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Treatment and Support Services for Persons Living with SPMI
A Mental Health Initiative

Ohio Substance Abuse Monitoring NetworkOSAM

I. INTRODUCTION

The Ohio Substance Abuse Monitoring (OSAM) Network is Ohio Mental Health and Addiction Services’
(OhioMHAS) drug use surveillance system, a well-established research initiative that tracks drug trends in 
Ohio to produce biannual descriptions of regional substance abuse. Using data collected through focus 
groups and interviews with active and recovering drug users and community professionals, OSAM 
provides OhioMHAS with a real‐time method of producing accurate epidemiological descriptions that 
policymakers need to plan appropriate prevention and intervention strategies. 

In addition to its six-month drug trend reporting, OSAM publishes Targeted Response Initiative (TRI) and 
Mental Health Initiative (MHI) reports. TRIs are designed to address specific populations/drug abuse trends 
and other addiction related concerns (e.g., problem and pathological gambling, employment needs of 
persons receiving treatment for substance use disorder [SUD]), while MHIs examine topics related to 
mental health. Topics of interest for TRIs and MHIs are identified by OhioMHAS leadership and data for 
these reports are gathered on an as‐needed basis. MHIs are the latest OSAM initiative. At the start of Ohio 
Governor Mike DeWine’s administration, the OSAM Network was expanded to include the study of topics 
related to mental health. This first MHI report is a summary evaluation of the current status of treatment 
and support services for persons living with serious and persistent mental illness (SPMI). The goal of this 
MHI was to conduct a statewide assessment of SPMI recovery-oriented practices. The results of this study 
may inform policy to develop and improve treatment and support services for persons living with SPMI. 
OSAM biannual drug trend, TRI and MHI reports can be accessed at https://mha.ohio.gov/Researchers-
and-Media/Workgroups-and-Networks/Ohio-Substance-Abuse-Monitoring-Network.  

a. Research Objectives

The specific objectives of this MHI research study were:
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1.)  Assess knowledge of persons living with SPMI and their family members as to the availability of 
community treatment services (e.g., levels of care, pharmacologic treatment) and support services 
(e.g., educational, vocational, housing), as well as knowledge of how to access needed services. 

2.)  Assess community professional perceptions of treatment and support service needs, as well as their 
program/agency/organization’s ability to provide appropriate services to persons living with SPMI. 

3.)  Identify barriers and gaps in SPMI treatment and support services. 

4.)  Assess current community messaging related to SPMI in examination of stigma of persons living 
 with SPMI. 

https://www.mha.ohio.gov/Researchers-and-Media/Workgroups-and-Networks/Ohio-Substance-Abuse-Monitoring-Network


II. METHODS

a. Data Collection

Data were collected through a mixed research 
methodology via focus group and individual 
interviews from June through November 2020. 
Regional epidemiologists (REPIs), contracted by 
OhioMHAS, collected survey data and conducted 
interviews. To ensure statewide sampling, a REPI 
was assigned to each of the State’s six psychiatric 
hospital catchment areas (for map of catchment 
areas see Figure 1). The hospitals are Appalachian 
(Athens), Heartland (Massillon), Northcoast 
(Northfield), Northwest  (Toledo), Summit 
(Cincinnati) and Twin Valley (Columbus). REPIs were 
professionals with at least a master’s degree in a 
social science (public health, psychology, social  
work, counseling, anthropology or sociology) with 
relevant research experience in the area of 
qualitative data collection and/or licensure in 
counseling/social work. 

The study’s Principal Investigator (PI) trained REPIs 
on the implementation of study protocols as well as 
provided REPIs with ongoing monitoring and 
technical assistance. Prior to focus group/interview 
(FGI) start, REPIs obtained participant informed 
consent, administered brief surveys of participant 
background and administered assessments of SPMI 
recovery-oriented practices in participant 
communities. REPIs conducted FGIs following 
scripted protocols. FGI data were qualitative and 
self-reported to REPIs who noted responses and 
audio recorded all FGI proceedings with participant 
knowledge and informed consent. Study 
participation was voluntary. Focus groups were no 
larger than 12 participants and were 1-2 hours in 
duration. Only REPIs, the PI and study staff had 
access to study data. An applicable institutional 
review board (IRB) approved this study. 

b. Participants

In order to assess SPMI recovery-oriented practices 
to inform policy to develop and improve treatment 
and support services for persons living with SPMI, 

the participants for this research needed to 
have lived experience. Thus, the targeted 
groups for study participation were: persons 
currently living with SPMI (i.e., bipolar 
disorder, borderline personality disorder, 
major depressive disorder, schizoaffective 
disorder and schizophrenia), family members/
loved ones of persons living with SPMI and 
community professionals who provide 
treatment/support services to persons living 
with SPMI (e.g., psychiatrists, psychologists, 
nurse practitioners, nurses, social workers, 
counselors, case managers, peer supporters).  

REPIs were required to interview, per 
catchment area, a minimum of 15 persons 
living with SPMI (15 x 6 = 90 overall total), a 
minimum of 15 family members/loved ones of 
persons living with SPMI (15 x 6 = 90 overall 
total) and a minimum of 30 community 
professionals (30 x 6 = 180 overall total). The 
study’s overall target sample size was 360 
participants. Due to difficulty in obtaining 
consent for minor participants, only individuals 

Figure 1. Psychiatric Hospital Catchment Map 
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aged 18 years or older were invited to participate in 
this MHI study. The sampling plan was one of 
convenience; however, to ensure a geographically 
diverse study population, participants were recruited 
from treatment/support programs in each of the six 
psychiatric hospital catchment areas. Note, since 
persons living with SPMI were recruited from 
treatment/support programs, they are referred to as 
‘consumers’ in this report (i.e., consumers of SPMI 
treatment/support services). The term ‘community 
professional’ has been shortened to ‘professional’ 
throughout most of this report; however, the two 
terms are used interchangeably. In addition to 
biological relations, the term ‘family member’ 
includes loved ones of persons living with SPMI (i.e., 
non-biologically related significant other, e.g., spouse 
or romantic/domestic partner, relation by adoption/
marriage, close friend). Also, participating family 
members may or may not have been connected to a 
participating consumer; family members may have 
referenced a loved one not enrolled in this study. 

c. Instrumentation

i. Demographic surveys. Participants across 
respondent types (consumer, family member and 
professional) completed a brief demographic survey 
prior to FGI start. The researchers wrote these 
surveys to capture the following participant 
information: sex, ethnicity, race, age, level of 
education, as well as additional characteristics by 
respondent type. The consumer survey also captured 
employment status, mental health diagnosis, SUD 
diagnosis, type of treatment/support services 
received during the past 12 months, illicit drug use 
during the past six months and current MAT
(medication-assisted treatment for opioid use 
disorder) status. The family member survey also 
captured number of family members currently living 
with SPMI, relationship to family member(s) living 
with SPMI, mental health and SUD diagnoses of 
family member(s) living with SPMI, type of 
treatment/support services received by family 
member(s) living with SPMI during the past 12 
months, whether or not they were currently living 
with family member(s) living with SPMI, length of 
their involvement with the treatment/recovery of 
family member(s) living with SPMI and whether

family member(s) living with SPMI had given 
consent/signed a release of information allowing for 
family member to speak with treatment/support 
provider(s). The professional survey also captured 
length of time working with persons living with SPMI, 
professional group affiliation, type of SPMI 
treatment/support services their program/agency/
organization offers and SPMI diagnoses most 
frequently encountered in their work environment. 

ii. Recovery Self-Assessment Revised (RSA-R). RSA-R
is a self-reflective, self-administered tool designed to
identify strengths and target areas for improvement
in the provision of recovery-oriented care
(O’Connell, Tondora, Kidd, Stayner, Hawkins, &
Davidson, 2007). There are four versions of RSA-R:
Person in Recovery Version (administered to
consumers), Family Member/Significant Other
Version (administered to family members), Provider
Version (administered to treatment/service
providers only; not applicable to law enforcement)
and Administrator Version (not administered due to
few administrator participants). Each RSA-R version is
comprised of 32-40 items designed to gauge the
degree to which programs implement recovery-
oriented practices. Respondents are presented with
a list of statements and instructed to indicate how
accurately each statement describes the activities,
values, policies and practices of the service provider.
If consumers and family members received services
from more than one program/agency/organization,
REPIs directed them to reference their primary
service provider.

Each version of the RSA-R is comprised of the 
following six domains (Konkolÿ Thege, Ham, & Ball, 
2017): (1) ‘Client Choice’ – gauges the degree to 
which respondent agrees that consumers’ rights are 
respected, consumers are given choices in their 
treatment and consumer choices are respected; (2) 
‘Consumer Involvement’ – gauges the degree to 
which respondent agrees that consumers are 
involved in their treatment, and consumers have 
input in program and/or organization-level decisions; 
(3) ‘Diversity of Treatment Options’ – gauges the
degree to respondent agrees that the organization
provides a variety of treatment options and assists
consumers with recovery related activities/

OSAM Mental Health Initiative
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resources; (4) ‘Individually Tailored Services’ – 
gauges the degree to which respondent agrees that 
services are tailored to each consumer’s needs, 
culture and preferences; (5) ‘Inviting Space’ – gauges 
the degree to which respondent agrees that the 
physical space of the treatment program, including 
the staff, are welcoming to and respectful of 
consumers; and (6) ‘Life Goals’ gauges to the degree 
to which respondent agrees that program staff help 
with the development and attainment of life goals as 
defined by each consumer. In addition, the Family 
Member/Significant Other Version includes a 
seventh domain: ‘Family Involvement’ – gauges the 
degree to which respondent agrees that family 
members/loved ones are included in the consumer’s 
treatment/recovery plan, as well as how they would 
rate their interactions with program staff and 
organizational management (O’Connell, Tondora, 
Kidd, Stayner, Hawkins, & Davidson, 2007). 

RSA-R scoring consists of an overall score and a score 
for each domain. Each item is scored from ‘1 to 5,’ 
with ‘5’ indicating the most positive perception that 
a program/agency/organization engages in recovery-
oriented practices. For the overall score, a mean 
score is calculated by adding the numeric values that 
correspond to each item response across domains 
and then dividing by the total number of items the 
respondent answered; a domain score is calculated 
similarly, with means calculated across all items 
particular to that domain. In addition to the five-
point Likert scale of ‘1 - Strongly Disagree’ to ‘5 - 
Strongly Agree,’ two auxiliary response options of 
‘Not Applicable’ and ‘Do Not Know’ are also 
provided for each item; these responses are coded 
as missing data when calculating mean scores. The 
proportion of missing responses permissible to 
calculate an overall score is approximately one-fifth: 
7 missing of 32 item responses for consumers and 
professionals and 8 missing of 40 item responses for 
family members. Respondents who do not provide 
responses for approximately 80% of the assessment 
are excluded from scoring. Depending on the 
domain, the number of permissible missing 
responses ranges from 0-3. Respondents who do not 
provide the minimum number of responses within a 
domain are not assigned a mean score for that 
domain. For a more detailed description of RSA-R,

including domain scoring, refer to O’Connell, 
Tondora, Croog, Evans, and Davidson (2005). RSA-R 
versions can be downloaded from 
https://medicine.yale.edu/psychiatry/prch/tools/
rec _selfassessment/. 
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iii. FGI guides. Following the completion of the surveys 
described above, REPIs conducted focus groups 
following scripted protocols. Consumers were asked a 
series of open-ended and Likert-scale questions to 
assess the knowledge of persons living with SPMI as to 
the availability of community treatment/support 
services, as well as questions to assess their knowledge 
of how to access needed services. Likewise, family 
members of persons living with SPMI were asked a 
series of open-ended and Likert-scale questions to 
assess their knowledge of the availability of community 
treatment/support services and their knowledge of 
how to access needed services. Professionals were 
asked a series of open-ended and Likert-scale 
questions to assess their perceptions of community 
treatment/support service needs, as well as their 
program/agency/organization’s ability to provide 
appropriate services to address the needs of persons 
living with SPMI. All respondents were asked open-
ended questions to assess community messaging 
related to SPMI in examination of perceived stigma of 
persons living with SPMI. Refer to Appendices A-C for 
FGI Guides, which outline questions asked of each 
respondent type.

III. DATA ANALYSIS

All analyses of quantitative data were conducted 
using the Statistical Package for the Social Sciences 
(SPSS) (SPSS Inc., Chicago, IL) and were descriptive in 
nature, consisting of counts, frequencies and 
comparisons of means (one-way ANOVA). An alpha 
level of 0.05 was used for all statistical tests. All 
qualitative data were analyzed using grounded 
analysis, with themes generated and abstracted to 
reflect the majority viewpoint. REPIs independently 
analyzed focus group transcripts, coded for 
participant responses, identified recurrent responses 
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and then aggregated response themes across FGIs to 
write a data summary report for each assigned 
catchment area. The study’s PI and coordinator 
independently analyzed focus group transcripts and 
data summary reports for each catchment area, then 
aggregated themes across catchment areas to 
compile this summary report of major findings. They 
reviewed and discussed any discrepancy in thematic 
coding until consensus. All percentages provided in 
the Results section are valid percentages reflecting 
the number of respondents who provided answers. 
The supporting respondent quotations presented 
were abstracted from FGI transcripts to highlight 
salient themes and are representative of the majority 
respondent viewpoint unless otherwise noted. 

a. Participants

A total of 332 respondents participated in FGIs, 92.2% 
of the study’s target enrollment goal (332/360). The 
respondent breakdown was: 76/90 consumers 
(84.4%), 72/90 family members (80.0%) and 184/180 
professionals (102.2%). However, due to missing 
surveys, quantitative analyses were based on 319 
respondents (72 consumers; 64 family members; 183 
professionals).  

i. Consumer demographics. More than half of
consumers (65.3%; N = 72) identified as female, and
three-quarters (75.4%; N = 69) identified their race as
white. Age of consumers ranged from 23 to 71 years
(mean age = 46 years; median age = 44 years; N = 71).
More than two-thirds of consumers (67.6%; N = 71)
reported having at least some college, and nearly half
(45.8%; N = 72) reported having been employed at
some point during the past six months; approximately
one-third (36.1%; N = 72) reported current
employment at the time of the survey. Of the
respondents who were not currently employed (N =
46), 60.9% indicated that their current unemployment
was due to SPMI. The most common SPMI diagnoses
disclosed by consumers (N = 72) were major
depressive disorder (48.6%) and bipolar disorder

(47.2%). More than one-fifth of consumers (22.2%) 
endorsed more than one SPMI diagnosis, and 22.5% 
of consumers (N = 71) reported having a substance 
use disorder in addition to SPMI. Overall, 40.3% of 
consumers (N = 67) reported substance use during the 
past six months prior to the survey; nearly one-third 
(31.3%) reported alcohol use and nearly one-fifth 
(19.4%) reported marijuana use. For more detailed 
consumer demographic information, see Appendix D. 

ii. Family member demographics. Most family
members (85.0%; N = 60) identified as female, and
87.5% (N = 64) identified their race as white. Age of
family members ranged from 26 to 90 years (mean
age = 58 years; median = 58 years; N = 63). Almost
two-thirds of family members (64.1%; N = 64)
reported having obtained a Bachelor’s degree or
higher. Reportedly, the number of loved ones living
with SPMI ranged from one to five; 39.3% of family
members (N = 61) reported having more than one
loved one living with SPMI (61 family members
referenced a total of 96 loved ones living with SPMI).
The most prevalent relationship reported was that of
parent and son (49.0%), followed by parent and
daughter (15.6%). Of the total number of SPMI
diagnoses reported (N = 87), family members
indicated that their loved one lived with bipolar
disorder most often (27.6%), followed by major
depressive disorder (23.0%) and schizophrenia
(23.0%); additionally, 43.1% of family members (N =
58) also reported that their loved one currently had
an SUD diagnosis. Of the total number of SUD
diagnoses reported (N = 36), family members
specified marijuana and alcohol disorders most often,
41.7% and 19.4%, respectively. About half of family
members (49.2%; N = 59) reported that their loved
one(s) were currently living with them, and all but
two family members (N = 64) reported personal
involvement in the treatment/recovery of their loved
one(s). The majority of family members
(59.6%; N = 57) reported that their loved one(s) had
signed a release of information allowing them to
speak to treatment/support service providers. For
more detailed family member demographic
information, see Appendix E.

OSAM Mental Health Initiative
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iii. Professional demographics. The majority of 
professionals (78.2%; N = 179) identified as female, 
and 95.1% (N = 183) identified their race as white. 
Age of professionals ranged from 22 to 77 years
(mean age = 47 years; median age = 46 years; N = 
183). Most respondents (79.8%; N = 183) reported 
having obtained a Bachelor’s, graduate or 
professional degree, and they represented many 
different fields related to mental and behavioral 
health services. The profession with the highest 
representation in the study sample was social work; 
over one-fifth of respondents (21.5%; N = 181) 
indicated social work as their current profession, 
followed by counseling (14.9%). Professionals 
indicated that they have worked in the field of 
mental/behavioral health for a significant amount of 
time; over three-quarters (76.9%; N = 182) reported 
five years or longer. Of the total number of SPMI 
diagnoses encountered in their work environments 
(N = 201), 46.8% of professionals indicated major 
depressive disorder as most common, followed by 
bipolar disorder (22.4%) and schizophrenia (18.9%). 
Note, 7.0% of professionals selected more than one 
SPMI diagnosis as equally most common.

