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The Board of Directors of the CA Network of Mental Health Clients is
pleased to announce that Laurel Mildred has joined the California
Network of Mental Health Clients as Executive Director on July 1.
Previously, she served as a mental health policy consultant to the
Mental Health Services Oversight and Accountability Commission,
and before that as Associate Director, Mental Health Services Act for
the California Mental Health Directors Association.

Laurel holds a Masters Degree in Social Work from California State
University, Sacramento and a Bachelors Degree in Political Science

from the University of California, Davis. Her prior experience included serving as a policy consultant
for the Senate Office of Research, where she worked on mental health, the Olmstead Act and disability
issues.

Her most significant policy work to date has been to author the MHS Oversight and Accountability
Commission's policy paper on Eliminating Stigma and Discrimination Against People with Mental
Health Disabilities, as well as legislation to reduce the use of seclusion and restraints in institutional
settings, Seclusion and Restraint: A Failure, Not a Treatment. In her early career she spent twelve years
as a political campaign organizer.

Laurel's initial interest in mental health policy arose from her personal experience with manic-depressive
disorder. She lives in Sacramento with her two cherished dogs, Sabina and Sundance, and, when she
isn't going to meetings, she is an avid gardener.

A Note from Sally -

To All: It is time for the California Network of Mental Health Clients (CNMHC) to move in new
directions with new leadership. In that spirit, I and the CNMHC, after an extensive and lengthy search
and hiring process, welcome Laurel Mildred as our new Executive Director.
I will be serving the CNMHC at a reduced schedule for the next few months to assist in the transition and
provide continuity. And, in the future, I will continue to pursue the values of the CNMHC and the
consumer/survivor movement through consultant work. Sally Zinman

A Newsletter from the
CA Network of Mental Health Clients
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Greetings from the New Executive Director

Hello! I want to thank everyone who has been so helpful and supportive of me
in becoming the new Executive Director, and all of you for placing your confidence in me.

In particular, I want to thank Sally Zinman. For me and for many people over the years, Sally has
epitomized the Network. When I first met Sally in her work with the Legislature, I was impressed with

her dignity, knowledge and her consummate dedication to all of you.

My admiration grew as we worked together on a number of projects, fighting against
involuntary treatment, reforming seclusion and restraints practices and calling attention to abuses in
state hospitals. She has been one of the most effective advocates I’ve ever met, with a keen political

sensibility and enormous integrity and courage.

Sally always remembers that when we first met I told her that I had a mental illness, and that I
completely supported the Network’s advocacy against involuntary treatment. She had never had a

Legislative staffer offer such a disclosure before, but she has always gone out of her way to invite me to
become more involved with the client movement and with all of you.

Having Sally and the Network show up on a regular basis at the Legislature to defend my civil rights and
the rights of all others with mental health disabilities was certainly an unprecedented experience for me,
giving me a sense of community and strengthening my own dedication to working from inside systems to

promote fundamental change.

That sense of community and of mutual support is more essential than ever now that we are
implementing the Mental Health Services Act. We face a time of unprecedented change and opportunity;
it is at the same time exciting, frustrating and overwhelming. I am often humbled by the realization that

this is the largest exercise in direct democracy that I have ever participated in -- we are creating our
own future. And while it is true that government does not easily share power, it is also true that we are

the ones who can really give truth to the vision of the MHSA.

I am excited about this opportunity to follow the advice of Gandhi and to
“Be the change that we wish to see in the world.”

In my experience these moments of opportunity are rare. They are to be seized upon with energy,
commitment and conscious intention. I am fully engaged in this moment of opportunity, and eager to

work with all of you to bring about the changes
we know are possible.

Thank you again for your support.

Laurel Mildred, CNMHC Executive Director

Kathy Trevino, the long time administrator at the CNMHC, has taken the position as Program
Coordinator of the new Sacramento Consumers Self Help Wellness and Recovery Center. Kathy worked
at the CNMHC for 10 years, being crucial to its renaissance during that period. She walked into the
doors of the CNMHC when it was disintegrating, and leaves when it is a vibrant, well respected
organization. She was a significant part of that transformation.

Kathy would like to keep in touch with you. She can be reached at:
(916) 485-4175 ext. 102
E mail: ktrevino@Consumersselfhelp.com
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March 2007

Sister Silver Hair

Sister Silver Hair with gentle smile

walks among the green hills

under clouds and sun

breezes teasing her skin.

