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The Standards by which members of the Mental Health America network hold each other accountable are a product of the membership itself.  This document, 2010 Mental Health America Standards for Affiliates, is a revision of a 2003 document, produced by representatives of the affiliates for their peers. The most significant change is the use of the Mental Health America name, sometimes abbreviated as MHA, and revision of the purpose and mission to conform to the 2007 changes in the Certificate of Incorporation approved by the National Delegate Assembly. Otherwise, the Standards are unchanged in substance, with the exception of provisions for more limited compliance by probationary and “policy” affiliates and the housekeeping changes detailed on p. 4-5. 
However, the 2003 document did not just revise and interpret the Standards. The document also meticulously documented best practices for affiliates and codified them in Guidelines and a Reader’s Guide. Although the Guidelines and Reader’s Guide were not designed to be mandatory, the 2003 document had the unfortunate effect of confusing standards and goals. While MHA recognizes that aspirational goals and constant improvement are appropriate for discussion as reaffiliation is considered, that discussion should be separate from enforcement of Standards, which is a regulatory process, and needs to be strictly separated from the broader technical assistance that MHA provides to all affiliates, especially during reaffiliation. Thus, MHA Staff will produce toolkits using the ideas in the Guidelines and Reader’s Guide, but the Reader’s Guide has been abbreviated, and no Guidelines are codified with the Standards in this document.  
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INTRODUCTION

Purpose

In June 2003, the National Delegate Assembly of NMHA, Mental Health America’s former name, approved a major modification of NMHA’s Minimum Standards for Affiliation. This marked the end of a remarkable process whereby affiliates established and modified the minimum requirements to which they hold each other accountable.  

The purpose of this revised Standards document, 2010 Mental Health America Standards for Affiliates, is to update, explain and help affiliates and peer reviewers apply the Standards.  
The Standards are what colleagues within the Mental Health America network expect of each other.  The Standards are intended to make MHA, its affiliates, and the mental health movement stronger. The MHA Bylaws describe the reach of the Standards:  

Subject to the provision of these Bylaws, the Board of Directors of the Association shall recommend to the National Delegate Assembly modifications of the standards which all affiliated organizations, whether chartered by the National Board of Directors or a state affiliate, shall be required to meet in order to qualify as an affiliate.
 

Because of their importance, the MHA Bylaws provide that the Standards can be modified only by the membership through the MHA National Delegate Assembly.
   
Definitions

Standards are central to the operation of the Mental Health America (“MHA”) network and movement.  These terms have specific meanings.  When we refer to the Mental Health America network in this document, we are talking about the local affiliates, the state affiliates, and the National Office that together make up Mental Health America. When we refer to the Mental Health America movement, we are referring to the MHA network and the hundreds of thousands of citizens who volunteer with, belong to, or otherwise participate with Mental Health America in their states or local communities. Currently, the MHA network spans the country with a National Office in Alexandria, Virginia, and state and local affiliates throughout the United States.  MHA affiliates use   four different models of affiliation:

Model 1: A state affiliate and one or more local affiliates within a state, all chartered by the MHA Board;
Model 2: One or more local affiliates chartered by the MHA Board within a state with no state affiliate, but with the joint responsibility to establish a state public policy/advocacy committee to coordinate policy positions;

Model 3: A state affiliate chartered by the MHA Board responsible for the entire state; branches are authorized to carry out the mission of such a state affiliate; and

Model 4: A state affiliate chartered by the MHA Board with authority granted by the Board to charter and affiliate local affiliates within that state.
Despite variations in affiliate size, geographic location, and model of affiliation, Standards determine which organizations can properly use the name Mental Health America or state that they are affiliated with Mental Health America, display the MHA organizational logos, and consider themselves members of the MHA network and movement.  

All affiliates, regardless of their model of affiliation, are required to meet the Standards. Mental Health America hopes that state affiliates that charter their own affiliates (Model 4 affiliates) will promote and monitor the compliance of their affiliates with the same Standards. But this document does not require reaffiliation review by Model 4 affiliates. For now, such reviews remain a recommendation, not a requirement. Only probationary and “policy” affiliates are granted special status, under the 2010 revision of the Standards, described under Standards 9A and 9B, below. 
History

During 2002 and 2003, the NMHA Board of Directors, its Committee on Affiliate Relations, and NMHA National Office staff partnered with the affiliate field to review the Minimum Standards for Affiliation.  The intent for creating a new version was to improve the tone and clarity of the Standards and to distinguish what is absolutely required by each affiliate – Standards -- from what all affiliates should aspire to and work toward – which were then codified as Guidelines.  

