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 INN16 FSP Co-Occurring Disorders Project 
Operated by Stanislaus County Behavioral Health & Recovery Services 

Final Report 

 

Issue Addressed 

Mental health treatment providers in Stanislaus County have seen a great proportion of people 
with severe mental illness and co-occurring substance use disorders (SUDs) in recent years. 
These co-occurring SUDs were and are substantially interfering with the effectiveness of their 
clients’ mental health treatment. In Fiscal Year 2013/2014, 61% of adult Full Service 
Partnership (FSP) clients received a substance abuse/dependency diagnosis. While all FSPs 
serving adults work with this issue and should have the capability to diagnose and treat SUDs 
(e.g. IDDT), there are some individuals for whom the extreme extent of their SUD behavior 
created challenges and reduced the effectiveness of the FSP. As a result, this population was 
significantly un/underserved. Stanislaus County stakeholder processes have repeatedly 
identified the issue; “Treatment options for people struggling with both substance abuse and 
mental illness” as one of the priority mental health adaptive dilemmas that should be 
addressed in an innovative manner. This persistent behavioral health challenge has rarely 
been successfully addressed by traditional methods/interventions.  
 
A central aspect of the issues lies in the fact that mental health treatment and SUD treatment 
are similar and overlap each other, but there are some areas that are significantly different in 
approach, training, and philosophy. These areas include, but are not limited to, engagement 
versus enabling, abstinence versus meeting the client where they are at in their life, 
hopefulness for recovery versus the desire to drink or use drugs without consequence, 
empowerment of the individual versus acceptance of the individual’s powerlessness over drugs 
and alcohol use.  
 

Description of Project 

Stanislaus County proposed to test the efficacy of an FSP that would provide co-occurring 
disorder –focused services in which the co-occurring issues the clients present will be the first 
“lens” through which the clients’ recovery needs and strengths are viewed. This FSP is known 
as the Co-occurring Disorder FSP or COD FSP. 
 
The primary focus of the project was on increasing the quality of services, including better 
outcomes by creating shared understanding and vision amongst staff and with clients through 
a client-centered, stage-based approach, enriched with primary care and housing services. 
The emphasis was on using the Stage Based Treatment framework for both mental health and 
SUD concurrently and deliberately, addressing the sometimes contradictory strategies 
indicated for each stage separately. 
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We expected to learn whether this approach can make a difference in the lives of people with 
mental illness and substance use disorders in a way that traditional approaches have not. This 
unique approach was different from other FSPs and held the potential to advance knowledge 
and contribute something new to the field of mental health. This innovation project made a 
change to an existing mental health practice that had not yet been demonstrated to be 
effective with the clients who suffer with disabling co-occurring issues. 
 
This Innovative approach created a unique FSP that was intended to integrate primary care 
access, a “housing first” approach, and co-location on an SUD/Co-occurring treatment site 
under a stage-based co-occurring treatment philosophy and practice. Stage-based treatment, 
access to housing and primary care, low case load ratio, 24-7 availability, supportive services 
funds and a team–based approach were central to achieving expected outcomes. 
 

The learning questions explored through this project included: 
 

1. Will clients be successfully engaged by receiving a combination of services 
through this new FSP? 

2. Will using stage-based treatments for both mental health and SUD concurrently 
lead to improved outcomes for clients participating in the FSP project? 

3. What engagement strategies and interventions will emerge from this concurrent 
stage-based approach that are most effective for this population? 

4. While utilizing the concurrent stage-based approach, what practices/processes 
are most effective from staffs’ perspective? 

5. Will access to integrated primary care positively affect outcomes? 
6. Will employing an integrated ”Housing First” approach positively affect 

outcomes? 
7. Will co-locating this FSP on an SUD/Co-Occurring treatment site lead to 

increased peer support, SUD treatment follow through and linkages to mental 
health and SUD resources? 

  

The overarching learning outcome focused on helping to inform the behavioral health field 
about what combination of strategies and services are most effective at the different concurrent 
mental health and SUD recovery stages for individuals with these co-occurring issues. 
 

Plan for and Analysis of the Effectiveness of the Project 

Defining and measuring success for this Innovation Project was based on the learning 
questions described above. Since this Innovation project made a change to an existing mental 
health practice that had not yet been demonstrated to be effective for the population 
experiencing both a serious mental illness as well as a co-occurring SUD, an emphasis was 
placed on learning about the effectiveness of processes as well as the impact on the quality of 
services. Therefore, both formative and summative aspects of evaluation were considered. For 
example, although Stages of Recovery frameworks have been used before for both Mental 
Health and SUD programs, it was hypothesized that how they are being used by collaborating 
staff would make a difference in positively impacting client progress.  
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Multiple methods of data collection, both qualitative and quantitative, were utilized to address 
the learning questions and help answer the overall question of what combination of strategies 
and services were most effective at the different concurrent mental health and SUD recovery 
stages. Data collection methods included are described below.  
 

• Collection of demographic and encounter data to understand the population served, the 
type of services, and the length of time the population stays in the Project  

o Source: Electronic Health Record (EHR) 
 

• Tracking of clients’ referrals and linkages to other services and/or community support 
o Tracking forms were used to collect data regarding the types of referrals and rate 

of successful connections to other resources and support systems. The COD 
FSP staff assisted in developing the forms to ensure appropriate and accurate 
data would be collected. 

o Staff collected and documented linkage information weekly 
o Source/Tool: Tracking forms (See Attachment #1)  

 

• Documentation and staff focus group regarding the application and emphasis on Stages 
of Recovery frameworks - the Mental Health Recovery Treatment Stages (MHRTS) and 
the Substance Abuse Treatment Scale (SATS) 

o Staff documented the work surrounding the Stages of Recovery frameworks and 
how concurrent use of the frameworks affected their work and client outcomes.  

o A qualitative analysis of this documentation revealed the strengths and 
challenges of using the sometimes contradictory language and methods of the 
two frameworks.  

o A focus group was conducted at the end of the Innovation project to discuss the 
findings and explore the information collected further from a staff perspective. 
From this process, insight was gained about how staff utilized the two 
frameworks to create shared understanding of clients’ recovery needs to most 
effectively impact client progress.  

o Source/Tool: Focus Group Agenda/Questions (See Attachments #2 and #3) 
 

• Tracking of client stages of change with MHRTS and SATS 
o Staff utilized MHRTS and SATS to gauge stages of change and documented the 

results 
o Analysis revealed how much change was measured through the tools and if the 

changes aligned with staff judgement 
o Staff documented both successful and unsuccessful interventions from multiple 

stages to determine if there were strong relationships between stages, 
interventions, engagement, and recovery outcomes.  

o Source/Tools: MHRTS, SATS, Tracking Sheet (See Attachments #4 and #5) 
 

• Consistent documentation of strategy and service efficacy 
o Staff completed “journal” entries regularly to record their analysis of what was 

working and what was not working as well.  
o Successes, challenges, and opportunities were documented and discussed as a 

team to provide support, and process and evaluate possible changes. 
o Source/Tools: Journal Forms (See Attachment #6) 
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•  Administration of client surveys 
o Surveys were administered bi-annually to provide information regarding access, 

satisfaction, engagement, and effectiveness of the Innovation Project and the 
services. It was decided to use Consumer Perception Survey data exclusively in 
order not to overburden clients with multiple surveys.  

o Source/Tools: Mental Health Statistics Improvement Program (MHSIP) survey for 
Adults and Older Adults (See Attachments #7 and #8) 
 

• Tracking and analysis of client residence status/homelessness, incarceration, arrests, 
medical and psychiatric hospitalization, and state and long-term hospitalizations 

o Client data was collected through a DCR-LA (Data Collection and Reporting-
“Look Alike”) system. Since the COD FSP was an Innovation Project rather than 
a Community Services and Supports (CSS) funded program, data could not be 
entered into the State DCR system. However, the information was captured in a 
system that mirrors the DCR, using the same forms as the State DCR. (See 
Attachments #9, #10, and #11 for DCR-LA forms)   

o This data was used to capture and compare outcomes to other Stanislaus 
County FSP programs funded with CSS dollars. 

o It was expected that clients receiving services through this FSP would mirror, if 
not exceed, the success rate of other FSPs within BHRS.  

o When applicable, it was attempted to compare outcome data for clients who 
previously received FSP services, and then were referred to and received 
services through the Co-occurring FSP. It was expected that those who were 
previously not highly successful experience improved outcomes by receiving an 
appropriate and convenient combination of FSP services for co-occurring 
disorders. However, only aggregate data could be compared. 

o In addition, a comparison of DCR outcomes for clients in other FSPs was made 
to client outcomes in this Innovative FSP that first focuses on co-occurring 
disorders. 

o Source/Tool: DCR-LA, EPLD (Enhanced Partner Level Data) reports  
 

 It was planned to utilize a peer group to review the data throughout the project, but this was 
not accomplished. However, the final report will be shared with the peer group, BHRS staff, 
and stakeholders.  
 
Unless otherwise specified, the data and analysis presented below reflects the time period 
from the Project start date to the Project end date (as an Innovation Project), which is 
4/11/2016 – 5/31/2019. This time period is 1,146 days, or slightly over 3 years of the active 
project, keeping in mind that it takes time for a project to be fully implemented with staff having 
a full caseload.   

Unique Client Data 

Encounter data, including assignments (opening to a subunit/program), services, and 
demographics were collected through the Electronic Health Record (EHR). The total number of 
unique clients served during the operational time of the Project is 106. Below is a summary of 
this data.  
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#1

 
 
 
 
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 

 

      

 

      

      

      

      

      

      

      

 
Of the 106 clients, 40% were White males, 21% White females, 13% Hispanic males, 12% 
Hispanic females, and 7% males of another race/ethnicity, and 7% females of another 
race/ethnicity (Black, Asian, or Other). In addition, 7 of the 10 clients who were 18-25 years old 
were women.  
 
