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California is the nation’s largest
state with the socioeconomic,
demographic, and ethnic di-

versity of a large country. Efforts to
undertake and succeed in a major
transformation of its mental health
system—as called for in the Presi-
dent’s New Freedom Commission
report (1) and the Institute of Medi-
cine’s report on Improving the Qual-
ity of Care for Mental and Sub-
stance-Use Conditions (2)—face nu-
merous challenges. However, recent
events have created a stimulus, if not
a mandate, for change. In November
2004, California voters passed
Proposition 63, which became the
Mental Health Services Act (MHSA)
(3,4). This historic legislation places
a 1% tax on adjusted gross annual in-
comes over $1 million and earmarks
the tax monies to transform the
state’s 58 county- and city-operated
mental health authorities into more
consumer- and family-driven, cultur-
ally competent, recovery-oriented
systems. Addressing the needs of
previously unserved or underserved
populations is also a clear priority of
the legislation. The MHSA was pro-
jected to generate nearly $700 mil-
lion by fiscal year (FY) 2007, increas-
ing thereafter, but actual funding lev-
els have exceeded projections by
more than 30% (5,6). In addition to
substantial systemwide investment,
the new funds represent about a 10%
increase in county mental health
budgets (7–19).

MHSA implementation itself can
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Objective: This study describes strategies developed by California coun-
ties to transform their mental health systems under the 2004 Mental
Health Services Act (MHSA). This voter initiative places a 1% tax on an-
nual incomes over $1 million; tax monies are earmarked to transform
county-operated mental health services into systems that are oriented
more toward recovery. MHSA implementation itself can be considered
“transformational” by balancing greater standardization of mental
health service delivery in the state with a locally driven planning
process. Methods: A qualitative content analysis of the three-year plans
submitted by 12 counties to receive funds under MHSA was conducted
to identify common themes, as well as innovative approaches. These 12
(out of 58) counties were chosen to represent both small and large coun-
ties, as well as geographic diversity, and they represent 62.3% of the
state population. Results: This analysis showed that the state guidelines
and local planning process generated consistency across counties in es-
tablishing full-service partnerships with a “whatever it takes” approach
to providing goal-directed services and supports to consumers and their
families. There was, however, little convergence around the specific
strategies to achieve this vision, reflecting both the local planning
process and a relative lack of clear policy and guidance on evidence-
based practices. Conclusions: There are many obstacles to the success-
ful implementation of these ambitious plans. However, the state-guided,
but stakeholder-driven, transformation in California appears to gener-
ate innovative approaches to recovery-oriented services, involve con-
sumers and family members in service planning and delivery, and build
community partnerships that create new opportunities for consumers to
meet their recovery goals. (Psychiatric Services 59:1107–1114, 2008)



be considered “transformational” by
balancing greater standardization of
mental health service delivery in the
state with extensive community in-
volvement and stakeholder input.
The state issued guidelines to ensure
that this major transformation is con-
sistent with the recovery-oriented
spirit of the legislation, but the specif-
ic approach in each county was de-
fined by a locally driven planning
process (20,21).

This article analyzes the content of
the plans submitted by 12 counties to
transform their child and adult sys-
tems of care. The objectives of this
descriptive study were to identify the
most common and innovative strate-
gies that counties developed to trans-
form their mental health systems and
to examine whether MHSA imple-
mentation is moving the entire sys-
tem toward recovery- and resiliency-
oriented services, while preserving
the flexibility of counties to respond
to local needs and priorities.

Context and values of MHSA
MHSA grew out of successful experi-
ence with innovative models imple-
mented in California, including a re-
covery-oriented program targeted to
homeless consumers with mental ill-
ness, known as “AB2034,” which was
recognized as a model program by the
President’s New Freedom Commis-
sion (3). The experience with these
models created the expectation that
the state’s mental health system can
and should promote recovery for
adults with serious mental illness and
resilience for children and adoles-
cents with serious emotional distur-
bances. Services funded by MHSA
are required to promote the concepts
of recovery and resilience, as well as
support consumer-operated services,
reflect the diversity of mental health
consumers, and plan for each con-
sumer’s individual needs (3,22).