Sister generous heart

caring, freely sharing her gifts

of compassion and understanding

lovingly reaches out to her peers.

Sister of the earth mother

now walks in other golden climes

a sadness to those who loved her here

joy now as she is welcomed home.

We will keep the promise!

Gwen Lewis Reid- Los Angeles

Karen

Karen Zimmer served on the CNMHC
Board of Directors and in 2006 was elected
President of the Board. She was the first
CNMHC staff coordinator for the CA
Memorial Project and served on the Trinity
County MH Board. Karen lost her battle
with cancer in the Spring of this year,
leaving earthbound her wonderful
daughter, Katrina, family members and
hundreds of friends. Karen is a ray of
sunshine, always seeing the beauty in life,
in others, and in the universe. She touched
the hearts of so many and her beauty will
remain with us forever. Her Presidential
Address at the Client Forum 2007 is
recorded in the speech section.
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Karen, better know as KC, our friend from down river who always loved people, animals,
the earth and the stars.

She moved to the Trinity from Santa Barbara and bought an A-frame in the early 1970’s.
It was across the Trinity River with access only by boat or cable car. For many years she
pulled herself across in the cable car with all her groceries, laundry and propane for
cooking. There was no power, lots of sunshine and she loved it. So did the bear, a few
raccoons and bats.

After her daughter Katrina was born she spent the winters on this side of the river and
summers at the A-frame. She finally gave it up when Katrina got her horses and a phone,
things a young girl considered very important. KC helped put Katrina through veterinary
school at UC Davis, which she completed this year and is currently an intern in Kentucky.

KC called Trinity County ‘Shangri-la’ and she talked about the wonderful spiritual
environment living that Trinity brought into her life. She was always doing things for
others and got a grant to create the Down River Resource Center, a program to help
people develop cottage industries in a rural county where over 80 % of the land is
government owned.

One of the many people she touched (and one of her strongest advocacy moments) was
when a battered wife was going to be given a 10-year sentence because of her husband’s
drug deals. KC didn’t know this lady but knew others that did. KC took on the County
DA, got 30 people to go to every court appearance and gathered over 50 letters of support
from the community. KC gave her a job at the Resource Center and found her a place to
live. As a result the Judge put the wife on a long probationary period, which she
completed successfully. KC is loved by many and missed by all.

Joyce Ott-Havenner
CNMHC staff-Far North Region
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Comments on the State Department of Mental Health (DMH)
Draft Proposed Mental Health Services Act (MHSA) Capital Facilities Guidelines

The CNMHC welcomes the opportunity to comment on the DMH’s April 30 Draft Proposed Guidelines
for the Initial Capital Facilities Component of the County’s Three-Year Program and Expenditure Plan.
The opportunities this component offers for land and buildings to be acquired and built upon for client-
driven, recovery-based services and supports in community settings, including client-operated mutual
support programs, are very promising to mental health clients. We strongly support the use of these funds
to make existing buildings used for MHSA service delivery more accessible for people with disabilities.
And we hope to be involved much more as the planning process for this component unfolds.

However, we have a number of serious concerns with the current Draft Proposed Capital Facilities
Guidelines that we feel must be addressed:

Restrictive settings
Among the various types of buildings for which the Draft Guidelines say MHSA funds may be used are
what are termed “restrictive settings”. On the recent Statewide Conference Call on Capital Facilities,
DMH Special Projects Chief Jane Laciste defined a restrictive setting as “a facility in which an individual
is there involuntarily; a locked facility.”

The Draft Proposed Guidelines outline a set of criteria that must be met in order for a county to use
MHSA funds to pay for these settings: Restrictive Settings. In general, Capital Facilities funds shall be
used for buildings that serve clients in less restrictive settings. However, if a county submits a proposal
for a Capital Facilities project that is a restrictive setting, in accordance with Welfare and Institutions
Code Section 5847(a) (5), the County must demonstrate the need for a building with a restrictive setting
by submitting specific facts and justifications for the Department's review and approval as follows:

• There is an unmet need within the county for a restrictive facility in order to adequately serve
individuals with severe mental illness and/or serious emotional disorder.

• These needs cannot be adequately served in a less-restrictive setting. The County shall include specific
reasons to substantiate the inability to meet the needs in a less restrictive setting.

• It is not feasible to build the required facility using non-MHSA funds. The County shall include
specific reasons for non-feasibility.