After the 2007 name change to Mental Health America, the MHA Board of Directors reviewed the 2003 document, eliminated the Guidelines, abbreviated the Reader’s Guide, and enacted new Standards to accommodate probationary affiliates, state affiliates, and affiliates which have not had the opportunity or the desire to establish operating programs, referred to in the revised Standards as “policy affiliates.”  The Board also eliminated the three-year maximum affiliation period and added an annual survey requirement. The main substantive change was to modify the MHA name and mission statement, reflecting the modifications in the corporate purpose of MHA approved by the National Delegate Assembly in 2007 as incorporated in the 2008 Strategic Plan, adding substance use conditions to the mission. The Board was careful not to mandate that all affiliates adopt the national substance use mission, and said so in the Reader’s Guide, but put substance use in the Standards with mental health conditions to invite affiliates to join in the national organization’s expanded mission.

The 2010 restatement updated the branding requirement to allow continued use of the Mental Health Association name with a reference to Mental Health America added for clarification, corrected the statements concerning §501(c)(3) status in the 2003 document, updated the evidence-based treatment Standard Reader’s Guide, and retained the specific reference to the Affiliation Agreement that will be updated and implemented once the 2010 document is approved by the National Delegate Assembly. A statement was added concerning the need for restructuring of affiliate dues and the Board’s decision to seek first to replace the dues revenue that will be lost. Model 4 affiliates are to be encouraged but not required to implement a reaffiliation process for their affiliates. Also, “linguistic” competency was added to “cultural competency” in accordance with the Board’s 2006 Bylaws revision. While believing that these changes did not substantially affect the Standards beyond the changes already approved by the National Delegate Assembly, the Board determined that the revised document should nonetheless be sent to the Delegate Assembly for its approval. It was approved on June 12, 2010.
How To Use The Reader’s Guide

Mental Health America intends the Reader’s Guide that follows the Standards document to be a tool for affiliates to use to evaluate their progress in meeting the minimum Standards required of all affiliates. It should also help promote consistent adherence to the basic Standards throughout the MHA network. 
Standard Statement – Each Standard is noted by a number, representing the section in which it appears, and by a letter, denoting its order of appearance.  The order of the Standards in no way implies priority.  None is considered more important than another.

Reader’s Guide – Each Standard statement is followed by a Reader’s Guide, including a brief description of the intent of the membership in approving the Standard and its relevance to the MHA movement.  Affiliates across the MHA network represent great diversity.  Not all affiliates will achieve a given Standard in precisely the same way. The Reader’s Guide is a compilation of the concerns generally addressed by the Affiliate Relations Committee in interpreting and applying the Standards. In addition, except for conforming amendments reflecting the Standards changes, it received National Delegate Assembly approval in 2003. But it is not itself a Standard, and affiliates should not feel constrained if they have a better idea of how to do something.  

How the Standards Will Be Applied

Is my affiliate required to meet Standards?  All affiliates are required to meet the Standards, although not every affiliate will meet them in the same way, probationary affiliates will be granted time to meet Standards, and Standard 4, concerning Research/Services, is relaxed for policy affiliates. The special provisions for probationary and policy affiliates are described in Standards 9A and 9B.  


If my affiliate is not in compliance with the Standards what will happen? What is the process?  Compliance is discussed during the affiliation of new affiliates and the reaffiliation of existing affiliates.  MHA policy assures that all discussions with National Office staff and Affiliate Relations Committee members regarding compliance will occur in a spirit of good faith, goodwill, and flexibility, and a collaborative effort will be made to resolve whatever problems exist.  If an affiliate has a problem, National Office staff will work with its representatives on an individual basis.  Ultimately, affiliates that repeatedly fail to meet Standards can be recommended for disaffiliation. But the decision to disaffiliate is a last resort.  It is made by the Board of Directors, based on recommendations from the Affiliate Relations Committee. 

What will Mental Health America do to help me if my affiliate is in danger of being found in noncompliance with some of the Standards? Affiliates’ performance is assessed by a committee of professional colleagues or peers.  Once an affiliate is found to be in danger of noncompliance, the Affiliate Relations Committee, which receives the peer review report, will suggest an action plan and time-frame for the affiliate to reach full compliance.  Affiliates may be placed on conditional or probationary status while they address compliance issues.  The National Office offers technical assistance and webinars (internet-based seminars) directly and with the help of other MHA network leaders.  
How will Mental Health America help my affiliate achieve the Standards? MHA will plan training and technical assistance to help affiliates understand the Standards and achieve them.  Additional capacity building training and technical assistance will help those affiliates that have already met the Standards address more aspirational objectives.  
Mental Health America Standards for Affiliates
Mission

Mental Health America is dedicated to promoting mental health, preventing mental and substance use conditions and achieving victory over mental illnesses and addictions through advocacy, education, research and service.
Vision

Mental Health America envisions a just, humane and healthy society in which all people are accorded respect, dignity, and the opportunity to achieve their full potential free from stigma and prejudice.