The first funding was made avail-
able in FY 2006 for the community
services and supports (CSS) compo-
nent of MHSA (other components in-
clude workforce education and train-
ing, capital facilities and technology
investment, prevention and early in-
tervention, housing, and innovative
programs). Each county was required
to submit a three-year plan to trans-

form child and adult systems of care,
subject to guidelines of and approval
by the Department of Mental Health
(DMH) (5,20,22,23). DMH also pro-
vided guidelines and a small amount
of funding for the county-level plan-
ning processes. The planning guide-
lines specified that consumers and
family members must be included in
the process, particularly those from
groups that were previously unserved
or underserved. The counties also
were required to include representa-
tives from relevant agencies, includ-
ing law enforcement, education, and
social services (23). The stakeholder
process involved topic-specific work-
groups, the development of publicly
available discussion documents, and
general stakeholder meetings. It is es-
timated that over 100,000 stakehold-
ers participated across the state (24).
As of May 2008 all 58 California
counties had submitted plans, and 57
of those had been approved by DMH
(20).

DMH guidelines mandated that
new and expanded services be provid-
ed through full-service partnerships
(FSPs). FSPs, which are rooted in the
assertive community treatment and
wraparound services models (25), use
a team approach to provide compre-

hensive, community-based psychi-
atric treatment, rehabilitation, and
support for “whatever it takes” to
move toward recovery and resilience
for target populations. FSPs may pro-
vide housing, employment, and other
services necessary to meet individual
recovery goals (5). Each county’s CSS
allocation could be applied to a com-
bination of FSP, system development
to improve core services, and out-
reach and engagement to identify and
reach populations currently unserved
or underserved. The DMH specified
that at least 51% of CSS funds must
be used for FSP programs.

Methods
A qualitative content analysis was
conducted of the three-year CSS
plans submitted by 12 of California’s
counties. The study was conducted
from November 2006 to November
2007. Although the information used
was publicly available, and therefore
informed consent was not required,
approval by the University of Califor-
nia, Berkeley, Institutional Review
Board for a broader study of MHSA
implementation also covered this
study.

The sample of counties was select-
ed to represent both small and large
counties and geographic diversity (for
example, north or south and interior
or coastal). The willingness of local
leadership to participate was also a
factor. No county that was asked to
participate refused, and the sample
counties represent 62.3% of the state
population.

The unit of analysis is an individual
program within the county plans
(N=141 programs in 12 county plans).
The plans were structured around
programs, which we define as an inte-
grated set of services, providers, out-
reach strategies, and treatment ap-
proaches designed to meet the specif-
ic needs and recovery and resilience
goals of a target population. Counties
could propose to initiate or expand
multiple programs within their plans
in the three categories (FSP, system
development, and outreach and en-
gagement), and the number of pro-
grams per county ranged from four to
31, with an average of 12.

We analyzed the CSS plans by us-
ing established qualitative content
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analysis methods. We used directed
content analysis to examine the array
of services planned as part of FSP
programs based on the American As-
sociation of Community Psychiatrists
(AACP) guidelines for recovery-ori-
ented services (26,27). Directed con-
tent analysis involves coding the con-
tent into predefined categories based
on existing theory, research, or well-
accepted criteria (28). A set of eight
service categories was defined before
analysis through an iterative process
reflecting the AACP guidelines,
DMH guidelines, and the actual de-
scription of services given in the
plans. The defined service categories
include therapeutic and rehabilitative
services, services for co-occurring dis-
orders or substance abuse, case man-
agement, peer support, outreach, em-
ployment and education services,
housing, and other supports.

Categories could not be identified
before analysis of the strategies that
counties developed for client- and
family-driven systems, cultural com-
petence, and community collabora-
tion. Therefore, we conducted con-
ventional content analysis; in this type
of analysis, coding categories are de-
rived inductively from the content
(28). The content of the programs
was coded into the categories and
compiled to analyze the range of
strategies and whether there was con-
centration in any of the categories.