• The County has pursued, and been unable to obtain, other sources of funding.

• The proposal for a restrictive facility was developed through a Community Program Planning Process
in accordance with California Code of Regulations 3300, 3310, and 3315.

The CNMHC acknowledges that the above criteria reflect similar language on restrictive settings in the
Mental Health Services Act (emphasis ours):
§ 5847. Integrated Plans for Prevention, Innovation and System of Care Services.
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(a) Each county mental health program shall prepare and submit a three year plan which shall be updated
at least annually and approved by the department after review and comment by the Oversight and
Accountability Commission. The plan and update shall include all of the following:
...
(5) A program for technological needs and capital facilities needed to provide services pursuant to Parts
3, 3.6 and 4. All plans for proposed facilities with restrictive settings shall demonstrate that the needs of
the people to be served cannot be met in a less restrictive or more integrated setting.

It is the position of the CNMHC that the wording of the Section 5847(a)(5) above is an anomaly within
the MHSA and inconsistent with the words, intent and purpose of the Act itself. One of the goals of the
MHSA, according to the DMH, is to reduce hospitalization and involuntary treatment.

Moreover, the use of MHSA funds for restrictive settings is inconsistent with the Recovery Vision
outlined in the Act and its intent of systemic transformation.

Notwithstanding this inconsistency within the MHSA itself, the CNMHC recommends additional criteria
in the DMH Capital Facilities Guidelines governing the use of Restrictive Settings within Counties, as
we have outlined.

The MHSA’s promise and mandate is to develop alternative ways of helping people in emotional
distress, not to fall back on the same old, unsuccessful answers. MHSA funds are required to provide
incentives for alternative answers, not support for the failed conventional ones.

Reduction in force and hospitalizations

An intended outcome for the MHSA stated in the Department’s CSS Three-Year Program and
Expenditure Plan Requirements of August 2005 is “[r]eduction in involuntary services, reduction in
institutionalization, and reduction in out-of-home placements”.

The emphasis throughout the CSS Requirements is on the importance of providing an array of voluntary,
community-based, client-driven, culturally sensitive, self-directed services that address the real life needs
of persons with mental disabilities while avoiding intrusive and unwanted interventions – a “help first”
approach rather than a “fail first” approach. If MHSA services are doing what they are supposed to do,
the outcome should be a reduction of involuntary commitment. MHSA services should prevent
hospitalization, not increase it.

Hospitalization vs. the MHSA Recovery Vision

Moreover, the use of MHSA funds for restrictive settings is inconsistent with the Recovery Vision
outlined in the Act and its intent of systemic transformation:
§ 5813.5 (d) Planning for services shall be consistent with the philosophy, principles, and
practices of the Recovery Vision for mental health consumers:
(1) To promote concepts key to the recovery for individuals who have mental illness: hope,
personal empowerment, respect, social connections, self responsibility, and self-determination.
(2) To promote consumer-operated services as a way to support recovery.
(3) To reflect the cultural, ethnic and racial diversity of mental health consumers.
(4) To plan for each consumer’s individual needs.

Language in this Section strongly reflects input from clients who participated in the writing of the Act.
Services consistent with the MHSA Recovery Vision would transcend entrenched discriminatory and
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stigmatizing reactions to people with mental disabilities. On the other hand, hospitalization reinforces
such discrimination and stigma, both in the mental health system and in society as a whole; it looks
backwards, not forwards.
Hospitalization and force are conventional, not transformational Whereas the conventional system has
used hospitalization, coercion and force in its attempt to deal with emotional crises, a transformed system
would create recovery-based options that maximize client self-determination and autonomy. Yes, people
do experience times of great emotional distress; however there are transformative, recovery-based ways
of assisting persons in such distress – for example, voluntary crisis drop-in respite centers, peer-run
supportive housing, voluntary crisis residential houses, or self-directed support in the home.

The Recovery Vision of the MHSA is also reflected in SAMHSA’s National Consensus Statement on
Mental Health Recovery. The following passage defines a person’s sense of well being as self-directed:
Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing
autonomy, independence, and control of resources to achieve a self-determined life. By definition, the
recovery process must be self-directed by the individual, who defines his or her own life goals.