The Innovation Project initially consisted of five components that were assigned “Subunits” in 
the EHR. The COD FSP originally was comprised of mental health engagement, assessment, 
and treatment components, along with SUD assessment and treatment components. As the 
project launched and progressed, the staff found that it did not procedurally make sense to 
continue utilizing the two subunits reserved for SUD only for the COD FSP. The project found 
that the use of existing assessment and treatment programs was more effective. Staff 
continued to be closely involved in the SUD assessment and treatment of clients open to the 
COD FSP, which is one of the significant differences between the COD FSP and other FSPs.   
 
Below is a summary of the number of clients served by assignments (meaning that they were 
enrolled in a particular subunit) and services. 
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Unique Clients & Service Counts
#3

Unique 

Client 

Count

# 

Services

Unique 

Client 

Count

# 

Services

Unique 

Client 

Count

# 

Services

Unique 

Client 

Count

# 

Services

Unique 

Client 

Count

# 

Services

Unique 

Client 

Count by 

Period

#     

Services

4/11/16 - 6/30/16 9 34 1 1 8 143 9 178

FY 16/17 51 202 4 4 40 2115 11 12 4 7 64 2340

FY 17/18 20 54 3 3 40 2401 16 17 3 5 53 2480

FY 18/19 19 76 6 8 49 2813 5 6 0 0 59 2903

Sum Unique Count 87 366 14 16 73 7472 23 35 4 12 106 7901

Excludes client with zero case #
Data source: Datawarehouse - Services table 

3121                         

MH Assessment

3122                          

MH ACT

3125                         

SUD Assessment

3126                       

SUD ODF Total

Services to 

Unique Clients 

by Period & SU

3120                               

MH Engagement

Unique Clients by Assignments
#2

 

Subunit Key 

Subunit  Name 

3120 COD FSP Mental Health Engagement 

3121 COD FSP Mental Health Assessment 

3122 COD FSP Mental Assertive Community Treatment  

3125 COD FSP Substance Use Disorder Assessment 

3126 COD FSP Substance Use Disorder Outpatient Drug Free 

 
 
 
 
 

 
 

As expected, the largest number of unique clients were in the engagement subunit, and then to 
the ACT subunit. The total unique clients in the Project was quite consistent over the three 
fiscal years, averaging 59 clients who received services each year during the three full fiscal 
years.  
 

  

Unique 

Client 

Count*

#                                                          

Assign-     

ments

Unique 

Client 

Count*

#                                                          

Assign-     

ments

Unique 

Client 

Count*

#                                                          

Assign-     

ments

Unique 

Client 

Count*

#                                                          

Assign-     

ments

Unique 

Client 

Count*

#                                                          

Assign-     

ments

Unique 

Client 

Count 

within SU

Unique 

Client 

Count*

#                                                          

Assignments

4/11/16 - 6/30/16 11 12 2 2 8 8 21 11 22

FY 16/17 55 59 6 6 40 43 11 12 4 4 116 65 124

FY 17/18 27 29 3 3 44 47 16 18 3 3 93 58 100

FY 18/19 31 37 6 7 49 51 5 6 91 67 101

Sum Unique Count 100 122 17 18 73 85 23 36 4 4 217 112 265

Data source: Data Warehouse

*Assignments remaining open from FY to FY will be counted each year, but only once in the sum.  

Total
Unique Clients 

Assignments 

Served by 

Period

3120                               

MH Engagement

3121                         

MH Assessment

3122                          

MH ACT

3125                         

SUD Assessment

3126                       

SUD ODF

*Assignments may be open for the period, but have no services entered in the period reported, therefore unique client counts may differ between assignments and 
*Excludes client with case # 0(zero)
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Service Code Service Description # Services %Type
50 Case Management                   3,458 47.9%

20 Medication Visit                   1,573 21.8%

35 Individual Rehab                       627 8.7%

909 Unbillable Service                       466 6.5%

36 Group Rehab                       274 3.8%

33 Collateral                       220 3.1%

58 Crisis Int Admit EMERGENT                       149 2.1%

30 Individual Therapy                       109 1.5%

57 Crisis EMERGENT                         89 1.2%

908 Case Mgmt - No Medi-Cal                         78 1.1%

13 Plan Development                         57 0.8%

32 Group Therapy                         57 0.8%

77 Crisis URGENT                         56 0.8%

               7,213 100.0%Total Direct Services

Direct Services

Direct Services
#4

As an FSP that serves extremely hard-to-engage individuals, 87 individuals were enrolled in 
the engagement component; 83% of those individuals were assessed, 15% being SUD 
assessments. In addition, 60% were eventually enrolled in the ACT level of the COD FSP. 
Engagement with this population is very time consuming and staff have shared that time spent 
engaging is directly related to the quality of the relationships built with clients and ultimately the 
outcomes for clients. Staff consistently shared comments such as “Success with hard to 
engage client…[involves] being patient, light touch and consistent, frequent contact” and 
“learning to build relationships sometimes slowly, building trust.” These comments depict the 
critical nature of engagement time.  
 
An average of 43 clients (129/3) per fiscal year were served in ACT, but averaged 24 unique 
clients (73/3) per year across the three fiscal years. This data, along with the COD FSP length 
of stay data and qualitative data, indicates that clients do move in and out of the COD FSP, 
and also indicates that there is a high rate of client carry over from fiscal year to fiscal year 
when they are engaged. To illustrate this, the average length of stay in ACT was 383 days, 
meaning that many clients spanned at least two of the fiscal years. These are the clients that 
also had the best outcomes as discussed later in the report.  

Service Data 

The vast majority (93%) of the services provided across the COD FSP were direct services, 
while the remaining 7% indirect services were outreach/engagement (4%), conservatorship 
administration (1%), clinical meetings (1%), and screening/other assessment (1%).  

As illustrated in the charts to 
the right and below, close to 
50% of all direct services were 
case management (47.9%), 
followed by medication visits 
(21.8%), then individual 
rehabilitation (8.7%). This is 
consistent with the premise 
that case management for the 
COD  FSP population is 
critical for stabilizing, meeting 
foundational needs, and 
building trust. Medication visits 
and individual rehabilitation 
services are also critical, but 
are not as frequent nor time 
intensive. 
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Direct Services
#5

Clinical & Support Services
#6

 

The following chart further indicates the distribution of types of services provided to the COD 
FSP clients by Project component. For the purposes of this report, clinical services are 
categorized as services provided by clinicians or psychiatrist/nurse staff, and include individual 
or group therapy, assessments, crisis intervention, and med services. Support services are 
categorized as the services that support those clinical services such as case management and 
outreach and engagement.  
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% Ratios of Clients to Services
#7

It is again clear that support services, mainly case management, are an extremely important 
feature of the COD FSP, for both outreach/engagement and at the ACT level. It is also worthy 
to note that the ratio of clients to services is quite low, meaning that a relatively small number 
of clients received a large proportion of the services. The chart below portrays the percent of 
clients in relation to the percent of all services provided. The data shows that a fairly small 
percentage of the clients receive a large percentage of the total services, indicating strong 
engagement with concentrated services for those clients.   
 
 

 
 
 

 
 
 
SUD Services 
 
A critical aspect of this Project was to ensure that both mental health and substance use 
issues were being addressed concurrently. Of the 106 unique clients, 40% were connected to 
SUD services, including SUD assessments, Outpatient Treatment (OP), Intensive Outpatient 
Treatment (IOT), Perinatal Intensive Outpatient Treatment, Residential Treatment, Withdrawal 
Management, Narcotic Treatment Program (NTP) Detox and Maintenance, Adult Drug Court, 
and Forensic SUD Engagement. Below is a chart depicting the distribution of SUD services. 
OP and IOT SUD services were the most prevalent, followed by Residential and Withdrawal 
Management.  
 
 
 
 
 
 

Percentages are based on 106 clients and 7,901 services (including non-treatment services) 
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*Drug Court, Forensic SUD Outreach, Perinatal IOT 

SUD Services by Type
#8  

 
 

 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
As mentioned previously, as clients entered into SUD treatment programs, the COD FSP staff 
were continuously engaged, working in conjunction with SUD program staff and remaining as a 
support system for clients. Staff have shared that this collaboration is imperative for the clients’ 
success. One staff commented, “…a client reported to me she felt supported by the whole 
team and felt like the whole team was there to support her. [The] client was able to maintain 
stabilization while transitioning from SRC [Stanislaus Recovery Center] residential [treatment] 
to…sober living due to this support.” Another stated, “By being co-located on SRC's campus 
and having a client in the COT IOT [Co-occurring Treatment Intensive Outpatient Treatment] 
program and connected with our team, the client has been working and reaching treatment 
plan goals. Ultimately it has increased peer support and continuous linkage to the FSP.” These 
comments support how important it was in this Project to not only make a referral, but maintain 
relationships and continuous contact with the client and with the program to which he/she was 
referred.                                                       
 
Length of Stay 
 
Throughout the project, staff noted how time intensive it was to effectively engage, build trust, 
and maintain relationships with clients. One staff wrote that it was important to “allow client[s] 
time to ‘Buy in’ for treatment offers,” while another stated the importance of “being present in 
client's life, and having time to support client needs.” Consequently, the length of stay in the 
engagement and ACT levels were expected to be representative of this observation. It was 
also expected that clients in the COD FSP would be connected to SUD services preferably 
while still open to the COD FSP, but even after discharge. The following data illustrates the 
average length of stay for clients in the engagement and ACT levels of the COD FSP, as well 
as the average length of stay for those clients who received SUD services outside of the COD 
FSP during the project time period. 
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Referrals & Linkages
#10

Average Days Per Client
#9

 
 
 

 
   
 
 
 
 
 
 
 
 
 
 
 
 
The average length of engagement was close to 2 months, recalling that about 60% of the 
clients then moved into the ACT level. When the length of additional time spent in SUD 
programs are added to that, the average length was over 6 months. Similarly, the average 
length of time in the ACT level was slightly over 12 months and 16 months with SUD services. 
In addition, the length of time that clients stayed in the ACT level increased each year of the 
project. For example, the average length for the first full year was 150 days, increasing to 209 
during the third year.  
 