Results
Array of planned FSP services
Of the 86 programs that were identi-
fied as FSPs, 63% (N=54) planned to
provide services in six of the eight cat-
egories. Thirty percent (N=26)
planned services in all eight cate-
gories. The most frequent services
were in the therapeutic and rehabili-
tative category, with 94% of FSP pro-
grams specifying these services (Ta-
ble 1). In the housing category, 85%
of programs planned to directly pro-
vide, contract for, or facilitate link-
ages to housing services. The empha-
sis on housing is an important aspect
of recovery-oriented services, but it
may also reflect the concern of Cali-
fornia voters about the local conse-
quences of unserved homeless resi-
dents with mental illness (29).

Employment and education were

included in 77% of the programs and
peer support in 72%. Only 76% of the
programs specifically identified case
management services. Because case
management is a core element of the
FSP model, it may be that counties
assumed that this feature of the pro-
gram did not need to be stated explic-
itly. If this is not the case, programs
without case management could not
be expected to achieve the objectives
of FSP. Efforts to better integrate
mental health and substance abuse
services were explicitly planned in
66% of the programs across all age
groups, in 65% of programs targeted
to adults (26 of 40 programs), and in
61% of programs targeted to transi-
tion-aged youths (20 of 33 programs).

In addition to the evidence-based
assertive community treatment model
that formed the basis for FSP, DMH
encouraged counties to use more evi-
dence-based and emerging best prac-
tices. This was a challenge for coun-
ties, because DMH did not provide
criteria for levels of evidence or fideli-
ty scales, and disagreement remains
about defining evidence-based mental
health practices (30). The counties re-
sponded by identifying 24 models that
can be considered evidence-based or
emerging best practices (Table 2)
(27). The most common practices in-
cluded integrated systems of care for
co-occurring disorders and mobile
service teams providing outreach, cri-
sis response, assessment, and short-
term treatment. There was a particu-
lar focus on expanding evidence-
based interventions for children, in-
cluding multidimensional family ther-
apy and therapeutic foster care.

Planned housing services included

residential treatment, supportive
housing, permanent and transitional
housing subsidies and support, mas-
ter leases, and emergency housing.
Employment services focused on vo-
cational training and support, skills
development, and job readiness train-
ing. The range of supportive services
varied, and the most frequent was as-
sistance with benefits and entitle-
ments, provided by 17% of FSP pro-
grams (15 of 86 programs). Several
FSP programs (six of 86 programs, or
7%) planned to complement their
service arrays with a “recovery cur-
riculum” developed and run by com-
munity-based organizations.

Strategies for system 
transformation
To analyze the strategies for transfor-
mation and changing the culture of
the system to be more client and fam-
ily centered, improve cultural compe-
tency, and increase community col-
laboration, we examined all 141 pro-
grams in the three program cate-
gories. The most common and inno-
vative approaches are summarized
below.

Client- and family-driven mental
health system. DMH program re-
quirements emphasize that the needs
and preferences of consumers and
family members must drive the poli-
cies, programs, and services in the
system. To achieve this goal, a signifi-
cant share of the new positions creat-
ed in the programs was allocated to
consumers and family members. Sev-
eral programs also specified a role for
consumers and family members on
policy boards and cultural competen-
cy committees and provided opportu-
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Array of services planned within 86 full-service partnership programs under the
Mental Health Services Act in 12 California counties

Service category N %

Therapeutic and rehabilitative services 81 94
Housing 73 85
Employment and education 66 77
Case management or coordination 65 76
Peer support 62 72
Co-occurring disorders or substance abuse 57 66
Outreach or community education 55 64
Other supports 52 60



nities for them to be part of program
planning and management.

Peer support services are a key ele-
ment of recovery-oriented programs
and an important way to involve con-
sumers and family members in serv-
ice planning, outreach, and delivery.
The range of peer support services
planned is presented in Figure 1.
Peer recovery support and peer re-
covery advocates (in 41% of pro-
grams) and peer-run and family-run
support groups (22%) were the most
common strategies. Including peer
specialists on multidisciplinary teams
is planned in 11% of programs. Well-
ness centers are being developed or
expanded to create a supportive,
peer-run environment for consumers
in 9% of programs. Other approaches
to bringing the voices of consumers
and family members to the communi-
ty included a “speaker’s bureau” (N=1,
or 1%) and a radio show (N=1, or 1%)

that will include consumers and fam-
ily members as featured guests.