In addition, professionals were asked to indicate 
whether they had participated in any trainings/
classes/conferences related to SPMI and/or treating/
providing services to persons living with SPMI. Almost 
all professionals (95.0%; N = 161) reported that they 
had participated in SPMI specific training. Most 
discussed trainings directly tied to maintaining 
professional licensure (e.g., counseling/social work), 
required for current position (e.g., nursing) or 
included as part of an educational degree program. 
Reportedly, trainings and webinars covered topics 
such as peer recovery support, mental health first aid, 
harm reduction, trauma, deescalation and substance 
abuse. Professionals mentioned trainings sponsored 
and/or facilitated by local Alcohol, Drug Addiction 
and Mental Health Services (ADAMHS) Boards, NAMI 
and other non-profit/professional organizations both 
online and in person. Professionals also reported 
attending conferences and conventions on such 
topics as best practices and specialized dockets. For 
more detailed professional demographic information, 
see Appendix F.

b. Status of Treatment and Support Services

When asked to identify the treatment and support 
services currently available in their communities for 
persons living with SPMI, respondents named an 
array of services as listed in Table 1. Professionals 
noted a wide range of services that varied by 
community and agreed that counties with urban 
centers have the most services, while service 
availability in less-populated counties is considerably 
lower, with some counties reportedly having only 
one or two mental health providers. Comments on 
service availability in large counties such as 
Cuyahoga, Franklin, Hamilton and Summit included: 
“There’s a lot of treatment services; It’s a whole 
continuum of care; Day treatment program, 
counseling, as well as psychiatry and case 
management services; There are multiple mental 
health and substance use agencies in the city; 
People can reach out and receive counseling, 
psychiatric services and peer support….”

Family members in most focus groups also named 
several types of available services in their 
communities; however, most noted that service 
capacity is not adequate, especially in more rural 
counties. They shared: “In Franklin County, we have 
three major mental health agencies and two smaller 
agencies. So, services are available, but right now, 
they’re overloaded; Unfortunately, in our [rural] 
community, people are driving out of the area to 
find face-to-face help; We travel to Columbus for 
psychiatric services; We were looking for services in 
our county, and the only thing available is telehealth 
services….” Family members indicated that some 
areas have no services at all. 

Persons living with SPMI also discussed many 
service options in urban areas. In large counties 
respondents observed: “There’s a whole army of 
services; Hospitals now help people with mental 
health [crises]; There’s peer support … it’s really 
good, good to have someone to talk to that 
understands; [There is] excellent inpatient 
[treatment] with different types of therapy, like 
music … [and] there’s great IOP (intensive 
outpatient services), several outpatient agencies.” 
In some rural areas there is limited knowledge of  
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community offerings for managing SPMI. One 
consumer in a rural area reported, “I know there are 
a lot of things that aren’t widely available.” Another 

consumer stated, “There is just a social worker to 
talk to. That is pretty much what I know as available 
…. There might be more, but I am not for sure.”

Table 1. Current SPMI Treatment/Support Services Identified by Respondent Type* 

Available SPMI Treatment/Support Services Professionals Family Members Consumers 

Apps (non-specified web-based applications)  
Assertive Community Treatment (ACT teams, 24/7 MH services)  
Assessment services/hospital evaluation  
Case management    
Clubhouse/day treatment program/recovery center    
Crisis and information hotlines   
Crisis Intervention Training (CIT) for police  
Crisis services, including mobile   
Disability services   
Dual diagnosis treatment   
Educational (GED, skills-building classes)   
Employment/vocational services  
Faith-based  
Family support/case management   
Food assistance (pantry)   
Homelessness assistance/shelters  
Hospital emergency room services   
Housing/supervised living/group home/adult care facility   
Individual/group counseling/IOP (MH outpatient treatment)    
Inpatient SUD treatment    
Medicaid/Medicare  
NAMI/ADAMHS Boards sponsored programs    
Nursing services/health supports   
Outpatient SUD treatment    
Partial hospitalization   
Peer support services    
Psychiatric hospitalization/inpatient treatment    
Psychiatry/medications, including MAT    
Referrals to SPMI services/supports  
Respite care  
Specialty court dockets   
Support groups, including 12-step    
Telehealth    
Therapeutic & recovery communities  
Transportation, including medical cabs & bus pass  
Veterans services  
Warm lines   
Wraparound services   
Youth services, including school-based counseling   

*Responses are not rank ordered. A check mark () denotes service discussed by respondent type. Note, the absence of a check mark does not
necessarily indicate unavailability of service type or lack of community awareness of service type.

OSAM Mental Health Initiative
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When asked specifically about available support 
services in their communities for persons living with 
SPMI, respondents identified many. The services 
most often discussed among family members were 
homeless shelters, food banks, educational and 
vocational services, particularly those through 
Ohioans with Disabilities, 12-step support groups 
and housing programs. Several family members 
noted that faith communities supply many support 
services. The support services that consumers most 
often mentioned were housing, case management 
and peer support. Consumers consistently rated 
peer support as most valuable in helping them meet 
their recovery goals. One consumer remarked, “Peer 
support has been the one thing that has brought me 
through so much. Just being able to talk to 
somebody else who’s had the same experience I’ve 
had and has been able to make it through.” Several 
consumers stressed that case management is also 
extremely helpful. One consumer commented, “Case 
managers [help you] apply to SSDI (Social Security 
Disability Insurance), SSI (Supplemental Security 
Income), food stamps….”

i. Meeting service needs. The 
majority of respondents 
(81.2%; N = 234) agreed that 
current treatment and support 
services meet the needs of 
persons living with SPMI. 
Figure 2 provides the 
proportional breakdown of 
affirmative responses by 

Greater than half of responding family members 
indicated that they thought their loved one received 
the type of services needed, although family 
members also noted that this has not consistently 
been the case. One respondent said of a loved one’s 
experience, “He went from nothing to having a case 
manager who gave him opportunities to get 
involved in an educational program. [The program] 
did interest surveys with him about what he might 
want to do. They treated him like someone worthy of 
their attention … like a valuable person.” Other 
comments qualifying an affirmative response 
included: “Yes, but there were struggles; Takes time 
to get to; My daughter has been ill 25 years, and in 
that time, I’ve run into one social worker who really 
championed services for my daughter; We never 
gave up on saying, ‘What else is out there?’” 

The majority of professionals agreed that the 
services their agency/program delivers meet the 
expressed needs of their clients living with SPMI. 
However, nearly all providers also felt that their 
agency has room to improve, or that they do the 

best they can with the resources they have. 
Professionals sated: “I think we offer some great  
services; Do we meet the needs of the SPMI 
population? My agency is only empowered to do so 
much, but we have a super high standard [of care]; 
It depends on the specific services, but agency wide, 
we’re doing a really good job of meeting individuals’ 
needs.” Treatment providers acknowledged barriers 
often outside their control that can inhibit service 
delivery, such as disagreements with guardians or 
payees, number of available resources and 
availability of doctors. They responded: “Staffing 
plays a big factor. When we have open positions, it 
makes it difficult to reach as many people; We do 
what we can … but there are [service] gaps because 
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56.6%

94.8%

85.8% Professionals (N = 106)

 Consumers (N = 67)

Family Members (N = 61)

Figure 2. Proportion of Respondents Who Agreed Current 
Services Meet the Needs of Persons Living with SPMI
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respondent type. The vast majority of consumers 
reported that they have received the kind of 
services they thought they needed. However, while 
consumers indicated that their current service 
needs are being met, many discussed that in the 
past this has not been always the case. Comments 
included: “Eventually [I received needed services], 
but it took a long time; I know I’m lucky to have the 
psychiatrist and therapist that I have now; Has it 
been as responsive or as fast or as insightful as it 
could have been? No. I ultimately got what I needed, 
but sometimes I really had to fight for it; For the 
most part [I receive what I need] ... there were 
issues in the past.”  



of workforce shortages; Intensive case management 
can only be offered to so many people.” 

When asked to rate the degree to which current 
treatment/support services meet the needs of 
persons living with SPMI, respondents generally 
thought that current services address needs 
moderately to extremely well. As shown in Table 2, 
there was variation in response scores between 
respondent types with family members and 
professionals perceiving moderate success of current 
services in meeting the needs of consumers, while 
consumers perceived greater success. Consumers 
commented: “In my own experience, they provided 
all the services [needed]; They do a good job for me 
… they keep me out of the hospital; Agency at now … 
has done an excellent job; Safe environment … 
positive reinforcement; I’ve always had good care; 
They always listen to questions and they don’t 
change medications without letting me talk about it 
with my therapist.” Moderate scores were most 
often assigned by consumers in outlying counties 
where it was noted that there are not a lot of 
options for clinical services and those that do exist 
can be challenging to access. One consumer 
reported, “Psychiatric services are really lacking in 
our community. It can be difficult to see [a 
psychiatrist] and it can be very expensive.” Another 
consumer stated, “This is a nice facility, everyone is 
great. I just don’t think that it fills the need of 
everyone with mental illness. If you don’t have 
medical insurance, you are [not served].” 

Family members viewed treatment/support services 
less positively than did professionals and consumers. 
Family members who gave low ratings noted high 
staff turnover as making it difficult to get good care 

and few services available in some rural areas. 
They discussed: “[Staff] turnover [at local agency] is 
so great, you’ll get a new social worker who just 
graduated, and they’re there a year … and then 
they’re gone; There’s a lack of diversity of 
programs available; No matter what diagnosis you 
have, you’re going to go to the same [group 
counseling] sessions. Whether you have a drug 
abuse [diagnosis] or bipolar [diagnosis], you’re 
going to go to the same sessions.” Other 
comments expressing dissatisfaction included: 
“Feels like some professionals are quitting on 
patients sooner than they should; Our son has a 
very serious illness that’s hard to treat, 
schizoaffective [disorder], and there was one time 
when he could have gotten the treatment he 
needed, instead they kept him in jail…. That five 
and a half months in lockup did not do him much 
good.” 

Most professionals thought that current services 
address the needs of persons living with SPMI, but 
there was consensus that there is always room for 
improvement and additional services. Comments 
included: “We could do better … not a lot of 
transportation, not a lot of hospital services; 
There’s not enough providers, programming … 
that’s the bottom line.” Professionals in rural areas 
highlighted limited clinical and psychiatric services. 
A judge who oversees a drug court program said, “I 
think the providers do a good job. I think the 
problem is a lack of resources. There’s not enough 

psychiatric medications]….” Other comments 
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Table 2. Success in Meeting Service Needs Evaluated by Respondent Type 

How well do you think current treatment/support services address the needs of persons living 
with SPMI on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘not well at all’ and ‘7’ is ‘extremely well’? 

Professionals Family Members Consumers 

Modal Score 5 4 7 

Modal Score Range 4-5 3-6 5-7

providers in 
our area, we 
do not have 
the capacity…. 
Oftentimes, 
the court 
system is the 
gateway to 
[mental health 
services]…. 
However, in 
order for 
people to see 

a psychiatrist, there’s time where they are waiting 
months to get an appointment … we are trying to 
supplement [during wait times] with primary care 
providers who can provide prescriptions [for 
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psychiatric medications]….” Other comments 
included: “I think we do the best we can with the 
services we have in the area … we have very limited 
funding and very limited resources…. There is just not 
a ton of licensed social workers and counselors to do 
therapy in our area or licensed providers in 
psychiatry; We need psychiatric and licensed staff 
paid a sustainable wage to stay in rural Ohio.” 

ii. Reasons for discontinuation of services. When
asked why some persons living with SPMI drop out of
treatment, consumers, family members and
professionals listed numerous reasons. One
consistent theme across respondent types was that
recovery is a challenging process. Consumers
commented: “It’s hard work; I was diagnosed in
1993, took me all this time to get to this point (a
stable place in recovery); Recovery is a long road
sometimes, and there’s setbacks, and if you don’t
connect with your therapists, don’t feel like you’re
getting better, there are too many side effects [of
medication] … it’s frustrating, and it’s very easy to
give up.” Family members and professionals also
attributed the daunting amount of work and high
level of commitment needed to pursue mental
health recovery as reasons people leave treatment
and quit services. A family member said, “[Managing
multiple appointments is] frustrating for any person,
and then for someone dealing with mental illness…. I 
understand perfectly why they say, ‘Oh, the heck 
with it.’” Respondents also acknowledged that the 
choice to leave treatment is not always that of the 
consumer. A treatment provider stated, “[There’s] 
difficulty accessing care regularly. They get dropped 
from agencies for missing appointments.” 

Another common reason given for withdrawal from 
services is frustration with the course of recovery, 
i.e., the consumer feeling as if treatment is not 
working, or they aren’t seeing results fast enough. 
Consumers shared: “There were a lot of years where 
there wasn’t a lot of improvement … I can see how a 
lot of people would drop out; [Treatment is] not 
working for them, or they think it is not working for 
them; Medications take a long time to get in your 
system and start to work.” A therapist discussed, “I 
think people disengage because they feel despair. 
They think counseling is a magic pill that is going to 
fix them in a couple of sessions and it’s not. So, they

start to feel the despair that they are not going to 
get better, so they give up.”  

Negative side effects of medication and not trusting 
or feeling connected with care providers were also 
mentioned multiple times as reasons for 
discontinuation of services. One consumer stated, “If 
I’m not getting better, I don’t want to take a 
medication that makes me feel worse.” Additionally, 
respondents discussed struggles with the cost of 
services after insurance runs out or stopping 
treatment when feeling better, then backsliding. A 
consumer remarked, “Financially, [pursuing services] 
can really take a toll….” A reentry coordinator 
reported, “People that are starting to feel better … 
tend to go off of their medication…. Then they start 
to not trust those people around them and they start 
to decompensate….”

Family members also named nonacceptance of an 
SPMI diagnosis as another reason for refusal of 
services. One family member stated, “They don’t 
believe they have mental illness … don’t believe they 
need treatment.” Other reasons mentioned for 
service discontinuation included lack of 
transportation, lack of family support and 
unavailability of services. Finally, several consumers 
reported that the stigma associated with SPMI may 
prevent some from continuing treatment. A 
consumer reported, “By being involved in getting 
mental health care, I’m recognizing myself as 
someone with a mental illness and I’m more 
vulnerable to stigma.” For a summary list of reasons 
for discontinuation of services, see Table 3. 
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Table 3. Reasons for Discontinuation of Services* 

Recovery is a challenging process 
Negative side-effects of medication 
Not feeling connected with therapist/provider 
Provider terminates services due to noncompliance 
Feeling despair/nothing working/giving up on self 
Lack of transportation 
Feeling better/deciding services no longer needed 
Cost of services/insurance coverage runs out 
Nonacceptance of having a mental disorder 
Lack of family support 
Stigma 

*Responses are not rank ordered.
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iii. Service accessibility. When asked to rate how
easily persons living with SPMI access
treatment/support services, respondents of all types
most often reported moderate ease as illustrated in
Table 4. However, almost universally, respondents
reported that there is insufficient community
knowledge of the availability of behavioral health
and recovery support services. Treatment providers
generally thought that care is available but that
people needing help do not always know how to
access it. Treatment providers reported: “Part of the
problem is a lot of people don’t know how to access
services, but once they figure out how to access it,
then I think services are fairly readily available; The
public doesn’t always understand the system…. Our 
responsibility is to help them understand.”

Law enforcement officials noted that it is oftentimes 
easier for them to get people into treatment than it 
is for someone trying to get in on their own. An 
officer stated, “The easiest way into the system is 
through criminal justice.” In general, professional 
responses once again varied depending on the type 
of county referenced, urban versus rural. A 
treatment provider working in an urban county 
stated, “Not much is needed [in terms of additional 
services] in Hamilton County except beds in the state 
mental hospital for long-term stays. The second you 
cross county lines, resources dry up.” A treatment 
provider in a rural county shared, “The process to get 
into mental health services isn’t the easiest. 
Sometimes people get bounced around. They may 
seek services at the hospital emergency 
department….” 

Family members also discussed that the behavioral 
health system does not do a good job of explaining 
what services are available and how to access those 
services. One family member shared, “The system is 
very crisis-oriented. When somebody is in crisis or 
hospitalized, they’re going to get treatment. But, 
they have to be in crisis. It’s much more difficult for 
somebody to find treatment before they’re in 
crisis.” Other loved ones discussed: “[Access] is very 
dependent upon what you know about services that 
are available…. It’s really hard to get started; Just 
starting out, you don’t know where to go; The best 
way [to access services] is to commit a crime…. We 
were told the only way to get into [our regional 
state behavioral health hospital] is to commit a 
crime.” Family members also reported that some

services are easier 
to access than 
others. For instance, 
outpatient 
treatment is 
reportedly easier 
than inpatient 
treatment to get 
into, and private 
providers were said
to have shorter 
waitlists than 
publicly funded 
programs. Family 
members also cited 

long wait times, lack of providers in their area and 
no good options for transportation as additional 
impediments to services. Comments included: “It 
can take you years to find a psychiatrist that will 
even take you; It took a long time to get into a 
place, to get a first appointment … 10 weeks to get a 
first appointment after my son’s diagnosis; 
Transportation is a huge issue because there’s not a 
reliable bus system.” 

Despite reporting moderate ease in accessing 
services, consumer comments expressed 
dissatisfaction with the process of accessing 
treatment, often cited were difficulties in knowing 
what to do, long wait times for appointments and a 
struggle to find providers who accepted their 
insurance. Consumers reported: “We have so many 
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Table 4. Ease of Service Accessibility Evaluated by Respondent Type 

What is the ease in which persons living with SPMI access treatment/support services on a 
scale from ‘1’ to ‘7,’ where ‘1’ is ‘very difficult/felt they could not access treatment’ and ‘7’ 
is ‘very easy/felt they had no trouble accessing treatment at all’? 

