of the OCA, the investigation collected and analyzed
both qualitative and quantitative field data from mental health consumers, family
members and service providers about the office. Twelve stakeholder subgroups,
represented by 345 individuals, were interviewed utilizing an open and closed question
protocol. The range of stakeholder opinion and level of stakeholder knowledge were
established regarding the OCA and its activities. Significant differences were found
between the expectations and desires of mental health consumers versus providers
regarding extent of knowledge of the OCA and opinions concerning advocacy activities
on the part of the OCA. The national and historical context of the OCA and other offices
of consumer affairs are briefly described. Recommendations are made for improvements

that will make this office and others more effective.

Significant Mental Health Consumer Empowerment Development

Brief Description of Offices of C \ffai

The existence of offices of consumer affairs within state mental health divisions is a

! Stakeholders are defined as “people who have a stake - a vested interest - in evaiuation
findings” (Patton, 1986 pg. 43)
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relatively new phenomenon. The first state level office in the United States was created
in 1990. Six years later the number has grown to 20 offices. The primary intént of this
growing movement is to enhance mental health consumer empowerment. Offices of
consumer affairs place consumers’ voices within mental health division offices to serve
as advocates, resource persons, and liaisons to the wider consumer community.

S FF ic . iR i

Research regarding offices of consumer affairs is primitive or nonexistent. The
first published listing of 16 offices of consumer affairs was printed in 1994 (Rogers,
1993-94). The information was limited. This list, contained in a newsletter, neglected
the inclusion of addresses or contact persons. As of July 1, 1996 a non published current
listing of all 20 offices was available by request through the Alabama Mental Health
Office of Consumer Relations. Additional published information on these offices and
related developments has also been difficult to find, and when found, highly limited in
both breadth and depth. In general, the movement continues to rely upon informal
personal and professional networks for dissemination of information and news. Thus far,
these developments have not achieved the level of recognition that would bring formal
mention in academic and professional journals.

Paralleling the state of published information, inquiry into mental health offices of
consumer affairs is also extremely formative. As of March, 1995, key informants at the
National Institute of Mental Health (NIMH) and national level consultants revealed that
no formal program evaluation of a state mental health office of consumer affairs had yet

been carried out. This was confirmed by national consultants as well as a literature
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review in August, 1996. Research on state level offices of consumer affairs is needed to
expand professional knowledge about their functioning and value.
Washington OCA Program Evaluation Plan

In 1991 the State of Washington Mental Health Division received a Consumer
Family Partnership Grant from the National Institute of Mental Health to fund an office
of consumer affairs and related activities. A full evaluation of the OCA was mandated
under the federal grant used to establish the office. The evaluation was to be primarily
focused on the impact of the office around the state with some focus on developmental
process.

The evaluation of the OCA employed triangulation methods (use of multiple data
streams for comparison purposes) to assist in the establishment of both the reliability and
validity of collected data (Greene & McClintock, 1985; Kimchi, Polivaka, & Stevenson,
1991; Mitchell, 1986; Morse, 1991; Murphy, 1989). Three primary streams of data were
incorporated in the triangulation methods. Records and documents generated by the
office were collected along with non-random interviews with key stakeholders, limited
participant observation was also incorporated. Finally, a comprehensive stakeholder
survey was included to assess broader impact and stakeholder opinion.

The survey of stakeholder views was needed to complement evaluation data from
other sources incorporated in the triangulation method to provide information on the
overall impact of OCA activities. Strong, unidirectional survey findings would provide
opportunity to draw stronger evaluation conclusions than could be reached on the strength

of OCA internal documentation and non-random interviews alone. The study reported



herein is primarily from the stakeholder sub-component of the overall evaluation. The

origins of the Washington State Mental Health Division Office of Consumer Affairs, its
mission and the details of the evaluation plan will be further detailed on pages 6-11 and
in chapter two. First, some background will provide the rationale for the importance of

the present study.

Background and Setting
G LHi i National Trend

Empowerment

Over the last decades within the public mental health system there has been a
movement toward strengthening the basic conceptualization of the client as an individual
free entity who deserves respect, dignity, and a voice in shaping programs and service
related decisions. This mental health movement finds support in the construct of
empowerment as expressed in the social and behavioral sciences. Gutierrez (1990) for
example, defines empowerment as a "process of increasing personal, interpersonal, or
political power so that individuals can take action to improve their life situations". Not
only confined to mental health, empowerment strategies have been implemented in many
systems in this country on individual, organizational and societal levels (Rapp, Shera &
Kisthardt, 1993; Segal, Silverman & Temkin, 1993; Tobias, 1990).

As part of “empowerment,” efforts have been made to lesson the stigma of mental
illness (Rapp, et al. 1993). For example, one development stemming from this effort has

been the re-naming of mental patients and ex mental patients as "consumers". Originally
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the term was concurrently identified with both family members of mental health patients
(Battaglino, 1987; Hatfield, 1981, 1987; Sommer, 1990) and patients (Colom, 1981;
Stephens & Belisle, 1993). The literature has noted this definitional dualism as
problematic and has begun to differentiate by adding the designation of primary (patient
or ex-patient) and secondary (family member or relative of primary consumer) (Emerick,
1989; Mowbray, Wellwood & Chamberlain 1989). In the last few years, the concept of
consumer has become increasingly identified with primary consumer (Tower, 1994). In
keeping with the national trends but also to clarify meanings, this dissertation research
uses the term consumer defined as “a person who is or has been the recipient of mental
health services from the public mental health system” (primary consumer). The term
“secondary consumer” is not utilized. Instead for clarity, the term “family member” will
be used rather than “secondary consumer” when referring to the family members of
consumers.

Changing Mental Health Poli i Envi Since 1950

The above developments regarding consumer empowerment have coincided with a
changing philosophy and approach to mental health service provision in the United States
since the 1950s. As the original 19th century movement toward institutionalization of the
chronically mentally ill was a move of compassion meant to improve quality of life and
provide better treatment (Lamb, 1994) so too, was the advent of deinstitutionalization
beginning in the 1950s. Made possible by the development of psychopharmacological
medications which greatly reduced the risk of psychotic relapse and rehospitalization,

individuals with no hope of living outside of an institution began to be discharged from



massive state hospitals to receive care in local communities (Davis, 1975).

The deinstitutionalization of the chronically mentally ill led in 1963 to the
Community Mental Health Centers Act. This act was to provide for the care of
chronically mentally ill persons within their communities. In spite of expenditures for the
chronically mentally ill within local communities, the needs of those discharged from
hospitals were not adequately met. Communities faced the prospect of increased fiscal
and service burdens while observing increasing numbers of homeless mentally ill and
further strains on established institutions such as schools who found themselves
addressing the needs of severely emotionally disturbed children (Havel, 1992).

Accompanying the shift in the location of treatment for chronically mentally ill
persons was also a shift in philosophy that continues through the present. The psychiatric
rehabilitation philosophy shifted the focus from a pathology paradigm to a focus of
working with the well part of the person from a strengths based approach. This model
attempts to strike a balance between too little social stimulation and demand, and too
much. The emphasis is on developing within the mentally ill person a sense of mastery
over their lives and internal drives (Lamb, 1994). Inherent in this philosophy of
developing mastery and self direction, is the assumption that the consumer has a voice in
the determination of treatment directions. This philosophy of ‘self-determination’ was
formalized in 1984 as a guiding principle within the Community Support Program (CSP)
of National Institute of Mental Health (NIMH). NIMH had started the CSP in 1977 as a
response to the problems that had developed out of the inadequately planned

deinstitutionalization of the previous decade (McLean, 1995).



One further significant development in the mental health arena has been the
explosion of costs to the public system and the accompanying efforts at fiscal control
through the migration of mental health services to managed care models (DeLeon,
VandenBos, & Bulatao, 1991; Kerrey & Hofschire, 1993). Managed care organizations
have been observed to inherently pr;asent three key problems closely related to the
original reasons for the development of advocacy groups. The first issue is obtaining
access. Managed care gatekeepers determine who will receive services and what types of
services will be accessed. Often the gatekeeper is not the primary care provider. Quality
is the second issue. Problems develop in this area due to the determination of what is
‘medically’ necessary and lack of a range of services within one managed care
organization. Consumer-provider awareness, the third issue, is related to the lack of
consumer knowledge and a failure to communicate fully by providers what established
‘best practice’ options are and what is available to the consumer (DeLeon, VandenBos, &
Bulatao, 1991). In an environment where such issues exist there is a continuing incentive
for advocacy groups to be engaged with the mental health system.

Development of Advocacy and Self Help Organizations

Concurrent with, and predating the development of the consumer movement
mentioned above, has been the advent of self help/advocacy organizations comprised
primarily of family members of the mentally ill (Battaglino, 1987; Hatfield, 1981;
Pfeiffer & Mostek, 1991; Sommer, 1990). Among others the National Mental Health
Association and the National Alliance for the Mentally Ill were groups that lobbied for

expanded services and more humane treatment of individuals with chronic mental illness.
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They also developed local support groups and other services at local levels to address the
immediate needs of their constituencies (Havel, 1992). These groups grew in strength
with the advent of deinstitutionalization. Also coinciding with the above developments,
consumers have independently become’involved in the development of consumer run
alternative mental health services and self help groups (Emerick, 1989; Stephens &
Belisle, 1993). Both family member and consumer organizations have developed largely
in response to unmet needs and expectations, and unsatisfactory experiences that have
been encountered while interacting with the mental health system.

One of the original models of consumer run alternatives was the Fountain House
model of New York. Fountain House, originally known as WANA (We Are Not Alone),
was founded as a self help group in Rockland State Hospital by several patients in the late
1940s. Continuing to meet as a group in New York following discharge, the group
continued to operate independently of professionals for a time. Beginning with the help
of some volunteer workers, the model became increasingly involved with mental health
professionals until by the early 1950s it was dominated by professionals in primary
decision making roles (Chamberlin, 1978). This particular model has been widely
imitated as a club house, day treatment support model. However, with the involvement
of professional staff, this program departed from one that is exclusively controlled by
consumer - ex-patient members (Beard, Propst, Malamud, 1982; Chamberlin, 1978).

Finally, due to changing philosophy within the mental health system and arising
from pressure from family and consumer groups, there is growing recognition that

consumers are in a position to inform care givers as to the efficacy, desirability and



impact of the services they receive (Carscaddon, George, & Wells, 1990; Polcin, 1990).
To enhance the impact of consumers on the mental health system, recommendations have
been made in national literature for the inclusion of consumers on governing boards
(Colom, 1981; Michael, 1985; Pinto & Fiester, 1979; Polcin, 1990; Tower, 1994).
Advent of Offices of Consumer Affairs

A logical extension of this changing philosophy of treatment and resulting strengths
based, empowerment approach to consumers has been the development of offices of
consumer affairs at state level mental health departments. The Alabama Department of
Mental Health, Office of Consumer and Ex-Patient Affairs created in 1990 was the first
in the United States. The idea for the creation of the Alabama office was credited by the
originators to be the result of lobbying for consumer representation from family advocacy
groups and a receptive director of Mental Health. The specifics of the creation were
traced to a national conference and a discussion between a provider, Emmit Poundstone,
the Alabama Associate Commissioner for Mental Illness, Rogene Parris, an advocate
group member, and Joel Slack, a consumer who was running a human service evaluation
consulting company in Georgia. Joel Slack was hired as a consultant to provide input to
the Alabama Mental Health Department and the idea for the first management level
consumer representative was created. Joel Slack applied for the position and was hired.

All of the above developments have been antecedents to the creation of offices of
consumer affairs across the nation.

Loca] State Background

State developments have reflected the above national trends. Accompanying
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deinstihxtionalization, patients have been becoming known as consumers. Consumers
have been running some mental health services. Consumers and family members have
been increasing participation on mental health boards. The family advocate movement in
the state has been developing and there have been trends toward organized consumer
advocacy groups as well.

In 1989 Washington State implemented a mental health reform act designed, in
part, to streamline and strengthen services to the chronically mentally ill adult population
(WA, PL 5400) (Brown, Thomas, Allen & Gilchrist, 1994). One core philosophy has
been the empowerment of individual clients to take further control of their lives and to
provide increased input into the state mental health system. This has included the seating
of consumer representatives on the state mental health advisory board, requirements for
consumers to be represented on Regional Support Network (RSN) boards, and boards for
lower service levels. (RSN are the administrative organizations for regional/county level
services. Contracting directly with the state they distribute money to local providers).

Coinciding with the legislative mandates, the Washington State Mental Health
Division has also been engaged in addiﬁox;al efforts to promote consumer concerns
within the system and around the state. Efforts to develop consumer networks and family
advocacy groups have met with some success. Currently at least three groups exist: 1)
the Alliance for the Mentally 11l (AMI), 2) the Washington Alliance for the Mentally Il
(WAMI), and 3) the Washington Education - Consumer Action Network (WE-CAN).
Both AMI and WAMI are family advocacy groups that include consumer support groups

among their activities. Both groups are controlled and run by family members. WE-
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CAN is a state wide alliance of mental health consumers that was developed and
governed by consumers. This organization has been functioning with limited activities.

In Washington there has been friction and competition between family groups and
consumer groups, as well as, among various family groups. Similar friction between
client and family interests has been documented to exist nationally (Sommer, 1990).
Finally, the Washington movement resulted in consumer led and operated mental health
services and businesses. Various consumer run support groups exist. There have also
been three consumer run club houses in the state.

Office of Consumer Affairs

History. The Consumer Family Partnership Grant received in 1991 from the
National Institute of Mental Health was developed by one primary author with the
assistance of other Mental Health Division staff, and in consultation with consumers and
family advocacy group members. Implementation of the three year, $430,000.00 grant,
began in the summer of 1992 and the project was fully staffed by that October. The
primary grant focus was the establishment of the Mental Health Division Office of
Consumer Affairs (originally referred to as the Consumer Affairs Office).

When investigating the genesis of offices of consumer affairs, it became apparent
that the idea developed simultaneously across the country in a move that was largely
independent of the federal government. Interviews with key persons among the family
movement, providers, and consumers reveal roots for the Washington State office in the
family advocacy and early consumer movements. These developments were also

encouraged by individuals within the provider system at regional and state level
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bureaucracies. Discussions relating to incorporating consumer representation into local
and regional service providing agencies and at the state level were taking place between
family advocates and providers as early as the mid 1980's. Cross fertilization of ideas
was also taking place at national conferences. Stakeholders recalled in interviews
discussions at national conferences regarding the need for representation of consumers in
the decision making process of all levels of mental health services.

Environmental Context. The environment in which the OCA was created was one
of change. Within the first year the Mental Health Division was engaged in
Administrative Code revisions and by the third year the state mental health system was
also undergoing a transition to managed care at the RSN level. Combined with shifts in
practice, the Mental Health Division staff experienced ongoing staff level reductions,
three changes in director, internal reorganization and persistent demands on staff time
from the redistribution of the duties of those no longer with the division. The changes in
administrative code and the movement to managed care, which required the development
and approval of a federal Medicaid waver, generated ongoing external pressure from
providers, consumers, and family members.

Purpose. Consumer and Family Partnership Grant purposes were three fold:

1) place a voice for consumers in the day to day operation of the Mental Health Division;
2) promote communication, coalition building, and advocacy efforts around the state
among consumers and promote mutual respect, understanding and cooperation between
consumer and family groups, and 3) promote the placement of a consumer voice and

representation at all levels of the state mental health system. The ultimate end goal was
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that consumers and family members, working cooperatively with each other in state-wide
coalitions, would have a positive impact upon the responsiveness of the mental health
service system and its informed ability to meet consumer needs.

Spheres of Activity. Under the tenure of the NIMH funded grant, three general
spheres of activity were established to accomplish the above goals. The first activity was
the establishment of a state Office of Consumer Affairs (OCA) within the MHD. The
OCA has been staffed by as many as four full time and part time grant funded employees
and is located in the MHD offices in the state capital. The office was responsible under
the grant for establishing, among other things, a 1-800 communication line, a computer
bulletin board system, a technical assistance library, the development of video
newsletters, and the provision of technical assistance to consumers and family groups
around the state.

The second sphere of activity was the establishment and training of an Ad-Hoc
Consumer Affairs Advisory Committee (AHCAC). The intent of this committee was
to establish an organized state wide consumer leadership network and advocacy system
within the mental health consumer community. It was also meant to impact local
communities through projects initiated by AHCAC members. The AHCAC has been
comprised of a group of about 15 consumers who have achieved some level of
independence and advocacy activity levels at the local level. Members gathered together
from around the state for a two day training and networking meeting every other month
throughout the life of the grant beginning in the spring of 1993. In addition to receiving

training designed to enhance their effectiveness as networkers and advocates in their local



14

communities, the MHD has utilized this group as a forum for consumers to provide
policy input. Recently, the name of the AHCAC has been changed to the ‘Consumer
Sub-Committee of the Mental Health Division Advisory Board’. In this document it is
referred to exclusively as the AHCAC. The OCA and the AHCAC have been the center
of focus for the evaluation with the primary attention being given to the OCA.

OCA’’s final sphere of activity was to contract with each of the two state family
advocacy groups (AMI and WAMI) for projects meant to promote positive mental health
services around the state. Proposed projects have been, to one extent or another,
developed in conjunction with and endorsed by consumers. The projects were to be
planned and carried out in cooperation with consumers. As part of their contract, each
family advocacy group was responsible for evaluating their own project. These
evaluations were to be turned in directly to the OCA.

QCA Program Evaluation
Fundi I Auspi

Limited funds were included within the NIMH Consumer and Family Partnership
Grant to provide for an evaluation of OCA activities. Under the auspices of the MHD, a
contract was let to this author for an independent program evaluation of the OCA. The
NIMH stipulated that this evaluation focus primarily on outcomes questions. The writers
of the grant also wished that the evaluation give some attention to the process of
development. This dissertation is part of the overall contracted evaluation and primarily

reports the results of the stakeholder survey component.
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General OCA Evaluation Plan

As mentioned earlier, the overall program evaluation plan called for the use of
triangulation techniques. Triangulation seeks pertinent information through multiple
sources or streams (Greene & McClintock, 1985; Kimchi, Polivka, & Stevenson, 1991;
Mitchell, 1986; Morse, 1991; Murphy 1989). Data collection was planned to come from .
documents/records, participant observation, ongoing key stakeholder interviews, and a
comprehensive stakeholder survey. The following briefly describes the types of data
actually collected. Archival data were planned to be collected, from among other
sources: tracking of 1-800 calls, requests for technical assistance, computer bulletin board
communication, and the collection of staff meeting minutes. In this stream, the actual
archival data produced was very limited due to incomplete record keeping on the part of
the OCA. Information was also collected through key stakeholder interviews with key
persons throughout the three year life of the grant. Participant observation was planned
throughout the evaluation, but primarily occurred during the first two and one half years.
This participation took place through OCA staff and AHCAC meeting attendance,
working with staff in planning, data base development and computer acquisition
consultation. The above data streams combined with wide ranging interviews with
advocates, consumers, and providers served as the groundwork for a formal stakeholder
survey that forms the larger part of this dissertation. Taken together this information
provides insight into the impact that the OCA and the AHCAC have had upon state wide
communication, organization, and advocacy efforts of consumers and family members.

The overall OCA evaluation, incorporating the above mentioned data streams, has
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also utilized methods providing for ongoing feedback to the OCA and MHD over the
course of the evaluation (Patton, 1986). This open exchange of information has allowed
for mid-course adjustments in OCA activities, and in the evaluation. This approach also

insures maximum usability of research products.

Dissertation Research Purpose

This dissertation provides a general assessment of stakeholder knowledge and
views regarding the activities of the Washington State Mental Health Division Office of
Consumer Affairs and the Ad Hoc Consumer Affairs Advisory Committee. The study is
timely and necessary for three reasons: 1) the newness of the Washington State Office of
Consumer Affairs and other similar offices, 2) the OCA goal to be responsive to its
constituency and, 3) the need to develop appropriate questions for further research.

Timeli

When the dissertation proposal was written, the Consumer and Family Partnership
Grant had entered the two thirds point of its three year life. OCA staff had been
employed effective 10/92 and multiple activities had been undertaken. Preliminary data
from various consumers, providers and family members indicated a general lack of
knowledge and mixed opinions regarding the OCA, the AHCAC, and their activities.

While still relatively new, the OCA was three years old when primary stakeholder
survey data collection was carried out. The primary months for conducting interviews for
this study were from late August through December of 1995. These interviews update

and expand information already available through preliminary reports based on data
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gathering from other aspects of the triangulation method described earlier. F indings also
provide some insight as to the levels of knowledge found among stakeholders and
describe differences between stakeholder groups regarding controversial issues such as
the role of the OCA in direct consumer advocacy.

Responsiveness

At the end of the grant life, in October 1995, a decision was made to continue the
Office of Consumer Affairs in a limited capacity with state money. Consistent with the
program evaluation utilization theory described by Patton (1986), comprehensive
feedback to the project continues to be needed as course corrections and continuation
decisions continue to be made. This dissertation meets two needs in the area of
continuing feedback to the OCA. The first need is to use stakeholder opinions and levels
of knowledge to assess what impact the efforts of the OCA and AHCAC are having
around the state. The second need (based on the OCA and AHCAC expressed goal to be
responsive to consumers) is to assess different stakeholder views as to the most desirable
and useful aspect of OCA and AHCAC activities.

On the national level, there remains a widespread lack of information relating to the
impact that similar offices of consumer affairs are having upon their constituencies and
how such offices fit into efforts to empower consumers. This feedback will be important
at the national level by enlightening efforts to strengthen the mental health consumer
empowerment movement and enhance research efforts in the same area.

Eoundation for Further Research

Due to the formative nature of research with respect to mental health consumer



18

affairs offices, empirical knowledge of emergent issues is needed. Researchers and policy
makers lack even basic information as to appropriate program-specific questions for
policy making and research. The organized des¢ripﬁve information presented here on
differences, similarities, range of stakeholder views, and existence of controversies will
help meet this need and provide the basis for broader, more representative research at
both state and national levels. The information presented herein will also allows for some
initial conclusions about how close a mental health division office of consumer affairs

can come to meeting its goal of empowering consumers.

Research Questions
The following are the general research questions that will address the research and
informational needs previously outlined:
[ What are the views of different stakeholder groups with respect to Office of
Consumer Affairs and Ad-Hoc Consumer Affairs Advisory Committee activities?
What is the range of opinion? Are there differences or similarities between groups?
. What do different stakeholder groups view to be the most appropriate and useful
roles for the AHCAC and OCA? What is the range of opinion? How do these
views fit with actual activities of the OCA?
III.  After nearly three years of operation, what level of awareness exists regarding the
activities of the OCA and AHCAC within the key stakeholder groups of the State

Mental Health System? How widespread and how extensive is this knowledge?



CHAPTER II

RESEARCH DESIGN

The goal of this dissertation has been to provide a general assessment of
stakeholder knowledge and views regarding the Washington State Office of Consumer
Affairs and its activities. The primary method utilized in this research incorporated
qualitative and quantitative question formats into individual stakeholder interviews.

To accomplish the dissertation goal, two major challenges impacting research
design for the entire evaluation of the Office of Consumer Affairs had to be overcome.
The first challenge related to the newness of the OCA and the national movement.
Newness resulted in a lack of previous research upon which to base evaluation questions.
The second challenge related to the credibility of evaluation findings with stakeholder
groups not sophisticated in research methods or processes. The stakeholder survey
presented in this dissertation study was designed to address these two key challenges. It
was also, in part, a solution to the above challenges faced by the overall evaluation.

Chapter two details the solutions utilized to address the challenges of newness and
credibility and describes the place of the stakeholder survey in the solution. Overall, the
program evaluation dealt with the issues in two phases. Phase I included idea gathering
activities that led to, and included survey instrument construction. The data streams that
were incorporated in phase I were described earlier o.n page 15 under the heading
“General Program Evaluation Plan”. Briefly, information sources were as follows: data
that originated from record gathering, including meeting minutes, reports, letters, 1-800

phone call records, computer bulletin board system records and others. Ongoing
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interviews with key stakeholders and numbers of consumers, providers, and advocacy
group members were also utilized in generating ideas during Phase I. Participant
observation activities were included. Some of this data from Phase I will be reported and
used in interpreting the results of the comprehensive stakeholder survey that is described
in the following material. Phase II constituted the process of full sample interviewing for
the comprehensive stakeholder survey previously mentioned.

Included here in the second chapter is a description of the comprehensive
stakeholder survey design and the program evaluation theory that underlies the method
developed for this study. Beginning with a discussion of the research issues, both phases
of the research process are described. Also provided is a listing of stakeholder groups
selected for interview. Interviewer selection and training is described. The method of
gaining access to stakeholders and confidentiality procedures are subsequently detailed.
A description of the data processing method follows. The sampling plan, because of its
complicated nature, follows in chapter three. Serving as a segue into further data
analysis, chapter three, on sampling, presents the original sampling plan for stakeholder
groups. This plan is described, discussed, and compared with the resulting details of

actual stakeholder group samples.

Research Issues
The new, unresearched nature of the OCA and the national phenomenon presented
its own set of issues. In these issues the first major research methods challenge was

found. Gathering information to accurately assess consumer views where there is little
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previous research and a potentially wide range of stakebolder positions necessitated an
exploratory methodological approach. There were no pre-existing evaluation tools that
provided easy access to consumer opinions about key issues. To develop a useful new
evaluation tool, this dissertation study combined program evaluation methods proposed
by Guba and Lincoln (1989), and Patton (1986). Elements of both methodologies were
helpful in addressing the problems associated with this unresearched area. The relevant
points of these theorists will be discussed shortly.

The second major methods challenge arose from the political realities of the
Washington State Mental Health Division and its stakeholder environment. To maintain
credibility, the evaluation needed to provide the resulting findings in a believable manner
to non-statistically sophisticated research consumers. During evaluation planning with
MHD stakeholders, it became apparent that standard statistically derived methods of
sampling would not be adequate to establish the credibility of findings with key MHD
staff and other stakeholders. MHD staff comments about a recent experience with
another evaluation of local mental health services raised concerns related to sampling
issues.

The issue of concern was the sample size. In the previous evaluation, the methods
used to obtain information from consumers were considered by the academic community
to be scientifically valid. However, they were not similarly credited by the MHD
decision makers. This lack of confidence was due to what was perceived by MHD staff
to be sample sizes too small to be truly representative of the whole population of

consumers. Clearly, to achieve credibility with these same stakeholders this issue needed
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to be addressed in the present evaluation effort. The program evaluation methods of
Guba and Lincoln (1989) and Patton (1986) were of assistance in addressing the
problems presented by both of the above issues.

Incorporated Method Theories

The primary focus of Guba and Lincoln (1989) is the use of the “Hermeneutic
Dialectic Circle” (1989, p.174). This circle emphasizes a process oriented method of
evaluation that places importance on including all points of view related to an issue. The
method is achieved through a series of chain interviews that asks the opinion of a
stakeholder and then also asks them who they know would disagree with their point of
view. The person who disagrees is then interviewed and the process is repeated.

Guba and Lincoln (1989, pp. 174-176) outline their “methodology of constructivist
inquiry” by making four points. First, the study must be pursued in a natural setting. It is
recognized that the viewpoints of different individuals stem from and are dependent on
the “time and context” of the person who holds the viewpoint. Second, the
constructionist evaluator is not willing to assume that he/she knows enough about
different individual contexts in the beginning of the study to accurately frame the most
appropriate questions to ask. This calls for a flexible instrument that allows relevant
constructs to assert themselves. The third point places the emphasis for information
gathering on the qualitative side of inquiry. While not ruling out quantitative methods,
the authors point out that methods “that come most readily to hand...are, clearly,
qualitative” (p. 175). The fourth, final, point is that the “constructivist insists on the right

to incorporate and use tacit knowledge”. This knowledge may be best understood as a
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researchers ‘sixth sense’ or intuition about what is going on.

Patton (1986) focuses on providing program evaluation that is utilized by
stakeholders for decision making. Three points are made, relevant to this study, that
overlap in their practical implications for evaluation with the points made by Guba and
Lincoln (1989). The first point is that stakeholders know best what questions to ask.
When doing an evaluation, Patton recommends that a range of stakeholders be engaged
closely with the evaluator in developing research questions. This point parallels both the
first and second elements of Guba and Lincoln’s (1989) method. The second point made
by Patton (1986) is that for findings to be utilized the evaluator must identify and
incorporate stakeholders in the development of the evaluation. A third point, is that to
attain maximum utilization of an evaluation continuing feedback loops need to be built
into the process. This feedback facilitates ongoing program adjustments by stakeholders.
This last point finds parallels in the negotiating process of Guba and Lincoln and their
Hermeneutic Dialectic process.

Research Issues Concluded

To be successful, this evaluation needed to overcome the methods barriers
presented by both the general lack of knowledge of appropriate issues to address with
stakeholders, and the need to establish a broad enough range and size of sampling to
achieve credibility with MHD staff and other influential stakeholders. To be useful, it
was necessary that this staff be convinced that the assessment of stakeholder views was
indeed representative across a wide array of interested - or potentially interested - groups.

This required both breadth and depth of sampling. Individually these two problems are
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easily solvable. Taken together these issues presented major methods difficulties because
of the time and financial resources which needed to be committed. Elements of both
Guba and Lincoln (1989) and Patton (1986) were incorporated into the solution
developed for this dissertation study.

The first problem, lack of knowledge, would easily be solvable by using ar open
ended qualitative interview that allowed subjects to easily state any thoughts or concerns
they may have. The problem presented is that this traditional qualitative approach does
not lend itself well to implementation within the larger sample size needed to gain
credibility with MHD. The second issue, representativeness, is also easily solvable by
using a quantatively based survey instrument with large numbers of people. This method,
however, would not lend itself to achieving credibility in the face of concerns that such a
quantitative instrument would limit and prematurely focus stakeholders in their range of
answers.

Both Guba and Lincoln (1989) and Patton (1986) allow for qualitative and
quantitative data collection as defined by Strauss and Corbin (1990). By utilizing both
types of measurement, random subject selection and “snowball?" techniques (similar to
the Hermeneutic Dialectic) and by utilizing stakeholders in the identification of issues
and questions for the survey instrument, the evaluation was able to establish the range of

stakeholder views and determine the experiences of larger numbers of individuals. The

2 “Snowball” refers to the practice of building a series of interviews based upon the
referrals of people already interviewed. This referral may take the form of a name given
by an interview subject or may come from deduction based upon other information
presented in the interview.
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combined approach used for this study made it possible to obtain greater depth and

breadth of information than if only one of the above methods was employed.

Phase I: Idea Gathering and Instrument Construction

The development of appropriate questions and the selection of appropriate
stakeholder groups for survey inclusion was a primary issue in constructing the
stakeholder survey. This was complicated by the lack of previous research outlining
issues. Relying on the wisdom of both evaluation methods theorists, (Guba and Lincoln,
1989; Patton, 1986) stakeholders were closely engaged in the development of survey
questions.

A continuing primary concern, for reasons outlined in the theories above, was that
stakeholders have a “voice” in shaping questions and determining those who should be
surveyed. To insure that stakeholders had direct involvement in the formulation of the
survey instrument, specific requests were made of OCA staff, MHD staff, and other
stakeholders in the consumer and family advocacy groups for information regarding
issues and specific questions to be asked in the stakeholder survey. These persons were
also asked for input as to appropriate groups to include in the survey. A side benefit of
this method of stakeholder involvement was that it helped generate ongoing interest on
the part of key stakeholders. This interest increases the likelihood that evaluation results
will be utilized. Combining this information as to stakeholder issues with data from the
other facets of the overall evaluation, including the ongoing non-random key stakeholder

interviews, a series of questions were developed that covered the concerns and
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informational needs of the different stakeholders. Also stakeholder groups were selected
for interview with this input serving in advisement.

To further address the first challenge of the general lack of research in this area, an
interview format was selected that combined both qualitative and quantitative questions.
Subject age, educational status, stakeholder group affiliation, importance of OCA mission
and ‘should the office of consumer affairs be closed?’ are examples of
categorical/quantitative questions that were asked. Where appropriate, qualitative
questions accompanied related quantitative questions. Two examples of qualitative
questions are; “How was your job impacted by the work of the Office of Consumer
Affairs?” and, “What is your evaluation of the training you received as a member of the
AHCAC?”

Paired open and closed-ended questions alternated throughout the interview in that
order. Open, qualitative, questions were used for two reasons. The first reason for using
open questions, mentioned previously, is lack of enough knowledge of expected
responses. This prevented good close-ended, quantitative question design. Asking open
questions allowed for the researcher to obtain fuller responses, thus shedding light on a
broader range of issues than would have been otherwise possible. Secondly by keeping
pre-formulated closed ended response patterns to a minimum and in a secondary position
to open questions, respondents’ open ended responses were not shaped by pre-structuring
of their thinking by hinting at possible researcher thinking throughout the questionnaire.

The interviews were structured to take less than one hour. Within the hour,

interviewers were able to provide follow up questions to pursue points and allow for
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elaboration. The use of closed questions allowed for quick sample description and a few
overall measures (quantitative in nature) of stakeholder opinion and knowledge. The use
of qualitative methods prevented a narrow focus from developing that would have limited
stakeholder input.

To address the issue of sample size credibility, an overall targeted sample size of
350 individual stakeholders was selected to adequately cover the base of stakeholder
groups and subgroups that had been identified for survey. In this case, the use of
qualitative questions with the large number of stakeholders ultimately interviewed also
produced large amounts of data. The volume of this material presented analysis problems
which are discussed in the data analysis section.

Interviews with stakeholders from dissimilar groups necessitated different and
additional questions. General knowledge of OCA and AHCAC activities were assessed
for all stakeholder groups. Groups such as computer bulletin board system users were
provided with specific questions that were not relevant to others who were not computer
bulletin board system users. Likewise Regional Support Network administrative staff
and Mental Health Division staff were asked questions relevant to their positions that
consumers who were receiving day treatment services would have found meaningless.
Interview schedules for all groups contained a core set of questions that were
supplemented by questions relevant to each specific stakeholder group. Interview
schedules are included in appendix A.

Five initial research interviewers recruited for this study were enlisted in instrument

testing. Revisions were made based on role play interviews and also initial test
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interviews with actual stakeholders. Following both role play and stakeholder phases of
testing, the group met to discuss problems with the survey instrument and any logistical
difficulties that were encountered. Based on this input, questionnaires and interview
procedures were altered as necessary. These revisions were submitted to the DSHS
Human Subjects Review Committee and were part of the final approval process
(appendix A). All stakeholder test interviews produced valuable data that were
equivalent to other interviews conducted later by the group. These interviews were
included as part of the data set.

Groups

As stated above, one key survey goal was to achieve overall stakeholder population
representation. To do so, it was necessary to insure that members of the key OCA
stakeholder groups be included in any sampling plan devised. The full range of
stakeholder groups was first identified. Briefly, the range covered three primary general
categories of stakeholders: consumers, family members, and providers. These groups
needed further division to insure the intended representativeness. Using input from a
variety of sources, including MHD staff, consumers, and other key informants, the
following 14 stakeholder subgroups were identified: 1) Consumers from day treatment
programs, consumer run club houses and the advocacy groups AMI, WAMI, and WE-
CAN; 2) line staff from the day treatment programs; 3) administrators within the mental
health system; 4) board members from mental health service providing agencies; 5)
Regional Support Network (RSN) staff members and administrators; 6) RSN board

members; 7) Policy and program level Mental Health Division staff; 8) family members
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from AMI and WAMI; 9) consumer members of the AHCAC; 10) users of the 1-800
phone line; and 11) users of the computer bulletin board system. The plan also called for
the inclusion of the leadership of 12) CAMIO (Community Action for Mentally I11
Offenders), and 13) RSN board members. Finally after interviews had already
commenced, the (14) MHD advisory board was added as a stakeholder group at the
request of the MHD. Every sample taken attempted to achieve representativeness
through random selection or by inclusion of the total group population, as with the
AHCAC.

An explanation of the rationale for the selection of mental health consumers is in
order. Random samples of chronically mentally ill consumer stakeholders were selected
from the attendance of four randomly selected day treatment programs, the three
consumer run clubhouses within the state, and the advocacy groups: AMI, WAMI, and
WE-CAN. This method of selection was chosen to insure access to those who would be
considered to be the primary target population of the Office of Consumer Affairs.
“Worried well”, as less severe clients are often referred to in mental health centers, were
intentionally excluded by this method. The goal of the OCA is to serve both populations,
however, the emphasis is decidedly on the former.