Standards Defined

Standards indicate what is required by all affiliates, regardless of their model of affiliation. However, beginning in 2010, Standards apply differently to probationary and policy affiliates. See Standards 9A and 9B. In particular, probationary affiliates will be granted time to meet Standards, and Standard 4, relating to Research/Services, is relaxed for policy affiliates that do not operate programs. If an affiliate does not meet a particular Standard, this would generate a discussion as to why, and may have implications on its affiliation status.  Through training, technical assistance and peer supports, Mental Health America will work with the MHA network to make these Standards a reality for all affiliates.  

1.
Leadership 

· Work to achieve the MHA mission and vision of a just, humane and healthy society

· Establish and maintain a visible, positive image for the affiliate and ensure significant influence, so the general public will recognize it as a leading mental health and substance abuse organization

· Include consumers, family members and mental health and substance abuse providers in the staffing, leadership and/or operation of the affiliate 

· Maximize the involvement of volunteers, who represent the diversity of the community and the mental health and substance abuse fields, in the work of the affiliate

· Provide input, feedback and perspective within the MHA network to help shape the direction and development of the MHA movement

2.
Affiliate Relations

· Execute an affiliation agreement expressing compliance with national standards and policies and maintain affiliate status by completing reaffiliation paperwork, fulfilling dues obligations, and participating in a self-evaluation process

· Participate in affiliate-to-affiliate communication throughout the MHA network

3.
Advocacy/Public Policy

· Advocate for public policies in keeping with the MHA mission through leadership, partnerships, and/or participation in coalitions
4.
Research/Services

· Establish or promote evidence-based, best, or promising practices to help put research into practice within the community
5.
Education

· Plan and implement public education and media efforts in partnership with the other parts of the MHA network, and ensure that all materials are consistent with the messages and principles of the MHA movement
6.
Cultural and Linguistic Competence

· Engage staff and board in the development, endorsement and implementation of a statement, guiding principles, and action plan related to cultural and linguistic competence 

· Work to create a staff, board and programs that represent and respond to the diversity of the community 
7.
Marketing Identification

· Use a name, logo and mission statement consistent with the national organization to help create a unified brand for the MHA movement

8.
Administration/Organizational Maintenance

· If appropriate, incorporate and seek IRS approval as a 501(c)(3) tax-exempt organization, maintain awareness of the limitations 501(c)(3)  organizations have regarding lobbying, and when necessary, take the appropriate steps to protect corporate and tax-exempt status

· Provide annual administrative and financial reporting on a timely basis as required by law and affiliation agreements 

·  Maintain required documentation for internal and external reporting

· Comply with all federal, state and local laws and regulations, Generally Accepted Accounting Principles, and other standards or requirements of appropriate oversight authorities

· Develop and implement effective and realistic strategies for financial management and operation
9.
Probationary and Policy Affiliates

· Affiliates in the first three years after affiliation, or that have been placed on probation, are referred to as “probationary affiliates.” All Standards shall be applied to probationary affiliates with due recognition of the difficulties incurred in launching a new organization or rebuilding one.  In response to specific conditions, MHA may modify application of the Standards to accommodate a probationary affiliate’s circumstances.

· State affiliates that engage principally in state policy advocacy, education, and   public information and local affiliates that do not have the resources to engage staff or operate programs and limit their activities to policy advocacy, education and public information are referred to as “policy affiliates.” Policy affiliates shall be held to all Standards except for the programmatic requirements of Standard 4, relating to Research/Services, the application of which may be modified by MHA to accommodate the policy affiliate’s circumstances.
Effective Period

This policy was amended by the National Delegate Assembly on June 12, 2010.  
READER’S GUIDE TO MHA

STANDARDS
1. Leadership

1A.
Work to achieve the MHA mission and vision of a just, humane and healthy society

The work we do together to advance the MHA mission and vision is the common thread that holds our network and movement together.  Mental Health America’s mission reads as follows:  

Mental Health America is dedicated to promoting mental health, preventing mental and substance use conditions and achieving victory over mental illnesses and addictions through advocacy, education, research and service.
Mental Health America’s vision likewise follows: 

Mental Health America envisions a just, humane and healthy society in which all people are accorded respect, dignity and the opportunity to achieve their full potential free from stigma and prejudice.
Strategic planning is key to meeting MHA’s Leadership Standards and has as its central focus the alignment of the affiliate’s mission and vision and the resource and other challenges it faces.  Developing a strategic plan reaps many benefits.  It helps you to: 1) focus your operations; 2) determine the causes of strong or weak performance; 3) provide a road map for improvement; 4) anticipate future events; 5) create a process to manage change; and 6) encourage your board to think about what the affiliate is, could be, and wants to be.
 

Mental Health America encourages all affiliates to adopt the national mission statement.  But it is required only that your mission statement be “consistent.”  No affiliate will be disaffiliated for using a different mission statement unless its statement and its actions are found to be in conflict with the values and principles of the MHA network. In particular, it is recognized that the recent adoption of “substance use conditions” as part of Mental Health America’s purposes may not be appropriate to all affiliates.
This Standard speaks more to intent, rather than the use of any specific words or expressions.  All affiliates must intend to work toward the ends expressed in the mission and vision – the ends established by the MHA membership for use by the MHA membership.  In short, your aims need to be consistent with the rest of the MHA network and the national movement.  The simplest way to demonstrate an intent to work to achieve the MHA mission and vision is to adopt a modified version of the Mental Health America mission statement as your own.      