Professionals Family Members Consumers 

Modal Score 5 4 5 

Modal Score Range 5* 1-5 5-7

*Five was the modal score for all six catchment areas.
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agencies and they all have a different intake process. 
I think it can get very confusing; Getting to the right 
agency and then the right program within that 
agency and then working with the provider to create 
the individualized [treatment] plan is a very complex 
process; I felt it was very hard to find services, let 
alone a therapist I could work with. And then once I 
found services, it took me two months before my first 
appointment. That’s a lot to put on somebody who’s 
already struggling.” 

iv. Need for additional services. When asked to
indicate the level of need for additional treatment/
support services in their community for persons
living with SPMI, respondents overwhelmingly
reported that additional services are needed a great
deal (see Table 5). There was consensus that service
expansion is critical to meet currently unmet needs,
both in terms of additional services and a higher
volume of existing services. Respondents from both
urban and rural areas expressed that there is always
a need for more services. Professionals stated:
“There’s never enough. We could double the services
available in our community and it probably still
would not be enough; Always room for additional
services … need exceeds what we are able to provide;
We could do better.” Family members also thought
that not enough services are available, and the good
quality services that do exist cannot keep up with
demand. They shared: “Some agencies are doing a
good job, and some are overwhelmed with the
amount of people [in need of services]; There’s never
enough space, never enough immediate services.”
Consumers concurred, with one stating, “There’s got
to be a lot more help. There just has to be…. Someone 

struggling with their mental health, a three-month 
wait [for services] could be fatal.” 

Many professionals, especially in rural areas, 
specified that the primary need is for more qualified 
staff. A mental health recovery services board 
representative in a rural county stated, “We have a 
workforce issue. We have services available. It is 
difficult to hire case managers and peer supporters. 
It is hard to retain them. They can make more 
money in Columbus.” Other comments included: 
“You can’t just send people home and say take a pill 
three times a day … [consumers] need guidance, 
support … we need staff; We have the structure in 
place, we just don’t have enough employees.” The 
need for additional, and qualified, care providers 
was also mentioned by family members and 
consumers. For a summary list of the most 
common types of additional services needed as 
expressed by all respondent types, see Table 6. 

There was consensus among professionals that 
while there are support services, the available 
services are not adequate and/or do not fully meet 
needs. For instance, no professional thought there 
is adequate housing for persons living with SPMI. 
Comments included: “Definitely not enough 
housing; Housing is a massive issue.… We do not 
have enough places to put people…. You find a lot 
of people have a hard time getting [housing] 
vouchers or getting into places because they have a 
criminal record.” Remarking on available 
employment services, a support services provider 
stated, “Employment service is very strong, one of 
the drawbacks is that everything is geared toward 
the job search, not employment connection … best 
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Table 5. Need for Additional Services Assessed by Respondent Type 

How would you describe the need for additional treatment/support services in your 
community for persons living with SPMI on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘not needed 
at all’ and ‘7’ is ‘needed a great deal’? 

Professionals Family Members Consumers 

Modal Score 5, 6, 7* 7 7 

Modal Score Range 5-7 5-7 4-7
 *Trimodal score.

practice is to utilize 
job trials and 
apprenticeships.” 
And, again 
professionals 
noted that some of 
the more rural 
communities have 
few to no available 
services, often 
highlighting 
transportation as a 
support service
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that is greatly needed. A rural treatment provider 
stated, “Telehealth or transportation would be 
wonderful. We don’t have public transportation, so 
it’s hard for people to get rides [to needed services]. 
Many times, they’ve gotten kicked out of treatment 
because their attendance is inconsistent.” 

In addition, some professionals reported that 
available support services are not always specific to 
persons living with SPMI. One professional 
discussed, “Services aren’t always specific to mental 
health [consumers], but they’re still available to 
people with mental health [disorders] …. When 
people have a good case manager, they can connect 
them to the resource that is the best fit.” However, 
as treatment providers noted: “Intensive case 
management can only be offered to so many 
people; There’s an apparatus for case management 
if you have Medicaid; Our people don’t qualify for 
all programs because they’re not on the right 
assistance (Medicaid).” 

Regarding employment services, family members 
reported: “Not a whole lot of vocational services; 
They have job training, but they don’t push 
(promote) it; They need a lot more [vocational 
opportunities] geared toward [people living with] 
mental illness.” Consumers too expressed 
dissatisfaction with the quantity and/or quality of 
available support services. Most consumers clarified 
that, although some services exist, they are not 
adequate, both in terms of volume and in being 
tailored to meet the needs of people living with 
SPMI. For example, consumers too noted  housing 
services as available, but agreed that these services 
are not plentiful enough, stating: “[Housing 
programs] have waiting lists for years or more; 
People who run [homeless] shelters don’t know how 
to deal with people who have mental illness.” 
Consumers also indicated limited services geared 
specifically to individuals with mental health 
disorders, discussing available services as more 
geared towards persons with substance use 
disorders.  

c. Experience in Accessing Services

While all consumers reported receiving at least one 
service during the past 12 months, most expressed 
that the process of finding, applying for and 
accessing services can be overwhelming for a 
person living with SPMI. They noted that accessing 
services and moving through systems is made easier 
by referrals, usually from a doctor to a behavioral 
health system that work well together. One 
consumer reported, “The agencies have worked 
really well to make a no-wrong-door policy. It 
sometimes takes longer than is really helpful, but in 
general, people get connected to the community 
network.” Another consumer shared that they went 
to their local mental health and recovery services 
board for assistance, stating, “I knew about the 
mental health board, so I called them when I was 
having trouble, and they were helpful in getting me 
connected.” Consumers and family members 
reported connecting with current treatment/
support service provider(s) in a variety of ways. 

Family members most often reported that their 
loved one made service connections as a result of a 
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A large proportion of consumers (44.6%; N = 56) 
and the majority of family members (82.1%; N = 56) 
reported that they have had unmet service needs. 
Family members agreed that available services are 
not adequate, particularly in housing, and that in 
some areas many support services are nonexistent.
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Table 6. Most Common Named Types of 
Services Needed* 

Housing 
Transportation 
Aftercare/step-down programming 
Case management 
Long-term/residential care 
Psychiatry/medication management 
Crisis centers/stabilization units 
Respite care for family members 
Dual-diagnosis treatment 
Law enforcement officer training 
Community outreach/education 
Recovery support centers (social outlets, especially 
for youth) 
*Responses are not rank ordered.



crisis, medical or legal: through a visit to a hospital 
emergency room (ER), or through the court system, 
with many sharing that services are often required 
as part of conditional release. In addition, family 
members spoke of service linkages they made on 
behalf of their loved one(s) living with SPMI. They 
discussed: “We learned so many things we needed 
at NAMI Family-to-Family program; I made 
[researching and locating services for my loved one] 
my full-time job....” In addition, many family 

deescalate … heard plenty of stories where it goes 
the opposite way.” Family members generally 
advocated for social workers to respond to mental 
health crisis calls along with police.  

When asked whom they contact when they have a 
mental health crisis, consumer responses almost 
mirrored family member responses. Comments 
included: “During regular [office] hours, I call a 
therapist or doctor … outside of hours, I call the crisis 
line; The crisis line is available 24 hours, seven days a 
week [and] there’s a text message service too now; I 
text the crisis line; Sometimes [I call] my therapist, 
but they’re not easy to get a hold of; My therapist, 
she knows me personally, better than anyone; Case 
manager triages, steps in and helps [during a crisis 
situation]; VA (Veterans Affairs) will immediately 
send an ambulance; My sister, she prays for me 
when I’m feeling depressed; Go to the ER … helps if 
you are a harm to self or others; I call my girlfriend 
or my best friend; Usually friends or family … 
because they are available anytime and anywhere; 
911 rescue … if in crisis.” See Table 7 for a list of 
most frequently mentioned ways of locating/
connecting to services.  

Table 7. Most Identified Ways of Locating/Connecting 
to Services by Respondent Type* 

Consumers Family Members 

Internet search Internet search 
County mental health & 
recovery services board  

County mental health & 
recovery services board 

Word-of-mouth 
(Acquaintances & peers) 

Word-of-mouth 
(Acquaintances & peers) 

Crisis program NAMI (National Alliance on 
Mental Illness) 

Hospital stay Housing provider 
Behavioral health provider 
Jail release program 
Family 
Primary care physician 
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members had been appointed their loved one’s 
guardian or payee and discussed how they are 
responsible for acting on behalf of their loved one in 
most situations, not just in a crisis. A family member 
commented, “Our sons are 27 [years of age] and 
both have significant difficulties (SPMI) and they still 
live with us. We’re involved in their care on a day-to-
day basis.”  

In a crisis, family members most often discussed 
calling friends or other family for help, contacting 
the loved one’s counselor or psychiatrist, taking 
their loved one to an ER or calling a crisis center. 
Comments included: “Counselor at the time … I 
called them, helped deescalate the crisis … 
counselor noted it was time for the hospital; 
I called his psychiatrist and his counselor … 
we really needed something, something to help
us get through [crisis]; I have a really, really 
good dialogue with [loved one’s] doctor … 
now we e-mail back and forth with their doctor, 
frequently.”

Family members also reported calling police 
for assistance when their family member 
exhibits behaviors that they cannot control, 
often with mixed results. They discussed: 
“We called the police, and the first officer 
was … speaking calmly to our son…. [A 
second officer arrived] … and the next thing 
you know [our son is] in the [police] car with 
handcuffs on…. I’ve seen it personally several 
times where [police] escalate things, to 
where the mentally ill person is the calmest 
person in the bunch; Police are trained to 
know how to deescalate, and they did help 

*Responses are not rank ordered.
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When surveyed on the types of SPMI 
treatment/support services provided/utilized during 
the past 12 months, respondents noted many (see 
Table 8). Across respondent types, medications, 
counseling (individual/group therapy), case 
management and peer support services were most 
often mentioned.  

Table 8. Types of Treatment/Support Services Offered/Utilized 
during the Past 12 Months Reported by Respondent Typea 

Types of Treatment/Support Services 
Offered/Utilized 

Professionals 
(N = 183) 

Family Members 
(N = 64) 

Consumers 
(N = 72) 

Assessment services 99 (54.1%) Xb (X.X%) X (X.X%) 
Case management 109 (59.6%) 28 (43.8%) 38 (52.8%) 
Financial services 37 (20.2%) 17 (26.6%) 12 (16.7%) 
Housing/supervised living/group homes 81 (44.3%) 3 (4.7%) 15 (20.8%) 
Individual/group therapy (public/private) 96 (52.5%) 43 (67.2%) 55 (76.4%) 
Inpatient SUD treatment 30 (16.4%) 4 (6.3%) 1 (1.4%) 
Medications (psychiatry & MAT) 85 (46.4%) 54 (84.4%) 68 (94.4%) 
Outpatient SUD treatment, including IOP 64 (35.0%) 2 (3.1%) 7 (9.7%) 
Partial psychiatric hospitalization 20 (10.9%) 5 (7.8%) 5 (6.9%) 
Peer support services 84 (45.9%) 15 (23.4%) 39 (54.2%) 
Psychiatric hospitalization 16 (8.7%) 15 (23.4%) 9 (12.5%) 
Referrals to SPMI services/supports 117 (63.9%) X (X.X%) X (X.X%) 
Services for dual diagnosis 83 (45.4%) 4 (6.3%) 5 (6.9%) 
Other specified service(s)/support(s)c 49d (26.8%) 6e (9.4%) 8f (11.1%) 

 Advocacy & MH education/training 7 
 Clubhouse psych rehab/day treatment program 2 1 
 Crisis hotlines 2 
 Crisis services, including mobile 7 
 Employment/vocational services 7 
 Family support services 2 1 
 Funding source (ADAMHS board & Medicaid) 4 
 Primary care (medical) 4 2 
 Support/12-step/recovery groups 3 3 
 Supported employment 4 
 Transportation, including medical cab service, bus pass 4 
 Youth services, including school-based counseling 2 

aResponses are not rank ordered. b‘X’ denotes response option not provided for respondent type. cOther specified service/support with only one 
response across respondent types are not listed in the table. dThe following six other services/supports were each provided by one professional: 
Assertive Community Treatment (ACT teams), Crisis Intervention Training (CIT) for police, food assistance (pantry), reentry services, SBIRT 
(Screening, Brief Intervention and Referral to Treatment) and street outreach. The total number of other responses are greater than 49 as 
professionals were able to specify more than one other service/support. eThe following three other services/supports were each provided by 
one family member: Assistance with activities of daily living (ADLs), guardianship and unspecified other service/support. fThe following four 
other services/supports were each provided by one consumer: Art therapy, telehealth, NAMI/ADAMHS board sponsored programs and 
unspecified other service/support. 
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While all participating consumers reported receiving 
at least one service during the past 12 months, a 
few family members indicated that their loved ones 
were not currently receiving services for their SPMI. 
A family member noted that their loved one was 
now homeless, another family member explained 
that their loved cycles in and out of services, sharing
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that they are currently not connected to services, 
saying, “He refuses [medication] … then when he 
needs it, he goes and gets it, then he’s off them 
again….” Others also indicated that their loved one 
was not currently receiving services and not 
managing their SPMI well. Comments included: 
“Her way of coping is drugs … since a young age of 
about 12 [years] … she has never felt normal; I am 
worried that something bad will happen…. She 
refuses her medication; Unless you get the right 
medication, you self-medicate with street drugs.” 

When asked whom consumers call most often if 
they have a question about their treatment or 
recovery, the most common answers were  
family member, counselor/therapist,  
case manager, psychiatrist and 12-
step sponsor. A consumer stated, 
“At this point in my recovery I have 
a good support network. That’s 
something I’ve had to work on and 
build.” Several consumers 
reported that family relationships 
are not good, so they rely on peer 
networks for support. A counselor 
or therapist that a consumer can 
reach easily is highly valued.  

i. Level of satisfaction with services.
When asked to describe the level of satisfaction
with the services/care they/their loved one
received, consumers reported overall high
satisfaction, while family members expressed
differing levels of satisfaction. As represented in
Table 9, family members were split in their
responses, with half reporting general
dissatisfaction with the services/care their loved
one received. Family members assigning low
satisfaction scores stated personal difficulties in
accessing care, inconsistent quality of care and lack
of some services as precluding them from rating
satisfaction as high. They explained: “Inpatient
[treatment] did wonders for my sister … [but]
ongoing counseling, not as good; Care was
satisfactory … the follow-up care was not; [I’m
dissatisfied] because of the amount of effort that we
as a family had to invest to find services; For the
most part, we were unhappy with how long it took

[to receive services], but we feel fortunate [in care 
received overall]; Wonderful care now, but the 
journey to get there….” Some dissatisfied family 
members acknowledged that their loved one’s 
course of illness makes it harder for services to work 
with them but thought the system should be more 
equipped to deal with that scenario, as it is a 
common scenario. A family member commented, 
“In terms of recovery for schizophrenia, at a certain 
level, I appreciate that the illness is really hard to 
deal with….”

Consumers referenced the services they were 
currently receiving and indicated high satisfaction 
with the level of these services. Sentiments

expressed included: “I really benefit from [current] 
services; [Provider staff] always try to encourage 
me to do things; [I am highly satisfied] because I 
have the support I need, I’m working, I’m taking 
classes….” Consumers generally spoke to their 
increased quality of life and the support they got 
from providers. Several consumers noted that their 
satisfaction had increased over time, or that 
previous services were lacking in comparison. 
Consumers reported: “In the beginning, [my level of 
satisfaction] was probably at a ‘2’ (low). The 
psychiatrist didn’t listen to me … I didn’t want to 
scream and yell at her, I just wanted her to 
understand.… Now that I’ve gotten the services [I 
need], I’m at a ‘7’ (highly satisfied); There’s always 
something that can be improved, but right now, I 
feel like my treatment’s pretty stable and pretty 
decent.” One consumer credited themselves with 
ensuring satisfaction in the services they received, 

Table 9. Level of Satisfaction with Services by Respondent Type 

What is your level of satisfaction with the services/care you/your loved 
one received on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘completely 
dissatisfied’ and ‘7’ is ‘extremely satisfied?’ 

Family Members Consumers 

Modal Score 2, 6* 7 

Modal Score Range 2-7 6-7
 *Bimodal score.
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stating, “I’ve gotten really good at advocating for 
myself. Satisfaction would be lower if I didn’t have 
skills and family support.” 

When asked to describe what life in recovery 
consists of, it became clear that it looks different for 
different people, but some of the same sentiments 
for an ideal situation were echoed. Satisfied 
consumers were said to have most of the 
components outlined in Table 10.  

Participants described elements of their personal 
recovery, stating: “Peer support through NAMI is 
invaluable [to my recovery]. I gain so much value, 
self-esteem and confidence from the work I’ve done 
with NAMI; Two years ago, I was pushing everyone 
away and now that my recovery’s better, I have 
relationships…. My family and friends are what I live 
for; I have to work with others, give back; A day in 
recovery for me is making sure first and foremost 
my needs are met … medication … [regular check-
ins with] counselor and case worker; My job, helps 
when you have something productive to do … wake 
up, shower, take medicine, work five hours a day; [I 
have established] a bridge with family [and friends], 
I let them know what’s going on so if I’m having a 
hard time, they know to help; I get outside and 
enjoy the weather … you need sunshine; Routine [is 
important], work schedule, eat schedule … stay on 
top of everything; Friends, they help cheer me up; [I 
practice] coping skills and journal; I like to do lots of 
arts and crafts; Poems, express how I feel; Taking 
care of a dog helps; Get up and get chores done, 
send an email, pay bills, play guitar; My job is 
number one, most important … it gives me my 
purpose….” The things most commonly mentioned 
included relationships with family and friends, a 
peer network of support and consistent providers/
care. Consumers noted that recovery is something 
they need to actively work on. 