Referrals and Linkages 
 
Not all services were provided by the COD FSP or other BHRS treatment programs. A key 
component of the success of some clients is connection with community resources and 
community/peer support. Referrals and the success of linkages were tracked to analyze which 
resources were most prevalent and successful. The results are illustrated below.  
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Subscale Questions

Percent 

Favorable 

May 2017 

n=13

Percent 

Favorable 

May 2018 

n=11
73 answered 

questions

65 answered 

questions

Access 79% 92%

Services Location

Staff willing to help

Staff returned call 24 hours

Service times good

Received services needed

Saw psychiatrist as needed

90 answered 

questions

86 answered 

questions

Outcomes 60% 70%

Able to control life

Able to deal with crisis

Get along better with family

Better in social situations

Better in school/work

Housing situation has improved

Symptoms not bothering as much
38 answered 

questions

33 answered 

questions
General 

Satisfaction 81% 100%

Like services received

Still would choose this agency for service

Recommend this agency to family or friends

Consumer Perception Survey Results
#11

A total of 2,111 referrals were made for 56 clients, and 1,178 (56%) were known to be 
successful. Of the 56 clients who were referred, 90% had at least one successful linkage. It is 
apparent that the most successful referrals were made in the area of shelter and housing. 
These were followed by SUD services and community resources. Also of note, 29 clients 
participated in a recovery community of support, which means that each experienced a 
successful linkage to a community resource that specifically supports recovery (e.g., AA, NA, 
NAMI, etc.). Attachment #12 provides the list of the programs and resources for referrals.   

Client Perspective and Progress  

At the foundational core of this Innovation Project is dedication to meeting clients where they 
are – physically where they are living/staying, as well as where they are with their behavioral 
health challenges. Building relationships and doing “whatever it takes” were key elements for 
successful outcomes. Throughout the entire Project, checking in with clients often was an 
expectation for staff. There were also formal check-in points with surveys and intervention tools.  
 
Consumer Perception Survey 
 
The consumer perception survey administration yielded 24 responses, 13 in 2017 and 11 in 
2018. The results can be seen in Attachments #13 and #14. Although it was a small sample 
size and not enough to show statistical significance, it is worth noting that there were several 
subscale areas of improvement. The subscales “Access”, “Outcomes”, and “General 
Satisfaction” all indicated more favorable results in 2018 compared to 2017. Increased 
satisfaction and access improvement could be attributed in part to COD FSP being more fully 
staffed during the 2018 survey period, as it has been stated that a full staff makes a 
tremendous difference in the quality of services. Staff were likely 
able to respond more quickly and having a psychiatrist on the site also made it more 
convenient to be seen. In addition, it is worth noting that the clients’ perceptions of their 
outcomes improved to 70% in very critical areas of improved functioning such as “Able to deal 
with crisis” and “Symptoms not bothering as much.” 
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Advancement on MHRTS Advancement on SATS 

Comparison of base 
MHRTS/SATS  

to last  
MHRTS/SATS 

completed 

MHRTS & SATS Advancement
#12

MHRTS and SATS – Tools for Process and Outcomes 

The Mental Health Recovery Treatment Stages (MHRTS) and the Substance Abuse Treatment 
Scale (SATS) tools were utilized by staff to check in with clients regarding the clients’ stages of 
recovery. These tools helped to show client recovery progress as measured by positive 
changes in stages of recovery as illustrated below: 
 

 
MHRTS 

 

Recovery 
Progress 

       

 
SATS 

0 – No mental health problems 
reported 

1 – Pre-engagement 

1 – Pre-engagement 2 – Engagement 

2 – Engagement/Outreach 3 – Early Persuasion 

3 – Contemplation/Exploration 4 – Late Persuasion 

4 – Recovery Awareness 5 – Early Active Treatment 

5 – Stabilization/Beginning Recovery 6 – Late Active Treatment 

6 – Active Recovery 7 – Relapse Prevention 

 8 – In Remission or Recovery 
 

Staff consistently worked with clients to evaluate recovery progress within the framework of the 
MHRTS and SATS stages concurrently. The hypothesis was that if staff were aware of the 
language and intervention methods of both the mental health and substance use disorder 
frameworks in relation to the client’s recovery progress concurrently, the challenges could be 
addressed. The MHRTS and SATS were intended to be both a tool to reveal outcomes, but 
also a tool to lead staff to appropriate interventions. Mixed results were realized for both 
intentions. 
 
MHRTS/SATS as Outcomes Tools 
 
Although some outcomes insights were gained, the MHRTS and SATS did not work as well as 
intended as outcomes tools. The results are illustrated below. 
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Advancement on MHRTS Advancement on SATS 
Advancement on 
MHRTS and SATS 

Reflects any 
advancement of 
MHRTS/SATS  
during program 

MHRTS & SATS Advancement
#13

As shown above, there was 27% and 28% client advancement on the MHRTS and SATS, 
respectively. Those who advanced in MHRTS were in the COD FSP an average of 14 months, 
while those who advanced in SATS were in the COD FSP an average of 11 months. However, 
according to staff during both the journaling process and the focus group, this data does not 
capture all the vicissitudes involved with client recovery progress. Two main themes have 
emerged: 1) Clients at this level move up and down the scale multiple times throughout 
recovery; and 2) The tools are not sensitive enough to the small, but very meaningful, changes 
in recovery for clients in this Project. A different look at the data shows change more accurately, 
but still does not cover the nuances that staff shared. The different charts below reflect any 
advancement on the MHRTS/SATS during their time in the COD FSP. This means that there 
could be two steps advancement and one step back or any combination of movement forward 
and back within the recovery process. However, by viewing the data in this way, recognition 
can be given to movement in recovery at any time. The charts illustrate that 76% of the clients 
advanced on both the MHRTS and SATS.  

 
 
 

 
Some staff did find the MHRTS and SATS useful to track progress, stating, “Using the MHRTS 
and SATS has been successful tool for the program. I’ve been able to see where my clients 
progress or digress in their recovery.” However, others were more critical of the tools’ use for 
this purpose. Multiple individuals commented that often clients were in extremely early stages 
of recovery throughout the Project, and it was difficult to see progress through the tools – there 
was movement within stages, but not as much between stages. During the planning of the 
Project, the “micro-steps” between pre-engagement and engagement in both mental health 
and SUD were underestimated. In order to be more helpful, the tools would need to be more 
sensitive to the “micro” changes clients made, including the baby steps along the way to 
recovery. Most staff concurred that observations of client improvements were more 
encouraging than the scale ratings that didn’t capture those small successes. It was suggested 
that a tool more sensitive to this population’s “successes” or a tool that focused on positive 
relationship building would be more useful, accurate, and motivating. According to one staff, 
“Recognizing any progress is something to celebrate!” 
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% Clients by Strategies
#14

MHRTS & SATS as Process Tools 
  
Although the MHRTS and SATS were limited as outcomes tools to depict progress, staff did 
utilize the tools for process, relationship building, and intervention purposes in different ways. 
Several staff journal comments indicated that MHRTS and SATS were helpful in utilizing a 
stage-based approach, writing, “Using [a] stage based approach has been successful (i.e., 
MHRTS and SATS) in identifying where our clients are at.” Others observed that the tools had 
value in conceptualizing and guiding interventions and opening discussions amongst team 
members. The tools acted as conduits for discussions, especially when there was friction 
between disciplines (mental health and substance use). They assisted in maintaining a 
concurrent stage-based approach and facilitated critical discussions from a co-occurring view. 
One staff observed that the team used the tools to “force” a focus on SUD in a more structured 
manner.   
 
As MHRTS and SATS were intended to guide interventions, staff also tracked the interventions 
used in conjunction with the MHRTS and SATS ratings. The table below lists the co-occurring 
strategies suggested for the various stages of recovery (additional definitions and details can 
be found in Attachments #4 and #5). It also depicts the percentage of clients for which each 
strategy was used. There were 59 clients for which there were strategies recorded for MHRTS 
and SATS. The strategies/interventions were recorded and analyzed separately for the 
MHRTS and SATS since a strategy may have been instrumental in progress along the MHRTS 
spectrum but not SATS or vice versa. For example, motivational interviewing may have been 
successful in establishing regular treatment for mental health but not for SUD.     