In addition to the stakeholder groups outlined above, two other factors were
included in the sampling stratagem. Stakeholder representation from different state
regions was targeted, as was representation of the vertical mental health system

bureaucratic hierarchy linked to each of the day treatment programs selected.
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To achieve the above two goals, two urban and two rural day treatment programs
were selected from the group of agencies providing adult day treatment services in the
state. One rural and one urban program was located in each of Washington’s eastern and
western regions. Line staff, administrators, agency board members, RSN
staff/administrators and RSN board members were interviewed from the vertical
administrative levels linked to each of the four selected day treatment programs. To
complete the vertical nature of the sampling process, Community Support staff from the
Mental Health Division, MHD administrators and others within the Washington State
Mental Health Division who work with RSN's and local agencies were also interviewed.

Candidate day treatment programs were selected with the assistance of MHD staff.
Staff help was elicited to identify those agencies with programs sufficiently large enough
to have adequate numbers of consumers attending. With this information, and including

the east-west, rural-urban criteria outlined above, a random selection was made.

Phase II: Full Sample Interviewing
I iew Session F
Consumers attending day treatment programs and consumer run clubhouses, line
staff, on site program administrators, and several MHD staff were interviewed face to
face by a research assistant or the researcher. For the vast majority of the remaining
interviews, telephone interviews were arranged. Face to face interviews were recorded by
hand on an interview schedule/questionnaire (appendix A) and also audio taped.

Telephone interviews were recorded by hand but not audio taped.
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A visual stop signal was arranged with the subject prior to taping a face to face
interview. This signal allowed an interviewee to indicate that they would like to say
something that they did not want recorded. This procedure allowed a subject the freedom
to provide further information for hand recording that they did not want taped. The vast
majority of subjects consented to interview with the audio tape recording their comments.
In general subjects were also very interested and verbal. Rarely did a subject request that
a tape not be used or that it be shut off during an interview. Although no formal
frequency data on such stoppages were recorded, this happened only 1 or 2 times in the
entire process. There was also no apparent relationship between knowledge of the office
and consent to be taped. Those most uncomfortable with the tape were consumers.

An interviewer brought to an interview the applicable stakeholder schedule
containing both qualitative and quantitative/categorical questions (see appendix A). All
subject responses for all interviews were recorded by hand on the schedule. Interviewers
placed a star by written responses that they felt merited the transcribing of the audio
recording. Rarely did an interviewer record these stars on a schedule. Each schedule was
printed on one-sided copy to provide adequate room to record a stakeholder’s response in
its entirety. After listening to a sample of the audio taped interviews following the survey
sessions, it was discovered that the hand written format of data recording was more than
adequate to accurately record the general message that was being conveyed by the
stakeholders. It was decided to not transcribe the tapes and to rely only on the hand
written record that was created during each interview because of the accuracy of hand

recording, the few recorded stars, and the expense involved in transcribing. This method
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was able to sufficiently identify the major interview themes, which was the goal of
analysis.

Interviewer Recruiting and Training
A core group of five interviewers was identified including the author. This group
of five conducted 324 of 345 interviews. Six others were also involved in interviewing.
Between them, these six individuals interviewed 21 stakeholders. Scheduling problems
and illness caused some interviewee turnover and unavailability.

. All interviewers were hired through the academic, personal and professional
associations of the author. None had prior knowledge of the Office of Consumer Affairs
or issues/controversies stemming form its existence. This selection process differed from
the research plan which called for advertisement through consumer and family networks
as well as local colleges. The decision to recruit only those not associated with the
consumer movement or mental health system was made because of developing
controversies concerning the OCA. Not including stakeholders as interviewers in the
research process was meant to help maintain the integrity and credibility of survey
findings. None of the interviewers was associated with the mental health system in
Washington. All fit the qualification of being neutral. None had any apparent agenda
from a particular stakeholder group.

Interviewers were selected based upon their training and observed skills (verbal and
written communication skills) in an interview setting. Part of the selection process
included the training described below and required a demonstrated ability to adequately

complete a practice interview schedule. All but one interviewer had a B.A. or higher.
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The other was an upper division college student. All were trained in human/social
interaction disciplines.

The training received by each interviewer focused on a careful review of the
interview schedule and a brief introduction to the mental health system, including
background on the stakeholder groups that would be interviewed. Specific training in
the meaning of acronyms that might be encountered such as RSN, MHP (Mental Health
Professional), etc. was also provided. Role play practice interviews followed for all.
Initial training lasted approximately four hours. Each interviewer also engaged in home
study of the research instrument prior to stakeholder interviews. Finally, as a last phase
of training, each interviewer conducted practice interviews with two subjects.

One key feature of the interviewer training that developed out of initial interviews
was the specific instruction received by interviewers to claim neutrality and lack of
knowledge in the face of detailed questions from interview subjects about the OCA or
AHCAC. It was quickly apparent that neutrality and ignorance on the part of the
interviewer would be advantageous to the integrity of the research. In the face of the
wide scale lack of knowledge encountered by interviewers, neutrality and the lack of
detailed editorial material from the interviewer allowed the team to accurately measure
without influencing the opinions of subjects beyond whatever shaping occurred as a
consequence of the interview schedule itself.

As discussed in the research plan, the core group of interviewers and the researcher
worked together to identify how many additional research assistants were needed to

complete interviews in a timely manner. These persons (comprising the remainder of the
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11 interviewers previously mentioned) were recruited and trained in the same fashion as
described above.

Each interviewer was paid $5.00 for an interview lasting 30 minutes or less.
Interviews lasting longer than 30 minutes were paid at the rate of $10.00. Miscellaneous
expenses such as phone bills and photo copies were paid. Time for making phone calls,
tracking down phone numbers, and other research related activities were reimbursed at
the rate of $10.00 per hour. Compensation was made after interviews were completed,
handed in to the researcher, and completeness verified.

Agency Entry, Stakeholder Access, Consent

RSN’s and provider agencies were contacted through the auspices of the MHD.
Permission to interview clients, staff, or organization members was secured from the
executive director of each agency and organization. At the request of the WAMI
executive director, the researcher made a presentation concerning the proposed research
to the board of directors. For all others, a conversation with the Executive Director and
letter verification from the MHD was adequate.

Prior notification of all stakeholders who were candidates for possible interview
was required by the Washington DSHS Human Subjects Review Committee. To meet
this requirement, agency administrators posted announcements in advance of a site visit
and also made announcements in client meetings and staff meetings. Memos were also
used to notify staff. Some boards were notified in advance through a memo from the
agency administrator, others were notified through a board meeting announcement. The

membership of WAMI and WECAN were notified through each group’s newsletter. The
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sample of AMI members were notified through a letter from their Executive Director.
MHD staff were notified by e-mail from the director.

Announcements provided a brief description of the evaluation and emphasized the
voluntary nature of the interview. Examples of a letter from the Mental Health Division,
a memo to an agency board, and the text of a staff/client meeting announcement are
included in appendixes B, C, and D respectively.

On the day of an agency site visit, another announcement was made to both staff
and consumers. Consumers randomly selected from those in attendance were
individually asked for an interview by a program staff member. Those expressing interest
were then introduced to the interviewer and another informed consent was reviewed by
the interviewer with the stakeholder. Staff members randomly selected were asked in
advance by the program administrator. Protocol examples are included in appendix D.

Day treatment and consumer run club house members were all contacted at their
agency site. Most members of other stakeholder groups were contacted using the phone.
For phone contacts, the interviewer contacted those selected. Once contacted, informed
consent was reviewed with the individual over the phone.

To contact persons who had used the 1-800 number of the OCA, the Washington
DSHS Human Subjects Committee required initial contact to be made by a person from
the OCA. In this case, only the names of persons providing advance consent were
provided to the researcher. The protocol for contact by the OCA staff member is
included in appendix E. Once the name of the 1-800 phone line using stakeholder was

received, they were contacted by an interviewer and the informed consent was reviewed.
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Further details related to this contact procedure are provided in the discussion of samples.

AHCAC members were also notified of the intent to interview in advance during an
AHCAC meeting. Finally, persons using the Computer BBS were notified in advance
through a posting on the board. The informed consent format used for phone interviews
is included in appendix F.

Confidentiality Proced

A possibility existed that individual interview subjects would be inadvertently
selected more than once. While there was some overlap between lists of consumer
members of family groups and between these groups and the AHCAC, the overlap was
relatively minor. In the nomination process there were multiple nominations to interview
the same persons. Many people who were nominated were also persons who had already
been sampled or identified for interview through the random or population sample
process. To prevent persons from being contacted for interview multiple times, while
also addressing confidentiality concerns, the following procedures were utilize:

1. Each questionnaire was numbered and coded with the date, interviewer,
number of interview for the day, agency, and stakeholder group. This made each
questionnaire individually identifiable. The name of the stakeholder was not recorded on
the interview schedule. Audio tapes of interviews also have the date, the interviewer, and
interview number recorded on the tape.

2. Each interviewer maintained a separate tally sheet for each day they
conducted interviews. On the tally sheet, names of interviewed stakeholders were listed

and numbered consecutively in the order conducted. The name of the stakeholder group
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was also entered on the tally sheet. This tally sheet information corresponded to the
number and information recorded on the survey instrument.

3. Each interview began with a reassurance of the voluntary nature of the
process and of confidentiality (see appendix G for informed consent). In addition, the
interviewee was asked if they had already been interviewed by a member of the OCA
evaluation team. If the response to this question was affirmative, the interview was
discontinued.

4. As sets of interviews were completed, the questionnaires, audio tapes, and
code sheets were turned in. No interviewer kept copies. When the code sheets were
received, the researcher cross-checked names against those of others already interviewed
to insure there were no duplicates. The plan for duplicate interviews conducted by
mistake from specific targeted populations was to use all information collected from all
questionnaires for the subject so that all stakeholder group specific questions were
completed. Ifa duplicate was found between a random sample and a population, the
population questionnaire was to be chosen. For duplicate interviews in random samples,
the earliest interview was to be kept. |

5. Inthe event duplicate interviews were found in random samples, additional
interviews were to be collected on a random basis at the respective interview sites or from
the respective population or sample list.

6.  As of this point in the research process, all interviews and questionnaires are
completed. Once the issue of duplicates has been addressed to the satisfaction of the

dissertation committee, and when the final draft of the dissertation is accepted by the
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graduate school, all names connected with the questionnaires will be destroyed.

7. Audio tapes will also be erased based upon final acceptance of the
dissertation.

8.  Data have been stored on a restricted access computer. Questionnaires have
been stored in a locked file. Data have been and will be made available to MHD in
aggregate composites so no individuals are identifiable.

Two additional notes concerning duplications and confidentiality are in order.
First, no duplicate interviews were conducted. Only one subject, from an RSN staff,
reported that they had already been interviewed. They were adamant about this with the
interviewer even though the interviewer knew they had not been interviewed. This case
was counted as a refusal. Secondly, throughout the interview process, multiple subjects
volunteered that they would like to have their names used. Statements such as “and you
can tell them that I said that” were made repeatedly. To avoid errors and breaches of

confidentiality, names have not been used.

Data Processing
Miles and Huberman (1984) discuss one method of handling qualitative data
through the use of a series of wall maps. This method is to help highlight connections
between different concepts and groups. These approaches, well suited to the small data
sets that traditionally accompany qualitative data collection, begin to have difficulties in
the face of larger amounts of data. One of the analysis methods outlined in the

dissertation plan called for this form of handling data.
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Compared to many qualitative studies, this evaluation produced much larger sample
sizes and volumes of qualitative data. This volume was due to two key issues outlined
earlier; the exploratory nature, which called for qualitative approaches, and the political
need for large sample sizes. Also, large numbers of those interviewed were very invested
in the concepts being discussed. Consequently, they were much more verbal than
anticipated. The sample size of 345 stakeholders was needed to gain credibility with key
stakeholders. This sample size combined with the relatively large amount of data
generated in each interview, made the use of manual wall mapping impractical. Such
methods would likely have lead to missing key points made by stakeholders. Different
approaches were needed.

Computerized methods using Paradox 5.0 for Windows (1994) and SPSS 6.1.2
(1994) were developed to parallel Miles and Huberman (1984) on a larger scale. These
methods enhanced the researcher’s ability to identify themes and relationships in the
collected qualitative data. Computer methods also assisted in insuring the accuracy of
coded data. Briefly, the basic method consisted of recording quantitative and qualitative
data into the Paradox program, converting the qualitative data into single thought
quantifiable points and then moving all of the quantitative and short string alpha numeric
data into SPSS for analysis. A more detailed explanation of this process follows.

Data Base Descrinti ic Data E

Paradox 5.0 for Windows (1994) is a state of the art commercially available data

base program. It is capable of handling a wide variety of variable types including short

and long numeric codes, dates, times, memos, bitmaps, sound, and other fields. In



40
industry and business this program is widely used for inventory tracking, reservation
systems, and company wide data bases. Capable of handling very large data sets,
Paradox is flexible in its design format. Custom applications are possible that can ease
data entry, report generation, and enhance the ease of use by novice computer users. The
simplicity of use increases accuracy of data entry. Data can be entered directly through
spread sheet like tables or through custom designed data entry forms. Some reporting
and analysis of data is also possible through a query system. This query system does not
adequately or easily generate many major statistics. To produce statistical analysis, this
dissertation used SPSS 6.1.2 for Windows (1994).

As a first step to computerizing study data, five tables were created in Paradox
(1994). The tables contained all of the data recorded by hand on the survey instruments
by interviewers. Each table contained different parts of the hand recorded data. For
example: the first table “SUBJID” (a DOS name standing for subject identification)
contained information that identified each individual respondent. This primary table was
the “key” for all other tables created for this study. This “key” consisted of a variable
that identified the case number for each individual stakeholder respondent. This key
prevented a mix up of cases in different tables. Another table, “AHCACMHD” contained
data from questions exclusively asked of persons working in the Mental Health Division
or who were members of the Ad-Hoc Consumer Affairs Advisory Committee. Two more
tables contained data common to all questionnaires. The last table contained personal
data such as age, education level, etc. One advantage to using the Paradox tables format

is that validity checks, including data type and answer range can be established. These
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validity checks help prevent the entry operator from entering invalid data.

To enhance accuracy of data entry, a Paradox computer form was created that
mirrored each different stakeholder group questionnaire. The appearance of each data
entry form was similar to the interview questionnaire it represented. The correspondence
enabled the data entry person to easily follow the appropriate sequence of data recording.
This in turn reduced the possibility of inaccurate data entry (such as data being entered
into the wrong field). As quantitative and qualitative responses were distributed
throughout the questionnaire, data entry was easy to follow and no confusion resulted on
the part of the data entry persons. Check off boxes and check lists were utilized in the
computer form design to limit entry error. Further information regarding the use of
Paradox and the design of custom programs is available in the Paradox for Windows
(1994) users guide.

versi ot i ot

Once data entry was completed, all quantitative and qualitative data collected in the
stakeholder survey were contained in the five Paradox tables described above. Numerical
and categorical data could be easily quantitatively processed but qualitative data,
contained in multiple memo fields, was still relatively unavailable for analysis. To make
the qualitative data available for analysis it needed to be turned into categorical data.

The first step in this process involved recording a list of individual thoughts
expressed by stakeholders for each qualitative question. Once a thought was recorded for
a question, it was not recorded again for that particular question regardless of how many

times it might be expressed by the same subject or others. Thus, if a subject expressed
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the same thought multiple times in an answer to one question it was recorded only once.
If another subject produced the same or similar thought to the question mentioned in the
last sentence, this expression was not recorded on the list, thus preventing duplicate
responses. This process was repeated for each qualitative question.

Once all concepts had been listed for each qualitative question, the list of responses
for each question was reexamined and like responses were combined. Duplicates were
eliminated as they were not to have been recorded in the first place. The coding process
produced 2146 individual thoughts from across all qualitative questions. No effort was
made to eliminate duplicate or similar responses between interview schedule questions
during this or the following step.

Utilizing the Paradox tool again, 14 new keyed tables were formed to contain single
dichotomous variables for each of the 2146 response categories. Response categories
were; 1 (meaning yes), and no response. The original computerized data entry forms
used to enter data from the paper survey instruments were then converted into qualitative
data coding forms. This was accomplished in a series of steps by keeping the 2146
response categories matched on the computer data entry form with the corresponding
qualitative questions (memo fields) from which they were created.

Once complete, it was then possible to read an individual subject’s qualitative
responses in a memo field and simultaneously enter a “1" in each categorical response
field representing the thought contained in the qualitative data being read immediately
above. This process insured that the coded data being entered was accurately matched to

each subject. While time consuming to set up and execute, the coding process was
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relatively easy. This reduced the possibility of error.

The above process made it possible to convert all of the qualitative data provided
by each stakeholder into quantifiable individual thoughts. For example; if a subject
shared 10 different thoughts in response to the interview question, “What would you most
like to see the Office of Consumer Affairs doing?”, these 10 thoughts were recorded in a
series of 10 responses that were checked off from the list of all categorical responses
matched with the question. To record each individual thought, a “1" was entered in the
blank representing each thought. This procedure was completed for each qualitative
question for all subjects. Once completed, it was possible to count the number of subjects
that shared the same thoughts about each question. Multiple identical responses by the
same person were not recorded multiple times, but only once for each question where it
was present. Therefore there is no easy measure of intensity contained in the coded data.

In summary, the use of the Paradox program enabled the researcher to handle all
quantitative data and the great amount of qualitative data collected with relative ease and
accuracy. It also made possible the easy, accurate conversion of qualitative data into
quantifiable, categorical format. The use of this program increased the assurance that the
steps involved did not corrupt the original data provided by the interviewers. The use of
Paradox permitted ease of coding, however handling of data through Paradox (1994),
presented one primary disadvantage. From a research standpoint Paradox does not
provide for ease of statistical analysis. To conduct statistical analysis all quantitative and

converted qualitative material was moved into SPSS.



Moving Paradox Data into SPSS

To accomplish the data move into SPSS, all Paradox fields (except memo fields)
from the 19 tables described above were downloaded in free field ASCII format. Each
table created its own independent ASCII file. A command program for SPSS was
constructed within Word Perfect (1994) and run as a syntax file in SPSS (1994) to
translate the ASCII data into a SPSS file format. The transferred fields included the
categorically converted qualitative data. Once converted to SPSS format, file contents
were checked against the Paradox output using frequencies. Variables were spot-checked
against the original data and the Paradox table data. The addition of a dummy variable
holding a response for each case at the end of each Paradox table allowed the data to
transfer without flaw. All SPSS files were then combined within SPSS creating a
complete data file including all quantitative and numerically coded qualitative data.
Frequencies were once again run to cross check the data.
Error Descripti

A total of twelve very minor errors were found in the converted data. A series of
eight upper case “Y’s” and “N’s” had been recorded during data entry rather than lower
case. The Paradox program had not been coded to convert all cases of a letter for the
variable in question into lower case and SPSS recognized them as different response
categories. In addition, four of the 2146 qualitative variables (hereafter referred to as Q
Variables) had a double “1" recorded rather than a single. These were changed to “1".
For the Q Variables, Paradox had not been set up to prevent double entries for each case.

This programming task would have been very time consuming and since the only valid
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values were | or blank it was easier to use SPSS frequencies to identify and subsequently
repair any entry other than 1. To complete the transformation of the data into SPSS
usable format, a “0" was added to each non-response (SPSS missing value) on all of the
Q Variables. The value label of “Statement Not Made” was added to these “0" responses.
Finally the dummy variables created in Paradox to facilitate data transfer were dropped
from the SPSS file.

The advantages of using a data base program such as Paradox for Windows (1994)
for data entry on a large data set becomes apparent when the ease of converting the
qualitative data into numerical codes and the accuracy of data entry and transfer is
considered. The current disadvantage to this method is that without the ability to directly
read a file from a particular data base program, SPSS requires two independent programs
to be written; one for Paradox and one for SPSS. This process is time consuming. As
software development continues at its present rapid pace this problem of translation will
likely disappear as did the 500 variable limitation that existed in SPSS PC for DOS prior

to the redesign of the program for Windows.

The transformation of qualitative answers into individual quantifiable categorical
thoughts generated large numbers of variables. The production of so many individual
variables presented unique difficulties for the identification of common themes across
different question responses. Identifying themes by using different variables with high
scoring frequencies was not workable for two reasons.

First, respondents often did not provide the answer to any one question solely
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within that question’s place in the interview. Answers to multiple questions were often
provided together in the stream of thoughts elicited in response to any one of the number
of interview questions. This format was part of the design. Interviewers had been
instructed to record any information provided that was focused on the Office of
Consumer Affairs or the Ad-hoc Consumer Affairs Advisory Committee regardless of
whether the respondent seemed to be directly answering the question that had been asked.
Therefore, answers to any one particular question might be found within a respondent’s
answer to a different question. In a related issue, as previously mentioned, a respondent
might say the same thing twice or more in response to a question, or say it differently -
multiple times - across the interview. For example, a respondent may at one point say
that they “know the staff members.” At a different point the same respondent may
discuss a conversation or interaction that they had with one staff member in particular.
Both of these would be coded within the Q data, and both answers indicate the
stakeholder knows at least one staff member. However, the ability of SPSS or other
programs to adequately identify the commonality of these variables is highly limited and
the frequencies statistic would be totally inadequate to the task.

The second reason for not using Q variable frequencies to identify themes was the
predominance of extremely low frequencies for most of the Q variables. The highest
response rate by the 345 respondents to any one Q variable was 103, but the vast majority
of the 2146 Q variables had a response rate of 1 (858 Q variables) or 2 (374 Q variables).
The mode of distribution was 1 and the mean 4.212.

To identify common themes that appeared in the data, methods related to those of
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Miles and Huberman (1984) were utilized. In addition to wall mapping, Miles and
Huberman (1984) suggest other ways for ‘living with the data’ until themes begin to
present themselves. In the several steps and layers involved with data collection, coding,
and conversion into categorical format, this researcher has become intimately acquainted
with the study data. A series of themes presented themselves in the types of responses
that could be seen across questions. As these themes were identified, a series of
representative aggregate variables were created in the SPSS data file.

Once the thematic variables had been defined for SPSS, individual subjects were
assigned a score on these variables through the COUNT command. If a stakeholder had
responded affirmatively to one or more of the Q Variables which were components of a
new aggregate vaﬁable, affirmative responses were counted and this count became the
value for the new composite theme variable. These theme variables were then recoded
into a second dichotomous variable with values “0" and “1". The score of zero (0) meant
a subject did not make any statement that corresponded to any of the Q Variables
comprising a particular theme. A score of one (1) meant the respondent had made one or
more statements reflecting the same view identified by the theme variable. Thus, for each
identified theme there were two variables created. The scores of the first theme variable
reflected the number of times a subject made comments that were related to the variable
theme. The value of the second dichotomous theme variable represented whether a
subject had expressed any thoughts in the entire interview related to the theme. The
results that are presented in this study are based on the second dichotomous variable.

This second variable is used because the first score of multiple theme responses is not
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truly representative of the number of times a stakeholder repeated a thought in an
interview. The reader will recall that multiple similar comments made by a stakeholder
to any one question were not recorded during coding. Identified themes are listed in the

next chapter where they will be presented along with other study findings.



CHAPTER IIT

SAMPLES

Sampling Procedures, Process and Results

The following material outlines the sampling process for different subject groups,
the planned sample sizes, and the sizes of the actual samples gathered. The unique
configuration of each program and organization necessitated the use of different
approaches to obtaining the desired sample. These approaches, while essentially similar
for similar groups and sample types, were diverse enough to warrant mention for each
group. Often the procedures used were negotiated on-site with the specific agency the
day the interview team arrived or during the visit that the researcher made to an
organization to obtain stakeholder names. Tables I, IT and III provide more detail

concerning samples.

Table[

Table I contains all information on sample breakdown from each vertical level of
the four selected regional day treatment programs beginning with consumers. To help the
reader understand the vertical sampling method, Table I then lists stakeholder samples of
the staff, agency administration, board, and the connected RSN staff and board for each
agency. Overall, the samples drawn from these groups, with the exception of the agency
boards, were the most complete and easiest of all samples to obtain. Table I also provides

information on the consumer run club houses that were sampled.



Table I: Distribution of 345 Person Stakeholder Sample Part One:
Day Treatment Agencies, Associated RSNs, and Consumer Run Clubhouses.

AGENCY PLANNED | REFUSAL | MULTIPLE | COMPLETED % OF
CALLS PLANNED

SPOKANE RSN AREA DAY TREATMENT

consumers 18 3 20 111%

line staff 5 0 5 100%

administrators 2 0 2 100%

board of directors 14 2 4 8 57%
SPOKANE RSN

administrative staff 6 1 1 83%

board of directors 5 0 2 3 60%
GREATER COLUMBIA RSN AREA DAY TREATMENT

consumers 18 8 19 105%

line staff 5 0 5 100%

administrators 3 0 3 100%

board of directors 10 6 4 40%
GREATER COLUMBIA RSN

administrative staff S 0 s 100%

support staff’ 0 0 3 N/A

ombuds persons 0 0 2 N/A

board of directors 10 1 1 8 80%
KING COUNTY RSN AREA DAY TREATMENT

consumers 18 8 18 100%

line staff 5 0 5 100%

administrators 1 0 1 100%

board of directors 10 1 9 90%
KING COUNTY RSN

administrative staff 14 0 2 12 86%

board of directors 8 0 2 6 75%
TOTAL: 157 30 Il 143 -
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Table I (continued)

AGENCY

PLANNED

REFUSAL

MULTIPLE
CALLS

COMPLETED

% OF
PLANNED

NORTH SOUND RSN ARFA DAY TREATMENT

consumers

18

18

100%

line staff

5

0

100%

administrators

2

0

100%

board of directors

11

all*

0%

NORTH SOUND RSN

administrative staff

5

I

80%

support staff

0

0

N/A

board of directors

9

2

78%

ABERDEEN CONSUMER RUN CLUB HOUSE

consumers

15

2

4

27%

administrators

1

100%

CHEHALIS CONSUMER RUN CLUB HOUSE

consumers

15

2

15

100%

line staff

0

0

N/A

administrators

1

0

100%

OLYMPIA CONSUMER RUN CLUB HOUSE

consumers

15

4

14

93%

line staff

0

0

2

N/A

administrators

1

0

1

100%

total this page

100

30

76

total previous page

157

30

11

143

TOTAL TABLE I:

257

60

11

219

85%

51

The order in which Table I day treatment programs are listed is as follows: Eastern-

Urban (Spokane RSN area), Eastern Rural (Greater Columbia RSN area), Western-Urban

*Board chair refused access, communicating the board was too busy with other matters.

*The researcher was informed by program administrator that the program experienced the
typical average daily attendance on the day of the site visit.
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(King County RSN area), Western- Rural (North Sound RSN area). Following the

samples from the day treatment providing agencies, the three consumer run club house
samples are listed in alphabetical order.

Table I provides the agency and target sample group in the far left column.
Columns two and three list the number of interviews planned and the refusals
respectively. The fourth column numbers those persons to whom multiple calls were
made in an attempt to secure an interview. In this first table and the second, in all cases,
noted multiple calls represent an interview that was planned but did not take place
because contact could not be made with the stakeholder. The column also represents a
minimum of 5 calls made. These attempts to contact the identified stakeholder were
made at different times of the day and days of the week. The fifth column provides the
raw number of interviews completed and finally the sixth column gives the numbers of
interviews as a percentage of those originally planned.

Tablell

Table II presents information on all remaining stakeholder groups that were not
connected to the day treatment programs or consumer run clubhouses. The organization
and target stakeholder group are listed in the far left column. The sample size for groups
follows the planned sample size originally proposed. Sample size represents the number
of names drawn from the population of names contained in the membership, user, or
mailing list provided by each respective organization. From this larger list, the number of
planed interviews was to be obtained. Before further describing the function of the

remaining columns in Table II, a note about the samples drawn is appropriate.
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Table II: Distribution of 345 Person Stakeholder Sample Part Two:
Advocacy Groups, AHCAC, Mental Health Division, and 1-800, BBS Users.

AGENCY

PLANNED

SAMPLE
SIZE

REFUSED

CouLp
NOT
LOCATE

MULTIPLE
CALLS

COMPLETE

% OF
PLANNED

consumers

15

45

12 see text

80%

100%

15

45

12

12

16

107%

15

40

11

14

8 see text

53%

100%

15

40

11

16

107%

15

58

36

10

60%

32

32

24

75%

professional
staff

15

16

12

80%

support staff

100%

advisory
board

18

18

sl

2%

BBS

15

45

27

11

27%

1-800°

15

45/14

8/1

13

10

3%

Others®

10

NA

Total table II

175

397

35

118

87

126

2%

Total table I

257

NA

60

NA

I1

219

85%

Total tables I
and II

432

NA

95

118

98

345

80%

*8 of 18 already interviewed for other categories.

*Of total population of 636 and sample size of 45, 14 names were provided to research
team. Of these 6 had already been interviewed and 2 were state employees. 5 were
interviewed in this round. Refusals reported by OCA equal 8. There was 1 direct refusal
to an interviewer. The numbers reported for “could not locate” and “multiple calls” are

those reported by OCA.

“This group constitutes 7 randomly selected consumers and three others.
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The list from which each random sample was drawn was problematic. List
information was not always current or accurate and many persons could not be located.
Several times an entire sample list was exhausted while the desired number of interviews
was not attained. This was very different than results drawn from day treatment agencies
and their connected RSNs. There are at least two possible explanations of this problem.
First, many of the individuals represented on these lists may be more distant from the
respective organizations than employees, consumers, or board members of day treatment
agencies or club houses. Distance would lead to difficulties in keeping membership lists
and mailing lists current. A second possibility is that the tight budgets of non-profit
voluntary organizations may prevent resources from being invested in maintaining the
accuracy of membership and mailing lists. Problems with stakeholder group samples will
be detailed with the presentation of sample results.

Column four of Table II represents refusals made by persons asked to consent to an
interview. The fifth column of Table II indicates the number of persons for whom a
phone number could not be located. This list includes persons whose numbers had been
disconnected or were wrong numbers. Occasionally the person who answered the phone
stated that the person sought had never lived there or the name was not recognized.
These experiences further reinforce the conclusion that organizations are having trouble
maintaining accurate information on members. The remaining columns of Table II
represent the same categories as outlined for Table I.

The concluding division of this chapter names each group targeted for sample in the

dissertation research proposal and describes the sampling process. Differences between
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the resulting sample and the proposed sample size are discussed, as are resulting sample
highlights and other details of interest related to representativeness. For a breakdown of
sample results by group without agency, please consult Table III.

Total Sample Plan

Sample Plan Total: N = minimum 350 subjects distributed among groups.

Sample Plan: 117 stakeholders.

Spokane RSN Area Day Treatment 18 stakeholders
Greater Columbia RSN Area Day Treatment 18 stakeholders
King County RSN Area Day Treatment 18 stakeholders
North Sound RSN Area Day Treatment 18 stakeholders
Capital Club House 15 stakeholders
Chehalis Avenue Club House 15 stakeholders
Coastal Club House 15 stakeholders

Spokane Area Day Treatment
Sample process, Clients attending the Spokane RSN area day treatment program

reported to three different activity/treatment program areas. As consumers came into a
program area, the area coordinator recorded each consumer’s name on a yellow sticky
note that had been folded in half. The coordinator placed this name into a paper bag that
had been supplied by the research team. When interview team member was ready to

begin an interview, the researcher checked with each program area coordinator to verify
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that all new names had been placed in the bags. When all names had been recorded and

were in the bag, each of the three bags was emptied into a central collection bag. The
paper slips were then mixed and one randomly withdrawn by the researcher. The case
manager or coordinator for the consumer whose name had been chosen was identified and
this professional person privately made a specific request for an interview to the
consumer. If consent was given the consumer selected was introduced to the interviewer.
This research team member then gave the informed consent form to the consumer and
reviewed the form with the consumer. If a name was drawn of a consumer who had left
the agency, the name was destroyed and another selected. This process continued until a
sufficient number of interviews had been conducted.

Sample results. The planned consumer sample size for this agency was 18.
Twenty (20) interviews were conducted with consumers. The number completed was
intentional. The Spokane RSN area day treatment program was the first program visited
following survey instrument testing and approval. The researcher felt that the two
additional interviews would help compensate for any unforseen interview problems.
There were no difficulties with the instruments and all interviews were used.
Greater Columbia Area Day Treatment

Sample process. The process for sampling in the Greater Columbia RSN area day
treatment program was essentially similar to the process utilized for the Spokane RSN
area program. Differences were due to program structure variances. In the Greater
Colombia area program, each consumer member signed in on a note pad at the entrance.

Program staff were not available to record names. The researcher personally recorded the
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names from the sign in sheet on a yellow sticky note and placed it in a single bag for
selection. All other procedures were the same.

Sample results. Nineteen (19) interviews were conducted rather than the planned
18. The last interview had been started before an updated count of interviews was
completed.
King County Area Day Treatment

Sample process and results. The day treatment program selected for King County
RSN area did not have a sign-in process for its clients suitable to sampling selection. To
obtain the sample from this program the researcher visually tracked the consumers
coming to the program with the assistance of one of the staff members. The staff member
then recorded names of newcomers on yellow slips of paper and placed them in the paper
sack for selection. There were 18 planed interviews and 18 interviews conducted.
North Sound Area Day Treatment

Sample and results. The procedures for North Sound RSN area day treatment were
the same as those from the King County area program. Due to the limited time that the
program was open during any one day (2 hours), the interview team visited this agency
twice to obtain the planned interviews. On the second trip those subjects who had already

been interviewed or had refused were not asked again. As planned the number of

interviews attained were 18.

Sampling process. Sampling procedures for the Capital Club House and Coastal
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Club House were the same as those used in the Greater Columbia RSN area program
except that a club house member assisted the researcher in recording the names of
members coming into the program. The coordinator of both programs made the
individual requests for the interviews. At the Chehalis Avenue Club House, the
researcher recorded the names off of the sign-in sheet as had been done in the Greater
Columbia area program.

Sampling results. Two notes about sample size are in order. In the Capital Club
House, the number of interviews completed was one short of the planned 15. This
number resulted from a miscount by an interview team member of the number of
interviews they had conducted. At the Coastal Club House the plan of 15 interviews
turned out to be totally unrealistic. Upon contacting the program director to arrange an
interview visit, the director related that the average daily attendance at this club house
was in the range of eight persons, including the director. On the day of the interview
visit, attendance was average. Two in attendance were persons from other stakeholder

group population samples. Attendance of these two persons was normal and expected by

the researcher and was not an attempt to influence the sample.

Of the four day treatment programs, three (3) had eight (8) interview refusals. One
program returned 3 refusals. All four programs were approximately the same size with
respect to numbers of consumers in attendance on the day of interviewing. Some noted
differences between programs may have attributed to the differences in refusal rates. It

was apparent to the interview team that on the day of visit the one program returning the
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least number of refusals was the most prepared and expectant of the visit. In this same
progrém, the interview team shared the subjective observation that there seemed to be
more order, energy, a sense of consumer connection to the program, and a collegiality
among consumers. No other differences were readily discernable between the day
treatment programs.

Of the three consumer run club houses, the two larger had approximately the same
number of consumers attending on the day of the interview visit. These numbers were,
however, markedly fewer than the day treatment programs mentioned above. Between
the three club houses, there were no discernable differences in program ambiance,
collegiality, or openness to the interview team visit. These two groups returned 2 and 4
refusals, both of which are lower numbers than were generally found in the day treatment
programs. It should be noted that, as the club house programs had noticeably fewer
people attending than did the day treatment programs, a much higher percentage of the
club bouse attendees were interviewed. All programs reported that the attendance on
interview day was roughly average. The third club house program reported average
attendance but these numbers were much smaller than the other two club houses. This
club house also returned a disproportionately higher number of refusals; 2 of 4 (50%)
completed interviews. The two larger clubhouses returned 2 refusals of 15 (13%)
completed and 4 of 14 (28%) completed.

When the total number of persons sampled from the smaller program are accounted
for, the proportion changes to 2 refusals out of 6 (33%) completed. This is still higher

than the other consumer run club houses and closer to the 42% to 44 % range of refusal
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rates of the three day treatment programs with the higher number of refusals. It should be
noted that the lowest refusal rate of the day treatment programs, 3 refusals of 20
completed, is also a low rate of 15%.

These numbers are too small and the study was not constructed to speculate
statistically as to why the percentages vary and generally fall into two different groups.
The only obvious differences between the day treatments have already been noted. As far
as the club houses are concerned, one comment that was made by the two persons that
refusing interview in the smaller club house may shed some light on the issue. These two
persons accompanied each other to the program and were asked by the coordinator in the
fashion outlined for advised consent procedures. Limited space led to a interviewer
inadvertently overhearing one of the refusal responses. This response was quoted as
“sounds like politics to me” accompanied by a “no thank you”. This program also proved
to be the most difficult of all programs regarding gaining access by the research team.
The director requested the assistance of a local RSN administrator to check out the nature
of the study and also called a board meeting in which the matter was discussed. There
was a marked measure of hesitancy at first contact that disappeared as the director was
able to get satisfactory answers. It is possible that the internal club house discussion over
the acceptableness of the interview visit may have influenced the decisions of the two
persons who refused.