The vast majority of consumers (90.6%; N = 69) and 
nearly half of family members (49.1%; N = 57) 
thought that the services received were the right 
approaches for helping them/their loved ones. 
Moreover, 88.4% of consumers (N = 69) and 79.5% 
of family members (N = 61) would recommend the 
same services to a friend or loved one who needed 
similar help. Consumers were generally enthusiastic

about the providers with whom they are currently 
linked. One consumer reported, “I tell people [about 
current provider] all the time.” Others commented: 
“One hundred percent [I would recommend same 
services] … I have seen others that don’t receive 
[the same quality of] treatment; I have shared my 
doctor’s name; I have referred people to [my 
current mental health provider] and other services.” 
Family members echoed similar sentiments: “Good 
experience … services were helpful; Certain agencies 
are better than others.” 

Nearly all providers (98.1%; N = 104) agreed that the 
services offered by their agency/program for persons 
living with SPMI are of good quality. Comments 
included: “I’m probably a little biased, but yes, I 
think they’re good quality; There’s always room for 
improvement, but I think we do a darn good job.” 
Providers reported activities such as quality 
assurance surveys and consumer input as practices 
they have in place to keep quality of services high. 
However, once again, treatment providers noted 
factors that limit service delivery, stating: “Overall, 
yes, but it can depend on staff; Yes, it is good quality. 
[Services] just aren’t in high quantity; Yes but [the 
large] caseloads we have [can impact service 
quality].” Professionals listed determinants of good 
quality care which they identified in their agency/
program in their affirmative responses. See Table 11 
for a listing of the most commonly stated 
determinants. 

Table 10. Consumer Named Components of a 
Positive Life in Recovery* 

Close network of support 
Employment 
Educational pursuits/volunteerism 
Adherence to daily routine (good hygiene, regular 
sleep & set mealtimes) 
Medication & therapy compliance 
Regular exercise 
Engagement in enjoyable pastimes 
Sobriety/abstinence from alcohol & other drugs 

*Responses are not rank ordered.
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Table 11. Determinants of Good Quality Care 
Identified by Professionals* 

Person/client-centered care 
Personalized treatment 
Consistency in service delivery 
High-quality staff supervision 
Community/other system partnerships 
Highly skilled & caring staff 
Variety of services 
High accessibility (low wait times) 
Successful outcomes 
*Responses are not rank ordered.

ii. Perception of recovery-oriented practices. RSA-R 
scores paralleled the level of satisfaction expressed 
by respondents. When compared with consumers 
and professionals, family members’ mean overall 

OSAM Mental Health Initiative

Figure 3. Mean RSA-R

*Overall N = 25 
N = 57 
N = 86 

3.42a

4.08 
4.14 

Client Choice N = 35
N = 56 
N = 82 

3.83
4.34 
4.36 

*Consumer Involvement N = 24
N = 49 
N = 79 

2.49
3.63 

3.46 

Diversity of TX Options N = 20
N = 49 
N = 83 

3.14
3.78

4.14

Individually Tailored Svcs N = 26
N = 53 
N = 79 

3.67
4.20 
4.24 

*Inviting Space N = 38
N = 66 
N = 88 

3.96
4.45 
4.49 

Life Goals N = 38
N = 65 
N = 89 

3.45
4.17 

4.23 

Family Members Consumers Professionals

*Significant difference at p < 0.05. aOverall mean score for family members does not include the additional ‘Family Involvement’ domain.

RSA-R score, as well each domain score, were the 
lowest, indicating that family members were not 
only the least satisfied with services, they also 
held the least positive perception of recovery-
oriented practices. Generally, professional mean 
scores were slightly higher than consumer scores. 
See Figure 3 for a comparison of RSA-R mean 
scores across respondent types.

To determine if there were statistically significant 
mean differences between respondent types for 
RSA-R overall score and for each domain score, a 
series of one-way ANOVAs were performed. 
Statistically significant mean differences were 
found between respondent types and RSA-R 
overall scores: (F(2,165) = 8.878; p < 0.001). In 
addition, statistically significant mean differences 
were found between respondent types and 
‘Consumer Involvement’ mean scores: (F(2,149) = 
9.840; p < 0.001); and respondent types and 
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‘Inviting Space’ mean scores: (F(2,189) = 5.805; p = 
0.004). Post hoc comparisons using LSD (Least 
Significant Difference) tests revealed significantly 
lower mean RSA-R overall scores for family 
members (M = 3.42; SD = 0.94) than for consumers 
(M = 4.08; SD = 0.85) and professionals (M = 4.14; SD 
= 0.64); significantly lower mean scores on 
‘Consumer Involvement’ for family members (M = 
2.49; SD = 1.17) than for consumers (M = 3.63; SD = 
1.12) and professionals (M = 3.46; SD = 1.02); and 
significantly lower mean scores on ‘Inviting Space’ 
for family members (M = 3.96; SD = 0.96) than for 
consumers (M = 4.45; SD = 0.85) and professionals 
(M = 4.49; SD = 0.76). 

Consumers generally held a positive perception of 
the treatment system and its providers and agreed 
that the treatment system embraces the core 
principles of recovery. Similarly, professionals 
viewed the treatment system positively and believed 
that programs/agencies/organizations engage in 
recovery-oriented practices. Conversely, family 
members expressed a less positive view of the 
treatment system as evidenced by their significantly 
lower mean overall RSA-R score. The low family 
member mean score for ‘Consumer Involvement’ 
indicates that family members did not perceive a 
high level of consumer involvement in treatment, 
and they did not perceive consumers as having much 
input in program and/or organization-level 
decisions, whereas consumer and professionals 
were more neutral in their perceptions of consumer 
involvement. Family members had a significantly 
lower mean score for ‘Inviting Space;’ however, their 
mean score was near ‘4,’ and the ‘Inviting Space’ 
mean scores for consumers and professionals were 
greater than ‘4.’ Thus, all respondents were 
relatively positive in their perception of the physical 
space of treatment programs, including staff, as 
welcoming to and respectful of consumers, albeit 
family members were not as positive as consumers 
and professionals. Lastly, the ‘Family Involvement’ 
mean score of 2.89 (N = 40) indicates that family 
members generally were neutral in their perception 
that they are included in their loved one’s 
treatment/recovery plan, and they neutrally rated 
their interactions with program staff and 
organizational management.  

iii. Thoughts on improving service accessibility. In
addition to workforce development and increasing
service capacity at all levels of care, respondents
offered many ideas as to what can be done to make
accessing treatment/support services easier for
persons living with SPMI. Refer to Table 12 for a
summary list of recommendations for improving
service accessibility. The most frequently discussed
ideas are detailed below the table.

Table 12. Recommendations for Improving 
Service Accessibility* 

Workforce development (recruit/retain staff) 
Increase service capacity 
Heighten community outreach/education 
Employ navigators 
Provide immediate care (i.e., “treatment on demand”) 
Expand crisis services 
Make follow-up care after crisis standard 
Expand transportation/telehealth options 
Open insurance options 
Increase access to injectable long-acting medications 
*Responses are not rank ordered.

(1.) Heighten community outreach and education. 
Most respondents generally thought that while care 
is available, people needing help do not always know 
about treatment/support options or how to access 
them. To increase general awareness of behavioral 
health services, respondents prescribed heightened 
community outreach. One treatment provider 
stated, “How do people know what they don’t 
know?” Professionals discussed behavioral health 
outreach and engagement on the streets, in 
homeless camps and around communities as highly 
important, including outreach to other systems (i.e., 
hospital and criminal justice systems). Law 
enforcement advocated for ‘in-reach’ into jails, 
connecting people to needed services upon jail 
release. Treatment providers said: “I don’t believe 
there is very good public awareness right now … 
[other than] some flyers [consumers] might pick up 
at a [support] meeting ... and word of mouth; You 
may know someone who knows somebody…. Reach 
out to the community to let [people with mental 
health needs] know that [treatment] facilities exist …
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and if you need help, it is there; Try to understand 
better what people’s concerns might be … explain we 
are looking for ways to better reach people.” 
Professionals also discussed the idea of creating/ 
expanding/promoting behavioral health literacy; 
literacy similar to the knowledge of how one would 
navigate treatment/care of any other chronic illness. 
They emphasized: “Families don’t know how to get 
services; The system is hard to navigate.”  

Family members called for more education: both 
about mental illness and about how to navigate 
treatment services. They also discussed that the 
behavioral health system does not do a good job of 
explaining what services are available and how to 
access those services and suggested a statewide 
database of available services to make the process of 
accessing services easier. Family members 
expressed: “I wish we hadn’t had to spend 13 years 
trying to understand our son’s illness virtually on our 
own; It takes so long to learn how to navigate the 
system, we need a one-stop shop … I felt like it took 
me four years to learn everything I wish I would have 
had access to right in the beginning; A lot of people 
don’t know a lot because [many services are not] 
advertised; There’s not a drop-in center that tells you 
what to do; Opinions vary so widely [that] you don’t 
know where to put your trust….” In addition, several 
family members expressed frustration that some 
professionals in the system are not more helpful, 
particularly hospital staff. They stated: “Local 
hospitals didn’t connect us with resources … it was a 
revolving door in and out; After partial 
hospitalization, [consumers] are on their own to find 
whatever they may need.” Consumers thought that 
better advertising of services, especially no-cost 
services, is needed throughout their communities. 
They said: “[Persons newly diagnosed] lack 
knowledge of where to go [for services]; Better 
advertising of services [is needed]; Come inside jail 
[to inform/connect services]; Market services as free 
when they are.” 

Not all respondents reported awareness of a 24-
hour crisis hotline, although most discussed the 
utility of around-the-clock crisis and informational 
services. A treatment provider commented, “I 
believe we still have a crisis team that goes out and 
meets with people. There used to be, several years

ago, a ‘careline,’ a 24-hour crisis hotline staffed by 
volunteers with a couple of paid employees. So, 
anytime of the day and night a person could call if 
they needed to talk to someone. If they were feeling 
depressed or suicidal, they could just talk with 
someone. Sometimes that is all that a person needs. 
I don’t think that is available now, now they have to 
go to the ER or the Sheriff’s Department. We do have 
an emergency crisis prevention team, but I don’t 
know how accessible they are.”  

(2.) Employ navigators. In addition to increasing 
public awareness through outreach and promotion 
of informational and crisis services, respondents of 
all backgrounds advocated for a way to help people 
living with SPMI navigate the behavioral health 
system, emphasizing that it is difficult to do so alone. 
There was consensus that there is a need for 
professionals (i.e., case managers) and peers who 
can act as navigators. Treatment providers noted 
success with having peer supporters help others 
navigate the behavioral health system. In fact, 
providers mentioned peer support most often as a 
necessary component to linking consumers to 
services. There was a shared belief that a network of 
relationships with people with similar experiences is 
crucial to long-term treatment/recovery. A provider 
remarked, “I think what we have done with client 
navigation is amazing ... having someone able to 
walk through the whole process with the client, from 
the beginning to the end … to help the client 
navigate what is going on.” A housing provider said 
of case management, “At some point, if your level of 
sickness is very severe, there should be a mandate 
that you connect with a case manager periodically. 
Case management agencies know about all these 
services and can easily [connect consumers].” 

Many family members noted it would be helpful if 
their loved one had someone appointed, perhaps a 
peer supporter, to help them navigate both the 
treatment system and life in general, as life tasks are 
exponentially more difficult for someone living with 
SPMI. A good case manager was praised, as was 
taking classes that explained what services are 
available. Overall, family members felt the most 
successful path was when they had gotten 
connected with one service or provider that then 
helped them navigate the system at large. Family
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members reported: “When he left [hospital 
commitment], he was able to get help and 
resources. If we hadn’t had him committed, we 
would not have known what kind of resources there 
were; We didn’t get hooked up with [a wraparound 
service provider] for three to four years, and once 
we did, everything got easier.” Consumers 
concurred that case management and peer support 
are extremely valuable in connecting consumers 
with needed services. One consumer stated, “When 
you have a mental illness, especially SPMI … 
navigating [the behavioral health system] by 
yourself is sometimes impossible. So, an extra person 
that can help you navigate that process [is very 
helpful].” 

(3.) Expand transportation and telehealth options. 
All respondent types identified expansion of 
transportation and telehealth options as essential to 
improving service accessibility for persons living with 
SPMI. Professionals across the board viewed lack of 
reliable and consistent transportation as a primary 
barrier to accessing care. Treatment providers in 
urban areas stated: “Transportation can be very 
costly; A bus pass makes a difference.” A provider in 
a rural county remarked, “Telehealth or 
transportation would be wonderful. We don’t have 
public transportation.” Overall, providers noted that 
the increase in telehealth due to the COVID-19 
pandemic has improved their ability to reach clients. 
Comments included: “Telehealth has allowed us to 
meet clients where they are, especially in a rural 
county; A lot of people have access to phones…. I 
had a number of people tell me that [treatment] has 
been so much easier for them to do over the phone 
because transportation is an issue. And, they are 
hoping that we will continue to do telehealth once 
everything goes back to normal because it is easier 
to get services to them.” Along with expansion of 
telehealth services, professionals discussed the 
need for making Internet and broadband services 
more accessible, particularly to low-income and 
rural communities. A peer supporter replied, 
“Internet and computer access are needed. We’re 
doing Zoom and Facebook live [to deliver support 
services] and some people don’t have good Internet 
access [to participate].”  

Family members and consumers also indicated that 
aid with transportation and continued utilization and 
expansion of telehealth are needed to increase 
service accessibility. Family members discussed; 
“[It’s difficult] to access treatment close to home … 
weirdly enough, the pandemic did some good 
because telehealth [has expanded] … it is very 
helpful; Telehealth has decreased wait times [for 
services].” Consumers noted that telehealth options 
necessitated by the COVID-19 pandemic has 
increased utilization of services. Consumers 
reported: “I think [telehealth] is more utilized 
because some people that need counseling don’t 
want to come out of their house [to avoid exposure 
to coronavirus]; There’s more access [to services] 
online, face-to-face remote [video conferencing]; 
Definitely services delivered on Zoom are really 
helpful; I prefer to see people in person … but phone 
and Zoom [delivery of services] are good options.” In 
one community, consumers highlighted 
transportation coordination between agencies as a 
major factor in their treatment/recovery success.  

(4.) Expand crisis services. There was consensus 
among professionals that expansion of crisis services 
is greatly needed. One professional summarized, 
“What to do with people when they’re in crisis is a 
big issue.” Professionals discussed that crisis services 
not only address an immediate crisis, but they are 
also instrumental in linking persons with SPMI to 
ongoing treatment and support services. A mobile 
crisis team member reported, “Our biggest success 
is a mobile crisis team [consisting of a crisis 
intervention team (CIT) officer and a mental health 
clinician]. The clinician can access a person’s records, 
so it’s easier to connect them successfully [to 
services].” Moreover, treatment providers noted a 
need for care that would prevent people from 
decompensating to a crisis level. Some treatment 
providers saw this as more wraparound support in 
the community, a 24-hour crisis center or a level of 
care between hospitalization and people living on 
their own. A mobile-services provider stated, 
“[There are] people that cannot be managed in the 
community. We need an in-between community 
outpatient and hospital commitment.” 
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Professionals advocated for crisis stabilization units, 
stabilizing a person in crisis to create an opportunity 
to conduct a needs assessment and make 
appropriate linkages to services. Treatment 
providers said: “One of the things I think is needed 
… is someplace that [persons in crisis] could go for 
overnight [observation] for a sharp, short-period of 
time when they're in that crisis mode … and they're 
not suicidal necessarily, but they're having issues or 
situations in their life that they need to get away 
from for a short period of time to pull themselves 
together and get support; [We need] a crisis 
stabilization unit here … not quite a hospital … [to 
help] get people stable on medication.” In addition 
to the establishment of crisis stabilization units, 
professionals also acknowledged the role that law 
enforcement play in the community’s response to 
people in crisis. A judge overseeing a specialty court 
remarked, “I want to [support] law enforcement … 
they have taken an active role in linking people with 
services … we have mental health officers who are 
linked to the crisis intervention team, so they know 
how to deescalate the situation to get [people in 
crisis] the help they need. I think another key 
component [to increasing service accessibility] is 
linking with law enforcement.” Several law 
enforcement officers noted that they make what 
linkages they can to avoid taking a person in crisis to 
jail. 

(5.) Other ideas for improving service accessibility. 
Lastly, other ideas mentioned to enhance service 
accessibility, but not by the majority of 
respondents, included: immediate access to care 
(i.e., treatment on demand), follow-up care after a 
crisis, opening insurance options and increased  
prescribing of long-
acting injectable 
medications. Treatment
providers discussed the 
necessity for immediate 
services, saying: 
“[Extended] hours are 
needed. If we had 
someone who would be 
willing to go out after 
hours to get people 
assessed and provide 

services, that would be helpful; Connect clients to 
counselors after hours … always have someone on 
call when [provider agencies are] closed.” Insurance 
restrictions and the cost of services were mentioned 
several times as barriers to service utilization. A 
family member stated, “Our psychiatrist is out-of-
network, but it’s so hard to find [an in-network 
psychiatrist that] we’ve stuck with them.” Consumers 
also discussed the problem with there being no in-
network providers in their area, or a change in 
coverage that stopped covering an established 
doctor. Moreover, consumers noted that figuring out 
the right balance of medications could be a long 
process that prevented a person from accessing 
services.  

d. Coordination of Care

i. Extent of collaboration within community
behavioral health systems. When asked to describe
the extent to which treatment/support
programs/agencies/organizations in their community
work together on a scale from ‘1’ to ‘7,’ where ‘1’ is
‘they don’t seem to work together at all’ and ‘7’ is
‘they work together completely,’ professionals
consistently assigned moderate scores, while scores
among family members and consumers were quite
varied (see Table 13). Note, the scale range of modal
scores between the six catchment areas.

