Framework Titles I-VIII - Real World Scenarios

Today vs. A Civil Rights Framework
v4 MHCR framework

Title I: Equal Treatment Under the Law

framework

Scenario: Devon, a 34-year-old logistics manager, is offered a promotion contingent on a routine screening. When
paperwork reveals a past hospitalization for bipolar disorder — fully managed for six years with medication and
therapy — the offer quietly disappears. HR cites “fit.”” Months later, his landlord declines to renew his lease after
learning why an ambulance once came to the building.

Today: Devon must prove discrimination under an ADA framework that treats mental health conditions
inconsistently, with vague standards, high legal costs, and burdens of proof that favor the employer and landlord.
Most people in his position never file at all.

If a civil right: Discrimination based on mental health status in employment, housing, and public life is an explicit
civil rights violation with clear legal remedies. The ADA is expanded to robustly include all mental health
conditions, the burden shifts toward the entities making adverse decisions, and pattern-or-practice enforcement
targets employers and landlords who make disclosure a career or housing risk.

Title II: Fair Access to Care

Real-world example: “in-network” therapy that no one can actually get (today) vs. a civil-rights framework

Scenario: Alicia, a rural teacher with worsening anxiety and depression, calls every therapist in her plan’s directory.
Of 41 listings, 9 numbers are disconnected, 22 aren’t accepting patients, and the rest have four-month waits or are
cash-pay only. Her plan tells her to “keep calling providers.” An out-of-network therapist can see her this week — at
$175 per session she can’t afford.

Today: Alicia is treated as a consumer with a directory problem, not a patient being denied care. Parity laws exist on
paper, but phantom networks, wait times, and cost-shifting go largely unenforced, and she has no practical recourse
while her symptoms worsen.

If a civil right: Phantom networks are treated as a denial of access. Enforceable timeliness standards (wait-time
limits), accurate-directory requirements, real parity oversight with penalties, and out-of-network coverage at
in-network rates when access isn’t available mean the insurer — not Alicia — owns the problem of getting her seen.


https://docs.google.com/document/d/1CXKTqluNe9az1FY06qSfHezH6NuJX-Qs7jekXRUGMho/edit?usp=sharing

Title III: Solving the Mental Health & Crime Crisis

Real-world example: a 911 call for a crisis ends in a jail cell (today) vs. a civil-rights framework

Scenario: Marcus, a 28-year-old veteran’s son with schizophrenia, stops taking his medication and begins shouting in
a grocery store parking lot. A bystander calls 911. Two patrol officers with no crisis training respond; Marcus
doesn’t comply with commands he can’t process, is arrested for disorderly conduct and resisting, and spends 11 days
in county jail without psychiatric care before charges are dropped.

Today: The default responder to a health emergency is law enforcement, the default destination is jail, and the
encounter itself carries risk of injury or death. Nothing obligates the county to offer a clinical alternative, and
Marcus cycles between the streets, ER, and jail.

If a civil right: Crisis response must be care-first and least-restrictive: national standards for mobile crisis teams (988
response) and community-based stabilization units, mandatory de-escalation and trauma-informed training for law
enforcement, jail diversion into treatment, and a ban on incarceration solely for mental health crises or non-violent
symptoms. Sending untrained officers as the only option becomes a rights violation with structural remedies.

Title IV: Dignity in Care & Patients’ Bill of Rights
Real-world example: restrained, medicated, and never asked (today) vs. a civil-rights framework

Scenario: Elena, 52, is admitted to a psychiatric unit after a suicide attempt. Over nine days she is placed in restraints
twice for crying loudly, given medication changes no one explains, never shown a treatment plan, and told her
discharge date depends on being “cooperative.” When she asks to file a grievance, staff note “noncompliance” in
her chart. She is discharged with no referral and a paper listing a disconnected hotline.

Today: What happens inside the facility is largely invisible. Restraint and seclusion practices, consent shortcuts, and
retaliation for complaints are policed — if at all — by under-resourced state surveys after the fact. Elena has no
enforceable individual rights while inside.

If a civil right: A Patients’ Bill of Rights applies in every mental health facility: informed, voluntary, written consent,
when possible; an individualized written treatment plan she helps shape; freedom from unnecessary seclusion or
restraint; the right to assert grievances without reprisal; and referral upon discharge. Independent oversight bodies
monitor institutions, and retaliation for exercising rights is itself a violation.