A point for further study, stemming from subjective observations made during
interviews is a working hypothesis that the ambiance, openness, and connectedness of

consumers to their program makes consumers more open and approachable by unfamiliar
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persons who are requesting assistance. This, if true, would have important implications
for program planning, clinical, and life skills implications and overall successful
consumer reintroduction into the social arena.

Sample representativeness. The representativeness of the samples from day
treatment programs and clubhouses is important. The evidence on hand points to the
relative representativeness of the samples. The actual number of refusals, and the ratio of
refusals to sample taken, was relatively low considering the fluid conditions from which
the samples were drawn.

The day treatment programs and club houses were quite busy with activities.
During interview visits, it became quickly apparent that many of the small number
refusing were doing so because they were not inclined to take time away from program
activities that they wished to engage in. Program attendance was reported as on par with
non interview days. It is likely, therefore, that those who would refuse because of
“politics” were not discouraged from attendance by prior announcement.

There were also large numbers of subjects that were not aware of the OCA
(reported in the next chapter). Any motivation on the part of stakeholders to influence the
outcome of the survey would have resulted in those with an agenda being in higher
attendance. The study found many who didn’t have knowledge of the OCA. In that
attendance was reported as normal, the distribution of consumers being interviewed were
most likely the same as normal within the general population or, weighted in the direction
of more people having knowledge. Assuming that attendance ratios are influenced in the

direction of those with an agenda being present for interview, then one of the main
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findings of this study - lack of knowledge - is further reinforced.

In general, it is reasonable to find that the random samples outlined above are
indeed representative of the programs from which they were drawn. If some stakeholders
did stay away because of “politics” and others attended with an agenda, these differences
were not enough to impact this study to the extent the exploratory goals were jeopardized.
In that the programs and agencies were randomly selected and none had any particular
negative issues visa-vi the OCA, it is reasonable to find that they are generally
representative of these programs around the state.

Service Providers - Line Staff
Sample Plan: 20 stakeholders.

Line staff were interviewed from the same day treatment programs listed above.
These professional staff were randomly selected by placing the name of each staff person
who was working on the day of the interview visit on a yellow slip of paper in a bag and
selecting names randomly. Qualified staff were considered to be those that worked
directly with clients as program treatment staff. Support, maintenance, and housekeeping
personnel were not included. The goal was to attain 5 random interviews from each
agency. There were no refusals and the goal was met. There was no evidence of any
schedules being shifted in an attempt to influence interviews. People were generally
working their regular shifts. Based on the lack of refusals and the randomness of

selection, it is reasonable to find that the sample is representative.
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Service Providers - Administrative/Policy Staff
Sample Plan: 4 stakeholders.

Administrative staff were interviewed from the same day treatment agencies as
above. There were no refusals by administrators from any of the 4 agencies. The specific
numerical goal of administrative interviews was further refined following the approval of
the proposal. This was done after initial and administrative interviews were held and it
was possible to determine those who had direct administrative responsibility for the day
treatment program of the agency. These persons were also sought for interview. The
goals are listed for each agency in Table I.

Administrators of the club houses and advocacy groups were also interviewed. As
with the day treatment program agencies, the CEO or program director was interviewed
and these interviews helped determine other persons, if any, to interview. In the case of
WE-CAN, the director was a member of another population group and is not listed twice
in the tables. Once again, there were no refusals from this group of administrators. With
two exceptions, this was the case for all kSN level staff/administrators as well.

Day Treatment Agency Board Members
Sample Plan: open.

Of all the agency linked stakeholder groups in this study, the interview of board
members from different day treatment agencies was most difficult. The intent of the
research plan was to interview the entire board for each day treatment agency and for
each RSN. This did not happen. The chair for one agency board, from the North Sound

RSN area, refused for the whole board when the request was raised by the agency



director. As a result, none of the 11 board members were interviewed. The agency
director related to the researcher the response of the chair. The board chair stated that the
agency board had “too many issues taking too much member time [as it was, and that] the
board had never heard of the OCA anyway”. All things considered, the board did not
wish to take time for any interviews. This statement of lack of knowledge and time
pressure was born out in board interviews and refusals from other agencies.

Of the three remaining agencies, 34 interviews were planned totaling 45 board
members for all 4 agencies. The 45 planed board interviews represent the entirety of the
boards (as nearly as could be determined) of all agencies. Twenty-one (21) interviews
were completed (46%) of 45, there were 20 refusals (44%) and 4 (8%) could not be
contacted. In addition to the North Sound RSN area day treatment program, two other
agencies presented high refusal and failure to contact rates. The Greater Columbia RSN
area agency returned a refusal rate of 6 or (60%) of the board. Between multiple calls and
refusals, the Spokane RSN area program board refusal rate was 6 or 43%.

To obtain the samples, the executive director was contacted by the researcher
following the arrival of the letter from the director of the MHD. A request for interview
was forwarded to the board members through the executive director. The executive
director then related the responses of the board members to the researcher. The King
County area day treatment program forwarded the entire list of board members with no
prior refusals. The Greater Columbia RSN area, and Spokane RSN area day treatment
program agencies forwarded a list of board members with notations as to which members

had refused interview. These refusals were included in the agency board refusal rates
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listed in Table I. The high rate of failure to contact, 29%, provides further confirmatory

evidence of the busyness and possible disinterestedness of the agency boards. The level

of knowledge that these boards have of the OCA may also shed light on the amount of

investment by board members in being interviewed. More on this in the next chapter.
RSN Members and Board Members

Sample Plan: 18 stakeholders.

Regional Support Network staff were interviewed from the same regions as the day
treatment programs from which clients were sampled. RSN staffs tended to be relatively
small. The goal was to interview all RSN administrative and decision making staff. To
meet this goal with RSN administrative/decision making staff, the numbers of planned
interviews was increased to 30, including four executive officers, from the planned 18.
This allowed the researcher to cover all key policy making staff working in all four
RSNs. There were only 2 refusals in this group representing (6%) of the planned 30 and
only 2 individuals to whom multiple calls were made.

King County RSN was the agency that was most difficult to achieve contact and
interview stakeholders. It is the impression of this researcher that all staff were extremely
busy but wished to be helpful. That only two of 14 individuals targeted for interview in
this agency were not reachable can be interpreted as an overall staff investment in being
helpful with this evaluation. The low refusal and failure to contact rates support the
representativeness of findings.

Samples for each agency were selected by obtaining a listing of all RSN employees

and their job titles from the RSN. Appropriate candidates were identified and contact
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initiated. In addition to the planned interviews, there were some support staff and two
ombuds persons interviewed, a total of 3 persons, who had not been included in the
original study plan. Ombuds persons are consumers that have been hired on a part time
basis by the RSN to handle complaints from individual consumers in the local agencies.
Serving as advocates for the consumers they are responsible with assisting in insuring the
consumers rights are respected and needs met. The ombuds persons and support staff are
listed in their own categories under the agencies they were interviewed in. At the time of
the survey, the ombuds positions were new and not all RSNs had equivalents at the time.
When this was discovered, further ombuds person interviews were not sought out through
the interview process.

All Board members of the above RSN were targeted for interview. One problem
that became apparent in targeting RSN board level stakeholders for interview was that for
all but one RSN, these boards were in a state of flux. There was some uncertainty as to
current membership. To obtain a list of board members to interview the director of each
RSN was contacted following the letter from the MHD and a request made. All directors
were helpful and facilitated contact with board members. Spokane RSN provided the
names and phone numbers of all board members as did Greater Columbia, King County
and North Sound RSN. North Sound RSN also provided the names of board members
who had expressly stated they did not wish to be interviewed. For reporting in tables and
text, these refusals provided from RSNs were added with refusals resulting from direct
interviewer contact to equal the total board refusals for each RSN. Once again it was the

direct impression of the researcher that these persons were very busy and many had little
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knowledge of the OCA. Many were human service professionals, county government
commissioners or employees, and business persons. A commitment of time for an
interview represented a commitment to assist. Of 32 planned interviews 24 (75%) were
completed, there were 3 (9%) refusals and 5 (16%) could not be reached. It was the
impression of the interviewer, that refusals were based on board members having other
priorities and not wanting to take time. That such a high percentage of these stakeholders
would take time for an interview indicates the strength of investment in this community
in the OCA concept, even though many had no or only cursory knowledge of the Office
of Consumer Affairs or its mission.

Sample Plan: 20 staff.

When the dissertation plan was approved, the Washington State Mental Health
Division employed approximately 40 personnel. These people were administratively
divided as follows: the director, the management team, community support team,
management information team (computer support etc), accounting staff, clerical support,
project employees (OCA staff), volunteers (two), and the Mental Health Information
Project (one person). The plan was to interview the population of the MHD with the
exception of the clerical, management information, accounting teams and director who
had already been interviewed. After closer examination of the MHD staff listing, it was
decided that rather than the original 20 targeted subjects, a more appropriate number of
stakeholders was 15. Twelve (12) out of the intended 15 interviews (80%) were

completed. There were 2 refusals (13%) and one unsuccessful game of phone tag. Three
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(3) support staff that work closely with the clinical staff were included in interviews.

A request was made by the MHD that MHD advisory board members be included
in the sampling. Of 18 individuals, 8 (44%) had already been interviewed for other
populations at the time of the request. Five more, (27%) were interviewed following the

request and 5 were not reached prior to the discontinuation of interviews.

Sample Plan: 75 members.

AMI: family 15 stakeholders
consumers 15 stakeholders
WAMIL: family 15 stakeholders
consumers 15 stakeholders

WE-CAN: consumers 15 stakeholders

Three statewide advocacy groups in Washington are identified as having consumer
members. The Alliance for the Mentally Il (AMI Washington Chapter), the Washington
Alljance for the Mentally Ill (WAMI), and Washington Education - Consumer Action
Network (WE-CAN) comprise this list. Two of these groups, AMI and WAMI, are
predominantly family member oriented groups with consumer members. The sample of
consumers and family members were drawn from these groups. The sampling method for
each group differed because of organizational dynamics. The differences are described
below.
Alliance for the Mentally Ill

The consumer sample from AMI was taken with the assistance of a list of random

numbers by drawing a group of 45 names from an alphabetized consumer member
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mailing list. The mailing list was a computer print out with the same number of names
on each page. This made the identification of consumers selected by random number
relatively easy. The plan was to attain 15 random interviews from this group of
consumers. Twelve (12) interviews of the intended 15 (80%) were completed. Of the 45
names selected for the sample, there was one duplicate name. Only two consumers
refused (4% of the total sample of 45). However, there was a high degree of inaccuracy
in the names selected regarding phone numbers and addresses of consumers. Eleven (11)
individuals could not be located and 12 stakeholders could not be contacted through
multiple calls. Also 13 members from the selected random list of 45 were members or
former members of the AHCAC. The completed list of interviews represents consumers
from the sample list who were not part of another population sample and who could be
found. To attain the 12 interviews the entire sample of 45 names was required.

The family member sample from AMI was obtained in the same fashion as the
consumer list except that the names were taken from the list of AMI family members.
Unlike the consumer sample, there were no overlapping names with another sample or
population list. Sixteen (16) interviews were completed. This represents 107% of the 15
intended stakeholders. The extra interview was inadvertently obtained because two
interviewers were simultaneously working on different portions of the list. One provider
who was neither a family member or consumer was interviewed from the family list.
This person was not counted as a family or consumer member. Once again there were
relatively high numbers of persons that could not be located (12, 27% of the 45 person

sample) or contacted (12, 27%). The refusal rate was 5 (11%) of the 45 person sample.
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Washi ALl for the Mentally Ill

The consumer and family member samples from WAMI were drawn from the
mailing lists of this organization. Permission to sample was obtained from the board
following a presentation by the researcher. As with AMI, the sample was also obtained
randomly but used a different approach. To select this sample, a zip code number was
randomly selected from a list that had been generated from the membership data base.
Starting with this number, the next 40 consumer and 40 family member names were taken
from the list in consecutive order by zip code. This different approach was used because
the support staff assisting the researcher was uncomfortable making available the entire
mailing list to the researcher from which to draw the 2 random samples. The smaller
sample size number was also a result of negotiation with the support staff, Both the list
of consumers and family members ended up being primarily located in the Seattle area.
This is consistent with a report from WAMI that the vast majority of members reside in
the greater Seattle area.

The refusal rate for both consumer and family members of WAMI was S,0r 13% of
the 40 person sample. Once again there were many who could not be located; 11
consumers and 8 family members. Fourteen (14) consumers and 11 family members
could not be reached after multiple calls.

One noticeable difference between the AMI and WAMI consumer samples was the
lack of WAMI overlap with the AHCAC group. Thirteen (13) of the AMI members were
members of the AHCAC sample. Only two (2) members of the WAMI sample were

members of the AHCAC.
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Washi Education-C \ction Ni l

The final consumer sample was obtained from the WE-CAN group. As stated
before, the organization was experiencing functional problems. Also, the leadership was
in the process of change. Nevertheless, organizational leadership was most helpful and
extended themselves to the researcher in obtaining a sample. Because of the WE-CAN
organizational functional status, the sample plan called for the use of both former and
current active members. Randomly selected members were to be contacted by the
researcher.

WE-CAN, whose membership is composed exclusively of consumers, made
available the addresses of members as well as others that were on their mailing list.
Because of inadequate records WE-CAN was not able to determine who organization
members were. Because of the inability to determine membership, it was decided to
select from the mailing list of consumers. Most of these individuals, if not all, were
considered by the leadership to be members in one form or another. The list came in
multiple unconnected parts primarily without phone numbers. In some cases incomplete
addresses existed and the list included duplicates. The researcher composed a list of
names and address for the group from which to draw a sample. Once completed, the list
comprised 58 names, excluding AHCAC members and known providers who were not
consumers. Most names remaining were without phone numbers. Because of the prior
difficulties contacting enough members from both AMI and WAMI, both of whom had
better organized membership and mailing lists, it was decided to keep the entire mailing

list from WAMI as a working sample with the goal of attaining 15 completed interviews.
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Interviewers were then given the task of tracking down phone numbers though
information.

Thirty-six (36) of the 58 (62%) consumers on the list could not be located. Ten
(10) individuals (17%) could not be contacted after multiple calls, and 3 (5%) refused.
This left 9 persons interviewed from the intended number of 15. Of the 9 interviewed
individuals, 2 identified themselves as family members.
Advocacy Group Representativeness

The total number of refusals across all three advocacy groups was 20 of 228
persons (9%). This refusal rate is very low and can be considered relatively
representative of the groups. It will also be noted when examining Table II that one
major issue encountered in doing this survey was difficulty in contacting persons that had
been identified for interview. Many could not be located (78 stakeholders) and many
others could not be contacted (53 stakeholders). Many of the persons to whom multiple
calls were made also may not be at the numbers identified for them. Only a few of these
individuals had answering services, but because of expressed state concerns for
confidentiality, no messages were left for those that did. Overall, those who were
contacted were most happy to assist by providing an interview.

AHCAC Members and Former Members

Sample Plan: 25 stakeholders (population).

The survey was able to interview 24 (75%) of the estimated 32 members and
former members of the AHCAC. This population was estimated due to incomplete

record keeping on the part of the OCA. Among those interviewed were 12 current and 12
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former members. There was one refusal (3% of the population total) and 6 persons could
not be contacted after repeated phone calls. One was not completed because of
interruption and inability to reconnect before the decision was made to discontinue
interviewing.

There is some doubt as to the correct number of former members. This doubt
results from incomplete maintenance of records on the part of the OCA. The lack of any
comprehensive files or member list, required the use of different sources to determine the
base population size estimate, and the persons to interview. Lists found with the help of
OCA support staff were used. Copies of old minutes were also used, as were interviews
with the OCA original staff. Generally, members were very eager to assist and interviews
took much longer than the average.

Interviewing 75% the population may be considered representative of the group. It
may also be likely that those who considered their opinions to be controversial avoided
interview in order to avoid potential trouble. This would argue that the findings from
AHCAC interviews that were preformed would be less extreme than those of the

population as a whole.

Sample plan: 15 stakeholders each.

The final two groups sampled for this evaluation were users of the computer
bulletin board system (BBS) and persons who had called the 1-800 phone line of the
OCA. Both samples were drawn from OCA records. Obtaining both samples was

problematic. The first group sampling process detailed here will be that of the computer
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BBS users.
Computer Bulletin Board System Sample

The original plan was to select a random sample from all persons connecting with
the computer BBS over the life of the project. In the end, the sample population was only
a fraction of the envisioned population. A brief history of the BBS will assist the reader
in understanding the resulting actual sample, and the numbers of individuals actually
interviewed.

The OCA computer BBS did not become operational until the second year of the

' OCA grant. For several months there were ongoing problems with usability and the

ability of the system to stay up and running. It would occasionally go for a period of
weeks without running, and at one point the consumer systems operator reported that the
BBS had been down for a period of 9 months. There were verbal reports of as many as
360 users on the system. When the system operator left the employ of the MHD in the
fall of 1994 the system was not operating. He also reported the high probability that all
computer data that had been recorded from the system had been destroyed. A new
consumer system operator was hired. This new operator was able to get the system
operating again and began working on converting the system to a world wide web page
for the OCA.

The researcher made a request for a sample of users for the evaluation in July, 1995
following the approval of the evaluation plan. After several delays beginning in July, the
researcher was informed that indeed all the records from the 360 users had been

destroyed and that this had also happened to the back up copy that had been kept in the
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archives. The destruction of the backup copy had occurred during the later part of the
summer or fall, 1995, several months after the OCA became aware that a sample of these
users would be requested for the evaluation. When pressed, OCA staff attributed delays
to the stated confidentiality concerns of the consumer director. The expression of these
same concerns had also delayed the DSHS expedited approval process as well.

Because of this data loss, the population list of contacts that were used for the
sample were primarily from persons who had logged on to the BBS during the spring and
summer of 1995, during the period when the BBS was under the care of the new systems
operator and functioning. After extended delay, the sample was finally drawn by the
MHD chief of research and the OCA consumer director during December, 1995. The
sample was then forwarded to the researcher and interviews from this list were completed
during January, 1996.

Access to the BBS users list was given only after the current BBS operator lobbied
to make it available. He clarified that no one using the BBS had been told that their name
would be kept restricted exclusively to the immediate OCA staff and not released to the
division or for evaluation purposes. This was the opposite of what was being maintained
by the OCA consumer director.

The sample for the evaluation was drawn from a list of non duplicate users that had
been condensed from the user list of the current operating BBS. The population size was
estimated to be 57 at the time. Once again, this population number is an estimate because
many names on the user list were incomplete. A table of random numbers was used to

draw the sample. Three draws were taken, one primary and 2 replacements of 15 for a
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total of 45 possible contacts.

To attain the interviews that were completed it was necessary to cover the entire
sample list. Of the 45 names drawn, 3 refused an interview (6%). Twenty-seven (27)
individuals from this list could not be found based on the information that they had
provided. Multiple calls failed to contact an additional 11. Four (4) persons (8% of the
population and 27% of the intended sample size of 15) were actually interviewed from
this list. There was no overlap between this sample and others drawn for this evaluation.
1-800 Sample

Securing the names of the 1-800 phone line user sample was also problematic. The
issue was confidentiality. The consumer director stated that all persons who had ever
contacted the OCA through the 800 line had been promised strict confidentiality and that
no one outside of the OCA would ever have access to their name or anything that had
been shared. A negotiated solution with the consumer director of the office was arrived
at after several months. Access was finally given beginning in December 1995. Names
continued to arrive from the office through January, 1996. An explanation of the process
follows.

In compliance with the stipulation by the WA DSHS Human Subjects Committee,
the first person to contact the stakeholder for interview was an OCA staff member. This
stipulation was imposed after members of the committee were informed by the OCA
consumer director of the promise made to callers of the 800 number. The solution to
meeting this stipulation while attempting to obtain a representative unbiased sample,

encompassed two steps.
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The first step to obtaining this sample was as follows. The consumer director, the
MHD research chief, and the evaluator, met to select the names of 45 stakeholder
candidates for interview. As with the other samples a decision was made to draw 45
names to insure that there would be at least 15 for interview. Selection was made using a
list of random numbers. As the evaluator read each random number, the research director
watched the OCA consumer director locate the name on the list of 1-800 caller and circle
it. This insured that the evaluator did not see the list of population names on which the
chosen names were being circled. At the same time the process insured that another party
interested in a non biased sample would observe the process. Two duplicate names
appeared in the sampling process so 47 numbers were selected. At this point, a few notes
as to the population of names from which this sample was drawn are necessary.

The consumer director reported that she had a list of the 636 non-duplicate
individuals representing the entire population of persons who had contacted the OCA.
These names were reported to be taken from the OCA computer phone call data base.
The consumer director also reports that this OCA computer data base contains all names
and business of those contacting the OCA. As stated above there were duplicates. This
may mean that the consumer director does not understand enough about the data base to
generate unduplicated names, or it may indicate another problem with the data base.

These reported numbers contradict data reported at an earlier time by the OCA
consumer director. On June 3, 1994, the consumer director stated that the OCA had
experienced 5,000 individuals requesting assistance from the OCA on the 1-800 phone

line. During mid September 1995 the stated number was 2,000. These discrepancies
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combined with the refusal of the OCA consumer director to allow an independent
examination of the records call into question the reported phone traffic and phone work-
load experienced by the OCA. One goal of the MHD for this study was to establish these
parameters. Without independent verification, which requires the full cooperation of the
OCA regarding access, there will be no reliable or valid method of determining the actual
population size from which the sample for the evaluation survey was taken. Also the
MHD goal of determining the work-load and phone traffic of the OCA will remain
unanswered.

The second step in obtaining the 1-800 line user sample was for the OCA support
staff to call each person in the random sample to secure permission for a research
interviewer to contact them. This support person was trained in a protocol (appendix E)
developed by the researcher specifically for this purpose.

The consistency of the contact process by the OCA support staff was supervised by
the MHD research director in the following manner. The OCA support person used a
telephone in her MHD cubicle to make the initial contacts. This cubical was abutted by
an empty cubical. Cubicles have 3/4 height walls and conversations can be easily
overheard. Calls by the support staff were to be made only when the MHD research
director was on the premises and could be free to supervise. The research director
supervised by entering the empty cubicle on a random basis to listen in on the process
during the time phone calls were made. While awkward, this was the most workable
solution to insuring that the support staff person did not attempt to unduly influence

persons through the initial contact.
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Between the time of random selection and the beginning of calls, the consumer
director kept the list of names for contact. The research director verified that the list
being used for calling was the same as the original.

Clearly, with the resistance and inconsistencies from the OCA consumer director
regarding the provision of stakeholder samples, the accuracy of the list of names obtained
from the above process is suspect. However, there are similarities between the results of
this sample with those from the AMI, WAMI, and WE-CAN samples. A comparison of
these samples will help illustrate. Information that follows concerning stakeholder
contacts whose names were not forward to the researcher was provided by the OCA
support person making calls. This information may help to shed some light on the larger
population of 1-800 users.

The researcher requested 15 random consenting names from the OCA. Only 14
were provided. Of the 45 names originally selected, 11 were wrong numbers or
disconnected. The phone numbers of AMTRACK and the Capital Van Pool were
represented by 2. Ten (10) persons could not be contacted after multiple calls.

According to the support staff, the majority of persons that could not be reached were
consumers. Eight (8) persons refused to be interviewed. No information was provided as
to the identity of these persons. The 11 wrong numbers and 10 persons who could not be
contacted are consistent with the corresponding numbers in advocacy groups. These
numbers may be due to inaccurate reporting, recording, or the mobility of consumers.
The higher refusal rate may be due to the awkwardness of the contact process or

reluctance of persons to divulge names.
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Of the 14 names provided to the researcher, 6 had already been interviewed. Of
these 6, 4 were AHCAC members and 1 was the director of a WA advocacy organization.
One person of the fourteen refused and two were state employees from different parts of
the government. These two could not be reached in the time frames remaining for
interviews. Two consumers and three family members were interviewed. If the list is
accurate and representative of the population and assuming that the majority of persons
who were not contacted were consumers, clearly a high percentage of the phone traffic to
the OCA is not from the general consumer population, but from consumer advocates and
government employees. Without permission to examine the original data this will remain
unclear.

Community Action for Mentally Il Offenders (CAMIQ)
Sample Plan: 1 interview.

The leadership of CAMIO was to be contacted by the researcher or an assistant.
Attempts to make contact were unsuccessful. It is understood that during the time contact
was being attempted there was a leadership change underway. The director may not have

been available.

Sample Plan: 50 stakeholders.

The research plan called for 50 interviews to be conducted using snowball
interview techniques. As the list of random and population interviews grew, it became
apparent that only a limited number of persons had extensive knowledge of the OCA and

that many of those persons who were being nominated had already been interviewed in
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random or population samples. It was also apparent that the range of stakeholder opinion
would be well established through the 345 interviews that are represented w1thm this
study. Because of these factors, this part of the stakeholder interview plan was not
carried out. This method may have proven to be useful in a larger state with greater

levels of stakeholder knowledge.

Groups

The views of consumer, provider, and family member stakeholder groups were of
primary concern to the different persons being interviewed. Differences and a perceived
gulf between providers and consumers and family members received repeated attention in
interviews by members of all three of these stakeholder groups. MHD personnel and
members of other organizations that have a direct interest in the findings of this study
also express interest in comparison and contrast between the views of these stakeholder
groups. The views of consumer, provider, and family stakeholder groups may also have
the most potential impact upon the national scene with respect to the policy and program
development implications of survey findings. This document primarily presents research
findings with these groups in mind.

The above material outlines the wide variety of agencies and individuals included
in survey samples. The purpose of this wide selection process was to insure adequate
representation of the different stakeholder groups that have an interest in the Office of
Consumer Affairs. This selection process makes it possible to divide the three groups

into several sub-groups. Occasionally sub-group views provide the clearest framework
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through which to view survey data. When helpful, the views of subgroups will be

provided to better illustrate significant variation in the views of consumers, family
members, and providers. The concluding few paragraphs of this chapter describe the
composition of these three primary stakeholder groups.

The consumer stakeholder sample group has a total n of 173 subjects. This group is
comprised primarily of the samples drawn from the different day treatment programs
(n=175) , the consumer run clubhouses (n = 35), consumer members of AMI, WAMI, and
WECAN (n =27), and AHCAC members (n=24). Consumer to Provider Training
Program enrollees comprised 7 of this number, computer BBS, 1-800 phone line users
and others complete this number (n=Y5).

Family member stakeholder group subjects number 42. These stakeholders come
primarily from both AMI and WAMI (n=34). The remainder were found in the
WECAN (n = 2), the 1-800 phone line user (n = 3), the BBS {n=2), and consumer run
club-house (n = 1) samples.

Providers represent 129 subjects. These individuals come primarily from day
treatment providing agencies and their boards (n = 49), and the connected RSN and their
boards (n =54). The remaining 26 individuals come from the Mental Health Division
staff (n = 20), consumer run club house staff (n = 3), 1-800 phone line users (n=2), and
the AMI (n = 1), samples.

The following chapter describe the results of the stakeholder survey that has been

detailed above.



CHAPTER IV

RESULTS

The following material is focused on data most likely to have an impact on national
trends with respect to offices of consumer affairs. The chapter begins with a discussion
of stakeholder support for the mission. Different stakeholder views regarding advocacy
are described next. These first two sections are followed by a presentation of findings
describing stakeholder knowledge of the OCA. This trio of findings consecutively
address the first three dissertation research questions. Remaining chapter partitions are
devoted to completing the picture of stakeholder views regarding OCA and AHCAC
activities. Findings from the broader program evaluation are also included to help
illustrate stakeholder views shared in the interview process. One primary purpose of the
use of the triangulation methods described earlier was to look for dissonance or
consonance between the different branches of investigation. The order in which the first
three findings are presented is meant to help the reader develop an understanding of how
data presented in the final chapter sections may have come to be.

When the description of study methods is read it becomes quickly apparent that
there are thousands of possible combinations of groups, subgroups and data that could be
made and presented in analysis. This is not possible nor would it be the most useful
presentation of the central findings that have been generated by this evaluation. This
chapter has been organized to answer the individual research questions and at the same
time clarify for the reader the central points outstanding from the interviews. Findings

are primarily presented as expressed by the three primary stakeholder groups of concern
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in this study. These groups consisting of Consumers, Family Members, and Providers are
described fully at the end of the preceding chapter. Occasionally, factors such as
knowledge of the OCA and stakeholder subgroup are used to provide insight and clarity.
One final note before presenting findings. Whenever possible for chapter
subheadings a direct quote has been selected from qualitative survey data that best
illustrates the subsequently reported findings. Such headings can be easily identified as

they are bracketed with quote marks.

“A Vital Mission”

The first significant finding of this study directly addresses the first research
question: “What are the views of different stakeholder groups with respect to OCA and
AHCAC and their activities?” There is broad support for the concept of the Office of
Consumer Affairs. 74.5% (n =239) of 321 subjects responding to the question responded
that the mission of the OCA was “Very Important”. Another 15.6% of subjects (n=150)
responded that the mission was “Mostly Important”. Only 7.5% of interviewees (n = 24
responded that the mission was “Somewhat Important”, and 2.4% (n = 8) were evenly
split in replying that the mission was either “Mostly Not Important” or “Not At All
Important”. Those not responding to this question constituted 24 subjects or 7%. Figure
1, located on the following page, displays overall survey data and primary stakeholder
group findings.

One can see by examining the figure below, that this broad support crosses all

stakeholder groups. Support is most pronounced among family members. Mission
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support by family members was closely followed by consumer and provider support.
Eighty two percent (82%, n = 32) of family members responded that the mission was
“Very Important” and another 10% (n = 4) responded that the mission was “Mostly
Important”. These sentiments were closely seconded by consumers, 75% (n = 121)
responding “Very Important”, another 13.1% (n = 21) replying the mission was “Mostly
Important”. Providers responded “Very Important” 70.5% (n = 86) of the time and
“Mostly Important” 20.5% (n = 25) of the time.

One further point of interest may be made concerning stakeholder support. Family
members and consumers were respectively the strongest in their responses supporting the
OCA mission. Both groups responded above the expected frequencies of 29 and 119.1

for “Very Important” and below expected frequencies of 6.1 and 24.9 for family members
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and consumers respectively (Pearson p = .06667). Providers while strong in support of
the mission tended to be softer in their expression scoring below the expected frequency
of 90.8 for “Very Important” and above an expected frequency of 19.0 for “Mostly
Important”. These differences, while not significant statistically at the .05 level may lend
insight into a different emphasis between Consumers, Family Members, and Providers.

To better assist the reader in judging the significance of these responses the
remainder of this section describes how the above question was asked within the
interview context. During an interview, after questioning stakeholders about their
specific knowledge related to the OCA, the AHCAC, and their activities, a description of
the general mission was provided. This summary statement of the mission was generated
from the original grant goals and reduced to three points reads as follows.

“The Office of Consumer Affairs was created and placed in the state mental heaith
division so that it could accomplish 3 things: 1) have a consumer ear and voice in the day
to day workings of the mental health division; 2) promote consumer representation at the
mental health division by communicating with other consumers, promoting placement of
independent consumers and advocates on boards and policy making bodies at the state
and local levels; and 3) help develop consumer communication, advocacy, and
independence around [the state] by serving as an information, referral, and training
resource. These are the purposes of the 1-800 information and referral phone line, the
resource library, the computer bulletin board system and the Ad-hoc Committee.”

The question text was used as a guideline for interviewers to use in describing the
goals and functions of the OCA. During interviews there was some variation to increase
clarity. The primary clarification made by interviewers was the insertion of the words ...
at the mental health division and at regional and local levels...” in point number 2 of the

text (see appendix A for full questionnaire).

A follow up question about the importance of the mission was then asked. The response
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options were contained on a likert scale of importance with 1 symbolizing “Not At All

Important and S symbolizing “Very Important”.

To Advocate, or Not to Advocate is NOT the Question
But How to Be Most Effective.

Accompanying wide stakeholder support for the mission of the Office of Consumer
Affairs are statistically significant differences in expectations as to the primary effort this
mission implies. No stakeholder group is entirely of one opinion, however, there are
distinct discernable differences in emphasis. These differences may have contributed to
some of the issues arising out of office operations. Data on these issues will be presented
later and serve as a basis for discussion in the next chapter.

Before describing the differences between stakeholder groups, a review of how
composite variables were generated is in order. To adequately represent stakeholder
views relating to research question number II, the survey developed several aggregate
theme base variables that are composites of the Q variables described earlier. These
aggregate variables reflect common themes identified among qualitative statements made
by interview subjects. It is important to remember that all of these comments were
volunteered by stakeholders in response to general questions. Specific themes that appear
in the data were, by design, not elicited by the researcher but were presented in response
to general, neutral, questions. The particular aggregate themes discussed here were
identified through repeated review and analysis of the qualitative interview data provided

by stakeholders. The following presents the data on stakeholder views regarding most
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appropriate and useful roles for the OCA.

In short, while all stakeholder groups are interested in the OCA serving as a voice
for consumers within the mental health system, differences exist between consumers,
family members and providers as to how this mission should be accomplished. Asa part
of “voice”, all three groups wish to see advocacy taking place within the mental health
system and community.

Groups also differ on how to gets advocacy accomplished. Consumers tend to
focus on individual help and individual advocacy being a desirable activity on the part of
the OCA and AHCAC. Providers tend to focus on the need for the OCA to engage in
capacity development for advocacy among consumer and family groups at the local level.

Definitions of advocacy also tend to differ between groups as do the methods
proposed to accomplish it. Consumers and family members tend to define advocacy as
engaging in direct personalized intervention, providing assistance to individual
consumers needing help. Analysis of survey data revealed two distinct arenas of
advocacy related to direct, one to one, interventions. Two different aggregate variables
were generated from the data to separate comments that reflect these two different areas.
These will be referred to as helping and advocacy. The first aggregate variable reflects
comments relating to helping as a desirable activity on the part of the OCA. Helping in
this case can be defined as insuring that a consumer receives food, clothing, housing,
medication etc. The second aggregate variable separates stakeholder comments about
advocacy. Advocacy is defined here as the OCA interfacing directly with an agency on

the behalf of a consumer who is having difficulty with obtaining services (or respect) and
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feels the need for outside intervention from a higher (more powerful) governmental entity
on their behalf. To many consumers, this theme has overtones of aggressive action.
Some providers also supported this form of activity but in no instances were there
overtones of aggression. More commonly, when a provider calls for advocacy activities
on the part of the OCA, this type of activity was to take place in an environment where a
foundation of partnership and cooperation had already been laid and was being actively
cultivated by the OCA.

The statistical data provide important insight into the distribution of these views as
expressed by stakeholders. In the area of helping, 40.5% (n = 17) of family members
supported this type of activity on the part of the OCA. Helping activities by the OCA
were supported by 23.1% (n = 40) of consumers. Among providers, only 5.4% (n = 7)

stated this type of activity as desirable on the part of the OCA (2 (2) = 30.39, p <.01).
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Between the overall groups of consumers, family members, and providers, there
was no significant difference in distribution between the 138 persons (40% of 345
stakeholders) who proposed that the OCA engage in individual advocacy. What leaps out
of the data are those who did not mention advocacy as a desirable OCA activity. No
Chief Executive Officer level administrators (N = 10) from agencies or RSNs proposed
this activity. Also, only 3 (27.3%) of MHD policy level staff proposed individual
advocacy as an activity that the OCA should be spending its time on. On the other hand
there were significant differences between groups that stated overtly that the OCA should
not do advocacy (x? (2) = 19.37, p <.01). Providers stated this desire 32.6% (n = 42) of

the time, consumers so stated 13% (n = 24) of the time, and family members mentioned it
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the least, only 9.5% (n = 4) of the time.

Subgroups that mentioned this most frequently were MHD policy staff 63% @=7),
Administrator-CEOs of agencies and RSNs 58% (n = 7), and among consumers 50% (n=
6) current AHCAC members. Those least likely to state that the OCA should not engage
in advocacy were day treatment clients (5.3%, n = 4) and consumer run club house clients
(3.0%,n=1), (* (17) = 80.81, p < .01).

Providers tend to see the most appropriate mission for the OCA in a different light.
While less inclined to have the OCA provide direct assistance to consumers, providers
are significantly more interested in system capacity development at local levels to
promote the ability of advocacy groups around the state to directly impact the lives of
individual consumers needing assistance. This tendency can be seen in the results of the
following aggregate variables that address advocacy capacity development themes.