In many communities, professionals thought 
organizations generally work well together. Several 
professionals mentioned regular collaborative 
meetings and/or established relationships between 
agencies. Treatment providers reported: “Our 
company merged six years ago, and we have spent a 
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Table 13. Extent of Interagency Collaboration Assessed by Respondent Type 

In your opinion, how well do treatment/support programs/agencies/organizations in 
your community work together on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘they don’t seem 
to work together at all’ and ‘7’ is ‘they work together completely’? 

Professionals Family Members Consumers 

Modal Score 5 2 5 

Modal Score Range 4-6 1-7 1-7
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lot of time connecting with other providers. Grants 
have given us opportunities to build relationships; I 
have a list of people whom I can call if I need that 
professional help and get it quickly; We only have a 
couple of treatment agencies, and we are very 
supportive of one another; The only reason I don’t 
say a ‘7’ (highly collaborative) is because we’re all so 
busy.” 

In a few regions, the level of collaboration reportedly 
varies by county: some counties have established 
coalitions and have specific efforts in place to 
facilitate collaboration. This was said to be 
happening most often in rural communities where 
treatment providers stated: “The rural community is 
very relational … more so than urban communities; 
We’re a small community, so it’s easier for our 
providers and agencies to talk to one another.” In 
communities where collaboration was perceived as 
successful, professionals spoke of regular meetings, 
shared releases of information and wraparound 
support teams. Professionals who rated 
collaboration as low to moderate spoke to high staff 
turnover rates as not allowing for relationships to 
build and a sense of competition among agencies. 
Treatment providers said: “People are too busy with 
their clients to communicate with each other 
regularly. It’s hard to shift the attitude to 
‘collaboration is a positive’ from ‘someone is 
encroaching on our territory.’ There is competition 
for funding; There is absolutely turf warfare here, 
and it is mainly over funding.” Professionals also 
mentioned that some organizations are simply not 
collaborative, or in some areas there are no other 
providers with whom to work. Most professionals 
indicated that success is based on the ability to build 
relationships with other people and organizations. 

An overall modal score of ‘2’ across catchment areas 
indicates that family members did not view 
collaboration between agencies as satisfactory. 
Family members generally noted a lack of 
coordination or even interaction between providers, 
when integrated care is what they thought would be 
most helpful and needed. Family members cited 
things like high staff turnover, high caseloads, long 
length of time between appointments and providers 
not knowing about each other’s services as reasons 
for their low ratings. Comments included: “They’re

spread so thin and far that it’s difficult for them to 
get regular communication [to/from other 
organizations]; You constantly have to retell the 
same story. They don’t share information, 
evidently.” Family members assigning low 
collaboration scores also discussed a lack of 
coordination between addiction and mental health 
services, stating that there is a need for greater dual 
diagnosis treatment options. They reported: “The 
hospital case worker might work on mental health, 
but substance use gets pushed aside, or vice versa; 
Even within an agency, different programs are 
siloed…. Someone may go to addiction treatment 
and have a severe mental illness, but the agency is 
only going to treat [their addiction]….”

Family members did point out cases where 
collaboration is more apparent, namely if the courts 
are involved, and in the juvenile system. Family 
members also mentioned that some organizations 
like NAMI and peer centers attempt to network 
between agencies for their constituents, and several 
family members indicated that cooperation between 
agencies has gotten better in recent years, but there 
is still much room for improvement. A family 
member reported, “It’s a lot better than it used to 
be. Governor Kasich did a good job of forcing people 
to work together by eliminating some of the silos. 
The opioid epidemic helped with that.” Other family 
members discussed: “[Agencies are] territorial … not 
a lot of working together; Only coordination here 
was between the psychiatrist and counselor, no 
coordination with schools, no coordination with 
pediatrician; Providers function as own little islands.” 

Consumers noted that agencies seem to know about 
each other, with most consumers reporting 
collaboration between providers as moderate to 
high. Comments included: “My psychiatrist office 
works well with this facility (behavioral health 
agency); Seems like agencies work together pretty 
well … the times when someone drops the ball, it’s a 
miscommunication; Work together, [they] share 
information okay; In general, very good 
[collaboration] … can be a competition though, 
mostly because of [limited] funding availability….” In 
the catchment area reporting that agencies do not 
seem to work together at all, consumers had a low 
opinion of the coordination between organizations 

OSAM Mental Health Initiative

Page 23 SPMI Treatment and Support Services



and indicated that even with effort on their part, 
communication is often nonexistent. They stated: 
“It’s almost like if that person doesn’t do it, they 
don’t want to be bothered; I’m in the same agency 
for everything, and they don’t really talk to each 
other; Providers don’t work with NAMI, or they don’t 
promote it; The problem isn’t a need for additional 
services as much as there seems to be very poor 
communication between various services.” A similar 
lack of communication was discussed regarding 
addiction treatment and mental health treatment 
services in this catchment area. A consumer 
reported, “God help you if you have a dual diagnosis. 
Research has shown that you need to deal with both 
of them but there still is not any good place to go to 
get treatment for both.” 

ii. Extent of collaboration between help systems.
When asked to describe the extent to which medical
services, addiction treatment services and mental
health services work together to provide the best
services to persons living with SPMI on a scale from
‘1’ to ‘7,’ where ‘1’ is ‘they don’t seem to work
together at all’ and ‘7’ is ‘they work together
completely,’ professionals and consumers most often
assigned moderate scores, while family members
most often assigned low scores. However, modal
scores ranged considerably within respondent types
(see Table 14). Note, the scale range of modal scores
between the six catchment areas.

While viewing current collaboration between help 
systems as moderate to high, professionals discussed 
that the different systems could work together 
better than they currently do to address the needs of 

persons living with SPMI. Overall, professionals 
reported that persons living with SPMI move into, 
through and out of the various community help 
systems with moderate efficiency. The connections 
between addiction providers and mental health 
providers were generally rated more positively 
than the connections between primary care/other 
medical services and mental health providers. 
Professionals stated: “The silos are coming down 
around [SUD] services … for medical services they 
are not; The medical professional is overwhelmed, 
and they do not have the follow-up capabilities. 
Unlike the court-ordered Vivitrol® [MAT program], 
which is coordinated and has follow-up; There are 
some deficits, but mental health and addiction 
providers are partnered; I think our family doctors 
need to step up a little bit, they don’t really 
communicate with us….” However, treatment 
providers noted varying levels of collaboration 
between medical providers. They discussed: “Some 
hospitals are great, and some never communicate 
with us at all; It seems as though private hospitals 
aren’t as good as public hospitals [in communicating 
across systems].” 

Professionals generally thought that hospitals and 
primary care physicians are often deficient in 
connecting services and addressing the needs of 
people living with SPMI. Comments included: “We 
hear way too often, ‘Oh, they’re back again;’ Some 
hospital staff, [possibly due to burnout] … are not 
compassionate about care for ‘frequent flyers’ 
(psychiatric readmissions), [they] treat them and 
‘street’ (discharge) them; Primary care has a limited 
understanding of how to diagnose and treat mental 
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Table 14. Extent of Systems Collaboration Assessed by Respondent Type 

How smoothly do medical services (e.g., family doctor), addiction treatment services (e.g., MAT 
prescriber) and mental health services (e.g., mental health counselor, case manager) work together to 
provide the best services to persons living with SPMI on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘they don’t 
seem to work together at all’ and ‘7’ is ‘they work together completely’? 

Professionals Family Members Consumers 

Modal Score 4, 6 2 4, 6, 7 

Modal Score Range 3-7 1-7 1-7
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health. Anything past Zoloft® and they will pass the 
buck; I don’t feel like family doctors work very well 
with our [clients living with SPMI]. They don’t take 
them as seriously as they should.” 

Professionals noted that collaborative models 
designed to provide intensive wraparound care, such 
as ACT teams and specialty court dockets have more 
success working between systems, as do mental 
health providers who have integrated addiction 
services and primary care into their programs. A 
treatment provider stated, “[We] have integrated 
primary care. Otherwise, we’re increasingly seeing 
primary care doctors not treating basic mental 
health like depression, anxiety….” Other 
professionals mentioned that cooperative teams that 
bring together various disciplines, like collaborations 
formed through Stepping Up, a national initiative to 
reduce the number of people with mental illness in 
jails (https://stepuptogether.org), and use continuity 
of care agreements between hospitals and providers 
have led to successful linkages. Professionals that 
gave higher collaboration ratings often spoke to the 
integrated care practices within their agency as the 
reason.  

Similar to professionals, consumers generally viewed 
current collaboration between help systems as 
moderate to high. Overall, consumers also viewed 
connections between addiction treatment and 
mental health providers as more successful than 
connections between medical and mental health 
providers. They often stated that the later needs to 
be strengthened: “I don’t have a lot of experience of 
them working together. I went to a family doctor … 
he switched one of my meds (psychiatric 
medications) and shouldn’t have done that. So, I go 
to my psychiatrist and I don’t work with my family 
doctor; I think the addiction services I received … and 
the mental health services … I think they 
communicate really well.” 

Consumers who reported that help systems work 
very well together discussed that they have been 
pleased with the coordination they have seen, 
stating: “Overall systems are pretty consistent in 
being able to move between them. There’s not too 
many snags; All three of our networks [hospital, 
primary care, mental health] try to stay very well

connected. All share medical records if we give 
permission. It is so much better this way. You don’t 
have to worry about forgetting to tell them things.” 
Consumers noted that larger providers with 
integrated physical and behavioral health care have 
gone a long way in making coordination of care run 
smoothly. 

Consumers who reported that help systems do not 
seem to work together at all thought 
communication between primary care physicians 
and mental health treatment providers to be nearly 
nonexistent or often dependent on the consumer to 
convey information back and forth. Consumers 
shared: “A lot of my success was because I made 
sure the doctor knew what was going on. I went out 
of my way to get medical records, but I don’t know 
that they ever got read; My family doctor doesn’t get 
anything from my therapist and psychiatrist and 
they’re within the same organization.” Consumers 
pointed out that the course of their illness made it 
hard for them to convey information between 
providers, particularly after something like a 
hospital stay, yet they also noted that is when 
communication is most important.  

Family members generally held a low opinion of the 
way primary care physicians, hospitals and mental 
health providers interact. Several family members 
noted that any communication between systems is 
conveyed through them or their loved one living 
with SPMI. They shared: “My husband has to bring 
them together just for bloodwork; Our primary care 
doctor only knew what my son told him. If you don’t 
ask for coordination, primary care wouldn’t seek it; 
From my personal experiences, the medical services 
and the mental health services [that loved one 
received] … that was kind of disjointed when we 
were in the hospital, it wasn't like they called the 
care counselor, the [community mental health] 
therapist.” In addition, some family members 
discussed that the care their loved ones receive from 
doctors and hospitals that are not mental health 
specialists is often uninformed. A family member 
stated, “I don’t believe hospitals, doctors or anything 
are in tune with mental illness as far as to take care 
of somebody off the street who walked in with a 
mental illness.” Moreover, family members discussed 
that hospitals do not want to deal with people in 
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mental health crisis in their ED (emergency 
department); they spoke of a need for ED staff to 
really understand what they are seeing when SPMI 
patients present.  

Lastly, some family members wished that it was 
easier for family members to be involved in their 
loved one’s care; they noted that lack of 
communication is often a detriment to their loved 
one’s progress. One family member shared, “HIPAA 
(Health Insurance Portability and Accountability Act, 
i.e., privacy protections) is a big stumbling block. 
Every time my daughter gets put into hospital, I can’t 
find out which hospital she’s in. They wait until she’s 
well enough to call me and that can take a week.”

iii. Making linkages to services. Nearly all service 
providers (98.7%; N = 150) reported that their 
organization has been successful in linking persons 
living with SPMI to needed treatment and other 
community services. Successes were attributed to 
the legal system, where court orders make linkages 
happen more smoothly, as well as to mobile crisis 
units, relationship-building among organizations and 
caring and empathetic staff. A parole officer 
reported, “Part of [our success] is the court demands 
that we be successful.” A judge of a specialty docket 
court stated, “In my court … if someone needs help,
and asks, we are going to help them.... You need to 
start linking them [to services] immediately. So, the 
quicker I can get assessments done and figure out 
what is going on to provide them the support they 
need [the better the outcome].” Treatment 
providers commented: “[I attribute successful 
linkages to] the good working relationships that we 
have with other treatment providers, and not only 
just in our local community but in surrounding 
communities; People know me so [service providers] 
will respond to me. Reputation and a long history 
helps a lot [in linking clients to services].” 

Nearly all service providers (97.2%; N = 142) 
reported having personally referred persons living 
with SPMI to treatment/support services. Treatment 
providers generally reported linking their clients to 
services not offered by their own organization, such 
as other levels of care (e.g., outpatient to inpatient), 
SUD treatment, housing, vocational counseling/
training and food pantries. The amount of referral 

varies by the provider. A couple of providers 
reported not making referrals often. One provider 
explained, “We don’t frequently refer because our 
services are so comprehensive.” Other providers 
commented: “The majority of the time we refer to 
services we offer; If we don’t offer [a needed 
service], we refer to the right place.” 

Professionals use different types of criteria to 
determine appropriate referrals. Refer to Table 15 
for a summary list of criteria. Reportedly, several 
types of screening tools are utilized, including SBIRT 
(Screening, Brief Intervention and Referral to 
Treatment), ASAM (American Society of Addiction 
Medicine) level of care and other screenings 
completed by jail and probation departments. 
However, a client’s request for a certain service or a 
provider’s assessment of what would be appropriate 
were mentioned most often as the primary 
determinants for service linkage.  

Table 15. Professional Criteria Used to 
Determine Appropriate Referral* 

Screening tools 
Client request/expressed preference 
Provider assessment 
Insurance coverage 
Location/accessibility of service provider 
Service availability (now vs. wait list) 
Court orders 
Quality judgements 

*Responses are not rank ordered.

Treatment providers stated that they make referrals 
based upon the needs of their client. A treatment 
provider commented, “It comes down to what their 
needs are and what they’re interested in.” Providers 
also noted that insurance coverage, location/
accessibility of service providers (i.e., inside or 
outside county) as well as what is available often 
determine the types of referrals they make. A parole 
officer in a rural county stated, “We don’t have a lot 
of options so that limits having a lot of criteria [to 
consider for referrals].” Finally, several professionals 
stated that they determine referrals based on their 
judgments about the quality of certain programs. 
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An advocate stated, “In the years I was at NAMI, we 
talked to a lot of families and knew which programs 
were good programs, and which [programs] to steer 
clear of.”  

When asked to rate how satisfied they were with the 
way the staff of different organizations work 
together to ensure that persons living with SPMI get 
the help they need on a scale of ‘1’ (completely 
dissatisfied) to ‘7’ (completely satisfied), 
professionals most often gave a rating of ‘5’ (modal 
score range across catchment areas was 4-6). The 
majority of professionals reported satisfaction with 
the way staff of different organizations 
communicate with each other. A provider at a large 
behavioral health organization remarked, “I think 
we’re awesome at [linking services]. We pride 
ourselves on our ability to connect with the 
community and build relationships….” Other 
providers stated: “There’s always room for 
improvement but I’m satisfied; We’re always more 
than happy to refer out….” Some professionals 
mentioned that the key to their success is 
established relationships with other providers. A 
provider stated, “I get around gaps by having a go-
to person at each agency….”

Lastly, when asked to discuss where their clients 
living with SPMI would go to receive treatment/
support services if their program/agency/
organization were to close, service providers 
struggled to think of adequate solutions and largely 
saw negative outcomes for the clients in their care. 
Some providers stated that their clients would be 
absorbed by other local agencies, but that this 
would lead to capacity issues. Others indicated there 
are no other agencies in their area. Still others felt 
that their clients would likely end up in jail. Service 
providers commented: “There are so few residential 
options that our residents would overwhelm other 
facilities. It would be a nightmare; Nobody else has a 
drop-in center, a place where the homeless can go 
during the day and stay out of trouble and get the 
support that they need; [Clients would have to] be 
able to rely on family [supports]; Jail, there really 
isn’t anywhere else for them to go.” 

Providers noted that in some incidence of closures 
clients would have to travel anywhere from 30

minutes to a couple of hours to receive needed 
services. A treatment provider stated, “I think a lot 
of them would go to a hospital, a local hospital in 
another community.” There was consensus among 
professional respondents that if their program/
agency/organization were to close, their closing 
would affect the system as a whole and not just their 
clients; removing one aspect of the service 
continuum would cause ripple effects. A treatment 
provider remarked, “It’s devastating to a community 
to lose a resource [like our agency].” 

iv. Treatment planning. When professionals and
consumers were asked how much input persons
living with SPMI have in setting the goals and
priorities on their treatment plans, the most
common response throughout catchment areas was
“a lot.” In most areas, consumers indicated that they
had a great deal of, if not total, control over their
treatment plan, saying: “One-hundred percent
[control]. I just tell them what I want to do; I have a
lot of say-so. They start with ‘where do you want to
be?’… and we go from there; Plenty [of say], they ask
a lot of really probative questions [to assist in
formulating goals] … they are very well trained in
how to do that; They gave me input, and they let me
say what I had to say; I wrote [a treatment plan]
together with the therapist…. I feel like I have a lot of 
input.” 