 
 

 

n=59 

% Clients for which strategy was 
used for appropriate MHRTS Stage Co-occurring Strategies 

n=59 

% Clients for which strategy was 
used for appropriate SATS Stage 

97% A  Outreach 97% 

98% B  Trusting relationship 100% 

98% C  Practical support 93% 

59% D  Harm reduction 71% 

47% E  Assessment 51% 

49% F  Peer outreach 49% 

22% G  Motivational interviewing 19% 

12% H  Ambivalence is normal 22% 

7% I   Pay-off Matrix 5% 

2% J  Education - 

14% K  Peer recovery - 

2% L  Medications tried - 

10% M  Skill building - 

14% N  Social support / Peer support - 

- O  Cognitive behavioral interventions - 

- P  Medications / side effects actively managed - 

- Q  Integrated timelines (AOD, MH, and trauma) - 

- R  Other therapeutic interventions - 

- S  Other therapeutic interventions - 

- T  Planning - 

- U  Recovery lifestyle - 

- V  Social Support - 
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Peer Outreach

Motivational interviewing

Ambivalence is normal

Pay-off matrix

Education

Peer recovery

Medications tried

Skill building

Social support/Peer support

# of MHRTS Strategies Utilized
#15

# of SATS Strategies Utilized
#16

The strategies O through V are those listed for higher levels of recovery, and it is evident that 
those strategies were not typically utilized for the clients in this Project. An exception to this 
was in the area of medications (P). The staff who were completing the MHRTS and SATS were 
not the staff using medications as an intervention, so that was not captured on the MHRTS and 
SATS. This strategy was indeed used by medical staff. For both the MHRTS and SATS, the 
strategy focusing on trusting relationships is the most widely used (almost all clients), followed 
by practical support and outreach. Every time a strategy was used, staff also recorded if it was 
successful. The co-occurring strategies yielded an overall success rate of 92% for MHRTS 
stages (54 of the 59 clients received successful intervention with at least one strategy), and an 
overall success rate of 93% for SATS stages (55 of the 59 clients received successful 
intervention with at least one strategy).     
 
Depicted below is a summary of the number of times strategies were used during the COD 
FSP Innovation project time period.  

 
 

 
 
 

 -

 200

 400

 600

 800

 1,000

 1,200

981 1,008 

794 

273 

152 170 
58 28 12 

SATS Strategies

Outreach

Trusting relationship

Practical support

Harm reduction

Assessment

Peer Outreach

Motivational
interviewing



 

P a g e  | 17 

 

Discharge Reasons
#17

Again, it is apparent that the strategies recommended during the first two levels of recovery 
“pre-engagement” and “engagement/outreach” are those strategies utilized the most. With 
slight order differences between MHRTS and SATS, the three strategies Outreach, Trusting 
relationship, and Practical support make up approximately 80% of all of the strategies 
utilized.   
 
These strategies and interventions were at the core of team discussions. However, it was 
extremely clear that building relationships and rapport with clients are at the heart of this work. 
This theme was reiterated in both staff journals as well as the staff focus group. As one staff 
member aptly noted, “Rapport is everything. No rapport equals no opportunity for intervention.” 
These tools also helped facilitate communication and collaboration so that the team could 
consistently be “on board” with appropriate interventions. 
 
 

Outcome Data 

 
Discharge Data 
 
There was a total of 111 discharges from the COD FSP Engagement subunit and 55 
discharges from the COD FSP ACT subunit during the Innovation project time period. As 
discussed previously, clients move in and out of the COD FSP for multiple reasons. For the 
Engagement subunit, 60% of the discharges were to transfer the client to another treatment or 
non-treatment program, administrative discharges (when clients were not present) accounted 
for another 8%, incarceration 2%, and death 2%. The client withdrew voluntarily 3% of the time 
and met goals another 2%. The ACT level discharges yielded the following results: 

 
  
 

  
 

n=55 
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Prior FSP Data
#18

Data Collection and Reporting-Look Alike (DCR-LA)  
 
As earlier stated, the primary reason this Innovation project was proposed was in recognition 
that the target population consists of extremely difficult to engage individuals with complex 
mental health and substance use disorders. Many of these individuals were already receiving 
services from other adult FSP programs but were not necessarily fully engaged in the services. 
About 23% (17) of the 73 clients who received services in the COD FSP ACT level during the 
project time period had previously been open to the ACT level of a different FSP. The goal was 
to compare FSP DCR data for these individuals to determine if the new combination of 
services, stage-based approach, and practices/processes would yield improved outcomes for 
these clients. Several issues, including missing partnership information and outdated data 
prevented an accurate evaluation. However, the data from the other FSP programs were 
compared to the aggregate COD FSP data.  
 
The following are results for the 17 individuals enrolled in other FSP programs prior to the 
COD FSP.  The average length of stay was almost 28 months in the previous FSP programs. 

 
 
 

 
As illustrated, there were increases in jail days, homeless days, and mental health 
hospitalizations for this group of clients. Although there was a decrease of one in the number 
of clients with jail days, the remainder of the outcomes were not positive. Below are the results 
of the COD FSP clients.  
 
 
 

 

Outcomes for clients in 

their first year in FSP

n=17

Jail Days

     55% (from 11 clients 

with 895 days to 10 clients 

with 1,383 days)

Homeless Days

     102% (from 10 clients 

with 2093 days to 14 

clients with 4235 days)

Mental Health Hospitalizations 

     209% (from 9 clients 

with 175 days to 12 clients 

with 540 days)

Data Source:  DCR-LA EPLD Res idence Report

For each year of outcomes, the 

# of days/events/arrests  i s  

compared to the # of 

days/events/arrests  for those 

cl ients  1 year prior to engaging 

in the FSP (the basel ine)  

Outcomes for Other FSPs prior to COD FSP
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COD  FSP

Outcomes for clients in 

their first year in FSP

Outcomes for clients in 

their second year in FSP 

Outcomes for clients in 

their third year in FSP 

n=37 n=18 n=4

Jail Days

     45% (from 13 clients 

with 631 days to 5 clients 

with 349 days)

       86% (from 7 clients 

with 264 days to 3 

clients with 37 days)

       100% (from 1 client 

with 90 days to 0 clients 

with 0 days)

Homeless Days

     51% (from 21 clients 

with 3,279 to 14 clients 

with 1,602 days)

      99% (from 7 clients 

with 1,150 days to 2 

clients with 9 days)

      100% (from 2 clients 

with 241 days to 0 

clients with 0 days)

Mental Health Hospitalizations 

     56% (from 29 clients 

with 558 days to 19 

clients with 869 days)

      98% (from 14 clients 

with 221 days to 3 

clients with 5 days)

      97% (from 4 clients 

with 72 days to 1 clients 

with 2 days)

Arrests

    63% (from 20 clients 

with 41 arrests to 8 

clients with 15 arrests)

      65% (from 10 clients 

with 17 arrests to 3 

clients with 6 arrests)

      100% (from 2 clients 

with 2 arrests to 0 

clients with 0 arrests)

Data Source:  DCR-LA EPLD Res idence Report

For each year of outcomes, the 

# of days/events/arrests  i s  

compared to the # of 

days/events/arrests  for those 

cl ients  1 year prior to engaging 

in the FSP (the basel ine)  

COD FSP Outcomes
#19

 
 

 
 
 

 
Outcomes for FSP clients for period of 4/11/2016 through May 31, 2019 

 
Of the 58 clients who agreed to be a “partner” and share their information/data, 37 clients were 
in the COD FSP ACT level for 1 year or more, 18 clients for 2 years or more, and 4 clients for 3 
years or more. This chart includes the outcomes for clients in their first, second, and third year. 
All areas of outcomes showed improvement during each of the three years in the COD FSP. 
Although there was an increase in the number of mental health hospitalizations for clients in 
their first year in the FSP, there was a decrease in the number of clients with hospitalizations. 
The data also shows that the outcomes improve as clients are in their second and third years.  
 
The following tables display outcomes during the same time period for the other Adult FSP 
programs at BHRS to compare to the COD FSP outcomes. 
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FSP-01 Telecare SHOP

Outcomes for clients in 

their first year in FSP

Outcomes for clients in 

their second year in FSP 

Outcomes for clients in 

their third year in FSP 

n=269 n=178 n=119

Jail Days

     24% (from 61 clients 

with 2,666 days to 40 

clients with 2,028 days)

       27% (from 38 clients 

with 1,230 days to 23 

clients with 902 days)

       21% (from 24 clients 

with 791 days to 20 

clients with 957 days)

Homeless Days

     77% (from 66 clients 

with 11,419 to 40 clients 

with 2,605 days)

      80% (from 44 clients 

with 7,397 days to 14 

clients with 1,470 days)

      86% (from 27 clients 

with 4,407 days to 15 

clients with 629 days)

Mental Health Hospitalizations 

     17% (from 199 clients 

with 5,266 days to 139 

clients with 4,380 days)

      34% (from 126 

clients with 3,010 days 

to 62 clients with 1,985 

days)

      46% (from 79 clients 

with 1,732 days to 38 

clients with 938 days)

Arrests

     32% (from 70 clients 

with 133 arrests to 42 

clients with 91 arrests)

      61% (from 44 clients 

with 93 arrests to 21 

clients with 36 arrests)

      53% (from 32 clients 

with 59 arrests to 16 

clients with 28 arrests)

Data Source:  DCR EPLD Res idence Report

For each year of outcomes, the 

# of days/events/arrests  i s  

compared to the # of 

days/events/arrests  for those 

cl ients  1 year prior to engaging 

in the FSP (the basel ine)  

Other FSP Data
#20

 
 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FSP-05 Integrated Forensics Team 

Outcomes for clients in  
their first year in FSP 

Outcomes for clients in  
their second year in FSP  

Outcomes for clients in  
their third year in FSP  

n=106 n=51 n=23 

Jail Days 
     69%  (from 84 clients  
with 7,448 days to 45  
clients with 2,312 days) 

       55%  (from 40 clients  
with 3,973 days to 19  
clients with 1,776 days) 

       62%  (from 16 clients  
with 1,535 days to 7  
clients with 590 days) 

Homeless Days 
     49%  (from 32 clients  
with 5,207 to 25 clients  
with 2,639 days) 

      45%  (from 11 clients  
with 1,457 days to 12  
clients with 796 days) 

      114%  (from 3 clients  
with 297 days to 6  
clients with 636 days) 

Mental Health Hospitalizations  
     15%  (from 44 clients  
with 866 days to 43  
clients with 995 days) 

