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Self-direction has emerged worldwide as a promising
practice for persons with serious mental health conditions
and as a means toward creating more person-centered
service systems. In self-direction, service users control an
individualized budget, purchasing goods or services that can
help them achieve personal recovery goals. This Open Fo-
rum describes an international learning exchange meeting,
held in September 2015, in which experts in self-direction
and mental health from seven nations convened for sharing
best practices, discussing challenges, and laying the
groundwork for a learning community to support the

continued development of self-direction. Meeting partici-
pants identified three themes that represent next steps to-
ward ensuring that the promise of self-direction is realized.
First, self-direction involves creating a culture shift for value-
based systems change. Second, people with lived experi-
ence must be involved and supported at every level,
including direct support, leadership, and oversight. Third,
stakeholder communication about self-direction’s impact
is critical.
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In recent years, general medical and mental health service
systems have placed increasing emphasis on person-centered
approaches to service delivery and organization (1,2). In
this context, self-direction—also known as self-directed care,
participant direction, personalization, and individualized
budgeting—has emerged as a promising practice to support
recovery and well-being for persons with mental health
conditions. Self-direction is a model for financing services
and supports in which service users control a flexible budget
to work toward recovery and wellness goals. Self-directing
service users control public resources typically used to re-
imburse traditional providers; the resources are used to pur-
chase a range of services and goods, including transportation,
gym memberships, and employment-related goods and ser-
vices, as well as traditional mental health services (3).

Typically, a specially trained support broker works with
the self-directing person to identify hopes and dreams through
a person-centered planning process, helps the person develop
a budget based on his or her person-centered plan, and sup-
ports the person in developing the skills to manage the budget
andmake soundfinancial decisions. In amental health context,
the support broker is often someone with lived experience in
terms of navigating themental health system (often referred to
as a peer worker). A financial management service handles the
tax and payment details, and administrators monitor expen-
ditures and support brokerage activities to ensure quality.

Evidence suggests that self-direction can improve re-
covery outcomes while keeping costs at a level similar to

those of traditional arrangements (4). In the Cash and
Counseling Demonstration and Evaluation project—the most
significant test of the self-direction model to date—6,700
Medicaid beneficiaries with needs for long-term care were
randomly assigned into self-directed arrangements or ser-
vices as usual. The intervention group reported significantly
higher levels of satisfaction and quality of life, with health
outcomes and costs similar to those of the group receiving
services as usual (5,6). A subanalysis of the data indicated
a comparable positive effect for individuals with psychiatric
diagnoses (7,8). In a pre-post study of the Florida Self-Directed
Care program, one of a small number of self-direction efforts
for personswith seriousmental health conditions in theUnited
States, people who were self-directing spent fewer days in
inpatient or criminal justice settings and had higher Global
Assessment of Functioning scores after one year of self-
direction (9).

In a randomized study of self-direction in the United
Kingdom that included individuals with serious mental
health and substance misuse conditions, evaluators observed
significant increases in care-related quality of life and psy-
chological well-being along with significant decreases in
inpatient and primary care costs for self-directing individ-
uals compared with a control group (10). A recent systematic
review of self-direction in mental health—which included
the aforementioned studies and 11 others—concluded that
although outcomes were mostly positive, most studies had
methodological limitations and that larger, higher-quality

88 ps.psychiatryonline.org Psychiatric Services 68:1, January 2017

OPEN FORUM

http://ps.psychiatryonline.org


experiments are needed to inform policy and practice (4).
Recent environmental scans in the United States supported
by the Office of the Assistant Secretary for Planning and
Evaluation of the Department of Health and Human Ser-
vices (11) and the Robert Wood Johnson Foundation (3)
have reached similar conclusions. Results from a number
of studies—including randomized trials in Pennsylvania and
Texas, a quasi-experimental evaluation of processes and
outcomes that involved multiple sites in the United States,
and continued evaluation of self-direction efforts abroad—
will add to the evidence base in coming years.

In 2009, 40 senior leaders from health and social care
organizations in the United Kingdom were surveyed about
their views on self-direction. These leaders reported concerns
regarding cost and complexity, organizational culture as a
barrier to handing over control of public dollars, and the risk
of compromising safety and service quality (12). However, the
respondents also expected that self-direction could lead to
positive system change through opening the market to lower-
skilled providers and increasing competition and could con-
tribute to a culture that better responds to the needs of service
users (12). A 2013 study found that mental health leaders in
the United States saw a high degree of promise in the self-
direction approach but voiced similar concerns, including
concerns about competing priorities of health and behavioral
health agencies, provider resistance, and administrative
challenges (3).

An International Learning Exchange on Self-Direction

In September 2015, government officials, researchers, policy
experts, administrators, and peers from seven countries
convened at Boston College in Newton, Massachusetts, for
a learning exchange prior to the plenary meetings of the
International Institute for Mental Health Leadership, an
international collaborative focused on sharing innovative
practices to improve mental health services. [All meeting
participants granted the authors permission to identify them
in a list in an online supplement to this report.]

With support from the Robert Wood Johnson Foundation,
the learning exchange brought together 45 people from seven
nations, most of whom are either currently involved in self-
direction efforts or preparing to launch such efforts. About
one-fifth of the participants self-identified as having lived ex-
perience of the mental health system. The primary aim of the
meetingwas to gather experts in the burgeoningfield ofmental
health self-direction in order to develop collaborative rela-
tionships, define best practices, and chart a course for the fu-
ture of self-direction. The specific objectives of the learning
exchange were to share developments across participating
countries, to identify common challenges in implementation,
to identify best practice approaches, and to develop a shared
agenda to promote the adoption of self-direction amongmental
health leaders. We participated in the learning exchange, and
we distributed drafts of this Open Forum to all other partici-
pants and incorporated their feedback into the final draft.