A large percentage of providers (89%, n = 115) shared that they wished for the
OCA to act as a voice to represent consumers in the mental health system. A
significantly smaller percentage of consumers, (61.3%, n = 106) and family members
(61.9%, n = 26) shared this same view y? (2) = 30.67, p <.01. Wide variation existed
within consumer subgroups. The consumer subgroup with the highest percentage of
individuals emphasizing that the OCA provide a voice, exceeded the overall percentage
for providers expressing the same theme; 91.7% (n = 22) of AHCAC members and
former members. Day treatment program consumers who are furthest from being
involved with advocacy groups or policy development expressed this view the fewest

number of times (48%, n = 36). It should also be noted that the theme of voice is stated
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explicitly in the interview survey format.

Providers significantly favor OCA efforts being directed toward policy
development 85% (n = 110), x2(2) = 12.64, p <.01, and education and training 83%
(n=108) x*(2)=10.38, p<.01. Consumers were significantly lower in their
expressions supporting these activities by the OCA, 69% (n = 120) and 68.2% (n = 1 8)
respectively. Family members were lower than consumers in suggesting that the OCA
engage in policy development 64% (n = 27) and higher than consumers in suggesting that
the OCA be engaged in education and training 81% (n = 34).

Stakeholders recommended two further avenues for OCA activities: advocacy
group development and information and referral activities. Significant differences were
once again found in both of these areas. Family members recommended in 38% (n = 16)
of their interviews that the OCA be engaged in starting advocacy groups around the state.
Providers made this recommendation 37% of the time (n = 48) and consumers spoke of
this as a desired OCA activity 25% of the time. With both family members and providers
the number responding was greater than the expected frequency while consumers were
significantly lower x?(2)=5.75,p <.0l.

The majority of providers 55.8% (n = 72) and one half of family members 50%
(n=21) recommended that the OCA be engaged in information and referral activities.
Consumers recommended this course of action in 37% of interviews. These differences

were significant x? (2) =10.91, p <.01.
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“Why Don’t I Know about this?”
Stakeholder Levels of Awareness of OCA, AHCAC

The third research question asks “What level of awareness exists regarding the
activities of the OCA and AHCAC within Key stakeholder groups?” The following
material addresses stakeholder knowledge of OCA and AHCAC activities through several
measures. Include in these measures were direct answers to questions asked in interviews
as well as composite variables that were assembled from qualitative data provided by
stakeholders. It is important to note that the bulk of stakeholder interviews represented
by this study were collected when the OCA was in the thirty-sixth month of its three year
grant. The remaining were primarily collected in the two months following and later.
The reason for this notation, already alluded to in the section title, will be apparent
shortly.

One of the most pronounced findings from the stakeholder survey is the lack of
stakeholder knowledge and the theme of astonishment, on the part of many, that they did
not know of the OCA or AHCAC. Indeed, several agency individuals personally
interviewed by this researcher reveled a sense of anger accompanying their astonishment
that an “agency” or project with a key mission such as that of the OCA and AHCAC that
had just been described to them could be created and function for a period of over three
years in the state mental health system without their knowledge. “Why don’t I know
about this?” is a direct quote from one administrator that was echoed by others. While
many agency and RSN staff were in the dark regarding the OCA and AHCAC the

stakeholder groups least likely to have heard of the OCA and AHCAC or to have any
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knowledge beyond having heard of their existence were the groups the project was meant
to empower the most. These individuals were represented by consumers interviewed in
day treatment programs and consumer run club houses. Consumers members of
advocacy groups ran a close second in their lack of knowledge.

The first two questions of an interview asked directly if stakeholders had heard of
either the Office of Consumer Affairs or the AHCAC. If the subject responded that they
had not heard of either the OCA or the AHCAC the subject was read a short summary of
the project and then asked if the information “brought anything to mind” about what they
may have heard concerning the Office of Consumer Affairs and the Ad-hoc consumer
Affairs Advisory Committee (see questionnaires in appendix A).

At first prompting, providers were significantly more likely to have heard of the
OCA than other groups: 69% (n = 89) as opposed to 54% (n = 96) of consumers and,
47% (n =20) of family members, x? (2) =8.77 p <.01. There were no significant
differences between groups when asked if they had heard of the AHCAC but the
percentages of people giving an affirmative response drops to 29.9% of providers, 31.8%
of consumers and 19% of family members. Following the reading of the recognition
memory prompt during the interview, the percentages of subjects responding
affirmatively to one of the three questions increases to 77.5% of providers 63% of
consumers and 61.9% of family members. The differences between each of these groups
continue to be significant x? (2) =8.00, p <.05. When those subjects who are either
directly connected to the MHD or AHCAC (n = 51) are removed from the sample, the

percentages remain roughly in the same range; 73.1% for providers, 55.6% for
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consumers, family members remained with the same response rate as reported earlier. On
their face, these numbers appear to support the idea that the OCA is widely known among
state mental health system stakeholders, however a second measure which is likely to be
more accurate provides conflicting information.

The reader will remember that pre interview announcements were required. These
announcements made stakeholders aware of the OCA, the evaluation, and the intent to
interview persons that were willing. It is reasonable to expect that these announcements
would have generated discussion among subjects. It would also have been possible to
generate one or two comments concerning knowledge of OCA and AHCAC purposes and
activities as a result of many of the announcements and explanations provided to
stakeholders in preparation for the interview. It was the impression of this researcher and
research assistants that stakeholders attempted to impress the interviewer with their
knowledge concerning the OCA and AHCAC even when such knowledge was lacking.
This was often the case with consumers and occasionally providers.

With this in mind a second indicia was developed that measured the knowledge of
stakeholders beyond an affirmation of having heard of the OCA or AHCAC. The second
method of assessing stakeholder knowledge was to ask a respondent who indicated some
knowledge of the OCA or AHCAC, what they knew about these two groups. Responses
were subsequently counted and compiled into an aggregate variable. The aggregate
variable is comprised of a count of responses to check off lists and qualitative
descriptions of the OCA or AHCAC.

Included in the questionnaire were a series of check off lists of all grant related
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activities that both the OCA and AHCAC groups were to be engaged in (see question 4
on the Ad-hoc questionnaire in appendix A). In addition, subject responses that did not
correspond to the check lists were recorded as qualitative data. This information when
converted to Q Variable data was combined with check off list responses and counted to
determine the extent of the respondents knowledge. Each primary stakeholder group was
then divided into three subgroups for analysis; those who could make no statement
reflecting knowledge of OCA or AHCAC, those who made one or two statements, and
those who made three or more statements.

The key issue needing to be addressed at this point in the analysis is the awareness
levels of the primary OCA and AHCAC stakeholder constituencies which exist around
the state. Of less interest is the awareness of those directly involved with the MHD. The
following information relates primary stakeholder knowledge. Those directly associated
with the MHD bureaucracy or the AHCAC have been removed from the overall sample
(N=52).

No significant differences were found between consumer, family member, and
provider groups based on their knowledge. Critically important data are found by
examining the percentages of individuals within the various stakeholder groups who were
disproportionately able to express knowledge of the OCA and AHCAC.

The percentages of persons having any ability to describe the OCA or AHCAC is
much smaller than those described above who stated above they had heard of one or the
other organization. In contrast to the 37.2% of respondents stating they had never heard

of the OCA or AHCAC, almost double the number of respondents, 62.8%, n = 187
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(including the 37%), were not able to respond with any specific statements describing the
OCA, the AHCAC, or their mission, or purpose. Twenty-two percent of all respondents
(22.9%, n = 67) related one or two comments. Fourteen percent of the all stakeholders
(14.3%, n = 42) made three or more comments. When sub-groups are examined

significant differences are found between groups ¥ (22) =57.99, p < .01.
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Of providers, chief administrators/CEOs were most likely to have acquaintance
with the OCA. Chief administrators/CEOs made one or two statements 41.7% (n=5)of
the time. Fifty percent (50%, n = 6) of these individuals made three or more comments.
Administrative employees in RSNs and agencies made no comment in 37% (n=10) of
interviews. For this same stakeholder group 33.3% (n = 9) made one or two comments

?

29.6% (n = 8) made three or more. Of providers, board members were least likely to
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have knowledge of the OCA and AHCAC. Board members expressed no knowledge in
71.1% (n = 32) of cases. Thirteen percent (13%, n = 6) made three or more statements.
Family members expressed no knowledge in 61.5% (n = 24) of cases and only 12.8% (n
= 5) shared three or more comments (see figure 4).

Finally, 81% (n =27) and 78.7% (n = 59) of consumer run clubhouse members and
day treatment clients respectively made no statements describing knowledge of the OCA
or AHCAC. Only 2.7% (n =2) of day treatment clients and 6.1% (n = 2) of consumer
run clubhouse members were able to make three or more statements expressing
knowledge of the OCA or AHCAC. Of consumers, consumer members of advocacy
groups were most likely to express knowledge of the OCA or AHCAC with 23.3% (n =
7) making three or more comments and 33.3% (n = 10) making one or two statements. It
may also be important to note that among day treatment clients expressing knowledge of
the OCA and AHCAC, (n = 16) forty-three percent (43%, n = 7) of this subgroup made
statements attributing to the OCA or AHCAC responsibility for activities or
accomplishments that were rightfully credited to other organizations or groups such as

AMI or WAMI.

Clearly there is a marked lack of general stakeholder information regarding any
knowledge of OCA and AHCAC activities. It is also probable that awareness of OCA
and AHCAC existence is minimal. Awareness was certainly raised by the process of the
interviews. This lack of knowledge has not escaped the attention of stakeholders who

have knowledge of the OCA and AHCAC. The findings reported in the remainder of this
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chapter section include all stakeholders who were able to make statements describing the
OCA and AHCAC. Stakeholders from groups directly associated with the MHD and
AHCAC are included. The total N of this sample is 156 individuals.

Eighty-two percent (82.6%, n = 57) of all providers who expressed one or more
statements reflecting knowledge of the OCA and AHCAC volunteered that generally
people were not aware of the OCA or AHCAC. Significantly different at the .01 level,
61.4% of consumers who knew and 64.7% of the family members who knew about the
OCA and AHCAC expressed that people were not aware 2 (2) = 7.98, p <.01. These
same groups also considered the lack of public knowledge one of the primary failures of
the OCA and AHCAC. Thirty-one percent of providers (31.9%, n = 22), fourteen percent
of consumers (14.3%, n = 10), and 11 percent of family members (11.8%, n = 2)

expressed this view. These differences were significant, 3 (2) = 7.43, p < .05.

“Those That Don’t Know Don’t Know They Don’t Know.”

The above material related to support for the OCA, expectations of different
stakeholder groups, and levels of awareness help set the stage for the remaining findings.
The following findings primarily return to answering the first rese&ch question that asks
what the views are of stakeholder groups regarding the OCA and its activities.
Stakeholder group differences in pnmary expectations as to the office mission may have
also contributed to internal conflict, perceived lack of direction and perceived
ineffectiveness observed by many who know of the OCA. These observations are

reinforced by other data streams that were generated in the overall OCA program
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evaluation. The following chapter section relates information applicable to these issues
and others.

Stakeholder observations of an ineffective OCA, are predominantly described by
those closest to its operations as being unhelpfully overly assertive in its direct advocacy
activities, generally unavailable, disorganized, generally unprepared, not focused on grant
activities and in need of a defined focus centered in the original grant objectives and
tasks. There is also a recognized pattern of continuing internal and external conflicted
relationships related to power and control issues. This conflict is viewed by stakeholders
to have negatively impacted OCA effectiveness.

Of the entire stakeholder sample, including those directly associated with the MHD
and AHCAC, 84 stakeholders exhibited demonstrable knowledge of the OCA and/or the
AHCAC. This group was identified by selecting from the total population of 345
respondents those who provided three or more descriptive statements regarding the OCA
or AHCAC. This 84 member subgroup was comprised of 38 consumers including 24
associated with the AHCAC, 7 family members, and 39 providers (Table III). Of the
providers, 15 were associated with the MHD. The following survey material for this

finding has been developed from interviews with these 84 persons.

> Thirty-one percent (31%) of consumers, 28% of family members, and 41% of
providers volunteered that they did not feel the OCA was carrying out the tasks of
the grant. There were no significant differences between the three primary groups.

>  Thirty-four percent (34%) of consumers 14.3% of family members and 12.8 percent
of providers discussed conflicted relationships between OCA staff and between
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OCA staff and others outside of the OCA. These same individuals considered these
conflicted relationships to be one of the greatest failings of the OCA. Once again
there were no significant differences between primary groups.

Table III: Distribution of 84 Stakeholders
Who Were Knowledgeable of the OCA

Administrators/CEOs 14
Ad-Hoc Consumer Affairs Advisory 23
Committee

current and former members

Board Members 8
Day Treatment Clients & 4
Consumer Run Clubhouse Members

Other Consumers 9
Mental Health Division Staff 12
Family Members 5
Other Providers 9
TOTAL: 84

The above two themes can be contrasted with the fact that no one in this same
group volunteered information that the OCA was doing its job, or as the job is defined by
the grant. No one shared a view that the OCA had been able to resolve conflict either
internally within itself or the MHD, or externally with stakeholders outside of the MHD.
No one shared that the OCA either was or had begun to work in partnership with both
consumers and providers.

»  Fortyfive percent (45%) of the 84 persons discussed access problems. These

stakeholders observe that persons outside of the OCA have difficulty contacting the

OCA or getting them to return calls or respond to requests.
>  Thirty-five percent (35.7%, n = 30) of this overall 84 person sample considered that

the OCA was doing a poor job considering the resources that had been provided.
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There were no significant differences between consumer, family member or
provider groups on this point. Seventy-two percent (72%) of those associated with
the MHD volunteered this information. On the other hand 9.5% of the sample
shared that the OCA was doing a positive job. These persons were exclusively
consumers comprising 21.1% (N=8) of the 38 consumers in the 84 person sample
of those who know the OCA.

The above information is consistent with findings reported to the MHD at the mid-
point report of the overall program evaluation. Data generated by the non-survey method
of this evaluation research also support the observations of the above stakeholders. Key
grant described activities of the OCA have been left undone or partially completed. OCA
staff continue to be involved in direct committee work and other peripheral activities in
the MHD and elsewhere. Staff have been described by stakeholders as an additional
“MHD labor pool” and that different agendas on the part of different MHD management
personnel and OCA staff members have led to diffuse activity patterns that are not
focused directly on performance of core grant defined activities. Activities such as
ongoing involvement in national consumer efforts, and direct individual advocacy are not
central to the OCA mission and defined activities. Interviews with central stakeholders
relate that a great deal of OCA energy has gone into these activities. This has not been
possible to quanﬁfy due to a complete apparent lack of any formal ongoing documented
reporting system regarding staff activities, products produced or tasks preformed. The
primary grant intended role of OCA staff can be seen to be that of a facilitative,

developmental, technical assistance, and educational role. Throughout this evaluation,
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stakeholders have reported that this has not been the primary focus of the OCA. This
lack of grant focused direction and different MHD managerial and OCA staff agendas led
the original grant director to request a transfer within the MHD away form responsibility
for the grant or the OCA.

The following points are from the first, non survey phase of the overall evaluation
which lasted throughout the 3 year life span of the grant and beyond. They assist in
illustrating some of the internal OCA problems referenced by stakeholders in the survey
described in this dissertation.

. There is no listing of consumers qualified to serve on a speakers bureau.

. There is no listing of consumers who can serve on state or local committees.

. There is no organized method of promoting consumers as speakers or committee
members.

. Beyond taping of AHCAC meetings there have been no video newsletters
produced.

. Stakeholders report there has been no appreciable compilation or dissemination of
technical assistance materials other than those owned personally by the present
consumer director.

. There was no brochure describing the OCA or its activities available to distribute to
stakeholders for the survey phase of this program evaluation.

. The BBS was allowed to not function for months at a time.

. Computers that were promised to AHCAC members were not delivered, nor was
there an explanation for why they had not been.

. Independent consumers and advocates have not been recruited to accomplish many
of the tasks described for the OCA.

. The data base of consumer complaints and information and referral calls continues
to be collected in paper form. There is no provision for quantitative, non-anecdotal
feed back from these records to the rest of the MHD as to problem areas in the
state.

. Additional general disorganization can be seen in the lack of an ability to generate a
listing of AHCAC members and former members for the purposes of this
evaluation.

This same evaluation process as well as the stakeholder survey highlight some

areas of positive achievement as reported by stakeholders. The following activities were
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either directly observed by this researcher or volunteered by stakeholders to be effective
OCA activities and actions.

. Creation of the committee agenda and training was turned over to the AHCAC.

. Leadership of the AHCAC was turned over to the members.

. Reporting mechanisms were put in place for AHCAC members to provide feedback
as to their community efforts.

. The computer bulletin board system was the first of its type set up in the national
mental health arena.

. Continuing willingness to provide an assertive voice resulted is reported to be
partially responsible in the redirection of mental health policy both at state,
regional, and local levels.

. The Anti Stigma Campaign preformed in conjunction with AMI received very
positive reviews by stakeholders that were knowledgeable about it. Materials
continue to be distributed.

In the stakeholder survey, provider stakeholders who had experienced contact with

OCA advocacy efforts at the regional or local level were very careful in their descriptions

of these interactions. It was apparent that providers were being careful to not say

anything that was overly negative regarding the OCA. It was occasionally shared that
while the OCA had been of assistance to a consumer in need, the nature of the assistance
was performed in an abrasive manner rather than one of partnership. One provider
described the approach of the OCA staff as one that planted further distrust in the
consumer as a result of the interaction between OCA staff and the consumer. The OCA.
was described to have failed to find out all of the problem background. The provider felt
that the OCA automatically assumed that the consumer was completely correct in
presenting the facts of the case. The approach to the provider and RSN was described as

demanding, based on inaccurate information. This approach unnecessarily consumed a

great deal of time mollifying the OCA while providing the OCA a fuller background on
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the consumer dispute and related events. This mollification and education of the OCA
was necessary before a resolution could be reached. It was felt that if the OCA staff had
been, at minimum, ready to listen or at most, willing to refer the consumer to a local level
problem solving process, the problem could have been solved much sooner. The focus
could have been primarily on solving the problem of the consumer rather than meeting
the needs of the OCA. This above approach was felt to generally have left the consumer
in a continuing conflicted or resentful position with the provider. The provider was left
reluctant to seek out the OCA for assistance.

These same providers shared that a different, non-adversarial approach would have
made possible full conciliation with the consumer. Providers also repeatedly called for
the availability of training opportunities for their boards and staffs to help facilitate a
working partnership with the consumers they serve as well as the advocacy groups. They
expressed, in some cases, reluctance to contact the OCA because of the abrasive, aloof
nature of the staff and the potential problems with attempting to work with the office.

It was a stakeholder (not one of the principals) describing the above conditions in
some detail who related the title of this chapter subheading: “those who don’t know,
don’t know they don’t know”. This person was discussing the necessity of focusing on
capacity development and positive relationship building in order to advance the cause of
consumer empowerment within the mental health system. This stakeholder also observed
that the consumer members of the OCA had no idea of the negative impact of overly
assertive, aggressive advocacy efforts. In addition, the lack of focus on the development

of capacity for local advocacy and partnership building was perceived as significantly
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negatively impacting the consumer empowerment movement.

“Fix It, Good Grief.”

In spite of lack of knowledge of the OCA and perceived problems among those
who were aware of operations, there is strong support for the actual office and a
perception that this office can serve a valuable function. Often, when asked if the office
should be kept open or closed, persons with specific knowledge of the OCA often
responded that the OCA should remain open and that they wished for office operations to
be revamped and brought back to original grant purposes. “Fix it good grief”, a direct
quote from a lower echelon provider reflects the expressions of many consumers, family
members and providers. Additionally, many of those who shared that the OCA should be
closed stated that they felt this was because they did not feel that the OCA could be made
to function within the parameters of the grant.

Of 84 persons demonstrating direct knowledge of the OCA or AHCAC 83.3% (n =
70) shared that the OCA should remain open. Another 8 or 9.5% shared that it should be
closed. The remaining 6 or 7.1% did not provide a response. There were no significant
differences in the response rates between groups.

In the overall sample of 345 subjects 8.1% (n = 28) individuals shared that the
OCA should be closed. Those that shared the OCA should remain open constitute 75.7%
of the sample (n = 261), and 16.2% of the sample (n = 56) made no comment. Significant
differences exist between these groups, %2 (6) = 13.09, p <.05. Consumers are less likely .

than expected to make no comment; 13.9% or 24 (expected value 28.1), or support
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Figure 5: Stakeholders Wanting OCA to Remain Open
345 Stakeholders, By Percentage

closure 5.2% or 9 (expected value 14.0). Consumers were also more likely then expected
to support the office remaining open 80.9% (n = 140, expected value 130.9), providers on
the other hand are more likely than expected to support closure 10.1% (n = 13, expected
value 10.5), more likely to make no comment 20.2% (n = 26, expected value 20.9), and
less likely than expected to support the OCA remaining open 69% (n = 90, expected
value 97.6). Family members were more likely than expected to support closure 14% (n
=6, expected value 3.4), and less likely than expected to support it remaining open,
71.8% (n =31, expected value 31.8) less likely than expected to make no comment
11.9% (n =5, expected value 6.8).

A few comments regarding stakeholders making no comment are in order. It was

not unusual for a consumer run club house member or a day treatment client to not



108
complete the questionnaire and skip many questions. This particular question came
toward the end of the interview. On the other hand it was highly unusual for providers to
fail to complete an interview once begun. It was the impression of interviewers that
many providers who would otherwise stated that they wished the OCA to be closed did
not wish to directly state so. Even so, the lowest percentage of persons supporting the
OCA remaining open are providers with 69.9% stating support.

Upon examining subgroups, it is of interest that although significant differences
between groups disappear when primary groups are subdivided, there were no persons
associated with the MHD stating that the OCA should be closed. In general, while many
of these individuals felt there were problems with structure, direction, focus, and
internal/external relationships, they also saw that the OCA was a valuable addition to the

MHD and wished for it to be continued, all be it, with serious modifications.

“How Do You Measure Success?”

One natural question that lends some insight into overall views of the OCA and
AHCAC are the responses and associated comments that were made by stakeholders
regarding the success of the OCA and the AHCAC. Stakeholders were asked to respond
to a global measure of success on a 1 to 5 likert scale for both the OCA and AHCAC.
One meant “not at all successful”, two meant “mostly not successful”, three stood for
“neutral”, four symbolized “mostly successful”, five symbolized “very successful”. On
these measures the OCA was rated by 102 subjects responding from all 345 stakeholders

to be successful or mostly successful 47.1% of the time with 35.3% (n = 36) responding
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“mostly successful” and 11.8% (n = 12) responding “very successful”. The total number
of stakeholders in the survey responding to this question was 102. Only those
stakeholders who indicated that they knew of the OCA were asked this question.

Fifty three (53) persons of the 345 provided an opinion of AHCAC success. Once
again only those who indicated they knew of the AHCAC were asked this question. Of
those responding 62.3% felt the AHCAC had been “mostly successfil (45.3%, n =24).
Those who felt the AHCAC was “very successful” comprised 17%' (n=9) of the group
responding. Those who held a “Neutral” position were another 18.9% (n=10).

A similar set of findings are found when the 84 stakeholders who were able to
demonstrate knowledge of either the AHCAC or OCA. Overall 62.2% (n = 28) of the 45
individuals responding held the AHCAC to be “Mostly Successful” (42% n = 19) or
“Very Successful” (20%, n =9). Those responding “Neutral” comprised 17% (n=28) of
the sample. There were no significant differences between groups.

Of the 70 individuals from the sample of 84 mentioned above that responded
regarding the success of the OCA, 48.6% (n = 34) held the opinion that the OCA was
“Mostly Successful” (38.6%, n = 27), or “Very Successful” (10%, n = 7). There were
significant differences between consumers, family members, and providers in their
opinions of OCA success ( x2 (8) = 16.34, p <.05). A full 70% of consumers felt that the
OCA was “Mostly Successful” (50%, n = 17) and “Very Successful” (20.6%, n = .

No family members or providers regarded that the OCA was “Very Successful”.
Family members were roughly split by thirds between “Mostly Successful” (33.3%,n=

2), “Neutral” (33.3%, n = 2), and “Not At All Successful” and “Mostly Not Successful”
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(33.4%, n=2). Providers registered below an expected frequency of 11.6 when reporting
the OCA to be “Mostly Successful” (11%, n=8). They were also above the expected
frequencies for “Neutral” (e = 8.6, 43%, n = 13), “Mostly Not Successful” (e=3.9,
16.7%, n = §), and “Not At All Successful” (e =3, 13.3%,n= 4). These numbers are
consistent with qualitative data collection which found providers repeatedly declining to
be critical of the OCA while at the same time expressing opaquely that they felt that the
OCA had been preforming far below its potential.

All persons who indicated knowledge of the OCA were asked what was the most
successful characteristic of this office. Among the 84 who demonstrated reliable
knowledge of the office, two answers appeared most often with no significant differences
between groups. The most frequently volunteered response was that the “OCA managed
to exist” (15%, n = 13). The second most frequently volunteered response is that the

OCA was responsible for “getting some consumers involved” (14.3%, n =12). This
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Figure 6: Stakeholder Views of OCA Success
70 of 34 Respondents, By Percentage From Group That Knows OCA, AHCAC
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second statement was most often in reference to the fact that the OCA staff were
consumers and also in reference to the involvement of the AHCAC.

The nature of the two opinions of success lend some insight into overall stakeholder
opinion. Generally stakeholders, feeling that the OCA had not achieved its potential,
wished that the office could actually achieve potential higher levels of performance.
Consumers were more likely to state that it had been successful, many providers who
clearly knew of performance, hesitated or declined to offer an opinion. On the other hand
the AHCAC was given a 62.2% positive performance rating by those who knew of its
performance. While stakeholders were not specifically asked in what way had the
AHCAC been successful, the qualitative data gathered in the stakeholder survey as well
as the experiences of interviewers may lend some insight into the source of the favorably

reported opinions. The following material discusses some of this qualitative data.
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Figure 7: Stakeholder Views of AHCAC Success
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The AHCAC committee has been an overall positive force and has been a key to
the impact that the grant has had on the state consumer movement. While the specific
name of the AHCAC was generally not recognized, consumers and providers continually
mentioned AHCAC members and former members as knowledgeable resources to the
community. When stakeholders knowledgeable of the AHCAC were asked for
improvement suggestions there were many; however, there was only one individual
making negative comments about the overall mission concerning the AHCAC. AHCAC
performance received 20 positive comments from the sample of 38 consumers (52%) in
the sample of 84 stakeholders described above.

One specific case experienced by interviewers can best describe the indicated
impact. In one agency one of the AHCAC members was reported repeatedly by
stakeholders to be of great assistance to the consumer movement in their area, yet there
was no recognition of the AHCAC. This AHCAC member was present at the time of the
visit and it was apparent that this member frequented this consumer service. In agencies
where AHCAC members were not present on an ongoing basis there was no mention of
names or the AHCAC. AHCAC members repeatedly mentioned constraints on their roles
due to the inability to pay for long distance telephone charges or to have “gas money” to
get to different agencies and services in their area. The names of AHCAC members were

very frequently recommended and spoken highly of by providers.



CHAPTER YV

LESSONS LEARNED: ORGANIZATIONAL
IMPLICATIONS FOR CONSUMER EMPOWERMENT PROGRAMS

The following chapter links the major findings of this study by describing how
differing organizational goals, differing stakeholder expectations, consumer employment
issues, and management structures have impacted the overall effectiveness of the Office
of Consumer Affairs. Beginning with a discussion of the OCA empowerment mission,
major findings and national literature will be presented that explain the observed overall
impact of the OCA. Some background information from the overall stakeholder survey
phase, as well as phase I, of the evaluation process will be used to assist the reader in
coming to understand the stakeholder survey findings. Issues are tied to professional
literature to provide a frame of reference through which to view OCA development and to
illustrate the generalizable nature of the issues involved. In addition, stuciy data will
serve to confirm and advance some of the more tentative findings found in the literature.
Findings from this evaluation study will also be used to propose alternative explanations
to some hypotheses proposed in the professional literature.

Specific structural recommendations are made to address the observed limited
impact (effectiveness) of the Office of Consumer Affairs. These recommendations have
national significance and provide valuable information for policy makers and
administrators considering the implementation of an office of consumer affairs or other
consumer run programs, or who are attempting to improve the impact of existing similar

offices. Implications of this study for consumer empowerment movements in general are
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also discussed.

Empowerment Vision of the Office of Consumer Affairs

The Office of Consumer Affairs was designed to increase consumer representation
in the State Mental Health System and to promote independent consumer services and
networks located in local communities. The project was to accomplish its mission
through two general arenas. The first arena included placing consumers in positions of
influence in policy and decision making bodies at state, regional, and local levels. These
efforts included generating an educated consumer base throughout the state in local
agencies and communities. The purpose of educating consumers was to allow them to
adequately represent themselves, or to be represented as more equal, proactive,
participants in decisions regarding all aspects of treatment. The second arena of endeavor
was to assist in the development of an advocacy base among consumers and families at
local levels. This advocacy base, centered in independent consumer and family member
organizations and networks, was envisioned to not only influence local, regional and state
system agendas, but also to develop alternative diverse service options for mental health
consumers. With input from this diverse, decentralized conglomerate of individuals and
organized networks, it was felt that a wider variety of needs within the consumer
community could be met. In short the Office of Consumer Affairs was meant to promote

consumer empowerment.
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Stakeholder Support of Mission

McLean (1995)relates the historical antecedents of consumer empowerment within
the mental health arena. The term empowerment was originally meant to encompass all
that was necessary to function independently from the mental health system. This term
changed over the years in the mental health community to refer to individuals’ power to
exercise choice within the mental health system. In this process of changing definitions,
the mental health industry has taken a politically challenging development and altered it
through co-optation into a safely controllable “intervention” that attempts to encompass a
movement. The differential use of this term may also mean that it has different meaning
for various stakeholder groups. Regardless of the meaning, it is apparent that at least two
co-existing attitudes exist about consumer interaction with the mental health system.

These co-existing attitudes regarding empowerment can be seen in OCA grant
goals. In essence, the OCA, is intended to accomplish empowerment for consumers both
within the mental health system, and independently of it. Regardless of differing root
definitions of empowerment, or perhaps because of them, the tenor of the times and the
broad based intention of OCA goals easily lead to the observed, general, wide support of
this project by all stakeholder groups. This support can be seen in the 90.1% overall

stakeholder rating of the OCA mission as “Very Important” or “Mostly Important”.

Differential Stakeholder Expectations of the OCA
The research findings of this study describe significantly different expectations

relating to the role of advocacy on the part of the OCA. Providers significantly more
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often than consumers call for the OCA to be involved in information and referral,
education, and general advocacy capacity development activities and to not be involved
in advocacy. On the other hand, consumers significantly more often than providers call
for the OCA to be involved in direct helping activities.

Consumers, as equally as often as providers and family members, call for direct
individual advocacy activities. However, significant subgroup differences merit mention.
Chief administrators and Mental Health Division staff were most likely to call for the
OCA to not be involved in direct advocacy and were least likely to call for direct helping
activities. These stakeholders are commonly perceived to have the most power within the
mental health bureaucracy. Wide differences in expectations on the part of these groups
have potentially serious implications for policy decisions.

It might be perceived in a cursory reading of this evidence that the gapin
expectations is one between providers and consumers. There is, however, another group
that significantly calls for the OCA to not be involved in direct advocacy. This group
consists of the current members of the Ad-hoc Consumer Affairs Advisory Committee.
Each member of this group is considered to be a consumer advocate. As previously
mentioned AHCAC members have received a variety of training related to the mental
health system and consumer advocacy efforts. Members have also been engaged in the
implementation of a variety of community based projects.

Recognizing that significant numbers of these individuals also oppose OCA
involvement in direct advocacy leads to the search for alternative explanations for a

consumer, family membet/provider split on the issue of direct advocacy. An assumption



117

that differences are based on high position within the mental health system is not
supported by the data. One hypothesis is that AHCAC member opposition comes from
enculturation (others have used the word co-optation) from providers through training.
Another hypothesis is that these members realize that the OCA will not have its widest
impact if it devotes its limited resources to the resolution of individual problems
encountered by consumers around the state. The second hypothesis is supported by
survey data from this study. In short, study data reveal that providers and systems savvy
consumers saw the most effective impact that can be expected of the OCA is through
capacity development for advocacy at local and regional levels. Many opposing direct
help and advocacy activities on the part of the OCA indicated that such efforts would
consume the bulk of limited staff time and thereby make the office unavailable as a
training, information and development resource to advocates and providers around the
state. Whether resulting from enculturation or reasoned logic, this observation is, on its
face, valid.

Different expectations will lead to conflict. Similar issues in the consumer arena
have been observed elsewhere. Hints of different expectations directed toward consumer
employees and projects exist in the national literature. Qualitative studies (Dixon,
Krauss, & Lehman, 1994; McLean®, 1995; Mowbray, et al., 1996) briefly discuss

conflicts related to differing expectations of and by consumers hired as service providers

*McLean (1995) has written a qualitative study of a consumer run service that
experienced many of the same issues encountered by the Office of Consumer A ffairs,
Because of its depth and adroit handling of many issues that are only touched upon in
other literature, this chapter will refer to McLean several times throughout.
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in mental health systems. Differing stakeholder expectations of project goals, leading to

conflict have also been touched upon (McLean, 1995).

Permeable Boundaries and A Struggle for Ownership

The previous chapter relates that the staff were described by survey stakeholders
close to the OCA operation as a ‘labor pool’ for the mental health division. Although this
information takes little space to note and not much more to describe, its significance to
the overall impact of the Office of Consumer Affairs is dramatic. At the root of this issue
are differences in expectations.

Interviews with all OCA staff members revealed developing different expectations
among OCA staff members and management as to appropriate activities that the OCA
should engage in. These differences developed early in the life of the OCA. Early
documented interviews and participant observation data reveal that OCA staff as a group
initially recognized pressure from the broader mental health division to perform tasks that
were described by OCA members as peripheral to the mission and possibly a threat to
potential effectiveness. By the one year point, only 25% of OCA staff activities could be
related directly to the tasks described in the grant. Consumer staff members were
working far in excess of their allotted time (reported as much as 60 hours per week per
person hired for 30 hours) in order to keep up. It was also impossible, due to the external
demands of other MHD responsibilities, for the grant writer/office director to provide the
administrative/supervisory and developmental input necessary to get the project

adequately moving in the envisioned direction. A pattern of approximation was being
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settled upon for the completion of grant described tasks by all involved directly with the
office.

OCA staff eventually came to view what had been originally held to be peripheral
activities as central to the OCA mission and identity. One example of this is the writing
of “Blue Slips” that were responses of the MHD to a constituent on the behalf of a elected
state level official. Another example can be seen in the participation of OCA staff on
multiple policy committees of the MHD rather than completing the original grant intent
of finding or training sophisticated consumers, not employed by the MHD, who could
participate on these committees.

This process of OCA staff adaptation to conflicting expectations/demands from the
MHD was pointed out to the MHD at the mid-point report on the-evaluation of the OCA
grant. By then a struggle for control had ensued between the OCA grant director and the
consumer staff. This struggle was being exacerbated by higher levels of mental health
administration who allowed the supervisor to be bypassed and who placed demands upon
the consumer staff over the objections of the director. The demands were described by
MH administration as opportunities and enhancements to the OCA mission. The
evaluation found that these additional involvements were actually a process of consuming
the advocacy capacity building ability of the office.

What happened in this demonstration project was that the immediate supervisor of
the grant director gave tasks to OCA staff members which were not central to the
mission. The staff became invested in these projects and resisted the direction of the

grant director to focus on clearly defined grant goals. This resistance was supported by
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the director’s immediate supervisor to the point that the grant director felt she no longer
had any control of the project and that the OCA was not carrying out the tasks of the
grant. At this point the grant director removed herself and the OCA staff continued under
the nominal supervision of the grant directors former supervisor with no functional lines
of established accountability. With some additional staff attrition and administrative
changes these circumstances continued through the end of the data collection period.
Beyond the predictable personal conflict observed by the literature, and other variables
already mentioned, the ongoing organizational pressures and turmoil of the MHD during
this time worked against top level administrative attention to the OCA internal issues and
exacerbated a situation that would have been difficult even in a stable environment.

Continuing differences in expectations on the part of influential MHD and OCA
staff contributed to the ongoing conflict and dissatisfaction on the part of many
stakeholders. The findings of the stakeholder survey indicate that these conflicts were not
resolved in such a way as to promote focused coordinated efforts on the part of OCA to
bring it recognition as a viable resource on the part of the vast majority of the consumer

population and providers.

Conflict as 2 Normal Part of Program Development
As just mentioned, it was apparent from ongoing interviews, from phase I of the
evaluation, that there was disagreement among non consumer MHD staff as to most
appropriate roles for OCA staff as well as supervisory lines of communication. These

problems, including external demands on OCA staff time, may have been exacerbated by
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tight budgets, administrative regulatory reform, MHD staff cutbacks, and an ongoing
environment of emergency and crisis management mode of operation on the part of the
overall MHD. These pressures, different expectations, and the conflict associated with
them is seen by this evaluator as contributing to diffuse efforts of the OCA and an
inability on the part of the MHD to adequately supervise OCA staff and directions. At
their root these are issues of ownership and expectation that have been observed in the
national literature.