       48%  (from 20 clients  
with 314 days to 18  
clients with 464 days) 

       249%  (from 10  
clients with 192 days to  
7 clients with 670 days) 

Arrests 
      48%  (from 84 clients  
with 204 arrests to 40  
clients with 106 arrests) 

      55%  (from 38 clients  
with 94 arrests to 16  
clients with 42 arrests) 

      67%  (from 16 clients  
with 48 arrests to 7  
clients with 16 arrests) 

Data Source:  DCR EPLD Residence Report 

For each year of outcomes, the  
# of days/events/arrests is  
compared to the # of  
days/events/arrests for those  
clients 1 year prior to engaging  
in the FSP (the baseline)   
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FSP-06 High Risk Health

Outcomes for clients in 

their first year in FSP

Outcomes for clients in 

their second year in FSP 

Outcomes for clients in 

their third year in FSP 

n=154 n=91 n=64

Jail Days

     19% (from 17 clients 

with 751 days to 9 clients 

with 610 days)

       77% (from 9 clients 

with 398 days to 3 

clients with 91 days)

       99.5% (from 6 

clients with 206 days to 

1 client with 1 days)

Homeless Days

     75% (from 31 clients 

with 6,208 to 18 clients 

with 1,574 days)

      90% (from 16 clients 

with 3,529 days to 4 

clients with 353 days)

    99.9% (from 11 clients 

with 2,205 days to 3 

clients with 3 days)

Mental Health Hospitalizations 

     38% (from 88 clients 

with 1,953 days to 56 

clients with 2,694 days)

      24% (from 50 clients 

with 1,096 days to 19 

clients with 837 days)

      19% (from 36 clients 

with 774 days to 15 

clients with 629 days)

Arrests

     47% (from 17 clients 

with 30 arrests to 6 

clients with 16 arrests)

      60% (from 8 clients 

with 20 arrests to 3 

clients with 8 arrests)

      100% (from 5 clients 

with 11 arrests to 0 

clients with 0 arrests)

Data Source:  DCR EPLD Res idence Report

For each year of outcomes, the 

# of days/events/arrests  i s  

compared to the # of 

days/events/arrests  for those 

cl ients  1 year prior to engaging 

FSP-07 Integrated Service Agency

Outcomes for clients in 

their first year in FSP

Outcomes for clients in 

their second year in FSP 

Outcomes for clients in 

their third year in FSP 

n=168 n=157 n=147

Jail Days

     75% (from 15 clients 

with 1,735 days to 11 

clients with 430 days)

       78% (from 13 clients 

with 1,307 days to 6 

clients with 294 days)

       79% (from 12 clients 

with 1,142 days to 4 

clients with 237 days)

Homeless Days

     79% (from 20 clients 

with 2,174 to 14 clients 

with 467 days)

      78% (from 17 clients 

with 1,711 days to 5 

clients with 371 days)

   92% (from 15 clients 

with 1,255 days to 7 

clients with 100 days)

Mental Health Hospitalizations 

     38% (from 73 clients 

with 2,989 days to 69 

clients with 4,127 days)

      1% (from 66 clients 

with 2,635 days to 46 

clients with 2,665 days)

      48% (from 62 clients 

with 2,479 days to 38 

clients with 1,294 days)

Arrests

     48% (from 16 clients 

with 44 arrests to 11 

clients with 23 arrests)

      53% (from 14 clients 

with 36 arrests to 8 

clients with 17 arrests)

      72% (from 12 clients 

with 32 arrests to 2 

clients with 9 arrests)

Data Source:  DCR EPLD Res idence Report

For each year of outcomes, the 

# of days/events/arrests  i s  

compared to the # of 

days/events/arrests  for those 

cl ients  1 year prior to engaging 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All of the FSP programs had positive outcomes in multiple domains during this time period. 
However, there are some differences in target populations (e.g., Integrated Forensics Team 
clients are those on probation and/or have frequent contact with law enforcement), as well as 
the numbers served. Each FSP program is specialized in specific areas to best serve particular 
client populations. As discussed previously, the Innovation Project was proposed to address a 
gap in the system for serving very difficult to engage individuals with co-occurring disorders. 
Those clients engaged in other FSPs prior to the COD FSP did not have the positive outcomes 
seen for the most part here. However, the COD FSP is showing promise serving this 
population with early positive outcomes.  
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Assessing Project Successes and Challenges  
Through Qualitative Data 

 

An important component of the evaluation of this Innovation project was the consistent 
collection of feedback from staff from the initial stages of the Project throughout the three years. 
Staff were asked to provide this feedback through team “learning meetings”, journaling, and a 
focus group. They were consistently asked to reflect upon the learning questions of the project 
through each of these methods. Although discussions about specific clients and interventions 
were critical and occurred in other team meetings, the learning meetings focused on 
maintaining awareness of the different approach this Project was trying when working with the 
co-occurring disorder population. The critical concepts of meeting clients where they are and 
utilizing the stage-based approach for mental health and SUD concurrently were kept in the 
forefront of all of the work through these meetings. This was also a time when staff were 
encouraged to be open about what was working well in the Project and amongst the team, as 
well as what was not working as well. In order to have these intensive conversations, staff 
were expected to enter journal entries (see Attachment #6) weekly before the learning 
meetings to provide reflections about the learning questions.  
 
During the incipient stages of the project, both the journaling and learning meetings were 
critical and quite useful in building awareness in utilizing a stage-based approach and keeping 
the learning questions of the Innovation project in the forefront. As the project progressed, the 
journaling practice diminished substantially, and many of the entries continued to be very 
similar in nature, with slight variations depending on the circumstances of the Project (e.g., 
staff turnover, higher caseloads, etc.). However, this practice illuminated key themes that were 
again confirmed in the staff focus group when the project ended. Staff were asked to reflect on 
their learning and any shifts in thinking while working in the Project. The request was to 
comment on successes, challenges, areas for improvement, as well as observations about 
practices/processes that were most effective for the team and clients. The following charts 
depict the major themes in each of the areas staff were asked to reflect upon. The theme 
“other” includes the comments/observations that were not easily categorized or were lone 
comments. Each section includes the total number of comments and the percentage of 
comments/observations that were part of each theme that surfaced. Examples of the journal 
entries for each theme are also included. When applicable, relevant discussions from the focus 
group (see Attachment #3) are added for additional insight into the staff’s thoughts and 
observations about the Project and work.  
 
 
 
 
 
 
 
 
 
 
 
 
 



 

P a g e  | 23 

 

Qualitative Success Data
#21

 
 

 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• “As a team we have learned to communicate better, which benefits 

everyone. Being responsive to team and personal needs has helped a 

lot. We regularly link with SRC and other agencies (especially 

methadone clinics and housing support services), and keeping those 

relationships open and healthy have been a benefit to us when 

linking clients to needed services.” 

• “I liked getting suggestions from team on how to engage client like 

enroll client in literacy program, connecting with facilitating groups 

at Empowerment Center.” 

• “Working as a team to an agreed upon outcome for clients. Asking 

for input from team mates as ways to improve outcomes.” 

• “Observing client as a whole person, not just a "substance user" or 

mentally ill – it’s an ‘and’ not an ‘or’.” 

• “Validating client strengths, reframing negative views of self, 

combined with consistency of staff supports and hope in client 

recovery.” 

• “I liked how we are working towards always remaining client centered 

and meeting the client where they are at.” 

• “Viewing client from family systems as important as MHRTS/SATS 

& stages of change.” 

• “Connecting clients to needed services in the community and supporting 

them to follow through.” 

• “Meeting clients where they are at and getting them to Doctors to get 

needed medications. Connecting clients to SRC from psych hospital.” 

• “Our clinicians taking the initiative and scheduling our clients for 

therapy, as there was a disconnect in the past.” 

• “The team worked with consistent thoughts, beliefs, perceptions of co-

occurring disorders to meet client needs and engaged clients on agreed 

upon goals through positive relationship with client.” 

• “Outreach and engagement of COD is a priority. We get people into 

treatment.” 

• “Staff was able to get client to lab appointment. Client was unable to do it 

on her own. Helping to establish trust with client. When client was nervous 

about getting blood work done and normalized client's feelings.” 

• “Being present in client's life, and having time to support client needs.” 

• “Validating clients is effective in gaining trust.” 

• “Build rapport to develop relationship that fosters trust with client.” 

• “Although some clients appeared stressed/ frustrated at times, it seemed 

they trust the team to help them through.” 

•  “I'm realizing co-occurring disorders require a lot of support from the 

family.” 

• “Housing first for client at Garden Gate.” 

• “Having the ability to do a collateral with family members and client.” 

•  “I felt successful when I was with a client. Having a conversation with 

him and being able to get him to laugh and smile. After all of the 

consistency of working with the client and being able to help him into 

his apartment.” 

• “Observing client take his medication daily and see him get better.” 

•  

n=179 
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In the area of “Successes”, the most predominant themes were in the areas of teamwork, the 
different approaches the Project was utilizing, and linking clients to resources. Engagement 
and relationship building, which seem to go hand-in-hand, were also prevalent. Staff reflected 
often about the importance of working closely as a team, listening to each other (really 
“hearing”), and supporting each other in their work. They realized that this work is not for lone 
individuals, but for a “community” of providers.  
 
The staff focus group also supported this philosophy, reiterating the importance of team 
dynamics and being able to trust and rely on one another. To reinforce this, team relationships 
need to be attended to and nurtured. The daily team meetings and weekly learning meetings 
allowed for increased communication opportunities among disciplines, sharing of multiple 
perspectives, and cohesiveness. Case consults and planning also allowed for staff to adjust to 
clients’ needs. The learning meetings also reinforced the team’s shared vision and tenets of 
the Project, and encouraged the team to remain focused on the innovative approaches 
expected to improve clients’ lives. The meetings served as a reminder of the purpose of the 
work. Staff also shared that the learning meetings helped structure the Project, aiding staff to 
stay aligned with the goals of the Projects, stating “Interventions would be different if the goal 
was clear instead of focusing on just putting out fires [crises].”     
 