A few consumers expressed therapeutic value in self-
determination in treatment planning, sharing: “One-
hundred percent … it’s very huge, impactful to be 
able to be honest and have a say in what you are 
wanting to do; I had all the input.… If I’m not directly 
[setting the goals for] my own recovery, my own 
path, and someone tells me what to do, how to do it, 
then [my recovery] is not successful.” However, some 
consumers reported experiences where they felt 
they did not have much control in their treatment 
planning, commenting: “Really inconsistent … I feel 
like I make a goal with my doctor or therapist, then I 
get a new doctor, therapist, and they don’t even ask 
about the goal; Nurse practitioner seems like she 
doesn’t want to try what I suggest; I feel like the plan 
is ‘keep off the street, keep out of the hospital.’” 
Other consumers acknowledged that at times it is in 
their best interest to not have total control of their 
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treatment plan. One consumer stated, “In the 
beginning of my journey, I didn’t even know how to 
live … the treatment center I was at, they had a 
structured plan of goals to reach, as you leveled out 
(acclimated to new medications), and as you got 
[stable] … they would work with you in partnership 
on goals for your life.”  

Professionals discussed treatment planning as a 
collaborative effort with the consumer. They said: 
“[Treatment planning is] 90% client, 10% decided 
on by the therapist, 100% collaboration … because I 
don’t think anyone not suffering has any idea what 
that client is experiencing; [Treatment planning is] 
very client oriented…. We meet them where they 
are; The consumer is driving the treatment plan. 
We’re here more to break down the steps of how 
they’re going to reach that goal and point them in 
the right direction; They identify what they want to 
get out of [treatment/recovery]….” However, 
treatment providers acknowledged that there are 
times when client goal setting is limited, most often 
during periods of pronounced symptomatology. A 
provider remarked, “We try to guide in keeping 
goals realistic.” 

e. Role of Family Members

When asked about the role of family members in 
the treatment and recovery of persons living with 
SPMI, the consensus across respondent types was 
that families are often a primary source of support. 
However, there was extensive discussion as to the 
type and the amount of familial support/influence 
that is deemed appropriate and beneficial to the 
person living with SPMI. Overwhelmingly though, 
respondents recognized a loving and positive family 
relationship, one that is accepting and encouraging, 
as advantageous to the treatment/maintenance of 
SPMI. Many consumers stated that the support of 
their family has been instrumental to their 
recovery. Comments included: “My husband was 
the main one to push me to get help. He’s my 
biggest supporter; My husband eliminated stress, 
especially in parenting. [He was] there when I 
couldn’t take care of myself; [My family is] there to 
listen … I know they love me, and they’re there if I 
need them; [My family] led me to treatment and  

recovery.” Professionals agreed that family support 
can play a very important role in treatment and 
recovery. A provider stated, “The people who do 
better, have the supportive relationships [of family/
loved ones].”  

Family members often reported that their primary 
roles are to support and advocate. They discussed 
helping with things such as tasks of daily living, 
managing appointments and medications and 
handling finances and insurance. Moreover, the 
majority of family members reported having had to 
act on behalf of a loved one living with SPMI to get 
them help/services, particularly during a mental 
health crisis. A few family members shared traveling 
to aid a distressed family member in another state, 
sometimes after incarceration, and having to figure 
out how to bring them back home. Family members 
also discussed trying to intervene and alleviate SPMI 
symptomatology during crisis situations. In lieu of 
services, or while awaiting services, family members 
discussed things families do to help their loved one 
living with SPMI cope/manage psychiatric symptoms. 

Family members discussed coping strategies, 
offering: “Whatever you do needs to be beneficial to 
them or don’t do it; Try to keep calm and confident; 
Be positive, praise him, don’t holler; Avoid 
confrontation. [We are] careful what we say to him, 
so we don’t set him off.” Family members talked 
about encouraging their loved one whenever they 
can, while still being careful not to exacerbate what 
they are experiencing. A family member stated, 
“Going with their flow whenever possible and 
encouraging them to follow through in getting some 
help.” Family members did report feeling lost at 
times, as if there were nothing they could do to 
change the course of their loved one’s behavior and/
or the consequences of them. One family member 
described, “You’re like on these tectonic plates, 
you’re always on something that could possibly 
cause a big event.” Family members concurred that 
there is very little they could actually do during crisis 
other than to be present for their loved one, offering 
support in whatever way will be accepted. They said: 
“Try to talk them down if they are in a distressed 
situation. Just be there, I guess; The most you can do 
is just try to be kind … just spend time with the 
person … watch their favorite movie; Get involved 
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with positive activities; My son likes to paint, we do 
art together … stay calm … try to get him to get 
help.” Table 16 highlights the most often mentioned 
coping strategies employed by family members 
during crisis. 

While there was much discussion of the benefit of 
supportive family members, there was almost equal 
discussion of the negative impact of unsupportive 
family relationships on persons living with SPMI. 
Several consumers expressed frustration over their 
family’s lack of understanding around their SPMI 
diagnosis, and many reported that they are no 
longer in communication with their family. They 
shared: “No family, they do not communicate with 
me … never felt supported … it’s a long story; Not 
supportive, they don’t want me to get treatment, 
[they] think [there is something] morally wrong with 
me; My family lives in Denial, Ohio (they don’t 
believe I have mental illness), so I just leave them 
there.” A professional observed, “For the majority of 
the SPMI population, they don’t have a lot of familial 
support … because of how persistent and severe 
their mental health issues are, they’ve burned some 
bridges with family and friends.” 

Professionals also reported that families can trigger 
extreme distress in some persons living with SPMI. A 
homeless professional stated, “Sometimes the family 
plays a crucial part in aiding (enabling) the addiction 
and are really, really bad for their mental health….

We see [stress of familial relationships] trigger our 
young people pretty harshly.” Some consumers 
reporting little to no family support noted that their 
family members are dealing with their own mental 
health struggles. They shared: “My father has been 

as supportive as he can be, he 
struggles with his own mental health 
issues; My family has a history of 
mental health diagnosis; Mental illness 
is not an individual illness, it is a family 
illness … often generational….” 
Consumers without family support 
often stated that they rely on support 
from members of the recovery 
community and from the professionals 
from whom they receive services.  

i. Family supports. Family members, 
professionals and consumers discussed 
the need for and the importance of 
support services for loved ones of 
persons living with SPMI. A 
professional observed, “It’s a very

difficult place (coping with a loved one’s SPMI) … 
[some families] feel helpless … and when they are 
fatigued, I don’t think they’re able to make the best 
decisions for their loved one.” Moreover, there was 
consensus among respondent types that caring for a 
family member living with SPMI is worrisome at 
best. Several family members reported having legal 
guardianship of their family member(s) living with 
SPMI, and some respondents discussed that being 
guardian has created strain on their relationship with 
their loved one(s). Other family members also noted 
that supporting and advocating for the family 
member living with SPMI has led to conflict and the 
breakup of other familial relationships. Parents 
noted that other children and/or family members 
commonly resent the amount of time they spend 
assisting/advocating for their child living with SPMI, 
stating that they often feel shunned by family. Many 
family members reported currently struggling and 
feeling unsupported, expressing: “No one helps us. 
My brother lives two blocks from us and hasn’t seen 
my son in eight years; [Their loved one’s] sibling who 
was younger and saw it happen is still in the anger 
phase. She is more worried about us than him. She 
feels he could do more, and we coddle him….”

Table 16. Most Common Strategies Employed by Family 
Members to Manage Psychiatric Symptoms during a Crisis* 

Keep loved one calm/reduce stress level to as low as possible 
Be present (in silence or try “talking loved one down”) 
Do not contradict loved one 
Do not do anything to incite more extreme behavior 
Avoid confrontation 
Keep yourself calm & be confident 
Encourage follow through with getting help 
Distract with a walk, music or favorite pastime 
Let be/give loved one space & time to self-regulate 
Be kind; be positive 

 *Responses are not rank ordered.
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Professionals frequently acknowledged a need for 
family supports, saying: “You can love a person 
[living with SPMI], but you also reach a breaking 
point; [Families] need support as much as the person 
that's in treatment; Professionals see [persons living 
with SPMI] for a few minutes … family sees them 
24/7.”  

The majority of family members (86.9%; N = 61) 
reported that there are services/supports specific to 
loved ones of persons living with SPMI in their 
community. Most respondents listed NAMI, faith-
based organizations and other families with similar 
lived experience as sources for support. If they were 
not currently accessing support through NAMI, most 
had in the past and found it helpful, particularly in 
the beginning of their journey with the early onset of 
a loved one’s mental illness. A family member stated, 
“NAMI Family-to-Family in the beginning was helpful 
because you find out about mental illnesses. It gives 
perspectives on other’s situations.” However, family 
members overwhelmingly agreed that there is not 
sufficient awareness of supports within their 
community, stating: “It’s out there but it’s not 
[promoted] enough to family members; We found 
[support] by word of mouth. There’s not enough 
awareness that [supports] exist.”  

When asked where they personally get support, 
family members most often mentioned NAMI, 
professional counseling and church/faith-based 
groups. The majority of family members (82.3%; N = 
62) indicated that they have participated in a family 
support group for loved ones of persons living with 
SPMI. They most often discussed the formal Family-
to-Family program or smaller support groups as part 
of NAMI, as well as less formal support groups with 
other connections they have made throughout the 
community. Family members reported: “It’s hard to 
say enough about NAMI; NAMI support groups …
were supportive when things were really hard; When 
I'm in a crisis with [loved one] … I have depended on
NAMI … they've been extremely, extremely helpful….” 
Some family members also mentioned drawing 
strength from their participation in faith 
communities. A family member shared receiving 
support from, “women’s church group, bible study, 
and my faith,” further commenting, “I’ve seen 
miracles.” Others mentioned seeking out 

professional family counseling, with one family 
member commenting, “My own mental health 
counseling … paid out of pocket…. Caregivers are at 
risk of falling into their own mental health issues if 
not given the support they need.” Finally, some 
family members discussed relying on networks of 
friends and family members for support. A family 
member said, “I’ve learned that I need to talk about 
[loved one’s SPMI]. I don’t hide anything anymore.” 

In addition to participation in support groups and 
professional counseling, a majority of family 
members (76.8%; N = 56) indicated that they have 
participated in trainings, classes and/or conferences 
related to SPMI and persons living with SPMI. Many 
family members reported attending various NAMI 
trainings, such as the Family-to-Family course. 
Others mentioned attending national and state 
conferences and conventions on recovery, as well as 
participating in webinars on mental health, addiction 
and criminal justice facilitated by Mental Health 
America and SAMHSA (Substance Abuse and Mental 
Health Services Administration). Family members 
also attended various trainings on trauma, social-
emotional wellness and mental health first aid. Some 
family members mentioned that they have access to 
trainings through their job, such as lunch and learns. 
Family members also reported less formal training 
methods, including reading books and talking with 
professionals. Comments included: “Most of 
research has been on my own, honestly … read 
books, participate in depression trainings, more 
local; Talk to doctors, specialists.” 

When asked what is needed in terms of community 
family supports, respondents advocated for more:  
support groups, educational opportunities/trainings, 
services specifically for caregivers, such as respite 
care, and promotion of existing family supports. A 
family member stressed, “There needs to be 
something for the care providers … caregiving to 
someone with SPMI is almost as difficult … as life is 
for the person [living with SPMI].” Many family 
members mentioned the need for respite care 
services for them and for their loved one’s children 
and grandchildren. Lastly, family members discussed 
additional supportive services for their loved ones 
that would directly benefit them in alleviating some 
of their assumed caregiving responsibilities, such  
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as transportation, housecleaning, peer support and 
social clubs. A few family members shared the need 
for insurance/financial aid. A family member 
remarked, “Finances is a huge stressor… you 
shouldn’t have to bleed your 401K to keep your child 
alive.” 

f. Cultural Considerations

When asked if there is any prejudice against persons 
living with SPMI when receiving services, 6 out of 10 
respondents (consumers, family members and 
professionals), reported that they perceive negative 
attitudes towards persons living with SPMI (59.9%; N 
= 274). Figure 4 illustrates the proportion of each 
respondent type that agreed prejudice exists.  

Two-thirds of professionals discussed negative 
attitudes towards persons living with SPMI in service 
delivery. Professionals noted exemptions in current 
housing and employment services that disqualified 
persons living with SPMI. One professional indicated, 
“There’s a mentality that if you have SPMI you don’t 
need a job because you’re not capable of doing it … 
[but] social and community engagement [achieved 
through employment] is huge for mental health 
[recovery].” Treatment providers said staff are not 
always appropriately trained on SPMI diagnoses, 
which can lead to stigmatizing attitudes. One 
provider observed, “We have a lot of 
paraprofessionals and nursing staff that don’t have 
a lot of mental health training, yet they have the 
most face-to-face daily interaction with folks. There 
is a tendency to … misunderstand behavior, 
attributing [symptomatology] to personality or being 
badly behaved instead of realizing it is truly 
connected to [SPMI]. More education would help.”

Treatment providers also pointed out that staff 
burnout and compassion fatigue lead to negative 
attitudes. However, some treatment providers 
indicated that they had not seen prejudice against 
persons receiving treatment. One provider stated, 
“I feel like it’s a pretty 'woke' (socially aware and 
accepting) community. We’re lucky to work with a 
lot of young care managers. There’s zero tolerance 
for prejudice against anybody.”  

While the slight majority of consumers disagreed 
that there are negative attitudes exhibited towards 
persons living with SPMI when receiving services, 
based primarily on positive personal experiences, 
some consumers reported instances of not being 
believed, their concerns being dismissed and/or 
being judged unfairly due to their SPMI. 
Consumers shared: “One time … I was getting 
medication delivered and they left out a 
‘med’ (medication) … [the provider] wouldn’t do 
anything (replace it)…. When you’re mentally ill, 
your word is not taken with the same weight as 
somebody else; I had a psychiatrist tell me I was 
going to need three visits a week, and when I said 
that was a barrier, he was flippant. It felt more like 
he was after money than getting me well.” Other 
consumers reported: “As soon as they see what 
type of medication you are on … that says 
enough…. I’ve had to get in doctors’ faces before 
[to be heard]; Opinions are formed before 
[providers] even talk to you because of diagnosis, 
[even though] a diagnosis can mean different 
things.”  

A majority of family members reported that they 
have perceived negative attitudes towards their 
loved one when receiving treatment. These family 
members described finding providers dismissive of 
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Figure 4. Proportion of Respondents Who Perceived Prejudice 
Against Persons Living with SPMI When Receiving Services

their loved one, 
creating the 
perception that 
providers do not work 
as hard to help people 
with complex, harder-
to-treat illnesses 
(SPMI). For instance, 
one family member 
stated, “Most 
treatment providers 
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have a stigma around people with borderline 
personality disorder and schizophrenia because they 
can’t relate (do not have a clear understanding of 
these diagnoses), so they brush them off.” 

As illustrated in Figure 5, nearly three-quarters of 
respondents (74.7%; N = 224) agreed that service 
providers are sensitive to accommodating the ethnic 
background of persons living with SPMI, although a 
common sentiment among consumers was that 
since they were not of an “ethnic” background and 
did not hold a minority identify, they might have 
been inaccurate in responding in the affirmative. 
Comments included: “I can’t address that … 
[providers] I go to are like me; I’m not sure what 
that would look like for me as a straight, white male 
from an upper middle-class family.” Similarly, several 
family members said they didn’t have experience or 
knowledge on which to base a definitive answer. Of 
family members that responded affirmatively, the 
majority agreed that ‘as far as they knew’ service 
providers are sensitive to accommodating ethnic 
backgrounds of consumers; however, almost a third 
of family members (31.2%; N = 40) reported that 
their loved one had experienced bias when accessing 
services. One respondent stated, “I’m African 
American and I’ve seen differences in the treatment 
of my daughter.”  

The majority of professionals expressed hesitancy in 
replying that service providers are sensitive to 
consumer ethnic background as most reportedly 
work in homogenous communities. While many 
treatment providers felt their organization does a 
good job of treating everyone, regardless of their 
background, other providers discussed implicit bias 
as possibly influencing service delivery. A few 

cultural norms and religious beliefs as influencing 
the ways in which some providers interact with 
some consumers. They discussed, for instance, not 
understanding the norms of a consumer’s culture 
might lead a provider to attribute certain behaviors 
to mental illness erroneously or to misinterpret a 
consumer’s tone and behaviors as defensive/
combative when they are not. Professionals 
generally acknowledged that there is work to be 
done in becoming culturally and ethnically 
sensitive. Comments included: “The ADAMS Board 
is collecting information on diversity and inclusion 
for the first time this year to see if agencies and 
staff mirror the demographic makeup of the 
communities we serve; I think we’re learning, but I 
don’t think we’re there yet….” A treatment provider 
remarked, “The number of non-white clinicians is 
very low. It’s one reason minority populations don’t 
tap (access) mental health services.” 