The professional literature observes that conflict is a natural occurrence in the
formulating of new programs (Hage, & Aiken, 1970; Kantor, 1983). This was the case
within the OCA and in the MHD management of it. The stakeholder survey shows that
observed conflict, and an inability of the MHD to resolve it was felt by stakeholders to be
a significant detriment to OCA effectiveness. Generated from different expectations, the
literature has also observed that such conflict is often of a personal nature and viewed as a
struggle for control (Hage, & Aiken, 1970; Kantor, 1983). Observable significant
conflict continued throughout the OCA grant with less emphasis on open disagreement
during the last third of the grant life. Even though overt conflict abated, there continued
to be significant evidence of such within the OCA staff and between MHD staff and the
OCA as well as between the OCA and various non MHD stakeholders through the end of
the data collection process. While conflict in a new program is normal and expected,
clearly the normal organizational mechanisms designed to address such conflict within

the larger organization were not adequate to bring resolution is this case.
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Advocacy Group Vestment In Ownership

The issue of ownership of consumer organizations sponsored by professional
agencies is noted in the national literature. In the McLean (1995) study, conflict
developed over ownership of the program. Different definitions of expectations from
consumers and contracting providers led to paid consumers responding to the perceived
expectations of providers and a struggle for decision making ownership on the part of
consumers. Within the present survey results, these consumer stakeholders, whether or
not dissatisfied, often called for consumer, non-employee, oversight of the OCA. The
pressure from advocacy groups as well as general consumers voicing these opinions make
the struggle for ownership of the current OCA office apparent.

The OCA was intended to be an egalitarian organization that coordinated and
facilitated a variety of educational and empowerment initiatives throughout the state. In
essence the OCA intended to look to the entire consumer community as its organizational
and operational base. As can be seen above, issues of ownership quickly developed as
the organization responded to external pressures from the MHD as well as the advocacy
movement. As in the McLean (1995) study, without the direct presence of the OCA staff
in the general consumer community around the state, there was a lack of direction related
to OCA goals and an absence of knowledge, even though interest remains high. In the
McLean (1995) study when the levels of frustration on the part of consumers reached
high levels, consumers stopped using the service. The case of the OCA has been
different. Those who were knowledgeable but frustrated with the function of the office,

responded by voicing their opinions through advocacy group spokespersons such as AMI,
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WAMI, WECAN, and the AHCAC to Mental Health Division employees.

There was overwhelming stakeholder support among all groups in this survey for
consumers to have an active role in the supervision of the OCA and its activities. One
proposal was that this happen through the AHCAC. Others called for an oversight
committee of consumers and family members that monitored the OCA and reported to the
MHD management. To be most responsive to the needs of the stakeholders the issue of

ownership must be addressed for the OCA.

Technical Staff Qualifications

Another issue that is not directly addressed but, nevertheless, existing in literature
discussions is related to professional qualifications of consumer staff and the relationship
of these qualifications to implementing the mission of the particular consumer agency or
project being studied. A related issue is appropriate provision of professional
management/skill support to consumer staff and directors. The literature does mention
complexities (difficulties) that have been observed with the employment of consumer
staff (Dixon, Krauss, & Lehman, 1994; McLean, 1995; Mowbray, et al., 1996). McLean
(1995) talks about the behavior of consumer directors of a project she studied. Implying
that these persons were controlling, McLean (1995) states they were not able to function
in an egalitarian environment that allowed consumers to voice their opinions and to allow
for non-paid consumers to have control. The professional qualifications of employed
consumer staff were that of a medical doctor, an educator, an administrator, and a

provider of mental health services. No mention is made of the specific training in
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professional values that would encourage unconditional positive regard, promote
empowerment of the consumer base, and focus on giving up control which are the
implied solutions to the observed organizational problems.

In the case of the OCA and possibly in the cases described by McLean (1995), the
individuals hired lacked professional training in community organization, program
development, and the promotion of self care on the part of individuals. They also lacked
the specific technical expertise needed in the area of computer data base development,
self evaluation and setting up a computer bulletin board system. Lack of professional
training of consumer staff is viewed by this evaluator as having a significant impact on

difficulties with grant implementation and perceived ineffectiveness.

Egalitarian Values of Consumer Staff and Focus of Energy

The final factor in the finding of OCA diffuse effectiveness also relates to the
egalitarian values just mentioned, and the need to share control of process and outcomes.
Professional boundary issues with consumer employees and between consumer
employees and consumer constituents are beginning to be discussed in the newly
emergent literature (Dixon, Krauss, & Lehman, 1994; Mowbray, et al., 1996; Solomon &
Draine, 1996). These boundary issues are directly related to control. Determining
professional behavior toward consumers and how to deal with relationships between
consumers has been an issue for the OCA as can be seen in the internal control struggle
and the described conflictive patterns between OCA staff and professionals and other

consumers outside of the MHD.
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McLean (1995) addresses the issue of relationships. The consumer staff were
implied by the author to have lacked a sense of the value of mutual empowerment,
support, and non-control. Observing that the consumer employees had not been
associated with the consumer advocacy movement, McLean (1995) implies that the
solution to consumer employee leadership problems can be found in selecting consumers
who have been part of this movement.

McLean (1995) related that many of the observed organizational problems, related
to relationships and performance, could be attributed the lack of enculturation of the
consumer staff in the values and social dynamics of the consumer advocacy movement.
In the case of the OCA, all internal staff and the grant director were intimately acquainted
with these values. The consumers had indeed been drawn from the state consumer
movement. In spite of these experiences, many of the consumer stakeholders that the
OCA was meant to serve were alienated in ways very similar to those described by
McLean (1995). Because of the continued performance and relationship difficulties with
the OCA, it is apparent that the answer may not lie entirely in the associations from
which a consumer is drawn,

It is possible that OCA staff directed their energy to activities that they knew best
and were most comfortable with. Consumer employees in this study were observed by
key stakeholders as individuals who enacted their own agendas in the face of overall
organizational confusion and mixed messages emanating from the MHD and other
stakeholders. Stakeholders also observed that consumers within the OCA, readily acted

on the invitation/direction to become actively involved in service provision and decision
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making within the MHD. Such activities were often the focus of effort rather than the
role of facilitation intended to support the development of independent consumers to sit
on these decision making bodies.

The professional literature also touches on possible reasons for this type of
behavior. It is possible that OCA consumer motivation to recover and achieve
professional credibility made it likely for them to become rapidly over-involved in
activities of the larger MHD. Some of those in the consumer advocacy movement with
whom the OCA consumer employees had been previously associated were moved to
accuse OCA staff of being coopted and becoming “little bureaucrats”. This opinion was
shared by some providers who were acquainted with, or had observed OCA staff behavior
in meetings. The above tendencies, while not entirely unidirectional, are consistent with
observations of McLean (1995) who noted that consumer employees saw their positions
as a means to recoup former status and a stepping stone for further promotion within the
provider system.

Clearly for any OCA to be successful the above issues need to be addressed. The
development of the Office of Consumer Affairs was basically a political act with specific
aims and tasks to accomplish. It is reasonable that in the selection of consumer
employees for such a project, the professional qualifications, values, and possible
motivations of the staff are important considerations in the hiring and promotion within

the project.
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An End Result

Stakeholders in the currently reported survey observed a general lack of focus,
conflict within the office and between office staff and other stakeholders. There is a
perceived overall lack of effectiveness. These stakeholder observations are reinforced by
the general overall program evaluation. It is the hypothesis of this researcher that a
combination of the above variables led the OCA to these conditions. Any or all of the
above circumstances can potentially impact a similar office and other consumer
sponsored, run projects. Before making recorhmendations as to solutions, two other

findings need to be discussed.

Ad-Hoc Consumer Affairs Advisory Committee Success

Beyond assessment by some that the OCA is successful only in that it survived in
spite of problems, the AHCAC that was sponsored by the grant and coordinated by the
OCA is viewed by many stakeholders and this evaluator to have been the most successful
portion of the grant. It is an example of OCA efforts gone well. AHCAC members were
all chronically mentally ill volunteers who were already viewed, prior to membership, as
persons of some significant accomplishment within their community. This recognition
came in spite of their recognized disability. While the name of the AHCAC was not
widely recognized nor was knowledge of its activities extant, its members were
repeatedly mentioned by other consumers and providers as persons of some influence and
importance within the mental health system.

Overall the AHCAC group viewed membership as being helpful to them in
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activities in which they were already inclined to be engaged, but also by widely
expanding their relative horizons and broadening their understanding of the mental health
system itself. Many attributed their membership as having been a great assistance to
them personally and in their work. Several also attributed their movement to employed
status as being partly attributable to membership. Overall this committee has been
developing positive relationships with providers as well as consumers and are viewed by
all stakeholder groups as knowledgeable assets to the system.

Various AHCAC members described OCA staff as controlling and demeaning.
These descriptions are consistent with observations of McLean (1995) who described the
conflictive relationship between the paid consumer staff and the volunteer members of
the organization that she observed. Conversely, the OCA staff is credited by these same
members with releasing control of AHCAC decision making to the volunteer member
constituents. This control was in two areas, first the roles of leadership and facilitation
were released to the group who then began to rotate this responsibility, secondly, the
agenda and learning curriculum was given to the committee. This release is credited by
many members as the turning point in the group, moving it from a non-useful exercise to
one that empowered them to take control of the AHCAC within its defined mission. This
move is also credited as enabling members to resolve conflicts and move toward
accomplishment of tasks as a group and individually.

Issues still remain in the minds of AHCAC members related to AHCAC
functioning and performance. Included are questions relating to how membership is

chosen, how long the membership should last, how new members should be introduced,
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and what oversight role should they have vis-a-vis the OCA. For those members
choosing to move on, there are questions regarding continued engagement for members at
state, regional, and local system levels with regard to policy and decision making and
advocacy. In spite of such issues that need to be resolved, the AHCAC is described by
those who are acquainted with it as an example of consumer involvement, education, and
empowerment efforts - gone right. It could be viewed as a desirable, working example of
consumer operated services. Central to the success is evidence of a continuing desire
among members to provide egalitarian support of each other, a relatively clearly defined

purposes, and a defined benefit to the members and larger community.

Continuing Stakeholder Support and Desire for Reform
The last finding is highly noteworthy: in spite of the observed ineffectiveness of
much OCA effort, stakeholders wish it to continue, all be it, with revisions focusing on
achieving the original mission. Any administrative decision making regarding the OCA
and AHCAC should take into account the overwhelming support for the office and the

desire to fix it. The following recommendations will assist the OCA in this task.

Recommendations
To achieve the original goals: to be most widely recognized, to promote effective
building of independent consumer networks external to the mental health system, and
advocacy within the mental health system, the OCA needs to redirect its efforts to its

original plan focusing on capacity development through facilitation rather than
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concentrating efforts at individual advocacy and helping, and personally sitting on policy
making bodies in the MHD and attending national meetings. This refocus will require a
single supervisory goal and support from the MHD to this end.

The problems of internal conflict and diffuse efforts of the OCA that are found
within this evaluation are mentioned within the broader literature. The issue of
conflicting organizational agendas has also been previously mentioned. Also issues
related to training, values, and the motivation of consumer staff to recover or gain
positions of professional credibility are mentioned in the literature (Zinman, 1987) and
parallels are found in this study. To be maximally effective, each of these challenges will
need to be addressed in future projects. A plausible explanation as to the course and
effectiveness of the OCA in its initial stages can be found in the evidence that these
factors are all operating within this Office of Consumer Affairs project.

Beyond the literature, in the public arena, interviews with national figures within
the office of consumer affairs movement indicate OCAs set up with permeable
boundaries are susceptible to peripheral demands from within their umbrella
organization. These offices have had difficulty. Those offices who have a trained
professional next to the MHD director have experienced the most success {J. Slack,
personal communication, March 1996). These interviews, while anecdotal, also share
that offices that are allowed to develop within protected administrative conditions and
also exist at the highest levels of management are most successful in accomplishing their
mission and being well received as an effective addition to the mental health system.

Such assertions, while presenting face validity, need to be empirically investigated. This
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study has also revealed additional factors that must be accounted for to insure success.

The recommendations are as follows.

> Continue the OCA. This may not be an obvious choice for some and is
therefore best stated. The support is wide spread as is the desire for an effective
OCA.

> Recommit to the original OCA mission emphasis on linking learning and

changing. Place primary emphasis on; providing information and referral services;

developing, gathering and disseminating technical assistance materials; providing

training and educational activities related to consumer abilities, respect, non
discrimination, and advocacy group development/ improvement. Support advocacy
groups and service providers in their efforts to insure quality services for
chronically mentally ill consumers. Place an emphasis on developing consumers

(other than OCA staff) who are capable as serving in an advisory role to the MHD

and regional agencies in the formulation of policy. Do not become engaged in

activities of individual helping and advocacy. Refer these to others such as ombuds
persons or independent advocates at local levels.

It is feasible to have an OCA that focuses its energies on the promotion of
consumer empowerment both outside and within the mental health system. It is not
feasible for the OCA to be involved at the level of individualized helping or advocacy.
This type of activity is not supported by key stakeholders both within the consumer and
provider community. The OCA can be most effective operating on ground where there is
wide spread stakeholder support. Helping and individual advocacy activities detract from
the OCA mission in two ways. First, advocacy efforts lead providers to avoid OCA staff
for fear of further confrontations and time consuming requirements. Because of this
emotional unavailability, providers will not rely upon the OCA for educational and

consultation purposes regarding consumer empowerment issues. Second, individual

cases will consume OCA resources needed to develop consumer leadership and advocates
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throughout the state - thereby reducing the demand for state level intervention.

> Administrative support for mission/grant focused activities is critical. Clearly,
to accomplish the dual empowerment mission of the OCA, while balancing the
differing expectations of stakeholders there needs to be a unified consensus and
policy on the part of the overall sponsoring agency (MHD) as to the most
appropriate roles for the OCA as well as division of time. Limiting outside
demands emanating from within the MHD as well as the OCA staff itself is needed
to regain and maintain mission focus based on grant formulated guidelines.
Additional administrative ground work is needed on the part of the MHD. This
includes education of the broader MHD staff. To improve the OCA operating
environment senior supervisory protocols and support are needed to insure
maintainable boundaries and to handle internal personnel issues (such as non-
performance of work and or conflictive patterns of relating that have impacted this
OCA). Technical assistance is also needed to create adequate informational and
record keeping systems. Assure management and supervisory oversight and
accountability based on clear, time linked, measurable goals and objectives.
Monitor outcomes, adjusting the provision of technical and supervisory assistance
and support as needed. Conduct in-house and MHD ongoing education both
formally and informally with a focus of improving communication, respect, and
trust between the OCA staff and others.

Interviews on the national level have stated that participation on the management
team is and the hiring of one consumer only is necessary to insure success. While neither
of these conditions were fulfilled by this OCA, this evaluator does not consider the
position and number of staff to be the crucial factors. At the root of the suggestions are
the need for an OCA to be insulated from outside demands, to maintain focus, and to
have the ability to limit/control responses to internal and external conflict. Each of these
abilities would have been invaluable in the light of the organizational turmoil that existed
within the MHD, however these needs could have been met through clear ownership and
attention on the part of the MHD director and the ability of the OCA director to appeal to
directly to the OCA director from any organizational level when necessary to control

outside interference.
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Those directly above the OCA director must clearly understand and support the
mission, the goals, the specific methodologies, and the tasks to be undertaken by the
OCA. Clear lines of supervision are also necessary. Failure will occur under
circumstances in which those with power over the OCA director are allowed to directly
assign OCA line staff duties without the agreement of the OCA director, and who also
negate the authority of the OCA director in issues of supervision of staff (both of which
happened in this project). Similar circumstances in any organization will dramatically
increase the probably of mission failure.
> Open the position of director of the OCA. In addition to the desired

consumer status, stipulate that a masters degree or equivalent and mature successful

experience in community organization, agency administration and program
development be part of the selection criteria. It is critical that the consumer
management and staff of the OCA have the technical skills and understanding to
coordinate and implement a community organizational project such as this.

The lack of library resources, newsletters, training curriculum, announcements of
the OCA and the role of individual helping and advocacy, reflect OCA individual staff
agendas but also a lack of training in how to accomplish basic community organizational
tasks. OCA time was consumed by individual demands from consumers and additional
tasks/distractions, within the MHD that were only peripherally tied to the central grant
mission. These are not personal issues but reflect a lack of appropriate theoretical
understanding that allow for strategic planning and use of energy.
> Insure that the person hired understands the focus on capacity development

and facilitation. Close familiarity with the consumer/family advocacy movement

and values is needed as is an ability to interact with these and other stakeholder

groups and individuals diplomatically.

The position of director requires a trained seasoned professional leader who is able
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to objectively carry out policy and implement programmatic features while creating an
environment of respect, trust and collegiality with persons both within the division and
stakeholders without. The creation of such an environment requires basic dual values of
respect for others and empowerment. These qualities are also needed to a lesser extent by
all consumer staff _involved with the OCA. There are consumers that can fulfill these
criteria. Seeking a skilled educated consumer to fill this position should be a priority.
Search efforts should take place at local, statewide and national levels.

In a related issue, McLean (1995) touches on the idea that those consumers who
were most capable of promoting the inclusive egalitarian function of an organization
remained in the background and did not vie for leadership. This implies that those most
likely to seek such positions were inherently unable to promote organizational values
needed to be successful. These observations were supported by both consumer, family
member, and provider stakeholders during the course of interviews for this study. While
all of the above need to be investigated further, these conditions, if true have direct
impact on the nature of consumer employee recruitment and supervision.

Implications for recruitment are clear. Nominations need to be sought. Also the
person hired needs to already achieved recognizable personal professional success
following their consumer status. This will lesson the possibility of the consumer director
or staff pursuing the immediate spotlight of being an active ‘policy maker’ rather than
fulfilling the role of one who develops others through facilitation, training , education,

and positioning others in key roles of policy input.
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> Policy decisions consistent with MHD ethics, statutes, organizational vision
and values are needed concerning what is appropriate information and traffic for the
computer bulletin board system/world wide web site (BBS/WWW). The primary
intent and direction of the BBS/WWW site as well as the OCA is to promote
consumer voice, and meaningful participation in the decision making process
regarding individual services as well as overall policy. Support this mechanism as
a centralized focal point of communication and an informational tool for consumer
and family advocates to increase networking, support, and education. Consistent
with the MHD statewide coordination and facilitation role, the BBS/WWW goal
should be to enhance consumer empowerment through involvement in policy
change and advocacy development. Regardless of its impact to date, policy
decisions are needed to insure clarity as to appropriate material to be shared, and to
open the flow of material from the division and other sources that can be posted.

> To enhance stakeholder ownership, engage and assure OCA stakeholder
involvement in partnership for selection of their representatives in OCA and
AHCAC. Include individual consumers and organizational representatives from -
advocacy groups. Lift the decision making capacity onto an objective group of
experts and stakeholders. Invite scheduled, ongoing input to MHD management
and the OCA regarding OCA performance and accountability. Include consumers,
(including the AHCAC) family members, and community service provider
stakeholders in this feedback through the form of an oversight committee.

> Continue and expand support for the AHCAC under its new name. Maintain
both training and policy feedback activities. In addition to engagement in
meaningful activities the AHCAC can serve a role in the self perception of
empowerment on the part of the broad range of consumers and family advocates in
the state. There is a direct link between viewing a member of one’s group as
empowered and representing the larger group and feeling personally empowered.
In addition to ongoing training, an emphasis should be placed upon assisting
members both individually, and as a group in operationalizing community and state level
consumer empowerment activities. Provide direct technical support to members engaged
in local advocacy development projects. Money for expenses is needed to enable

AHCAC members to have broader consumer and community contact. Colorful

pamphlets, readily available videos and training resources can be combined with the
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regular presence of educated advocates within local agencies to increase the awareness of
both consumers, providers, and family members as to the resources available to them
through the OCA and other sources.

Local support for technical assistance and educational activities is needed.
Increased financial commitment is needed from local providers to enhance local
development. Communities where this is happening are producing effective, respected
consumer advocates. The OCA statewide role should link national, MHD, and local level
efforts to identify and procure resources. Use these resources in the continuing
development of consumer empowerment activities in local, regional, and state arenas that

promote partnerships for systems change.

> Create AHCAC membership terms based on 1/3 rolling tenure. Institute a
mentoring system for new members. Develop a coordinated training curriculum
and identifiable tasks and roles for the AHCAC as a group. Facilitate constructive
involvement of ex-members in the MH system at all levels to insure an expanding
resource pool of informed educated consumers.

Conclusion
The Mental Health Division Office of Consumer Affairs is one of several relatively
new state level mental health division offices that have been developing nationally. The
primary purpose of the Washington OCA as described within the grant is to promote
consumer empowerment through advocacy development at local levels. The goal is the
education of consumers, family members, and providers in areas related to consumer

empowerment and respect, and to achieve increased consumer representation at all levels
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of the mental health system. The OCA which is the subject of this study is the first office
of its type to be evaluated as to its impact. This dissertation study has reported the
primary results of the stakeholder survey conducted as part of the overall evaluation and
provided highlights to survey data from material gathered from the other streams of data
included in the triangulation methods of the overall evaluation.

Accompanying wide support and a pronounced lack of stakeholder knowledge
concerning the OCA, the findings of this study present a mixed picture of stakeholder
opinion that predominantly views the overall efforts of the OCA as less than effective,
and not focused on the original grant goals. The study also finds a distinct view of the
Ad-Hoc Consumer Affairs Advisory Committee as being a helpful, successful addition to
the mental health system and a boon for the consumer empowerment/advocacy
movement within the state. The OCA has been responsible for the development and
maintenance of this committee.

Issues observed is this study as impacting the OCA have also been touched upon in
wider national research but not directly addressed in a comprehensive manner. These
issues can potentially directly impact any consumer run program, particularly offices of
consumer affairs. The few proposed solutions to problems experienced by the OCA that
are found in the professional literature may be wide of the mark due to the
noncomprehensive nature of the problem view. This study has made specific
recommendations that will address the issues found within the OCA.

To best meet the intentions of the grant, the object of the OCA should be to develop

a consumer and family voice within the mental health system to the point that there is no
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need for individual advocacy on the part of the MHD at local levels and a pool of capable
consumers and family members who actively participate in policy development and
advocacy roles. Individual problems, whether of a personal or policy nature that do
develop would ideally be met with aid from organized consumers and families in the
community. Implementation of the recommendations outlined in this chapter will help
insure that these goals can be met.

Interviews with all stakeholders envision the above circumstance as the ideal within
the mental health system. These goals are where common ground can be found between
all stakeholder groups. It is on this common ground that effective operation can take
place. Such an environment will require an organization that functions in a facilitative,
consensus building, developmental role. This coordinative role is appropriate for a state
level agency.

There is overwhelming support for the concept of the OCA and support for its
continuation. With adjustments, this consumer centered project can be much more
effective in systems change than it has been to date. Some of the barriers to maximally
effective service that have been confronted by the OCA have been encountered by other
consumer run organizations and are occasionally briefly described in the limited
professional literature. Many of the range of issues identified in this study have been to
this point described only in fragments in the extant literature. This same literature has
been even less forthcoming regarding solutions to observed problems. The author has
proposed solutions based in the data that when implemented will increa_lse focus and

effectiveness of goal attainment. These recommendations are applicable across a wide



139
range of services - where ever similar issues may be encountered.

The identified issues, problems, successes, and recommended problem resolution
strategies identified through this research are germane to other consumer run
organizations and are not exclusive to offices of consumer affairs. Programs that can
account for these eventualities in advance of project implementation and also make
adjustments while in process will have higher probability of success, whatever their
goals.

Ultimately, the goal of the OCA and other similar offices is empowerment of the
mental health consumer. With adequate support, this type of service has potential to
directly impact an entire state mental health system and thereby improve the lives of

chronically mentally ill persons.
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(Day Tx. Client)}(Cons. Run Club House Mem)(1-800 line)(Computer BBS User) (Circle One)

Code: ___ Number [nterviewer Agency. Date Time Start
—Phone ____ Faceto Face

Read Consent

1. Female Male (circle one)

2 —_Yes __no: Have vou heard of the Office of Consumer A ffairs?

3. —.Vves __no: Have vou heard of the Ad-hoc Consumer Affairs Advisory Commitree?

4. If yes to 2 and 3 skip to # 6/7, If no to either 2 or 3 read the following:

The Office of Consumer Affairs was created in October 1992 in the mental health division and has been

staffed by Marianne Neff-Daniels, Jon [hler. Nancy Donigan, Chris Wilde, Yvonne Britt and supervised

by David Hanig. Many of the staff are mental health consumers. Collectively the Office of Consumer

Affairs was meant to provide information and referral services for consumers, provide a voica for

consumers on the state level, promote consumer nerworking around the state and increase consumer

emplovment and participation on mental health decision making bodies. The Office of Consumer

airs also put together a group of consumers from around Washington thar meet every other month

and carry out projects in their home communities. This group is cailed the Ad-hoc Consumer Affairs

Advisory Committee.

3. —-Yes __no (if no skip to question 35) Does this information bring anything to
mind about what vou might have heard about these people or the Office of
Consumer Affairs or Ad-hoc Consumer Affairs Adwvisory Committee?

6. What do you know about the Office of Consumer affairs® (check for knowledge)

— 1-300 wnformarion referral telephone — [dennfy consumer as speakars o — Two major technical assistance
line. universines. schools and communites. activities events products per
~ 1-800 complaint telephone line. — Teleconfarsneing with nanonal groups. year.
— Computer bulletin board. — Coordinate prasentations w MK — Otfer starewide rraining confersnce
~ Create Consumer Adwisory conferencas/ms=tngs = consumer 0 promote consumer
Sub-committee (AHCAC) employment in the MH svstem. embloyment i the mental heaith
— Cieanng house librarv fmcaon. — [ncorporate OCA into MH Div. system.
-~ Produce informatonai materials, — Send ane consumer and one f2muly — Evaluation acrivides by
~ Tachnical assistance marerials, member 10 NIMH CS? learing consumers/family members
— Produce video newslerers. canferencs. — Double the aumber of family and
- OCA o dissemninare grant — Prowide 2 starewida Tanmgs <onsumers rapresentad on state
announcements and promote in grant wniting 2ad find raising. and local advisory governing and
grant development. — Provide maining 1n boardsmanship management boards.
~— Make referrals 10 mentai consumers and amulfiss. — Demonstrate reasonable
health boards. accommodagon s, Americans
With Disabilines Act
_ Other.
If Other, Lise:

7. A: What services of the OCA listed above have vou used or tried to use? (U for used T for tried)
B: For each service used which describes how satisfied vouare. (ask for all Uor T except I-
800 & Compater Bulletin Board System)

l 2 3 4 5
notatall  mosdy neurral  mostly very
satistied not satisied  satisfied

satisfied
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8. Whatdo you know about the Ad-hoc Commires? (check for knowledge)

~Nothing — AHCAC © raport 0 Stare MK ~— AHCAC w0 monitor P.L. 99-
— [dentfy technical assistance Advisory Commitree. 660 Consumes/Famly
needed to impact MH ~AHCAC © provida TA 10 secuon implementdon.
change peers. MH Centers, Advocacy ~— AHCAC o recommend changes
— Build peer support and Groups every month. o P.L. 99-660 sute
advocacy groups. — Compile Speakers List of’ implementanon pian.
— AHCAC nerworking consumers and family advocates, — Promote consumer invoivement
acgvites. make recommendations to on biennial regional planning.
. Publish resultssarticles in conferences and seminars. — AHCAC 1o serve as referral
N : —AHCAC o establish [saming source for members of
— Leadership semmars for goals. community MH boards.
AHCAC. — AHCAC w© evaiuare raining . Others.
experiences.
If Other, List:

(9) If knowledge and use of 1-800 is evident: (if not skip to #15)
9. How did you find out about the 1-800 phone line?

10.  Wharare the kinds of reasons have vou contacted the Office of Consumer Affairs by phone?
(Read question, get answers, clarify categories and fill in subjects number for category)
— information
— referral
— complaint/nesd for advocate from the Office of Consumer Affairs
—other

If Other, List:

7 . fetjad? i 2 3 4 b
tl. Were you satistied? notatall  mostly neuwal  mosty very
satisiied not sadsfied  sadsfied
satisfied
12 Why?

13.  What role has access to the 1-800 Otfice of Consumer Affairs phone line plaved in vour life?

1+, What changes would you make with the way the Office of Consumer Afairs handles the 1-800
calls to make the line more helpful?
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(15) If knowledge and use of Computer Bulliten Board System is evident:(if tried skip to #21 if no
skip to #27)
15.  Howdid vou find out about the Computer Bulletin Board Svstem?

16.  What features did vou use the most?
— Mail Room — Read Topic Areas
— Document Downloading ___Other If other list:

17.  What features did you find easiest to use?

— Mail Room — Read Topic Areas
— Document Downloading . Orher If other list:
Comments:

18.  What role has the Computer Bulliten Board System played in vour life?

19.  What changes would you make with the Computer Bulliten Board System to make it more
helpful?

20.  Were vou satisfied?

1 2 3 4 5
notatall mosdy neumal mosty very
satsfied not satisfied  satsfied
satisfied
If tried:
21.  What kept you from using the Computer Bulliten Board System successfullv?
— BBS was not operating — Lack of compurer access
. Information not useful — Lack of technical assistance to log on

_ Difficult format _Other If other list:
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What are the 3 most important things the Office of Consumer Affairs Computer Bulliten Board
System could do for you? (Raauk 1,2,3 1=most important: don’t read to prompt but after
answer make sure you clarify, then rank for importance ok for more if first 3 are ranked)

— Help me keep in touch with consumers. family members
— Give me information about other Consumer activides
_ Give me information about State Mental health division
— Don't know

Other

health division rather than being run by consumers from within the division what impact do you
believe this would have?

Why?

If the computer bulletin board system was contracted out to a consumersgroup outside the mental

— Yes __ No: Would you be in favor of contracting out the Computer Builiten Board System?
Why?

Year
hoc Committee?

Month: When did you first find out about Office of Consumer Affairs, Ad-

How much has your life been impacted by the work of the Office of Consumer Affairs or Ad-hoc
Commirtee?
1 2 3 4 ]
notatall hardly moderate a ds;ood greatly
agy  amount eal

How? In what ways?

— ves _no: Has the life of any one individual vou know been impacted? (if ves how many?)
How? In what wavs?
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—Yes__no:  Has any organization or group of people that vou know of been impacted by the
work of the Office of Consumer Affairs or Ad-hoc Commirtee? (if yes which
ones?)

34. How? In what ways?

535.  The Office of Consumer Affairs was created and placed in the state mental health division
so that it could accomplish 3 things: 1) have a consumer ear and voice in the day to day workings of
the mental health division: 2) promote consumer representation at the mental health division by
communicaring with other consumers, promoting placement of independent consumers and advocates
on boards and policy making bodies at the state and local levels; and 3) help develop consumer
communication, advocacy, and independence around Washingron by serving as an information, referral
and waining resource. These are the purposes of the 1-800 information and referral phone line, the
resource library, the computer bulletin board svstem, and the Ad-hoc Committee.

36.  How important do vou believe this function is to mental health services in our state and
particularly to consumers?

I 2 3 4 5
not at mosdy somewhat  mostly . very
Coall . not imporant  imporant tmporrant
important important
537 Why?
38. —Yes__no Isthere aneed for full time consumer representarion at the Mental Health

Division? Why? or Why not?

39.  If yes to 38: What should this look like? (Staff structure, locarion?)

39b.  (If yes to 38) What kind of role should consumers have in hiring their representatives at the state
mental health division level?
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41.

45.

46.
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(If yes to 38) Whar kind of role should consumers have in supervising these representatives?

What other ways could Washington accomplish the goals of the Office of Consumer Affairs and
Ad-hoc Committee?

What would you most like to see the Office of Consumer Affairs doing?

What would vou most like to see the Ad-hoc Commirtee doing?

What would vou like t0 ses happen as a result of these efforts”

What is the most helpful thing the Office of Consumer Affairs could accomplish?

What is the most helpful thing the Ad-hoc Committes could accomplish?

Given what vou know about the Office of Consumer Affairs and Ad-hoc Committee, consumers
and State mental health services, what do vou expect to see the Office of Consumer Affairs
accomplish?
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48.

49.

73
o

(¥]
—
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What do you expect of the Ad-hoc Commitres?

Are there harmiul things that could come from the Office of Consumer A ffairs? (If ves then:)
What are the most harmful things that could come from the Otfice of Consurner Affairs”

Are there harmtul things that could come from the Ad-hoc Consumer Affairs Advisory
Committee? (If ves then:) What are the most harmful things that could come from the Ad-hoc
Commirtee?

How do vou see the relarionship of consumers with: (Read with each item followed by the
scale starting with “mostly negative with conflict” then “somewhat negative” etc.)

Use with 30
_ L. their own families I 2 3 N 5
— 2. family advocate groups mosty somewhar neurdl somewhat  verv
— 3. consumer advocacy groups negatve.  negauve posmve  posidve,
— 4. mental health service providers wiconlict Gooperanve

What would vou like to ses the Office of Consumer Affairs and Ad-hoc Committes doing about
these relationships?

Do vou feel the Office of Consumer Affairs is successfill? (skip if no knowledge of Office of
Consumer Affairs go to 455) :

1 2 3 4 5
not at all mostly npeutral mosdy very
successtul not successtul sucsassful
successful

What do you feel have been the greatest successes?
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56.

58.

59.
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Have there been failures? (If yes) What are they?

If yes: How? Whar makes it successful?  S4. If no: What would it take to make it
successful?

Are there any other ways the Office of Consumer Affairs can be improved? (If no knowledge of
Office read: Based on our conversation so far and what vou now know about the Office of
Consumer affairs are there any other ways the Office can be improved?)

Do vou feel the Ad-hoc Committee is successtul” (skip if no knowledge of Ad-hoc Committee
skip to #58)

1 2 3 4 5

- 2
not av alf mostly neutral mostly very
successful aot successful successful
successful

How could the Ad-hoc Committee be improved?

The office of consumer affairs grant will run out during this coming vear. Closing the office
rather than continuing its funding is being considered. What impact do you believe that closure
of the office would have?

—Yes _no Do you feel it should be closed?
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Why?

Do vou know another consumer who wouild disagree with vour overall views regarding the
Offics of Consumer Affairs and Ad-hoc Commirtee? This will help us get the widest range of
:'iews fgr further research about this. If these people are contacted we will not use your oame.
Names?

Do vou know any other pcop[e/groviders, family members or someone else who would disagree
with vou about this? This will kelp us get the widest range of views for further research about
this. If these people are contacted we wll not use your name. Names?

I have just a couple of very quick questions left. The answers will help us make sure we have the
biggest number of different kinds of people represented in this study.

63a. vears months How long have vou besn receiving mental health services no mater
where vou have lived?

63b. ____years___months How long have vou been receiving mental health services in
Washington?

64.  I'm going to read a list of services sometimes recsived by consumer of mentai health services.
Would you please tell me what services you are receiving as I read them?

— Maedicanon — Pad parr time empicvruent . Transportation

_ Counseling . Parenung Classes — Food Stamps

. Day TreamenuClub-House — Vocarional Sugport — AFDC

. Family Therapy — Housing Individual'Group 581

__ Paid full ime smpiovment — Medical Coupons — Case Management

—Supporred Employment . Other

If Other List:

63. What is the highest level of education vou have artained”

66. Your date of birth (monthdavivear:

67. What is your ethnjc group (race)?

68.  Any questions?

69. (Time Finish: ______ )
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Advocacy Group Member
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AMI, WAMI - Family Advocacy Group Member Interview (Circle one)

Code: __ Number Imerviewer ________ Agency. Date Time Start
—_ Phone Face to Face
Read Consent

1. Female Male (circle one)

2 —.ves __no: Have vou heard of the Office of Consumer Affairs?

3. —_.ves __no: Have you heard of the Ad-hoc Consumer Affairs Advisory Commitree?
4. If ves to 2 and 3 skip to # 6/7, If no to either 2 or 3 read the following:

The Office of Consumer Affairs was created in October 1992 in the mental health division and has been *
statfed by Marianne Neff-Daniels, Jon [hler, Nanc Donigan, Chris Wilde, Yvonne Britt and supervised
by David Hanig. Many of the staff are mental health consumers. Collectively the Office of Consumer
Affairs was meant to provide information and referral services for consumers. provide a voice for
consumers on the state level, promote consumer networking around the state and increase consumer
employment and participation on mental heaith decision making bodies. The Otfice of Consumer

Affairs has also put together a group of consumers trom around Washington that meet every other

month and carry out projects in their home communities. This group is called the Ad-aoc Consumer
Affairs Advisory Committes.