1B.
Establish and maintain a visible, positive image for the affiliate, and ensure significant influence, so the general public will recognize it as a leading mental health and substance abuse organization

Mental Health America and the MHA network have attained a reputable position in the field of mental health and public health.  The protection of that reputation is important if we are to continue making strides to achieve our mission and vision.  Without a positive image, our credibility as a strong force in our communities, states, and nation would dissipate in a short period of time.  This Standard speaks to action and integrity.  Affiliates are expected to be active and visible in their communities and states, advancing the aims of the mental health movement in tandem with their peers within the MHA network.  At the same time, they are also expected to be exemplary organizations, working to promote the common good. 
Dealing with “substance use conditions” and responding to disabling “substance abuse,” was added to this 2010 restatement of the Standards as an appropriate goal, in light of the 2007 action of the National Delegate Assembly to add substance use conditions to the purposes clause of the Certificate of Incorporation at the time of the name change and its 2008 addition to the mission through Board adoption of the 2008 Strategic Plan. However, it is recognized that adding to the mandate of affiliates may not be appropriate to all, and the Affiliate Relations Committee is charged to treat each affiliate’s decision with due respect.
1C.
Include consumers, family members and mental health and substance use providers in the staffing, leadership and/or operation of the affiliate

The MHA movement’s founder, Clifford Beers, was a consumer of mental health services.  Indeed, he was several generations ahead of his time in recognizing the importance of describing his experience and advocating reform.  Mental Health America believes that people affected by mental health or substance use conditions should play a central role in shaping the policies and programs that serve them.
 Consumers, joined by their families and the mental health and substance abuse providers who serve them, form a circle of stakeholders that make the MHA movement stronger. The rallying cry of “nothing about us without us” has heralded their extensive involvement in the improvement of the public mental health system.

Affiliates can enlist consumers, their family members, and mental health and substance abuse providers and organizations in the MHA movement as paid staff, volunteers, board members, or advisors.  In any of these capacities, they can make critical contributions to advocacy, fundraising, public education, planning and operations. The size of an affiliate should not be a limit in seeking to expand consumer involvement. In particular, policy affiliates may be able to expand their programmatic activities through the use of consumers, family members, and providers as volunteers. 
1D. 
Maximize the involvement of volunteers, who represent the diversity of the community and the mental health and substance abuse fields, in the work of the affiliate

This Standard speaks to two issues – the involvement of volunteers in the MHA movement and the provision of representational diversity among those volunteers.  The use of volunteers likewise has two components – volunteer board members and volunteers who help the affiliate accomplish its work. 

Recruiting and retaining volunteers is critical to success of any movement.  Big visions require large numbers of workers.  The financial constraints faced by social movements make the use of volunteers essential.  In recruiting volunteers, whether for board leadership or operational work, seek to represent the diversity of your community or state.  This will vary for each affiliate, but the objective is the same: to mirror the community racially, ethnically, and financially.  Maximizing these strong chords of diversity binds our communities together, makes our message and programs more relevant, and broadens our reach.  As an MHA operating policy states, the MHA network should “actively strive to immediately build substantial representation of individuals from different ethnic and cultural backgrounds in the general membership as a means of enlarging its own pool of resources for community support and for leadership development.”

This Standard also talks about reflecting the diversity of the mental health and substance abuse fields.  When thinking about candidates for boards of directors, advisory committees, volunteer projects, or advocacy initiatives, think about including mental health and substance abuse consumers and providers from the diverse fields that provide services in your community or state, including social workers, counselors, psychiatrists, and psychologists, as well as those who provide services in faith-based or primary care settings.
1E.
Provide input, feedback and perspective within the MHA network to help shape the direction and development of the MHA movement

In recent years, Mental Health America has made progress in making the ideas and feedback of affiliates central to program and strategy development.  There are a number of ways that affiliates can provide input, feedback, and perspectives to help shape decision-making.  At most MHA conferences, time is allotted to provide feedback and to dialogue with Mental Health America’s President/CEO, National Office staff, and the MHA Board.  The National Office often conducts conference calls or focus groups to gain affiliate insight as decisions are being considered.  Local affiliates can provide similar input at the state level, either through their state affiliate or through informal meetings of affiliates statewide.  The key is to participate.

  

2. Affiliate Relations
2A.
Execute an affiliation agreement expressing compliance with national Standards and policies and maintain affiliate status by completing reaffiliation paperwork, fulfilling dues obligations, and participating in a self-evaluation process.