A majority of professionals (85.0%; N = 147) and of 
consumers (83.6%; N = 58) reported that service 
providers respect the beliefs of persons living with 
SPMI regarding their mental health. Treatment 
providers discussed: “From my experience, we’re 
pretty supportive of an individual’s choice to pursue 
psychiatry or not. Any spiritual beliefs or beliefs 
about their world … it’s really not up to us to make 
any value judgments; I might not believe the same 
things as you but that doesn’t mean I won’t listen. 
Unless it’s completely out of the box or goes against 
policy and procedure, most providers are that way.” 
Treatment providers and law enforcement officials 
acknowledged that there are times when 
professionals need to intervene and make 
treatment decisions in the best interest of the 
person living with SPMI, particularly when 
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Figure 5. Proportion of Respondents Who Agreed Service Providers 
Accommodate Ethnic Background of Consumers
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language 
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unmanaged symptomatology leads to dangerous 
and/or unrealistic personal beliefs. For the most part 
though, treatment providers reported that they 
make every effort to provide treatment that is client-
centered and cultivates a culture of self-
determination. Moreover, professionals 
acknowledged that mental illness is nuanced and 
that not everyone can be treated the same way. In 
general, professionals believed that programs and 
providers have good intentions always. However, 
some consumers qualified their affirmative 
responses, noting that there are times providers 
want them to fit into a prescribed framework in 
regard to medication, type of counseling, and so on, 
and meeting resistance when they felt differently. 

g. Perceived Stigma

Professionals, consumers and family members 
reported hearing consistent negative messaging 
about SPMI and persons living with SPMI. The most 
identified negative message was: “people with SPMI 
are violent.” All respondent types reported that 
persons living with SPMI are often perceived as 
dangerous. Many pointed to media portrayals of 
mental illness as perpetuating the public’s fear of 
persons living with SPMI, as people with mental 
illness are often depicted as perpetrators of violent 
acts. One family member commented, “I think fear is 
out there … especially when there is a shooting event 
… I think mental illness is the first thing people go to 
as the cause.” A service provider shared, “My family 
got me a taser when they found out I would be 
working with [persons living with SPMI].” Consumers 
also shared great awareness of this stigma, 
commenting: “Media portrays us so much as violent; 
People hear mental health issues and think school 
shootings; Yes, there’s definitely stigma … although 
more people with mental illness are victims than 
suspects [of violent acts].”  

Respondents also reported hearing consistent 
messages that undermine and attempt to invalidate 
SPMI diagnoses, discussing that mental illnesses in 
general are frequently viewed as made-up 
conditions and not actually real illnesses. A 
professional helped illustrate this negative 
viewpoint by stating, “I think from the community, 

the philosophy with mental health many times is 
you just need to get over it. You have a choice…. You 
just need to choose not to be depressed or choose 
not to be anxious.” Similarly, respondents reported 
an overall dismissive attitude towards persons living 
with SPMI, specifically using the phrases ‘pull 
yourself up by your bootstraps’ and ‘snap out of it’ 
to describe this mentality. A consumer surmised, 
“Fifty percent [of people] feel like [SPMI] is not really 
real and [they think], ‘why can’t you just get a job 
and pull yourself up by your bootstraps.’” Family 
members also stated that other people think people 
with mental illnesses should try harder to ‘snap out’ 
of their illness. Comments included: “[Persons living 
with SPMI are seen as] just seeking attention … 
‘there is nothing wrong with them;’ ‘They’ve got 
issues but could snap out of it [if they choose to].’”  

Respondents across types shared narratives that 
suggest persons living with SPMI are often thought 
of as not wanting to work or choosing to be 
homeless. Professionals discussed the false idea that 
people with SPMI are unable or unwilling to support 
themselves, either because they are lazy, or their 
illness would never improve to enable them to 
provide for themselves. Treatment providers 
remarked: “People think people who are homeless 
and mentally ill want that life. They don’t realize …  
don’t recognize [a person’s] trauma history; ‘Their 
[SPMI] could never improve;’ ‘There is no hope for 
them.’” Family members and consumers also 
acknowledged these narratives, as one consumer 
shared that he believes he is viewed as: “a 
disgusting leech on the community, sucking up 
taxes….”

Professionals, family members and consumers all 
recognized that the negative messaging and the 
stigma and prejudice against persons living with 
SPMI elicit feelings of shame and discourages people 
from openly discussing mental health and seeking 
services. A support services provider stated that 
many family members and consumers would rather 
not discuss SPMI diagnosis, remarking their 
preference often is to: “keep it quiet because they’re 
ashamed.” Another professional commented, “I 
think in this culture, in our area, when it comes to 
mental health, there is at least some level of 
resistance to talking about feelings and seeking 
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mental health services….” Family members discussed 
shame surrounding persons living with SPMI, 
frequently noting that they are still working to 
overcome their feelings of shame. They commented: 
“The first thing people do is drop their voice [when 
talking about SPMI]. After getting involved with 
NAMI, I do not drop my voice. In general, there’s still 
that shame, as if your loved one did something wrong 
[to deserve SPMI]; It’s an uncomfortable subject. It 
even makes me uncomfortable to bring it up, and I 
know a lot, but I’m still very guarded. [I often] don’t 
want to let it out of the bag (disclose that my loved 
one lives with SPMI).” Several consumers reported 
dealing with feelings of shame around their SPMI 
primarily triggered by the reactions they receive from 
others. They shared: “I’ve been hurt by discrimination 
pretty badly, so I am always worried by what other 
people are thinking; Some of the biggest contributors 
to stigma are people with mental health conditions. 
They aren’t open about it … there’s a lot of shame.”  

i. Reframing messages about SPMI and persons 
living with SPMI. When asked what messaging about 
SPMI they would want people in their community to 
hear, respondents offered many preferred/reframed 
messages. Professionals, family members and 
consumers all wanted to communicate a message of 
hope: recovery from mental illness is possible and 
that those living with SPMI can have a good quality of 
life. A housing provider stated, “People heal, and 
people do well when they are able to be stable and 
they’re welcomed. When the community embraces 
people, the majority of people do well within the 
community and add to it.” Family members also 
wanted encouraging messages to be shared with the 
public, such as: “Just like anybody else with a chronic 
illness that is under control, a person with SPMI can 
be a wonderful contributor, friend, person in a 
relationship with a whole life, but like any other 
illness it needs appropriate treatment; Mental illness 
is a brain illness; People do recover, they do get
better….” Consumers similarly emphasized the idea 
that people living with mental illness can function in 
and contribute to society, stating: “Mental illness and 
recovery needs to be understood as a long-term 
journey, rather than something that can be quickly 
fixed; People with mental illness can achieve great 
success, a lot of it depends on opportunities … like

shelter and employment; You can recover from a 
mental health condition and you can learn to thrive.” 

To change stigma, there were many calls across 
respondent types for increased community 
education on SPMI and what it means to live with 
SPMI as well as increased empathy generally for 
persons living with SPMI. Professionals noted that a 
lack of understanding about mental illness has led to 
many misconceptions and prejudices. To counter 
this, they offered the following talking points: 
“Everyone is an individual … have patience with 
people. We all have strengths and we all have 
abilities. It’s important for us to find those strengths 
in people and to work with those strengths and to 
not look so much at the limitations; My overall 
message is one of kindness and understanding … 
realize that [we all] are human beings.” 

Respondents highlighted that SPMI should be seen 
in the same light as physical illnesses and that those 
living with SPMI should not be defined by their 
diagnosis. Consumers reported: “It’s an illness like 
any other illness and there’s treatment for it; Mental 
illness doesn’t define who you are; It doesn’t define 
who I am; I’m way more than what you see as a 
diagnosis.” Several professionals also wished that 
mental illnesses were analogous to physical illness in 
the public’s thoughts; they believed this would 
improve understanding and decrease the stigma 
around seeking help. Treatment providers reported: 
“This is a health condition and needs well-rounded, 
thorough care just as any health condition would; 
Understand that mental illnesses are neuro-
biological illnesses.” A family member emphasized, 
“It’s sad to me that [the general public] doesn’t 
recognize that mental illness is like a mind cancer.” 

A final theme expressed mostly in rural areas is the 
desire to normalize open discussion of mental 
health and seeking treatment and counseling when 
needed. Respondents emphasized that not only 
should there be no shame in living with and/or 
seeking treatment for SPMI, but also that mental 
health services are for everyone. Comments 
included: “No matter where you are on the spectrum 
of mental health right now, you could benefit from 
counseling services and having someone to talk to. 
So, if we could get people to understand … this 
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would change a lot of that mentality; Normalize this 
stuff; Mental health is important for everybody.” 
Lastly, consumers discussed that more people need 
to be aware of recovery from mental health and 
understand that recovery is not just related to drugs 
and alcohol. Table 17 displays the most commonly 
offered reframed messages across respondent types. 

The study’s first objective was to assess the 
knowledge of persons living with SPMI and their 
family members as to the availability of community 
treatment/support services and their knowledge of 
how to access needed services. Study results found 
that consumers and family members have 
considerable knowledge of available services; 
however, almost universally, respondents reported 
that there is insufficient community knowledge. 
Family members discussed that the behavioral 
health system does not do a good job of explaining 
what services are available and how to access those 
services. Most consumers expressed that the 
process of finding, applying for and accessing  

services can be overwhelming for a person living 
with SPMI. They often cited difficulties in knowing 
where to start and what to do. 

To increase general awareness of behavioral 
health services, respondents prescribed 
heightened community outreach. Professionals 
discussed behavioral health outreach and 
engagement on the streets, in homeless camps 
and around communities as highly important, 
including outreach to other help systems. They 
also discussed creating/expanding/promoting 
behavioral health literacy. Family members called 
for more education, both about mental illness 
and about how to navigate treatment services, 
and they suggested a statewide database of 
available services to make the process of 
accessing services easier. Consumers thought that 
better advertising of services, especially no-cost 
services, is needed throughout their 
communities. Not all respondents reported 
awareness of a 24-hour crisis hotline, although 
most discussed the utility of around-the-clock 
crisis and informational services. 

In addition to increasing awareness of services 
through outreach and promotion, respondents of 
all types advocated for a way to assist people 
living with SPMI navigate the behavioral health 
system, emphasizing that it is difficult to do so 
alone. There was consensus that there is a need 
for case managers and peers that can act as 
navigators. Treatment providers noted success 
with having peer supporters help others navigate 
the behavioral health system. In fact, providers 
mentioned peer support most often as a 
necessary component to linking consumers to 
services. Consumers concurred that case 
management and peer support are extremely 
valuable in making service connections. They 
praised a good case manager and discussed the 
idea of a class or an orientation that would 
explain what services are available. 

The study’s second objective was to assess 
professionals’ perceptions of treatment and 
support service needs, as well as their program/
agency/organization’s ability to provide 
appropriate services to persons living with SPMI.   
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Table 17. Respondents Preferred Community 
Messaging Related to SPMI * 

SPMI is a chronic illness & should be viewed in the same 
light as other chronic illnesses (e.g., diabetes) 
SPMI is an “unseen wound” but the need for care is real 

SPMI can be managed 

Recovery is a long-term process, but it is possible 
People living with SPMI function in & contribute to 
society 
SPMI does not define a person 

There is help available 

There is hope in recovery 

It is okay to talk about mental health/SPMI 
*Responses are not rank ordered.

V. DISCUSSION
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Study results found that most professionals thought 
that current services address the needs of persons 
living with SPMI, but there was consensus that there 
is always room for improvement and additional 
services. For instance, no professional thought there 
is adequate housing for persons living with SPMI. 
Professionals also discussed that some rural 
communities have few to no available services, often 
highlighting transportation as a support service that 
is greatly needed. Many professionals specified that 
the primary need is for more qualified staff. 
Professionals in rural areas highlighted limited 
clinical and psychiatric services. In addition, some 
professionals reported that available support 
services are not always specific to persons living with 
SPMI. 

In many communities, professionals thought 
organizations generally work well together. Overall, 
professionals reported that persons living with SPMI 
move into, through and out of the various 
community help systems with moderate efficiency, 
although they generally thought that hospitals and 
primary care physicians are often deficient in 
connecting services and addressing the needs of 
people living with SPMI. Professionals noted that 
collaborative models designed to provide intensive 
wraparound care, such as ACT teams and specialty 
court dockets, have more success working between 
systems, as do mental health providers who have 
integrated addiction services and primary care into 
their programs. Nearly all service providers reported 
that their organization has been successful in linking 
persons living with SPMI to needed treatment and 
other community services, with the majority of 
professionals reporting satisfaction with the way 
staff of different organizations communicate with 
each other. And, nearly all providers agreed that the 
services offered by their agency/program for 
persons living with SPMI are of good quality. 
Providers reported activities such as quality 
assurance surveys and consumer input as practices 
they have in place to keep the quality of services 
high. 

The study’s third objective was to identify barriers 
and gaps in SPMI treatment and support services. 
Study results found that respondents 
overwhelmingly reported that service expansion is

needed, both in terms of additional services and a 
higher volume of existing services. Respondents 
from both urban and rural areas expressed that 
there is always a need for more services. Family 
members thought that the good quality services that 
do exist cannot keep up with demand. A large 
proportion of consumers and the majority of family 
members reported that they have had unmet service 
needs. 

In addition to increasing service capacity at all levels 
of care, increasing community outreach and 
employing navigators, respondents offered many 
ideas as to what can be done to make accessing 
treatment/support services easier for persons living 
with SPMI, such as expanding transportation, 
telehealth options and crisis services. Overall, 
providers noted that the increase in telehealth due 
to the COVID-19 pandemic has improved their ability 
to reach clients. Along with expansion of telehealth 
services, professionals discussed the need for 
making Internet and broadband services more 
accessible, particularly to low-income and rural 
communities. Family members and consumers also 
indicated that aid with transportation and continued 
utilization and expansion of telehealth are needed to 
increase service accessibility.  

There was consensus among professionals that 
expansion of crisis services is greatly needed. 
Professionals discussed that crisis services not only 
address an immediate crisis, but they are also 
instrumental in linking persons with SPMI to ongoing 
treatment and support services. Moreover, 
treatment providers noted a need for care that 
would prevent people from decompensating to a 
crisis level. Some treatment providers saw this as 
more wraparound support in the community, a 24-
hour crisis center or a level of care between 
hospitalization and people living on their own. 

Professionals advocated for crisis stabilization units, 
stabilizing a person in crisis to create an opportunity 
to conduct a needs assessment and make 
appropriate linkages to services. In addition to the 
establishment of crisis stabilization units, 
professionals also acknowledged the role that law 
enforcement play in a community’s response to 
people in crisis and endorsed trainings for first   
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responders in SPMI care. Family members advocated 
for social workers to respond to mental health crisis 
calls along with police. 

Respondents also discussed the need for and the 
importance of support services for loved ones of 
persons living with SPMI. Professionals frequently 
acknowledged the need for family supports. The 
majority of family members reported that there are 
services/supports specific to loved ones of persons 
living with SPMI in their community. However, family 
members overwhelmingly agreed that there is not 
sufficient awareness of family supports within their 
communities. When asked what is needed in terms 
of community family supports, respondents 
advocated for more: support groups, educational 
opportunities/trainings, services specifically for 
caregivers, such as respite care, and promotion of 
existing family supports. 

When asked to describe the level of satisfaction with 
the services/care they/their loved one received, 
consumers reported overall high satisfaction, while 
family members were split in their responses, with 
half reporting general dissatisfaction. Family 
members assigning low satisfaction scores stated 
personal difficulties in accessing care, inconsistent 
quality of care and lack of some services as 
precluding them from rating satisfaction as high. 
Consumers referenced the services they were 
currently receiving and indicated high satisfaction 
with these services. Consumers generally spoke to 
their increased quality of life and the support they 
receive from providers. Several consumers noted 
that their satisfaction had increased over time, or 
that previous services were lacking in comparison. 

Consumers were generally enthusiastic about the 
providers with whom they were currently linked. 
RSA-R scores paralleled the level of satisfaction 
expressed by respondents. The consumer mean RSA-
R score indicated that consumers held a positive 
perception of the treatment system and its providers 
and agreed that the treatment system embraces the 
core principles of recovery. The professional mean 
RSA-R score indicated that professionals held the 
most positive view of the treatment system and 
believed that programs/agencies/organizations 
engage in recovery-oriented practices. When 

compared with the mean scores of consumers and 
professionals, family members’ mean overall RSA-R 
score, as well each domain score, were the lowest, 
indicating that family members were not only the 
least satisfied with services, they also held the least 
positive perception of recovery-oriented practices. 
RSA-R results can be useful when identifying 
strengths and target areas for improvement in the 
provision of recovery-oriented care (Tondora & 
Sowers, 2016; Campbell-Orde, Chamberlin, 
Carpenter, & Leff, 2005). 

Previous research has shown that, of the six subscale 
domains, programs that score high on ‘Consumer 
Involvement’ consistently score higher on overall 
recovery orientation (Tondora & Sowers, 2016). 
Since family members scored this domain the 
lowest, programs may want to consider 
communicating more clearly with family members 
and loved ones about how consumers are involved 
in their treatment plans as well as in program and/or 
organization-level decisions. Increasing this 
communication would likely increase the perception 
of consumer involvement, as well as increase family 
involvement. The ‘Diversity of Treatment Options’ 
domain had the largest difference in scores between 
consumers and professionals. In addition to 
increasing awareness of current treatment options 
offered, programs may want to consider looking into 
offering additional treatment options and/or other 
resources/activities that consumers are interested in 
accessing.  

The study’s fourth objective was to assess current 
community messaging related to SPMI in 
examination of stigma of persons living with SPMI. 
Study results found that 6 out of 10 respondents 
reported that they perceived negative attitudes 
towards persons living with SPMI. Two-thirds of 
professionals discussed negative attitudes towards 
persons living with SPMI in service delivery. 
Professionals noted exemptions in current housing 
and employment services that disqualified persons 
living with SPMI. Treatment providers said staff are 
not always appropriately trained on SPMI diagnoses, 
which can lead to stigmatizing attitudes. Treatment 
providers also pointed out that staff burnout and 
compassion fatigue lead to negative attitudes. While 
the slight majority of consumers disagreed that 
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there are negative attitudes exhibited towards 
persons living with SPMI when receiving services, 
based primarily on positive personal experiences, 
some consumers reported instances of not being 
believed, their concerns being dismissed and/or 
being judged unfairly due to their SPMI. A majority 
of family members reported that they have 
perceived negative attitudes towards their loved one 
when receiving treatment. These family members 
described finding providers dismissive of their loved 
one, creating the perception that providers do not 
work as hard to help people with complex, harder-
to-treat illnesses (SPMI). 