Recommendations

The CNMHC strongly recommends that the Department add two new criteria to the Draft Proposed
Capital Facilities Guidelines governing the use of MHSA funding for restrictive settings within counties:

In addition to the conditions listed in the current Draft Proposed Guidelines a County seeking MHSA
funds for a restrictive setting should also demonstrate the need for a building with a restrictive setting by
submitting the following specific facts and justifications for the Department's review and approval:

• An array of client-driven, voluntary, self-directed, recovery-based, culturally and linguistically
competent alternative programs in community settings are already being implemented by that county, for
the same age group and population for whom the restrictive setting is being proposed.
• Research has been conducted demonstrating conclusively that these existing alternatives do not meet
the needs of the age group and population of that county for whom the restrictive setting is being
proposed, while the same needs would be better met in a more restrictive setting, necessitating a building
with a restrictive setting.

The above criteria further clarify the DMH proposed condition that “[t]hese needs cannot be adequately
served in a less-restrictive setting. The County shall include specific reasons to substantiate the inability
to meet the needs in a less-restrictive setting.”

Lack of transparency, client and family involvement

Finally, the CNMHC is concerned that the process in which these Draft Proposed Capital Facilities
Guidelines were developed lacked transparency and involvement of clients and family members. To
remedy this, we propose an extension of the timeline for finalizing these Guidelines and an effort to
include the CNMHC and organizations representing family members and youth in the process.

Despite the clear mandate in the Act and in the DMH Community Services and Supports (CSS) Three-
Year Program and Expenditure Plan Requirements for a client- and family driven stakeholder process,
the Department’s planning process for the Capital Facilities component has by and large lacked
transparency and neglected to include clients and family members, save for brief presentations and public
comment periods at the November 2006 DMH Stakeholder Meetings. No clients were involved in the
process of developing the Draft Proposed MHSA Capital Facilities Guidelines, only agency staff.
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The CNMHC recommends that the time line on these Guidelines be extended to allow what has been a
very system-driven process to be expanded to one inclusive of clients and family members, as called for
in the Act.

Members of the CNMHC MHSA Implementation Team are available to consult on Capital Facilities
recommended strategies and projects such as the ones outlined above and more. For more information,
please contact MHSA Client Involvement Program Director Delphine Brody at delphinegrrl@gmail.com.

Comments on CA DMH Draft Proposed MHSA Information Technology Guidelines

Overarching concerns: Information and communications technology issues that affect mental
health clients

Many mental health clients live in poverty and lack access to computers, the Internet, computer literacy
training, and therefore to information – including Internet-based health information, housing or
employment opportunities, their personal electronic health records, and updates on local and State
MHSA meetings and events. Public libraries do not offer sufficient computer access for clients who do
not have computers or computer literacy training to attain the knowledge, resources, self-advocacy and
self-determination that are widely recognized as being integral to the recovery process. However, at
stakeholder meetings and in its Draft Proposed MHSA Technology Guidelines, the State Department of
Mental Health (DMH) has thus far focused primarily on using IT funding to pay for new computer
systems and networking infrastructure for county mental health departments. In the sections describing
the background of the MHSA Technology Component, the May Draft Proposed Guidelines state the
following: The MHSA addresses a broad continuum of prevention, early intervention and service needs
and the necessary infrastructure, technology and training elements that effectively support the local
mental health system.

Technology Plans must address the development of a long-term infrastructure for mental health to
facilitate the highest quality, cost-effective services and supports for consumer and family wellness,
recovery and resiliency. While the CNMHC appreciates the DMH’s inclusion of several recommended
strategies for consumer and family member empowerment, we remain concerned that the Draft
Guidelines’ overall focus on expanding counties’ technological capacity has largely ignored the
electronic divide and low-income clients' need for the access to knowledge and to each other that
computers and Internet access make possible.

The Act itself calls for a greater emphasis in service planning on promotion of client-driven principles for
recovery, including hope, empowerment, social connections, self-responsibility and self-determination,
as well as client-run services, cultural competency and individual needs:

5813.5. (d) Planning for services shall be consistent with the philosophy, principles, and practices of the
Recovery Vision for mental health consumers:

(1) To promote concepts key to the recovery for individuals who have mental illness: hope,
personal empowerment, respect, social connections, self-responsibility, and self-determination.
(2) To promote consumer-operated services as a way to support recovery.
(3) To reflect the cultural, ethnic and racial diversity of mental health consumers.
(4) To plan for each consumer’s individual needs.

