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October 31, 2019 
 
Thomas R. Insel, MD 
C/O The Steinberg Institute 
1121 L Street, Suite 300 
Sacramento, CA 95814 
 
Dear Dr. Insel, 

I would like to sincerely thank you for spending time with us on October 8 to discuss your vision of the 
MHSA. Ultimately, we all share the same goal of improving the lives of underserved Californians living 
with or at risk for mental illness, and I applaud you for your efforts in working towards making this a 
reality and fulfillment of a long-held promise. 

One of the goals you mentioned is to have state-level leadership guiding the counties in setting goals 
and collecting data. We agree with you that the system has not adequately measured MHSA outcomes, 
but I call your attention to Welfare and Institutions Code (WIC) Section 5845(d)(12) which states that 
the MHSOAC may (emphasis added): 

Work in collaboration with the State Department of Health Care Services and the California Behavioral 
Health Planning Council, and in consultation with the County Behavioral Health Directors Association of 

California, in designing a comprehensive joint plan for a coordinated evaluation of client 
outcomes in the community-based mental health system, including, but not limited to, parts listed 

in subdivision (a). The California Health and Human Services Agency shall lead this comprehensive joint 

plan effort. 

In addition, WIC § 5840(c) states: 

The [three-year] plans shall include reports on the achievement of performance outcomes for services 
pursuant to Part 3 (commencing with Section 5800), Part 3.6 (commencing with Section 5840), and Part 

4 (commencing with Section 5850) funded by the Mental Health Services Fund and established jointly 
by the State Department of Health Care Services and the Mental Health Services Oversight 
and Accountability Commission, in collaboration with the County Behavioral Health Directors 
Association of California. 

And 9 CCR § 3620.10 prescribes outcomes that the counties must collect for every Full Service 
Partnership client, including, but not limited to: residential status, education status, employment 
status, health status, substance abuse issues, all changes in residential, educational, or 
employment status. Counties must also update quarterly each client’s educational status, sources of 
financial support, legal issues/designation, health status and substance abuse issues. 

You mention possibly changing the MHSA to include, within statutory language, key fixed outcomes 
and specific populations that the State should focus on. Neither these key outcomes nor specific 
populations should be set in stone, but should instead remain fluid so that, over time, as the State’s 
needs change, these outcomes can also evolve. This would be accomplished by enforcement of the 
Code Sections cited above. 

The outcome goals you referenced to reduce homelessness, incarceration, and increase employment 
for people with mental health conditions are aligned with our values. We believe they should be some, 
but not all, of the outcomes measured in California. The Recovery Model provides services that support 
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quality of life measures including physical health, employment, housing, school attendance, basically 
the whole person, as you mentioned. So, while you are not intentionally focusing on recovery, your 
goals are actually at least partially aligned with the Recovery Model. 

During the interview, you also noted efforts aimed at giving the counties more flexibility in their 
requirements for documentation and cost accounting. We note that these requirements are not 
ingrained in the plain language of the MHSA. For instance, regarding the county Revenue and 
Expenditure Reports (RERs), WIC § 5899(a) requires DHCS in consultation with the OAC and CBHDA to 
develop instructions for the RERs. Similarly, DHCS is required to develop county performance contracts. 
Again, the changes being sought by “refreshing the MHSA” can all be created without changing the 
MHSA. 

In short, recovery-oriented systems, which are by nature client-oriented systems with extensive 
community engagement, involve much more than processes. These things are the “what” that the 
MHSA was designed to answer. Recovery-oriented, culturally competent systems of care were a 
promise to communities across California.  We assert that compliance and enforcement of existing 
statutes in this regard creates the type of truly transformed system you describe.  

As you know, large-scale system transformation is always a challenge, especially in a state as large and 
diverse as California. Any inadequacy related to the MHSA stems from a lack of recovery outcomes, 
oversight, and enforcement, rather than the language in the Act.  The MHSA was written to completely 
transform the system in California, as you wish to do now, but the necessary leadership to guide this 
transformation has waned.  

In closing, we have done extensive research on the MHSA, have provided direct peer support services 
for over 30 years, and are the oldest peer run advocacy agency in California (since 1946). We welcome 
the opportunity to work with you to pursue our shared goal of improving California’s mental health 
system. Thank you again for taking the time to engage in this important dialogue. 

Sincerely, 
 
 
 
Susan Gallagher, MPPA 
Executive Director 

 
cc: Governor Gavin Newsom 
 