Staff also reflected often on the COD FSP approaches that were central to the Innovation 
project. The use of the stage-based approach through a co-occurring lens, meeting clients 
where they are, and a more “whole person” foundation yielded successes in working with 
clients and a real commitment to keeping these approaches the focus of the work. Staff found 
that these approaches provided this hard-to-engage population a sense of dignity and respect, 
which went a long way in building trust and relationships, ultimately leading to progress for the 
client. Within these approaches is the core belief in dignity and viewing the client as a person 
rather than a diagnosis. Critical to dignity and respect is to reserve pre-judgment and hear an 
individual’s story, as well as believing in his or her capabilities.  
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Qualitative Practices & 
Processes Data

#22
 

 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• “Exploring clients aspirations rather than assuming client desires. 

Encourage!.” 

• “Client centered and strength-based combined with patience and 

hope for client personal discovery and commitment to 

recovery/wellness” 

• “I have changed my own views & try to view through a new lens, 

not past experiences with the same clients.” 

• “Meeting clients where they are at. Keeping an open mind and 

listening to clients needs.” 

• “Understand: practice the process of identifying client moments 

of clarity rather than following psychosis (Draining). Remember 

to remain with client in the present instead of focusing on 

symptomology.” 

• “Team meetings/client consultation from multi-disciplinary team is 

effective.” 

• “Team meetings and effective communication has been working.” 

• “Communication and teamwork are essential- we need one another 

as these difficult clients will increases burnout.” 

• “Team building - e.g. telling each team member what you see is a 

strength and how that effects clients & team alike.” 

• “Team meetings focusing on each team members perspective of 

each client and how they are engaging ongoing support and 

relationships.” 

• “Team continues to strengthen communication. Team is building 

stronger relationships with community partners.” 

• “I feel the learning meeting is a great place to have effective 

communication due to feeling like a safe environment…” 

• “Frequent contact with clients & community providers promote 

effective communication & overall continuum of care.” 

• “Open communication during team meetings. I was able to share 

what was bothering me.” 

• “Co-Occurring lens. Person centered. Build relationships, high level of 

outreach and engagement. Stage based approach, go the extra mile.” 

• “Keeping the co-occurring lens focus; effective, respectful and 

assertive communication.” 

• “High fidelity = following the model as closely as possible assertively.” 

• “Being consistent across staff practices/process as it applies to each client 

individually.” 

• “Working with these clients is more about the process than the outcome.” 

• “Learning more about practices and processes so I can better service clients.” 

• “Working on relationship to get client to open up and take the 

opportunity to use clients’ willingness to engage in treatment.” 

• “Good neighbor policies with community agencies/resources.” 

• “[Using the] learning meeting and actually using the MHRTS & 

SATS to track where our client is at.” 

• “Meeting client where they are at. Using/clean harm reduction and 

looking towards a new way of living. Assisting clients with identified 

needs.” 

• “Harm reduction, keeping an open mind, supporting client even if they 

make poor choices.” 

n=181 
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In the area of “Practices & Processes”, the most prominent themes were the changes 
experienced in communication and teamwork. Most of the staff reflected consistently about the 
benefits of intentional efforts to bolster effective communication and teamwork. In particular, 
the regularly scheduled team meetings allowed staff to share progress as well as struggles. 
However, every meeting was not without conflict. The intentionality of supporting each other, 
being accountable to one another, and feeling safe to have an open dialogue have provided an 
environment for this team that has made a difference. A meeting specifically dedicated to 
“learning” for the purpose of this project has been a stimulus for deeper conversations and 
non-judgmental exploration. The meetings have also kept the “co-occurring lens” and stage-
based approaches in the forefront, reminding the entire team of the focus. Staff shared that this 
intentionality helped them help their clients. As one staff stated, “Communication and 
teamwork are essential – we need one another as these difficult clients will increase burnout” 
and “Discussing at length clients individually helps team meet their needs. Being able to help 
them with needs helps our clients be more successful.” Building trust through communication 
and team building amongst staff proved to be just as important to the success of the Project as 
building trust with clients.  
  
Another practice that worked well for the COD FSP was utilizing a harm reduction philosophy. 
Staff observed that the more consistent clients were with mental health medications, the less 
their drug use affected their functioning. It was recognized that clients can be treated 
successfully while still using.  
 
Of note is that this area of comments diminished after the first year of the project. During the 
first six months especially, staff wrote about how the team was developing good 
communication and a safe environment for sharing. The comments continued to be consistent, 
and it seemed that working and meeting together in the way that was established from the 
beginning became the norm rather than a “different” practice. It became a natural part of the 
Project. 
 
The staff focus group confirmed this information. Staff related that this was a key element to a 
program that serves this population. Being accountable to one another and trusting each other 
is critical, and very palpably benefits the clients.  As a staff member aptly expressed, “I am 
noticing when the team’s communication is strong client services improve.” 
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n=281 

Qualitative Challenges Data 
#23

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• “More staff needed to accommodate the number of referrals 

for FSP/eval of co-occurring.” 

• “Case load rising-1:10 ratio has not enough time to engage at 

level needed.” 

• “Staffing issues/no clerical.” 

• “1:10 case load ratio versus workload. Lack of staff 

negatively impacts resources to assists clients & whatever it 

takes approach.” 

• “Too many referrals coming in for engagement.” 

• “Not being fully staffed.” 

• “Not enough staff to transport clients due to having clients 

that require two staff.” 

• “There are things that HAVE to be done - not enough time to 

do indirect time - no hard requirements re: engagement.” 

•  “A client called for 2 weeks straight, cussing me out and saying 

inappropriate things.” 

• “Clients' poor follow through due to learned behavior.” 

• “Not being able to integrate primary care. No psychiatric nurse, 

difficult to obtain needed services.” 

• “This week was difficult not having a psychiatrist in-house and a 

regular RN to assist with clients who may have primary medical 

issues more so than mental health.” 

• “Not having access to a medical doctor to help facilitate referrals to 

appropriate services to meet client needs. Difficulties getting client 

established with a PCP and the several month wait before they go to 

see the doctor.” 

• “Not enough housing at all levels of care.” 

• “Housing and placement barriers, respite.” 

• “Not having enough housing for clients. We work with hardest to engage 

clients. They burn out of placement and it’s hard to place them.” 

• “Being a housing first program and with minimal housing for our 

clients.” 

• “Staff become stressed, communication reduces.” 

• “When other programs release clients & fail to properly notice the 

team.” 

• “Other programs not allowing our clients the opportunity to have a second 

chance.” 

• “Adding program to building changes populations/environment of the 

building.” 

• “Inhibited to use wrap around funds in a way that allows a client to obtain 

a reward that they want to engage.” 

• “Transportation remains an issue because our clients are not always able to 

use public transportation to get to their appointments. Most do not have 

private transportation. They rely on our transportation, however staff have 

to engage with other clients, transport clients to various appointments or 

groups, and facilitate the groups.” 
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In the area of “Challenges”, the most prevalent theme was not having enough staff. Fully 
staffed, the Project consisted of a program coordinator, a psychiatrist, a nurse, a clinician, 
three behavioral health specialists (BHS), an administrative clerk, and volunteers. There were 
several times during the three years that these comments diminished substantially as these 
were the times that the Project was fully staffed. Throughout the duration of the Project, the 
level of staffing, as well as staff turnover, impacted the team in terms of morale and their sense 
of success. As previously discussed, teamwork, trust, relationships, and communication are 
critical to this Project’s success. Staff shared that when the COD FSP was not fully staffed, it 
was not possible to spend the time building upon or even maintaining these areas as the time 
was dedicated to directly serving the clients.  
 
Amongst the various staffing changes during the three years, the program coordinator was a 
very stable component of the team. This stability helped maintain the consistency of the 
Project focus and learning. This leadership remained steadfast to the learning objectives of the 
project, and to the support of the team to serve clients with quality and integrity. Team 
members observed this through their journals as well as during the focus group. One staff 
stated, “…[the coordinator] should be very proud of the accomplishments of the program.”   
 
Although the clinician role was always staffed, at times it was the coordinator who covered the 
position. There was a turnover of four clinicians during the time period, some for very short 
periods of time, and this affected team cohesiveness and continuity. There was also a period 
of time when the Project didn’t have a clerical staff member. This also affected the flow of the 
Project, continuity of scheduling, and consistency of contact for clients. The BHS role was quite 
consistently staffed with some turnover. The Innovation Project was viewed as an opportunity 
and positions were often filled by transfers within the department. Both men and women, as 
well as bilingual individuals staffed these roles, and the clients benefited from being matched 
well with a BHS. Again, the coordinator filled in when the team was without one of the BHS 
staff due to the critical nature of the role. 
 
The psychiatrist and nurse staffing was perhaps the most challenging, and probably had the 
greatest impact on the Project. For over 50% of the project period, there was not a consistent 
on-site psychiatrist, and at all phases of the Project there was a time period without one. There 
was always coverage through other programs, but according to staff, not having a psychiatrist 
on the premises diminished the effect of the Project. In addition, it was critical to have a doctor 
who was aligned with the ACT model and with the stage-based, co-occurring disorder 
treatment philosophy that uses the harm reduction approach. The absence of a doctor with a 
harm reduction approach during some time periods of the Innovation Project did affect the 
team and Project. There was also a turnover of six nurses, which also affected the team and 
the clients. As stated multiple times, consistent interaction and time with other team members 
and clients are critical in building trust, relationships, and yield better outcomes. 
 