We recommend that this emphasis in the Act be reflected in the DMH Guidelines by prioritizing and
expanding upon the consumer and family empowerment strategies in consultation with the CNMHC and
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family member organizations. Expansion of client access to computer, Internet and computer literacy
training as essential resources for recovery should be a requirement rather than an option. The provision
of computers, Internet service and literacy training in client-run programs such as self-help centers
should be added to the description of consumer and family empowerment projects. Likewise, the
provision of these key resources in culturally specific settings with high concentrations of unserved and
underserved people seeking and/or receiving mental health services, such as Native American health
centers and lesbian, gay, bisexual, transgender and questioning (LGBTQ) youth drop-in centers, should
be added to this section. And provision of computer literacy training in appropriate threshold languages
should also be among the required elements of empowerment projects in this section.

Also, although we acknowledge the inclusion of the section on consumer access, security and privacy
standards as an important first step to address clients' electronic access to their personal health records
and our concerns about the privacy and security of this material, we feel that the government-defined
standards of access, security and privacy in this section should be expanded to include client-defined
standards, as we have discussed at stakeholder and DMH IT Workgroup meetings.

As the DMH gathers input on these draft Guidelines, we hope the Department will take the opportunity
to more fully address clients’ pressing concerns around computer and Internet access, health record
access, privacy and security, and to make clear that these concerns are a top priority for MHSA
Technology funding, rather than an afterthought.

Computer and Internet access

Clients need computer and Internet access, and some also need computer literacy training, in order to
seek housing or employment, write resumes, access their electronic health records, create and sustain
client-run programs, and stay informed on upcoming MHSA meetings and information. Yet many clients
who live in poverty lack sufficient access to computers and the Internet to perform these basic tasks.

The CNMHC recommends that counties be required to allocate at least 25% of their IT funding for the
provision of computers, Internet access and computer literacy education to clients in community settings.

Wellness focus

The CNMHC supports an integrated approach to IT, as a piece of the integrated approach to
wellness/recovery/resiliency that is outlined in the Act’s Recovery Vision statement.

The CNMHC suggests rephrasing some of the goals to emphasize client wellness first and foremost,
while making it clear that information and communications technology is a means, a set of tools to be
used towards the goal of wellness, rather than an end in itself.

Client participants on the DMH’s IT Workgroup have suggested copy-edit and content revisions along
these lines to the draft materials and discussed these with DMH Technology Chief Gary Renslo.

As part of this wellness focus, we also recommend a shift in focus from electronic health records (EHRs)
to personal health records (PHRs). Otherwise, given Executive Orders from both President Bush and
Governor Schwarzenegger, using MHSA funds for EHRs could be construed as supplantation.

Direct client IT projects should be required

The CNMHC is concerned that under the current Draft Guidelines, direct client IT projects will not be
put forward by counties. We recommend that each county be required to implement direct client
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Members of the CNMHC MHSA Implementation Team are available to help devise projects such as the
ones outlined above and more. For more information, please contact MHSA Client Involvement Program
Director Delphine Brody at delphinegrrl@gmail.com.

Why CNMHC strongly opposes Emergency Regulation Section 3620 (k)

Emergency Regulation 3620 (k) allows Counties to use Mental Health Services Act (MHSA) funds to
pay for acute inpatient hospitalization in certain situations. This use of MHSA funds for inpatient
hospitalization violates the letter and spirit of the Mental Health Services Act. Voluntary participation
and a reduction in placements of clients in institutional settings are hallmarks of the MHSA. The Act
calls for an array of voluntary, community-based, culturally competent, self-directed services that
address clients’ real life needs while steering clear of outdated, invasive approaches that do not meet
people where they’re at.

Now we must remind the DMH to keep the promise of the MHSA – to use MHSA funds only for
services designed to be voluntary.

A few of our reasons for opposing Emergency Regulation Section 3620 (k) follow:

Flawed Reasoning

The DMH has stated that the impetus prompting them to consider the use of MHSA funds for inpatient
hospitalization of adults participating in Community Services and Supports (CSS) Full-Service
Partnership programs is the hypothesis that with the influx of new people into the mental health system
through Full-Service Partnerships, the Counties will have an increased burden for inpatient
hospitalization.1 The underlying rationale appears to be that the addition of new clients to mental health
services under the MHSA will produce more inpatient commitments. At a minimum, the Department’s
assumption is that people in CSS programs will need inpatient hospitalization in enough numbers to
cause the hospitals financial hardship.

This reasoning is flawed. An increase in hospitalizations is contrary to the expected outcomes for
MHSA programs and the actual outcomes of AB 34/2034 programs, the model for MHSA services.