Affiliation with Mental Health America is a contractual relationship established by the MHA Bylaws that requires local and state affiliates to address certain policies, including these Standards.
  These requirements are set forth in an affiliation agreement that is in effect for up to five years. This document is under revision, and a new version will be introduced upon approval of this new 2010 Standards document.  Affiliates chartered by Model 4 state affiliates are also required to meet affiliation requirements, including these Standards. MHA urges Model 4 affiliates to conduct a reaffiliation process similar to MHA’s to assure that their affiliates are on mission. But these Standards do not include such a mandate.
At the end of each affiliation period, a reaffiliation process occurs.  This process: (1) opens communication between the affiliate and Mental Health America’s National Office; (2) provides helpful information to the National Office and constructive feedback to the affiliate on its activities, issues, and programs; (3) offers the affiliate support and recommendations; and (4) recognizes good work.  Mental Health America uses a peer-review process during reaffiliation to assure that affiliates are evaluated by professional colleagues who are familiar with the issues that affiliates face.  

Reaffiliation requires affiliates to complete a brief annual survey and a self assessment/evaluation questionnaire at the end of the affiliation period. After the completion of the questionnaire, each affiliate participates in a peer-to-peer review discussion with a member of the peer-review committee.  Based on the report of the peer reviewers, the peer-review committee makes recommendations to the Committee on Affiliate Relations.  MHAs are notified by the National Office when it is time for the reaffiliation process to begin. It is the intention of the National Office to schedule an on-site evaluation as part of the reaffiliation process whenever possible.
Affiliate support payments – dues -- are assessed annually. Payments may be made monthly or on some other mutually-agreed basis.  The MHA network’s strength is the partnership among all of its component parts. Accordingly, dues represent the necessary support of Mental Health America by its affiliates. 
Mental Health America is well-aware that the current dues are consistent only with history and that reform of the network’s financial structure is urgently needed. However, the recent abrupt contraction of resources for the National Office has made it equally clear that MHA cannot substantially reduce fees without first developing a substitute revenue stream. Upon the development of another substitute source of revenue, it is the Board’s intent to replace dues with national fund raising to address current inequities.  Modest affiliation fees will still be assessed. The Board has determined that the current dues process cannot be changed until replacement revenue makes the transition less painful than it would be at present. 
It is the responsibility of the Affiliate Relations Committee to monitor affiliate support payments. When an affiliate is not paying dues as agreed, the Committee, in tandem with the National Office, first seeks to determine the cause of non-support so that appropriate help can be provided.    

2B.
Participate in affiliate-to-affiliate communication throughout the MHA network

One of the strong advantages of affiliating with the MHA network is the opportunity to learn from and communicate with colleagues throughout the nation who are dedicated to the MHA mission.  Shared experiences about management, development, and programmatic issues are invaluable.  Some affiliate-to- affiliate communication opportunities are provided by Mental Health America’s National Office. Publications, from The Bell to News from National, are designed with such communication in mind.  There are additional opportunities on the Mental Health America website, especially in the “Members Only” section.  Another rich opportunity for affiliate-to-affiliate communication can be found at the various conferences, training programs, and meetings offered by the National Office, as well as by many state affiliates.    

3.  Advocacy/Public Policy
3A.
Advocate for public policies in keeping with the MHA mission through leadership, partnerships, and/or participation in coalitions

Mental Health America has historically described itself as a grassroots-based citizen’s advocacy movement.  The advocacy you carry out may be case-based, on behalf of an individual, or have a policy or systems-change focus. But this Standard is specifically directed toward work in public policy, though case advocacy can influence public policy as affiliates come in contact with injustice in systems of care, inadequate provision of care, and abuse, which may require a legislative or judicial remedy.  

If you are a state affiliate, you are expected to provide leadership in state-level policy work, with the critical involvement of local affiliates.  If you are a local affiliate, you are expected to provide evidence of formal, planned local activity in public policy.
  Affiliates, both state and local, should participate with the National Office in identifying methods by which state and national public policy needs can be met.  

All affiliates are expected to participate in efforts to influence federal policy. But this will vary greatly depending on the individual affiliate.  It could involve participating in a letter writing campaign on a specific issue, making visits to specific legislators in Washington during MHA’s annual conference, or even testifying before Congress. The National Office is charged with reaching out to affiliates to coordinate participation in national policy advocacy, and affiliates are charged with informing the national office of their national policy activities.
 

Most successful nonprofit policy campaigns are conducted through coalitions of organizations with shared goals.  In each state or local area, advocacy organizations often join together to address issues of mental health, substance abuse treatment, children’s healthcare, housing, juvenile justice, social services, or consumer empowerment.  There may be existing coalitions that you can join to support your advocacy efforts.  You should create a new coalition only when necessary, since they require considerable time and maintenance.

Lobbying by tax-deductable advocacy organizations is restricted under federal law. This issue is addressed under Standard 8A and in more detailed briefing materials on affiliate lobbying to be produced by the National Office in 2011.