Although this section is dedicated to staffing challenges, it is important to discuss volunteers 
here. There were seven volunteers during the project, two of which became part-time staff. 
Both men and women volunteers were a huge asset to the Project and assisted in multiple 
ways (e.g., transporting, peer support). During the focus group, the staff commented on how 
valuable the volunteers were for the success of the Project.  
 
Even during the times that the Project was fully staffed, there were still concerns about how the 
work with this population is so time intensive, and a lower caseload would make a substantive 
difference in client progress. According to the Project leadership, staff to client ratio of 1:7 was 
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n=139 

Qualitative Areas for 
Improvement Data

#24

ideal, 1:8 or 1:9 could be managed, but 1:10 and above was not sustainable for staff or optimal 
for clients to sustain progress or increase positive outcomes.  
 
As a “housing first” Project, another major challenge was the lack of housing options. Staff 
observed that they worked with the hardest to engage and hardest to place clients, so finding 
housing in an environment of housing shortages to begin with, was a frustrating issue.  

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• “[Upper administration] can listen to staff perspective on needs of clients and 

staff.” 

• “Coordinators need to focus on clinical needs of highest risk population and 

needs of staff who burn out w/this population the focus should not be on 

outside meetings.” 

• “Support/benefits/pay raise for direct line staff to avoid service interruptions 

(ie: strike, raise staff turn over).” 

• “System doesn't acknowledge or incentivize engagement.” 

• “Getting notes in on time.” 

• “Building space for teams/client interaction to feel safe /welcomed.” 

• “[Recognizing] progress not perfection.” 

• “Follow up and getting paper work completed.” 

• “[Support for] better time management.” 

• “Whole system education regarding co-occurring treatment lens.” 

• “Clients are discharged from programs- SRC, Respite, other programs due 

to behavioral issues with lack of understanding those symptoms and 

behavioral issues are the reason in which client is in program.” 

• “New staff [need] understanding/learning of ACT Model.” 

• “[Need for] increased training.” 

• “[Need] more resources for board & cares.” 

• “Housing first vs. harm reduction…Housing first site dedicated to this 

population.” 

• “I continued to advocate for the clients to receive…even though they’ve 

had conflicts at programs, regarding relapses.” 

• “Consistency in engagement across the system. Integrating families with client 

care. Location being far from… areas clients frequent-inconvenient for clients.” 

• “The lens our community view this population through can improve, Viewing 

with an open mind and not by past experiences.” 

• “Ability to maintain [psychiatrist] for continuity of care.” 

• “[Need] flexibility of doctor (late appointments, switching [appointments].” 

• “[When] nurse is on site [it]…makes getting clients to appointments more 

efficient and collaboration more effective.” 

• “Keeping an open mind, listen to other peoples’ views, don't defend position 

but roll with the challenges of situations.” 

• “I learned to become more self aware if my belief system and not cause it to 

be a roadmap for our clients.” 

• “[Important to] always ask clients if there are needs that program hasn't 

identified or how program can meet client needs that vary from program.” 

• “I feel clients would be more successful if they had support from 

people who have mental illness and substance abuse problems.” 
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Staff also reflected upon areas to improve upon. Given that this Innovation Project focused on 
learning, staff were keenly aware that there were always areas for improvement in the Project 
itself as well as personal growth and development. Many areas for improvement were already 
discussed under challenges, and reiterated here.  
 
“Administrative Support” encompasses support from the department and leadership, as well as 
the capacity for administrative duties like paperwork. Staff commented on the desire for the 
department to better understand the work of the Project and how difficult, and sometimes 
frustrating and tiring it can be. Staff shared that being “on call”, both formally and mentally can 
lead to “burn out” if staff are not broadly and directly supported. There is also recognition that 
although documentation is very important, it can be quite stressful juggling that amidst crises 
and intensive time spent with clients. 
 
“Training/Education” includes Project staff training as well as training and educating the whole 
department, system, and community. Understanding the issues confronting the people with co-
occurring disorders is imperative to non-stigmatizing care and treatment both through service 
provision and in the broader community. 
 
Two areas that were also covered through the challenges section are lack of appropriate 
housing and having consistent and flexible psychiatrists and nurses. Again, as “housing first” is 
a primary tenet of the Project, it is critical to have resources for housing. It is especially difficult 
to place these clients since many have “blown out” of housing or have had negative 
experiences. As the medical staff are also a critical component of the Project, consistency and 
flexibility are key.  
 
Meeting client needs will always be a part of improving a program. Staff have identified that 
increased peer support, especially through peer groups is an area that could be improved. In 
addition, garnering client feedback through 1:1 conversations, as well as more formal methods 
is a way to improve.  
 
During the focus group, similar issues surfaced. Staff also discussed the difficulty of tracking 
data consistently and how paperwork could be overwhelming while providing quality services 
to a hard-to-engage population. The team agreed that with increased numbers of referrals, 
there was much less time to do the critical reflection work. It became more difficult to have 
intentional and focused discussions about vision, goals, and gaining multiple perspectives 
about interventions using the stage-based approach from a co-occurring lens. Increased client 
needs led to decreased relationship building and communication amongst staff members. The 
1:8 staff to client ratio seemed to be the right ratio for the best quality service for this population 
due to the support and attention for the staff to do their best work.   
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What was Learned 

 
 

Were clients successfully engaged by receiving a combination of services through this 
new FSP? 
 
The data detailed above demonstrates the level of engagement and success clients have 
experienced during this Innovation Project. Charts #3, #4, and #5 illustrated how many clients 
were engaged, at what level, and with what services. The services were a combination of 
mental health, SUD, psychiatric and medication services along with housing, community 
resources and other referrals. Chart #7 showed how a small proportion of clients received a 
large proportion of services, indicating more intensive engagement, and Chart #8 provided 
information about clients’ engagement in SUD services. The length of stay in the COD FSP 
depicted in Chart #9 was also an indicator of engagement, but not as lone data; successful 
linkages and outcomes in conjunction with this data were the better indicators.  The MHRTS 
and SATS tools also provided some evidence of successful engagement as clients moved 
along the recovery stages.   
 
Probably the strongest theme that emerged regarding the successful engagement of clients is 
that this population takes time to engage. Staff have consistently shared prior to treatment 
services, and even prior to more formal conversations, they spent a considerable amount of 
time and energy finding and engaging with individuals. Building trust and relationships were the 
key to successful engagement. During the focus group and through journaling, words such as 
Persistent, Consistent, Rapport, and Time spoke volumes in what was needed to engage 
with individuals. One staff exclaimed, “Never give up on building rapport and relationships. You 
need to take the TIME to build and you can’t believe what can happen!” Another stated that 
building rapport is about “everything and anything”; it is not just treatment. In this Project, staff 
met clients where they were and being a “provider” alone didn’t work. 
 
 

Did using stage-based treatments for both mental health and SUD concurrently lead to 
improved outcomes for clients participating in the FSP project? 
 
The Innovation Project team utilized the MHRTS and SATS to anchor the focus on stage-
based treatments for both mental health and SUD concurrently. Overall, staff indicated that this 
approach and the tools helped bridge the relationship with clients, meeting them where they 
are and determining how staff could help at whatever stage they associated with. Being able to 
work on both mental health and SUD issues concurrently also resulted in stability for the clients. 
They did not need to go to another provider completely, and were able to sustain the 
relationship already built with the COD FSP staff.  
 
Another benefit with stage-based treatments in the COD FSP is that the doctors were 
comfortable with a client still using drugs, and were willing to treat them “where they were” – 
they did not need to be completely free of drug use. Staff were very positive about the benefits 
this provided clients, including decreased stigma and being able to decrease their drug use as 
they started feeling better with medication. The doctor was able to do this because of the close 
teamwork – the team was watching out for the clients and helped monitor their status. Staff 
went out every day to support clients to fully participate in the treatment prescribed, including 
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taking medications, attending meetings, etc., and this allowed the doctor the confidence in 
prescribing psychiatric medications. 
 
The stage-based approach also assisted in the differentiation of symptoms, and allowed for 
extra support in specific areas. Being in tune with the stages led to different expectations for 
different individuals based on their stage for a more individualized treatment. Although the 
MHRTS and SATS helped with a stage-based focus, staff found that it was more about viewing 
individuals through a co-occurring lens and less about the tool itself. Even so, the data from the 
MHRTS and SATS in conjunction with the DCR-LA outcomes shows promise for this approach.  
 
 
What engagement strategies and interventions emerged from this concurrent stage-
based approach that were most effective for this population? 
 
Data in this report supports that the pre-engagement and ultimate engagement with clients 
through the building of trust and relationships were the most effective strategies that emerged. 
With relationships and time, engagement became an invitation rather than coercion. Although 
this is not a new concept, according to staff, the extent to which it made a difference for client 
progress was phenomenal. Through the flexibility of the Innovation Project, staff recognized 
the impact of doing “whatever it takes,” using the team approach with clinical judgement, 
accountability, and supervision. One staff stated that the idea that you can’t work harder than 
the client is not true – it is expected and necessary at this level, and that staff wear many hats 
to meet client needs for success. Another powerful statement was, “FSPs live in the grey – 
nothing is black or white. We can miss opportunities if they did [function as black or white].” 
Staff also shared that it was most effective in working with this population to “push boundaries” 
while grounded in clinical practice and implemented ethically.  
 
Charts #13, #14, and #15 illustrated which strategies/interventions were utilized the most and 
which strategies/interventions were utilized for the greatest and lowest percentages of clients. 
It was quickly recognized that many clients in the COD FSP were in the very early stages of 
recovery, and therefore the first several strategies were the most effective. Staff felt so strongly 
about the importance of effective outreach and engagement that a document was created to 
explore and specify what were  (and were not) powerful outreach and engagement techniques, 
and the skills necessary to put them into action (See Attachment #15).  
 