Title V: Strong Families, Communities & Veterans

Real-world example: a veteran and his caregiver wife, invisible to the system (today) vs. a civil-rights

framework

Scenario: Ray, a 61-year-old Army veteran in a rural county, has PTSD and depression; the nearest VA behavioral
health clinic is 2.5 hours away with a 10-week wait. His wife Carol — his full-time caregiver — is burning out with
no support of her own. The county has no veteran-specific programs, no caregiver services, and no data showing
anyone that families like theirs exist.

Today: Care is one-size-fits-all and concentrated where providers already are. Veterans, caregivers, rural
communities, and other underserved groups fall through gaps no one is required to measure, let alone close. Ray
white-knuckles it; Carol carries the load alone.

If a civil right: Federal funding flows to programs built by and for specific communities — veterans and military
families, rural residents, parents and caregivers among them — integrated with the front-line allies families already
trust (primary care, faith communities, first responders). Mandatory disaggregated data collection makes disparities
like Ray’s county visible and creates accountability for reducing them.

Title VI: Youth, Education & Employment Protections

Real-world example: suspended for symptoms instead of supported (today) vs. a civil-rights framework

Scenario: Sofia, a 14-year-old with anxiety and ADHD, has panic attacks that sometimes make her leave class
abruptly. Her school has one counselor for 900 students. Instead of an accommodation plan, she racks up
disciplinary referrals for “elopement” and “defiance,” is suspended twice, and her mother is told a 504 evaluation
(Section 504 of the Rehabilitation Act of 1973) could take until next school year. Sofia starts refusing to go to
school at all.

Today: Access to school mental health support depends on the district’s budget and the parent’s ability to fight.
Discipline systems punish symptoms, evaluations stall, and no curriculum ever teaches Sofia or her classmates what
anxiety even is.

If a civil right: Mental health accommodations are mandated under the Individuals with Disabilities Education Act
(IDEA) of 1990 and Section 504 with real timelines, every school receives federal funding to ensure access to
mental health professionals, and discriminatory discipline for mental health-related behaviors is banned. K-12
mental health education standards — the mental health equivalent of PE — mean Sofia’s condition is understood,
accommodated, and supported rather than punished.



Title VII: Accountability & Smart Investment
Real-world example: everyone’s problem, no one’s job (today) vs. a civil-rights framework

Scenario: A mid-sized city sees the same 200 residents cycle through its ER, jail, and shelters, costing an estimated
$28M a year. The state’s mental health dollars are scattered across six agencies; no office tracks outcomes, no one
has authority to enforce parity or civil rights violations, and a promising peer-led housing program dies when its
one-year grant lapses — while the ER-and-jail cycle keeps getting funded by default.

Today: There is no federal Mental Health Civil Rights enforcement arm, no dedicated department owning
outcomes, and no sustained investment in what actually works. Money follows crisis, not stability, and violations of
existing law carry little consequence.

If a civil right: A Mental Health Civil Rights Division at DOJ enforces the law; a federal Department of Mental
Health owns strategy and outcomes; state Mental Health Equity Commissions guide implementation; and sustained
funding is directed to community-based alternatives to hospitalization, peer-led services, and affordable housing —
the infrastructure that ends the $28M cycle instead of financing it.

Title VIII: Innovation & Research for the Future

Real-world example: the treatment that works is the one no one studies (today) vs. a civil-rights framework

Scenario: Naomi, a 26-year-old Navajo woman with treatment-resistant depression, has failed four medications. A
culturally grounded, community-based healing program helped her cousin, but it has no research base, so no insurer
covers it. A promising new therapy exists, but the trials she looks into never enrolled anyone from her community,
no one tracks whether it actually works for people like her, and a regulated version stays stuck in research limbo.
Meanwhile, an unregulated Al therapy app she downloads gives her advice that makes her worse.

Today: Research funding chases what's already studied, populations like Naomi's are excluded from the evidence
base, and no one is required to report which treatments actually work. Effective community models can't get
validated or covered, promising new drugs and therapies stall behind outdated rules, and emerging tools like Al
therapy reach the public with no safety or transparency standards.

If a civil right: A National Mental Health Innovation Fund invests in culturally competent, trauma-informed, and
peer-led models, outdated barriers to studying new drugs and therapies are removed so breakthroughs can be tested
and reach people faster. Providers and publicly funded programs report standardized outcomes, so the public can
see what actually works; research participation is made equitable by prioritizing communities like Naomi's; and
academics, community organizations, and people with lived experience are funded to work together — so
innovation reaches Naomi safely instead of bypassing or harming her.