4. Research/Services

4A.
Establish or promote evidence-based, best, or promising practices to help put research into practice within the community

In 1999, Mental Health: A Report of the Surgeon General
 highlighted the gulf that exists between what science knows about effective mental health treatment and what is practiced in most settings. Prominent reports from the President’s New Freedom Commission on Mental Health
 and the Institute of Medicine
 underscore the importance of narrowing the gap between research and implementation of evidence-based practices. By promoting evidence-based practices, we seek to move what we know, based on science, into everyday practice.
  While not all MHAs may be able to establish evidence-based practices in their community, most can promote such practices.  This could include anything from advocating access to the newest medications, to promoting recovery-focused treatment, to advancing effective prevention programs.   
Affiliates are encouraged to work with the National Office and other affiliates in becoming familiar with the emerging evidence supporting a wide array of effective programs that have been proven effective in responding to mental health and substance use conditions. In particular, the Substance Abuse and Mental Health Services Administration maintains a Directory of Effective Practices that is a reliable source of information concerning the evidentiary support for mental health and substance use programs.
While the promotion of evidence-based practice is strongly encouraged, affiliates should also be aware that even evidence-based practice has limitations.  Often clinical trials are done only with select populations.  Their results will likely not apply to all.  Too often children, racial and ethnic minorities, and older adults are disproportionately excluded from clinical trials.  It is also important to know for what specific outcomes and for what populations a given practice has demonstrated its effectiveness.  Some approaches that may prove effective for people with severe mental illness may not be as useful for those with less severe diagnoses.  What works with adults cannot automatically be assumed to work with children, and what works for a largely middle-class or white group will not necessarily work with racial or ethnic minorities or persons from low income backgrounds.

In addition to evidence-based practices, you will often hear about other program models for treatments and services that, while less thoroughly documented than evidence-based practices have some data indicating that they produce positive outcomes These exemplary practices are often described as “best,” “emerging,” or “promising.” With additional research, some of these models will likely come to be seen as evidence-based. Affiliates can play a role in establishing or promoting these models as well.

5. Education

5A.
Plan and implement public education and media efforts in partnership with the other parts of the MHA network, and ensure that all materials are consistent with the messages and principles of the MHA movement
Through public education and media efforts, the MHA network seeks to enhance recognition of its vision, identity, and messages.  Affiliates should consider incorporating national messages into their local media outreach as a first step. This ensures consistency and credibility in local, state, and national communication efforts.
  The National Office distributes the following materials on a regular basis: media planning templates, crisis communication planning tools, talking points on breaking news events, and customizable media pieces such as press releases and letters to the editor.  Mental Health America also encourages you to develop campaigns and materials specific to your local area, such as public service announcements (“PSAs”) supporting local policy initiatives or public education literature responding to community issues.
 MHA’s position statements on salient policy issues can be extremely helpful in accessing MHA’s research and analysis when a local issue hits the media and a quick response is needed. Health fairs and health screenings are an important public education initiative extending beyond media relations to direct public outreach, promoting prevention, screening, treatment and recovery and combating stigma.
6. Cultural and Linguistic Competency

6A.
Engage staff and board in the development, endorsement and implementation of a statement, guiding principles, and action plan related to cultural and linguistic competence
Mental Health America believes that it is essential that affiliates and all aspects of mental health and substance abuse systems be reflective of the cultural and linguistic diversity of the communities that they serve and that mental health and substance abuse agencies strive to become and remain culturally and linguistically competent. A culturally and linguistically competent mental health or substance abuse system incorporates skills, attitudes, and policies to ensure that it is effectively addressing the needs of consumers and families with diverse values, beliefs, and sexual orientations, in addition to backgrounds that vary by race, ethnicity, religion, and language.”
  MHA urges all organizations and agencies that provide mental health or substance abuse services to have a formalized, written cultural and linguistic competency plan.  It is only fitting then that members of the MHA network should do so as well.  These plans have three elements:  a statement, a set of guiding principles, and an action plan.  For optimum success, seek to have each of these elements be the product of a partnership of staff and board members.  Ultimately, the affiliate or other agency board of directors should approve the plan.  This helps assure that there is shared support and shared responsibility for cultural awareness and linguistic competence throughout the agency.