3. —Yes __no (if no skip to question 35) Does this information bring anything 1o mind about
what vou might have heard about these people or the Office of Consumer Affairs or Ad-hoc
Consumer Affairs Advisory Comminee?

6. What do vou know about the Office of Consumer affairs? (check for knowledge)
—~ 1-300 wnrormarion caferral teiephone — [denuiv consumer as speakers — Otfer sturewids gamung confarence
line. universiges. schoois and communites. 0 promote consumar

—. 1-300 complaint telephone line. - Teleconferencing with national groups. employment in the menraj health
— Compurer bullean board. — Coordinate prasentarions 0 MH system.
~ Create Consumer Advisory conferences/mesnngs r2 consumer — Evaiuanon acivizes by consumers

Sub-commuttes { AHCAQ) smployment in the MH system. family mempers
— Cleanng housz library funcdon. — Incorporate OCA ino MH Div. — Double the number of Zarmuly and
—~ Produce informanonal materials. — Send one consumer and one family consumers rzprasamed on state
. Technucal assistancs matenais. member o NDMH CSP leaming and local advisory governing and
 Produce video newslerners. conferencs. managsment boards,
— OCA o dissemunara grant — Provide 2 suarewade trainings . Demenstrate re2sonabie

announcements and promote in grant wriang and fund raising. accommodanon 1.2.. Aman

grant deveiopment. — Provide maung n boardsmanship w With Disabilines Acz
~— Make refarrais 0 mental consumers and fanuiies. — Other.

health boards. — Two major :schrucal assistance acuvides

events products per vear.

If Other, List:

7. A: What services of the Office of Consumer Affairs listed above have vou used or tried to use? U
for used T for tried)
B: For each service used which describes how satisfied you are. (ask forall Cor T
except 1-800 & Computer Bulliten Board System)

1 2 3 4 5
gotatall  mostly neumal  mostly very
sadsfied not satstied  sadstled

satistied
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8. What do vou know about the Ad-hoc Commirte2? (check for kmowledge)

—Nothing — AHCAC to report 0 Stare MH — AHCAC w monitor P.L. 99-
— [dennty technical assistance Advisory Comminze. 660 Consumer/Family
needed to impact MH — AHCAC w provide TA 1o section implementasion.
system change peers, MH Centers, Advocacy — AHCAC w recommend changes
— Build peer supporr and Groups every month. to P.L. 99-660 state
advocacy groups. — Comptle Speakers List of implementation plan.
— AHCAC nerworking consumers and family advocates, — Promote consumer involvement
actvides. make recommendarions o oa biennial regional planning.
— Publish results/articles in conterences and seminars. — AHCAC 1o setve 1s referral
< 3 — AHCAC to estadlish learning source for members of
_ Leadership semunars for goals. community MH boards.
AHCAC. ~— AHCAC 1o evaluate training . Others.
experiences.

If Other, List:

(9) If knowledge and use of 1-800 is evident: (if not skip to #15)
9. How did vou find out about the 1-800 phone line?

10.  Whar are the kinds of reasons have vou contacted the Office of Consumer Affairs by phone?
(Read question, get answers, clarify categories and fill in subjects qumber for category)

_ informarion

__referral

— complaint/need for advacate from the Office of Consumer Affairs

. other
If Other. List:

. : G} 4 2 3 4 5
[1. Were you satisfied? potatall mosidy neural  mosdy very
satisfied not satisfied  sadsfied
satistied

12. Why?

13.  What role has access to the 1-800 Office of Consumer Affairs phone line played in your life?

4. What changes would you make with the way the Office of Consumer Affairs handles the 1-800
calls to make the line more helpful?
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(15) If knowledge and use of Computer Bulliten Board System is evident:(if tried skip to #21 if no
skip to #27)
15.  Howdid vou find out about the Computer Bulletin Board System?

16.  What features did vou use the most?

— Mail Room — Read Topic Areas
— Document Downloading — Other If other list:

17.  What fearures did vou find easiest to use?

—— Mail Room ~— Read Topic Areas
—— Document Downloading — Other If other list:
Comments:

18.  What role has the Computer Bulliten Board Svstem piayed in your life?

19.  What changes would vou make with the Computer Bulliten Board System to make it more
helpful?

20.  Were vou satisfied?

1 2 3 4 5
notatail mosdy neural mostdy very
sadsfied not saustied  sadsfied
satisfied
If tried:
21 What kept vou from using the Computer Bulliten Board Svstem successfully?
~ BBS was not operating — Lack of computer access
_ [nformation not useful — Lack of technical assistance to log on

 Difficult formar _ Other [f other list:
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What are the 3 most important things the Office of Consumer Affairs Computer Bulliten Board
System could do for vou? (Rank1,23 1= most important: don’t read to prompt but after
answer make sure you clarify, then rank for importance ok for more if first 3 are rapked)

— Help me keep in touch with consumers, family members
— Give me information abour other Consumer activities

— Give me information about State mental health division
—Don't know

. Other

If the computer bulletin board system was contracted out to a consumer/group outside the mental
health division rather than being run by consumers from within the division what impact do you
believe this would have?

Why?

2

— Yes __ No: Would you be in favor of contracting out the Computer Bulliten Board Svstem?
Why?

Year Month: When did you first find out about Office of Consumer Affairs, Ad-
hoc Committee?
How did vou find out?

How much has your life been impacted by the work of the Office of Consumer Affairs or Ad-hoc
Commintes?
4 5

L 2 3
notatall bardly moderate agood greaty
any  amount deal

How? In what ways?

—ves _no: Has the life of any one individual yvou know been impacted? (if ves how many?)
How? [n what ways?
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—VYes_no:  Has any organization or group of people that vou know of been impacted by the
work of the Office of Consumer Affairs or Ad-hoc Commires? (if ves which
oaes?)

34.  How? In what ways?

35.  The Office of Consumer Affairs was created and placed in the state mental health division
so that it could accomplish 3 things: 1) have a consumer ear and voice in the day to day workings of
the mental health division; 2) promote consumer representation at the mental health division by
communicating with other consumers, promoting placement of independent consumers and advocates
on boards and policy making bodies at the state and local levels; and 3) help develop consumer
communication, advocacy, and independence around Washington by serving as an information, referral,
and training resource. These are the purposes of the 1-800 information and referral phone line, the
resource library, the computer bulletin board system, and the Ad-hoc Committes.

36.  How important do vou believe this function is to mental health services in our state and
particularly to consumers?

1 2 3 4 5
not at mostly somewhar mosdy . overy
all not important  imporant tmportant
imporzant important
37 Why?
38. _ves__no Isthere a need for full time consumer representation at the Mental Health

Division? Why? or Why not?

39. K yes to 38: What should this look like? (Staff structure, location?)

39b.  (If yes to 38) What kind of role should consumers have in hiring their representatives at the state
mental health division level?
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(If yes to 38) What kind of role should consumers have in supervising these representanves?

What other ways could Washington accomplish the goals of the Office of Consumer Affairs and
Ad-hoc Committes?

What would you most like to see the Office of Consumer Affairs doing?

What would vou most like to see the Ad-hoc Committee doing?

What would vou like to see happen as a result of these efforts?

What is the most helpful thing the Office of Consumer Affairs could accomplish?

What is the most helpful thing the Ad-hoc Committee could accomplish?

Given what you know about the Office of Consumer Affairs and Ad-hoc Committee, consumers
and State mental health services, what do vou expect 1o see the Office of Consumer Affairs
accomplish?
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What do vou expect of the Ad-hoc Committee?

Are there harmful things that could come from the Office of Consumer Affairs? (If yes then:)
What are the most harmful things that could come from the Office of Consumer Affairs?

Are there harmful things that could come from the Ad-hoc Consumer Affairs Advisory
Committee? (If yes then:) Whar are the most harmful things that could come from the Ad-hoc
Commuittee?

How do vou see the relationship of consumers with: (Read with each item followed by the
scale starting with “mostly negative with conflict” then “somewhat negative” etc.)

Use with #30
_ L. their own families ! 2 3 M s
_ 2. family advocate groups nm"’?‘i s:m”fﬁ” neuwal s‘;:; ?m”“e’“ V":e‘
— 3. consumer advocacy groups w,u,g ndict ¥ wop‘emive
_—+. mental health service providers

What would you like to see the Office of Consumer Affairs and Ad-hoc Committee doing about
these relationships?

Do vou feel the Office of Consumer Affairs is successful? (skip if no knowledge of Office of
Consumer Affairs go to #55)

13 2 5 4 3
not at all mostly neutral mostly very
successful not succassful successful
successful

What do vou feel have been the greatest successes?
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Have there been failures? (If yes) What are they?

If yes: How? What makes it successful? 54.  Ifmo: What would it take to make it
successful?

Are there any other ways the Office of Consumer Affairs can be improved? (If no knowledge of
Office read: Based on our conversation so far and what vou now know about the Office of
Consumer affairs are there any other ways the Office can be improved?)

Do you feel the Ad-hoc Committee is successful? (skip if no knowledge of Ad-hoc Committee
skip to #58)

1 2 3 4 5
nor at all mostly aeutral mostly very
successtul not successtul successful
successful

How could the Ad-hoc Committee be improved?

The office of consumer affairs grant will run out during this coming vear. Closing the office
rather than continuing its funding is being considered. Whar impact do you believe that closure
of the office would have?
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—yes__no Do you feel it should be closad?
Why?

Do vou know another consumer who would disagres with vour overall views regarding the
Office of Consumer Affairs and Ad-hoc Committee? This will help us get the widest range of
X}ews fgr further research about this. If these people are contacted we will not use your name.
~Names:

Do vou know anv other people/providers, family members or someone else who would disagree

with vou about this? This will help us get the widest range of views for further research about
this. {f these people are contacted we will not use your name. Names?

I have just a couple of very quick questions left. The answers will help us make sure we have the
biggest number of different kinds of people represented in this study.

63. _years__months How long have you besn associated with a family advocacy group?
64.  __ves, _no: Do you have a family member receiving mental health services? (Ckeck all that
apply)  _ Spouse _ Child __Parent _ Yourself _ Other
65a. _vears _months  How long has your family member been receiving mental health services
no matter where they have lived?
63b. _vears __months How long have you been receiving mental health services no marter where
they have lived?
65c. _years _months  How long has your family member been receiving mental health services
in Washington?
65d. _vears _months  How long have vou been receiving mental health services in Washington?
66a. (If subject is a consumer) I’m goint to read a list of services sometimes received by consumers
of mental health services. Would you please tell me what services vou are receiving as [ read
them? - -
— Medication — Paid part ame 2mploymem — Transporation
— Counseling — Parenting Classes . Food Stamps
— Day TreammentClub-House . Vocarional Support —_AFDC
—. Family Therapy — Housing IndividualiGroup _Sst
— Pad full nme employment — Medical Coupons _ Case Manaagement
Supported Emplovment . Other

If Other List:
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66b.  (If subject has a family member who is a consumer) ['m going to read a list of services
sometimes received by consumers of mental health services. Would vou please tell me what
services your family member is receiving as I read them?

— Medicagon — Paid part ame empleyment . Transportanon

—. Counseling . Parenting Classes . Food Stamps

« Day TreamneauClub-House — Vocanonal Suppont __AFDC

— Family Therapy — Housing Individual:Group __SsI

— Pad full dme empiovment — Medical Coupons _. Case Management
.Supported Employment — Other

If Orther List:

67a (If subject is a consumer) What Service Agency do you receive services from?

67b. _________ (If subject has a family member who is a consumer) What Service Agency
does your family member receive services trom?

68. What is the highest level of education attained by vour
family member? (If subject has a family member who is a consumer}

68. What is the highest level of education attained by vou?

69. What is your date of birth (month/dayryear)?

69b. ________ Wharis the date of birth (monthidayrean) of vour family member?

70a. What is the ethnic group trace) of vour family member? (If family member is
a consumer)

70b. ____________ Whatis your ethnic group (race) of your familv member?
71.  Any questions?

72. (Time Finish: _______ )
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Ad-hoc Consumer Affairs Advisory Committee Member
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Interview: Ad-hoc Consumer Affairs Advisory Committee Member

Code: ____Number Interviewer Agency. Date Time Start
— Phone Face to Face

Read Consent

1. Female Male (circle one)

2. — Current __ Former member of Ad-hoc Committes?

3. How long have you been a member on the Ad-hoc Consumer Affairs Advisory

Commirtes? or, From when to when?

4. What do vou know about the Office of Consumer affairs? (check for knowledge)
— [denury consumer as speakers - Two major technical assiscance

me. uuversities, schoois and communities. acuvines events producss per
e 1-800 complaimnt telephone line. — Teleconterencing with national groups. vear.
— Compurer bullenn board. — Coordinate presentations o MH - Offer starewide rammg conference
— Create Consumer Advisory conferences/meetngs re consumer 10 promote consumer
Sub-comrmuttae (AHCAC) employment in the MH system. smployment in the menml health
— Cleanng house library fimction. — [ncorporare OCA imo MH Div. svstem.
— Produce informagonal marerials. — Send one consumer and one family — Evaluanon acavites by
. Techmeal assistance matarials. member 10 NIMH CSP leamng consumers,/family members
— Produce video newsierters, conterence. ~ Double the sumber of family and
— 0CA 0 dissemunare grant — Provide 2 statewide mainings consumers representad on state
announcements and promote in grant writing and fund raising. and local advisory govemning and
grant development. — Provide wraining in boardsmanship to management boards.
— Make referrals o mental consumers and families. — Demonstrate reasonable
health boards. accommodanon i.2., Amenicans
With Disabilides Act.
o Othar.

If Other, List:

e

5. A:What services of the Office of Consumer Affairs listed above have vou used or tried to use? (U

for used T for tried)

B: For each service used which describes how satisfied you are. (askforall UorT
except 1-800 & Computer Bulliter Board System)

9

2 3
notatall mostly neural  mostly
sadsfied not satisfied

satstied

satistied
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6. What do you know about the Ad-hoc Committee? (check for knowledge)

—Notung — AHCAC 1o report to Stare MH — AHCAC 0 momrar P.L. 99-
— [denniy techmcal assistance Advisory Committee. 660 Consumer:Family
nesded o0 impact MH — AHCAC o provide TA 0 section implementation.
System change peers, MH Centers, Advocacy — AHCAC w0 recommend changes
— Buid peer support and Groups every month, o P.L. 99-660 staze
advocacy groups. — Compile Speakers List of implementation plan.
— AHCAC nerworlang consumers and family advocates, . Promote consumer involvement
acuviges. make recommendations o on biennial regional planning.
 Publish resuits:armicles in conferencas and seminars. —AHCAC o serve as referral
NETWORK NEWS, — AHCAC w0 establish leamning source for members of’
— Leadership seminars for goals. community MH boards.
. AHCAC. - AHCAC to evaluate training -
experiences.
If Other, List:

(7) If knowledge and use of 1-800 is evident: (if not skip to #13)
7. How did you find out about the 1-800 phone line?

8. What are the kinds of reasons have you contaczed the Office of Consumer Affairs by phone?
(Read question, get answers, clarify categories and fill in subjects number for category)
— information
_referral
— compiaint/need for advocate from the Office of Consumer Affairs
— other

If Other, List:

. : o 1 2 3 4 3
S Were you satisfied? notatall mostly nenwal mosty very
: satisfied not sadsfied  satsfied
satistied
10.  Why?

11. What role has access to the 1-800 Office of Consumer Affairs phone line played in your life?

12. What changes would vou make with the way the Office of Consumer Affairs handles the 1-800
calls to make the line more helpful?
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(13) If knowledge and use of Computer Bulliten Board System is evident:(if tried skip to #19 if no
skip to #25)

153. Howdid vou find out about the Computer Bulletin Board System?

14, What features did vou use the most?
— Mail Room —— Read Topic Areas
— Documenr Downloading — Other If other list:

15.  What features did you find easiest to use?
—— Mail Room — Read Topic Areas
— Document Downloading — Other If other list:
Comments:

16.  What role has the Computer Bulliten Board System played in vour life?

17.  What changes would vou make with the Computer Bulliten Board System to make it more
helpfui?

18.  Were vou sarisfied?

1 2 k] 4 5
notatall mostty neural mostly very
satisfied not satisfied  satisfted
satisfied
If tried:
19.  What kept you from using the Computer Bulliten Board System successfully?
— BBS was not operating - Lack of computer access
— Information not useful — Lack of technical assistance to log on

- Difficult format _ Other If other list:
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~7.
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What are the 3 most important things the Office of Consumer Affairs Computer Bulliten Board
System could do for vou? (Rank 123 1= most important: don’t read to prompt but after
answer make sure you clarify, then rank for importance ok for more if first 3 are ranked)

— Help me keep in touch with consumers, family members
— Give me informarion about other Consumer activities

— Give me information about State mental health division
_. Don't know

Other

If the computer bulletin board system was contracted out to a consumer/group cutside the mental
health division rather than being run by consumers from within the division what impact do vou
believe this would have?

Why?

— Yes _ No: Would you be in favor of conmracting out the Computer Bulliten Board System?
Why?

—— Year ___ Month: When did you first find out about Office of Consumer Affairs,
Year ____Month Ad-boc Committes?

How did vou find out?

How much has your life been impacted by the work of the Office of Consumer Affairs or Ad-hoc
Commirtes?
1 2 3 4
notatall hardly moderate agood greaty
any” amount

How? In what ways?

—ves _no: Has the life of any one individual vou know been impacted? (if ves how many?)
How? In what ways?



32

[¥7)
!uJ

171

~Yyes_no:  Has any organization or group of people that vou know of besn impacted by the
work of the Office of Consumer Affairs or Ad-hoc Committee? (if yes which
ones?)

How? I[n what ways?

What have vou been abie to accomplish in vour community or for consumers as a result
of your membership on the Ad-hoc Committee?

What is your evaluation of the training experiences that vou have received through Ad-hoc
Committee?

. isfied? 1 2 3 4 5
Were you satisfied? notatall mostty neurel  mostly very
satisfied not satisfied  satisfied

sadsfied

Of the training tha has been provided for vou through Ad-hoc Committes what has been most
valuable?

How could training be improved?

What have you observed the Ad-hoc Committee do during the time vou have been on the Ad-hoc

Commiree?
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39.  The Office of Consumer Affairs was created and placed in the state mental health division
so that it could accomplish 3 things: 1) have a consumer ear and voice in the day to day workings of
the mental health division; 2) promote consumer representation at the mental health division by
communicating with other consumers, promoting placement of independent consumers and advocates
on boards and policy making bodies at the state and local levels; and 3) help develop consumer
communication, advocacy, and independence around Washington by serving as an information, referral,
and waining resource. These are the purposes of the 1-800 information and referral phone line, the
resource library, the computer bulletin board system, and the Ad-hoc Commirtee.

40.  How important do vou believe this functon is to mental health services in our state and
particularly to consumers?

1 2 3 4 5
not at osdy somewhar  mostly very
all important  important imporent

. not
imporant  importamt
41. Why?

.

42.  _ves_no Isthere aneed for full time consumer representation at the Mental Health
Division? Why? or Why not?

432 If yes: What should this look like? (Staff structure, location?)

43b.  (If yes to 42) What kind of role should consumers have in hiring their representatives at the state
mental health division leve]?

43c.  (If ves to 42) What kind of role should consumers have in supervising these representatives?

+.  What other ways could Washington accomplish the goals of the Office of Consumer Affairs and
Ad-hoc Committee?
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48.

49.

51
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What would vou most like to see the Office of Consumer Affairs doing?

What would you most like to see the Ad-hoc Committee doing?

What would you like to see happen as a result of these efforts?

What is the most helpful thing the Office of Consumer Affairs could accomplish?

What is the most helpful thing the Ad-hoc Committee could accomplish?

Given what vou know about the Office of Consumer Affairs and Ad-hoc Committee, consumers
and State mental heaith services, what do vou expect to see the Office of Consumer Affairs
accomplish?

What do vou expect of the Ad-hoc Committes?

Are there harmful things that could come from the Office of Consumer Affairs? (If yes then:)
What are the most harmful things that could come from the Office of Consumer Affairs?
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Are there harmfil things that could come from the Ad-hoc Consumer A ffairs Advisory
Commitee? (If yes then:) What are the most harmful things that could come from the Ad-hoc
Commirntee?

How do you see the relationship of consumers with: (Read with each item followed by the
scale starting with “mostly negative with conflict” then “somewhat negative” etc.)

. ) Use with #54
— L. their own families
— 2. family advocate groups ! 2 3 4 ]
— 3. consumer advocacy groups mostly  somewhar neumal somewhat  very
~ 4. menmal health service providers m g postie m

What would you like to see the Office of Consumer Affairs and Ad-hoc Committes doing about
these relationships?

A

What role has interpersonal conflict piaved in the development and course of the Office of
Consumer Atfairs and the Ad-hoc Committes?

Do you feel the Office of Consumer Affairs is successfil?

{ 2 3 4 5
not ar ail mostly neutral mostdy very
successful not successful successful
successful

What do you feel have been the greatest succasses?

Have there been failures? (If ves) What are they?
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66.

67.
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If yes: How? What makes it successful?  60. If no: What would it take to make it
successful?

Are there any other ways the Office of Consumer Affairs can be improved?

Do you feel the Ad-hoc Committee is successtul?

L 2 3 4 5
not at all mostly neurral mosty very
successtul not successful successful
successful

How could the Ad-hoc Committee be improved?

The office of consumer affairs grant will run out during this coming year. Closing the office
rather than continuing its funding is being considered. “What impact do vou believe that closure
of the office would have?

~ves _no Do vou feel it should be closed?
Why?

Do vou know another consumer who would disagree with vour overall views regarding the
Office of Consumer Affairs and Ad-hoc Committee? This will help us get the widest range of
X‘iews fgr further research about this. If these people are contacted we will not use your name.
Names’
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68. Do vou know an‘KIgther people‘providers, family members or someone else who would disagree
with vou about this? This will ﬁelp us get the widest range of views for further research about
this. If these people are contacted we will not use your name. Names?

I have just a couple of very quick questions left. The answers will help us make sure we have the
biggest number of different kinds of people represented in this study.

69a. vears months How long have vou been receiving mental health services no marter
where vou have lived?

69b. ___vears____ months How long have you been recsiving mental health services in
Washingron?

70.  I'm goint to read a list of services sometimes received by consumer of mental health services.
Would vou please tell me what services you are receiving as [ read them?

— Medicarion ~ Paid parr ime employment — Transportation

. Counseling — Parenting Classes — Food Stamps

. Day Treatmnenv'Club-House — Vocartional Supporr _AFDC

. Family Therapy ~ Housing Individual/Group _.SSI

— Paid full ame emplovment - Medical Coupons — Case Management
—Supported Emplovment . Cther

If Other List:

71 What is the highest level of education you have artained.
72. What is your date of birth? (month/dayivear)

73.  Any questions?

74 (Time Finish: _____ )



177
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Interview: (Menral Health Division Staff)

Code: __ Number Interviewer Agency. Date Time Smart
—__Phone ___ FacetoFace

Read Consent

L. Female Male (circle one)

2. —— When did vou first hear of the Office of Consumer Affairs that has been staffed by Jon
Ihler, Nancy Donigan, Yvonne Britt, Chris Wilde, Marianne Nerf-Daniels, and
supervised by David Hanig?

v

—_ves __no: Have you heard of the Ad-hoc Consumer Affairs Advisory Committee?

4. What do vou know about the Office of Consumer affairs? (check for knowledge)

— 1-800 information referrai telephone — [dentify consumer as speakers w — Two mayor :echmucal assistance
line. universities, schools and communides. acxvines events products per
— 1-800 complaint telephone line. — Teleconferencing with nanonal groups. year.
— Computer bullenn board. — Coordinate presentanans o MH — Otfer starwade wraining conference
— Create Consumer Advisory conferences/meetings re consumer m promote consumer
Sub-comminee (AHCAQ) employment in the MH system. amgioyment in the mental health
— Cleanng house librarv tuncton. — Incorporate OCA ino MH Div. svsam,
—~ Produce informanonal materiais, — Send one consumer and one famly — Evaluaton acuvides by
— T2chnical assistance matenals. member to NIMH CSP lzaming consumers; famuily members
_ Produce video newslerters. conference, — Double 2 aumber of family and
— OCA o disseminate grant — Provide 2 statewide mainings consumers represented on state
announcements and promote in grant writing and fund raising. and iocal advisory goveming and
grant development. — Provide raining in boardsmanship o managament boards.
— Make referrals 1o mental consumers and farailiss. . Demonstze reasonable
health boards. accommodanon Le., Americans
Witk Disabilines Act
. Other.
If Other, List:

5. A: What services of the Office of Consumer AfTairs listed above have vou used or tried to use? U
for used T for tried)
B: For each service used which describes how satisfied vou are. (ask forall Cor T except 1-
800 & Computer Bulliten Board System)

I 2 3 4 5
notatall mostly neutwal  mosty very
satisfied not sansfied  satisfied

satisfied
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6.  What do you know about the Ad-hoc Committee? (check for knowledge)

—Nothing
— [denaiy rechnical assistance
needed to impact MH

system change

— Build peer support and
advocacy groups.

— AHCAC nerworking
acuvities.

— Publish results/artcies in
NETWORK NEWS,

— Leadership semumars for
AHCAC.

If Other, List:

~AHCAC 0 report to Seate ME
Advisory Comrmuttee,

~ AHCAC o provide TA w0
peers. MH Canrers, Advocacy
Groups every month.

~ Compile Speakers List of
consumers and family advocates.
make recommendacons ro
conferences and seminars.

~ AHCAC to esmblish leaming
goals.

— AHCAC o avaluate raining
experiences.

*(7) f knowledge and use of 1-800 is evident: (if not skip to #12)
7. How did you find out about the 1-800 phone line?

—AHCAC 0 monitor P.L. 99-
660 Consumer;Family
secdon implementanon.

— AHCAC 10 recommend changes
© P.L. 99-660 stare
impiementztion plan.

. Promote consumer involvement
on biennjal regional planning.

— AHCAC 0 serve as referral
source for members of
community MH boards.

. Others.

8. What role has the 1-800 information and referral phone line at the Office of Consumer Affairs
played in how you conduct your job?

9. Are you satisfied with its performancs?

10,  Why?

l 2 3
notatall mosdy neurral
saustied not

sadsfied

5

4
mosty very .
sadsfled  satistied

1. What changes would you make with the way the Office of Consumer A ffairs handles the 1-800
calls to make the line more helpful?

(12) Ifknowledge and use of Computer Bulliten Board System is evident:(if try, skip to #18 if no,

skip to #19)

2. How did vou find out about the Computer Bulletin Board System?
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15.  What fearures did vou use the most?

— Mail Room — Read Topic Areas
— Document Downloading —. Other If other list:

14.  Whart teamures did you find easiest to use?

— Mail Room —— Read Topic Areas
—~— Documesnt Downloading . Other If other list:
Comments:

What role has the Computer Bulliten Board System played in your carrying out your job?

16.  What changes would you make with the Computer Bulliten Board System to make it more

helpful?
17.  Are you satsfied? 1 2 3 4 5
notatall mostly neumal mostly very
satsfied not satistied  sadsfied
. satisfied
If tried:
18.  What kept you from using the Computer Buliten Board System successfully?
— Compurer Bulliten Board System was not operating _ Lack of computer access
_ Informadon not useful — Lack of technical assistance to log on
_ Difficult format _ Other [f other list:

19.  What are the 5 most important things the Office of Consumer Affairs Computer Bulliten Board
System could do foryou?  (Rank 1.2,3 1= most importaat: don’t read to prompt but after
answer make sure vou clarify, then rank for importance ok for more if first 3 are ranked)

— Help me keep in touch with consumers, family members
_. Give me information about other Consumer activites

— Give me information about State mental health division
. Don't know

_.Other [f other list:

20.  Ifthe computer bulletin board system was contracted out to a consumer:group outside the mental
heaith division rather than being run by consumers from within the division what impact do vou
believe this would have?

21 Why?



9
v

-

2s.

26.
27.
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— Yes __ No: Would you be in favor of contracting out the Computer Bulliten Board System?

How much has your job been impacted by the work of the Office of Consumer Affairs or Ad-hoc
Committee?
L 2 3 4 5
How? In what wavs? not at all hardly moderate a good greatly
- any  amount eal

—yes _no: Has the life of any one individual vou know been impacted? (if yes how many?)
How? In whar ways?

—Yyes_no: Has any organization or group of people that vou know of been impacted by the
work of the Office of Consumer Affairs or Ad-hoc Committee? (if ves which
ones?)

How? In what ways?

One issue that was of concem in the starting of the Office of Consumer Affzirs was how well
staff members would be received into and function in the mental health division. How have the
Office of Consumer Affairs staff fit in? How well have they been received? What are vour
reflections on this issue?
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31.  How much direct contact with Office of Consumer Affairs persons have you experienced?

1 2 3 4 5
notarall hardly moderate agood alot
any  amount deal

32.  The Office of Consumer Affairs was created and placed in the state mental health division
so that it could accomplish 3 things: 1) have a consumer ear and voice in the day to day workings of
the mental health division; 2) promote consumer representation at the mental health division by
communicating with other consumers, promoting placement of independent consumers and advocates
on boards and policy making bodies at the state and local levels; and 3) help develop consumer
communication, advocacy, and independence around Washington by serving as an information, referral,
and training resource. These are the purposes of the 1-800 information and referral phone line. the
resource library, the computer bulletin board system, and the Ad-hoc Committee.

35.  How imporant do you believe this function is to mental health services in our state and
particularly to consumers”?

1 2 3 4 5
not at mostly somewhat  mosty very
al not mportant  important tmportant

important important

[
W

—vyes_no Isthere a need for fuil time consumer representation at the Mental Health
Division? Why? or Why not?

36a.  If yes: what should this look like? (staff, structure, locaton?)

36b. (If yes to 35) What kind of role should consumers have in hiring their representatives at the state
mental health division level?

36c.  (If yes to 35) What kind of role should consumers have in supervising these representatives?

37.  What other ways could Washington accomplish the goals of the Office of Consumer Affairs and
Ad-hoc Committee?
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What would you most like to see the Office of Consumer Affairs doing?

What would you most like to see the Ad-hoc Commirttee doing?

What would vou like to see happen as a result of these efforts?

What is the most helpful thing the Office of Consumer Affairs could accomplish?

What is the most helpful thing the Ad-hoc Committee could accomplish?

Given what you know about the Office of Consumer Affairs and Ad-hoc Commirtee. consumers
and State mental health services, what do vou expect to see the Office of Consumer Affairs
accomplish?

What do vou expect of the Ad-hoc Commirea?

Are there harmful things that could come from the Office of Consumer Affairs” (If yes then:)
What are the most harmful things that could come from the Office of Consumer Affairs”

Are thers harmful things thart could come from the Ad-hoc Consumer Affairs Advisory
Committes? (If ves then:) What are the most harmful things that could come from the Ad-hoc
Commirntee?
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48.
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50b.

51
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How do vou see the relationship of consumers with: (Read with each item followed by the
scale starting with “mostly negative with conflict™ then “somewhat negative” etc.)

. - Use with 347
— L. their own families
— 2. family advocate groups 1 2 3 4 5
— 3. consumer advocacy groups ““""Ye. ”m‘“_i’:‘ neutral - somew "?‘?’t
—+. mental health service providers w'f.p"n'. e flegam posmve  posive

What would you like to see the Office of Consumer Affairs and Ad-hoc Committee doing about
these relationships?

Do you feel the Office of Consumer Affairs is successful?
1 2 3 4 5

4 2
aot ar all mostly neutral mostly very
succassful ot successtul successful
successtul

What do you fee! have been the greatest successes?

Have there been failures? (If ves) What are they?

If yes: How? What makes it successful?  52. If no: What would it take to make it
successful?

Are there any other ways the Office of Consumer Affairs can be improved?

What role has interpersonal conflict had in the development and course of the Office of
Consumer Affairs. Ad-hoc Committee?
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Do you feel the Ad-hoc Commirtee is succassful? (skip if no knowledge of Ad-hoc Committee)

1 2 3 4 5
sotatall  mosly neual  mosty very
successful oot successtul successtul

successful
How could the Ad-hoc Committee be improved?

The office of consumer affairs grant will run out during this coming vear. Closing the office

rather than conunuing its funding is being considered. What impact do vou believe that closure
of the office would have?

—ves _no Do vou feel it should be closed?
Why?

Do vou know another consumer who would disagree with vour overall views regarding the
Office of Consumer Affairs and Ad-hoc Committee? This will help us get the widest range of
Sews t'gr further research about this, If these people are contacted we will not use your name,
~Names’

Do vou know any other people:providers, family members or someone zlse who would disagree
with vou about this? This will elp us get the widest range of views for turther research about
this. [f these people are contacted we will not use vour name. Names”

I have just a couple of very quick questions left. The answers will help us make sure we have the
biggest number of different kinds of people represented in this study.

62.
63a.

63b.

What is the highest level of education vou have atrained?

~Vves __no: Are you a consumer of mental health services”

If yes: ____ vears months How long have vou been receiving mental health services no
marter what area or state vou have lived?
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65c. Ifvesto63a: ____ vears___months How long have vou been receiving mental health
services in Washington State?

64. __yes __no: Are you a family member of a mental heaith consumer?

652 _years __months How long have you been providing mental health services?

65b. _years _months How long have you been providing mental health services in Washingron?
66. _years _ months How long have you been with the Mental Health Division?

67. What is your date of birth? (menth/davivear)

68. What is your ethnic background?
68.  Any questions”?

69.  (Time Finish: )
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Provider: Line Staff, Administrator, Board Member, RSN Personnel
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[nterview: (Line Staff) (Administrator) (Board Member) (RSN Personnel) (Circle One)

Code: ___ Number [nterviewer Agency. Date Time Sart
. Phone __ _ FacetoFace

Read Consent

1. Female Male (circle one)

2 —_ves __no: Have you heard of the Office of Consumer Affairs?

3. —_Vves __no: Have you heard of the Ad-hoc Consumer Affairs Advisory Committee?

4. If ves to 2 and 3 skip to # 6/7, If no to either 2 or 3 read the following:

The Office of Consumer Affairs was created in October 1992 in the mental heaith division and has been
staffed by Marianne Neff-Daniels, Jon [hier, Nancv Donigan, Chris Wilde, Yvonne Britt and supervised
by David Hanig. Many of the staif are mental health consumers. Collectively the Office of Consumer
Affairs was meant to provide informarion and referral services for consumers, provide a voice for
consumers on the state level, promote consumer nerworking around the state and increase consumer
employment and participation on mental health decision making bodies. The Office of Consumer
Adffairs has also pur together a group of consumers from around Washington that meet everv other
month and carry out projects in their home communities. This group is called the Ad-hoc Consumer
Affairs Advisory Committes.

3. —Yes __no (if no skip to question 35) Does this informauon bring anvthing to
mind about what vou might have heard about these peopie or the Office ot
Consumer Affairs or Ad-hoc Consumer Affairs Advisory Commirzee?

6. What do vou know about the Office of Consumer affairs? (check for knowledge)

— [-8C0 informadon reterral telephone — Idenuty consumer as speakers © — Offer starawide raimng conference

line. uruversites, schools and communities. 10 promote consumer

— 1-800 complaint telephene line. — Teleconferencing with nanonal groups. empioyment in the menrai health

— Computer builetin board. . Coordinars presentations 1o MH - svstem.

— Crears Consumer Advisory conferances. mestings ra sonsumer — Evaluanon activides by
Sub-committee (AHCAC) employment n the MH svstem. consumers/famuly members

— Clzanng house library tuncdon. . Incorporate OCA into ME Div. -~ Doutie the number of family and

— Produce informanonal marerials. — Send one consumer and one Smly consumers represented on stae

— Techmeal assistance matenals. member to NDMH CSP lsarmung and local advisory goveming and

— Produce video newslerters. confarence. management boards.