A stated outcome for the CSS Component in the DMH Requirements is “[r]eduction in involuntary
services, reduction in institutionalization, and reduction in out-of-home placements”. The emphasis
throughout the CSS Requirements is on the importance of providing an array of client-driven, culturally
sensitive, self-directed services that address the real life needs of persons with mental disabilities while
avoiding intrusive and unwanted interventions – a “help first” approach rather than a “fail first”
approach. Indeed, if MHSA services are doing what they are supposed to do, the outcome should be a
reduction of involuntary commitment. MHSA services should prevent hospitalization, not increase it.

Experience supports this presumption. AB 34/2034 services have produced a 55.8% reduction of number
of days hospitalized for persons enrolled in the services. Therefore, if MHSA services lead to a pattern
of increased County expenditures for involuntary services, something is terribly wrong. Such a pattern
would indicate a county’s failure to transform the delivery of services as required for MHSA funding.
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Erosion of Trust

The existence of an emergency regulation provision allowing the use of MHSA funds for inpatient
hospitalization of adults in CSS programs will erode the consumer trust that is requisite for a successful
relationship between helper and helped and for an effective recovery process. The success of CSS
programs will depend on the level of trust between a consumer and his or her helping environment. The
knowledge that forced treatment hovers in the background (as it does even for those who commit
themselves to inpatient units voluntarily) will undermine that trust.

This is especially true of unserved and underserved people. It may cause people from communities of
color and cultures who distrust State-funded services, as well as homeless people who are wary of the
mental health system, to avoid any and all contact with MHSA services. Indeed, for many survivors of
forced psychiatric hospitalization, the fear of being again committed against their will has caused them to
avoid mental health services altogether. The threat of forced treatment has the potential of scaring away
many of the very same unserved people whom the MHSA is targeting.

Hospitalization Is Conventional, not Transformational

The use of MHSA funds for inpatient hospitalization, for any reason or for any group of people, defies
the spirit and intent of the MHSA. The Act promises a transformation of the mental health system, with
services that transcend entrenched discriminatory and stigmatizing reactions to people with mental
disabilities. Hospitalization reinforces such discrimination and stigma, both in the mental health system
and in society as a whole; it looks backwards, not forwards.

Whereas the conventional system has used hospitalization, coercion and force in its attempt to deal with
emotional crises, a transformed system would create alternative options that maximize client self-
determination and autonomy. Yes, people do experience times of great emotional distress; however there
are alternative ways of assisting persons in such distress – for example, voluntary crisis drop-in respite
centers, peer-run supportive housing, voluntary crisis residential houses, or self-directed support in the
home. The MHSA’s promise is to develop alternative ways of helping people in emotional distress, not
to fall back on the same old, unsuccessful answers. MHSA funds should provide incentives for
alternative answers, not support for the failed conventional ones.

New Directors Elected – Regional Projects Selected

During the past few weeks, Regional meetings have taken place across the State or have been scheduled.
Each Region elected at least one new Board of Directors member; some chose an alternate and most will
have selected the Regional Project for the coming Fiscal Year.

Far North: The Annual Meeting took place in Redding California on May 30 and 31, 2007 at no costs to
clients. The project chosen for 2007-08 is a two-day face-to-face training event with specific topic areas
that included breakout sessions specifically directed to basic and intermediate/advance levels. Kevin

June 2007
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Murphy from Mendocino County was elected to a one-year term to complete vacancy left by the passing
of our friend Karen Zimmer. Henry Willey from Humboldt County was elected to fill the two-year term
of office. Daniel Rosas continues his term on the Board. There will be a peer counseling/coaching
training held on Monday, July 9, 2007. It will be at the Trinity County Behavior Health Recovery Center
in Weaverville. The training is complimentary and includes lunch. For more information, please call
Joyce Ott, Far North Regional Project Coordinator at 530-623-0666. Joyce is also the MHSA Regional
Project Coordinator and has done a wonderful job in both areas.

Bay Area: The Bay Area met on June 16. Without a quorum to elect a Regional Director and Alternates,
the members chose to vote on recommendations for these positions and send these recommendations out
to the Bay Area CNMHC membership for a mail in vote.
Call Delphine Brody at 916-443-3232 for more information.