 
While utilizing the concurrent stage-based approach, what practices/processes were 
most effective from staffs’ perspective? 

 
Several strong themes emerged from this Innovation Project related to practices and process 
that were most effective for the FSP co-occurring population. The first was the importance of 
teamwork and excellent communication while utilizing the concurrent stage-based approach. 
The second was the critical need to build relationships and rapport with clients (and potential 
clients), and this takes time and persistence. These themes were discussed in multiple 
sections of this report, but perhaps cannot be emphasized enough. Other practices and 
processes included fidelity to the ACT model in conjunction with the focus of the project, as 
well as regular meetings that kept the vision and mission of the Project at the forefront. These 
meetings allowed the Project staff to share experiences of what worked, using some trial and 
error based on meaningful discussions. As clients were seen in the early stages of the Project, 
the vision became more crystalized, and learning and understanding increased. The staff felt 
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like they were creating their “own lane”, using new “whatever it takes” concepts and exploring 
what did work.  
 
Support from leadership and taking care of self and each other to prevent “burn out” were other 
practices that staff found critical. As more referrals and clients came into the COD FSP, there 
was less time for formal meetings and the learning and support became less formal but still 
present. Complex clients made it more challenging to focus on the formal learning plan, but it 
became even more critical to share caseloads, overlap roles, and remain supportive and 
accountable to the team. Text threads and GroupMe were also methods of communicating with 
the entire team at once to keep everyone “on the same page.” Overall, the practices and 
processes that maintained or built teamwork, communication, and relationships within the 
Project were the most effective for staff. Intentional and attentive time with clients which led to 
trust and relationships ultimately led to increased progress for both mental health and 
substance use issues. 
 
 
Did access to integrated primary care positively affect outcomes? 
 
This was a part of the project that did not develop as planned. There were challenges 
integrating primary care that could not be overcome for the purpose of this Project due to the 
unavailability of primary care providers. It should be noted that staff did connect clients with 
primary care whenever possible. They also recommend integrating primary care if at all 
possible for this model.  

 
 

Did employing an integrated “Housing First” approach positively affect outcomes? 
 
This was another area that was extremely challenging. The staff did take the “Housing First” 
approach whenever possible, but it was evident that the lack of housing in our county limited 
the staff’s ability to implement this approach fully. Staff continuously commented in their journal 
entries and during the focus group about the frustration encountered while trying to place 
clients in suitable housing. Often the staff encountered challenges when clients had already 
“blown out” of housing. Staff did whatever they could to work with the community and other 
agencies to bolster the COD FSP reputation and relationships so that clients might receive a 
second chance with housing.  
 
However, when housing was available, this was a critical component to the success of clients. 
Stabilization of housing and meeting basic needs were foundational to moving forward in 
recovery stages. As illustrated in the DCR-LA data (Chart #19), homeless days decreased 
51% in clients’ first year of the Project (37 clients), and the number of clients homeless 
decreased from 21 to 14.  During clients’ second year (18 clients), homeless days decreased 
99% dropping to 9 homeless days for 2 clients. During clients’ third year (4 clients), no 
homeless days were experienced.  
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Did co-locating this FSP on an SUD/Co-Occurring treatment site lead to increased peer 
support, SUD treatment follow through and linkages to mental health and SUD 
resources? 
 
There were certainly advantages and benefits to being co-located on an SUD/co-occurring 
treatment site, Stanislaus Recovery Center (SRC). Staff cited the following: “We regularly link 
with SRC…and keeping those relationships open and healthy have been a benefit to us when 
linking clients to needed services.” Staff also shared that follow through was easier and better, 
allowing for easy access both ways (SRC and COD FSP). In addition, when clients received 
treatment, being on the same campus allowed staff to continue to support clients, visiting 
regularly to maintain the relationship and trust that was essential to engagement and continued 
success. Moreover, the “Campus” knew the clients, creating familiarity and communication. 
This also prevented the need to call law enforcement at times. Peer support also was more 
convenient. Peers provided support at the COD FSP in a safe, comfortable, and non-
stigmatizing place.  
 
However, as the Project progressed, there were also unexpected challenges. As noted by 
several staff, SRC staff turnover made it difficult to maintain relationships with providers. Also, 
when BHRS implemented the Drug MediCal Organized Delivery System (DMC ODS) during 
the last four months of the project, staff noticed SUD changes that made treatment flexibility 
less accommodating for the COD FSP clients. They experienced changes in treatment 
processes which they felt made it more difficult to accommodate clients. For example, 
according to the COD FSP staff, the increased structure of SUD services has negatively 
impacted the assessment wait and clients may no longer be interested or cannot be found. In 
addition, when caseloads increased, time for engaging other SUD providers was limited so 
relationships were not maintained as well. This change can be attributed to the regulatory 
requirements to track timeliness of service and the SUD Services System of Care enacting a 
new care coordination team. This situation has already improved as DMC ODS continues to 
develop and processes have become smoother. 
 
The site environment also changed with the implementation of DMC ODS. The Care 
Coordination Team (CCT) was co-located in the same building, and created some challenges 
with space issues. As the lobby was shared, the environment changed with the mixed clients, 
and the COD FSP clients found that they couldn’t “hang out” comfortably any more as the 
feeling of safety decreased. Also, before sharing building space, COD FSP staff worked in 
more informal ways, such as through naturally occurring conversations to help reduce barriers. 
 
Another challenging issue was integrating clients who were still using drugs and alcohol into 
SRC’s residential program, which is abstinence based like all other residential SUD programs. 
SRC programs offered a Harm Reduction outpatient group for those not ready to fully abstain 
from substances. Although this was an option, COD FSP staff found that clients were more 
successful working with staff more skilled in interventions for severe mental illness along with 
substance use disorders. These groups did take place through COD FSP, but there were not 
enough staff or clients to offer them consistently. 
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Recommend this Project to Others? 

 

This project is recommended for others to replicate. Many of the lessons learned were 
discussed throughout the report, but one area that should have more attention when 
considering implementation is the integration of SUD services within the FSP program. As 
stated earlier, there were two subunits (components of the Project) set up for SUD 
assessments and treatment to be able to fully address both mental health and SUD treatment 
needs within the one FSP program. The leadership of the Project found that the regulatory 
requirements around assessing individuals for SUD treatment were too stringent for this 
population as the treatment plan was only valid for 90 days. In addition, there were not enough 
clients at one time or staff to create a more robust SUD treatment component within the COD 
FSP. Therefore, the program utilized adjunct services through the co-located SRC. The COD 
FSP did utilize a harm reduction model and created groups to support the model.  
 
When the project was set up as a co-occurring FSP, it was meant to be an integrated ACT 
model. However, from the beginning, it was separated by subunit due to the billing and 
treatment services structure. It is a bifurcated system and separately funded, making a pure 
FSP program very difficult to accomplish. This Project found that even the billing system alone 
made the FSP ACT level “clunky” rather than fluid. The separation on paper also does not 
encourage staff to view and treat clients as a whole as the systems requirements are quite 
different (e.g., treatment plan interval differences). The conclusion that the Project leadership 
made is that mental health and SUD must be fully integrated in requirements and practice for 
the co-occurring population to be most effectively treated. 
 
Another very important part of implementation to consider is the hiring of staff. Due to the 
importance of teamwork and communication, as well as the population served with intensity, 
the hiring decisions are critical. The work is not for everyone, and it takes an individual with a 
passion for the work, and being comfortable taking some risks with good judgment and support 
to be successful. When a staff member is not a fit, it not only takes a toll on the individual and 
could impact clients, but it significantly affects the team dynamics as well. The team had a 
strong commitment to the clients and shared the mantra, “Never give up hope as so many do – 
you can always make a difference.” It is critical that all staff share that philosophy.  
 
 

  

Continue this Project Under a Different Funding Source? 

 

 
During the Representative Stakeholder Committee (RSCC) meeting that was held on February 
1, 2019, stakeholders were provided with an overview of COD FSP operations and data 
through a PowerPoint and interview style presentation (see Attachment #16). As part of this 
RSCC meeting feedback was gathered to not only evaluate the meeting but to determine if 
participants understood the content provided; obtaining feedback is a consistent part of the 
RSCC process. Participants at this meeting were provided with a Learning and Feedback Form, 
and comments that were collected through this form indicated that stakeholders wanted to 
continue funding the COD FSP.    
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Following the February 1, 2019 meeting there was a concentrated effort by BHRS staff and 
leadership to ensure that funding could continue to support COD FSP. At this time the 2019-
2020 Annual Update was being developed and continuing the COD FSP could certainly be part 
of that planning.  
 
On March 19, 2019 an RSCC meeting was held to review the 2019-2020 Annual Update. As 
part of this update review it was announced that the Co-Occurring Disorders Innovation 
Project that was originally funded through Innovation dollars would continue to be funded as a 
Full-Service Partnership Program under Community Services and Support. Learning and 
Feedback Forms were distributed once more and the feedback from the form was extremely 
favorable.  
 
The MHSA Annual Update for 2019-2020 reflects the COD FSP program funded under CSS in 
the funding summary of the plan.  
 
 

 

Materials Developed to Communicate Lessons Learned  
and Project Results 

 

This report will be posted at www.stanislausmhsa.com. At the end of the Innovation Project, a 
presentation of data and results was presented to stakeholders. Stakeholders were given the 
opportunity to ask questions or clarify any information. No other reports, manuals, or materials 
were developed. 

http://www.stanislausmhsa.com/
http://www.stanislausmhsa.com/
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