— OCA o disseminate grant — Provide 2 statewide Tamings —_ Demonsmare reasonable
announcements and promote n grant wnung and fund raising. accommodanon i.e., Americans
grant development. — Provide rainng in boardsmanship to With Disabilines Act

— Maks referrals © mental consumers and famiitss. _ Other.
health boards. . Two major tachnical 3ssistance

acavites events products per vesr.
If Other, List:
7. A: What services of the Office of Consumer Affairs listed above have vou used or tried to use? (U

for used T for tried)
B: For each service used which describes how satisfied vou are. (ask for all U or T except 1-
800 & Compurer Bulliten Board System)

2 3 4 5
notatall mostly neumal  mostly very
satistied not satsfied  saristied

satistied
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8. What do you know about the Ad-hoc Committes” {check for knowledge)

—Nothing ~ AHCAC 1 report o State MH — AHCAC to monitor P.L. 99-
— [dennty technieal assistance Advisory Comminee. 660 Consumer/Farmiy
needed to impact MH ~AHCAC o provide TA to secton implementation.
system changs peers. MH Centers, Advocacy — AHCAC 10 recommend changes
— Build peer support and Groups every month. to P.L. $9-660 state
advocacy groups. —~ Comptle Speakars List of implementation plan,
— AHCAC nerworking consumers and family advocates, _. Promote consumer involvement
acgvites. make recommendations o on biennial regional planning.
 Publish results/articles in conferences and seminars. — AHCAC 1w serve as referral
N X . —AHCAC w establish leamning source for members of
— Leadership seminars for goals. community MH boards.
AHCAC. — AHCAC w evaluate gaining _ Others.
experiences.
If Other, List:

(9) If knowledge and use of 1-800 is evident: (if not skip to #15)
9. How did you find out about the 1-800 phone line?

10.  What are the kinds of reasons have vou contacted the Office of Consumer Affairs by phone?
(Read question. get answers, clarify categories and fill in subjects aumber for category)
— information
 referral
— complaintneed for advocate from the Office of Consumer Affairs
other

If Other, List:

. iefied? 1 2 3 4 3
Il Were you sausfied? motarall mosly neural  mosty very
satsfied not satisled  sanistled
satisfied
12 Why?

13. What role has access to the 1-800 Office of Consumer Affairs phone line played in vour life?

14. What changes would vou make with the way the Office of Consumer A ffairs handles the 1-800
calls to make the line more helpful?
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(13) If knowledge and use of Computer Bulliten Board System is evident:(if tried skip to #21 if no
skip to #27)
5. How did you find out about the Computer Bulletin Board System?

16.  What fearures did vou use the most?
. Mail Room — Read Topic Areas
— Document Downioading — Other If other list:

17.  What features did you find easiest to use”

— Mail Room . — Read Topic Areas
— Document Downloading —_Other Ifother list:
Commenus:

18.  What role has the Computer Bulliten Board System played in vour life?

19.  What changes would vou make with the Computer Bulliten Board System to make it more
helpful?

0.  Were vou satisfied”

1 2 3 4 5
notarall  mostly neural mostly verv
satisfied not sadsfed  satisfied
satistied
If tried:
21. What kept vou from using the Computer Bulliten Board System successfully?
— BBS was not operating — Lack of computer access
— Informadon not useful — Lack of technical assistance to log on

. Difficult format — Other If other list:
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What are the 3 most important things the Offics of Consumer Affairs Computer Bulliten Board
System could do foryou?  (Rank 1,23 1= most important: don’t read to prompt but after
answer make sure you clarify, then rank for importance ok for more if first 3 are ranked)

— Help me keep in touch with consumers, family members

— Give me information abour other Consumer actvities

— Give me information about State mental health division
_Don't know

. Other

If the compurer bulletin board system was conmacted out to a consumer.’eroup outside the mental
health division rather than being run by consumers from within the division what impact do you
believe this would have?

Why?

—Yes ___ No: Would vou be in favor of contracting out the Computer Bulliten Board Svstem?
Why?

Year ___ Month: When did vou first find out about Office of Consumer Affairs,
Year Month  Ad-hoc Committes?
How did vou find out?

How muci has your agency been impacted by the work of the Office of Consumer Affairs or Ad-
hoc Commimntes?
1 2 3 4 5
notatall hardly moderate agood gready
any  amount eal

How? In what wavs?

—yes __no: Has the life of any one individual vou know been impacted? (if yes how many?)
How? In what ways”?
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— Yes

—no:  Has any organization or group of people thar vou know of been impacted by the
work of the Office of Consumer Atfairs or Ad-hoc Committes? (if yes which
ones?)

34.  How? In what ways?

29.  How much have the lives of consumers besn impacted by the work of the Office of Consumer
Affairs or Ad-hoc Committee?
t 2 3 4 5
notatall hardly moderare agood greatly
any. amount eal

35.  The Office of Consumer Affairs was created and placed in the state meatal health division
so that it could accomplish 5 things: 1) have a consumer ear and voice in the day to day workings of
the mental health division: 2) promote consumer representation at the mental health division by
communicatng with other consumers, promoting placement of independent consumers and advocates
on boards and policy making bodies at the state and local levels; and 3) help develop consumer
communication, advocacy, and independence around Washington by serving as an information, referral,
and training resource. These are the purposes of the 1-300 informarion and referral phone line, the
resource library, the computer bulletin board system, and the Ad-hoc Commitzes.

36.  How important do you believe this function is 0 mental health services in our state and
particularly to consumers?

- 2 3 3 5
not at mostly somewhar mostdy . very
Coall _ rot Importnt  important important
ymportant important
37 Why?
38. _yves_no Isthere aneed for full time consumer representation at the Mental Health
Division? Why? or Why not?
39. If yes: what should this look like? (Staff structure, location?)

39b.  (If yes to 38) What kind of role should consumers have in hiring their representatives at the state
mental health division level?
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(If yes to 38) What kind of role should consumers have in supervising these representatives?

What other ways could Washington accomplish the goals of the Office of Consumer Affairs and
Ad-hoc Commirtee?

What would you most like to see the Office of Consumer AfFfairs doing?

What would you most like to see the Ad-hoc Committee doing?

What would you like to ses happen as a result of these efforts?

What is the most helpful thing the Office of Consumer Affairs could accomplish?

What is the most helpful thing the Ad-hoc Committee could accomplish?

Given what you know about the Office of Consumer Affairs and Ad-hoc Committes, consumers
and State mental health services, what do you expect to see the Office of Consumer Affairs
accomplish?
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47.  What do you expect of the Ad-hoc Committes?

48.  Are there harmful things that could come from the Office of Consumer Affairs? (If ves then:)
What are the most harmful things that could come from the Office of Consumer Affairs?

49.  Are there harmful things that could come from the Ad-hoc Consumer Affairs Advisory
Committee? (If ves then:) What are the most harmiul things that could come from the Ad-hoc
Committes?

50.  How do vou see the relationship of consumers with: (Read with each item followed by the
scale starting with “mostly negative with conflict” then “somewhat negative” etc.)

— L. their own families Use with #30

— 2. family advocate groups 1 2 3 4 5

- 3. consumer advocacy groups mostly  somewhat neuwal somewhar  very

— 4. mental health service providers feganve,  neganve pesiave  posive,
wiconflicr cooperagive

51. What would vou like to see the Office of Consumer Affairs and Ad-hoc Commitee doing about
these refationships?

52. Do you feel the Office of Consumer Affairs is successful” (skip if no Knowledge of Office of
Counsumer Affairs go to #55)
t 2 3 5
not atall mostly neutral  mosty very
successful not successtul successiul
successful

52b. What do vou feel have bezn the greatest successes”

5lc.  Have there been failures? (If yes) What are thev?
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If yes: How? What makes it successful? 34, If no: What would it take to make it
successful?

Are there any other ways the Office of Consumer Affairs can be improved? (If no knowledge of
Office read: Based on our conversation so far and what you now know about the Office of
Consuraer affairs are there any other ways the Office can be improved?)

Do you feel the Ad-hoc Committee is successiul? (skip if no knowledge of Ad-hoc Committes
skip to #58)

1 2 3 4 5
not ar ajl mostdy neutral mosty very
successful not successtul successful

successful
How could the Ad-boc Commirtes be improved?

The office of consumer affairs grant will run out during this coming vear. Closing the office
rather than continuing its funding is being considered. What impact do vou believe that closure
of the office would have?

—~Yes _no Do you feel it should be closed?
Why?
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61. Do vou know another consumer who would disagree with vour overall views regarding the
Office of Consumer Affairs and Ad-hoc Committee? This will help us get the widest range of
X‘mws fc’:r further research about this. If these people are contacted we will not use your name.
Names?

62. Do vou know any other people’providers. family members or someone else who would disagree
with vou about this? This will help us get the widest range of views for further research about
this. If these people are contacted we will not use your name. Names?

I have just a couple of very quick questions left. The answers will help us make sure we have the
biggest number of different kinds of people represented in this study.

65. __.years__months =~ How long have vou been providing mental health services?

64. __vears__ months How long have vou been with this agency/RSN?
65. ___ years__ months How long have vou been in vour present position?
66. __ves__no: Are vou a consumer of mental health services?

67. _ves _ no: Are voua family member of 2 mental health consumer?

68a. _____vears___ months (If a consumer) How long have vou been racsiving mental health
services no marter where you have lived?

68b. ___ vears___ months (If a consumer) How long have you been receiving mental health
services in Washington?

68c. vears months (If family member) How long has vour family member been
receiving mental heaith services no mater where they have lived?

68d. vears months (If family member) How long has vour family member been
receiving menral health services in Washingron?

69. What is the highest level of education vou have attained?

70. ________ Whatis your date of birth (montvdavryear)

71. What is vour ethnic background?

72.  Any questions?

73. (Time Fimish: _ _ __ )



Appendix B

Letter Samples From Mental Health Division to Organizations
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES
Mental Health Division ® PO Box 45320 * Olympia WA 98503-35320 * FAX (360) 753-2736

July 27. 1995

Joanne Asaba. Acting RSN Manager
Mental Health Division

506 2nd Avenue

Smith Tower, Room 512

Seaule. Washington 93104

n
Dear »y«f ‘)Ieotu\

During the next few wesks. Mr. David Schanz. ACSW. Ph.C.. will be contactng vou for an
interview and your assistance in facilitaring interviews of vour staff and board members
regarding the evaiuatdon of the Office of Consumer Affairs in the Menml Health Division.
Mr. Schanez is a Ph.D. candidate at the University of Washington Scheoi of Social Weifare
and is an independent evaiuartor of the Offics of Consumer Affairs. All interviews will be
confidential. voluntary and will take from 20 minutes o | hour. [nformadon will only be
available to the division in group form.

What will be nesded from your agency is private space for interviews to be heid and the
availability of vour starf and bourd members for interviews. Your assistance in facilirating
this process wiil be zppreciated.

Sincereiy.

d [N
(o
Carroi A. Hernandez. Ph.D.

Directer
Menti Health Division

N Conmact Lizison



STATE GF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
OWvmpia. Washirgton $8504-0095

December 14, 1995
Dear Mental Health Division Advisory Board Member;

During the next few weeks Mr. David Schantz ACSW, Ph.C. or a research assistant will
be contacting you for an interview regarding the evaluadon of the Office of Consumer Affairs in
the Mental Health Division. Mr. Schantz is 3 Ph.D. Candidate at the University of Washington
and is also independent evaluator of the Office of Consumer Affairs. If you are called. it will be
because of your membership on the Advisory Board. We at the Mental Health Division wish to
make the services provided through the Office of Consumer Affairs as effectve as possible. To
help us do so, Mr. Schane has been asked 1o provide an independent evaluadon of the Office of
Consumer Affairs.

Participation is entrely voluntary and refusal or stopping an interview will not affect any
benetit or service that ycu may be receiving, or your membership. Your help in this marer will
be appreciated. Your answers and the answers of everyone else who is interviewed will be
confidendal. Mental Health Division Headquarters, and Office of Consumer Affairs, including
myself. will not have any information as to those who were or were not interviewed. Your
feedback will only be available to the Menral Health Division in group form. The interviews will
take from 20 minutes to | hour.

Your assistance in facilitadng this evaluation and anything you have to share will be
appreciated. By sharing you will have an opportunity to provide anonymous feedback to the
Mental Health Division that will help us to be more responsive to the needs of the community
and do a better job.

Sincerely,

@2—4&%\"\&1- / ‘\

Carrol Hermandez. Ph.D.
Director, Washington State tal Health Division
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division » PO Box 45320 * Olvmpia WA 98504-5320 © FAX (360} 753-2736
July 27. 1995

Eleanor Owen. Executive Director
Washington Advocates for the Menully 01
802 N.W. 70th

Seaule, Washington 98117

Dear Ms. Owert3 |zannare

During the next few weeks. Mr. David Schanz. ACSW. Ph.C.. will be contactung you for an
interview and vour assistance in facilitating interviews of yourself. starf. board members, and
L5 members regarding the evaluaton of the Office of Consumer Affairs in the Mental Health
Division. Mr. Schantz is a Ph.D. candidate at the University of Washingron School of Social
Welfare and is an independent evaluator of the Office of Consumer Affairs. All interviews
will be confidendal. voluntary and will mke Tom 20 minutes © | hour. Information will
only be available to the division in group form.

What will be needed from your agency is private space for interviews w0 be held. help with
randomly selecting the members for interview and the availability of your staff and board
members for interviews. Members and board can be interviewed by phone if they are not
readily available. Mr Schanez will be able to answer vour quesdons concerning the process
when he calls. Your assistance in facilirating this process will te appreciated.

Sincerely.
4 =3
Ve i.
PN Y
Carrol A. Hernandez. Ph.D.
Director
Menral Health Division

cc: Conrract Liaison

O
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Menzal Heaith Division * PO Box 45320 * Olympia WA 98504-5320 * FAX (360) 753-2736
July 27, 1995

Bob LaBeau. Execurve Director

North Sound RSN

419 S. First Steet. Suite 200

Mount Vemon, Washingrorr 98273-3806

{
Dear VW%&D.

During the next few weeks. Mr. David Schantz. ACSW. Ph.C.. will be conuactng you for an
interview and your assistancs in faciiitating interviews of your starf and board members
regarding the evaluadon of the Office of Consumer Asfairs in the Menul Heaith Division.
Mr. Schanez is a Ph.D. candidate at the University of Washingron School of Social Weifare
and is an independent evaluator of the Office of Censumer Affairs. All interviews will be
considendal and voluntarv and will take from 20 minutes © | hour. Informadon will only te
available to the division in group form.

What will be needed from vour agency is private space for interviews o be held and the
availability of vour staff and board members for interviews. Your assistance in faciliadag
this process will be appreciated.

Sincerely.
e LA
Carrol A. Hemandez. Ph.D.

Director
Mentai Health Division

ve: Conmuer Linison
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. STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 45320 * Olympia WA 98504-5320 © FAX (360) 753-2746
July 27. 1995

Scor Bond. Adminiszator

Grearer Columbia RSN/PHP

3311 Clearwater Avenue. Suite 1000
Kennewick. Washington 99336

Dear yon{ .Scak'\

During the next few weeks. Mr. David Schantz. ACSW. Ph.C.. will be contacting you for an
interview and your assistance in facilintng interviews of your swarf and board members
regarding the evaluadon of the Office of Consumer Affairs in the Mental Health Division.
Mr. Schanez is a Ph.D. candidate at the University of Washingron School of Social Welfare
and is an independent evaluator of the Office of Consumer Affairs. All interviews will be
considential and voiuntry and will take from 20 minutes o [ hour. Informaton will only be
available to the division in group form.

What will be needed from your agency is private space for interviews (o be heid and the
availability of your stuf and board members for interviews. Your assistance in facilitating
this process wiil be appreciated.

Sincerely.

Y -
Lol

Carroi A. Hernandez. Ph.D.
Direczor

Menwai Haaich Division

el Conmact Liaison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PQ Box 45320 » Olympia WA 98504-5320 © FAX (260) 753-2746
: July 27, 1995

Kasey Kramer, RSN Program Manager
Community Services Deparmment
North 721 Jefferson. Suite 403
Spokane. Washingron 99260

DcuW@x

During the next few wesks, Mr. David Schantz. ACSW. Ph.C.. will be contacting vou for an
interview and your assistance in faciiitaring interviews of your starf and toard members
regarding the evaluadon of the Office of Consumer Affairs in the Mentai Health Division.
Mr. Schanezz is a Ph.D. candidarte at the University of Washingron Schooi of Social Weifare
and is an independent evaluator of the Office of Cansumer Affairs. All interviews will be
contidenaal. voiuntary and will take from 20 minutes w0 | hour. Informadon will only be
available to the division in group form.

What will be nesded from your agency is private sgace Jor interviews o te held and the
availability of vour starf and board memoers for intarviews. Your assistance in facilitating
this process will be appreciated.

Sincerely.
e -

~ .,

(e S

Carrol A. Hamundez. Ph.D.

Director

Mental Hezith Division

ce: Contraer Linison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Heaith Division * PO Box 45320 * Olympia WA 98504-5320 * FAX (360) 753-2746
July 27. 1995

David H. Panken. Chief Executive Officer
Spokane Community Menmli Health Center
S. 107 Division St.

Spokane. Washington 99202-1586

Dear \/lr,PﬁF; \ cc::L

During the next few weeks. Mr. David Schantz. ACSW. Ph.C.. will be contacting vou for an
interview and vour assistance in facilitating interviews of 18-day weamment clients and -5
starf and vour board regarding the evaluadon of the Office of Consumer Affairs in the Mental
Heaith Division. Mr. Schantz is a Ph.D. candidate at the University of Washington School of
Soctai Weifare and is an independent evaluator of the Office of Consumer Affairs. All
intezviews wiil be voluntary and confidental and wiil take from 20 minutes to | hour.
information will only be available to the division in group form.

What wiil be needed from vour agency is access :0 vour day trezunent clients. private space
for interviews to be heid. assistance in making random selecton of clients present during the
program day and the avaiiability of a few of your staff and your board for interviews. Board
memeers can be conmered by phone for interviews. Your assistance in facilicadng this
procass wiil be appreciated.

Sincersiy.

7 a
e i
[ -~
Carroi A. Hemandez. Ph.D.
Direcror

Menul Heaita Division

e Conrract Lisison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 45320 * Olvimpia WA 9§504-5320 * FAX (360) 753-2736

. July 27. 1995

Lesiie Mariner. Execudve Director

Central Washington Comprehensive Mentwai Health
P.O. Box 959

Yakima. Washingron 98907

|3 )
Dear szsg-:\

During the next few weeks. Mr. David Schantz. ACSW. Ph.C.. will be contcung vou for an
interview and vour assistance in facilidng interviews of [8-day Teatmenc clients and 4-5
sarf and vour board regarding the evaluadon of the Office of Consumer AZairs in the Menal
Health Division. Mr. Schanrz is a Ph.D. candidate at the University of Washingrton School of
Social Welfare und is an independent evaluator of the Office of Consumer Asfairs. All
interviews will be voluntary and considendal and wiil take from 20 minutes o | hour.
Information will oniy te available to the division in group form.

What will be nesded rom your agency is access 0 vour day oeatment clients. private space
for interviews to be heid. assistance in making random selection of clients present during the
program day and the 2vailability of a few of your stasf and your board for interviews. Board
members can be conmciad by pnone for interviews. Your assistance in faciiitering this
process wiil be upprecizted.

incarely.
/ )
:__...‘:I&Q&"\
Carrol A. Hernandez. Ph.
Director

Mental Health Division

N Congact Lizison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division ®* PO Box 45320 » Olympia WA 98504-5320 * FAX (360) 733-2736
- July 27, 1995

Chriswopher Szala, Execudve Director
Community House Menwl Health Center
+31 Boviston Avenue East

Searrle. Washingron 98102

Dear Mr. Szala:

During the next few weeks. Mr. David Schanz. ACSW, Ph.C.. will be contactng you for an
:nterview and vour assistance in taciiimbng interviews of 1S-day weatment clients and 4-5
>tatf and vour board regarcing the evaiuaton of the Office or Consumer Affairs in the Mental
Heaith Division. Mr. Schanez is @ Ph.D. candidate at the University of Washington School of
Socizi Welfare and is an independent evaiuator of the Office of Consumer Affairs. All
interviews wiil be volunrary and conridendal and will rake from 20 minutes o | hour.
[nformation will only be available to the division in group form.

What will be aesded from your agency is access o vour day Teamment clients. private space
for interviews to be heid. assistance in making random seiection of clients present during the
program day and the availability of a few of your swaff and vour toard for interviews. Board
memgers can be conmrcizd by phone ror interviews. Your assisiance in faciiitatdng this
crecass will be appreciated.

Sincersiv.
~ ;0
\ .’ LM z
Zﬁas’a&. "L\:\‘\L‘." =
Carrol A. Hernandez. PRD.
Direcor /

Mentai Hezaith Division

ool Conmac: Liaison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 35320 * Olympia WA 98504-5320 * FAX (360) 753-2736

- July 27. 1995

Jere LaFollerte. Director

Skagit Community Mental Health Center
208 Kincaid Strest

Mount Vernon. Washington 98273

1

Dear M?Eeﬂ&'&‘e: —TRE

During the next few wesis. Mr. David Schantz. ACSW. Ph.C.. will be contacting you for an
interview and vour assistance in facilitating interviews or 18-day meamment clieats and 4-5
swatf and your toard regarding the evaluation of the Office of Consumer Affairs in the Mental
Heaith Division. Mr. Schanez is a Ph.D. candidate 2t the University of Washington School of
Social Welfare und is an independent evaluator of :he Office or Consumer Afairs. All
interviews will be voluntary and confidential and wiil take trom 20 minues w0 I hour.
[nformation will only te available to the division in group form.

What wiil be nesded from vour agency is access 10 your day weamment clients. private spacs
for interviews to be held. assistance in making random selectdon of clients present during the
program day. and the availability of a few of your swaff and vour board for interviews. Board
members van be vonmered by phone for interviews. Your assistance in facilitating this
process will be zppreciuzag.

Stncarsiv.

e . 9
N

Carroi A. Hernandez. ?4.D.
Direcror

Mental Heaith Division

el Conaac: Lizison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Heaith Division * PO Box 45320 » Olympia WA 98504-5320 » FAX (360) 753-2746
July 27. 1995

Brad Bell. Executive Director
Chehalis Avenue Club
Cascade Mental Health Care
P.O. Box 1445

Chehalis. Washington 98532

Deur Mr, BeH: ‘jszaéx

During the next few weeks. Mr. David Schanz. ACSW. Ph.C.. wiil be conmactng vou for an
interview and vour assistance in facilitng interviews of 18 club members. +-5 strf and your
board regarding the evaluation of the Office ot Consumer Affairs in.the Mencal Health
Division. Mr. Schantz is a Ph.D. candidate at the Universicy of Washington School of Social
Weifare and is an independent evaliuator of the Offics of Consumer Affairs. Al interviews
will be voluntary and confidential and will take from 20 minutes o | hour. [nformaton wiil
only be available to the division in group form.

What will be nesded {rom vour agency is access 10 vour day Teatment clieats. private space
for interviews to be heid. assistance in making randem seleczon of clients present during the
program day and the availabiiity of a few of vour swarf and vour board for interviews. Board
members can te contacied by phone for interviews. Your assistance in facilitating this
process will be apprecisred.

Sincereiy.

/ £
’-—QR_&\——\
TCarroi A. Hernande2. Ph.D.
Director

Mental Heazith Division

el Contrac: Liaisen



STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 45320 * Olympia WA 98504-5320 » FAX (360) 733-2746
July 27. 1995

Al Ercksen. Manager

Capiui Clubhouse

1217 Cooper Point Road S.W.. Suite 7
Olympia. Washington 98502

Dear Mr. Exicksen:

During the next few weeks. Mr. David Schantz. ACSW. Ph.C.. will be conwrcting you for an
interview and your assistance in facilitating interviews of 18 club members. +-3 starf and vour
board regarding the evaiuaden of the Office of Consumer Affairs in the Menral Health
Division. Mr. Schanez is 1 Ph.D. candidate at the Universirty of Washingron School of Scuial
Weitare and is an independent evaluator of the Offices of Consumer Affairs. All interviews
will be voiuntary and confidendal and will take frem 20 minutes to | hour. Informatdon will
only be available to the division in group form.

What wiil be nesded from your agency is access :0 your day wezument ciiears. private space
for interviews :0 be held. assistance in making random selecdon of clients present during the
program day and the availability or a few of vour swff and vour board for incerviews. Board
memoers can te conweted by phone for interviews. Your assistance in faciiitatng this
process will te zpprevisted.

- .
Sincereiy,

.

i i

M’& k\,’\—ﬁa‘g e
Carrol A. Hernandez. 24.D.
Director

Menral Hezith Divisien

el Congacs Lisison
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STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Heaith Division * PO Box 45320 * Olympia WA 98504-5320 » FAX (360 753-2:'6
: ' July 27. 1995

Sherry Howard. Executve Director
Coastal Clubhouse
harta)

2720 Sumner Avenue
Hoquiam. Washington 98550

Dear Ms. Howard:

During the next few weeis. Mr. David Schanz. ACSW. Ph.C.. will be contacting vou for an
interview and vour assistancs in facilitating interviews of 18 ciub members. <-3 staff and your
board regarding the svaluadon of the Office of Consumer Affairs in the Mental Heaith
Division. Mr. Schantz i is a Ph.D. candidate at the Universicy of Washingron School of Sociai
Weitare and is an indegendent evaluator of the Offics of Consumer Affairs. All i interviews
wiil be voiuntary and conridential and will take from 20 minutes to | hour. [nformation will
only be available to the division in group form.

What will be needed from vour agency is access to vour day eaument clients. privaie space
ior interviews to be heid. assistance in making random seiecdon of clieats present during the
program day and the availability of a few of your swrf and vour board fcr interviews. Board
members can be conmeed by phone for interviews. Your assisiance in faciiirating rhis
orocess will be appreciated.

Sincersiv.

‘// g \3 e

L e Rl e 2SS
Carvol A. Hernundez. Ph.D.

Director
Menrat Health Division

oL Concacr Lizison
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STATE OF WASHINGTON

DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 45320 « Olympia WA 98503-5320 » FAX (360) 753-2746
Tuly 27. 1995

Tom Martn, President

Alliance for the Menwally 0l/Washington State
4305 Lacey Boulevard. Suite 11

Lacey, Washingron 98503

Dear W (m

’

During the next few weeks. Mr. David Schanz. ACSW. Ph.C.. wiil be conwactng you for an
interview and vour assistance in facilitadng interviews of vourseif. staff. Soard members. and
15 members regarding the evaluation of the Office of Consumer Affairs in the Mental Healith
Division. Mr. Schanez is a Ph.D. candidare at the University of Washingron School of Social
Weltare and is an indegendent evaluator of the Office of Consumer Affairs. All interviews

will be vonridendal. voluntary and will take from 20 minutes w | hour. Informaton will
only be available to the division in group rorm.

What wiil be needed from your agency is private space for interviews o be held. help with
randomiy selecdng the members for interview and the availability of your staff and board
members for interviews. Members and board can te interviewed by phone if they are not
readily available. Mr Schantz will be able to answer your questons conceming the process
when he cails. Your assisance in facilitadng this process will be appreciated.

Sincersiv.

Lmnd

Carrol A. Hemandez. Ph.D.
Director
Mental Hezith Division

Ll Conrract Liaison



STATE OF WASHINGTON
DEPARTMENT OF SOCIAL AND HEALTH SERVICES

Mental Health Division * PO Box 35320 » Olvmpia WA 98503-3320 * FAX (360) 53-2746

July 27. 1995

Barbara Bieren. Actng Facilitator
Washington Educadon Consumer Action Network
P.O. Box 910
Yakima. Washington 98907
Dear Ms Biefen: {2l

-
During the next few wesks. Mr. David Schanz. ACSW. Ph.C.. will be contacting you for an
interview and your assistance in faciliadng interviews of vourseif. statf. board memiers. and
15 members regarding the evaluaton of the Office of Consumer Affairs in the Mental Health
Division. Mr. Schanez is 2 Ph.D. candidate at the University of Washingten School of Sacial
Welfare and is an independent evaluator of the Office of Consumer Affairs. All interviews
wiil be confidendal. voluntary and will take from 20 minutes to 1 hour. Informadon will
only be avaiiable to the division in group form.

What will be nesded from vour agency is private spacs for interviews to0 te held. help with
randomly selecing the members for interview and the availability of your staff and board
members {or interviews. Members and board can be interviewed by phone if they are not
readily available. Mr Schantz will be able to answer vour questons concarming the process
when he calls. Your assiswance in facilicadng this process will te appreciated.

Sinceraiy.
’ i
Carrol A. Hernandez. Ph.D.
Director
Menmal Heaith Division

Nosd Conrract Liaison

O
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A

'.‘ mental heaith

MEMORANDUM

TO: Board Members
Ve
FROM: Leslie Mariner, CEQN
Central Washington|Comprehensive Mental Health

DATE: August 15, 1995

RE: Department of Social and Health Services
Evaluation of State Office of Consumer Affairs

We have been notified by DSHS that they are conducting an evaluation of their
Office of Consumer Affairs within the next faw weeks. They have detzrmined they
want to intarview 18 clients, 4-5 staff in a select program area and governing board

members. We have been instructed to let you know and coordinatz the activity.

The interviews will take 20 minutes to an hour. They can be held over the phone or
face to facz at a convenient time for you. David Schantz will be coordinating the
interview tzam. Please be aware, vou can decline the interview if vou desire and it is
not important that you know anvthing about the Office of Consumer Affairs. Part
of the evaluation is to datermine how well information has been disszminated and
how informed people are. Please notify us at the Board meeting or call Nancy if you
do not want your name given to the evaluator.

All responses will be confidential and all information will ke summarized prior to
presentation to DSHS. Only the final report wiil be made pubiic.

Please call me if ycu have questions or we can discuss this at the Board meeting.

Yexime ElensSurg

1T I curz 2ame 0 Nawoam
:

Zcxr 753 Tlersz 3
voesme WA 30T LBC6; STs-s3
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OMMUNITY

ENTAL

EALTH

ENTER

SQUTH 107 DIVISION 8 SPOKANE. 'WASHINGTON 99202 W PHONE (509) 333-2651 M FAX (509) 458-74:9 W TTY (509) 622-£004

MEMORANDUM

TO: CMHC Board of Direct,

FROM: David H. Panken,

DATE: Qctober 19, 1995

RE: Office of Consumer Affairs Evaluation

We have been contacted by Carroll Hernandez, PhD, Director, State Mental Health Division,
requesting that we assist Mr. David Schantz with an independent evaluation of the Office of
Consumer Affairs located in the Menral Health Division. Mr. Schantz is 2 PhD candidate at
the University of Washington Schooi of Social Welfare. He has besn requested by the Mentai
Health Division to perform this evaluation. Mr. Schantz seeks permission to contact each
member of the Board. He plans to do this via a telephone interview with either himself ora
research assistant. The purpose of the interviews will be to help evaluate how much people
know about the Office of Consumer Affzirs and what they envision as essential functions of
this office. It is not necessary to know anything at all concerning the Office of Consumer
Affairs in order to be helpful. All interviews will be voluntary and confidential. Consumers,
mental health staff and members of governing boards are being interviewed throughout the
state. Mr. Schantz has already interviewed some of our staff and consumers. Information
will be made available to the Mental Health Division in summary form.

1f you have any objections to being contacted for an interview please lec my secretary, Vera
Crawford, know by phone (458-7453). Otherwise, if we have not heard from you by October
30, 1995, we will forward the names and appropriate telephone numbers to Mr. Schantz and
he will begin to reach Board members by phone in order to schedule a rime to speak with

you. Interviews wiil take from 20 minutes to an hour.
Thank you for your willingness to assist both Mr. Schantz and the Mental Health Division by

providing important information that will facilitate an evaluation of the Office of Consumer
Affairs.

bee: wvavid Schantz
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Alliance for the Mentally 111
of Washington State

4305 Lacey Blvd, Suite 11, Lacey, Washington 98503
(206) 438-0211 - FAX (206) 493-0431

Dear Members,

During the next few weeks you may be contacted by a member of an independent evaluation
team that is evaluating the Mental Health Division Office of Consumer Affairs. Members will
be randomly selected for interview from our membership. The evaluation is being done for the
Office of Consumer Affairs by an independent evaluator, Mr. David Schantz who is a Ph.D.
Candidate at the University of Washington. This group is gathering information from different
groups about the office with the intention of helping the Mental Health Division tq,be more
responsive to the needs of mental health consumers and their families. Interviews are entirely
voluntary and refusal or stopping an interview will not effect in any way any benefits or services
you receive. All the answers will be confidential and information will only be shared on 2 group
basis. Your help in this marter is needed and will be appreciated. Thank you.

ZG e

Sincerely,

L qeek) Uleatta) plizar Cz 28
/=S -3 7T -Re 7.
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Revised Contact Protocols:
After initial consent is obtained, the verbal consent (long version) for interview will be
read and a formal one left with subject.
Protocol for agency day tx & club house announcement for client recruitment:

By Agency Staff Member to Day Treatment or Consumer Run Club House Community Meeting:

Some time in the next couple of days some folks that are evaluating the Office of Consumer
Affairs at the Mental Health Division in Olympia will be by. The evaluation is being done for
the Office of Consumer Affairs by an independent evaluator, Mr. David Schantz who is a Ph.D.
candidate at the University of Washington. Our visitors want to ask some of you questions
regarding the office and its activities. They will be doing one to one interviews and would
greatly appreciate your assistance. When they come, they will be selecting people for interview
by random chance from the people who are here. Even if you have never heard of the Office of
Consumer affairs, they still need to interview people who don’t know about it in order to get
some ideas about what you think too. The interviews will be confidential. Nothing you say will
ever be reported in such a way as someone will know that vou as an individual shared what you
did. This is your chance to have confidential input about some of the ways the state does things
in the mental health system. If vou don’t want to be interviewed that’s OK. Your participation
is voluntary and nothing will happen to any of vour services or benefits if you don’t want to be
interviewed or if you stop an interview before it is finished. If yvou are not sure, the interviewer
will be able to fill you in on more details. Then vou can decide. The interviewers will also be
able to answer other questions vou might have.

Any Questions?
Protocol for individual client contact by agency person on day of interview:

[On the day the interviewers are present an announcement will be made to the community
meeting.]

“The other day [ announced that some folks who are evaluating the Office of Consumer Affairs
in Olympia would be coming. Weil today they (are, will be) here. They will be asking some of
vou for interviews and you will be contacted throughout the day to find out if vou will be
willing. They will be asking people for interview by random selection. Remember vour
participation is entirely voluntary. If you don't want to be interviewed it won't effect any of
your services or benefits. If vou do an interview this is a chance to give some input into what the
State Office of Consumer Affairs does 10 represent your interests. "
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[Following announcement throughout the day individual contacts will be made by agency
person.]

“Hi Joe, you were randomly selected for an interview. Would you be interested in sharing what
you think and how you think the State should run the Office of Consumer Affairs? Your
participation is voluntary and if you refuse or stop the interview, there won't be any effect on
your services or benefits but your input is needed. Would vou be willing to be interviewed?”
(if ves, the interview arrangements will be set up]

Protocol for phone contact by researcher or assistant with AHCAC member:

Hi. Mynameis____ . [am working with Mr. David Schantz who is the evaluaror of the
Office of Consumer Affairs and is a Ph.D. candidate at the School of Social Work at the
University of Washington. I'm calling to set up an interview with you for the Office of
Consumer Affairs evaluation. You were selected because vou are (or have been) 2 member of
the Ad-hoc committee. Your opinions are very important to what will be happening to the office
and what it does later. The interview is voluntary and not interviewing or stopping it will not
effect any benefits or services that you receive. Would vou like to go ahead now, schedule an
interview over the phone [or in person] for later, or would you rather not do the interview? [t
will take about one hour and nothing that you share will be tied to you individuaily in any
reporting. We are trying to find out what AHCAC members think as 2 whole group and so will
share your thoughts thar way, unless vou specifically say otherwise. Do you want to do the
interview now or later, ornotatall? (Wait for tesponse) Thanks.

Protocol for contact by research team member of 1-800 line or computer BBS user:

Hi, My name is I work for an independent group that is in charge of evaluating the
Office of Consumer Affairs in the Memal Health Division. The svaluation is being headed by
Mr. David Schantz who is a Ph.D. Candidate at the University of Washingron School of Social
Work. Iam calling vou because vou have used the (1-800 phone line or BBS) and were
randomly selected from those that have used this service. The mental health division wants {0
do a better job with this service and with the Office of Consumer A ffairs. One good way to do
this is to ask people who have been served what they think. Everything vou will say is
confidential and will only be shared with the MHD with a group of answers from others who
have an interest in the service and office. The interview is entirely voluntary and not
interviewing or stopping it will not effect any benefits or services that you receive. This will be
your chance to give the Office of Consumer Affairs vour thoughts about the office and its
services. What vou think is very important. The interview will take anywhere from 15 minutes
to an hour. May I interview vou”? Thank you




Appendix E

Protocol for Contact of 1-800 User by OCA Staff Member



I~
H

w

bl

10.

1.

221

Protocol for contact by OCA staff member of 1-800 line caller:

“Hello is there? Hi, this is from the Office of Consumer Affairs at the -
Mental Health Division in Olympia. [am calling because we need to ask vou for some help.”

(If subject responds: “how is that?" or something to the same effect the caller
responds....)
“Let me tell you about what we’ve been up t0.” (Caller then skips to par. 10).