Professionals, consumers and family members 
reported hearing consistent negative messaging 
about SPMI and persons living with SPMI. The most 
identified negative message was that persons living 
with SPMI are “violent.” All respondent types 
reported that persons living with SPMI are often 
perceived as dangerous. Many pointed to media 
portrayals of mental illness as perpetuating the 
public’s fear of persons living with SPMI, as people 
with mental illness are often depicted as 
perpetrators of violent acts. Consumers shared great 
awareness of this stigma. Respondents also reported 
hearing consistent messages that undermine and 
attempt to invalidate SPMI diagnoses, discussing 
that mental illnesses in general are frequently 
viewed as made-up conditions and not actually real 
illnesses. Professionals, family members and 
consumers all recognized that the stigma and 
prejudice against persons living with SPMI elicit 
feelings of shame and discourages people from 
openly discussing mental health and seeking 
services. Family members discussed shame 
surrounding persons living with SPMI, frequently 
noting that they are still working to overcome their 
feelings of shame. Several consumers reported 
dealing with feelings of shame around their SPMI 
primarily triggered by the reactions they receive 
from others. 

When asked what messaging about SPMI they would 
like people in their community to hear, respondents 
offered many preferred/reframed messages. 
Professionals, family members and consumers all 
wanted to communicate messages of hope, such as 
recovery from mental illness is possible and that 

those living with SPMI can have a good quality of life. 
To change stigma, there were many calls across 
respondent types for increased community 
education on SPMI and what it means to live with 
SPMI as well as increased empathy generally for 
persons living with SPMI. Professionals noted that a 
lack of understanding about mental illness has led to 
many misconceptions and prejudices. Respondents 
highlighted that SPMI should be seen in the same 
light as physical illnesses and that those living with 
SPMI should not be defined by their diagnosis. 
Several professionals also wished that mental 
illnesses were analogous to physical illness in the 
public’s thoughts; they believed this would improve 
understanding and decrease the stigma around 
seeking help. A final theme expressed mostly in rural 
areas is the desire to normalize open discussion of 
mental health and seeking treatment and counseling 
when needed. Respondents emphasized that not 
only should there be no shame in living with and/or 
seeking treatment for SPMI, but also that mental 
health services are for everyone.  

The assessment objectives of this MHI research 
study were met. Key findings indicate that, overall, 
consumers and family members were satisfied with 
current services but felt negative about the process 
of finding services. Nearly all providers thought that 
current services address the needs of persons living 
with SPMI, but there was consensus that there is 
room for improvement. Respondents overwhelmingly 
reported that service expansion is needed, both in 
terms of additional services and a higher volume of 
existing services. Professionals, family members and 
consumers all discussed a need to combat stigma and 
communicate messages of hope. The data generated 
through this study may inform community strategies 
to reduce stigma and enhance treatment and support 
services for persons living with SPMI and their 
families. 
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APPENDIX A 
OSAM SPMI Mental Health Initiative 

Consumer Focus Group Questions 

1. What treatment services are currently available in your community for persons living with a mental health
disorder?

2. How well do you think current treatment services address the needs of persons living with a mental health
disorder on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘not well at all’ and ‘7’ is ‘extremely well’? Please explain.

3. What is the ease in which people access mental health treatment services on a scale from ‘1’ to ‘7’, where
‘1’ is ‘very difficult/felt I could not access treatment’ and ‘7’ is ‘very easy/felt I had no trouble accessing
treatment at all’? Please explain.

4. How would you describe the need for additional treatment services in your community for persons living
with a mental health disorder on a scale from ‘1’ to ‘7’, where ‘1’ is ‘not needed at all’ and ‘7’ is ‘needed a
great deal’? Please explain.

5. Are there support services available to assist persons living with a mental health disorder (educational,
vocational, housing, etc.)? If yes, please describe.

Consumer Experiences in Accessing/Utilizing Services 

6. Think about how you currently connect with treatment/support services and please describe the way in 
which you access services.

7. Please describe what your life in recovery consists of, keeping in mind the following: employment/work, 
school, housing, family/friend relationships, volunteering, parenting, fitness, hobbies, etc.

8. What mental health treatment services are you currently receiving? What support services are you 
currently receiving? Please explain the benefit of these services to your recovery.

9. Of the treatment/support services you receive now, which are most valuable in helping you meet your 
recovery goals? Please explain.

10. Have you received the kind of services you needed? Please explain.
11. Were the services you received the right approach for helping you? If yes, why? If no, why not? Please 

explain.
12. If a friend or loved one were in need of similar help, would you recommend the same services? If yes, why?

If no, why not? Please explain.
13. Was there any type of service that you felt you needed from the program/agency/organization but had not 

received? If yes, what? Please explain.
14. Please describe your level of satisfaction with the services/care you have received on a scale from ‘1’ to ‘7’, 

where ‘1’ is ‘completely dissatisfied’ and ‘7’ is ‘extremely satisfied.’ Please explain.
15. How much input do you have in setting the goals and priorities on your treatment plan?
16. Whom do you call or contact first (or most often) if you have a question or concern about your treatment/

recovery?
17. Whom do you call or contact if you have a mental health crisis?
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18. In your opinion, how well do treatment/support programs/agencies/organizations in your community 
work together, on a scale from ‘1’ to ‘7’, where ‘1’ is ‘they don’t seem to work together at all’ and ‘7’ is
‘they work together completely’? Please explain.

19. How smoothly do medical services (e.g., family doctor), addiction treatment services (e.g., MAT
prescriber) and mental health services (e.g., your current mental health counselor or case manager) work
together on a scale from ‘1’ to ‘7’, where ‘1’ is ‘they don’t seem to work together at all’ and ‘7’ is ‘they
work together completely’? Please explain.

20. In your opinion, why do some people drop out of mental health treatment?
21. What roles have your family members played in your treatment and recovery?
22. In addition to the family roles you’ve described, what other roles in general do family members play in the 

treatment and recovery of persons living with mental health disorders?

Cultural Considerations 

23. Do you feel that there is any prejudice against you or negative attitude about you when receiving
treatment? If so, please explain why you feel this way? What do you think can be done about it?

24. Are service providers sensitive to accommodating your ethnic background? If so, how? Please explain.
25. Do service providers respect your beliefs about your mental health? If no, please explain.

Perceived Stigma 

26. What is the most consistent message you hear about mental health disorders and persons living with
mental health disorders?

27. What messaging about mental health disorders would you want people in your community to hear? If you
were to reframe the messages, what would they say?

Closing Question 

28. What other thoughts or ideas would you like to share?

OSAM Mental Health Initiative

Coordination of Care 
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APPENDIX B 
OSAM SPMI Mental Health Initiative 

Family Member Focus Group Questions 

1. What treatment services are currently available in your community for persons living with a serious and
persistent mental illness (SPMI)? Please describe.

2. How well do you think current treatment services address the needs of persons living with SPMI on a scale
from ‘1’ to ‘7,’ where ‘1’ is ‘not well at all’ and ‘7’ is ‘extremely well’? Please explain.

3. What is the ease in which persons living with SPMI access treatment services on a scale from ‘1’ to ‘7’,
where ‘1’ is ‘very difficult/felt my loved one could not access treatment’ and ‘7’ is ‘very easy/felt my loved
one had no trouble accessing treatment at all’? Please explain.

4. How would you describe the need for additional treatment services in your community for persons living
with SPMI on a scale from ‘1’ to ‘7’, where ‘1’ is ‘not needed at all’ and ‘7’ is ‘needed a great deal’? Please
explain.

5. Are there support services available to assist persons living with SPMI (educational, vocational, housing,
etc.)? If yes, please describe.

Family Member Experiences in Accessing/Utilizing Services 

6. Think about how your loved one (living with SPMI) currently connects with treatment/support services and
please describe the way in which they access services.

7. Have you ever had to act on behalf of your loved one living with SPMI to get them help/services during a
mental health crisis? If yes, whom did you call or contact? Please discuss your experience.

8. In lieu of services, or while awaiting services, what are things families do to help their loved one living with
SPMI cope/manage psychiatric symptoms? Please describe.

9. What treatment/support services is your loved one (living with SPMI) currently receiving? Please describe.
10. Of the services your loved one (living with SPMI) receives now, which are most valuable in helping them

meet their recovery goals? Please explain.
11. If no current receipt of services: How is your loved one managing their SPMI? Please explain.
12. Did your loved one (living with SPMI) receive the kind of services they needed? Please explain.
13. Were the services your loved one (living with SPMI) received the right approach for helping them? If yes,

why? If no, why not? Please explain.
14. If a friend or another loved one living with SPMI were in need of similar help, would you recommend the

same services? If yes, why? If no, why not? Please explain.
15. Was there any type of service that you felt your loved one (living with SPMI) needed but had not received?

If yes, what? Please explain.
16. Please describe your level of satisfaction with the services/care your loved one (living with SPMI) received

on a scale from ‘1’ to ‘7’, where ‘1’ is ‘completely dissatisfied’ and ‘7’ is ‘extremely satisfied.’ Please explain.
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Family Member Supports 

22. Where do you get support to help you cope with having/living with a loved one with SPMI? Please
describe.

23. Are there services/supports specific to loved ones of persons living with SPMI in your community? If yes,
what are they and are you accessing them? Please describe your experiences with accessing
services/supports. If you are not accessing available services/supports, why not? Please explain.

24. What services/supports would be helpful to family members if available? Please describe.
25. Do you participate in a family support group for loved ones of persons living with SPMI? If yes, what? How

often does this group meet? Is it beneficial to you? Please describe your experiences with family support
groups.

Cultural Considerations 

26. Do you feel that there is any prejudice against your loved one (living with SPMI) or negative attitude about
them when receiving treatment? If so, please explain why you feel this way? What do you think can be
done about it?

27. Are service providers sensitive to accommodating the ethnic background of your loved one (living with
SPMI)? If so, how? Please explain.

Perceived Stigma 

28. What is the most consistent message you hear about SPMI and persons living with SPMI?
29. What messaging about SPMI would you want people in your community to hear? If you were to reframe

the messages, what would they say?

Closing Questions 

30. Have you participated in any trainings/classes/conferences related to SPMI and persons living with SPMI?
If yes, what, when and where? Please describe.

31. What other thoughts or ideas would you like to share?

OSAM Mental Health Initiative

Coordination of Care 

17. In your opinion, how well do treatment programs/agencies/organizations in your community work 
together in meeting the needs of persons living with SPMI, on a scale from ‘1’ to ‘7’, where ‘1’ is ‘they 
don’t seem to work together at all’ and ‘7’ is ‘they work together completely’? Please explain.

18. How smoothly do medical services (e.g., family doctor), addiction treatment services (e.g., MAT 
prescriber) and mental health services (e.g., mental health counselor or case manager) work together to 
provide the best services to persons living with SPMI on a scale from ‘1’ to ‘7’, where ‘1’ is ‘they don’t 
seem to work together at all’ and ‘7’ is ‘they work together completely’? Please explain.

19. In your opinion, why do some persons living with SPMI drop out of treatment?
20. What role do you play in the treatment and recovery of your loved one (living with SPMI)?
21. In addition to the family role you’ve described, what other roles in general do family members play in the 

treatment and recovery of persons living with SPMI?
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APPENDIX C 
OSAM SPMI Mental Health Initiative 
Professional Focus Group Questions 

1. What treatment services are currently available in your community for persons living with serious and
persistent mental illness (SPMI)?

2. How well do you think current treatment services address the needs of persons living with SPMI on a scale
from ‘1’ to ‘7,’ where ‘1’ is ‘not well at all’ and ‘7’ is ‘extremely well’? Please explain.

3. What is the ease in which persons living with SPMI access mental health treatment services on a scale from
‘1’ to ‘7’, where ‘1’ is ‘very difficult/felt they could not access treatment’ and ‘7’ is ‘very easy/felt they had
no trouble accessing treatment at all’? Please explain.

4. How would you describe the need for additional treatment services in your community for persons living
with SPMI on a scale from ‘1’ to ‘7’, where ‘1’ is ‘not needed at all’ and ‘7’ is ‘needed a great deal’? Please
explain.

5. Are there support services available to assist persons living with SPMI (educational, vocational, housing,
etc.)? If yes, please describe.

6. In your opinion, what can be done to make accessing treatment/support services easier for persons living
with SPMI?

Your Community’s Mental Health Treatment System 

7. In your opinion, how well do treatment programs/agencies/organizations in your community work
together to provide the best services to persons living with SPMI on a scale from ‘1’ to ‘7’, where ‘1’ is
‘they don’t seem to work together at all’ and ‘7’ is ‘they work together completely’? Please explain.

8. How well do you think these stakeholders communicate with each other about the needs of persons living
with SPMI on a scale from ‘1’ to ‘7,’ where ‘1’ is ‘not well at all’ and ‘7’ is ‘extremely well’? Please explain.

9. How efficient do you think persons living with SPMI move into, through and out of the various community
help systems, on a scale from ‘1’ to ‘7’, where ‘1’ ‘completely inefficiently’ and ‘7’ is ‘completely
efficiently’? Please explain.

10. What are the gaps that you perceive in your community mental health treatment system? In your opinion,
what could be done to fill these gaps?

11. In terms of recovery supports, what supports do persons living with SPMI need? In your opinion, which
recovery supports are the most beneficial to long-term recovery? Please describe/explain.

Coordination of Care 

12. Has your program/agency/organization been successful in linking persons living with SPMI to needed
treatment/other community services? Please explain, describing success(es) and to what/whom do you
attribute success(es)?

13. Have you referred persons living with SPMI to needed treatment/support services in the past? If yes, why
and where? If no, why not? Please explain.

14. What criteria are used to determine appropriate referrals?
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Ask questions 18-21 of treatment/support professionals only. 
Skip to Cultural Considerations questions for all other community professionals (Q. 22). 

Ask questions 22-29 of ALL community professionals. 

18. How much input do persons living with SPMI have in setting the goals and priorities on their treatment
plan?

19. Do the services your program/agency/organization deliver meet the expressed needs of your clients living
with SPMI? If no, why not? Please explain.

20. In your opinion, are the services offered by your program/agency/organization for persons living with SPMI
of good quality? Please explain.

21. If your program/agency/organization were to close, where would your clients living with SPMI go to receive
treatment/support services?

Cultural Considerations 

22. Do you feel that there is any prejudice against persons living with SPMI or negative attitude about them
when receiving treatment? If so, please explain why you feel this way? What do you think can be done
about it?

23. Are service providers sensitive to accommodating the ethnic background of persons living with SPMI? If so,
how? Please explain.

24. Do service providers respect the personal beliefs of persons living with SPMI regarding their mental health?
If yes, how so? If not, why not? Please explain.

Perceived Stigma 

25. What is the most consistent message you hear about SPMI and persons living with SPMI?
26. What messaging about SPMI would you want people in your community to hear? If you were to reframe

the messages, what would they say?

Closing Questions 

27. In your opinion, why do some persons living with SPMI drop out of treatment?
28. Have you participated in any trainings/classes/conferences related to SPMI and treating/providing services

to persons living with SPMI? If yes, what, when and where? If not, why not? Please describe/explain.
29. What other thoughts or ideas would you like to share?

OSAM Mental Health Initiative

15. How satisfied are you with the way the staff of different programs/agencies/organizations work together 
to ensure that persons living with SPMI get the help they need on a scale of ‘1’
(completely dissatisfied) and ‘7’ (completely satisfied)? Please explain.

16. How smoothly do medical services (e.g., family doctor), addiction treatment services (e.g., MAT 
prescriber) and mental health services (e.g., mental health counselor or case manager) work together to 
provide the best services to persons living with SPMI on a scale from ‘1’ to ‘7’, where ‘1’ is ‘they don’t 
seem to work together at all’ and ‘7’ is ‘they work together completely’? Please explain.

17. What roles do loved ones (family members) play in the treatment and recovery of persons living with 
SPMI? Please explain.

SPMI Treatment and Support Services Page 46



aDue to missing or excluded invalid responses, variable totals may not equal 72. bOne respondent indicated an unspecified ‘other race.’ cAsked 
only of the 46 respondents who indicated no current employment (N = 39 due to 7 missing responses). dResponses not mutually exclusive; 
respondents were able to indicate more than one diagnosis. eMAT (medication-assisted treatment) reported: Suboxone® (1), Vivitrol® (3). 
fResponses not mutually exclusive; respondents were able to indicate more than one substance. 
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aDue to missing or excluded invalid responses, variable totals may not equal 64. bOne respondent indicated ‘American Indian/Alaska Native.’ 
cResponses not mutually exclusive; respondents were able to indicate more than one family member. dIncludes one ‘step-daughter.’ eOther family 
relations: aunt, cousin, grandson, mother, nephew and niece. fResponses not mutually exclusive; some respondents reported SPMI diagnoses for 
more than one family member and/or indicated family member(s) had more than one SPMI diagnosis. 
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aDue to missing or excluded invalid responses, variable totals may not equal 183. b'Administration’ includes: executive directors, CEOs and 
Chief Clinical Officers, as well as program managers, facility mangers and respondents working in HR and other operational roles. cResponses 
not mutually exclusive; some respondents selected more than one diagnosis as equally most common. 
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