Current approaches to self-direction. Although most of the
countries represented at the meeting were actively pursuing
the implementation of self-direction, there were obvious
differences in how self-direction was being operationalized.
In particular, the scope of implementation, the roles of
brokers and administrators, and the way in which funding
sources are utilized in the respective projects offered illu-
minating contrasts. For example, although some U.S. states
are implementing self-direction in small pilots, Australia is
incorporating self-direction as part of the reorganization of
its entire disability insurance system. Likewise, althoughmost
states and countries tend to offer some form of budget au-
thority (that is, the use of a personalized budget to purchase
services and supports not traditionally considered medical
care), details regarding how that budget is put into operation
vary widely. [A more detailed overview of the self-direction
approaches of the states and countries participating in the
learning exchange is provided in the online supplement.]

During the two-day learning exchange, participants dis-
cussed their self-direction efforts, highlighting their unique
areas of expertise along with their challenges. The first day
of the learning exchange included in-depth small-group
discussions about key topics associated with self-direction,
identified in advance of the learning exchange by the partic-
ipants. These topics included culture change, the role of peer
support, financing considerations, implementation strategies,
and self-direction as a means to effect broader change within
mental health systems. The small-group discussions had two
goals: to allow for in-depth discussion between participants
and to make note of meaningful subtexts arising out of these
discussions that could inform and enrich the discussions and
planning during the following day’s sessions.

Identifying Key Directions for the Future of
Self-Direction

On the second day, learning exchange participants defined
the following three themes as being of primary importance
for mental health self-direction projects and research in the
coming years.

Self-direction involves creating a culture shift for value-based
systems change. Self-direction is not merely a mental health
program. Rather, it is an arrangement that rebalances traditional
power relationships between service users and service
providers. The premise of self-direction is that personal
recovery outcomes can be achieved in numerous ways, not
just through participation in the traditional mental health
service system. As such, self-direction is driven by the needs
and wishes of individuals and the resources available to
them, such as Medicaid payments in the case of the United
States, and not by the dictates of the brokers, providers, or
administrators involved in the self-direction effort. The
guiding principles that undergird self-direction should fully
inform all efforts to develop and implement self-direction
efforts. These principles have yet to be fully articulated in
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the context of mental health; however, meeting participants
agreed that self-direction represents and requires a significant
culture shift away from a diagnostic, treatment-oriented
model of mental health (often referred to as a “medical
model” approach) and toward a more holistic understanding
of wellness and recovery. One first step may be to develop
a common language and reach consensus on specific values
or principles. Significant training and ongoing retraining in
these guiding principles will be needed for administrators,
providers, and service users alike.

People with lived experience must be involved and supported
at every level, including direct support, leadership, and
oversight. The practice of peer support, which has been in-
creasingly adopted in mental health systems worldwide, aims
to facilitate self-managed and self-defined wellness through
the development of mutual relationships focusing on shared
experience, hope, and respect (13,14). In the context of self-
direction, people with lived experience who have been
trained in peer support are uniquely qualified to act as sup-
port brokers, providing assistance with person-centered plan-
ning and budgeting. However, the involvement of peers as
direct service support brokers alone is insufficient. To truly
bring about system change, employees with lived experience of
the mental health system must be represented at all levels of
implementation, including leadership and oversight. Achiev-
ing this goal depends on training and support to prepare and
retain people in leadership roles, along with development
and promotion of peer career pathways, are critical. System
change can be effected only when the values of person-
directed and wellness-oriented services and supports are
adopted by all levels of a mental health organization and its
funders, with peers leading the process as experts.

Stakeholder communication about self-direction’s impact is
critical. All participants agreed that research and evaluation
are critical to support the adoption, implementation, and
sustainability of self-direction. Communications about self-
direction should be derived from a mix of quantitative and
qualitative data and tailored to ensure relevance for a range
of stakeholders, from service users to policymakers. Although
a focus on service cost and other quantifiable outcomes is
needed to demonstrate self-direction’s effectiveness, personal
stories are equally important and must reflect the diversity of
the populations that are self-directing. Personal stories illus-
trate the possibility of self-direction for improving individu-
als’ lives through creative and individualized approaches
to support wellness. Taken together, the results of rigorous
quantitative analysis and personal narratives will help stake-
holders to understand the value of self-direction.

Establishing an Ongoing Learning Exchange

The meeting closed with a discussion of next steps for the
group. Participants unanimously expressed an interest in,
and a need for, continuing learning exchanges. Participants

discussed plans to develop, grow, and coordinate a learning
platform to improve ways in which knowledge, practice, and
evidence is used by peers, individuals, families and care-
givers, practitioners, managers, planners, politicians, and
local and national government officials to deliver and sup-
port better personal outcomes for people and communities.

Conclusions

The learning exchange described in this Open Forum repre-
sents the largest known gathering of experts in mental health
self-direction to date. Many of the participants had never met
prior to the meeting. The three key themes articulated by
meeting participants represent next steps for the self-direction
learning community and highlight the need for continued
conversations and collaborations to further develop the ap-
proach and ensure that the promise of self-direction is realized.
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