(If subject asks some question about the office that the caller can respond to very
briefly cailer should briefly respond and then say...)
“Now I'd like to tell vou about why [ called today.” (If subject says OK or nothing, caller
skips to par.. 10).

(If subject asks another question or leads on with other comments the cailer isto
respond...)
“I'm not the righr person to respond to this and [ want to make sure the right person taiks to you
so what [ will do is take a message and make sure someone from our office calls you back about
this. Today [ called about a different manter. The reason I called is to tell you abour a research
project thar we are doing and ask for your help.” (If subject responds: ~how is that?” or
something to the same effact the caller skips to par.. 10).

(If subject continues by asking another question or leads on with other comments

the caller is to respond...)
“I'll make sure some one from the office who is in a position to help vou calls you back, but
today I'm calling several people who have called the Office of Consumer Affairs. All the cails
are supposed to be the same so what I am supposed to do if quesdons come up that are aot
related o the call is take a message and make sure someore calls you back as soon as they can
with some help. What [ am supposed to do after writing down your message or question is teil
you what [ am calling for and then find out from you if you would be willing to help us.” (Then
caller is to skip directly to next par..)

“We’ve been working with a program evaluaror who is a Ph.D. candidate at the University of
Washington His name is David Schantz. He is helping us evaluate our servicas so we cando a
better job. As part of his work David and some assistants are conducting confidential voluntary
interviews with many people around the State abour this Office. David especially needs to ralk
directly with people who have had contact with the Office of Consumer AfFairs and he would
like permission to talk with you. Your name was selected randomly from people who have
called us on the 1-800 line and left their phone number so we can call them back.” *

“What the interview will be about is whar vou think about your experience with the Office of
Consurner Affairs and also to get ideas from you about how the Office could be improved. This
is a chance for you to give some important confidential feedback to us about how we are doing.
David is an independent researcher so vour confidentiality will be protected. You can say
apything you like about the Office of Consumer Affairs or any thing else and we won't know
what different individuals said. To protect individual confidentality David will pool everyone's
answers and report them in group form. To protect your privacy David has made sure that we
know that he doesn’t want us to share with him why vou have called the Office of Consumer
Affairs in the first place. [ also want to make sure that vou know this is endrely voluntary and
you can refuse or stop an interview and it will not effect any benefit or service that you receive
inany way. They take abour 20 minures to an hour depending on how many ideas vou may
have.” *
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“Mr Schantz has been working with us for about 3 years and has been able to provide us with
helpful feedback already. He needs to ralk with people who have called us and used the 1-800
phone line. You were selected but before we give him vour name we need your permission.
This is a chance for people that we have contact with o help us do a better job. to tell us what
we are doing well and what we could do better. It’s vour chance to give us and the State some
feedback about how we are doing our jobs. It would be helpful and we would appreciare it if
you said ves 1o being interviewed " *

“Would it be OK for Mr. Schantz or one of his assistants to contact you for an interview?™ *=

(If subject says yes:)

“Thank you™ (Caller then gets best times to call and any aiternative numbers,) “[ will give
vyour phone number to Mr Schantz and he will contact vou sometime in the next few days foran
interview...If there is any thing further that we at the Otfice of Consumer Affairs can do for
you?” (If yes, then take a message) “Thank you for vour hkelp. Good by.”

(If subject sayvs no:)

“Thank you for listening and for your help. Ifthere is any thing further that we at the Office of
Consumer Affairs can do for you please let us know.” (If Yyes then take 2 message) “Thank
you Good by.”

**At this point there may be more questions for the caller about the proposed interview
Caller is to respond:

“You know, I don't know enough abour this to be able to give you an accurate answer. What
we can do is have Mr Schantz call and tafk with vou. Why don’t you let me have Mr. Schantz
call you and talk about the interview with vou. He should be able to answer any questions you
have and then vou can decide if vou want to do an interview. Would Ir'll be alright if David
called vou?" (if ves: caller record name and any questions and best times to call) (if no:
caller responds) “Well. without vour permission to have Mr, Schantz call you [ don’t know is
there is any other way to get your question(s) answered. Maybe it would be best just to not
participate in this survey, so unless vou say otherwise we wont give your name to Mr Schantz.
If there is any thing further that we ar the Office of Consumer Affairs can do for vou please let
us know. OK? ... Thankyou Good by.”

A*# At this point there may be more questions for the caller about other matters other
than the proposed interview the cailer is to respond.

“[ want to make sure vou get a response to this so what [ will do is take 2 message and make
sure the right person from the Office calls you back about this.” (Caller then takes message
and then asks:) “Would it be OK for Mr. Schantz or one of his assistants to contact you for an
interview?” #«

*Atany point in the interview if the caller digresses with questions about the survey the
caller is to respound:

"You know, I don't know enough about this to be able to give you an accurate answer. ['ve got
some more information here that may help with vour questdons. Why don't vou let me finish and
then we'll see if that answers your questions. If it doesn’t then we'll talk. (Caller then

resumes reading the script. If the subject resumes interrupting the caller repeats par.22
then refers to place where they were interrupted.)
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Protocol for contact by OCA staff member of computer BBS user:

“Hello is there? Hi, this is from the Office of Consumer Affairs at the
Mental Health Division in Olympia. [ am calling because we need to ask vou for some help.”

(If subject responds: “how is that?” or something to the same effect the caller
responds....)
~Let me tell you abour what we’ve been up t0.” (Caller then skips to par. 10).

(If subject asks some question about the office that the caller can respond to very
briefly caller should briefly respond and then say...)
“Now ['d like to tell vou about why I called today.” (If subject says OK or nothing, caller
skips to par.. 10).

(If subject asks another question or lesds on with other comments the caller is to
respond...)
“I'm not the right person to respond to this and [ want to make sure the right person talks to you
so whar [ will do is take a message and make sure someone from our office calls vou back about
this. Today [ called about a different manter. The reason I called is to tell you about a research
project thar we are doing and ask for your help.” (If subject responds: “how is that?” or
something to the same effect the cailer skips to par.. 10).

(If subject continues by asking another question or leads on with other comments

the caller is to respond...)
“['ll make sure some one from the office who is in 2 position to help vou calls vou back, but
today I'm cailing several people who have used the Office of Consumer Affairs computer
bulletn board service. All the calls are supposed to be the same so what [ am supposed to da if
questons come up that are not related to the call is take a message and make sure someone calls
you back as soon as they can with some help. What [ am supposed to do after writing down
your message or questdon is tell you what [ am calling for and then find out from vou if you
would be willing to help us.” (Then caller is to skip directly to next par..)

“We've been working with a program evaluator who is 2 Ph.D. candidate at the University of
Washington. His name is David Schantz. He is helping us evaluare our services so we cando a
berter job. As part of his work David and some assistants are conducting confidential voluntary
interviews with many people around the State abour this Office. David especially needs to talk
directly with people who have had contact with the Office of Consumer Affairs and he would
like permission to talk with you. Your name was selected randomly from people who have
called us on the 1-800 line and left their phone number s0 we can call them back.” *

“What the interview will be about is whar vou think abour your experience with the Office of
Consumer Affairs and the computer bulletin board. and also to get ideas from vou about how the
Office could be improved. This is a chance for vou to give some important confidential
feedback to us about how we are doing. David is an independent researcher so vour
confidendality will be protected. You can say anything you like abour the Offica of Consumer
Affairs or any thing else and we won't know what different individuals said. To protect
individual confidentiality David will pool evervone's answers and report them in group form.
To protect your privacy David has made sure thar we know that he doesn’t want us to share with
him why vou have cailed the Office of Consumer Affairs in the first place. [ also want to make
sure that vou know this is entirely voluntary and vou can refuse or stop an interview and it will
not atfect any benefit or service that vou recsive in any way. They take about 20 minures {0 an
hour depending on how many ideas vou may have.” *
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“Mr Schantz has been werking with us for about 3 vears and has been able to provide us with
helpful feedback already. He needs to talk with people who have used the compute BBS. You
were selected but before we give him vour name we need vour permission. This is a chance for
people that we have conract with to help us do a betrer job. to tell us what we are doing well and
what we could do berter. It’s your chance to give us and the State some feadback about how we
are doing our jobs. [t would be heipful and we would appreciate it if you said ves to being
interviewed."*

“Would it be OK for Mr. Schantz or one of his assistants to conract vou for an interview?™ **

(If subject says ves:)

“Thank you.”™ (Caller then gets best times to call and any alternative gumbers.) “I will give
your phone number to Mr Schanrz and he will contact you sometime in the next few days for an
interview. If there is any thing further that we at the Office of Consumer Affairs can do for
you?" (If yes, then take a message) “Thank vou for your help. Good by.”

(If subject says no:) )

“Thank you for listening and for your help. If there is any thing firther that we at the Office of
Consumer Affairs can do for you please let us know.” (If yes then take a message) “Thank
yvou. Good by.”

**At this point there may be more questions for the caller about the proposed interview
Caller is to respond:

“You know, [ don’t know enough about this to be able to give you an accurate answer. What
we can do is have Mr Schantz call and waik with vou. Why don’t vou let me have Mr. Schantz
call you and talk abour the interview with you He should be able to answer any questions you
have and then you can decide if you want to do an interview. Would It'll be alright if David
called you?" (if yes: caller record name and any questions and best times to call) (if no:
caller responds) “Well. without your permission to have Mr. Schantz call vou I don’t know if
there is any other way to get your question(s) answered. Maybe it would be best just to not
participate in this survev. so unless you say otherwise we wont give your name to Mr Schantz.
If there is any thing further that we at the Otfics of Consumer Affairs can do for you please let
us know. OK? ... Thankvou. Good by.”

*4* At this point there may be more questions for the caller about other matters other
than the propesed interview the caller is to respond.

“I want to make sure you get a response to this so what [ will do is take 2 message and make
sure the right person from the Office calls you back about this.” (Caller then takes message
and then asks:) “Would it be OK for Mr. Schantz or one of his assistants to contact vou for an
interview?” *#»

“At any point in the interview if the caller digresses with questions about the survey the
caller is to respond:

“You know, [ don’t know enough about this to be able to give vou an accurate answer. ['ve got
some more informatiog here that may help with vour questions. Why don't vou let me finish and
then we'll see if that answers vour questions. [f it doesn't then we'll talk. (Caller then
resumes reading the script. If the subject resumes interrupting the caller repeats par. 22
then refers to place where they were interrupted.)
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Verbal Consent for Interview
(Script to be read to subject at time of interview. 3'% minutes)

[Adjust script for in person consent or phone etc.]

Hi. Thanks for talking with me. [ am working with the evaluation project for the Office of Consumer
Affairs at the Mental Health Division in Olympia. [tis an independent evaluation and the principal investigator
is David Schantz who is a Ph.D. Candidate at the University of Washington School of Social Work. Your name
was chosen from _____(adjust for the subject) and I would like to interview vou for this research. Anvthing
you share will be confidendal and is entirely voluntary. Declining to be interviewed or stopping the interview
arany tme will not effect any benefits or services that vou receive. If you want to leave 2 message for Mr.
Schanrz he can be coantacted by calling 1-800-446-0259 and he will get back to vow. Or you can contact him at
one of the other numbers on the top of the sheet [ will make available to you. Are you interested in hearing
more about this study? Is this a good time to talk?

Purpose and Benefits: The evaluation researchers are conducting interviews about the Office so the
OCA and the state can do a better job providing services. Knowing what people from different groups think
will help the office be more responsive. Also there has been no research done on an office like this any where
in the country. So far there are about 16 offices like this in the country and they need information too. The
results of this study will help them know what some of the issuas might be from their interest groups too. The
idea is to find out the xtent of knowledge and the opinions of groups who have an interest in the Office. You
have been selected because vou are a member of one of these groups. By understanding what peopie think and
feel about the Washingron Office of Consumer Affairs, this office, the Mental Health Division and other offices
around the country will have a berer idea about how to be help the people they want to serve. Mental heaith
consumers and other people that are interested in seeing improved services for mental haalth consumers will
benefit by having better communication with people at the state level.

Procedures: This interview will be about your knowledge and opinions on the Washington Mental
Health Division, Office of Consumer Affairs. It’s OK if vou don’t know anything abour the office. A couple of
examples of questions that will be asked are: “What do vou know about the Office of Consumer Affairs?” and
~What would you most like to see the Offics of Consumer Affairs doing?” There are also a coupie of questions
at the end that ask for some general information about your background. The most intrusive of these would be
a question about how long vou have been receiving services. We want you to be verv comiortable and relaxed
in this interview and to share only what you wish. Please remember that you are free not :0 answer any
questions you do not wish to answer or which make you uncomrfortable. This information will help the
researcher understand all of the different types of people that have been interviewed. Depending on how much
vou know about the OCA and its acsivities, and how much you have to say about vour opinions, the interview
will take about twenty minutes o one hour. The plan is to writ= down your answers ang to audio tape the
interview [pbone interviews will not be taped). The risks to vou are minimal.

Risks: It is possible that in answering some of the questions you may become uncomfortable or it may
raise an issue that you have been uncomfortable with in the past. We want you 1o be comrortable and able to
share as {ully as you wish, so please remember that you don't need to answer any question that makes vou
uneasy. You might be concemned that your individual answers could be of interest to someone at the mental
health division or somewhere else. and that they might cause rouble for vou. To prevent this, the researcher
and interviewers are independent and all individual answers are confidential. If any question makes vou
uncomfortable just skip it and go on to the next. Please doun’t fesl pressured to answer any question that you
feel uncomfortable with. Nothing that you say will ever be ransmitted in any way that will identify voutoa
Menal Health Division employes, another consumer, a service provider, advocacy group member or anvone
else other than the interviewer and the researcher. If you want, we will not tape the interview. [f'the tape is ok
but you want it shut off during the interview just wave vour hand at it and it will be shut off. Once the tape has
been ranscribed it will be erased so vour voice is not on record. In order to make sure that vou haven't been
selected twice for an interview, vour name will be recorded on a separate sheet . Oncz we know no one is
scheduled twice, All names will be destroyed so there won’t be any way 10 tell who gave what answers. The
information coilected will only be shared as part of a group’s answers. No one will be able to identifv you.

If it is ok we will go ahead with the interview.
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University of Washington & State of Washington Mental Health Division
Verbal Consent for Interview
{To be eiven to subject at time of face to face interview)

Washington Mental Health Division Office of Consumer Affairs Interest Group Member [nterview

Investigator: David Schantz, Ph.C., ACSW: Ph.D. Candidate, School of Social Work, University of
Washington, (206) 543-5640, messages (206) 883-9402; toll free messages 1-800-446-0259. Evaluator:
Consumer Family Parmership Grant, State of Washington Mental Health Division

Purpose and Benefits: This interview is part of the evaluation of the Office of Consumer Affairs (OCA)
at the Washington State Menal Health Division. Nationally there are about 16 state leve] offices of consumer
affairs. There has been no program evaluation carried out on any of these offices. This study will provide
information to the state office and the National Institute of Mental Health and others about the Washington
office. Because there have been no other evaluations like this, this particular part of the study is focusing on
the knowledge and thoughts of different interest group members. By understanding what people think and feel
about the Washington Office of Consumer Affairs, this study will make it more possible for the Washingron
OCA and the Mental Health Division to be more responsive to the people it has been designed to serve.
Nationally this research will help other offices understand what some of the issues are that they may also need
10 address. Mental health consumers and other people that are interested in se=ing improved services for
mental health consumers will benefit as service providers know better how to respond to the desires of
interested groups.

Procedures: This interview will be about your knowledge and opinions on the Washingron Mental Health
Division. Office of Consumer Affairs. It’s OK if you don’t know anything about the office. A couple of
examplies of questions that will be asked are: “What do you know about the Office of Consumer Affairs?” and
~What would you most like to see the Office of Consumer Affairs doing?™ There are also a coupie of questions
at the end that ask for some general information about vour background. The most intrusive of these would be
a question about how long vou have been receiving services. We want you to be very comfortable and relaxed
in this interview and to share only what you wish. Please remember that vou are free not to answer any
questions you do aot wish to answer or which make vou uncomfortable. This information will beip the
researcher understand all of the different types of people that have been interviewed. Depending on how much
vou know about the OCA and its activities, and how much you have to say about your opinions, the interview
will take about twenty minutes to one hour. The plan is to write down your answers and to audio tape the
interview [phone interviews will not be taped]. The risks to vou are minimal.

Risks: It is possible that in answering some of the questions you may become uncomforble or it mav
raise an issue that vou have been uncomfortable with in the past. We want vou to be comfortable and able to
share as fully as you wish, so please remember that you don’t need to answer any question that makes you
uneasy. You might be concemed that your individual answers could be of interest to someone at the mental
health division or somewhere else, and that they might cause trouble for you. To prevent this, the researcher
and interviewers are independent and all individual answers are confidential. If any question makes vou
uncomionable just skip it and go on to the next. Please don't feel pressured to answer any question that vou
feel uncomfortable with. Nothing that you say will ever be transmitted in any way thar will identify you to a
Mental Health Division emplovee, another consumer, a service provider, advocacy group member or anyone
else other than the interviewer and the researcher. If you want, we will not tape the interview. If the tape is ok
but you want it shut off during the interview just wave vour hand at it and it will be shut off. Once the tape has
been transcribed it will be erased so your voice is not on record. In order to make sure that vou haven’t been
selected twice for an interview, vour name will be recorded on a separate sheet . Once we know no one is
scheduled twice, all the names will be destroyed so there won’t be any way 1o tell who gave what answers. The
information collected will only be shared as ofan ir? group’s apswers. No one will be able to identfv

vou. .
yd /U_/-//% > 51,95

David Schantz, Evaluatq{ 7/
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DESCRIPTION OF OFFICE OF CONSUMER AFFAIRS

The Washington State Mental Health Division (MHD) Office of Consumer Affairs
(OCA) was funded by a 3 year Federal NIMH Counsumer and Family Parmership grant. The
OCA was stipulated in the grant to be staffed primarily bv consumers and supervised within the
MHD. It was fully statfed by October 1992. A limited program evaluation was required
focusing primarily on outcomes. The following summarizes the grant and evaluation.

The OCA was created and placed in the state mental health division to accomplish 3
objectives. 1; place a consumer ear and voice in the day to day workings of the menzal health
division. 2; promote consumer representation at the mental health division and around the state
by communicating with other consumers, and promoting the placement of independent
consumers and advocates on boards and policy making bodies at state regional and local levels.
3; develop consumer communication, advocacy, and independence around Washington State by
serving as an information, r=ferral, and training resource.

The OCA was to develop and operate a [-800 informarion and referral phone line, a
resource library, a computer bulletin board system, and the Ad-hoc Consumer Affairs Advisory
Commintee that has since bezn changed to the Consumer Sub-committee of the Mental health

Advisory Board. This commites will be referred to here after as the Consumer Sub-Committee.

Other activities were to be, from others, the production and dissemination of video newsletters
and the production, collection and dissemination of technical assistance and informational
materials. Other training and technical assistance services were to be provided to consumers,
providers and family members in Washingron.

RESEARCH METHODS

This evaluation focused on gathering information through two general avenues of
inquiry. Panicipatory observarion was utilized working closely with OCA staffand other
stakeholders. OCA documents were collected for analysis and ongoing interviews were
conducted with key stakeholders. Secondly, a comprehensive survey was developed to assess
stakeholder views of the office, and its impact. Categorical and non leading open ended
questions were incorporated. Stakeholders were included in the development of questions.
Three hundred forty five (345) stakeholders were interviewed. Random representative samples,
and where practical, population samples were included. Consumers (N = 173) constituted
50.1% of sample, consumer family members constituted 12.22% (N = 42) of the sample, and
providers (N = 129) constituted 37.4% of the sample (please see appendix 1 for a table
describing the distribution of stakeholder group samples). Extensive analysis of this survey data
and other data collected throughout the evaluation has been made. The main points are
described in the first paragraph below and then derailed.

FINDINGS

Evaluation findings can be summarized under five areas; 1) wide spread stakeholder

231



232

™~

support; 2) different desired operational emphasis berween stakeholder groups; 3) lack of
knowledge on the part of many stakeholders particularly consumers; 4) a pattem of OCA
ineffectiveness, diffuse unfocused activities, and disorganization, as related to implementation
of grant goals; 5) evidence that the Consumer Sub-committee committee has been an effactive
tool in building consumer networking and empowerment through the growth of local and state
level advocacy.

Data relating to stakeholder support is based on categorical material contained within the
interview of the 345 subjects. Supporting material for the remaining questions is generated from
volunteered responses to open-ended questions. Similar repons based on the this type of daa
are likely to represent lower response rates than would be expected if specific questions had
been asked concerning the identified themes. This study was exploratory in that the intent wag
to find out what stakeholders most readily were thinking about. Common themes were
identified and are presented below.

L There is wide spread support among all stakeholder groups for the concept of the
OCA as described above. No significant differences existed between groups. 75.5% (N=239)
of all those responding to the question considered the OCA as very important. Another 15.6%
(N=30) responded 10 the next highest response category that the mission was mostly important,
Support was evenly spread berween stakeholder groups with the strongest support coming from
consumer and familv members.

2. There are significantly different emphasis in expectations between consumers and
providers related to how the OCA carries out its mission. Consumers, and to some extent
family members, tend to expect the OCA to be involved in direct personalized individual help,
advocacy and intervention in the lives of consumers (advocacy is defined here as personal
intervention with a local service provider 1o assist 2 consumer in overcoming provider erected
obstacles to obaining services). Providers on the other hand feel the focus of the OCA should
be on supporting the development of advocacy capacity at the local level. These differences can
be seen in the following findings.

> Family members (40.5%) and consumers (23.1%) called for the OCA to be involved with
individualized helping activities such as provision of resources or individual advocacy.
Only 5.4% of providers presented the same view.

These differences are imponant to note. If the OCA does engage in direct forms of
helping, such activities will likely generate support from family and consumer
stakeholders but not from providers who's support is also needed. Additionally the
engagement in direct helping activities will subtract form other activities that may be
~iewed by parties as more imporant - such as the development at the local level the
capacity for consumers to find advocacy and support activities independent of the formal
mental health svstem.

d Providers (32.6%, N = 42 of 129) were most likely to volunteer that the OCA should nor
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be involved in advocacy. Consumers least likely to state that the OCA should not be
involved in advocacy were day treatment clients {5.3%, N=4 of 173) and consumer club
house members (3%, N=1 of 173). )

Differences on this issue are also imponant to note. If the OCA engages in direct
advacacy, providers are likely to tend to view this activity as interference and detracting
from the educational, developmental mission of the office. Provider views of
interference on the part of the OCA will likely generate barriers to OCA access to
agencies, boards, and staff. Lack of access will make more difficult the tasks of training,
educating, and organizing. Conflictual relationships do not generate the tvpe of
atmosphere that will bring an agency to request technical assistance to assist them in
developing environments conducive to consumer empowerment. Individual advocacy
will detract from limited staff time to do educational, developmental tasks. Consumers
not presenting the same negative view of OCA individual advocacy efforts may be an
indication that these activities are needed state wide - hence one reason for the call for
advocacy capacity development activities by the OCA.

Providers significantly favor OCA effons being directed toward policy development 85%
(N'=110 of 129), and education and training 83% (N = 108 of 129). Consumers were
significantly lower in their expressions supporting these activities by the OCA, but still
supported policy development, and education and wraining; 69% (N = 120 of 173) and
68.2% (N = 118 of 173) respectively. Family members were lower than consumers in
volunteering that the OCA should participate in policy development 64% (N = 27 of 42).
Family members suggested at a higher rate than consumers that the OCA should be
engaged in education and training 81% (N = 34).

These high numbers indicate thar all stakebolder groups understand that policy
development and education and training on the part of the OCA are the best route to
effectively utilizing the efforts of the office. The development of stakeholder
understanding of consumer rights and empowerment, and advocacy capacity
development at local. regional and state levels of the mental health system most
effectively utilizes the limited resources available. The role for the OCA thus becomes
one of facilitation to these ends.
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> Providers (37%) and family members (38%) recommended that the QCA be engaged in

starung advocacy groups around the state. Consumers spoke of this as a desired OCA
activity 25% of the time.

d The majority of providers 55.8% (N = 72) and one half of family members 50% (N=21)
recommended that the OCA be engaged in information and referral activites. Consumers
recommended this course of action in 37% of interviews,

The support for the above two activities once again indicates the wide support for the
OCA to be spending its energy in development activities,

3 Knowledge of the OCA among all stakeholders. particularly consumers, is highly
limited. Of 293 stakeholders not directly associated with the MHD or Consumer Sub-
committee, 14% (N = 42) of these individuals were able to demonstrate reliable knowledge of
the OCA and its activities. Executive administrative personnel from agencies and RSNs (N=5, -
or 30% of executives) were most likely to demonstrate knowledge of the OCA or Consumer
Sub-committee. Day treatment and consumer club house members were least likely to know.
Two day treatment consumers (N = 2, or 2.7% of day treatment consumers) and 2 consumer club
house members (6.1% of consumer club house members) were able to demonstrate knowledge
of the OCA. Overall 14 (9.9%) of ail 142 consumers in this sample were able to described the
OCA or Consumer Sub-committee.

4. The fourth finding relates to stakeholder and researcher observatious of an
ineffective OCA. predominantly viewed by those closest to its operatioas as being
unhelpfuily overly assertive in its direct advocacy activities, generally unavailable.
disorganized, generally unprepared, not focused on grant activities and in need of a defined
focus that is centered in original grant objectives and tasks. There is also a recognized
pattern of continuing internal and external conflictual relationships related to power and
conrrol issues. This conflict is viewed by stakeholders 10 have negatively impacted OCA
effectiveness.

Of the entire stakeholder sample, including those directly associated with the MHD and
Consumer Sub-committee, 84 stakeholders exhibited demonstrable knowledge the OCA and or
the Consumer Sub-committes (ses appendix 2). Of this group, there were 38 consumers
including: 24 associated with the Consumer Sub-commirtes, 7 family members, and 39
providers. Of the providers 15 were associated with the MHD. The following survey material
for finding = 4 has been developed from interviews with these 84 persons.

> Thirty-one percent (31%) of consumers, 28% of family members, and 41% of providers
volunteered that they did not feel the OCA was carrying out the tasks of the grant.

> Thirty-four percent (34°%) of consumers 14.3% of family members and 12.8 percent of
providers discussed conflictual relationships berwesn OCA staff and berween OCA staff
and others outside of the OCA. These same individuals considered these conflictual
relationships to be one of the greatest failings of the OCA.
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The above two themes can be contrasted with the fact that no one in this same group
volunteered information that the OCA was doing its job as defined by the grant. No one shared a
view that the OCA had been able to resolve conflict either internally within itself or the MHD,
or externally with stakeholders outside of the MHD, or that the OCA had begun working in
parmership with both consumers and providers.

> Fortyfive percent (45%) of the 84 persons discussed problems with access of outside
persons in contacting the OCA or getting them to return calls or respond to requests.

> Thirty-five percent (35.7%, N = 30) of this overall 84 person sample considered that the
OCA was doing a poor job considering the resources that had been provided. There were
no significant differencas between consumer, family member or provider groups on this
point. Seventy-two percent (72%) of those associated with the MHD volunteered this
information. On the other hand 9.5% of the sample shared that the OCA was doing a
positive job. These persons were exclusively consumers comprising 21.1% (N=8) of the
38 consumers in the 84 person sample of those who know the QCA.

The above information is consistent with findings reported to the MHD at the mid-point
report of this evaluation. Data generated by the non-survey method of this evaluation research
also supporr the observations of the above stakeholders. Key grant described activities of the
OCA have been left undone or inadequately completed. OCA staff continue to be involved in
direct committee work and other peripheral activities in the MHD and elsewhere. Staff have
been described by stakeholders as an additional “MHD labor pool” Activities such as ongoing
involvement in national consumer efforts. and direct individual advocacy are not cantral to the
OCA mission and defined activities. The primary grant intended role of OCA staff can be seen
to be that of a facilitative, developmental. technical assistance, and educational role. This has
not been the primary focus of the OCA during this evaluation.

The following points are from the first phase of the evaluation lasting through the
conduction of the 345 stakeholder survey. They assist in illustrating some of the internal OCA
problems referenced above.

. There is no listing of consumers qualified to serve on a speakers bureau.

. There is no listing of consumers who can serve on state or local committess.

. There is no organized method of promoting consumers as speakers or committee
members.

. Beyond taping of Consumer Sub~commines meetings there have been no video
newsletters produced.

. Stakeholders report there has bezn no appreciable compilation or dissemination of
technical assistance materials other than those owned petsonally by the prasent consumer
director.

. There was no brochure describing the OCA or its activities available to diszibute to
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stakeholders for the survey phase of this program evaluation.

. The BBS was allowed to not function for months at a time.

. Computers that were promised to Consumer Sub-committes members were not
delivered, nor was there an explanation for why they had not besn.

J Independent consumers and advocates to accomplish many of the tasks of the OCA have
not been recruited. :

. The data base of consumer complaints and information and referral calls continues to be

collected in paper form and there is no provision for feed back to the rest of the MHD as
10 problem areas in the state.

. Additional general disorganization can be seen in the lack of an ability to generate a
listing of Consumer Sub-committee members and former members for the purposes of
this evaluation.

Hlustrations of observed or reported effective activities and actions of the OCA follow:

. Creation of the agenda and training was turned over to the Consumer Sub-commiree.
. Leadership of the Consumer Sub-committee was tumned over to the members.
. Reporting mechanisms were put in place for Consumer Sub-committee members to

provide feedback as to their community efforts.
. The BBS was the first of its tvpe set up in the national MH arena.

. Continuing willingness to provide an assertive voice resulted partially in the redirection
of MH policy both at state, regional, and local levels.
. Anti Stigma Campaign preformed in conjunction with AMI received very positive

reviews and continues to have an impact.

Provider stakeholders who had experienced contact with the OCA at the regional or local
level were very careful in their descriptions. [t was occasionally shared that while the OCA had
besn of assistance to a consumer in need, the narure of the assistance was preformed in an
abrasive manner rather than one of parmership that generally left the consumer in a continuing
conflictual or resentiidl position with the provider, and the provider reluctant to seek out the
OCaA for assistance. These same providers shared that they felt that with a different. non-
adversarial approach, conciliation with the consumer would have been possible. Providers also
repeatedly called for the availability of training opportunities for their boards and staffs to help
facilitate a working parmership with consumers they serve as well as the advocacy groups.

5. The last finding is that the Consumer Sub-committee has been an overall positive
force and has been a key to the impact that the grant has had on the state consumer
movement. While the specific name of the Consumer Sub-commines was generally not
recognized, consumers and providers continually mentioned Consumer Sub-committes members
and former members as knowledgeable resources to the community. While there were many
suggestions for improvement in the qualitative data. there was only one individual making
negative comments about the overall mission concerning the Consumer Sub-committes.
Consumer Sub-committee performance received 20 positive comments from the sample of 38
consumers (52%) in the sample of 84 stakeholders described above. One specific case can best
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descride the indicated impact. In one agency one of the Consumer Sub-committes members was
reported repeatedly by stakehoiders to be of great assistance to the consumer movement in their
area, vet there was no recognition of the Consumer Sub-commirtee. In agencies where these
individuals were not present on an ongoing basis there was no mention of names or the
Consumer Sub-committes. Consumer Sub-committes members repeatedly mentioned
constraints on their roles due to the inability to pay for long distance telephone tharges or to
have “gas money™ to get to different agencies and services in their area.

CONCLUSIONS

The OCA is a potentially valuable resource for the state of Washington Mental Health
System. There is wide spread support for the concept among all stakeholder groups. This
potential is not being realized due to a misdirection of OCA energy. Among the wider consumer
population around the state there has been no discernable impact as can be observed by the clear
lack of knowledge or understanding regarding the OCA or its mission. There is a particularly
strong sense of ownership and also frustration at the perceived lack of OCA performance on the
part of advocacy group members, consumers and professionals who are aware of its existence
and functioning. The OCA has experienced an initial period of diffusely focused energies that
has in part been due to outside organizational pressures from within the mental health division as
well as the lack of experience. appropriate levels of education and desire for a role of
participatory involvement in the ‘action’ of advocacy and MHD policy making, national
meetings and other public roles, rather than the developmental facilitative roles nesded to foster
development of advocacy capacity at the local level. The Consumer Sub-commitres is 2
developing group that has assistad in the generation and increasing levels of sophistication of
consumer advocates around the state. These individuals, already of some prominence in their
local communities. have had their ability to positively impacr services and develop nerworks
enhanced by their participation on the committes.

RECOMMENDATIONS

1. Continue the OCA.

2. Recommit to the original OCA mission emphasis of: developing advocacy capacit at
local levels; educating consumers, providers and family members; establishment and
enhancement of advocacy networks; and developing and insuring a voice for consumers at all
levels of the mental health svstam. Place primary emphasis on; providing information and
referral services: developing. gathering and disseminating technical assistance materials;
providing training and educational activities related to consumer abilities, respect, non
discriminarion, and advocacy group developmenv improvement. Support advocacy groups and
service providers in their 2fforts to insure quality services for chronically mentally ill consumers.
Place an emphasis on identitving and developing consumers (other than OCA starf) who are
capable of serving in an advisory role to the MHD, regional and local agencies in the
formulation of policy.
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3. Administrative support for mission/grant focused activities is critical. Limiting outside
demands emanating from within the MHD as well as the OCA staff itself is needed 1o regain and
maintain mission focus based on grant formulated guidelines. Additional administrative ground
work is needed including education of the broader MHD, senior supervisory support, and
technical assistance to create adequate informational and record keeping systems is needed from
the MHD to improve the OCA operating environment. Assure management and supervisory
oversight and accountability based on clear measurable goals and objectives. Monitor outcomes
and provide technical and supervisory assistance and support where needed. Conduct in-house
ongoing education both formally and informally with a focus of improving communication,
respect, and trust between the OCA staff and others.

4. Open the position of director of the OCA. Stipulate that a masters degres or equivalent
and mature successful experience in community organization, agency administration and
program development be part of the selection criteria. A masters degres is recommended
because it is at the masters level with specific training related to the above issues that one
receives the depth and level of instruction and skill building necessary to carry out the intended
tasks of the OCA. This level of training is not found at lower levels of education. Insure that the
person hired understands the focus on capacity development and facilitarion. The position of
director requires a trained seasoned professional leader who is able to objectively carrv out
policy and implement programmaric features while creating an environment of respect, trust and
collegiality with persons both within the division and stakeholders without, There are
consumers that can fulfill these criteria. Seeking a consumer to fill this position should be a
priority. Search efforts should take place at local, statewide and national levels. Nominations
should be sought.

3. Policy decisions consistent with MHD ethics, statutes, organizational vision and values
are needed concerning what is appropriate information and traffic for the bulletin board system/
world wide web site (BBS/'WWW). The primary intent and direction of the BBS‘WWW site as
well as the OCA is to promote consumer voice and meaningful participation in the decision
making process regarding individual services as well as overall policy. Support this mechanism
as a centralized focal point of communication and an informational teol for consumer and
family advocates to increase networking, support. and education. Consistent with the MHD
statewide coordination and facilitation role, the BBS/WWW goal should be to enhance
consumer empowerment through involvement in policy change and advocacy development.
Regardless of the effectiveness of staff employed to develop the site, policy decisions are needed
to insure clarity as to appropriate material to be shared, and 1o open the flow of material from
the division and other sources that can be posted.

6. To enhance stakeholder ownership, engage and assure OCA stkeholder involvement in
partnership for selection of their representatives in OCA and Consumer Sub-committee. Include
individual consumers and organizational representatives from advocacy groups. Lift the
decision making capacity onto an objective group of experts and stakeholders. Invite scheduled,



ongoing input to MHD management and the OCA regarding OCA performance and
accountability. Include consumers. (including the Consumer Sub-commirtee) family members,
and community stakeholders in this fesdback.

7. Continue and expand support for the Consumer Sub-committes in its new forn. In
addition to engagement in meaningful activities the Consumer Sub-commitree can serve a role in
the seif perception of empowerment on the part of the broad range of consumers and family
advocates in the state. There is a direct link between viewing a member of one’s group as
empowered and representing the larger group and feeling personally empowered.

Maintain both training and policy feedback activities. In addition to ongoing waining, an
emphasis should be placed upon assisting members both individually, and as a group in

tenure. Institute 2 mentoring system for new members. Facilitate constructive involvement of
ex-members in the MH system at ail levels to insure an expanding resource pool of informed
educared consumers.

Local support for technical assistance and educational activities is nesded. Incraased
financial commitment is needed from local providers to enhance local development.
Communities where this is happening are producing effective, respected consumer advocarss.
The OCA statewide role should linic national, MHD, and local level afforts to identify and
procure resources. Use these resourcas in the continuing development of consumer
empowerment actvities in local, regional, and state arenas thar promote partnerships for systems
change.
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