6B.
Work to create a staff, board and programs that represent and respond to the diversity of the community
Mental Health America operating policy suggests that at the national, state, and local level of the MHA network, “a substantial and appropriate proportion of individuals from different ethnic and cultural backgrounds approximately in the same proportion as they are represented in the community served” be involved in staff, board, and programs.
 The policy also suggests that affiliates consider establishing a separate committee to see that priority is given to the mental health needs of diverse groups in the community.
 It is recommended that affiliates set goals for representation on their boards and staffs and for their volunteers with a strong focus on inclusion of consumers across populations.
7. Marketing/Identification
7A.
Use a name, logo and mission statement consistent with the national organization to help create a unified brand for the MHA movement

All organizations affiliated with Mental Health America should have the words “Mental Health America” or “Mental Health Association” prominent in their name.  In the case of  affiliates still using the Mental Health Association name, an additional line should be added, “affiliated with Mental Health America.” This, as well as using the bell logo (in the new form, for affiliates using the new name), is done to create a nationally unified brand for the MHA movement so that we are recognized nationally and in our respective communities.
8. Administration/Organizational Maintenance

8A.
If appropriate, incorporate and seek IRS approval as a §501(c)(3) tax-exempt  organization, maintain awareness of the limitations §501(c)(3) organizations have regarding lobbying, and when necessary, take the appropriate steps to protect corporate and tax-exempt status
Incorporation under state law offers affiliate board members essential protection from legal liability, and IRS approval as a §501(c)(3) tax-deductible organization is necessary for an affiliate to receive tax-deductible donations.  IRS approval is necessary for MHA to share tax-deductible contributions with an affiliate. And IRS approval establishes the accountability and transparency that are the essential strength of the MHA network. Thus, even though the Standard is flexible, almost all affiliates should be §501(c)(3) organizations.
Affiliates need to be mindful about doing the work set out in the affiliate’s incorporation papers. If the scope of your work changes or your mission changes dramatically, you should amend your incorporation papers and make a new §501(c)(3) application.  If you carry out fund raising activities that are not related to your mission, such as selling unrelated products, you should remember to declare this income as unrelated business income.  Nonprofit organizations should refrain from loaning out equipment or facilities to for-profit entities.  In short, stay on mission and remember to check for state and local restrictions as well as federal regulations. 
The IRS allows public charities that receive federal grant funds and contracts to lobby with their private funds, but affiliates should be careful not to use any federal grant or contract funds for lobbying.
  Also, no §501(c)(3) organization may engage in partisan activity.  Affiliates may not endorse political candidates or make financial contributions to campaigns.  The primary way that §501(c)(3) organizations can effect political change is by educating voters about issues.  But they must be careful that their voter education efforts do not constitute support of or opposition to any candidate.
  

Advocacy vs. Lobbying - It is easy to confuse “advocacy” and “lobbying.”  The legal definition of lobbying involves attempting to persuade members of a legislature – whether Congress, a state legislature, county commission, or city council – to take action on a specific piece of legislation.  Advocacy, on the other hand, covers a much broader range of activities that might or might not include lobbying.  “Grassroots lobbying” is when your affiliate, or another nonprofit tax-deductible (§501(c)(3)) (“nonprofit”) organization, states its position on a specific piece of legislation to the general public and asks the general public to contact legislators.
  

It is perfectly legal for nonprofit organizations, like MHA affiliates, to lobby as part of their advocacy responsibility.  Lobbying will not jeopardize affiliates’ ability to receive tax deductible contributions from the public.  There are, however, limitations on how much lobbying a nonprofit can do, and you should be aware of and observe these limits.

There are two sets of Internal Revenue Service (IRS) rules from which nonprofits can choose.  One rule, the older, is that no “substantial” part of a §501(c)(3) nonprofit organization’s activities can be lobbying.  While there are no specific definitions of what constitutes “substantial,” it is generally limited to 15 percent of an organization’s expenses.  But there is little clarity under this rule as to what activities constitute lobbying.
  The second set of rules was passed by Congress in 1976.  Nonprofit organizations have to formally elect to operate under the 1976 provisions by electing to operate under section §501(h) of the Internal Revenue Code.  This rule describes very clearly what constitutes lobbying and provides for sliding scales (up to $1,000,000 on total lobbying and up to $250,000 on grassroots lobbying) for what can be spent on lobbying. 
Affiliates need to become familiar with these restrictions and vigilant in managing lobbying expenses and activities. Affiliates also need to keep updated on definitions of lobbying under federal and state law to assure compliance with both. Executive branch contacts, volunteer lobbying, provision of information in response to legislative requests and member communication are generally not considered lobbying, but soliciting members to lobby is a form of lobbying. Lobbying restrictions will be explained further in a report to be issued by the National Office in 2011.
8B.
Provide annual administrative and financial reporting on a timely basis as required by law and affiliation agreements
Reporting is important, both to meet legal requirements attached to being a responsible nonprofit organization and to fulfill contractual requirements for being a strong affiliate. While not required, MHA encourages affiliates to establish their fiscal year from January 1 to December 31 to conform to the fiscal year generally adopted by most of the MHA network. This helps make calculation of dues obligations more consistent.   

Affiliates should also strongly consider having an annual audit conducted by independent auditors selected by their board of directors if it is feasible within budget constraints.  Generally, nonprofits that have budgets of more than $500,000 and those that receive federal funds are required to conduct an annual audit by state and federal laws. 
  Some states have lower thresholds, so check your state law to see when an audit is required.  Also, participating in the Combined Federal Campaign usually requires an audit at a threshold of $100,000.
  