Cultural competency. Throughout
the MHSA legislation and DMH
guidelines, there has been an empha-
sis on improving the cultural compe-
tency of county mental health servic-
es to reduce the current racial and
ethnic disparities in access to services
(20,31). Increasing the number of
bilingual and bicultural staff, con-
sumers, and family members to deliv-
er services is planned in 57% of pro-
grams (Figure 2).

The ability to recruit, hire, and re-
tain bilingual and bicultural staff has
been a challenge for many of Califor-
nia’s counties. Several programs in-
cluded strategies for increasing their
capacity to integrate bilingual and bi-
cultural service providers, such as col-
laborating or contracting with ethnic-
specific community-based organiza-
tions, co-locating services in ethnical-

ly based health clinics, or engaging
consumers, family members, or com-
munity workers from different ethnic
communities to provide outreach or
supportive services. Other strategies
included training for staff and collab-
orating organizations, developing cul-
turally and linguistically appropriate
policies and procedures, and using in-
terventions that have demonstrated
efficacy in the populations and com-
munities being served.

Community collaboration. All coun-
ties expressed the need to better col-
laborate with other government agen-
cies, community-based organizations,
primary care providers, and other
stakeholders to provide mental health
services that are holistic and integrat-
ed with other services that consumers
may be receiving. Specific strategies
for working more closely with com-
munity stakeholders are shown in
Figure 3.
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Number of programs (N=141) in 12 California counties planning on providing services based on evidence-based or 
emerging best practices under the Mental Health Services Acta

Programs for

Children, youths, Transition-aged
Evidence-based or emerging best practice and family youths Adults Older adults

Comprehensive, continuous, integrated system of care 
for co-occurring disorders 6 8 4 3

Mobile response, assessment, or service teams 2 3 2 8
12-step program for substance abuse 1 4 3 2
Cognitive-behavioral therapy 4 3 2 1
Integrated Dual Disorders Treatment or Illness 

Management and Recovery 1 1 3 1
Dialectical behavior therapy 3 1 1 1
Functional family therapy 4 2 — —
Multidimensional treatment foster care 3 2 — —
Aggression replacement training 3 1 — —
Incredible-years model 4 — — —
Transition-to-independence model — 4 — —
Parent-child interaction therapy 2 — — —
Evidence-based parenting training 2 — — —
Law enforcement crisis intervention training — — 2 —
Improving Mood Promoting Access to

Collaborative Treatment (IMPACT) model — — — 1
Supported employment — — 1 —
Geriatric field screening — — — 1
Multidimensional treatment family therapy 1 1 — —
Medication management approach to psychiatry — 1 — —
Brief strategic family therapy 1 — — —
Infant mental health 1 — — —
Multisystemic therapy 1 — — —
Massachusetts Youth Screening Instrument (MAYSI-2) 1 — — —
Family preservation crisis intervention 1 — — —
Total 41 31 18 18

a The programs are not mutually exclusive; some programs cover more than one age group.
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Strategies for increasing peer support services under the Mental Health Services Act among 141 programs in 12 California
counties

0 5 10 15 20 25 30 35 40 45
Percentage of programs

Peer support during probation or mental health court (N=2)

Technical assistance and training (provided by consumers 
to nonconsumers) (N=3)

Parent partnersa or peer advocates provide, for example, 
child care or transportation (N=6)

Consumer housing and employment specialist (N=7)

Peer- and family-run "warm line" (that is, confidential, noncrisis 
telephone support) (N=7) 

Consumers or family members in management or advisory capacity (N=11)

Wellness center (N=13)

Build capacity to increase peer-run services (N=15)

Peer specialist or family members on multidisciplinary team (N=16)