Central Valley: The Central Valley will meet on July 12 at 1212 N. California Street in Stockton 95202
starting at 10:00 am. Refreshments and lunch will be provided. For more information contact host Cheryl
Torres at 209-468-8258. The project chosen for the 2006-07 FY was trainings about Storytelling. The
trainings were held in Sacramento, San Joaquin, and Merced counties May 29, 30, and 31st respectively.
The presentation team consisted of Paula Comunelli, Listening Well founder and CEO, Patti Haskell, co-
facilitator, and John North sharing his personal recovery story. Participants were introduced to benefits of
storytelling/sharing in general i.e., finding your voice, cultivating feelings of inclusion, and identifying
significant moments in our lives. Using Listening Well’s unique appreciative approach to storytelling
invited participants to begin to view their experiences from a new strength based perspective. A “free
writing” technique was introduced as a way for participants to begin to access their own recovery stories.
Thank you to Patti Haskell for all her devoted work on this project.

South: The South met on June 23 in Santa Barbara. The members voted on
the FY 2007-08 Regional Project and a new Board O Directors member. The
next Regional Project will be a concentration on the MHSA: getting
maximum implementation by consumers being involved in advocacy,
planning, implementation and evaluation. This should include support,
trainings, outreach to diverse cultures. The project will assist in making the
client network more assessable to all consumers in the South Region. Elected
as the new Board member was Gaines Lyons (who can be reached at glyons@mhala.org) with Gwen
Lewis-Reid elected as the alternate. The previous year’s Regional Project was an outstanding success and
the Regional Project Coordinator, Aurora Baldizon, is to be commended.

Far South: The Far South will meet on July 28 in Orange County. Please contact Michael McPherson or
Sue Watson by contacting the CNMHC office at 916-443-3232 for details.

The newly constituted Board of Directors will meet August 24, 25, 26 2007 in Sacramento. New Board
members will receive training on Board duties and responsibilities in combination with the Board
meeting. Prior to the Board meeting, two (2) additional Board members will be appointed by the new
Board with the focus on diversity representation.
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Client Forum 2007 was held January 26 -28, 2007 at the Radisson Hotel Los Angeles Westside.
Approximately 380-90 people attended, from 35 different counties, some counties sending large
delegations, Being in the South and with the MHSA mandate for client training, many southern counties
sent clients who had not attended in the past. The Forum concentrated on the MHSA, providing at least
five (5) direct venues for MHSA training and discussion, while many other Institutes and workshops
were MHSA related. Eighteen (18) workshops, six (6) Institutes, and four (4) caucuses were intertwined
in 1/1/2 days. The Institutes focused on the main work of the CNMHC: self-help and peer support;
cultural competency, employment and education, and public policy. This was followed by a day devoted
to a general and regional membership meetings. The general membership meeting marked the beginning
of strategic planning for the future, with members brainstorming what they would like to see the
CNMHC do in the next 5 years.

A pre-Conference three-day Empowerment Training done by National Empowerment Center (NEC),
Judi Chamberlin and Dan Fisher and the CNMHC, with Sally Zinman and Michele D. Curran (funded by
the California Wellness Foundation and the University of Illinois at Chicago) enriched this Client Forum.
See description of the Finding Our Voice training in this newsletter.

The CNMHC utilizes the Forums to provide its membership with informational materials, from CNMHC
organizational information to public policy position papers. This year the CNMHC provided disks of
public policy positions and other information, which proved to be a popular format for attendees.

California clients were fortunate to have informative and inspiring keynote speakers:
Judi Chamberlin, an activist in the survivor/consumer/ex-patient movement since 1971; Dan Fisher, a
psychiatrist and consumer who is the co-founder and Executive Director of the National Empowerment
Center; Jacki McKinney, founding member of the National People of Color Consumer/Survivor Network
and a survivor of and teacher on trauma; Eduardo Vega, at the time, Associate Director and Director of
Education at Project Return, the Next Step. Stage, screen and TV Actress Marriet Hartley joined us and
spoke about trauma and the need to understand and address it.

Excerpts from some of these inspiring words can be found at the end of the newsletter.

Mental Health Courts Policy Discussion
California Network of Mental Health Clients (CNMHC) Concerns

Mental health courts are taking center stage in mental health policy with SB 851 (Steinberg), specifically
the section that authorizes and sets standards for mental health courts.

The CNMHC Board has taken the position to oppose the mental health court section of SB 851 and the
expansion of mental health courts in California without further study and the consideration of alternative
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Sally Zinman, CNMHC Executive Director