If you are a smaller affiliate, for which an audit would be an unreasonable financial burden, you can choose an audit review instead.  Another alternative is to have your financial statements compiled by a professional accountant and have an annual financial report submitted to and approved by your board of directors.  Using the audit or financial report to produce an annual report can give the public a clear idea of your financial stability and earn its support.  Many potential funders will ask for a copy of an audit and/or annual report. Federal Tax Form 990, which is required of §501(c)(3) organizations with revenues exceeding $25,000, must be completed each year and provided to the National Office.  Affiliates’ Form 990s must also be available to the public upon request.

8C.
Maintain required documentation for internal and external reporting
Maintaining required documentation to substantiate internal and external reporting is an important way to protect corporate and tax-deductible status and limit affiliate exposure to possible litigation.  Such documentation includes copies of board minutes, records of board votes regarding financial decisions made by the board, and policy positions that the board has approved.  It is also good to have evidence of effective checks and balances within the organization, for example requiring and documenting two signatures on checks over a certain amount.  You, your accountant, or your auditors will likely need documentation of financial and personnel decisions to complete your Tax Form 990. 

8D.
Comply with all federal, state and local laws and regulations, Generally Accepted Accounting Principles, and other standards or requirements of appropriate oversight authorities

All affiliates should consult with counsel to be sure that they are complying with federal, state, and local laws, regulations, and other standards or requirements of oversight authorities.  Having financial accounts audited or reviewed annually by an independent certified public accountant is the only way to assure that each affiliate is complying with Generally Accepted Accounting Principles.

All nonprofit groups are highly regulated with respect to financial transactions that take place within the organization.  Private inurement, excessive personal benefit, and self-dealing all risk serious penalties for nonprofits.
  “Intermediate sanction” laws specifically address compensation and excess benefit transactions with board members and executive staff. The recently-approved Sarbanes-Oxley Act (“Act”), passed in response to corporate and accounting scandals, has placed new requirements on for-profit entities in terms of their financial reporting and board governance. For example, the Act requires that for-profit corporations change auditors every five years and prohibits them from making loans to any of their directors or executives, and MHA supports affiliate compliance with these limits.  Even though the Act is currently limited to for-profit entities, experts in nonprofit governance strongly recommend that nonprofit organizations comply now to avoid trouble later.
  
8E.
Develop and implement effective and realistic strategies for financial management and operation
Sound financial management is essential for even the smallest affiliate.  A board finance committee is generally recommended to take the lead in overseeing financial management and development for the board. If you have an independent audit, you would do well to have an audit committee to hire, set the compensation, and oversee the  activities of the auditor.  While you seek a well-balanced and diverse board, at least one member of the finance or audit committee should have financial expertise and be able to understand, analyze, and reasonably assess the financial statements of the organization and the competency of the auditing firm or any accountants with whom your affiliate may contract. Be sure to include financial literacy training in your orientation of new board members.  It is essential to have and follow written financial management procedures sufficient to satisfy auditors and the IRS.  It is a good practice to always provide a financial report at board meetings.  

9. Probationary and Policy Affiliates

9A.       Affiliates in the first three years after affiliation, or that have been placed on probation, are referred to as “probationary affiliates.” All Standards shall be applied to probationary affiliates with due recognition of the difficulties incurred in launching a new organization or rebuilding one.  In response to specific conditions, MHA may modify application of the Standards to accommodate a probationary affiliate’s circumstances.

9B.
State affiliates that engage principally in state policy advocacy, education, and   public information and local affiliates that do not have the resources to engage staff or operate programs and limit their activities to policy advocacy, education and public information are referred to as “policy affiliates.” Policy affiliates shall be held to all Standards except for the programmatic requirements of Standard 4, relating to Research/Services, the application of which may be modified by MHA to accommodate the policy affiliate’s circumstances.

Both of these Standards were added in 2010, in order to recognize the reality that most  probationary affiliates and many established policy affiliates have not yet reached their full potential and should not be held to the same Standards as more full-service affiliates. This had, in fact, been recognized for many years in practice, and the 2010 change merely codified the underlying reality. Standard 9A addresses new affiliates and affiliates placed on probation. Standard 9B addresses state-level affiliates that serve primarily a legislative policy function and leave operations to local affiliates. This again is consistent with past practice. But the 2010 restatement of the Standards also adds a new dispensation for local affiliates that choose the same policy focus because they lack the resources to conduct case advocacy or operate programs. 

There is a real concern that excessive reliance on these dispensations may dilute the effectiveness of the Standards in promoting the expansion of services and the growth of more full-service affiliates. However, these 2010 Standards are intended to encourage inclusiveness and to recognize the limits that more constrained resources have placed on the Mental Health America network at every level. The Affiliate Relations Committee is charged to apply these new Standards sparingly and after a consideration of the individual circumstances of each affiliate.
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