Training in recovery or Wellness Recovery Action Plan 
training (provided by consumers to consumers) (N=16)

Peer outreach and engagement (N=17)

Peer- and family-run support groups (N=31)

Peer recovery support and peer recovery advocates or 
youth counselors or mentors (N=58)

a Defined as primary caregivers of children or youths who are or have in the past received public mental health services

FFiigguurree  22

Strategies to improve the cultural competency of mental health services under the Mental Health Services Act among 141
programs in 12 California counties

0 10 20 30 40 50 60

Develop educational materials in multiple languages (N=9)

Percentage of programs

Include bilingual or bicultural staff, consumers, and family  
members to provide services (N=80)

Ethnic-specific outreach (N=32)

Staff will participate in cultural competence training (N=29)

Culturally and linguistically appropriate policies and procedures (N=28)

Collaborate or contract with ethnic-specific organizations (N=26)

Use interventions that have demonstrated efficacy with ethnic 
populations served (N=26)

Provide funding for oral or written translation (N=15)

Ethnic-specific program (N=12)

Expand cultural or linguistic capacity (for example, 
internships with stipends) (N=9)



The most common strategies in-
cluded contracting or collaborating
with community-based organizations
to operate the program, extending
the hours of operation, or providing
supportive services (28% of pro-
grams), as well as collaborating with
educational institutions and business-
es to create vocational and employ-
ment opportunities (17% of pro-
grams). Several programs identified
contracting with community-based
organizations as a way to achieve oth-
er goals, such as reaching under-
served ethnic communities, increas-
ing the number of bilingual and bicul-
tural service providers, or hiring con-
sumers and family members when
county policies and procedures pose
excessive barriers. Several programs,
particularly for older adults, planned
to educate and collaborate with pri-
mary health care providers, and oth-
ers planned to colocate services in
primary health care clinics.

All counties identified improved
collaboration with law enforcement
and the criminal justice system as a
priority, and 30% of all programs are
specifically targeted to offenders with
mental illness. Strategies included
placing clinicians in courts, probation
offices, and juvenile halls, as well as
including probation officers on the

multidisciplinary FSP teams. Several
programs planned to strengthen rela-
tionships and understanding within
the criminal justice system about
mental illness through education pro-
grams for law enforcement profes-
sionals, including evidence-based cri-
sis intervention training.

Discussion
This study used qualitative content
analysis to describe the plans of 12 di-
verse California counties for trans-
forming the state’s mental health sys-
tem. Identifying categories of services
and strategies to describe such a large
transformation initiative was a chal-
lenge. The AACP guidelines for re-
covery-oriented services were a use-
ful framework, but they failed to cap-
ture the subtlety of different strate-
gies the counties are using to reach
out to unserved and underserved
mental health consumers and to serve
them in a different way. An important
outcome of MHSA implementation
may be a deeper understanding of not
only the types of services needed to
promote recovery and resilience but
also attributes of the services and how
they are delivered, which would facil-
itate future attempts to characterize
and describe such a transformation.

Within the constraints of the ana-

lytical framework, this study showed
that California’s approach to imple-
menting MHSA, blending broad
principles with specific local strate-
gies, is clearly reflected in the county
plans. The analysis demonstrated that
there is considerable consistency
across counties in planning FSP pro-
grams that provide a full range of
services to do “whatever it takes” to
partner with consumers and support
their individual recovery goals.

The strategies and approaches for
transforming the culture of their sys-
tems into more consumer- and fami-
ly-driven, culturally competent sys-
tems with strong community collabo-
ration are as varied and diverse as the
counties themselves. New approach-
es to involving consumers and family
members in service planning and de-
livery are evident throughout the
plans. Creative partnerships have
been proposed with other govern-
ment agencies and institutions, such
as law enforcement and the criminal
justice system, physical health care
providers, educational institutions,
and the private sector. The diversity
in strategies also may reflect different
starting points of system develop-
ment and a lack of evidence about
“what it takes” to achieve recovery
and resilience.
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Strategies to improve community collaboration under the Mental Health Services Act among 141 programs in 12 California
counties

0 5 10 15 20 25 30
Percentage of programs

Contract or collaborate with peer-operated providers (N=8)

Contract or collaborate with community-based organizations to operate the 
program, extend the hours of operation, or provide supportive services (N=39)

Collaborate with educational institutions or businesses 
to create vocational or employment opportunities (N=24)

Collaborate with homeless services or 
community-based organizations (N=19)

Provide education to, for example, health care 
providers or law enforcement (N=16)

Coordinate or colocate with physical health care services (N=15)

Have an integrated services program with law enforcement, 
probation, or courts (N=12)

Collaborate with housing authorities and developers (N=13)



Several weaknesses in the plans
also were identified, and some of
these are indicative of gaps in the
state-level guidelines. For example,
an important weakness is the lack of
guidance on evidence-based prac-
tices. The result is that other than the
FSP model based on assertive com-
munity treatment, evidence-based
practices are infrequently specified in
the plans. The plans are also relative-
ly limited regarding concrete strate-
gies for improving cultural competen-
cy and strengthening community col-
laboration.

Conclusions
Driven by a new funding initiative,
California has approached a major
transformation of its mental health
system by creating a synergy between
a state-level framework of overarch-
ing principles and goals and commu-
nity-based stakeholder planning for
local implementation. This process it-
self may be transformational, gener-
ating county plans that reflect a con-
sensus on local concerns and values
that should drive the state mental
health system while responding to the
tremendous diversity in needs, prior-
ities, and cultural values among Cali-
fornia’s mental health consumers,
family members, and communities.

This analysis focused on the plan-
ning process, so it is not possible to
draw conclusions about the quality or
fidelity of the programs, their effec-
tiveness, or whether they will spark
the intended mental health system
transformation. The challenge will be
to ensure that implementation
achieves the stated goals of the legis-
lation to promote recovery and re-
duce the negative consequences of
untreated mental illness, including
suicide, incarcerations, school failure
or dropout, unemployment, pro-
longed suffering, homelessness, and
removal of children from their
homes. The legislation calls for the
establishment of the Mental Health
Services Oversight and Accountabili-
ty Commission to guide and monitor
MHSA implementation. A basic
statewide data system is now in place
to track the progress of individual
FSPs toward reducing adverse events
among enrolled individuals. Evaluat-
ing the implementation of the county

plans and holding counties account-
able for outcomes will be a future
step. However, the state and counties
need time to gain experience and set
realistic expectations for this monu-
mental effort at transformation.

There are many obstacles to the
successful implementation of these
ambitious county plans. Maintaining
the participatory approach and open
dialogue of the planning process
through program implementation
could prove to be a challenge. Pro-
gram success also will depend on the
counties’ ability to recruit, hire, train,
and retain qualified staff, consumers,
and family members who reflect the
cultural and linguistic diversity of the
consumers and are committed to in-
tegrating recovery principles into all
aspects of program implementation.
Although the counties are clear in
their intention to improve the cultur-
al competency of their systems and
strengthen community collaboration,
the concrete steps required are not
fully developed in the plans. Counties
may have been waiting for the work-
force education and training portion
of MHSA funds to become available
to strengthen cultural competency,
which raises the issue of the appropri-
ate sequencing of implementation of
the legislation.

In addition, the relative lack of
clear policy and guidance on evi-
dence-based practices leaves much
uncertainty about the potential effec-
tiveness of the strategies adopted by
the counties. These weaknesses may
have been overcome if the state had
been more structured and directive in
its policy, but the approach that was
taken needs to be considered in light
of California’s diversity and history.
There is a long-standing tradition in
California of decentralization in the
mental health system, and the state
works to find the most constructive
balance between defining system-lev-
el principles and facilitating locally
driven policies and practices.

Despite these challenges, the vision
of the legislation and the DMH, to-
gether with the comprehensive, broad-
based county planning processes,
gives the counties clear roadmaps to
proceed with implementation and
make adjustments in programs and
strategies to achieve the goal of pro-

moting recovery and resiliency for the
state’s residents served by the county
mental health systems.
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